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REVIEW OF THE FY 2021 BUDGET AND FY
2022 ADVANCE APPROPRIATIONS REQUEST
AND OVERSIGHT OF CARES ACT
SUPPLEMENTAL APPROPRIATIONS FOR
THE DEPARTMENT OF VETERANS AFFAIRS

WEDNESDAY, JUNE 3, 2020

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

The Committee met, pursuant to notice, at 3:12 p.m., in room
SD-106, Dirksen Senate Office Building, Hon. Jerry Moran pre-
siding.

Present: Senators Moran, Boozman, Cassidy, Rounds, Tillis, Sul-
livan, Loeffler, Tester, Brown, Blumenthal, Hirono, Manchin, and
Sinema.

OPENING STATEMENT OF CHAIRMAN MORAN

Chairman MORAN. Good afternoon everyone. The Committee will
come to order.

Before we proceed to today’s hearing, I would like to take a mo-
ment to recognize that last Monday was Memorial Day. It was a
different Memorial Day for me and for other Americans than nor-
mal, and it was more difficult for us to gather together. But last
Monday gave us an opportunity that we should take every day, to
pause and remember the brave Americans who gave their lives in
defense of our country, and we honor the sacrifices they made to
keep us free.

While—let me start by saying that the veterans that we honored
on Memorial Day, they served our country, and that peaceful pro-
tests are a demonstration of the freedom that our veterans served
to safeguard and to protect. While we reject the defacing of our na-
tional monuments, I would take another moment to express my
gratitude to the National Park Service, its employees and volun-
teers, who quickly restored our memorials, all of them, but espe-
cially those that recognize the service of our men and women, par-
ticularly the World War II memorial.

I know that this Committee will continue to further our Nation’s
pledge—one nation under God, indivisible, with liberty for all. We
do that by honoring those who served to make certain we live in
that country and we, again, use this Committee as an opportunity
to pay our regards and respect to veterans who lost their lives to
protect our freedoms.
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Today’s hearing is on the VA’s Fiscal Year 2021 budget request
and the supplemental appropriations contained in the CARES Act
to respond to the COVID-19 outbreak. We welcome Secretary
Wilkie as well as Dr. Richard Stone, Executive in Charge of the
Veterans Health Administration; Dr. Paul Lawrence, Under Sec-
retary for Benefits; and Jon Rychalski, Assistant Secretary for
Management and Chief Financial Officer.

I appreciate your presence here today and we certainly have
done our job to socially distance. Mr. Secretary, despite the dis-
tance between you and me and your team, there is nothing other
than COVID-19 that causes that to occur, and I look forward to
continuing to work closely with you at every opportunity.

I look forward to discussing with you all today how we can work
together to improve outcomes for veterans in our country.

I would also like to acknowledge the passing of veterans and VA
personnel who lost their lives due to COVID-19. Part of our discus-
sion today is to make certain the VA has every tool it needs to min-
imize the loss of life during these unprecedented times, and I also
want to thank the VA nurses, our doctors, and support staff who
work tirelessly to deliver care to veterans during the COVID-19
pandemic.

In addition to serving veterans, the VA has executed its fourth
mission, to support the American health care system struggling
during this national emergency. This response from these health
care professionals has been and continues to be admirable and im-
portant and necessary.

While the VA continues to devote resources to suppress the pan-
demic, veterans will continue to rely on the VA for their needs,
such as education, home financing, and transition services. To this
end, the pursuit of the well-being of our Nation’s veterans must
continue unabated.

Between the release of this budget and today’s hearing, Congress
passed legislation to support Federal agencies responding to the
pandemic. Following a supplemental appropriation request from
the President, Congress passed the CARES Act, signed into law on
March the 27th. CARES provides $19.6 billion for medical services,
including telehealth services, equipment, and supplies, personal
protective equipment, and emergency room and urgent care.
CARES also sets aside $2.2 billion for IT, in order to increase
telework capacity and other telehealth needs.

I am interested to learn how the COVID-19 emergency has af-
fected the VA health services and its budget. Retrospectively, did
the CARES Act appropriately fund the right places, and prospec-
tively, given the shifting health care demands, does the President’s
Fiscal Year 2021 budget still address VHA’s projected needs?

Released before the COVID-19 emergency, the President’s Fiscal
Year 2021 budget request includes a proposed increase of $22.8 bil-
lion in funding for the VA for a total of $243.4 billion. This rep-
resents a 10.2 percent increase above Fiscal Year 2020 enacted lev-
els. I look forward to hearing from you how the proposed budgetary
increase will create better outcomes for our Nation’s veterans.

I was pleased to see the budget request includes an increase for
medical community care as the VA continues to implement the
MISSION Act. As we have discussed, many veterans, especially
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those in rural States like Kansas, depend upon community care
providers for access to timely and quality care.

The MISSION Act was a bipartisan effort to transform veterans’
access to community care, it is strongly supported by every veteran
service organization, and you have been a champion, Mr. Secretary,
to ensure its proper implementation. We all want veterans to re-
ceive the care they need through the VA or in their community,
an(izl I look forward to discussing the future of the MISSION Act
today.

Addressing another of the Committee’s health priorities, I appre-
ciate the additional requested funding for mental health and for
suicide prevention. Mr. Secretary, I know you share our priority. In
January, this Committee unanimously reported the Commander
John Scott Hannon Veterans Mental Health Care Improvement Act
to provid targeted resources toward research, grants for community
partners, and improved coordination between the Department of
Defense and the VA to quell the rates of veterans who die by sui-
cide. It is my hope that you will continue working with us to get
this bill signed into law soon.

Mr. Secretary, as always, I thank you for being here. I appreciate
the difficulty of your job as the Administration works to find a
whole government solution to the pandemic. I look forward to hear-
ing your views on the Fiscal Year budget, and I now turn to my
colleague and the Ranking Member of this Committee, the Senator
from Montana, Senator Tester, for his opening remarks.

OPENING STATEMENT OF SENATOR TESTER

Senator TESTER. Thank you, Chairman Moran, I want to thank
you for having this hearing. Before I get into my prepared State-
ment, I want to say 10 days ago was Memorial Day, and it was a
different Memorial Day than I have ever experienced. It gave me
an opportunity to think about everything that veterans have given
us in this country—the freedom and the promise to live with lib-
erty and justice for all. I think it is appropriate that as we have
all said, every day is Veterans Day in this country, because, quite
frankly, without the sacrifices, without the job that our military
has done over generations, this country would certainly be a dif-
ferent country than it is today.

I hope with all my heart, that we keep in our mind that this
country is about liberty, and it is about justice, and it is about lib-
erty and justice for all.

So thank you to the veterans out there, and, Secretary Wilkie,
I want to thank you and I want to thank your leadership team for
being at the hearing today. Today we get to go over the details of
the President’s budget request. In the last 4 months, the world has
changed, and the VA has changed. More than 106,000 Americans
have died, many of them veterans who have returned from wars
abroad to die fighting a very different battle here at home.

The VA is our largest integrated health care system in the Na-
tion, and I know the VA has been focused on saving as many vet-
erans’ lives as possible, with more than 12,000 veterans having
been diagnosed with COVID-19 by the VA. While many are recov-
ering or convalescing, we should never forget that more than 1,270
have died.



4

As part of this mission, VA has also taken care of non-veterans
and has deployed staff and supplies to non-VA facilities like State
veterans’ nursing homes.

VA’s front-line workers and their work force have done an incred-
ible job and deserve more than just a thank-you, because that is
not enough for the work that they have done. It has been stellar.
We must ensure that the VA has everything it needs to keep the
employees that we have safe and take care of our veterans in the
process.

Today’s hearing is an opportunity for us to take stock of where
we are and where we need to be. Mr. Secretary, at the outset of
the Nation’s response to COVID-19, Congress fulfilled VA’s request
for nearly $20 billion to support its ability to take care of veterans.
We do need a better understanding of how VA has spent those
funds and whether unspent dollars will be available to address vet-
erans’ needs, whether it be COVID-19 or otherwise, in this next
fiscal year.

We also need to ensure that the President’s budget request for
VA in-house care meets the anticipated health care demands of vet-
erans when looked through the lens of the coronavirus. We also
need to know whether private sector providers are prepared to
safely administer care to veterans, given the virus’ unprecedented
effect on American health care. We must anticipate the economic
ripple effects of coronavirus on industries across the board, prepare
for a potential increase in enrollment and reliance on VA, and
evaluate whether the President’s budget meets those demands.

We have seen the devastating physical effects that coronavirus
has had on those who have contracted the disease, but I think we
have also seen large-scale negative psychological impacts such as
physical distancing and isolation, the death of loved ones and lack
of access to traditional in-person mental health resources.

The VA needs to look to new and innovative approaches to pro-
viding mental health care to veterans across the country, such as
increased access to telehealth services. As we have seen with this
COVID-19 crisis, VA facilities need more space and certainly not
less. We need capacity, and we will not get there by short-changing
VA’s infrastructure.

With veteran unemployment on the rise, it is also critical that
the VA communicate what programs we need to support in order
to get veterans educated, trained, back to work, and able to provide
for their families. One way we help veterans provide for themselves
and their families is to ensure their claims are processed timely
and accurately. I am truly concerned with the mounting backlog of
claims from the COVID-19 pandemic due to deferred and disrupted
in-person examinations for veterans, and with how these delays
will affect them and their families.

So I look forward to today’s hearing, and learn more about how
this budget request and the Department’s response to COVID-19
has progressed, and I look forward to our conversation. Once again,
thank you, Mr. Chairman, for having this hearing, and I want to
thank all the witnesses for being here today.

Chairman MORAN. Senator Tester, thank you for joining us. I ap-
preciate the relationship that you and I have, whether we are close



5

or far apart. Maybe sometimes this works better for us. But I am
delighted that you are with us.

I would tell the Secretary and his team that we have almost
every member of the Committee present, either here, in person, or
remotely. This is a hearing that our Committee members take seri-
ously, and they are participating. While I am pleased that all of
our members are here, I also want to acknowledge the presence of
Senator Boozman, who chairs the MilCon-VA Appropriations Sub-
committee, who has a lot of interest and involvement in your ap-
propriations. So Senator Boozman, thank you especially for joining
us with your expertise and interest.

Mr. Secretary, before I introduce you I would say not only thank
you for being here but you have been very kind with your time to
Senator Tester and I throughout the pandemic. I could not ask for
more opportunities to have conversations with you and your team,
Dr. Stone and others, and that was very helpful as we explored,
and hopefully made suggestions and asked questions that were
beneficial to you in fulfilling your duties during this pandemic.

Mr. Secretary, welcome, and please proceed with your testimony.

STATEMENT OF THE HONORABLE ROBERT WILKIE; ACCOM-
PANIED BY RICHARD STONE; PAUL LAWRENCE; AND JON
RYCHALSKI

Secretary WILKIE. Thank you, Mr. Chairman and Senator Tester.
You stole the first line. I intended to say, and actually I will say,
that in my experience working in this institution, everywhere from
the majority leader’s office to finishing with Senator Tillis, that I
can say that there is no committee of authorization that has been
more collaborative or more supportive of the Department that it
oversees than this Committee, which is why I do say, with a
straight face, it is a pleasure for me to be here.

I also want to pick up on what you and Senator Tester said
about the events of Memorial Day. Memorial Day has been part of
my life for as long as I can remember. As Senator Tillis says, I was
born in khaki diapers and am very proud of it. But this Memorial
Day I looked out from the podium at the Quantico National Ceme-
tery and saw three families scattered amongst the thousands of
veterans at that cemetery and realized that this really was a dif-
ferent time.

But I will say that we have, at VA, made sure that every obstacle
possible was removed, so that on that day of days, those families
could be in our cemetery, representing the 1.1 million Americans
who have lost their lives since the first shots were fired at Lex-
ington in April of 1775.

Mr. Chairman, you noted that last year we presented the largest
budget in the history of this Department. That has now been sur-
passed by the budget presented to this Committee this year. But
I want to say that your support in that budget reflects trust in VA
that did not exist 6 years ago. This is not the VA you read about
in 2014. Today we are rededicated to Lincoln’s vision that we take
care of all who have borne the battle and for their families.

Our record of turnaround is something that may be unprece-
dented in the history of the Federal Government. In just a few
short years we have implemented major reforms. Under the MIS-
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SION Act we have successfully given veterans real and permanent
choice. While some said that the MISSION Act meant the privat-
ization of Veterans Affairs, the numbers show that the opposite has
happened.

In the last fiscal year, we completed more than 59.9 million in-
ternal episodes of care, a record high. While we were doing that,
between June 6th and the declaration of the national emergency,
we sent almost 4 million veterans into the private sector to fulfill
the MISSION Act’s mandate. We implemented critical updates to
the Colmery Bill, we took on the new task of caring for thousands
of Blue Water Navy veterans, and we continue to make progress
in the highly complicated development of the electronic health care
record that we will share with the Department of Defense so that
people like my father will never be burdened with an 800-page
paper record ever again.

Today we continue to implement those reforms even as we cope
with, as you and Senator Tester said, a radically new normal that
none of us could have foreseen the last time I appeared before this
Committee. This epidemic was a shock to health care systems
around the planet, but you should be proud, as I am, the thousands
of VA employees who put themselves in harm’s way to create an
indispensable resource, not only for our veterans but for our Na-
tion.

We continue to perform well because we took steps early on that
allowed us to keep serving veterans even when there was so much
uncertainty. Those steps included the immediate implementation of
emergency management procedures in the last week of January,
expanding telehealth access and prohibiting visitors to our VA
nursing homes and spinal cord injury centers.

Here is where we stand today. As of this week, more than 12,000
veterans nationwide have been diagnosed with the virus, but 80
percent of those veterans are now at home, having recovered. We
are caring, as we speak, for 1,200 veterans with the virus, a num-
ber that has fallen in the last 2 weeks from 2,200. We have, cur-
rently, about 1,100 VA employees who have tested positive, but we
estimate that our infection rate, with 330,000 employees in Dr.
Stone’s department, to be one of the lowest infection rates of any
health organization on the planet. It is less than .5 of 1 percent.

Our staffing is stable because we have hired, in the last 7 weeks,
16,000 Americans who have agreed to join us and serve veterans.
That means 3,300 registered nurses, 22 CRNAs, 535 physicians,
and 202 nurse practitioners who are with us now full-time.

More importantly, we have the lowest rate of infection amongst
our nursing home residents, the lowest rate of infection of any sys-
tem in the country, because early on we took very difficult steps
to close off our veterans, sadly, from their families and their
friends. Because of that we have 19 veterans in our nursing homes,
19 out of the 7,000, who are infected with the virus. I believe that
we have set an example on how to care for our Nation’s most vul-
nerable.

That stability in operations has allowed us to open our doors for
the fourth mission, which is to back up the national health care
system in times of crisis. We are now in 47 States and territories.
By April, we were accepting requests to open dozens of our hos-
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pitals to non-veterans across the country. Our expertise in caring

for nursing home residents is in the highest demand. We have de-

ployed 294 VA staff to community nursing homes around America,

ﬂnd 330 VA staff have been deployed to help at State veterans’
omes.

The crisis, as I mentioned, was not costless for us. COVID has
claimed the lives of 32 of our VA families. But in April, April
brought us irrefutable evidence that the tide at VA has turned for
the better. On the last day of the month we released a survey
showing that a record 90 percent of veterans across the country
now completely trust VA care. That is a record high and is a record
high even in a pandemic.

That is today’s VA. It is a learning organization, filled with em-
ployees who can turn on a dime to keep veterans and non-veterans
safe, even during this time of incredible uncertainty.

Mr. Chairman and Senator Tester, I again thank you for your
many courtesies to me and everything you do for our Nation’s most
deserving.

Chairman MORAN. Mr. Secretary, thank you very much. Let me
begin with a handful of questions and then turn to Senator Tester.
Committee, we will do this seniority, not knowing the presence of
every member at the moment. We will work our way, alternating
between Republicans and Democrats by seniority.

Mr. Secretary, can you walk us through why we are seeing a
steady growth and increasing funding in both internal VA medical
services and community care? Let me use this opportunity to say
that I believe that whether the care is provided in the community
or provided internal to the VA, both are VA care. They are both
part of the Department of Veterans Affairs and they are not sepa-
rated.

You indicated the hiring of 10,000 medical staff. This, in my
mind, could lead toward a greater capability of seeing more people
internally within the VA, and maybe result in less people involved
in community care.

You have also indicated, to me and Senator Tester over a long
period of time, the increasing use of telehealth. How does that then
have a consequence on the amount of veterans being seen internal
and in community? I mean, I raise this question, in part, because
we are being requested in this budget for more money in both cat-
egories, internal VA care and community care.

Secretary WILKIE. Mr. Chairman, let me answer the telehealth
question first, and I think that is a separate category because it
rests on a priority that I gave to this Committee when I had my
confirmation hearing.

The two communities in this country who serve the Nation in
higher numbers than any other communities are rural Americans
and Native Americans, the two populations that are the hardest for
us to reach, no matter what the MISSION Act does. But what we
have done with telehealth is increase our footprint in rural and Na-
tive America.

I will give you an example. In April, we had over 900,000 tele-
health encounters. That is an increase of several hundred percent.
The reason that is important is at a time of crisis, when those vet-
erans cannot get to our facilities, or they cannot get to their private
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sector provider, we have offered them a window to help with their
health conditions. I intend to expand our footprint through tele-
health into rural and Native America.

On the community care side, I am fully committed to expanding
that choice. Even during this time, 60 percent of our normal MIS-
SION Act community care appointments have been carried out.
The one thing that we have discovered during this crisis is that
many of our veterans are not going into the private sector, and you
have seen that all across the country with declining rates not only
of wellness visits but visits to the emergency rooms.

That has been the makeup of how we have reacted both to the
expansion of MISSION but also the expansion in the confidence
that people have in VA. I will let Dr. Stone add some comments
about the numbers and budget.

Dr. STONE. Mr. Chairman, the growth in the budget reflects en-
hanced enrollment—we are anticipating about 30,000 more vet-
erans to be enrolled with us—and enhanced dependence upon the
system. As you know, about 80 percent of the veterans that are en-
rolled with us have other health insurance. They do not get all of
their care from us. About 20 percent do get all of their care. But
increasing amounts of dependence upon us, as well as the growth
in referral to community care.

A small percentage of the increase is due to MISSION Act and
the increased requirements of probably not more than 2, 2.5 per-
cent, but Jon will correct me if I am wrong on that number. But
it is really dependence upon us and the enrollment. As we come out
of this pandemic, we certainly are concerned that financial desta-
bilization of the veteran population may result in even greater de-
pendence upon us, and I will defer to Mr. Rychalski to correct any-
thing I said.

Chairman MORAN. Mr. Rychalski?

Mr. RycHALSKI. I have no corrections. I would say that from the
enrollee health care projection model that we use to predict costs,
I think the big cost driver is the reliance that Dr. Stone mentioned.
I think more people are taking advantage of the VA. So we are a
victim of our own success. I think there are more programs, more
benefits, more access, different environment, and frankly people
are coming and taking advantage of it.

Chairman MORAN. Is there a way to distinguish between increas-
ing number of veterans accessing care and the cost of care in your
calculations of a budget?

Mr. RycHALSKI. There is. It gets very complicated. As you, I
think, know, and Dr. Stone alluded to, I belong to a commercial
health care plan and they sort of know that I am going to use their
health care plan for all of my health care. The challenge that we
have is, you know, we have beneficiaries that have all kinds of
Medicare, TRICARE, private insurance, and the challenge for us is
predicting how much of the VA they are going to use. You know,
we may see an increase in VA because of this, you know, this
COVID pandemic, people losing their job, and that is something
that we are looking at very closely. But predicting that and sort of
knowing is a very difficult thing to sort through.

Chairman MORAN. Thank you all for your responses. Let me turn
now to Senator Tester.
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Senator TESTER. Thank you. Thank you, Mr. Chairman. I want
to thank everybody who has testified. Look, you guys touched on
it, and I am going to followup where the Chairman was at. This
budget was developed long before we knew there was going to be
a pandemic, and, quite frankly, it is a boatload of money, it needs
to be right-sized. It does not need to be overly inflated, and it cer-
tainly should not be less than you need.

Each one of you talked a second ago about an April increase in
the hundreds of percents. You talked about the fact that 80 percent
of the folks have health care insurance. I think with unemployment
increasing—and you guys talked about this—you are going to see
increased dependence upon the VA. We have seen Medicaid enroll-
ment, for example, increase by 2.8 percent February to April, and
it is going to increase some more moving forward.

So I think we can anticipate there is going to be more pressure
put on the VA, and I think we all can agree on that. I think you
have already said that. The question is, does this budget account
for that, since it was laid out long before we had the COVID-19
pandemic on our hands.

Secretary WILKIE. Senator, let me—Senator—and Jon can give
more details—the one silver lining in what has happened is that
when I first started talking to you and talking to the Chairman,
we were projecting hundreds of thousands of veterans being in-
fected with this virus. We have mercifully been spared those num-
?ers.dOf the 9.5 million veterans we serve, 12,300 have been in-
ected.

What does that mean for the CARES Act and the supplemental
funding? That means of the $17.2 billion that the appropriators al-
located to us for the CARES Act, we have spent $1.01 billion on
medical services. Right now we have more than enough to antici-
pate the problems that you have just outlined.

Our problems and our emphasis will be on making sure that the
claims and that the education programs and the vocational pro-
grams are fully up and running so that when we get back to those
face-to-face encounters we will be able to provide those veterans
with the services they need.

In terms of internal appointments, I do not see it going up much
more than it has, because we have reached almost a saturation
point in terms of the number of veterans that we have in the sys-
tem, and the number of veterans across the country is going down.

Jon, did you want to

Mr. RYCHALSKI. I am sorry. Go ahead, Senator Tester.

Senator TESTER. Well, I would just say go ahead, very quickly,
Jon, if you could, because I have some followups.

Mr. RYCHALSKI. Just to confirm what the Secretary said. You
know, we did not anticipate this in the budget but we have a lot
of flexibility.

The one thing I would like to emphasize, though, where we could
really use some help, is we did not get all the right money in all
the right places. We do have a real need to move some of that
CARES money into VBA—not a large amount—some into NCA,
and some flexibility for IT as well. Those are three areas where we
are going to be short. Other than that, I think we have adequate
flexibility. I think the 2021 budget is adequate, but we did not
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know this when we started. It is not all in the right places but it
is not bad.

Senator TESTER. So it is your intent that—and this is the ques-
tion I was going to ask you, and you touched on it, Jon—if your
intent is to get authorization to roll any unused CARES Act money
into different line items, where you would need money in this
budget?

Mr. RYCHALSKI. Yes. In fact, you have given us authority to move
some money around within the medical care appropriation, but we
would ask for your support in expanding that a bit with—you
know, with congressional oversight, to be able to move it to some
other areas. I think we are providing weekly execution reports. We
are happy to be 100 percent transparent. But we are going to need
to move some of that money around to other areas. That is true.

Senator TESTER. That is fine. That is good. That transparency is
good, and I want to thank you for that Statement.

So First of all, congratulations. I understand that there have
been 16,000 new people hired to the VA in April and May, and if
I am wrong you can correct me on that. So congratulations on that.
The question is, are these folks in it for the long haul, or are these
folks that have retired and came back, that you plan on losing
again, or is this really something that we can get our arms around
to help solve that vacancy problem?

Secretary WILKIE. Yes, sir. I believe 90 percent are permanent,
and that is one of the best news stories that we can have in govern-
ment.

Senator Tester, I want to followup on something you and I have
talked about, and the reason I believe that this funding, the sup-
plemental funding, is so important. I am cognizant that this will
boomerang, or can boomerang on us in the fall and the winter. I
think the supplemental funding that the Congress has provided us
will be our hedge against what could possibly come. We have dem-
onstrated, I think, that we have the procedures in place to ensure
that if it does come back we will be ready, and I believe we have
the funding to meet that challenge.

Senator TESTER. 1 appreciate that Statement, Mr. Secretary.
Thank you for that. I also say that I do not know what happened
in April and May. This is not to what you touched on, but what
you said is incredibly important, because if this does boomerang
back you have got to be prepared for it. It sounds like you are
working in that direction. Thank you.

Whatever you did in April and May, to hire 16,000 people, can
you repeat that in June and July? If you do that for a few more
quarters we will be in really good shape

Secretary WILKIE. Yes, sir.

Senator TESTER [continuing]. from an employment standpoint.

Secretary WILKIE. Yes, sir.

Senator TESTER. The last thing, and I will be very quick because
if my eyeballs do not deceive me I have got about 50 seconds left.
The issues around testing are really important, and you have said
that any employee that wants to get tested can get tested. We are
not hearing that. We are not hearing that from the folks on the
ground. We are still hearing that they are not being tested. Could
you shed some light on that as to what the heck is going on?
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Secretary WILKIE. Senator, you are exactly right. We are not
there yet, although we have tested over 12 percent of our employ-
ees. It is our intent to have on-demand testing for all of our em-
ployees. We are not there yet. Most of that relates not to the ma-
chines that we need. We have the ability to do 60,000 tests a week
on our machines. It is the availability of cartridges that go into
that from the various vendors and the availability of swabs.

Simply, when we issued the guidance to go to on-demand testing
for our employees, we ran out of swabs in a—because of some prob-
lems with UPS shipping. That was a national problem with the
crashing of UPS systems for a weekend. We have now recovered
from that. Right now we have about 60,000 tests available, but we
do not have the ability to institute on-demand testing from our em-
ployees, but it is our intent to get there.

Senator TESTER. Mr. Secretary, thank you. If I am 3 minutes and
20 seconds over, Mr. Chairman, thanks for not gaveling me down,
but I should have been. Sorry.

Secretary WILKIE. Mr. Chairman. may I——

Chairman MORAN. Mr. Secretary.

Secretary WILKIE [continuing]. may I add to that 3 minutes and
30 seconds, because Senator Tester just finished, but this is also
addressed to Senator Sullivan and Senator Rounds, and those Sen-
ators who have large Native populations.

We have brought into our VA over 2,000 Native Americans for
treatment. We have gone into the Native nations, and we are in
several of those communities, and it is my intention to expand our
footprint there, some of our most vulnerable veterans but also some
of our most vulnerable Americans. As Senator Sullivan knows, we
have 114 individual Tribal agreements, and it is my intention to
expand that so there is no Tribal community that we miss.

But I did not want to go without mentioning our help for the In-
dian Health Service. Someone criticized me a few days ago for not
getting payments. I will worry about that much later. The most im-
portant thing is getting those services and that treatment out into
Indian country.

Chairman MORAN. Mr. Secretary, thank you. Senator Tester, 4
minutes and 51 seconds over, if you include the Secretary’s re-
marks, and I will try to be more disciplined with my colleagues.

Senator Boozman?

SENATOR JOHN BOOZMAN

Senator BoozZMAN. That is almost twice.

Chairman MORAN. Almost twice.

Senator BoozZMAN. No, we appreciate you, Senator Moran, Mr.
Chairman, and Ranking Member Tester for holding this hearing,
which is so, so very important. We appreciate you, Secretary
Wilkie, and your team for the great job that you do.

This is just a comment. I hope that we can continue to give you
the ability to do the hiring process like you are doing it now. I do
not know how long it would normally take you to get those people
on board, but it would be a long, long time. So again, we appreciate
you all working so hard and using the flexibility we have given
you.
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The Fiscal Year 2021 VHA veterans’ health budget request is
$90 billion, a $10.8 billion increase from the prior year. If you look
at 10 years ago, in Fiscal Year 2011, the budget request for vet-
erans’ health then was $52.1 billion. It is really remarkable the
growth—to be precise, 73 percent in the last 10 years.

We talked about some of the drivers that were doing that, and
I would argue, having been on the Committee in the House and
now in the Senate for many years with our distinguished Chair-
man, veterans health is so much better than it used to be, and we
have the confidence now. Lots of people using the system.

We also—is it correct that we have an aging veteran population
in a sense with our World War II, our Korea, Vietnam veterans,
again, with multiple problems facing, and then the increase in
health care costs. So it is a lot of money, but it is something cer-
tainly that we are committed to doing. But the good news is I think
the thing that is spurring it, as much as anything, is just the con-
fidence that we are seeing in our veterans in continuing to use vet-
erans health care when they could go to Medicare or some other
insurance.

Dr. Lawrence, recently we visited, or the staff visited. They were
told that the recent suspension of the C&P exams due to COVID
that were understandably creating a significant backlog. We have
worked so hard to get that down. Can you talk about the plan?
What can we do to get that back under control? I think what are
we, 116,000 exams, something like that? Is that in the ballpark?

Mr. LAWRENCE. Yes, you are being charitable. This morning it
was 119,000. You are correct, sir. On April 2d, when VHA stopped
doing C&P exams, we follow their lead, so on April 3d we told our
vendors they could no longer do in-person exams. We started con-
ducting ACE exams and using their medical records to do things
like fulfill their claim or provide partial benefits. But you are right.
The simple math of what took place, and, you know, you all de-
serve some positive responsibility for that. Through the Blue Water
Navy Act, we began to receive a lot of claims in January, and now
there are over 125 days. So that is correct.

We have a plan to open following VHA’s lead, and that would
begin—they opened 20 hospitals. We are opening in that area June
8th. We will startup again C&P exams in certain parts of the coun-
try, and we will continue that. The vendors know and they are
making phone calls now to schedule it.

We are not happy about the backlog. In November it was 64,000.
Our team is very proud of processing claims quickly, so we want
to get that right away.

Two things, sir, to answer your question. The first thing was
what Mr. Rychalski just said about reprogramming some money, so
we will have overtime money to do the claims. The second, we have
a piece of legislation, a legislative request in front of you, to allow
doctors to conduct C&P exams across borders, and in addition some
flexibility for non-doctors to conduct the C&P exams, nurse practi-
tioners and the like. We would ask you to consider that, and that
would be one way for us to expand the capacity to work the C&P
backlog—work the C&P exams and therefore the backlog.

Senator BOOzZMAN. Very quickly, Secretary Wilkie, the fourth
mission has been a big success. As a result of that, FEMA, HHS
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owes the VA some money. Can you talk quickly about the plan and
actually recouping that? What is going on with that? Certainly that
would be very helpful to us as we work through the budget.

Secretary WILKIE. Jon might have exact figures, but as you
know, statutorily, FEMA and HHS have to reimburse us when we
go on missions that they have approved. One thing that I did,
though, was I just started calling Governors. We went out ahead
of many of those missions because particularly in State veterans’
homes there was a crisis, and FEMA has caught up with those re-
quests.

But I will get you figures on how much we are owed so far, un-
less Jon has new figures.

Mr. RYcHALSKI. I was just going to say, sir, we are tracking it
closely. We have worked with FEMA. We have not billed them nor
collected anything, but we will be doing so. We can provide you a
breakout of that.

Senator BoozMAN. Thank you, Mr. Chairman.

Chairman MORAN. Senator Brown.

SENATOR SHERROD BROWN

Senator BROWN. Thank you, Mr. Chairman and Mr. Secretary.
Thank you and Ranking Member Tester. Thanks for eating up
some of my time, Jon. I appreciate that.

We are here to discuss VA’s budget and the Department’s
COVID-19 pandemic responses. Today VA reported 1,200 veterans,
32 VA employee deaths since the start of the pandemic. Our coun-
try is in a crisis. People are dying of a disease that continues to
spread, particularly among seniors, and especially among the black
and brown workers who are keeping our society afloat right now.

We know who essential workers are. They are too often paid too
little. One essential worker said to me, “I do not feel essential. I
feel expandable. I am not paid very well. My work conditions are
not very good,” and that is something that all of us on this Com-
mittee should think about, especially when they are veterans.

Protesters are in the street now because their government is fail-
ing them. It is failing to protect our workers. Not only has it failed
to protect black and brown American workers, for generations of
people who are supposed to protect everyone it has too often been
turned against them.

Peaceful protesters should not be tear-gassed or pelted with rub-
ber bullets so the President can exploit a house of worship, to stage
a photo op. They are not terrorists. American cities are not battle
spaces. I know that the great majority of veterans, I assume the
great majority of VA workers agree with that, and they too are em-
barrassed when the President disbands peaceful protestors and
then brandishes a Bible as a weapon.

On this Committee we honor those who have chosen a life of
service. Nothing is more patriotic than upholding the Constitution
and exercising our fundamental rights. We need to continue work-
ing together to address injustice and inequality to ensure that all
Americans are treated fairly.

I have directly heard from student veterans about how this pan-
demic has affected their GI Bill benefits. Congress worked to pro-
vide relief. I am still concerned that the information from VBA is
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not reaching all the colleges and universities in a clear format. I
urge the Secretary and the staff to work a little harder on that. We
need to make sure work-study students still are paid or that when
classes are only offered online, GI Bill benefits continue as if class-
es were in person. Even after we passed legislation to address
these issues, my office has heard from veterans in schools.

My First question, Dr. Lawrence. Would you commit to work
with my staff, with Anna and Drew on my staff, if we hear of addi-
tional concerns about this?

Mr. LAWRENCE. Absolutely.

Senator BROWN. Okay. Thank you. I figured you would say yes,
and you have always been cooperative. Thank you.

Mr. Secretary, I appreciate Senator Tester asking about vacan-
cies. I had the same question. We need to continue to drive down
the time it takes to hire medical professionals at VA. Can you com-
mit to retain the expedited hiring practices that you have ably
scaled up during the crisis?

Secretary WILKIE. Oh, absolutely, and if I need additional au-
thorities I will come to this Committee. I think we have shown,
Senator Brown, that the government can work, and we have cut
months, almost years off of the hiring process.

One quick thing. One of the incentives that we gave is that we
told people if you joined us you can stay in your hometown or in
your home State should you so desire. I think that is a huge incen-
tive.

Senator BROWN. That is very important. I wanted to take this op-
portunity to urge you to find a way to negotiate in good faith with
the VA unions. I and veterans know they get better care, and em-
ployees know their concerns are addressed where union representa-
tion is at the table. We know that workers are more productive and
they are better treated.

Dr. Stone, Dr. Lawrence, have you reviewed the white paper re-
leased by the National Veterans Legal Services Program and the
Jerome Frank Legal Service Organization at Yale Law School. Vet-
erans who were stationed in Guam for a decade in the 1960’s and
1970’s were likely exposed to dioxin-containing herbicide agents, in-
cluding Agent Orange. Have you looked at that paper and do you
agree with the assessment? For Dr. Stone and Dr. Lawrence.

Mr. LAWRENCE. Sir, let me go first. Yes, sir. We reviewed the
paper and I believe we responded to a letter to you all about, you
know, the inability of us to find the use of the dioxin in that area.
I know it was a very complicated paper that required analysis from
our team. I am happy to discuss it more with you, but yes, it has
been reviewed.

Senator BROWN. Okay, thank you. Dr. Stone, do you want to add
anything?

Dr. STONE. Sir, I have reviewed the paper and I agree with Dr.
Lawrence. It is very complex in its process and we look forward to
coming to resolution on it.

Senator BROWN. Okay. It is important that the VA always
stand—as you know, always stand with veterans and Agent Or-
ange. We are sometimes slow to that. With burn pits and now with
this study it is important always that we come down on the side
of veterans.
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Last comment, Secretary Wilkie and Dr. Stone. The VA has
made a major shift toward telehealth to decrease possible spread
of COVID-19. When we passed the CARES Act we included specific
funding to increase veterans’ access to internet and telehealth.
Some areas of Ohio are rural. Many of the Senators on this Com-
mittee have even more rural areas than I do. They do not have
great access to broadband. This is especially important as veterans
rely more heavily on telehealth for the foreseeable future.

I hope you will share—my time is up, but please share with the
Committee at some point what steps VA, or with my staff, what
steps VA has taken to enter into contracts to expand broadband
and telehealth services for our veterans.

Thank you, Mr. Chairman. If you would just—you can answer
that question in writing, or if you want to take the time now.

Secretary WILKIE. We will. It is a priority for us, particular, as
you mentioned, in rural America.

I did want to say something about your opening comment
about—I believe you mentioned gender disparities. We are in an in-
teresting position at VA. Forty-nine percent of eligible male vet-
erans are in our system. I can say to this Committee today that
42 percent of all eligible female veterans are now in the VA system.
Dr. Stone has just hired an assistant, special assistant, to monitor
those issues, any disparities, and report directly to him. I think we
are the only health care system in the country to monitor gender
and racial disparities in terms of health care and health care out-
comes.

So we are in the lead, and I think for many of those communities
the health care outcomes are much better within our system than
they are in the private sector. So I take your point to heart.

Senator BROWN. Thank you, Mr. Secretary. Thank you, Chair-
man Moran.

Chairman MORAN. Senator Cassidy. You are welcome.

SENATOR BILL CASSIDY

Senator CAsSIDY. Thank you all. Thank you for your good service
and thank you in New Orleans, which had a lot of COVID. You all
d}ild a lot of work to kind of mobilize resources. I really appreciate
that.

A couple of things. I have heard—again, as a physician I get
these phone calls from physicians all over the country. Now one
thing that has been said that in the referral to outside specialists
for different aspects of care the intensity of the care is greater than
it would be if it were given in the VA, that every test is done that
is imaginable, and some of which you would not think would be in-
dicated. Maybe you cannot establish that they are not, but they or-
dinarily would not be done in a more well-run system.

We are speaking not just for the VA in general but we are also
speaking for specific facilities, because you want to have a kind of
ahspectrum of that. Dr. Stone, I think you have been flagged for
this.

Dr. STONE. Yes, sir. We authorize standard episodes of care in
which we define the scope of services to be done. But we do find
a greater utilization of services out in the commercial space than
we do
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Senator CAsSIDY. Now that assumes, Dr. Stone, just because I
have limited time, if you do have greater utilization of services, ei-
ther there is an underutilization within the VA or an over on the
side. Now I will just say, as a doc, if you do too much, bad things
happen. It is not benign to do something which is not indicated. On
the other hand, it should be done if indicated.

So do you have a sense of inside versus outside as to the relative
weight of that?

Dr. STONE. Yes, and, sir, that is why we designed the Commu-
nity Care Program to be highly integrated with the VA at the cen-
ter and the primary care clinician at the center of that, to make
decisions in the best interest of the veteran, and to work with the
veteran for how to proceed. We fine, in some very simple areas, like
physical therapy, dramatically higher uses in the commercial space
that is done within VA.

Senator CASSIDY. But begging the question, is it appropriate in-
creased intensity, or not?

Dr. STONE. Not always.

Senator CASSIDY. So is there—I presume then that you all are
taking measures, because that is one, expensive, but two, it is also
perhaps contraindicated, which is more important.

Dr. STONE. We are, and that is the beauty of the health informa-
tion exchange, which allows us to utilize and to integrate health
care information systems for the veteran so that there is not repet-
itive work being done, and we have full visibility.

Senator CASSIDY. Is it possible that you could give this Com-
mittee a report on a per-institution basis? The Dartmouth study
suggests that it is regional, or even State, or even community lo-
cated in which you have increased intensity of certain services. I
think the individual members of the Committee would like to know
how the VAs in their bailiwick, if you will, are responding to this
challenge.

Dr. STONE. We would be happy to work with your staff and the
Committee staff to really work through that request.

Senator CASSIDY. Let me ask, Mr. Secretary, you mentioned the
success in hiring new people, but I was recently told it can take
as long as 6 months for someone to be offered a position for them
to actually be onboarded and to be seeing patients. Any comments
on that?

Secretary WILKIE. Senator, before Dr. Stone answers that, as a
physician might answer that, we have been able to cut through
most of the Federal flotsam and jetsam when it comes to hiring
people. I have shaved off weeks and months out of the hiring proc-
ess. When people apply, that hiring application goes straight to the
medical center or to the department that would be hiring that per-
son. The onboarding is done quickly. So we have cut down years,
months into weeks, and I do not know that anyone right now is ex-
periencing that 6-month delay. Now there may be one or two spe-
cialties that might, but Dr. Stone can answer that.

Dr. STONE. Sir, it was not uncommon for us to take 6 months to
bring a clinician on, mainly because of the prime source of
verification of their education. With the help of Office of Personnel
Management we have cut that down to 7 days now, that if you
apply today, in 7 days we will have you at work.
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Senator CASSIDY. Really?

Secretary WILKIE. We have hired almost 600 physicians just in
the last 6 weeks.

Senator CAsSSIDY. I have got 36 seconds left. Let me ask you a
4-minute question. During the COVID, coronavirus crisis we have
been using more tele mental health and telehealth services. To
what degree can we continue to use those tele mental health? Have
you found them as effective as traditional mental health services?

Secretary WILKIE. We certainly have, and I think this is the
wave of the future, particularly for mental health. In addition to
what we have provided, we have now entered into agreements
with—I will give you an example—Walmart. Senator Tillis knows,
I cut the ribbon on a Walmart Veterans Health Clinic that exists
behind the pharmacy wall, where a veteran can come in and talk
to a mental health provider—this is in Asheboro, North Carolina—
anywhere in the country.

This is the wave of the future. It prevents veterans from having
to experience the pressures of a large clinical setting. It takes the
pressure off of their families. I expect it to grow. I think the one
benefit of this epidemic, it has allowed us to stress the test.

I will finish by saying—I am going to make a Louisiana com-
ment. My grandmother is watching, in New Orleans. She was born
in the middle of the Spanish Flu at the early part of the 20th cen-
tury. She is still in New Orleans. She survived this one. So that
tells you the resilience of the Crescent City.

Senator CAsSIDY. Thank you. I yield back.

Chairman MORAN. Senator Blumenthal.

SENATOR RICHARD BLUMENTHAL

Senator BLUMENTHAL. Thank you, Mr. Chairman. Thank you all
for being here. Thanks for your service. I saw a report, I think this
morning, in the Military Times, that the number of active COVID-
19 cases at VA medical centers nationwide has risen by more than
7 percent in the last 5 days. That is a pretty alarming turnaround,
in contrast

Secretary WILKIE. I can answer that. The system—the account-
ing system was down for several days. But overall, 9.5 million vet-
erans that we serve, we have had 12,300 infections. Of those
12,300 infections, we have less than 1,500 active infections. I think
there is no health care system in the country that has been able
to keep those numbers down as we have. I think we did it because
we acted early. We were acting in February.

Senator BLUMENTHAL. My question to you, though, is the trend.
What has been the trend over the last 5 days? Are you saying that
the Military Times was in error?

Secretary WILKIE. I am saying their interpretation was in error.

Senator BLUMENTHAL. Well, you are saying they were in error.

Secretary WILKIE. I said their interpretation was in error.

Senator BLUMENTHAL. What are the numbers?

Secretary WILKIE. I gave you the overall numbers.

Dr. STONE. Sir, if I might add to this, I would ask you, Senator,
to consider two things, one, the number of cases, and second, how
many are hospitalized. Our hospitalization numbers are stable and
are not increasing. I think as we increase testing, and we are doing
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3,000 to 4,000 tests a day in veterans, you are going to get num-
bers going up. It is just like in each of your States, that as you pen-
etrate with——

Senator BLUMENTHAL. Well, that is an explanation, but the num-
bers are showing an increase. Correct?

Dr. STONE. The actual number is showing an increase, but not
in hospitalizations. Hospitalizations

Senator BLUMENTHAL. It is an increase in the number of active
cases. I understand hospitalizations are different from active cases.

Secretary WILKIE. Yes, and most of those cases are at home.

Senator BLUMENTHAL. At home?

Secretary WILKIE. Because they do not require

Senator BLUMENTHAL. Well, that may be true

Secretary WILKIE [continuing]. they do not require——

Senator BLUMENTHAL [continuing]. I am asking you for numbers.

Secretary WILKIE. Well, I just gave you the numbers.

Senator BLUMENTHAL. I just want to make sure that I under-
stand. The trend is up by around 7 percent of active coronavirus
cases. The Military Times was correct in that report.

Secretary WILKIE. The trend—Look. The interpretation is that
there is an explosion.

Senator BLUMENTHAL. Let me move on to another topic because
I am limited in terms of time. My understanding is that you have
spent only—you have obligated only about $2 billion out of the
$19.6 billion that has been provided under the CARES Act. Why
so small a percentage of the funding obligated?

Secretary WILKIE. Well, because mercifully the original projec-
tions that I discussed with the Chairman and Senator Tester of
several hundred thousand infections did not play out. Those were
the projections we were looking at at the beginning of this.

Senator BLUMENTHAL. So you do not need the money?

Secretary WILKIE. I also mentioned earlier, Senator, that I am
standing by for a rebound. We do not know what is going to hap-
pen in the fall and winter.

Senator BLUMENTHAL. So if that 7 percent trend that I just men-
tion(e)d continues, you might need the money more than you do
now?

Secretary WILKIE. Well, I think with the rebound you would see
people who have had no contact with the virus be susceptible to it
in the fall and the winter.

Senator BLUMENTHAL. Let me ask you, with respect to PPE, how
many—and this is relevant to the potential rebound—how many
weeks of supplies do you have now in PPE?

Secretary WILKIE. We have multiple months of supply of PPE.

Senator BLUMENTHAL. Multiple months?

Secretary WILKIE. Yes.

Senator BLUMENTHAL. So you have more than ample personal
protective equipment.

Secretary WILKIE. If I can add, the Chairman and I have talked,
and so has Senator Tester. We are setting up a system that is
something that you were familiar with in your Marine Corps days.
The Marine Corps and Navy had supply depots all over the coun-
try—spare parts, technicians. We are doing that with our PPE and
our medicines. I think this is our hedge for the future, so that we
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will not be susceptible to a disruption in the supply chain. So I
have adopted the models that I saw as a young naval officer, and
we are preparing by stocking up.

The other thing I would say is that we never fell below 2 weeks
of supplies during this crisis.

Senator BLUMENTHAL. I have one last question. I have many
questions. Some I will submit in writing, but one more question I
want to ask you here. I introduced a bill last year that was sup-
posed by 18 veteran service organizations to remove the 1-year
manifestation period for three illnesses linked to Agent Orange,
and I would like your support for that bill, 50 years after the vet-
erans suffered the harms that are still affected.

Secretary WILKIE. Well, I certainly—as the son of a combat sol-
dier from Vietnam I understand it probably as well as any depend-
ent. Dr. Stone and I will be reviewing that, as well as several other
studies that are tangential to your legislation, in the coming weeks.

Senator BLUMENTHAL. While you are reviewing that, maybe you
could also indicate why you have not categorized as a presumptive
disability three—several conditions that are classified by the Na-
tional Academy of Sciences in that regard. I know that ordinarily
you follow their recommendations. In 2016, the National Academies
recommended adding four new conditions to the Agent Orange pre-
sumptive disability list, including bladder cancer, hypothyroidism,
hypertension, and Parkinson-like symptoms. Despite that scientific
backing, you have not added those conditions.

Dr. STONE. Sir, we and the Secretary have spoken previously
about this, and we are waiting for these two additional studies to
finish, that are broad studies of death rates as well as the health
status of the Vietnam veteran before we come to agreement on
that. We have talked to the National Academy of Sciences and
looked at the statistical variance that they have, and frankly, I am
not as convinced as the National Academy of Sciences is. But we
will defer to those two studies and then make recommendations to
the Secretary.

Secretary WILKIE. Mr. Chairman, if you would indulge me to fin-
ish the original question Senator Blumenthal asked about the 7
percent increase and why I was questioning the interpretation. We
have 9.5 million veterans in our system. We have had 12,300 in-
fected, mercifully, an incredibly low number. Of those 12,300, well
over 9,000 have completely recovered. So a 7 percent increase—and
why I was challenging the interpretation—sounds like there has
been an explosion in terms of the number of veterans infected. It
has been mercifully low if you look at the entirety of the commu-
nity we serve.

Senator BLUMENTHAL. My time has expired. I thank you, Mr.
Chairman.

Chairman MORAN. You are one of my Ranking Members, as is
Senator Tester, and you almost got as much overtime as he did.

Senator Rounds?

SENATOR MIKE ROUNDS

Senator BLUMENTHAL. Thank you.
Senator ROuNDS. Thank you, Mr. Chairman. Mr. Secretary, gen-
tlemen, thank you all for your service to our country.
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Mr. Secretary, in a call we had with you just a few weeks ago
you were confident that any overdue provider claims were old
Choice-era claims, but earlier this week, in preparation for this
hearing, leaders from your department told members’ staff that
there are aged MISSION Act claims among the VA’s current back-
log. This does line up with your written testimony today, page six
of your testimony, in which you have indicated, and I will quote,
“The VA realizes it needs to do a better job of paying claims from
community providers.” It is certainly reflective of what my experi-
ence is and what I continue to hear from my providers in South
Dakota.

Looking at your request for $18.5 billion for community care for
Fiscal Year 2021, what I would like to know is, is this enough to
make sure your department can do what needs to be done to get
our community providers paid in the time that the law currently
requires? Just as an example, is this enough money to get the
eCams up and running at 100 percent capacity? I think according
to discussions with staff earlier this week it is running at about 33
percent capacity. Our expectation, based on a February discussion,
was that it would be up and running by about May 4th or so. So
we have got a ways to go yet.

Is this enough money to clear your backlog of the 2 million
claims, and help the VAs transition out of the direct payer role al-
together?

Secretary WILKIE. Before Dr. Stone answers the way forward I
will say, and I have been in South Dakota twice in the last 6
months, since MISSION kicked in on June 6th of last year we have
processed 22 million claims and disbursed $6.9 billion. I can say
that with the coming of new management to our regions right now
the number is at 57 percent of all claims are now paid within 7
days. That still means we have a backlog, but it is moving in the
right direction.

Dr. STONE. Senator, the last time you and I talked about this I
had between 3.2 and 3.4 million claims in backlog. That number
is now down to 1.9 million, and we disbursed over $1.3 billion in
payments last month, in the month of May. I think we are going
in the right direction. eCams has not come on board at the rapidity
at which we wanted, although it is running well. What we are look-
ing for is auto-adjudication, where it, on an automatic basis, adju-
dicates a claim. That, you are exactly correct, it’s not at the level
it should be. I have been reassured by Dr. Mathews and her team,
who are running Community Care that in the next month we will
take a dramatic upturn in the amount of auto-adjudication that is
driving this down.

Now the first question you asked was, is $18 billion going to be
enough? It looks like it. It looks like even with the growth in the
dependents and the unknown that we have as we go into a poten-
tial second wave, or even third wave of this pandemic, we will be
Ok with that number.

So I am confident in that number. What I am still not happy
with is the amount of backlog claims. We must be a good partner
to every provider or we are not going to keep the 880,000 providers
who have pledged their commitment to Americans veterans.
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Senator ROUNDS. Thank you, and I think that is really the crux
of it for us, is if we are not paying these providers in a timely fash-
ion. A lot of them do not have real deep pockets, and if they cannot
get paid to continue to pay their bills, then at some point—and so
far none of them have declined the veterans, but we most certainly
do not want to get them to the position where they feel that they
may.

Dr. STONE. Senator, they have not, and we are keenly aware that
the American health care systems in the private space are losing
$50 billion each year, and we have worked really hard to make
sure that we can do our part to maintain their liquidity.

Senator ROUNDS. Great. Thank you.

Mr. Secretary, can you give me a walk-through of the decision to
decrease your requested funding for the VA’s Rural Health Initia-
tive this year by 10 percent, from $300 million in Fiscal Year 2020
to $270 million in Fiscal Year 2021? It seems that with your em-
phasis—and I know you have been to South Dakota twice and you
have talked about what we need to do to work with IHS in our
rural areas. But to see that decrease kind of caught me by surprise.

Secretary WILKIE. I will go back and look. I think it is because
of the emphasis on telehealth, which has cut down on costs. But
I will give you a line-by-line breakdown of why that happened.

I would also add—and this is a parochial matter for you—I was
on KELO yesterday, and I wanted you to know that I renewed the
commitment to Hot Springs on South Dakota television, and my
staff has been in contact with your staff to make sure that when
we deal with that record of decision it is not only airtight, it is also
in line with the legislation that you put in the appropriations bill.

Senator ROUNDS. Thank you. Thank you, Mr. Chairman.

Chairman MORAN. Senator Rounds, thank you very much. I
meant to mention after Senator Blumenthal’s questions that this
Committee will have a hearing next Tuesday. He was asking the
Secretary—Senator Blumenthal was asking the Secretary about
PPE. Our Committee will meet next Tuesday afternoon to have a
hearing. The title of the—the subject is “Building a More Resilient
VA Supply Chain.” So we are going to spend some more time with
the Department in regard to this topic.

Now Senator Hirono.

SENATOR MAZIE HIRONO

Senator HIRONO. Thank you very much, Mr. Chairman. What is
happening in our country right now is a tremendous acknowledg-
ment of the disparities that have existed in our country for far too
long. The pandemic has further exposed the disproportionate access
people of color have to critical services, like health care, housing,
education, social supports, and protests are happening all over the
world, in all of our country, including, of course, in Hawaii, in re-
sponse to violence against black Americans.

We are at a time in our country when we cannot just go back
to doing things as usual, and if ever there was a time to have some
kind of reckoning to move us forward, this is it.

When the top leadership of our agencies does not reflect the peo-
ple they serve, that can have real lasting consequences. So, Mr.
Secretary, I would like to ask you, would you agree that diversity
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in those who are making decisions that impact the lives of all the
diverse group of veterans that you serve, is not diversity in leader-
ship a good thing in order to provide truly equitable services to vet-
erans?

Secretary WILKIE. Senator, I will be careful in my answer. I grew
up in this world. I think you will find that the Armed Forces of the
United States have been the great leveler when it comes to equal
treatment. I have surrounded myself with people who have the
same experiences. Everyone at this table has served in uniform. We
understand the culture and we speak the language. My deputy, she
graduated from—she graduated from the United States Air Force
Academy. Our Assistant Secretary for Legislative Affairs, who is
sitting behind me, I actually served under in the Air Force.

We have one goal. It does not matter where we come from, we
have all served. I think for us, at VA, that is the most important
thing. I would also add what I said earlier. We are the only health
care system, Senator—and you and I have talked about this—we
follow gender disparities. We follow racial disparities. We have now
brought up, just in the last few years, the percentage of veterans
who are women to 42 percent. The percentage of veterans, eligible
veterans, who are male are 49 percent. So we are moving up.

Just a few years ago there were only a few, less than 200,000
women in the system. Today there are 500,000. So I think we
have

Senator HIRONO. I acknowledge that. What I am talking about
are the people who are making decisions on behalf of the diverse
group of veterans that you now have, and many of them are
women. We are already acknowledging that they may have dif-
ferent kinds of health care and other kinds of needs, and therefore
you are programmatically seeking to address those. But it is really
the people who are making decisions.

Let’s face it. I am not disparaging anybody who is in the mili-
tary, by the way, and there should be an acknowledgment that we
all have implicit bias. No matter how fair we may all think we are,
that unless you walk in the shoes of somebody else then it is—it
is not the kind of thing where we can, “Oh yes, I know what you
feel. I know what you are thinking.”

Secretary WILKIE. My, my:

Senator HIRONO. So this is why I would say, diversity in leader-
ship is important.

I do have a question for you before I run out of time.

Secretary WILKIE. I will just say my deputy, she served 30 years
in the Air Force, and I think that is a testament to how far VA
has advanced along the lines, that you

Senator HIRONO. I am all for women in decisionmaking, but we
all know within the military there are still major issues relating to
sexual assault and sexual harassment, but that is a whole other
matter. We also know there are disparities within the VA, and I
am glad that you acknowledge it and you will, I hope, do something
about it.

But do you do implicit bias training within your leadership group
in the VA?

Secretary WILKIE. Yes, Senator, we do.
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Senator HIRONO. Good to know. For years, I have brought up the
Advanced Leeward Outpatient Health Care Access Project at hear-
ings and meetings with VA leadership. The project was scheduled
to be completed by Fiscal Year 2020, but has encountered multiple
delays. Earlier this year, the VA said that this lease award was ex-
pected by mid-May, but in the recent weeks we have learned that
that has been delayed due to COVID-19. Now a lease award is not
expected until mid-August, and the project is not expected to be
completed until spring of 2023.

You can see where the veterans are very concerned that this
project keeps being delayed. Can you explain to me what exactly
is causing yet another delay and how VA is working to address it
and provide a—could you provide a detailed timeline for the
ALOHA project so that I can let the veterans in Hawaii know when
they can expect this facility to be built?

Secretary WILKIE. Yes, Senator, and you know I have been in
Hawaii several times, and the ALOHA Clinic is a classic example
of what happens when there are too many layers of Federal bu-
reaucracy. Some not attached to the VA gets involved in construc-
tion projects. This is a problem that I will bring to the Chairman,
and I think I have mentioned it to Senator Tester as well. The way
CBO scores these projects is not realistic. The other thing that I
will bring to the Chairman is that for projects like the ALOHA
Clinic in Hawaii, which have stopped and started because of CBO
and GSA bureaucracy, we want to give more flexibility to the De-
partment and to the leaders on the ground to be able to engage in
these contracts, contracts that reflect the situation in Hawaii, and
not a one size fits all.

So I take your point. You are absolutely right, and we are work-
ing on providing this Committee with hopefully some legislative so-
lutions so what happens in Hawaii does not happen again.

Senator HIRONO. Thank you so much for acknowledging that,
and of course things are much more expensive in Hawaii, and one
size fits all where the costs are not fixed do not do it for us in Ha-
waii. So I will do whatever I can to assist you, Mr. Secretary.

I am glad that one of the——

Chairman MORAN. Senator, your time has expired.

Senator HIRONO. Oh, I am sorry. I will send more questions for
the record. Thank you, Mr. Secretary.

Chairman MORAN. Thank you, Senator Hirono. The announce-
ment about the vote has been delayed 10 minutes, so it is now at
4:40. So we have—I do not know what we have.

Senator Tillis?

SENATOR THOM TILLIS

Senator TILLIS. Just enough time for my round.

Chairman MORAN. Apparently you are the lucky one.

Senator TiLLIS. Thank you, Mr. Chairman. Senator Tester, it is
great to see you have found your flat top again. It is a good luck.

Mr. Secretary and for all the witnesses, I want to go back on—
I have completed 45 telephone town halls, updating people in
North Carolina on COVID, and one thing it has required me to do
is to take a look at the numbers and not view any one number in
a vacuum. I am sure that you guys are taking a look at any in-
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crease in cases, you are adjusting that, you are looking at the rate
of doubling, you are looking at how you adjust that for the rate of
testing, and those numbers.

So Dr. Stone, in your opinion, do you believe—because this hear-
ing people could leave saying that the VA admitted there is a 7
percent spike. But are you looking at all those numbers, and in
that context doing it as a manageable number that is within your
expectations?

Dr. STONE. Yes, sir. Early in this we were dealing with very
rapid doubling rates. We are now dealing—your State has had
gradually increasing numbers, but with a doubling rate that ex-
tends out to between 30 and 40 days.

Senator TILLIS. Right, and early in the crisis we were in 5-and
10-day increments.

Dr. STONE. We were in 1-and 3-day doublings. So yes, sir.

Senator TILLIS. So I just wanted to level-set that. Before anyone
takes any one number they really need to understand the numbers
if they want to do it justice——

Dr. STONE. Yes, sir, and

Senator TILLIS [continuing]. on the trends. Because clearly you
would be surging if you had a concern.

Secretary WILKIE. Senator Tillis, and I was not trying to be dis-
respectful, but—and you know that I went into the law because I
could not do math.

Senator TILLIS. Yep.

Secretary WILKIE. But when we have an infection rate that is as
low as ours, a 7 percent increase is in the tens or maybe, at most,
the dozens. That does not mean it is not serious, but it is not a cri-
sis. I think we have shown since this began that we have been able
to manage, and our veterans have responded. We have set out well
over 50 million individual communications to veterans and fami-
lies. We have warned them of what was out there. We have given
them instructions and they have responded magnificently, which is
why I think the numbers are as low as they are.

Senator TILLIS. Thank you. Jon, you mentioned the need for re-
programming some of the additional dollars. I think you have been
good stewards. I think you would have spent all $18 billion if you
thought it was necessary. You are demonstrating good stewardship
on the money that was allocated under the CARES Act.

I would expect—I know IT is something that you mentioned—I
would expect that as you scale up telehealth, as maybe you scale
up capacity for some of the underlying information systems, that
those are some areas where you need flexibility to deploy resources.
We need to make sure that we get that information.

I also think that—I am looking ahead to a surge. If we take a
look at the breakdown of patients, particularly acute cases and
deaths, it is clearly in congregate care facilities and populations
where we have higher risk categories, over age 65, underlying
health conditions, et cetera.

We are going to have another wave. The question is how many
therapeutics do we have and what have we learned in terms of pro-
tocols to reduce the spread. But also I think, and particularly
among the senior veteran populations and congregate care facilities
writ large, we should already be creating a mentality for a posture
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that we take before we hear of the first case in November or De-
cember. Are you all taking those steps and trying to inculcate that
as a part of your culture?

Secretary WILKIE. So we have, and the nursing home community
is the example. We serve a little under 8,000 veterans in 134 nurs-
ing homes. We put in emergency protocols very early on in this. We
test everyone in the nursing home. We also test all of the employ-
ees. We stopped visitors and families—a very difficult decision, be-
cause more than half of those veterans are from Korea and World
War II.

Senator TILLIS. Yes, and Secretary Wilkie, because I want to ask
an open-ended question and finish before the red light. I think it
is just important. You know how heartbreaking it is when you
want to go visit someone in these facilities. I think if we set the
expectation now, so that they just know that that is standard oper-
ating practice, it is going to be easier to manage that and make it
less likely that we see anything approaching it. I do not believe we
will see anything approaching what we have in this wave.

The last question, and it is really maybe something for you all
to think about. I have had this discussion with DoD. As you are
looking at deadlines and you are looking at other requirements
Congress has placed on you, that you could rightfully assert that
maybe you need a little bit more time to get certain things done—
it could be projects, it could be reports, it could be any number of
other things-—I hope that you will report back to us and let us
know, to the extent that that is going to require statutory action.
I think you would have a rational basis for knowing what those
are.

Offline we will talk about the electronic health record implemen-
tation. I know it was delayed somewhat. I would be interested in
knowing whether or not there are resources that we could put in
so that we can continue it maybe through tele-implementation and
a number of other things. I know the platform providers implement
it in the private sector.

Thank you.

Chairman MORAN. Thank you, Senator Tillis. Senator Manchin.

SENATOR JOE MANCHIN

Senator MANCHIN. Thank you, Mr. Chairman. I thank all of you
for being here before us today.

First of all, I am just going to take a moment to thank all of the
Veterans Affairs employees that we have in our State, and that you
have around the country, because they have been stalwarts. They
have been on the front line there and they have done a great job.
They really have.

My concern has been, and I think Secretary Wilkie and I spoke
about this, the testing. Veterans are having a hard time. They are
confused about the testing. They are told they have to pay for it,
and that it has been, you know, pre-approved, and going through
all the red tape. Have you been able, Dr. Stone, maybe to work
through that, that clarifies this for them, to make sure that our
veterans can get tested if needed?

Dr. STONE. Sir, I appreciate your advocacy for this, and you and
I have talked about it. Where we are having trouble is this drive-
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through testing. When the drive-through testing is being done by
somebody not enrolled in our system is where we are having trou-
ble with it. What we would like to get, and what we have reached
out to do is try and look at every drive-through testing, any place
we can find it, and try to enroll those health care systems in this.

Unfortunately, some of them——

Senator MANCHIN. Is there something we can do to help you? Is
there anything that we can do legislatively, or something through
our office officially to help you?

Dr. STONE. Yes. I think that we will work with your staff on it.
Right now Community Care believed that they were well on their
way to working their way through this, to make sure that there
was no bill sent out to any veteran. I can reassure you that within
our system there have been no bills sent out for COVID testing,
and if there is we will reconcile it.

Senator MANCHIN. Okay. Well also—and, Mr. Chairman, you
have said that the PPE, we are going to be doing that next week?

Chairman MORAN. I am sorry. Yes.

Senator MANCHIN. The PPE? Because I know—we have put near-
ly $20 billion in that in order to train, so we will get an accounting.
There is no use for me to ask that question if you are going to get
back into that next week.

Chairman MORAN. We will.

Senator MANCHIN. Sir, and Dr. Stone, on the VA in Clarksburg,
2 years. The rumors going around now are just unbelievable in the
local circles, about even the person of interest maybe still working,
or being employed, or coming back as a contractor. Have you
been

Dr. STONE. Sir, I can reassure you, as of a discussion yesterday,
that is absolutely untrue.

Senator MANCHIN. Well, I think it is too. It is a vicious rumor
going around that is hurting an awful lot of families. But the most
important thing is the 2-years. Do you see any end in sight?

Dr. STONE. Sir, the answer to that question has to be done by
the IG and the Justice Department.

Secretary WILKIE. Senator, I have expressed my frustration with
this. You and I talked, and Senator Capito was on the phone. This
investigation began before I was Secretary.

Senator MANCHIN. Right.

Secretary WILKIE. That is a disservice to the people of West Vir-
ginia.

Senator MANCHIN. It is just—I cannot explain it. I mean, you can
imagine what the families are going through. Why would you put
anybody through this? I know you are not intentionally—I know
that, Secretary Wilkie, you could not believe either, the insen-
sitivity of what is going on. But we have got to get an answer. I
am going to go, I think, to Attorney General Barr. I have got to
go to Attorney General Barr. I have gone there before but now it
is urgent now, 2 years. Now with these rumors starting to creep
up, you understand the whole uncertainty of what is going on and
these people being left in limbo like that. It is just-

Secretary WILKIE. Sir, this is a disservice to every veteran in
that community, and as you know, this is a small community.
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These employees have done a great job of cooperating every step
of the way, and we look forward to resolution.

Senator MANCHIN. Anything you can do to help us we appreciate.

Secretary WILKIE. Thank you.

Senator MANCHIN. Thank you.

Chairman MORAN. The next senator—I think we only have Sen-
ator Sinema left, and she is to call in at 4:40, which is now. Sen-
ator Sinema, are you available?

[Pause.]

Chairman MORAN. Let me ask a question then, Mr. Secretary,
which I had intended to ask at the end of the hearing. I was
caught—my attention was caught by the two questions by both a
Republican and Democrat about testing and about the 7 percent in-
crease. I want to make sure I understand what that reflects.

My assumption is that as more people are tested we are going
to see more positive numbers. Perhaps this is a question for Dr.
Stone, but what is it that we should—what-—if something hap-
pens, what should we be concerned about? What is the standard by
which it raises a concern or a significant challenge for the VA,
based upon its numbers, in caring for veterans?

Dr. STONE. So what you should be concerned about in a commu-
nity is the prevalence of the disease. We began this whole thing
when we built the budget for this, anticipating that 2 to 3 percent
of the population would be infected. We are dealing with a fraction
of that, frankly. We are dealing with a tenth of that.

Second, what VA must be concerned about is the ability to take
care of sick people. About 20 percent of the positive are really sick,
and do we have enough beds, do we have enough equipment, do we
have enough personnel to care for them? Hence, the reconfiguration
of the VA’s delivery system to grow by almost 4,000 beds as we
went through this, and the hiring of massive numbers of people,
and the reconfiguration and retraining of ambulatory nurses and
providers to provide care and support for the less ill, so our critical
care providers can care for that.

The VA is well positioned to remain the backstop of the Amer-
ican health care system and to fulfill the mission that the Sec-
retary gave us and that you all expect of us. At this time, as we
enter this, I am at 37 percent on our ICU occupancy, meaning that
two-thirds of our ICU beds are now empty today, across the sys-
tem. Second, we are at about 53 percent occupancy on our medical-
surgical beds. Those are the key questions that you want to know
as we walk through.

Now what we have seen across this Nation is this slow back-
ground of cases, not in rapid spikes like we saw earlier in the dis-
ease, in late February and early March, where we saw these huge
spikes. We have seen this slow background. We anticipate having
about 600 patients as inpatients for COVID right through the fall.

The question will be, will this repeat the activity of summer to
fall 1918, where wave two is much more malignant, a much tough-
er disease, so that wave two really resulted in dramatic deaths in
late 1918 and in the early winter of 1919, January, February.

Chairman MORAN. Dr. Stone, what does medical scientific evi-
dence have to say about that at this point? Anything?
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Dr. STONE. At this time we have no idea. But what I think your
expectation of us should be, and I know what the Secretary’s expec-
tation of me and my leaders is to build a system that can appro-
priately backstop.

Secretary WILKIE. Mr. Chairman, I mentioned that we started
preparing for this early on. We have done things like purchase mo-
bile hospitals that we did not have to deploy but they are ready.
I also mentioned the creation of a military-like depot system.

The other part of that is that I signed a memorandum of agree-
ment with the Defense Logistics Agency so that we are joined at
the hip with them and their computerized systems so that VA is
no longer the ad hoc system that it has been. The year that I be-
came Secretary there were over 4 million credit card transactions,
buying everything from tongue depressors to radiological equip-
ment. These reforms go a long way to eliminating that and making
us better prepared for what may come in the fall.

Chairman MORAN. Thank you, Mr. Secretary. Thank you, Dr.
Stone. I am going to turn to Senator Tester for a second question,
and then Senator Sinema is joining us now.

Senator Tester?

Senator TESTER. Thank you, Mr. Chairman. A couple of things,
and these could be really quick, guys. But on masks I know there
have been multiple versions of guidances put out on masks about
how they are to be used, if they are to be reused, all that stuff.
Have you guys been able to put anything in writing, to direct the
staff so they know what the expectations are on the N95s?

Dr. STONE. Yes, sir. The guidance you reflect occurred on the 7th
of April, and then when we went to a crisis mode, and then we
went to contingency mode on the 14th or 15th of April, and I will
get you the exact date. So it was only for 1 week in this that we
went to crisis mode on utilization, and we remain at the guidance
that was given on the 14th or 15th of April, which provides one
mask per day, per patient that needs an N95, which is those em-
ployees in direct contact with COVID patients.

Senator TESTER. Okay. That is good. I mean, I think that there
is some confusion out there, but if you guys got it out and you field
it, that information is flowed to the proper sources, that is all you
can ask for.

Electronic health records. I do not really want to talk about this,
but I have got to.

Secretary WILKIE. Well, I want to talk about it.

Senator TESTER. Well, I mean, here is the deal. It seems like
every position I have ever been in in government, an elected posi-
tion, over the last 20 years, has dealt with a fiasco when it comes
to programming. We have spent about $2.5 billion so far, and I
think—and correct me if I am wrong, Secretary Wilkie—there is a
request for about $2.6 billion for electronic health records. I think
everybody around the table, everybody on this Committee under-
stands that this is important or we would not be allocating the
money and we would not be pushing to get it done.

I guess the question is, and I know you have been impacted by
COVID, but what have we gotten done so far? Have we got value
for the money we have spent? What kind of timeline are we on here
to get this up? Is it going to be user friendly enough, where we do
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not have to send doctors and nurses to training for, you know, a
month, to be able to get them to be able to understand how to use
the damn record when they should be treating patients?

Secretary WILKIE. So this is a good-news story. I mentioned in
my opening Statement that I believe VA has demonstrated that it
is the most agile of the Federal departments. We have been work-
ing EHRM even this pandemic, and on April 18th we were able to
show that the Joint Health Information Exchange works. We talk
to DoD. DoD talks to us. The private sector can work the records.

We are going to be going live on the scheduling portion in Colum-
bus, Ohio, and then I expect that Spokane and then later Seattle
will be up and running sometime later this year.

You are correct that we took practitioners off of the program to
put them on the front lines, but we are in a position that I do not
think a lot of people thought we would be in. As a matter of fact,
all 73 interfaces between DoD, VA, and the private sector now
work, and I am confident that we have a good-news story here. It
will revolutionize now. The increase that you are talking about is
to spread—and it is something that is near and dear to your
heart—the infrastructure remodeling of our institutions so that
they can handle the electronics required for this system. As you
know, particularly out West, many of our facilities have buildings
that date back to the 19th century. That was certainly the case in
Washington State, where we were testing this.

We are in a much better position than we were when I spoke to
this Committee last.

Chairman MORAN. Senator Tester, Senator Sinema is available,
and for us to make certain she has a chance to ask her question
before we need to conclude for the vote, I am going to recognize her
now.

SENATOR KYRSTEN SINEMA

Senator SINEMA. Thank you so much, Mr. Chairman, and thanks
to the Committee for their patience with our technical issues. So
thank you both for holding this hearing, Chairman Moran and
Ranking Member Tester, and thanks to all our witnesses for being
here today.

You know, organizations in Arizona supporting the homeless vet-
eran community have continued to express concerns for the safety
of those they serve and the staff that they employ. They also do
not feel the VA is providing the necessary assistance to this vulner-
able population during the coronavirus pandemic. One key reason
is VA does not have a national coordinated plan to support home-
less veterans. A national plan should include testing strategies for
homeless populations, access to PPE for all staff working with
these communities and plans to care for veterans who test positive
for the coronavirus.

I know the VA is in need of additional flexibilities to fully sup-
port the homeless veteran community during this time, and I am
proud to work with Senator Sullivan to introduce our Homeless
Veteran Coronavirus Response Act of 2020, which will largely ad-
dress the VA’s needs.

But Secretary Wilkie, as we work to increase the resources and
flexibilities, the VA has to support homeless veterans, it is impor-
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tant for VA to lead on a national strategy, support the homeless
veteran community, in collaboration with the organizations who
provide direct services to the community.

" Vyhat do you need to do this, and why has it not been done thus
ar?

Secretary WILKIE. Well, Senator, thank you, and I know that this
Committee and you and Senator Sullivan have been working on
this, and that is—your efforts are designed to give us more flexi-
bility. I can tell you what we have been doing during this epidemic.
We have used $300 million in additional funding to augment the
three major programs that we have. First is the support to—sup-
portive services for veterans and families, to increase the number
of vouchers available for transition and housing. We have tripled
the per diem amounts so that we are now addressing the basic food
needs of our veterans, and we have augmented our emergency shel-
ter programs.

In hot spots like Los Angeles, we have been out actively working
with the community to bring veterans inside the fence. Regardless
of whether they want to partake of our health care, getting them
inside the fence at least allows them access to the food and to
viflhatever services they will agree to have. But that is to protect
them.

I will be announcing later this month our national roadmap on
suicide prevention. As I said when I first addressed this with you,
if it was just a roadmap looking at the last tragic act in a veteran’s
life it would not be worth much. So we are taking a broad look at
not only mental health and addiction but also homelessness, the
three things that, more often than not, those three areas that the
Nation as a whole has ignored.

I will let Dr. Stone answer any of the medical questions that you
have raised.

Dr. STONE. Senator, I appreciate your advocacy for this, and it
is one of the areas that we are deeply concern. I talked earlier, as
did the Secretary, about the financial instability and the risks to
this population.

We have added $300 million through the supplemental funding
to our support for homelessness. As you know that is a $1.83 bil-
lion program that we have asked to increase to $1.9 billion in 2021.
Part of that is we have increased, by 70 percent, in the supportive
services for veteran families, about $202 million that we have
added to the $300 million that was already there. We have also
added $88 million in the grant per diem. That is for emergency
housing, primarily in hotels, to get veterans off the street, espe-
cially so that we can help manage the potential illnesses in that
population.

As you know, in certain high-cost areas we were very gratified
that HUD was given enhanced dollars to raise the amount for the
HUD VASH vouchers. We have also added $10 million more to en-
sure that there is adequate personnel to work those.

But we continue to be pleased with your advocacy for this popu-
lation as we work our way through this.

Senator SINEMA. Just a quick followup, because I know that my
time is expiring, Mr. Chairman, and that is I would love to circle
back and talk more about this. As we know, most of the efforts pro-
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viding direct services to homeless veterans happens at the local
level, outside of the VA system. I think that is what is leading this
to be a somewhat disjointed operation throughout the country, and
again why I am advocating so strongly for us to have a national
strategy where we can work with our local partners outside of the
VA facilities to address this pandemic.

Thank you, Mr. Chairman.

Secretary WILKIE. Unm——

Senator SINEMA. I appreciate your time.

Chairman MORAN. Thank you, Senator Sinema.

Secretary WILKIE. Senator, let me indulge the Chairman’s pa-
tience. I think that is one of the reasons why the Chairman has
introduced the legislation that is still working its way through
something that we support, that we have those more robust rela-
tionships with the States and localities, and charities, nongovern-
mental organizations, so that we can get into those places that VA
is not.

I cannot thank the Committee enough for taking that idea that
you have just expressed and putting it into action. I think this
Committee has taken a huge step forward.

Senator SINEMA. Thank you. Thank you, Mr. Chairman.

Chairman MORAN. Thank you, Senator Sinema. I am going to
ask just two quick questions, Mr. Secretary, and then I am going
to see if Senator Tester has any quick questions, and we do then
need to conclude our hearing. Two more questions related to com-
munity care, Mr. Secretary.

Your staff shared with my staff that there were 173,721 author-
izations, excluding emergency and urgent care, were written for
community care from March 24 to April 29, 2020, so while we have
been through the pandemic. Could you tell me how many author-
izations of community care were provided in that same timeframe
a year ago, so I can make a comparison?

Secretary WILKIE. I am going to have to take that for the record,
and I believe we are getting that information to your staff.

Chairman MORAN. Thank you.

Secretary WILKIE. Yes, sir.

Chairman MORAN. Second, your reopening plan mentions that
the VA will schedule community care and virtual care appoint-
ments where, quote, “clinically appropriate.” I want to make cer-
tain that the veteran is front and center and that “clinically appro-
priate” is not a phrase that will be used to deny community care
as appropriate, which, in most instances, is when it is in the best
interest of the veteran.

Secretary WILKIE. Yes, sir. Your interpretation is my interpreta-
tion. I would also add that what I have seen during this epidemic
with veterans is similar to what practitioners have seen across the
country. Most instances of veterans not going into the community
have been on their wishes, and we are going to do everything we
can to ramp this thing up back to where it was. Sixty percent is
not good enough. It is not in line with the forums that you have
championed and the forums that I believe in.

Chairman MORAN. So “clinically appropriate” is not an impedi-
ment to MISSION and CARE Act in the community?

Secretary WILKIE. No, sir.
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Chairman MORAN. Thank you. Senator Tester?

Senator TESTER. Thank you, Mr. Chairman. Very quickly, the
Chairman mentioned this in his opening remarks, and it has been
alluded to throughout this hearing. Because especially with
COVID-19 I think that the challenges around mental health are
going to increase. I appreciate the work that you and your staff
have done with our staffs to make sure that the John Scott Hannon
bill is ready for prime time. I would encourage you to keep that up,
and I will encourage my side to keep that up, because I think this
bill is important. I do not think that Senator Moran and myself
would have introduced it if we did not think that veteran mental
health is a problem, and I do not think you guys see it any dif-
ferently either. We have just got to get this going, because I am
not sure that we have got our arms around it yet. So we need to
use every tool we have available.

If you would like to comment to that, you can, but I would just
like to say I appreciate working on it, and I think we need to get
it done. It did pass the Committee unanimously, and you know the
differences of the political spectrum on this Committee are wide.
We all agreed that this was the right thing to do.

The last thing I would say, in closing, and thank you, Mr. Chair-
man, is that, you know, you guys, I have been looking at you on
TV for the last 2 hours, and I would just tell you that if you decide
to give up the VA, all four of you could be news announcers on your
local TV stations.

Secretary WILKIE. Thank you, sir.

Chairman MORAN. Senator Tester, I do not know whether there
was a compliment in there. I was distracted. But I agree——

Senator TESTER. They look good.
hChairman MORAN. But I will assume there was a compliment
there.

Secretary WILKIE. I agree with your Statement.

Senator TESTER. They look really good. Even on high def they
look good.

Secretary WILKIE. I agree with your sentiment about the legisla-
tion. It is vital.

Chairman MORAN. Senator Tester, there are two bills pending
unanimous consent request in the Senate. I was informed today
that I think one of them is ready. The other, it is cleared on our
side and not yours. If you would check with your staff. This is
something that you and I both support and something that the De-
partment has been asking for.

Senator TESTER. I am on it, Jerry. Thank you.

Chairman MORAN. Thanks very much, Jon.

Mr. Secretary, I always give witnesses in front of my committees
the opportunity to clarify, to retract, make any corrections of some-
thing that they said or something that wish they had said.

Secretary WILKIE. I will go back and look, but that is not going
to stop me from thanking the Committee, as I did at the beginning.
There is no better committee when it comes to the oversight of the
Department for which you have responsibility, or a more collabo-
rative committee.

I do want to say one thing. Thousands of VA employees have put
themselves in harm’s way. I think they—well, I do not think—they



33

deserve the thanks of the American people. We have opened our
hospitals. We have sent people into extremely dangerous situa-
tions. They have responded magnificently. One of the things I
would add is that we actually have a lower absentee rate and a
lower leave request rate this year than we did last year, because
people have responded to the call to duty, as they always do, and
I am very proud to be part of their family. I thank you, sir.

Chairman MORAN. Mr. Secretary, thank you for your presence
and your team here today. I thought the hearing was valuable and
I appreciate your testimony and our conversations. I would express
my gratitude on behalf of all Kansans, on behalf of all Americans
for the men and women who work at the Department of Veterans
Affairs, many of them veterans themselves, who arose to the cause
of caring for their brothers and sisters at the Department of Vet-
erans Affairs. We are very grateful for the risks they take and the
anxiety they and their families must have about that service. So
thank you for your reiteration of that, and I join you in that senti-
ment.

Secretary WILKIE. Thank you, sir.

Chairman MORAN. The Disabled American Veterans, the Para-
lyzed Veterans of America, and the Veterans of Foreign Wars have
each year produced an independent budget based on their analysis
of the funding needs of the VA. For this hearing we asked those
VSO partners to submit written testimony on the President’s budg-
et request for the VA, and they provided valuable feedback. They
have done so, and without objection I will include their written tes-
timony into the record. So ordered.

Chairman MORAN. Committee members, you have the oppor-
tunity to submit for us today additional questions for the wit-
nesses. Please do so in the next 5 days. Mr. Secretary, please ask
your Department to respond as quickly as possible to our Commit-
tee’s further question.

Secretary WILKIE. Yes, sir.

Chairman MORAN. Without further conversation we are ad-
journed.

[Whereupon, at 5:02 p.m., the Committee was adjourned.]
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VETERANS’ AFFAIRS

CHAIRMAN JERRY MORAN

Senate Veterans’ Affairs Committee Hearing:
Review of the FY2021 Budget and FY2022 Advance Appropriations
Request and Oversight of CARES Act Supplemental Appropriations for the
Department of Veterans Affairs

Opening Statement Chairman Jerry Moran (R-Kan.)
Wednesday, June 3, 2020 | 3:00 p.m.

As Prepared for Delivery:

Good morning, everyone. The committee will come to order. Today’s hearing is on the VA’s
fiscal year 2021 budget request and the supplemental appropriations contained in the CARES
Act to respond to the COVID-19 outbreak.

We welcome Secretary Robert Wilkie as well as Dr. Richard Stone, executive in charge of the
Veterans’ Health Administration, Dr. Paul Lawrence, Under Secretary for Benefits, and Jon
Rychalski, Assistant Secretary for Management and Chief Financial Officer. | appreciate your
presence today and look forward to discussing how we can work together to improve outcomes
for veterans in our country.

Before we proceed to the topic of today’s hearing, | would like to take a moment to recognize
that last Monday was Memorial Day. As we should every day, we take time as a nation to pause
and remember the brave Americans who gave their lives in defense of our country, and we
honor the sacrifice they made to keep us free.

In that spirit, | want to acknowledge the passing of veterans and VA personnel who lost their
lives due to COVID-19. Part of our discussion today is to make certain the VA has everything it
needs to minimize the loss of life during these unprecedented times. | also want to thank VA
nurses, doctors, and support staff who are working tirelessly to deliver care to veterans during
the COVID-19 pandemic. In addition to serving veterans, the VA has executed its “fourth
mission” to support the American health care systems struggling during this national
emergency. The response from these health care professionals has been and continues to be
admirable.

While the VA continues to devote resources to suppress the pandemic, veterans will continue to
rely on VA for their needs, such as education, home financing, and transition services. To this
end, the pursuit of the wellbeing of our nation’s veterans must continue unabated.

Between the release of this budget and today’s hearing, Congress passed legislation to support
federal agencies responding to the COVID-19 emergency.
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Following a supplemental appropriations request from the president, Congress passed the
CARES Act, signed into law on March 27%.

CARES provides $19.6 billion for medical services, including teleheaith services, equipment and
supplies, personal protective equipment, and emergency room and urgent care. CARES also
sets aside $2.2 billion for IT in order to increase telework capacity and other telehealth needs.

| am interested to learn how the COVID-19 emergency has affected VA health services and its
budget. Retrospectively, did the CARES Act appropriate funds in the right places, and
prospectively, given the shifting health care demands, does the president’s fiscal year 2021
budget still address VHA’s projected needs?

Released before the COVID-19 emergency, the president’s fiscal year 2021 budget request
includes a proposed increase of $22.8 billion in funding for the VA for a total of $243.4 billion.
This represents a 10.2 percent increase above fiscal year 2020 enacted levels. | look forward to
hearing from you how the proposed budgetary increase will create better outcomes for veterans.

| was pleased to see the budget request includes an increase for Medical Community Care as
the VA continues to implement the MISSION Act. As we have discussed, many veterans,
especially those in rural states like Kansas, depend on community care providers for access to
timely, quality care. MISSION Act was a bipartisan effort to transform veterans’ access to
community care, it is strongly supported by every Veteran Service Organization and you have
been a champion to ensure its proper implementation, Mr. Secretary. We all want veterans to
receive the care they need through the VA or in their community, and | look forward to
discussing the future of MISSION Act today.

Addressing another of the committee’s health priorities, | appreciate the additional requested
funding for mental health and suicide prevention services. | know you share this priority Mr.
Secretary. In January, this committee unanimously reported the Commander John Scott
Hannon Veterans Mental Health Care Improvement Act to provide targeted resources towards
research, grants for community partners, and improved coordination between the Department of
Defense and the VA to quell the rates of veterans who die by suicide.

It is my hope that you will continue working with us to get this bill signed into law.

Mr. Secretary, again, | thank you for being here. | appreciate the difficulty of your job as the
administration works to find a whole-government solution to the pandemic. | look forward to
hearing your views on the FY21 budget, and | now turn to my colieague and friend, the senator
from Montana, Senator Tester, for opening remarks.
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STATEMENT OF
THE HONORABLE ROBERT L. WILKIE
SECRETARY OF VETERANS AFFAIRS
DEPARTMENT OF VETERANS AFFAIRS
BEFORE THE
SENATE COMMITTEE ON VETERANS’ AFFAIRS
BUDGET REQUEST FOR FISCAL YEAR 2021

JUNE 3, 2020

Good afternoon, Chairman Moran, Senator Tester, and distinguished Members
of the Committee. Thank you for the opportunity to testify today in support of the
President’s Fiscal Year (FY) 2021 Budget for the Department of Veterans Affairs (VA),
including the FY 2022 Advance Appropriation (AA) request. | am accompanied today
by Dr. Richard Stone, Executive in Charge, Veterans Health Administration (VHA); Dr.
Paul Lawrence, Under Secretary for Benefits, Veterans Benefits Administration (VBA);
and Jon Rychaiski, Assistant Secretary for Office of Management and Chief Financial
Officer.

I begin by thanking Congress and this Subcommittee for your continued strong
support and shared commitment to our Nation’s Veterans, especially during this
extraordinary response to the Coronavirus pandemic. From the start VA took an
aggressive posture to protect our patients from COVID-19, and our staff has worked
tirelessly to continue and carry it out, with great success. We have diagnosed more
than 12,000 Veterans with a positive test for the Coronavirus, but more than 9,400
percent of them are 14 days past a positive test. We're treating about 1,400 patients for
the virus today. | am proud to report that we are adequately stocked with supplies,
including at least two weeks’ worth of N95 masks and other Personal Protective
Equipment (PPE) for our health care staff. We do not have any major staffing problems
to report and, in fact, our attendance has been better this year than over the same
period last year, a sign of a very dedicated workforce. Overall, our infection rate among
VA staff is incredibly low, less than one half of one percent. To add support, we have
greatly expedited the hiring process and brought on more than 10,000 health care staff
in an effort to stay ahead of the problem.

! want to thank the Congress for the $19.6 billion in supplemental funding
provided in the Coronavirus Aid, Relief, and Economic Security (CARES Act) to address
this crisis. This funding has provided us with the means to protect Veterans, including
those most vulnerable, our employees, and our citizens during this historic crisis. This
includes $17.2 billion for VHA, where money is being used to hire new staff and make
sure existing personnel have the resources they need to deal with the evolving needs of
the pandemic. The funding has also been used to add beds, provide overtime pay and
purchase needed supplies such as ventitators, pharmaceuticals, and personal
protective equipment
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Returning to the subject of today’s hearing, with the funding provided by
Congress, VHA provides high quality health care services to 9.3 million enrolled
Veterans; VBA provides educational benefits for over 900,000 beneficiaries and
guaranteed over 624,000 home loans; and our National Cemetery Administration (NCA)
will inter an estimated 137,600 Veterans and care for over 4 million gravesites in our
156 sacred National Cemeteries. We are on the other end of the national security
continuum, as we take care of those who have already borne the battle, and | continue
to believe this is one of the noblest missions in government.

Progress

Solid progress on some of the most transformational initiatives in VA’s history
has taken place in the last 18 months, with the result being a string of wins that puts
Veterans front and center where they belong.

One of our most notable accomplishments is the near-flawless implementation of
the VA Maintaining Internal Systems and Strengthening Integrated Outside Networks
(MISSION) Act of 2018 signed into law by President Trump in 2018, giving Veterans
real choice over their health care decisions. Emboldened by predictions of an imminent
VA system collapse, we effectively rolled out this landmark legislation with no disruption
to Veteran care. Less than 5 months after the rollout of the VA MISSION Act’s
community care provisions, VA had made more than 2.2 million referrals to community
care. In addition, we implemented a new urgent care benefit and more than 90,000
urgent care visits had been completed in the same timeframe, and it is only becoming
more popular with Veterans. In October 2019, eligible Veterans sought more than
5,000 urgent care visits each week, thanks to the 6,400 local urgent care providers that
have contracted to provide this benefit for VA. During the COVID-19 pandemic, with
large segments of the private sector health care system at limited capacity or closed,
VA has been able to ensure approximately sixty percent of our referrals to community
network providers were fulfilled.

Success with the VA MISSION Act had tremendously positive second and third
order effects. Because Veterans like what they see, VA is delivering more care overall
than ever before. In FY 2019, VA completed more than 59.9 million internal episodes of
care — a record high and about 1.7 million more than the year before. Even better,
Veterans’ overall trust in VA now sits at 80 percent, as compared to 55 percent in 2016.
Statistics show:

+ Eighty-nine percent of Veterans now trust the VA health care they receive;

¢ In arecent Veterans of Foreign Wars survey, nearly three quarters of
respondents reported improvements at their local VA; and

+ More than 90 percent said they would recommend VA care to other Veterans.

We expanded other venues of care for Veterans as well. VA is a leader in using
telehealth technology to diagnose and treat Veterans remotely, by connecting Veterans
with health care providers electronically, sometimes in their own homes. in FY 2019,
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VA exceeded 2.6 million telehealth episodes of care to more than 900,000 Veterans.
To increase access to telehealth services, VA has established multiple innovative
agreements for ‘Anywhere to Anywhere’ connected care programs with Walmart,
Philips, T-Mobile, Sprint, TracPhone Safelink, and Verizon. These partnerships give
Veterans who may need help with Internet service more options to connect with VA
health care providers through video telehealth.

We have also tackled some of our most pressing social issues: opioid use
disorder (OUD), homelessness, and a regrettable scourge on our society: suicide.

President Trump’s 2018 Initiative to Stop Opioids Abuse and Reduce Drug
Supply and Demand directly contributed to a 19 percent reduction in the number of
patients receiving opioids nationwide. Overall, since the President took office, there has
been a 35 percent decline in Veterans being dispensed an opioid from a VA pharmacy.

VA has achieved impressive results in fighting Veteran homelessness by working
with local governments, companies, and other stakeholders. In FY 2018, the total
number of Veterans experiencing homelessness decreased 5.4 percent, and in 2019,
that number dropped another 2.1 percent. As of February 2020, VA has served over
200,000 Veterans and their families by housing them or preventing them from becoming
homeless. Thanks to these partnerships, we've seen 78 communities and 3 states
effectively end Veteran homelessness.

The success of these partnerships suggests it's a good way to reduce Veteran
suicide, and so VA adopted a public-health approach to suicide prevention, which
focuses on equipping communities to help Veterans connect with local support and
resources. The public-health approach is central to VA's first ever National Strategy for
Preventing Veteran Suicide, which was published in 2018, as well as the President’s
Roadmap to Empower Veterans and End a National Tragedy of Suicide (PREVENTS)
Executive Order (EO) 13861. PREVENTS aims to bring together stakeholders across
all levels of government and the private sector to address the national suicide epidemic
and provide our Veterans with the specific mental health and suicide prevention
services they deserve.

Our recent successes reveal the magnitude of change occurring at VA, But it is
only part of the story because we have even more fundamental changes to how VA
operates on the cusp of deployment. VA is on the verge of delivering the Centralized
Scheduling Solution (CSS) at Chalmers P. Wylie VA Ambulatory Care Center in
Columbus, Ohio and VA’s new electronic health record (EHR) solution at Mann-
Grandstaff VA Medical Center (VAMC). in Spokane, WA, followed by VA Puget Sound
Health Care System. (HCS) in Seattle and American Lake, WA. Congress has made it
clear, and | have always maintained, that we not rush to implement a new EHR at the
sacrifice of the quality patient care we promised and are committed to delivering to our
Veterans and other beneficiaries. To prioritize the health and safety of our Veterans
and front-line staff, the Office of Electronic Health Record Modernization (OEHRM) is
responding to changing conditions at VA facilities and changing priorities for the
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Department. OEHRM is working to be as non-intrusive as possible to ensure that facility
staff are equipped to respond to increased patient demand and staffing requests. In
light of these rapidly evolving events tied to the spread of the pandemic, programmatic
and budgetary impacts are being assessed.

After implementation at our initial sites, the new EHR will be delivered to over
1,200 VA hospitals and clinics through a phased deployment strategy. Concurrent with
the deployment of our new EHR modernization is the installation of a new medical
logistics system, the Department of Defense’s (DoD) Defense Medical Logistics
Standard Support (DMLSS) system. We are also deploying our new accounting and
acquisition system, the integrated Financial and Acquisition Management System, to
NCA with full implementation across VA following in the coming months and years.

The magnitude of change has been so great, and the pace so quick, that VA
must carefully assess our resource needs to ensure we can adequately sustain what we
have accomplished while continuing to make investments in key areas that promise the
greatest return for our dollars. It is against that backdrop that our FY 2021 Budget was
developed, with emphasis on sustaining the ground we have gained.

Fiscal Year 2021 Budget Request

The President’s FY 2021 Budget requests $243.3 billion for VA — $109.5 billion
in discretionary funding (including medical care collections). The discretionary request
is an increase of $12.9 billion, or 14.1 percent, over the enacted FY 2020 appropriation.
It would sustain the progress we have made; provide additional resources to improve
patient access and timeliness of medical care services for the approximately 9 million
Veterans enrolled in VA health care; and improve benefits delivery for our Veterans and
their beneficiaries. The President’s FY 2021 Budget also requests $133.8 billion in
mandatory funding, $9.1 billion or 7.2 percent above 2020.

For the FY 2022 AA, the budget requests $98.9 billion in discretionary funding
including medical care collections for Medical Care and $145.3 billion in mandatory
advance appropriations for VBA's benefits programs: Compensation and Pensions;
Readjustment Benefits; and Veterans Insurance and Indemnities.

For Medical Care, VA is requesting $94.5 billion (including $4.5 billion in medical
care callections) in FY 2021, a 13 percent increase over the 2020 level (including the
$615 million transfer from the Veterans Choice Fund), and a $2.3 billion increase over
the 2021 AA. This excludes CARES Act funding. The request fully supports
sustainment of the provisions included in VA MISSION Act, including the streamlining
and enhancement of community care services, an urgent care benefit, expansion of our
caregiver support program, and other authorities and programs that will improve VA’'s
ability to provide high-quality, timely, Veteran-centric care in line with Veterans’
preferences and clinical needs.
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This is the largest budget request in VA history, allowing VA to sustain our
remarkable progress, continue the upward trajectory of modernizing our systems, and
be a center of innovation, providing options to Veterans when it comes to their own
care. |urge Congress to support and fully fund our FY 2021 and FY 2022 AA budget
requests.

Next, | will highlight progress we have made, as well as planned activities, in
health care, benefits, business transformation, infrastructure, and cemetery operations
among others and how the resources we are requesting will contribute to our continued
success.,

Health Care

VA Medical Centers

In January 2019, VHA began an initiative to optimize clinic practice management
and improve access to care through the Improving Capacity, Efficiency, and Productivity
initiative. The goal of the initiative was to leverage existing resources and increase
internal capacity to maximize the care we provide inside VA with the enhanced eligibility
for community care under the VA MISSION Act. The project consisted of a 3-phased
approach: Phase 1 focused on improving data accuracy (of labor mapping, bookable
time, Primary Care Management Model, stop codes, and person class) through a
combination of organization-wide webinars and one-on-one support via virtual site visits;
Phase 2 centered on implementation of tailored strong practice solutions (based on
process measure data) to help medical centers maximize capacity using existing
resources; and Phase 3 encouraged VAMCs to leverage innovative methods of care,
such as clinical resource hubs, clinical contact centers,
e-consults, and telehealth services.

Through this effort, the number of VAMCs that met the VA MISSION Act average
wait time standard of less than or equal to 20 days jumped from 47 percent to 65
percent. To replicate this success, we adopted these same practices at an additional
30 VAMCs. As of February 2020, the initiative entered the monitor and sustainment
phase as VHA continues to ensure access enhancements.

Over the last several years, we have also increased provider staffing levels
significantly. In FY 2019, prior to the hiring surge in response to the Coronavirus
pandemic, we increased physician staffing levels by 1.5 percent; Nurse Practitioners by
4.9 percent; and Physician Assistants by 3.9 percent. We also increased clinic support
staff for providers and delivered an additional 2.8 million total clinical episodes of care in
FY 2019. In FY 2019, physician workload increased by 2 percent with over 72 million
physician encounters. Clinical workload of physicians, measured in a common relative
value unit scale that considers the time and intensity of the service, increased by 4
percent. Provider productivity remained relatively constant.

Community Care Network
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We continue our successful deployment of the Community Care Network
contracts, which use third party administrators (Optum Public Sector Solutions in
Regions 1, 2, and 3; Triwest Healthcare Alliance in Region 4; contracts for Regions 5
and 6 are still in progress) to provide a credentialed network of providers for community
care. Regions 1 and 2 are fully deployed; Region 3 is in progress; and Region 4
deployment will begin later this month. Our robust network of over 880,000 providers
across the United States gives us exceptional flexibility in meeting Veterans’ health care
needs no matter where they reside. Realizing that we needed to do a better job of
paying claims from community providers, our contracts require administrators to
process and pay claims from the community providers based on the more stringent
timelines included in the VA MISSION Act. The FY 2021 Budget requests $18.5 billion
for Community Care, an increase of 21 percent over the FY 2020 funding level. These
resources will allow us to provide real choice to our Veterans, and we estimate we will
have 33 million visits to community care providers in FY 2021, an increase of 3.9
percent over FY 2020.

Caregiver Support Program

As we implement the VA MISSION Act, we are expanding our caregiver program
to family caregivers of eligible Veterans from all eras. Under the law, expansion will
begin when VA certifies to Congress that VA has fully implemented a required
information technology (IT) system. The expansion will occur in two phases beginning
with eligible family caregivers of eligible Veterans who incurred or aggravated a serious
injury in the line of duty on or before May 7, 1975, with further expansion beginning two
years after that. The 2021 Budget request for the Caregivers Support Program (CSP) is
$1.2 billion, $8650 million of which is specifically to implement the program’s expansion.
In October 2019, VA successfully launched a replacement IT solution, known as the
Caregiver Record Management Application (CARMA), to support the program. Qur
efforts in FY 2020 are focused on automating stipend payments and improving existing
functionality. Over the course of the next year, we will implement interprofessional
Centralized Eligibility and Appeals Teams. This is intended to improve consistency in
Program of Comprehensive Assistance for Family Caregivers (PCAFC) eligibility
determinations across the enterprise. Led by physicians, these teams will assist with
evaluating PCAFC eligibility, tier changes, revocations, and appeals. To ensure smooth
operations following PCAFC expansion, VA is working aggressively to recruit, hire and
train new team members. These interprofessional teams will be phased in over the
course of the next several months and VA anticipates them being fully mission capable
in fall 2020.

Some additional key initiatives include the hiring of a program Lead Coordinator
at every Veterans Integrated Service Network (VISN) to standardize care and services.
We also implemented the Annie Text system to alleviate caregiver stress and burden
through supportive text and developed a toolkit for caregivers that educates and
provides resources for caregivers on how to recognize and respond to suicide warning
signs. CSP continues to develop, implement, and refine services including peer
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support, caregiver self-care, and dementia care as well as modernizing processes,
programming, and staffing fo better serve our Nation's Veterans and their caregivers.
As of February 2020, over 350 new staff have been added to the program with the goal
of hiring approximately 680 more staff in FY 2020. To continue to support the
expansion for this program under the VA MISSION Act, ongoing workload modeling will
be assessed, and additional staff may be required.

Suicide Prevention and Treatment

On March 5, 2019, President Trump signed the National Roadmap to Empower
Veterans and End Suicide (EO 13861), also known as PREVENTS. This created a
Veteran Wellness, Empowerment, and Suicide Prevention Task Force that is tasked
with developing, within 1 year, a road map to empower Veterans to pursue an improved
quality of life, prevent suicide, prioritize related research activities, and strengthen
collaboration across the public and private sectors. This is an all-hands-on-deck
approach to empower Veteran well-being with the goal of ending Veteran suicide. The
road map is on track to be delivered to the White House in the coming weeks. The
PREVENTS Office will then work with government agencies on the Task Force, private-
sector entities, and State and local communities to implement the recommendations.
The FY 2019 Suicide Prevention and Treatment budget was fully executed as planned,
supporting the Veterans Crisis Line as well as other critical clinical and community
suicide prevention efforts. The FY 2021 Budget requests $10.2 billion for mental health
services, a $683 million increase over FY 2020. The Budget specifically would invest
$313 million for suicide prevention programming, a $76 million increase over the
FY 2020 enacted level. The request would fund over 19.7 million mental health
outpatient visits in a mental health setting, an increase of nearly 272,000 visits over the
FY 2020 estimate. This builds on VA’s current efforts. Since June 2017, VHA has hired
6,047 mental health providers, which is a net increase of 1,754 providers serving our
Veterans. Suicide is a national public health issue that affects all Americans. Suicide
prevention is my top clinical priority and we are actively implementing a comprehensive
public health approach to reach all Veterans — including those who do not receive VA
benefits or health services.

Opioid Safety & Reduction Efforts and Treatment of Opioid Use Disorder

The FY 2021 Budget includes $504 million, a $79.1 million increase over FY
2020, to address treatment of OUD and opioid safety and reduction efforts, including
specific funding related to programs supported through the Comprehensive Addiction
and Recovery Act (CARA) of 2016, Public Law 114-198. Funding for CARA programs
is included in the FY 2021 Budget at the level of $121 million, a $64.6 million requested
increase over advanced appropriation previously approved for FY 2021 to specifically
address over-reliance on opioid analgesics for pain management, improve access to
treatment for OUD, and to provide safe and effective use of opioid therapy when
clinically indicated. This CARA budget would provide support for deployment of
evidence-based practices, toolkits, and research to enhance and expand patient-
centered, safe, and effective pain care. This will be accomplished through several
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efforts including: developing and implementing a national program for Opioid
Stewardship that will enhance the continued expansion and implementation of the
Opioid Safety Initiative; providing funding for fully staffing and supporting CARA-
required Pain Management Teams with hiring, toolkits, training and expert guidance;
and providing increased access to interdisciplinary pain management through multiple
modalities including but not limited to: increased field staffing for pain management
teams at facilities; greatly expanded access to telehealth for pain management; and
treatment of OUD so that we can reach all Veterans under our care. Another
particularly important risk mitigation strategy for opioids, and for all controlied
substance, is access to State Prescription Drug Monitoring Programs (PDMP), which
allow for safer prescribing. VA is working towards an automated process of PDMP
queries that can be accessed within EHR by prescribers and their delegates and
therefore integrates into the clinical workflow. We expect this to be implemented in
early FY 2021. VA is in the process of integrating PDMPs into both the legacy health
records system and the new EHR. PDMP’s solution for the tegacy system will provide
integrated access for clinicians and delegates across the available state data bases and
the Military Health System. VA’s new EHR will initially provide integrated access to
prescribers directly to the Washington state PDMP.

Multiple initiatives are underway to increase access to life-saving medication for
OUD. In the past 4 years, the number of Veterans with OUD receiving buprenorphine,
injectable naltrexone, or opioid treatment program administered methadone increased
by more than 20 percent. Most of these medications are provided in substance use
disorder treatment clinics, but only about half of Veterans clinically diagnosed with OUD
receive treatment in these clinics. In order to reach Veterans where they are, VA
launched the Stepped Care for Opioid Use Disorder Train-the-Trainer initiative to
increase access to OUD medication treatment in Primary Care, General Mental Health,
and Pain Management Clinics. In the first 14 months, 18 pilot teams increased the
number of patients receiving buprenorphine in these clinics by 141 percent. During
FY 2020 and continuing into FY 2021, VA plans to provide additional training and
support to access stepped care for OUD treatment in settings outside of substance use
disorder specialty care with future plans focused on ensuring timely access to life saving
medication for the treatment of OUD regardless of where the Veteran presents for care.

VA’s Opioid Safety Initiative has greatly reduced reliance on opioid medication
for pain management, in part by reducing opioid prescriptions by more than 58 percent
since 2012. Seventy-five percent of VA’'s reduction can be attributed to not starting
Veterans with chronic, non-cancer pain on long-term opioid therapy and instead utilizing
multimodal strategies that manage Veteran pain more effectively long-term. As VA
continues its efforts to address opioid over-use in a Whole Health (WH) approach to
care, options such as non-opioid medications and non-pharmacological modalities
including: behavioral therapy; restorative therapies (such as physical therapy and
occupational therapy); interventional pain care; complementary and integrative health
(CIH) approaches (such as massage therapy, yoga, meditation, acupuncture, Tai Chi)
are important components to VA’s Pain Management Strategy. Initial results from the
analysis of the 18 White House Flagship sites as required by CARA have just become
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available and demonstrate a three-fold reduction in opioid use among Veterans with
chronic pain who used WH services (including CIH) compared to those who did not.
Monitoring will continue of these original 18 sites as well as the 37 additional facilities
that were added in 2018. As required by CARA, all VHA facilities have established or
are in the process of implementing interdisciplinary pain management teams or pain
clinics that support Veterans and our Primary Care Teams in delivering the best pain
care possible. While these efforts are well underway, we must continue to provide
access to these safe and effective pain care approaches systemwide, wherever the
Veteran is located and virtually, as needed. In addition, the Creating Options for
Expedited Recovery (COVER) Commission, after reviewing the status of mental health
care in the VA, recommended that VA should continue to expand the availability of the
Whole Health approach in the treatment of OUD as well as mental health issues overall.

Women Veterans

The number of women Veterans enrolling in VA health care is increasing, placing
new demands on VA’s health care system. Women make up 16.9 percent of today’s
Active Duty military forces and 19 percent of National Guard and Reserves. More
women are choosing VA for their health care than ever before, with women accounting
for over 30 percent of the increase in Veterans served over the past 5 years. The
number of women Veterans using VHA services has tripled since 2001, growing from
159,810 to over 500,000 today. To address the growing number of women Veterans
who are eligible for health care, VA is strategically enhancing services and access for
women Veterans by investing $50 million in a hiring initiative in 2021. The FY 2021
Budget projects $626 million for gender-specific women Veterans’ health care, a $53
million increase over FY 2020. This Budget would also continue to support a full-time
Women Veterans Program Manager at every VA health care system. VHA has also
made a commitment to train mental health providers to address women Veterans’
complex and unique needs, including gender-related suicide risks. One of our key
initiatives is the Women’s Mental Health Mini-Residency and national Reproductive
Mental Health/Psychiatry consultation initiatives. To date, more than 450 VA providers
have attended the mini-residency. Participants indicate that the training increased their
competency to provide gender-sensitive care to women Veterans and positively
impacted women’s mental health services at their local facility. The mini-residency is
required training for all Women's Mental Health Champions, who serve as a local
contact for women Veterans’ mental health.

Additionally, VA launched a National Women’s Reproductive Mental Health
Consultation Program in FY 2020. With this new resource, expert consultation is now
available to all VA clinicians on topics such as treating premenstrual, perinatal, and
perimenopausal mood disorders, and treating women’s mental health conditions that
can be affected by gynecologic conditions. Without this program, key mental health
care needs of women might not be detected or treated. User feedback has been
overwhelmingly positive. Consultations have focused on highly complex patient
presentaticns and prescribing considerations and reaffirm the critical need for this
national resource.



47

This Budget would continue to support Women’s Mental Health training and
consultation programs. It would also support 0.10 Full-Time Equivalent (FTE) protected
time for a Women's Mental Health Champion at every VHA health care system to
facilitate consultations and develop resources that increase the visibility and
accessibility of gender-sensitive women’s mental health care and contribute to a
welcoming care environment.

Treatment of Military Sexual Trauma

When asked by their VA health care provider, about 1 in 3 women and 1 in 100
men report that they experienced sexual assault or sexual harassment during their
military service. These experiences, which VA refers to as military sexual trauma
(MST), can have a significant impact on Veterans’ mental health, physical health,
general well-being, and are also associated with an increased risk for suicide. VA's
services for MST can be critical resources to help Veterans in their recovery journey.
Since VHA began systematic MST-related monitoring in FY 2007, there has been a 344
percent increase in the number of female Veterans receiving MST-related outpatient
care and a 256 percent increase in the number of male Veterans receiving MST-related
ouipatient care. In FY 2019, VA provided 2,014,671 MST-related outpatient visits— an
11 percent increase from FY 2018. The cost of providing MST-related care is
incorporated into broader health care costs for each VA health care system (HCS) and,
as such, VHA's requested increases for health care services funding more broadly will
directly benefit MST survivors. These funds are needed to maintain the full continuum
of outpatient, inpatient, and residential mental health services as well as medical care
services that are crucial to assisting MST survivors in their recovery. Funding also
supports VHA's universal screening program in which every Veteran seen for health
care is asked about experiences of MST, so that he or she can be connected with MST-
related services as appropriate. Additionally, funding supports the MST Coordinator
program, in which every VA health care system has a designated MST Coordinator who
can help Veterans access MST-related services and programs.

Precision Oncology

The FY 2021 Budget includes $75 million to support VHA’s precision oncology
initiative, which aims to improve the lives of Veterans with cancer by ensuring that no
matter where they live, they have access to cutting-edge cancer therapy using Precision
Medicine, telehealth, and a learning HCS that integrates research with clinical care.
Precision oncology is an evolution from one-size-fits-all cancer care. We are learning
that we can increase treatment success and decrease side-effects by picking the
treatment based upon characteristics of the patient and of the cancer. It primarily
focuses on mutations in the patient’s and cancer's DNA, respectively. The requested
FY 2021 funding for this initiative would support:

* Investment in new national lung cancer network, including expansion of lung
cancer screening, and expanded prostate cancer coverage,



48

o Enhanced ability to track — and conduct performance improvement — across a
broader range of precision oncology quality measures at the national level,
Scaling access to genetic counseling with the growth of genetic testing;
Expanding access to national tele-oncology;

Expanding use of pharmacogenics to enhance safety and efficacy of medication
use,

Additional clinical trials for prostate and lung cancer; and

Exploration of new opportunities for breast cancer research.

Telehealth

The FY 2021 Budget request includes $1.3 billion for care provided through
telehealth. VA leverages telehealth technologies to enhance the accessibility, capacity,
and quality of VA health care for Veterans, their families, and their caregivers anywhere
in the country. VA achieved more than 1.3 million video telehealth visits in FY 2019, a
26 percent increase in video telehealth visits over the prior year. Representing the
fastest growing segment of VA telehealth, more than 10 percent of the 900,000
Veterans using VA telehealth received care through video telehealth in the comfort of
their home or another non-VA location using VA Video Connect (VVC). In response to
the pandemic, the Office of Information and Technology rapidly scaled telehealth
platforms to stay ahead of business and user demand. VA has seen a near tenfold
increase in VVC visits, from nearly 10,500 the first week of March to 104,387 visits in
the first week of May. Recently, VA recorded its first day with 2 million minutes of VVC
visits. As of May 20, 35 percent of VVC traffic is being routed to VA’s Care2 cloud,
expanding bandwidth and improving call quality and performance. In FY 2021, our goal
is to have all VA providers offering VA Video Connect services to Veterans when
clinically appropriate and requested by the Veteran.

Strengthening VA's Internal System of Care

The FY 2021 Budget supports VHA’s Plan for Modernization including continued
progress towards becoming a high reliability organization (HRO) and the realignment of
VHA Central Office (VHACO) to better support our care providers in the field. The HRO
model is the managerial framework for transformational change. HROs focus on
continuous improvement and enhancing the customer experience. VHA has identified
its own path to high reliability to meet Veterans’ unique needs. Starting in 2019, VHA
began instilling HRO principles, tools, and techniques at every level of the organization
{o address root causes; advance VA and VHA priorities; and ultimately achieve our
vision of providing exceptional, coordinated, and connected care for Veteran health and
wellbeing. In FY 2021, VHA will continue to promote HRO principles and move closer
to its aim of becoming a “zero harm” organization that is constantly learning and
applying those lessons toward improving Veteran care. On January 8, 2020, VA
announced the redesign of VHACO as part of its modernization efforts to reflect leading
health care industry practices and address clinical integration. The new structure now
supports joint leadership roles of a chief medical officer and expanded chief nursing
officer. The new structure clarifies office roles and streamlines responsibilities to
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eliminate fragmentation, overlap, and duplication. It also allows VHA to be more agile
and to respond to changes and make decisions more quickly. This positions VHA to
better support Veterans Integrated Service Networks (VISN) and facilities directly
serving Veterans. VHACO staff includes the approximately 20,000 staff located
throughout the country that provide operational support to VAMCs. The proposed
change in structure will not result in a reduction or termination of staff.

Animal Research

VA conducts an array of research in areas significant to Veterans' health care.
VA only conducts research with animals when absolutely necessary. There are some
research questions that cannot be addressed other than by research with animals, and
VA refuses to ignore Veterans whose health care needs that research. For example,
animal research in Cleveland involving researchers from VA recently led to the
development of a device that allows Veterans with spinal cord injuries to cough on their
own and communicate with a stronger voice, leading to increased independence and a
significant reduction in respiratory infections and deaths. This important advancement
would not have been possible using computer simulations, test tube techniques, ‘organ
on a chip’ technology, or smaller animal species. VA has very few animal studies active
at any one time, but some health care problems like this one can only be addressed
with animal research, underscoring the importance of this kind of research in helping
Veterans who have been severely injured on the battlefield.

Benefits

Blue Water Navy

One of the most significant changes for our Veterans in 2019, was the signing
of the Blue Water Navy Vietnam Veterans Act of 2019 in June, with an effective date of
January 1, 2020. As of April 30, 2020, VA has received nearly 56,000 potential Blue
Water Navy (BWN) claims and has already issued over $425 million in retroactive
benefit payments to more than 20,000 BWN Veterans and survivors. All IT systems
were operational on December 31, 2019 and continue to address the necessary
requirements. In FY 2021, VA expects to receive 70,000 BWN claims and appeals.
VA’s FY 2021 funding request includes $137 million for VBA General Operating
Expenses (GOE) to support BWN implementation. This Budget request includes
sustaining 691 FTE for claims processing; call center agents; quality reviews; and
contracting for the continued scanning of deck logs, service records, and paper claims
from the National Archives and Records Administration. The Budget also supports
standard business operations, which include support to enable Private Medical Records
requests, audit reviews of deck log transcription services, and strategic
communications/outreach to Veterans and key stakeholders.

Forever Gl Bill
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The FY 2021 Budget for VBA includes an increase of $20.5 million as a result of
provisions in The Harry W. Colmery Veterans Educational Assistance Act (the Colmery
Act) of 2017. The Department remains steadfast in its commitment to ensuring every
Post-9/11 Gli Bill beneficiary is made whole based on the rates established under the
Colmery Act. We have taken significant steps to ensure there is broad awareness and
understanding of our actions to date. VA executed a comprehensive communications
and training campaign to schools, Veterans Service Organizations, state approving
agencies, students, beneficiaries, and other stakeholders to regularly provide updates
and seek input on VA activities and progress. During the COVID-19 pandemic, VA is
working to ensure that Veterans whose education has been impacted by the COVID-19
environment are not being unfairly penalized. Before COVID-19, VBA and VA OIT had
been working toward modernizing education benefits IT systems; this effort allows VBA
to continue supporting Veterans’ educational needs during the pandemic and continue
modernization efforts thereafter.

Appeals Modernization

One vear after the successful implementation of the Veterans Appeals
Improvement and Modernization Act (AMA), VA is encouraged by an active business
transformation that is improving Veterans’' appeals experience. AMA is transforming
VA's complex and lengthy appeals process into one that is simple, timely, and fair to
Veterans and that ultimately gives Veterans choice, control, and clarity in the claims and
appeals processes. VA is leveraging its telehealth technology to enable tele-hearings,
which allow BVA to hold virtual appeals hearings. VA OIT has also significantly
expanded its remote access bandwidth, allowing VBA employees to continue business
operations remotely and remain efficient during the COVID-19 pandemic. The FY 2021
request of $198.0 million for the Board of Veterans’ Appeals (the Board) is $24 million
above the FY 2020 enacted budget and will sustain approximately 1,161 FTE. This
Budget would prioritize the resolution of legacy appeals at the Board while
simultaneously adjudicating appeals under AMA. In addition to adjudicating appeals
and claims under AMA, addressing pending legacy appeals will continue to be a priority
for VA in FY 2020 and FY 2021. In October, VA finalized an enterprise plan to resolve
non-remand legacy appeals by the end of calendar year 2022 and continues to stay on
track despite COVID-19. The Board has moved swiftly in the face of COVID-19 to
mitigate the substantial impact from the suspension of in person hearings since mid-
March. Moving to virtual hearings was the only viable strategy to safely serve Veterans
during this pandemic. Between March 24th and May 29, the Board conducted 789
virtual hearings, and has conducted over 1,000 virtual hearings overall. | am proud of
the work being done at VA to make sure those Veterans waiting the longest for a
decision get their results.

Business Transformation

Business transformation continues to be central to my focus and is essential for
the Department to move beyond compartmentalization of the past and empower our
employees serving Veterans in the field to provide world-class customer service. This
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means reforming the systems responsible for claims and appeals, Gl Bill benefits,
human resources, financial and acquisition management, supply chain management,
and construction.

Electronic Health Record Modernization

In 2018, VA awarded Cerner Government Services, Inc. a 10-year contract to
acquire the same EHR solution being deployed by DoD, which will enable seamless
sharing of health information, improve care delivery and coordination, and provide
clinicians with data and tools that support patient safety. With the support of Congress,
VA’s Office of Electronic Health Record Modernization (OEHRM) has made significant
strides toward C8S Go-Live in Columbus, Ohio and at our initial operating capability
sites in the Pacific Northwest.

While maintaining a non-intrusive posture, amid COVID-18, OEHRM continues to
advance the EHRM mission to the greatest extent possible through virtual meetings and
activities. OEHRM is continuing design and configuration efforts for additional
capabilities that will provide greater functionality for Veterans and end-users at Go-Live.
The EHR national standard design and build reached over 99% completion toward
meeting the needs of clinicians who require training for the new system. Progress
continues toward completing the build of the full EHR solution at the VA Puget Sound
Health Care System. Additionally, OEHRM has also made substantial progress with the
interfaces to support the EHRM effort. OEHRM completed interface design, build,
connectivity and technical testing for all 73 interfaces required to support Go-Live for
VA’s new EHR solution. Design and connectivity efforts for interface projects to support
additional capabilities have been initiated and are progressing toward technical testing.

When facility access is permitted, OEHRM is prepared to advance preparations
for the CSS implementation in Columbus, OH and continue the EHRM effort in the
Pacific Northwest. OEHRM has prepared drop-in reengagement strategies to continue
end user training and implementation efforts at both facilities when determined safe for
teams to reengage staff.

The 2021 Budget includes $2.6 billion to continue VA'’s efforts to implement a
longitudinal health record and to ensure interoperability with DoD. This request
provides necessary resources for full deployment of VA’s new EHR solution at the
remaining sites in VISN 20 and VISN 22. Additionally, it partially funds the concurrent
deployment of waves comprised of sites in VISNs 7 and 21. VA’s new EHR solution will
be deployed at VAMCs, as well as associated clinics, Vet Centers, mobile units, and
ancillary facilities.

Information Technology Modernization

The 2021 Budget of $4.9 billion continues to invest in the Office of Information
and Technology (OIT) modernization effort, enabling us to streamline VA efforts to
operate more effectively and decrease our spending while increasing the services we
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provide. OIT delivers the necessary technology and expertise that supports Veterans
and their families through effective communication and management of people,
technology, business requirements, and financial processes. During the COVID-19
pandemic, VA OIT rapidly scaled bandwidth and capacity to enable the Department’s
remote workforce. In addition to expanding bandwidth, VA OIT migrated
teleconferencing capabilities and telehealth/tele-hearing systems to the cloud,
increasing bandwidth and call quality and performance. Funding from the CARES Act
{o sustain this work does not expire until September 2021.

The requested $496 million in technology development funding will be dedicated
to specific modernization efforts to support major initiatives such as the VA MISSION
Act, the Colmery Act, BWN, Defense Medical Logistics Standard Support (DMLSS), and
the Financial Management Business Transformation (FMBT). The Budget also invests
$341 million for information security to protect Veterans’ and employees’ information.

The 2021 OIT Budget includes $250 million for the Infrastructure Readiness
Program (IRP) to guide the ongoing refresh and replacement of the IT Infrastructure
resources that sustain all VA IT operations. IRP identifies the current state of the IT
Infrastructure and provides analysis for the strategy to refresh and modernize IT
Infrastructure assets based on equipment age, expiration of warranty, support
limitations, lifecycle estimates, business requirements, technology roadmap, financial
planning and policy changes.

Financial Management Business Transformation

VA's financial management system for essential accounting and financial
activities is more than 30 years old and is growing more obsolete by the day. VA
established the FMBT program to achieve VA’s goal of modemizing its financial and
acquisition management systems. In support of the FMBT program, the 2021 Budget
requests a total of $221 million for FMBT, including $111.1 million in IT funds and
General Administration funding of $13.9 million. FMBT will leverage the Franchise Fund
to bill costs to the Administrations and Staff Offices when the Franchise Fund sells non-
IT services to these customers. Additionally, FMBT is leveraging the Supply Fund for
costs associated with implementing the acquisition community. Despite the challenges
posed by the ongoing pandemic, FMBT has leveraged its Agile program framework to
continue moving forward with testing and training activities in this new operating
environment. To accommodate the needs of National Cemetery Administration (NCA)
field workers during the pandemic and to ensure workforce readiness for the new
system, the NCA deployment has been moved to November 2020. This will be followed
by the phased implementation of Veterans Benefits Administration (VBA) General
Operating Expenses (GOE) in February and May 2021.

Supply Chain Modernization and Defense Medical Logistics Standard Support (DMLSS)

VA's request includes $111.5 million in the Information Technology account for
modernizing VA’'s Supply Chain Management. VA is embarking on a supply chain
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transformation program designed to build an efficient and effective medical supply chain
to maximize value to clinical customers and deliver real-time analytics capability to
support fast and accurate enterprise decision making.

VA's effort will address people, training, processes, data, and automated
systems. To achieve greater efficiency, VA will strengthen its long-standing
relationships with DoD by leveraging expertise to modernize VA’'s supply chain
operations, while allowing VA to remain fully committed to providing quality health care.

Through this collaboration with DoD, VA will transition to DMLSS, on an
enterprise-wide basis to replace VA’s existing inventory system. VA’s existing legacy
system faces numerous challenges and is not equipped to address the complexity of
decision-making and integration required across functions, such as acquisition, medical
supplies and equipment, medical maintenance, property accountability, facility
maintenance and construction. VA’'s implementation of the DMLSS solution will ensure
that the right products are delivered to the right places at the right time, while providing
the best value to the government and taxpayers.

VA is piloting DMLSS at the James A. Lovell Federal Health Care Center and
VA’s initial EHR sites in Spokane and Seattle to analyze VA enterprise-wide application.
In DMLSS, VA is leveraging a proven system that DoD has developed, tested, and
implemented, and interfaced with DoD’s EHR.

Infrastructure Improvements and Streamlining

In FY 2021, VA will continue improving its infrastructure and provide for
expansion of health care, burial, and benefits services where needed most. The
request includes $1.4 billion in Major Construction funding, as well as $400 million in
Minor Construction to fund VA’s highest priority infrastructure projects. These funding
levels are consistent with our requests in recent years and represent a combined 8.5
percent increase for Major Construction and Minor Construction funding over the
FY 2020 appropriation.

Major and Minor Construction

This funding supports major medical facility projects inciuding providing the final
funding required to complete projects in Tacoma, WA — American Lake Construction of
New Specialty Care Building 201, and Long Beach, CA — Mental Health and Community
Living Center. The request also includes continued funding for ongoing major medical
projects at Canandaigua, NY ~ Construction and Renovation; Alameda, CA —
Community Based Outpatient Clinic & National Cemetery; San Diego, CA — Spinal Cord
Injury and Seismic Corrections; Livermore, CA — Realignment and Closure of the
Livermore Campus; and Dallas, TX — Spinal Cord Injury Center. The request also
includes funding to construct an inpatient facility in Tulsa, OK, which will be VA's second
project under the authorities provided in the Communities Helping Invest through
Property and Improvements Needed for Veterans Act of 2016, also referred to as CHIP
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IN. The potential project will include both VA’s contribution and resources from a
partner who will construct a health care facility for Veterans to be donated to VA upon
completion.

The FY 2021 request includes funding for national cemetery expansion and
improvement projects in San Antonio, TX, and San Diego, CA. The FY 2021 Budget
provides funds for the continued support of major construction program including the
seismic initiative that was implemented in 2019 to address VA’s highest priority facilities
in need of seismic repairs and upgrades.

The request also includes $400 million in minor construction funds that will be
used to expand health care, burial, and benefits services for Veterans. The minor
construction request includes funding for 37 newly identified projects as well as existing
partially funded projects.

Leasing

VA is also requesting authorization of thirteen major medical leases in 2021 to
ensure access to health care is available in those areas. The 2021 request includes
major medical facility leases that VA previously submitted for Congressional
authorization in FY 2019 and FY 2020. These leases include new leases totaling $88
million and 371,051 net usable square feet (NUSF) in Columbia, MO; Hampton, VA;
Lawrence, IN; and Salt Lake City, UT; and replacement leases totaling $187 million and
849,428 NUSF in Atlanta, GA; Baltimore, MD; Baton Rouge, LA; Beaufort, SC;
Beaumont, TX; Jacksonville, NC; Nashville, TN; Plano, TX, and Prince George’s
County, MD. VA is requesting funding of $1.054 billion to support ongoing leases and
delivery of additional leased facilities during the year. These new and ongoing leases
represent over 1.2 million square feet of leased space providing state of the art care for
our Nation’s Veterans.

Repurposing or Disposing Vacant Facilities

To maximize resources for Veterans, VA repurposed or disposed of 196 of the
430 vacant or mostly vacant buildings since June 2017 resulting in an estimated $4.5
million in annual operations and maintenance cost avoidance. Due diligence efforts
(environmental/historic) for the remaining buildings are substantially complete, allowing
them to proceed through the final disposal or reuse process. VA continues to identify
additional vacant buildings for disposal or reuse in order to continue to maximize
resources and save taxpayer dollars.

Customer Service

As | have described in past testimony, my prime directive is customer service. in
order to sustain VA’'s commitment to customer experience | will be requesting in FY
2021 a shift from a reimbursable authority (RA) funding model to a hybrid RA and
budget authority (BA) model for our Veterans Experience Office (VEQ). The FY 2021
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request is for $11.5 million in direct BA funding. This strategic shift in VEO’s budget
model will highlight your commitment and VA’s commitment to customer service and the
institutionalization of customer experience capabilities within the Department now and in
the future. Veterans, their families, caregivers, and survivors deserve nothing less than
to know that VA is prioritizing their experiences as a core part of the business. The
results and impact of VEO are showing. Veteran trust in VA has increased by 25
percent since 2016 and now stands at a historic high of 80 percent. Veteran trust in
outpatient healthcare has also increased from a score of 85 percent in 2017, when we
first began to measure outpatient trust to a current score of 89 percent. In the last year,
Veteran satisfaction with the redesigned VA gov Web site has increased by 9 percent
using Veteran feedback to improve the site — proof positive that when the Department
employs VEO capabilities and practices, it produces better resuits for Veterans, their
families, caregivers, and survivors. VEO is also driving the personalization aspect of
customer experience by leveraging business processes and integrated technology
solutions for Veterans and their families to make their online and telephonic interactions
with VA easier and on par with industry. From their first interaction with VA, customers
are “known” because of an integrated VA Profile, a data management initiative that
synchronizes Veteran data across the VA’s systems, thereby creating a comprehensive
Veteran customer profile. An accurate customer profile synchronized across multiple
systems is significant, as more than a half million Veterans update their contact
information with VA each month; now, they do not have to provide the same information
each time they contact VA and VA employees can better focus their time on serving
Veterans’ needs. VA Profile has already made more than 5.7 million contact
information updates.

National Cemetery Administration

The President’s FY 2021 Budget positions NCA to meet Veterans' emerging
burial and memorial needs through the continued implementation of its key priorities:
Preserving the Legacy: Ensuring “No Veteran Ever Dies”; Providing Access and
Choosing VA; and Partnering to Serve Veterans. The 2021 Budget includes $360
million for NCA’s operations and maintenance account, an increase of $32 million (9.8
percent) over the FY 2020 level. This request will fund the 2,085 FTE employees
needed to meet NCA'’s increasing workload and expansion of services, while
maintaining our reputation as a world-class service provider. In 2019, NCA achieved an
American Customer Satisfaction Index score of 97, the highest result ever achieved for
any organization in either the public or private sector. This ranking is the seventh
consecutive time NCA received the top rating among participating organizations. The
2021 Budget will allow us to build upon this unprecedented record of success.

In FY 2021, NCA will inter an estimated 137,600 Veterans and eligible family
members and care for over 4 million gravesites at 156 National Cemeteries, which
includes 11 cemeteries being transferred from the Department of the Army, and 33
soldiers' lots and monument sites. NCA will continue to memorialize Veterans by
providing an estimated 360,000 headstones/markers and distributing 630,600
Presidential Memorial Certificates. NCA will also continue efforts to modernize
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Veterans’ memorialization through the Veterans Legacy Program and Veterans Legacy
Memorial (VLM). In 2021, NCA will again partner with universities and communities to
tell the stories of Veterans buried in VA national cemeteries. In addition to these
partnerships, NCA will continue the roll out of VLM, a public memorial platform that
shares Veteran-related content with the general public.

VA is committed to investing in NCA's infrastructure, particularly to keep existing
National Cemeteries open and to construct new cemeteries consistent with existing
burial policies. NCA is amid the largest expansion of the cemetery system since the
Civil War. NCA will establish 18 new national cemeteries across the country, including
rural and urban locations. The 2021 Budget includes operations and maintenance
funding to continue activation of new cemeteries that are open for burials. The FY 2021
request also includes $94 million in major construction funds for two gravesite
expansion projects (Fort Sam Houston in San Antonio, TX and Miramar, CA) and $86
million in minor construction funds for gravesite expansion and columbaria projects to
keep existing national cemeteries open, address infrastructure deficiencies and other
requirements necessary to support national cemetery operations.

The Budget request also includes $45 million for the Veteran Cemetery Grant
Program to continue important partnerships with States and tribal organizations. Upon
completion of these expansion projects, and the opening of new national, State and
tribal cemeteries, nearly 95 percent of the total Veteran population—about 20 million
Veterans—will have access to a burial option in a national or grant-funded Veterans
cemetery within 75 miles of their homes.

Accountabilit

The total request for the Office of Accountability and Whistleblower Protection
(OAWP) in FY 2021 is $26.5 million, which includes funding for 125 FTE employees.
This is an additional $4.3 million, or 18 percent over the FY 2020 appropriation and
includes funding for an additional 11 FTEs. This funding level will enable OAWP to
implement the oversight and compliance requirements of the VA Accountability and
Whistleblower Protection Act of 2017 and conduct thorough and timely investigations
into whistleblower disclosures, allegations of senior leader misconduct and poor
performance, and whistleblower retaliation. In FY 2019, OAWP received 2,951
submissions, directly conducted approximately 165 investigations, and monitored
approximately 593 investigations that were referred out for investigation to VA
Administrations and staff offices, as required by law. These efforts are part of VA's
effort to build public trust and confidence in the entire VA system and are critical to our
transformation.

The FY 2021 Budget also requests $228 million for the Office of the Inspector
General (OIG), an $18 million increase over the 2020 enacted level, for 1,048 FTEs in
2021 to support essential oversight of VA's programs and operations through
independent audits, inspections, reviews, and investigations; and for the timely
detection and deterrence of fraud, waste, and abuse. Additional resources will be used
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to enhance oversight in program areas that are vital to Veterans and taxpayers,
particularly implementation of the VA MISSION Act and the ongoing EHR modernization
effort. To that end, OIG will significantly expand oversight of community care, including
ongoing efforts to detect and deter health care fraud, financial stewardship, and
procurement.

Conclusion

Thank you for the opportunity to appear before you today to address our FY 2021
Budget and FY 2022 AA Budget request. The resources requested in this budget will
ensure VA remains on track to meet Congressional intent to implement the VA
MISSION Act and continue to optimize care within VHA.

Mr. Chairman, | look forward to working with you and this Committee. | am eager
to continue building on the successes we have had so far and to continue to fulfill the
President’s promise to provide care to Veterans when and where they need it. There is
significant work ahead of us and we look forward to building on our reform agenda and
delivering an integrated VA that is agile, adaptive, and delivers on our promises to
America’s Veterans.
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Advance Appropriations for Fiscal Year 2022 and the Fiscal Year 2022
Supplemental Funding Under P.L. 116-136, the CARES Act”

JUNE 3, 2020

Chairman Moran, Ranking Member Tester, and members of the committee, the co-authors of 7he
Independent Budget (IB—DAYV (Disabled American Veterans), Paralyzed Veterans of America
(PVA), and Veterans of Foreign Wars (VFW) — are pleased to present our views regarding the
President’s fiscal year (FY) 2021 funding request for the Department of Veterans Affairs (VA),
including advance appropriations for FY 2022 as well as the supplemental funds under the CARES
Act.

Earlier this year, and prior to the Administration’s budget request, the /B released its
comprehensive VA budget recommendations for all discretionary programs for FY 2021, as well
as advance appropriations recommendations for medical care accounts for FY 2022.! The

! The full /B budget report addressing all aspects of discretionary funding for VA can be downloaded at
www.independentbudget.org.
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recommendations include funding to implement the VA MISSION Act of 2018, Public Law (P.L.)
115-182, and other reform efforts.

Since the publication of the IB’s Budget Report, the coronavirus pandemic has fundamentally
changed our lives and the institutions we rely upon. We have learned during this crisis that the
private health care system does not have excess nor surge capacity sufficient to meet the
continuing medical needs of veterans, further emphasizing the importance of maintaining a robust
VA health care system as the primary provider of care for enrolled veterans. As a major national
health care provider with a contingency mission to assist federal agencies in times of national
emergencies, ensuring adequate funding for VA is even more paramount.

We are pleased that the CARES Act (P L. 116-136) provided almost $20 billion for VA to meet
the significant needs of veterans emerging due to COVID-19. We hope that it is clearly
understood, however, that this supplemental funding is to address new and unanticipated COVID-
refated needs VA has and will have over the coming year for additional staff, equipment and
supplies, above and beyond the levels already projected. It will also be used to ensure certain
groups of veterans will not be financially devastated obtaining preventive or emergency services
during the COVID-19 emergency, as well as the needs of homeless veterans who may be at higher
risk of contracting the virus. There may also be additional funding necessary to address
infrastructure needs allowing VA to improve infection control by increasing the number of private
rooms available, improve air flow and ventilation, and take other measures to ensure veterans and
staff do not become infected.

In addition, there are a number of other critical VA priorities that require significant funding
increases for FY 2021 to ensure veterans have timely access to high quality health care. Congress
must continue to support VA's efforts to develop a single electronic health record (EHR) and
modernize its health data sharing capability to securely exchange records with community health
care partners. New investment in VA’s research programs are essential for delivering safe and
effective health care in the future, a vital role highlighted by the coronavirus pandemic facing
veterans and the nation. VA also requires significantly increased appropriations to repair, replace,
realign and expand its infrastructure in some areas, which unfortunately has been neglected for
years. In fact, VA recently testified it will need at least $60 billion over the next five years to
address its infrastructure backlog and to provide space for the tens of thousands of new health care
professionals VA requires, including those who were newly hired in response to the pandemic.

It is our understanding that the overall increase in non-defense discretionary spending allowed
under existing budget caps for FY 2021 is only about $5 billion dollars; however, the enacted FY
2021 advance appropriation increase for VA is already more than $8 billion, which is not even
enough to cover all of the new requirements created by the VA MISSION Act. This landmark
legislation, which was signed into law after the current budget caps were adopted, creates a new
VA community care program, expands VA’s internal capacity to provide health care, enhances
VA’s ability to recruit, hire and retain medical personnel; will review, realign and modernize VA’s
health care infrastructure; and will extend eligibility to VA’s comprehensive caregiver assistance
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program to family caregivers of all severely disabled veterans. While VA has implemented many
sections of the law, the true and full cost of all these reforms is just starting to phase in now, with
large increases coming in FY 2021.

Unfortunately, the existing budget caps for FY 2021 did not contemplate all of the new and
increased costs associated with the VA MISSION Act, and we are concerned that unless an
agreement is reached to alleviate the budget cap pressure on VA’s FY 2021 appropriations,
veterans programs and services could be negatively impacted. Congress must take action to ensure
VA is fully funded through the appropriations process, including consideration of designating
some of the funding increases as emergency spending, and must not allow any VA funding to be
subject to sequestration or other budget enforcement mechanisms.

As noted above, the IB’s FY 2021 Budget Report (attached) contains our full budget
recommendations, which are summarized below.

Independent Budget Recommendation for FY 2021 and FY 2022—The /B recommends $114.8
billion in total discretionary budget authority for the VA. This recommendation is $4.4 billion
more than the Administration’s request and an 18% increase over FY 2020. After reviewing the
Administration’s budget request for VA, which provides a 13% increase, we believe the request
falls short of meeting the needs of America’s veterans in light of the requirements of the VA
MISSON Act, increasing need for medical care, claims and appeals processing, information
technology (IT) modernization and construction needs.

The Administration’s FY 2021 request for all VA medical care of approximately $95.6 billion is
$2.8 billion less than the /B estimates is necessary to fully meet the demand by veterans for health
care during the fiscal year. For FY 2021, the /B recommends approximately $98.4 billion in total
medical care funding and approximately $100.6 billion for FY 2022. This recommendation reflects
the necessary adjustments to the baseline for all Medical Care program funding of the preceding
fiscal year, increases based on new and existing workload, and the 3.1% federal pay adjustment,
among other things. Our recommendation did not assume any funds remaining in the Veterans
Choice Fund established by section 802 of P.L. 113-146, the Veterans Access, Choice, and
Accountability Act of 2014 (VACAA) based on P.L. 116-94, the Further Consolidated
Appropriations Act, 2020, and subsequent appropriations for the section 802 account.

Medical Services—For FY 2021, the IB recommends $64 .4 billion for VA Medical Services.
This recommendation reflects multiple components including the current services estimate, the
increase in patient workload, and additional medical care program costs:

o The current services estimate reflects the impact of projected uncontrollable inflation on
the cost to provide services to veterans currently using the system. This estimate also
assumes a 3.1% increase for pay and benefits across the board for all VA employees in FY
2021

¢ Our estimate of growth in patient workload is based on a projected increase of
approximately 65,000 new unique patients. These patients include priority group 1-8
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veterans and covered non-veterans. We estimate the cost of these new unique patients to be
approximately $991 million.

e The /B believes that there are additional projected medical program funding needs for VA
totaling over $2.1 billion. Specifically, an additional $328 million to provide for more
centralized prosthetics funding (based on actual expenditures and projections from the
VA’s Prosthetics and Sensory Aids Service). $200 million to expand and improve services
for women veterans. $20 million to support VA’s authority for reproductive services
including in vitro fertilization (IVF). $779 million to implement eligibility expansion of
VA’s comprehensive caregiver support program. $776 million to close the reported
vacancies for both outpatient mental health and Patient Aligned Care Team (PACT) by
10%.

The Administration’s FY 2021 budget request for VA Medical Services, including collections of
$60.4 billion, is approximately $4.0 billion below the /B recommendation. Although the
Administration’s request reflects an apparent increase of 10% over FY 2020 funding levels, the
1B believes that when taking into account the increased cost to maintain current services and
anticipated increases in workload, as well as increased costs inside VA due to the VA MISSION
Act, that increase becomes a shortfall. Of great concern to our members is the timeline Congress
set out in the VA MISSION Act for expanding its comprehensive caregiver support program has
clearly not been met. The delay in certifying the IT solution to support expansion of the
caregiver program and VA’s failure to timely publish a Notice of Proposed Rulemaking raises
troubling concerns about VA’s ability to fully implement the caregiver expansion. Severely
injured World War II, Korean War and Vietnam War veterans and their family caregivers have
waited nearly a decade for equal treatment, and it is simply unacceptable to ask them to wait
longer.

In terms of funding, the Administration’s FY 2021 request included approximately $1.2 billion
for VA’s comprehensive caregiver support program. Because this request represents an overall
increase of $485 million over FY 2020, it is noteworthy that $650 million is to implement the
eligibility expansion required under the VA MISSION Act; thus, we are concerned this request
assumes a reduction in the number of existing program participants—approximately 20,000
approved family caregivers. The /B recommends an additional $779 million for FY 2021 due in
large part to the phase-one expansion scheduled towards the end of FY 2020 with only a small
portion of the expansion cost absorbed in FY 2020. The /B’s recommendation is based on the
Congressional Budget Office estimate for preparing the program, including increased staffing
and IT needs, and the beginning of the first phase of expansion. To continue the expansion, the
IB recommends $1.4 billion for FY 2022.

Medical Community Care—The /B recommends $18.2 billion for this account for FY 2021,
which includes the growth in current services. We note the volatility in obligations within this
account particularly for contractual services, for which most obligated funds are spent. In
addition, our recommendation does not assume any funds remaining in the Veterans Choice
Fund established by section 802 of P.L. 113-146, the Veterans Access, Choice, and
Accountability Act of 2014 (VACAA) based on P.L. 116-94, the Further Consolidated
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Appropriations Act, 2020. For FY 2022, the /B recommends $18.7 billion for Medical
Community Care.

The Administration’s FY 2021 budget authority request for Medical Community Care of $20.4
billion is comprised of a $3.2 billion increase over FY 2020 funding, an estimated increase of
$247 million in medical community care collections from $537 million to $784 million, and $1.1
billion remaining in the Veterans Choice Fund account. We have serious doubts whether
projected actual spending will converge given the volatility in obligations within this account,
the transfer of administrative responsibilities for certain regional networks and provider
coverage, and new responsibilities VA is assuming under the new Veterans Community Care
Program. Most concerning to the /B is VA’s proposal to increase non-VA care by nearly 25%
next fiscal year compared to just over a 10% funding increase for care provided directly by VA.

Medical and Prosthetic Research—The Administration’s request of $787 million is nearly $73
million below the IB recommendation of $860 million. The request represents a 2% cut, at a time
when medical research inflation is increasing by more than 2%. The VA Medical and Prosthetic
Research program is widely acknowledged as a success, with direct and significant contributions
to improved care for veterans and an elevated standard of care for all Americans. This research
program is also an important tool in VA’s recruitment and retention of health care professionals
and clinician-scientists to serve our nation’s veterans. This reduction would diminish VA’s
ability to provide the most advanced treatments available to injured and ill veterans in the future,
one of VA’s core missions.

The COVID-19 pandemic has had a significant impact on the research community. The FY 2020
appropriations bill included $50 million in rescissions from the Medical and Prosthetic Research
Program. This rescission not only impedes VA research in all priority areas, including veteran
suicide prevention, chronic pain, and post-traumatic stress disorder (PTSD), but is also especially
detrimental coming just months before the nation began its fight against the relentless
coronavirus pandemic. To address immediate and unexpected COVID-19-related impacts, we
recommend at least an additional $50 million for the VA research program through future
COVID-19 supplemental funding bills to support new VA research projects and clinical trials
designed specifically to address the effects of COVID-19 on the veteran population. With the
number of documented COVID-19 cases to date, it is critical that the VA research program is
equipped to support front line research efforts to protect a veteran population that is
disproportionately older and suffers from preexisting conditions. Thus, we urge appropriators to
provide at least an additional $50 million in supplemental funding to directly support VA’s
COVID-19 response efforts and maintain a robust budget trajectory for VA research in FY 2021
to support continued momentum of all research efforts.

Pandemic-Related Funding—The Coronavirus Aid, Relief, and Economic Security Act
(CARES Act), P.L. 116-136) provided VA $19.6 billion in emergency supplemental funding to
combat the spread and treat the victims of the COVID-19 virus. Most of the money went directly
to the Veterans Health Administration as follows:

General Operating Expenses - $13M
Medical Services - $14.4B



63

Medical Community Care - $2.1B

Medical Support and Compliance - $100M

Medical Facilities - $606M

General Administration - $6M

IT Systems - $2.2B

Grants for Construction of State Extended Care Facilities - $150M

This supplemental funding was intended to provide essential medical services, including vital
medical and protective equipment, testing kits, personal protective equipment (PPE), and
medical supplies to support the growing demand for health care services at VA facilities and
through telehealth services. Other provisions in the bill required VA to provide PPE to all home
health care workers serving veterans at home and in the community and to cover additional pay
for VA staff working overtime during the COVID-19 pandemic.

In a House Appropriations Subcommittee hearing on May 28, VA reported that it had only
obligated $2.3 billion of the money it received to fight the coronavirus outbreak. It is unclear
what these funds were used for since information regarding these expenditures has not been
made publicly available. In his testimony before the Subcommittee, VA Secretary Robert Wilkie
expressed confidence that the full amount that Congress appropriated would be used to cover
COVID-19 refated expenses to include combating a potential “second wave” of the virus in the
fall. The /B expects the entire allocation of emergency funding will be subjected to the normal
budgetary oversight processes to ensure it is spent as Congress intended. At the same time, the /B
cautions against incorporating any part of emergency funding into the department’s annual
(regular) allocation of funds. The pandemic placed additional burdens on the department that
must be fully funded above and beyond the normal budgetary needs.

Vocational Rehabilitation and Employment (VR&E)—This program was authorized to hire an
additional 174 FTEs in FY 2019 and implemented workforce increases and tech modernization. In
order to ensure the 1 to 125 ratio is maintained nationally and even within each VA regional office
or region, for FY 2021, the /B recommends $17.2 million for 156 FTE for VR&E, 87% of which
are Vocational Rehabilitation Counselors (VRCs). As recently reported, VRCs can spend 60% of
their time with administrative functions, thus necessitating the addition of administrative staff.

However, in the recent Administration’s budget request, it was indicated that with guidance in the
FY 2020 Appropriations Act, VBA will also reallocate 166 FTE to VR&E, a result of decreased
resources required to process legacy appeals, to support anticipated program growth and maintain
the 1:125 counselor-to-veteran ratio at the station level. To be clear, the 1:125 ratio is based on
VRCs and not administrative staff. The Administration’s proposal would not increase the number
of VRCs, only administrative staff. While we agree that an increase in administrative staff is
warranted, the number of FTE for VRCs needs to addressed as well.

Board of Veterans’ Appeals (BVA)—For FY 2021, the /B recommends approximately $218
million for the BVA, an increase of approximately $36 million over the estimated FY 2020
appropriations level, which reflects funding for current services with increases for inflation and
federal pay raises and an additional 100 FTE.
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In February 2019, the Veterans Appeals Improvement and Modernization Act (AMA), P.L. 115~
53, took full effect, making significant changes in how veterans appeal VBA claims decisions, both
within VBA and at the Board of Veterans” Appeals (BVA). There are currently 17,000 pending
AMA hearings with the Board and 59,000 pending legacy hearings, for a total of 66,000 pending
hearings. In FY 2019, BVA conducted a record number of 22,743 hearings, a 38% increase over
the prior year. Even at that rate, it will take three years to hold all hearings for legacy appeals and
yet not address the current 17,000 pending AMA appeals with requested hearings, not to mention
the additional AMA appeals received during those three years.

The Administration’s budget request would not increase staffing at the Board. It indicates VA
expects to lose 29 FTE, based on attrition, in FY 2021. However, as the number of backlog
hearings has not drastically been reduced and many of the legacy hearings have been pending for
years, we are recommending an increase of 100 FTE for the Board to address the 66,000 pending
hearings.

Information Technology (IT). — VA relies extensively on information technology to meet day-
to-day operational needs. At Congress’ direction, over a decade ago, VA centralized all IT budget
authority, management, and development under a chief information officer (CIO). It is now one of
the few agencies of its size with a CIO that has complete IT authority affecting the entire
organization. Centralization mandated fiscal discipline, security, standardization, and
interoperability. Yet little oversight, if any, has been conducted of this organization since
centralization and its performance in supporting VA’s statutory missions, including benefits and
health care delivery, research, and education and training of health professions. For FY 2021, the
IBVSOs recommend approximately $4.3 billion for the administration of the VA’s IT program to
meet the need to sustain VistA for an estimated 7-10 years after initial operating capabilities are
attained at initial sites for replacing VistA.

For several years, the VA has indicated the development of IT applications remains under VA’s
three separate administrations — VBA, VHA, and the National Cemetery Administration (NCA);
however, the development funding has been in decline over the last five years. In nominal dollars
since 2014, total development funding has been reduced by over 40% while the overall funding has
increased by 6%. We are pleased VA is requesting an increase of $68 million in development
activities. The /B similarly recommends $150 million, of which $65 million would be provided to
VA’s Education Services and the remaining $85 million to OIT, to develop an IT system capable
of handling today’s difficult tasks, and tomorrow’s upcoming changes. In addition, we recommend
IT development funding of $15 million for FY 2021 for the BVA’s Case Flow, which currently
does not have all the functionalities needed to replace the legacy Veterans Appeals Control and
Locator System (VACOLS).

To support the electronic health record modemization efforts in FY 2021, the /B recommends
$2.48 billion, which includes $180 million to support accelerated deployment of Cerner
Millennium Scheduling System. These amounts are also based on VA’s deployment schedule
estimating FY 2021 resource needs to complete initial operating capability sites and deployment
throughout the remainder of VISN 20 and 22, and initiating deployment in VISN 21.
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Capital Infrastructure.—7he Independent Budget has advocated for a larger Capital
Infrastructure budget for the past few years and the COVID-19 crisis has highlighted the need for
further resources dedicated to this account. Many of the necessary changes needed due to this
health crisis would fall under Minor Construction and Non-Recurring Maintenance (NRM);
however, aging major medical facilities needing replacement and upgrades must be taken into
consideration as well.

Some of the potential changes needed during and after the COVID-19 crisis include the need for
additional treatment space. Facilities are having to reconfigure patient rooms for single occupancy,
and expand waiting rooms to be able to separate patients due to social distancing guidelines.
Modifications such as these would require an increase in the Minor Construction budget, so as to
not use up existing funds for emergency circumstances.

Other issues such as ventilation would require modifications or upgrades to existing systems which
could cost VA facilities precious NRM dollars originally allocated to other vital projects.
Modifications to HVAC systems to ensure proper circulation and negative air pressure rooms for
patients are just some of the changes needed for each facility to safely treat COVID-19 related
patients.

During extreme circumstances such as a global pandemic, VA resources are spread thin and
multiple deficiencies are spotlighted due to multiple stressors. The need for modern facilities and
evolving treatment infrastructure are present now more than ever. The IB is recommending an
increase in VA’s Capitol Infrastructure budget, in order to maintain what VA has, and expand to
meet the ever changing healthcare situation during this crisis.

Construction Programs —The Administration’s FY 2021 request for VA’s construction
programs of $1.9 billion dollars is a deeply disappointing retreat in funding to maintain VA’s aging
infrastructure. At the Senate Committee on Veterans’ Affairs hearing on March 26, 2019, in
response to Senator Manchin’s question about VA’s “decrease in funding levels for construction
programs,” Secretary Wilkie stated that he estimates VA will need, “$60 billion over the next five
years to come up to speed.” This backlog is confirmed by VA’s FY 2021 budget submission,
which states that VA’s, “Long-Range SCIP plan includes 3,595 capital projects that would be
necessary to close all currently-identified gaps with an estimated magnitude cost of between $49-
$59 billion not including activation costs.” However, VA’s FY 2021 budget request for major and
minor construction combined is just over $1.9 billion, significantly below the true need stated by
the Secretary and identified by SCIP. At atime when VA is seeking to expand its capacity by
hiring additional doctors, nurses, clinicians and supporting staff, it is absolutely critical that VA
continue to invest in the infrastructure necessary for them to care for veterans.

Some major construction projects have been on hold or in the design and development phase for
years. Additionally, there are outstanding seismic corrections that must be addressed. Thus, the /B
recommends $2.7 billion for VA’s FY 2021 major construction, over $1.4 billion more than VA’s
request.
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To ensure VA funding keeps pace with all current and future minor construction needs, the /5
recommends Congress appropriate an additional $760 million in FY 2021 for minor construction
projects. It is important to invest heavily in minor construction because these are the types of
projects that can be completed faster and have a more immediate impact on services for veterans.
VA’s FY 2021 request of $400 million is significantly less it has requested in previous years, and
will only allow the critical infrastructure backlog to continue to grow.

Non-Recurring Maintenance (NRM) had seemed to slip through the cracks within the construction
space in previous years. VA’s FY 2021 request of $1.8 billion in budget authority for NRM,
however, is a significant increase from previous years. NRM projects are often necessary
maintenance that is preventative in nature and saves equipment and facilities from reaching failure
points. Heavy investment in NRM is a wise expenditure because spending money to maintain
equipment and buildings ensure longevity and costs a fraction of having to replace buildings with
new construction. The /B is pleased VA has requested to invest in this critical concern.

A congressionally mandated research infrastructure report shows a total cost of $99.5 million in
Priority 1 deficiencies having an immediate need for correction within one year, such as correcting
life-safety hazards, returning components to normal service or operation, stopping accelerated
deterioration, and replacing items that are at or beyond their life cycle. The total cost to correct
Priority 1-5 deficiencies is estimated at $207.1 million. Accordingly, the /B recommends a
minimum of $99.5 million for FY 2021 to correct all Priority 1 deficiencies.

Grants for state extended care facilities, commonly known as state home construction grants, are a
critical element of federal support for state veterans’ homes. For FY 2021, the [B recommends
$250 million for grants for state extended care facilities to fund approximately half of the federal
share of projects on the FY 2020 VA State Home Construction Grants Priority List for Group 1,
those that have already secured their required state matching funds.

National Cemetery Administration—The /B commends the Administration for requesting a

$3 1-million-dollar increase in appropriations for NCA to account for its obligation to manage 156
national cemeteries and to meet a continued increase in demand for burial space which is not
expected to peak until 2022. NCA continues to expand and improve the national cemetery system,
to include a plan to open additional burial sites in 2021. NCA has also inherited 11 Army post
cemeteries which it must perpetually maintain. VA’s request of $360 million for NCA operations
and maintenance is $24 million more than the /B recommendation of $336 million.

Additionally, NCA has undertaken the task of creating a digital memorial page for each veteran
interred in a VA national cemetery as part of the Veterans Legacy Memorial. This much needed
expansion of the national cemetery system will help to facilitate the projected increase in annual
veteran interments and will simultaneously increase the overall number of graves being maintained
by NCA to more than 4 million by 2021. The /B strongly believe that VA national cemeteries must
honor the service of veterans and fully support NCA’s National Shrine initiative, which ensures
our nation’s veterans have a final resting place deserving of their sacrifice to our nation. The /B
also support NCA’s Veterans Legacy Program (VLP), which helps educate America’s youth about
the history of national cemeteries and the veterans they honor. Recently enacted P.L. 116-107,
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which authorizes NCA to provide grants as part of VLP, may enable VA to significantly expand
VLP and ensure more veterans can have their stories preserved in perpetuity.

Administration Legislative Proposals —The IBVSOs strongly oppose four benefit- related
legislative proposals included in the budget that would reduce benefits to disabled veterans that
were earned through their service:

1. Effective Date Simplification for Claims for Increased Evaluation:

VA seeks to amend title 38, United States Code, § 5110(b)(3) to make the date of receipt of a claim
the effective date for an increased rating. While VA states this is a simplification of claims for
increase, this proposed amendment would take away billions of dollars from veterans by
disallowing entitlement to an increased evaluation prior to the date of claim.

Title 38. United States Code, § S110(b)(3) states, “the effective date of an award for increased
compensation shall be the earliest date as of which it is ascertainable that an increase in disability
has occurred, if application is received within one year from such date.”

For example, if medical evidence establishes entitlement to an increase rating eight months prior to
the date the claim for VA benefits was submitted, the effective date for benefits granted will be that
date eight months prior. By eliminating this statutory provision, VA would virtually discredit any
medical evidence prior to the date of claim on claims for increase and negatively impact effective
dates for individual unemployability. Not only would this bear directly on retroactive
compensation, this proposal would also confound certain protections and other ancillary benefits
based on effective dates.

The Administration’s proposal would reduce anticipated disability compensation to veterans by
$678 million in 2021, $3.5 billion over five years, and $7.5 billion over 10 years. We strongly
oppose this attempt to “simplify” effective dates for claims for increase particularly when the result
will be billions of dollars in lost disability compensation for those who were injured or made ill in
service.

2. Limit Disability Evaluations to Criteria within the VA Schedule for Disabilities
(VASRD):

VA seeks to amend title 38, United States Code, § 1155 so that disability evaluations can only be
established based on criteria within the VASRD and effectively eliminate extra-schedular
consideration.

Extra-schedular cases are not defined by statute but in 38, Code of Federal Regulations, §
3.321(b)(1). It notes that to accord justice to the exceptional case where the schedular evaluation is
inadequate to rate a single service-connected disability, an extra-schedular evaluation
commensurate with the average impairment of earning capacity due exclusively to the disability is
to be considered. The governing norm in these exceptional cases is a finding that application of the
regular schedular standards is impractical because the disability is so exceptional or unusual due to
such related factors as marked interference with employment or frequent periods of hospitalization.
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The United States Court of Appeals for Veterans Claims (Court) has set out a three-part test, based
on 38, Code of Federal Regulations, 3.321(b)(1) for determining whether a claimant is entitled to
an extra-schedular rating: (1) the established schedular criteria must be inadequate to describe the
severity and symptoms of the claimant’s disability; (2) the case must present other indicia of an
exceptional or unusual disability picture, such as marked interference with employment or frequent
periods of hospitalization; and (3) the award of an extra-schedular disability rating must be in the
interest of justice. Thun v. Peake, 22 Vet. App. 111 (2008), affd, Thun v. Shinseki, 572 F.3d 1366
(Fed. Cir. 2009).

The VASRD does not contemplate every disease or disability, nor does it provide an evaluation for
every set of symptoms and complications caused by each disability. This proposal would eliminate
any veteran attempting to be afforded justice for the severity and symptoms of an unusual
disability picture that provides marked interference with employment or frequent hospitalizations.
This is an attempt to avoid the precedence as established by the Court.

The Administration’s proposal would reduce anticipated disability compensation to veterans by
$74.7 million in 2021, $1.1 billion over five years, and $4.2 billion over 10 years. We strongly
oppose this attempt to “simplify” effective dates for claims for increase particularly when the result
will be billions of dollars in lost disability compensation for those who were injured or made ill in
service.

We oppose any proposal that would eliminate extra-schedular consideration as it will not consider
veterans’ with unusual disability pictures based on marked interference with employment or
frequent hospitalizations and effectively tip the scales of justice against them.

3. Round-Down of the Computation of the Cost-of-Living Adjustment (COLA) for
Service-Connected Compensation and Dependency and Indemnity Compensation (DIC)
for Five Years:

In 1990, Congress, in an omnibus reconciliation act, mandated veterans’ and survivors’ benefit
payments be rounded down to the next lower whole dollar. While this policy was initially limited
to a few years, Congress continued it until 2014. While not significant at the onset, the
overwhelming effect of 24 years of round-down resulted in veterans and their beneficiaries losing
billions of dollars.

In the Administration’s proposed budget for FY 2020, the Administration sought legislation to
round-down the computation of COLA for five years. This would have cost beneficiaries $34
million in 2020, $637 million for five years, and $2 billion over 10 years.

The Administration’s proposed budget for FY 2021 is seeking to round-down COLA computations
from 2021 to 2026. The cumulative effect of this proposal levies a tax on disabled veterans and
their survivors, costing them money each year. When multiplied by the number of disabled
veterans and DIC recipients, millions of dollars are siphoned from these deserving individuals
annually. All told, the government estimates that it would cost beneficiaries $39 million in 2020
and $677 million for five years and $2.2 billion over 10 years.
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Veterans and their survivors rely on their compensation for essential purchases such as food,
transportation, rent, and utilities. Any COLA round-down will negatively impact the quality of life
for our nation’s disabled veterans and their families, and we oppose this and any similar effort. The
federal budget should not seek financial savings at the expense of benefits earned by disabled
veterans and their families.

4. Elimination of Payment of Benefits to the Estates of Deceased Nehmer Class
Members and to the Survivors of Certain Class Members:

VA seeks to amend title 38, United States Code, § 1116 to eliminate payment of benefits to
survivors and estates of deceased Nehmer class members. If a Nehmer class member, per 38 Code
of Federal Regulations, § 3.816, entitled to retroactive benefits dies prior to receiving such
payment, VA is required to pay any unpaid retroactive benefits to the surviving spouse or
subsequent family members. This proposed legislation would deny veterans’ survivors and
families’ benefits that would have otherwise been due to their deceased veteran family member as
a result of exposure to these toxic chemicals while in service. It is outrageous that the
Administration would deny compensation payments due to a surviving spouse. We adamantly
oppose this or any similar proposal that may be offered.

The IB supports one of VA’s legislative proposals regarding VA approved Medical Foster Homes
(MFH). This proposal would require the VA to pay for service-connected veterans to reside in VA
approved MFHs.

MFHs provide an alternative to long-stay nursing home (NH) care at a much lower cost. The
program has already proven to be safe, preferable to veterans, highly veteran-centric, and half the
cost to VA compared to NH care. Aligning patient choice with optimal locus of care results in
more veterans receiving long-term care in a preferred setting, with substantial reductions in costs to
VA. This proposal would require VA to include MFH in the program of extended care services for
the provision of care in MFHs for veterans who would otherwise encumber VA with the higher
cost of care in NHs.

Many more service-connected veterans referred to or residing in NHs would choose MFH if VA
paid the costs for MFH. Instead, they presently defer to NH care due to VA having payment
authority to cover NH, while not having payment authority for MFH. As a result of this gap in
authority, VA pays more than twice as much for the long-term NH care for many veterans than it
would if VA was granted the proposed authority to pay for MFH. This proposal would give
veterans in need of NH level care greater choice and ability to reside in a more home-like, safe
environment, continue to have VA oversight and monitoring of their care, and preferably age in
place in a VA-approved MFH rather than a NH. The proposal does not create authority to cover
veterans who reside in assisted living facilities.

MFH promotes veteran-centered care for those service-connected veterans who would otherwise
be in a nursing home at VA expense, by honoring their choice of setting without financial penalty
for choosing MFH.
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Thank you for the opportunity to submit our views on the Administration’s budget request for VA.
We firmly believe that unless Congress acts to increase VA’s funding for FY 2021 and 2022,
veterans will be forced to wait longer for benefits and services leaving unfulfilled the promises
made to those who have served and sacrificed defending our country.
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QUESTIONS AND RESPONSES FOR THE RECORD
Department of Veterans Affairs

Chairman Moran

Question 1, The FY21 request includes $56.6 billion for Medical Services and $18.8 billion for
Medical Community Care. When compared to FY20 funding levels, this is an increase of $5.6
billion and $3.8 billion respectively.*

Question la. Why are we seeing steady growth for both internal VA medical
services and community care?

Response: The main driver for steady cost growth in both internal VA medical services and
community care is that workload is growing in both settings, as more Veterans increasingly rely
on VA for their care. Much of this growth in reliance results from the MISSION Act, which
made care in both settings more appealing by expanding and improving Veterans’ options.
Although the MISSION Act specifically expanded Veterans’ access to and utilization of
community care, the MISSION Act also required additional funding for internal VA medical
services to complement community care appointments (e.g., pharmacy, prosthetics, beneficiary
travel benefits) and to cover growing demand and capacity for in-house care. Both settings were
also subject to other non-workload factors associated with growth, including inflation and other
health market factors.

Question 1b. Why does the Department continue to request an increase in
funding for both internal and community care instead of seeing decreases in
either account or any tangible trade-offs?

Response: As addressed in part a, VA is seeing growth in demand for care in both settings,
rather than a substitution effect of fixed demand changing care locations. As VA care became
more desirable, Veterans with access to Medicare or other health insurance are increasingly
using VA for their care.

The number of completed internal outpatient appointments continues to rise by over one million
each year. In fiscal year (FY) 19, Veterans Health Administration (VHA) completed 59.9M
appointments. In FY18, VHA completed 58.2M appointments.

Question lc. Of the requested increases to internal and community care, what
percentage is related to an increase in the number of veterans served?

Response:
FY 2015 FY 2016 | FY 2017 | FY 2018 | FY2019
Total N
5,959,029 | 6,033,598 | 6,075,500 | 6,133,940 | 6,212,398
Veterans

In-House 5,874,385 5,939,528 | 5,992,853 | 6,054,557 | 6,117,278
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Community 1,491,149 | 1,528,622[ 1,707,503 l 1,796,037

2,094,903 '

&Numbers will not add up as Veterans can receive care in both venues.

Question 1d. Of the requested increases to internal and community care, what
percentage is due to increased costs of care?

Response: The key drivers relating to the 2021 President’s Budget request can be found in the
Actuarial Model Projections chapter of the Congressional Budget Justification Volume 2,
beginning on page VHA-259. The table below provides the key cost drivers from VHA’s
Enrollee Health Care Projection Model (EHCPM), which account for over 90% of VHA’s
Medical Care appropriation request.
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Question 2. To reduce risk of patient exposure to COVID-19, the Department facilitated a
decrease in community care for routine appointments and increased its use of telehealth services.
Since the outbreak, community care referrals have decreased, by over 70 percent in some
regions.®

Question 2a. Congress passed the CARES Act on March 27, 2020 to provide
supplemental appropriations for FY20, including an appropriation of $2.1 billion
for community care. How much of the $2.1 billion has been spent based on
expected and actual obligations in community care?
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Response: As of the end of the month of June, VA obligated just under $30 million of the $2.1
billion provided in the CARES Act. VA is allocating based on community care related to
Veteran COVID needs.

Question 2b. Given the reductions in community care and increases in telehealth
services, does the Department expect the cost of community care in FY21 to be
different than the budget estimate contained in the FY21 budget? Does the
Department expect to update the FY21 community care budget estimate? If so,
what is the Department’s new FY21 budget estimate?

Response: At this time our investment in telehealth has not changed our budgetary requirements
for FY21. VA will continue to monitor and notify Congress should estimates change.

Question 3. The Department’s data indicates that 173,721 authorizations, excluding emergency
and urgent care, were written for community care from March 24 to April 19, 2020. How many
authorizations for community care were provided during this time last year?

Response: During the March 24, 2019 to April 19, 2019 timeframe, VA provided 380,834
authorizations. Additionally, in regard to 2020 authorizations, the latest update reflects 203,870
community care referrals were provided in the same timeframe.

Question 4. The Department’s reopening plan indicates that it will schedule community care and
virtual care appointments where “clinically appropriate.” Who is responsible for determining
whether an appointment is clinically appropriate? Is this decision made or influenced by anyone
other than the veteran and his clinician? *

Response: As a high reliability organization, VA considers the safety of our Veterans first, in
collaboration with the Veteran’s preferences and needs as to whether an appointment is
appropriate for virtual care or a face-to-face visit. Clinical care delivery is aligned with the
Moving Forward Plan risk assessment, the Veteran’s unique clinical indications and risks, the
type of service or procedure and coordination with the clinical care team.

Decisions on which time-sensitive care to deliver is based on clinician determination of risk by
the ordering provider or the receiving specialist reviewing the request.

Question 5. The Department’s data indicates that there were over 5.7 million appointment
cancellations within its direct system from February 1 to April 7, 2020, which includes outpatient
appointments for Primary Care, Mental Health and Specialty Care.

Question 5a. How many appointments were cancelled as of June 3, 20207 How
many of those appointments were scheduled to be in the community and how
many were internal? For both internal and community care, how many of those
appointments were cancelled by the patent? How many of those appointments
were cancelled by community care providers?

Response: Cancellation numbers are in Table 1 below for internal appointments. VHA can only
pull data for internal cancellations and only identify cancelled by patient for internal
cancellations.

Table 1 Intenal Appointment Cancellations:
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Cancelled | Cancelled
Cancelled | by by Clinic
by Clinic | Patient or Patient
Feb-FY20 689,966 | 1,057,547 | 1,747,513
Mar-FY20 1,668,491 | 1,494,133 | 3,162,624
Apr-FY20 2,135,213 | 1,028,396 | 3,163,609
May-FY20 1,641,055 | 605,756 2,246,811
June 1-3rd 254,137 97,223 351,360
Grand Total 6,388,802 | 4,283,055 | 10,671,917

Community care appointment cancellation numbers are reflected below in Table 2. Cancellation
information is limited and only available for initial appointments when a Veteran or a
community provider notifies VA of a cancellation. A distinction cannot be made whether the
appointment was cancelled by the patient or the community provider. Follow-up appointment
cancellations and other cancellations without notifications are not captured. So, the full volume
of cancellations is not reflected in the table.

Table 2 Community Care Appointment Cancellations:

Total # of | Total # of Appts
Month Appts Cancelled with a
Cancelled | COVID Comment
Feb B2 | N0 ke n b
Mar 62,950 17,111
Apr 49,828 14,588
May 33,411 3,609
June 34,889 908
Grand Total 214,840 36,216

Question 5b. Will the Department reschedule every cancelled appointment?
Does the Department currently have a rescheduling plan? If so, please provide
the plan.

Response: No. Reviews by a clinical care team will be executed, and appointments rescheduled
as clinically indicated. Some will not be rescheduled because the Veteran either no longer desires
the care or will obtain that care in the community.
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Yes. In March 2020, VHA devised a plan to instruct facilities on how to convert a face-to-face
appointment into a virtual appointment such as a video appointment or telephone appointment
for all Veterans as clinically indicated. The process includes cancelling the face to face
appointment in order to schedule a virtual appointment. Additionally, VA has identified some
Veterans that have no evidence of follow-up by using the appointment cancellation data report,
which may include Veterans that no longer desire care or need care. VA currently has the
Cancelled Appointment and Consult Management Initiative. VHA will document review and
resolution for cancelled appointments that have no other evidence of follow-up. Often schedulers
contact Veterans, and this is difficult to see in the data report. VHA has begun to communicate
expectations to VA medical centers (VAMCs) and Network Directors.

Question 5c. How many of the 5.7 million cancellations were rescheduled as
telehealth appointments during the same three-month period? How many as of
June 3, 2020?

Response: 7he present report does not do a one to one link to see the conversion of cancelled
appointments. However, see table 2 and table 3 below for telehealth numbers.

Table 2
All
Clinical
telehealth
visits
FEB-FY20 129,528
MAR-FY20 199,692
April 1st-7th 405,460
Grand Total 734,680
Table 3
All
Clinical
telehealth
visits
FEB-FY20 129,528
MAR-FY20 199,692
APR-FY20 402,300
MAY-FY20 488,290
June 1st - June
3rd 80,558
Grand Total 1,300,368

Question 5d. How many of the 5.7 million cancellations have been rescheduled
in the VA during the same three-month period? How many as of June 3, 2020?
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Response: The current scheduling system does not allow us to link cancelled appointments to
those that are rescheduled.

Question 5e. How many of the 5.7 million cancellations have been scheduled
in the community during the same three-month period? How many as of June
3,2020?

Response: At this time, VHA is not able to provide this data as there is currently not a data
linkage that would allow the two offices to associate an internal cancelled appointment to a
community care consult/referral for the same care.

Question 6. In the event that there is a second wave of COVID-19 in the fall,

Question 6a. How will the epidemic affect FY21 funding obligations for care
in the VA and in the community?

Response: Between the CARES Act and our 2021 President’s Budget request, VA should have
resources to meet the need. VA will continue to monitor and notify Congress should estimates
change.

Question 6b. Does a shift to telehealth, whether in the VA or in the community,
reduce the cost of care, whether in the VA or in the community? If so, what is
the reduction in cost?

Response: VA is investing in telehealth capacity because of its potential to provide improved
outcomes and Veteran satisfaction more efficiently. However, at this time our investment in
telehealth has not changed our budgetary requirements for FY21.

For most community care services, VA reimburses at the applicable Medicare rate published by
the Centers for Medicare and Medicaid Services (CMS). For the duration of the public health
emergency, CMS has announced that Medicare rates for telehealth services will be the same as
in-person rates. So, at this time, there are no changes in cost.

Question 6c. Between telehealth, in-person VA care, and in-person community
care, which method of delivery provides the most cost-savings?

Response: VA provides Veterans care in the setting most appropriate to their preferences and
their care needs, VA has observed significant cost variance in all three settings.

Question 7. Community Care Network contracts use different access standards than those
developed by the VA—which could result in veterans traveling up to 3 hours for community
care. Will the department modify those contracts, and does the FY2021 budget request include
the necessary funding to modify CCN contracts to include VA access standards?

Response: VA is reviewing Community Care Network (CCN) Region 1-4 contracts to determine
the best approach to modify them to meet MISSION Act. It’s the VA’s intent to bring CCN
Region 1-4 contracts into MISSION Act access compliance and ensure our Veterans get the care
they need in a timely manner. We continue to work with our contracting partners to reach
agreement that will minimize the gaps in available network coverage. One of the challenges
faced is that the CCN networks are built upon historical preferences and those have evolved as
the new CCN networks are being built. The requirements of the MISSION Act were not
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anticipated in the contracts that were awarded to Optum: VA continues to work with Optum to
gradually modify the contract to meet those needs while being prudent with the available budget.

VA has built a budget to support the MISSION Action 104 Access standards for all awarded
regions

Question 8. In FY11, the budget request for mental health services and suicide prevention
programs was $5.2 billion. The FY2021 request is almost double the FY11 level as $10.2 billion.

Question 8a. After 10 years of increasing funding, what is the Department’s
approach to address mental health and suicide prevention that will be different
from the past and yield better outcomes for veterans?

Response: VA has been primarily focused on internal strategies to reach Veterans within our
system for suicide prevention. However, VA’s current actions and future vision for reducing
suicide among all 20 million U.S. Veterans, is to focus our efforts on a comprehensive public
health approach, known as Suicide Prevention 2.0 (SP 2.0). This approach combines community-
based prevention and clinically-based intervention strategies within every VA healthcare system.
SP 2.0 is organized across three domains: universal, which encompasses all Veterans; selective,
which targets those at an increased risk of suicide; and indicated, which is a smaller segment of
those at a high risk. VHA’s community-based prevention strategies address needs at state and
local community levels. For state-level prevention, the Office of Mental Health and Suicide
Prevention (OMHSP), in collaboration with our partners at the Substance Abuse and Mental
Health Services Administration (SAMHSA), is supporting expanding the Governor's Challenges
to Prevent Suicide Among Service Members, Veterans, and their Families, where state-level
policymakers will partner with local leaders to implement a comprehensive suicide prevention
plan, with a goal to invite all 50 states to participate by the end of FY22.

For local community action, OMHSP is supporting expansion across all Veterans Integrated
Service Networks (VISNs) of a Community Engagement and Partnerships — Suicide Prevention
(CEP-SP) program focused on community coalition-building coupled with targeted outreach and
education, as well as the Together With Veterans (TWV) program, a VA Office of Rural Health
program focused on empowering and supporting Veteran leadership for suicide prevention.
These community-based interventions expand the capacity of VISNs to engage in community-
based suicide prevention efforts in their region, thereby reducing population suicide rates among
Veterans.

For the clinically-based strategy of SP 2.0, planning is currently underway, in partnership with
VA’s Clinical Resource Hubs (CRH), to develop and support the delivery via telehealth of
evidenced-based interventions for suicide prevention, highlighted in the recently released VA/
Department of Defense (DoD) Clinical Practice Guideline (CPG) on the Assessment and
Management of Patients at Risk for Suicide at
(https://www.healthquality.va.gov/guidelines/MH/srb/). The initial focus will be on the roll out
of Cognitive Behavioral Therapy for Suicide Prevention (CBT-SP) and will move to other
therapies such as Problem-Solving Therapy for Suicide Prevention (PST-SP). The CPGs also
advise the development of a crisis response plan, or safety planning intervention, for individuals
with suicidal ideation and/or a history of suicide attempts. SP 2.0 will include promoting
Advanced Safety Planning Intervention (ASPI) in Veterans with suicidal ideation and/or a
history of suicide attempts.
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SP 2.0 is informed by the evidence supporting suicide prevention interventions and public health
approaches. The Center for Disease Control and Prevention (CDC), SAMHSA, and the National
Action Alliance for Suicide have all moved toward a public health approach to suicide
prevention. The model works to incorporate reaching both Veterans in the community as well as
those we currently serve in the VA with innovative community-based prevention strategies
combined with strategies with known outcomes for reducing suicide and suicide attempts based
upon the recently updated VA-DoD CPGs.

Currently, the National Suicide Prevention Program is working with program evaluation and
implementation science experts to design a phased implementation which will allow for
assessment of outcomes over time to increase generalizability of findings to both VA and non-
VA settings of SP 2.0. A full measurement plan is under development. Unique elements of SP
2.0 utilizing both community prevention and clinical intervention strategies will be studied
including such variables as:

Decrease in Veterans suicides,

Decrease in Veteran suicide attempts and behaviors,

Increase state and community coalitions,

Number of gatekeepers trained in suicide prevention,

Spread of evidence-based therapies for suicide prevention and upstream risk (insomnia,
pain, etc) both within VHA and communities,

Increased and improved quality of messaging for suicide prevention,

e Number of Veterans identified that were not in VHA care or using benefits now engaged
in treatment and/or services

® % & o ©

We believe that the advancement of a public health approach to suicide prevention will save
lives. These strategies are evidence-based and address gaps in existing VA suicide prevention
programs, which have been primarily focused on internal strategies to reach Veterans within our
system. By targeting both community prevention and clinical intervention, we improve our
ability of reaching all 20 million U.S Veteran, not just those in VA care.

Question 8b. How does the department plan to increase community-based
support for veterans, invest in cutting-edge brain and mental health research,
and consider innovative new treatment approaches?

Response: As noted in response 8.a. the VA is increasing community-based support through S.P.
2.0 which expands three initiatives for community-based suicide prevention through an
integrated model with guidance from the 2018-2028 National Strategy for the Prevention of
Veteran Suicide. These programs are currently operating and being expanded in a phased
approach over the next 2 years. They include:

e VISN-based Community Engagement and Partnerships for Suicide Prevention (CEP-SP)
is focused on enhancing community suicide prevention coalitions for Veteran suicide
prevention through the building of new coalitions and supporting the work of existing
coalitions whose missions align with Veteran suicide prevention. The first pilot of this
program began as a partnership between OMHSP, VISN 23, and academic researchers
and implementation specialists from the University of Pittsburgh’s Program Evaluation
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and Research Unit (PERU). CEP-SP is being expanded to VISNs 4, 9, and 12 in Fiscal
Year (FY) 20 with expansion to all VISNs planned through FY21 and FY22.

e Together with Veterans (TWV), a VA Office of Rural Health partnership with VA,
focuses on Veteran-to-Veteran coalition-building and Veteran leadership. TWV enhances
the capacity of rural and frontier communities’ suicide prevention networks through
application of four principles: Veteran-led, collaborative, evidence-informed, and
community-centered. In 2018, TWV expanded to pilot sites in Montana and North
Carolina, developing strong evidence for feasibility, acceptability, reach to large numbers
of rural Veterans, and implementation of best practices. TWV is currently expanding to
22-34 new sites nationwide in FY19-FY22.

e The Governor’s and Mayor’s Challenge supports state leaders in developing and
implementing a comprehensive and state-wide suicide prevention plan for reducing
suicide among Service Members, Veterans and their Families (SMVF). The Governor’s
Challenge was launched in 8 states in FY19 and is anticipated to invite 27 states by end
of 2020, with all remaining S0 states and territories being invited to participate by the end
of FY22.

Investments in cutting-edge brain and mental health research will involve a number of innovative
opportunities and pathways that focus specifically on understanding these illnesses and
treatment. Among the novel treatment approaches will be efforts to use genetic information for
analyses and queries to help identify new targets for drug treatment such as for Post-Traumatic
Stress Disorder (PTSD). As soon as it is safe and feasible (considering the COVID-19 pandemic
situation), the VA Office of Research and Development will launch a project called Million
Veteran Program (MVP)-MIND to directly recruit new mental health patients into the VA MVP,
the world largest genomics research cohort. These participants will come from VA’s mental
health clinics so that individuals with mental health and substance abuse diagnoses will be more
fully represented in MVP and provide a larger pool of individual to better understand any
relationships between genes and mental health conditions. Other innovative approaches include
investments in depression treatment studies, which VA has a long-standing record of
accomplishments related to building the evidence base for supporting clinical practice. In
addition, the Health Services Research and Development program is working closely with
program partners in the VA Office of Mental Health and Suicide Prevention to help implement
and evaluate suicide prevention programs such as REACH-VET and Caring Contacts, a program
that proactively sends message to keep high-risk Veterans engaged. We are also expanding
research with community-based programs, including efforts to build support for lethal means
reduction.

Question 9. According to a 2018 Veterans Health Administration Survey of Enrollees, three
million rural veterans solely rely on VA for their health care and are served by the Office of
Rural Health Programs. These 3 million veterans represent a third of veteran enrollees who
receive care in the VA, The FY21 request for the Office of Rural Health is $270 million, which
is the same as the FY2020 request. Why have budget estimates for this office remained flat?

Response: The Office of Rural Health budget only addresses specific projects related to rural
Veterans. In FY19, VA obligated more than $24 billion across the system to provide care to
rural Veterans.
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Question 10. Kansans are acutely aware of the challenges of care delivery in a rural setting. How
will the Telehealth Clinical Resource Hubs work as a tool for VA to better extend care to rural
veterans, and more specifically how will this important tool be fully integrated with the E-H-R-
M?

Response: Clinical Resource Hubs (CRH) are VISN owned, VISN operated group of clinicians
that provide clinical services to areas of greatest need across a VISN through Mobile
Deployment Teams (MDT). MDT’s are comprised of virtual and in-person deployable staff
typically consisting of (Physicians, PA-C’s, NP’s, Clinical Pharmacists, Nurses, Psychologists,
Psychiatrists, Counselors, Social Workers, and other staff as determined by the VISN). The
VISN 15 CRH just started its program in FY20 and is currently building a CRH to support
underserved and rural facilities in Kansas with a priority focus of expanding primary care and
mental health services. Regarding the current Electronic Health Record Modernization (EHRM)
in VHA: All VISN CRH staff are fully capable and wholly utilize the current EHRM system
(CPRS) in VA to deliver servicers to Veterans. Regarding the new EHRM in VHA: VISN 20 is
the location of the initial operating sites for Cerner in VA. The CRH in VISN 20 is currently
engaged with developing workflows and full integration of the new medical record system. In
order to maintain consistent and continuous care for the Veteran, each VISN CRH will receive
training for the new EHRM as their respective VISNs go live.

Question 11. The Department announced the hiring of more than 16,000 new employees to
respond to the COVID-19 pandemic since March 29® including over 3,000 nurses and more
than 500 doctors. VA has also noted a greatly reduced onboarding timeline for many of these
providers as you worked with OPM to waive certain requirements to get these health care
professionals in place as quickly as possible.

Question 11a. How will these new hires impact VHA’s plan for 14,000 new
hires in the FY21 budget request?

Response: The new hires in FY20, including those during COVID-19, have contributed to a
2.5% net increase in the VHA workforce of 8,656 employees to date. This year’s net increase
will not impact plans for future hiring against the FY21 budget due to increased Veteran demand.

Question 11b. Will the success in rapid hiring for these new employees lead to
changes in hiring requirements on a permanent basis going forward? How can
Congress help with needed hiring changes?

Response: Yes, VA needs additional resources and authorities to help bring on more employees
and retain staff. Given current resources, it will be difficult to sustain accelerated hiring. VA is
currently seeking support for a number of legislative changes, including removing restrictions on
employment of Housekeeping Aids. Most recently, VA submitted

COVID-related and permanent proposals that would establish an exception to the hiring
requirements under 5 U.S.C. § 3310 for Housekeeping Aids in VA. Excepting VA from this
restriction will expedite recruitment and hiring processes for Housekeeping Aids, especially
within VHA. In addition, statutory changes are needed to ensure that in the future, during times
of a declared public health emergency, national emergency, or domestic emergency, flexibilities
are available without further statutory change.
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Since the flexibilities were put in place to respond to a specific emergency situation, most have
specific time limits and are intended for use to exclusively support COVID-19-related
operations. Some of the flexibilities may require statutory or regulatory relief. VA will propose
and request changes for those flexibilities that are identified as having been the most beneficial
in assisting with meeting patient care needs and are appropriate for continued use during normal
and/or emergency operations.

VA’s Office of the Chief Human Capital Officer is assembling a multidisciplinary team to assess
the feasibility and appropriateness of the continued use of a number of these flexibilities and
policy changes. Some of the flexibilities will require statutory or regulatory relief. Congress may
be able to assist with approving any proposed relief that VA identifies as the most beneficial in
assisting with meeting the needs of our Nation’s Veterans, and that would be appropriate for
continued use during normal and/or emergency operations.

Question 12. The current budget for the Homeless Veteran Program Office is more than $1.8
billion and $70 million over FY20 appropriations. The Department also received $300 million in
supplemental funds to assist the program office with the response to the COVID-19 outbreak.

Question 12a. The GAO recently conducted a study of VA homelessness
programs and recommended the VA Under Secretary for Health clearly
communicate with local VA staff and service providers performance measures
and how to obtain and provide feedback on those performance measures. Has
the Department developed a plan to carry out the GAO recommendations? If
so, please provide the plan.

Respeonse: The VHA Homeless Program Office (HPO) is aware of the Government
Accountability Office (GAQO) recommendation referenced above but has not yet formally
received it with a request for action. As soon as we receive the formal recommendation, we will
provide a response with our plan to carry out the GAO recommendations. In the meantime, we
continue to provide regular input to VA staff and service providers regarding monthly
performance on key measures. Technical specifications and targets are published and available
to VA staff and service providers as well.

Question 12b. 15% of case manager positions are vacant. What is the
Department’s plan to fill those positions?

Response: On July 17, 2020 the Assistant Under Secretary for Health for Operations released
the Required Filled Rates for Homeless Program Specific Purpose Funded Positions
memorandum to all Veterans VISNs and VAMCs to ensure there are adequate staffing levels to
provide care to homeless Veterans. The memo sets the expectation that VAMCs have a
minimum filled rate of 90% for all Homeless Program Specific Program-funded positions at any
given time to meet the needs of Veterans served by VHA Homeless Programs. 90% is the
standard target for filled rates, accounting for inevitable tumover in positions.

The memo requires removal of internal processes that slow down the hiring process at VAMCs;
prohibits the appointment of temporary “Not-To-Exceed” positions; requires each VAMC under
a 90% filled rate complete an action plan in partnership with local Human Resources, VAMC
leadership, and the VISN Homeless Coordinator; and establishes a Homeless Program Office
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implementation team to work intensively with VISN and VAMCs to support improved hiring
rates.

Question 12¢. How is the department maximizing the $300 million provided in
CARES to assist homeless veterans through your programs?

Response:
Supportive Services for Veteran Families (SSVF) program:

On April 24, 2020, $201.5M in CARES Act funds was distributed to grantees. SSVF is focusing
on three critical areas: emergency housing in hotels/motels; Housing and Urban Development —
VA Supportive Housing (HUD-VASH) support while Public Housing Authorities (PHA) have
limited functioning; and expanded prevention in response to high unemployment.

Between March 17, 2020 and June 26, 2020, 8,925 {with over 3500 in June 2020 alone)
hotel/motel placements have been made to reduce risk of COVID-19 exposure for vulnerable
Veterans. Through June of FY20, over 87,000 Veterans and family members have been served
with 80% of exits placed in permanent housing,

Grant and Per Diem (GPD) program:

VA allocated $88 million in funding to the GPD program and waived per diem limits during the
crisis to empower GPD grantees to provide all needed emergency housing and supportive
services for Veterans who need to be isolated for their safety or the safety of others.

As of July 17, 2020, GPD has approved 420 per diem rate increase requests tied to 8,989
transitional housing beds and seven service centers. There has been $39,194,546 allocated to the
field. An increased per diem in funding available facilitated physical distancing and provide safe
housing for Veterans, including:

Additional temporary space to support social distancing.

Regular deep cleaning of facilitates.

Personal protective equipment (PPE).

Disposable phones or other equipment to facilitate remote Veteran access to
care/services.

e Staffing to support services in alternate sites of care.

Health Care for Homeless Veterans (HCHYV) Program:

VA allocated $10 million in CARES Act funding to provide emergency shelter and supportive
services during the crisis through the HCHV Contract Residential Services (CRS) Program,
including placement in hotel rooms for Veterans needing emergency placement or isolation to
avoid spreading the virus. Housing will be paired with care, treatment, and rehabilitative
services.

Unlike GPD, these contracts do not have a fixed cap on the daily rate, and the programs,
services, and costs vary widely. Because of this funding flexibility, these programs are uniquely
suited to provide emergency shelter and supportive services during the COVID-19 crisis,
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including paying for hotel/motel rooms for Veterans needing emergency placement or isolation.
As of July 17, 2020, $6,061,437.00 has been allocated to the field.

Approximately 80 percent of the funding allocated has been used to increase HCHV CRS
resources either through an increase in the available beds at a CRS program or establishing new
temporary HCHV CRS programs. Additionally, 20 percent of the approved funding was to
establish a temporary per diem rate increase as approved by the contracting officer to enable
existing HCHV CRS providers to purchase necessary PPE, establish enhanced cleaning
protocols, allow providers to utilize hotel/motel rooms for at risk Veterans, especially those in
large congregate living facilities.

HCHYV will continue to support the requests for funding related to COVID-19 response
contingent upon the duration of the pandemic and contingent upon VA’s funding availability.

Question 13. In recent years the Department has seen funding for grants to adaptive sports
partners nearly double. The number of veterans served by the VA’s adaptive sporting programs,
including women veterans, continues to grow directly and through community partners.

Question 13a. Are rehabilitation events adequately resourced to adapt to any
needed adjustments to best serve this changing group of veterans?

Response: Yes, the Office of National Veterans Sports Programs and Special Events (NVSPSE)
is adequately resourced. The six national rehabilitation events (National Veterans Wheelchair
Games, National Veterans Creative Arts Festival, National Veterans Golden Age Games,
National Disabled Veterans Winter Sports Clinic, National Disabled Veterans TEE (Training,
Exposure and Experience) Tournament and National Veterans Summer Sports Clinic) utilize
appropriated funds along with strategic partnerships to support these programs. Veteran Service
Organization (VSO) partners such as Disabled American Veterans (DAV), Paralyzed Veterans of
America (PVA), American Legion Auxiliary, along with corporate and individual sponsors,
partner with VA in their support to fund programming.

Growth has been realized in all programs over the past three years, and especially the National
Veterans Golden Age Games designed for Veterans 55 and older has seen a rapidly trending
interest. Expanding the capacity of this and other events will require concerted planning and
programming to support the increase in the numbers of Veterans wanting to participate. VA has
also made concerted efforts to increase the participation of women Veterans, who now comprise
over 18 percent of the Veterans served by National Veterans Sports Programs and Special
Events. For the National Veterans Creative Arts Festival, more than 24 percent of the 3,700
Veterans that entered local competitions at their VA medical facility were women in FY 2019.

Current efforts focus on aligning program costs to mission-critical tasks and eliminating non-
essential activities, improving efficiencies in program planning and eliminating costs related to
planning redundancies, expanding community sponsorships to defray operational expenses, and
expansion of community volunteers to minimize demand for VA staffing resources.

Question 13b. How will the Department make certain that veterans in
underserved communities and veterans with complex physical disabilities are
adequately served?
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Response: VA national rehabilitation events are designed to serve Veterans with the most
complex disabilities including spinal cord injury, limb amputation, traumatic brain injury,
neurologic conditions (multiple sclerosis, stroke and amyotrophic lateral sclerosis), visual
impairments and mental health conditions. The national rehabilitation events are inclusive of the
newest technologies in adaptive sports and therapeutic arts to assure inclusion of Veterans with
the most complex challenges.

A key strategy to meet the needs of the Veterans served is to matrix the expertise of community-
based sports experts with VA clinical staff that serve Veterans daily (i.e., recreation therapists,
physicians, physical therapists, blind rehabilitation specialists, creative arts therapists,
occupational therapists, rehabilitation nurses, spinal cord injury care providers, prosthetists,
orthotists and mental health providers). Additionally, the VA national program office supports
continuing education sessions for adaptive sports and therapeutic arts providers, both virtually
and face-to-face at the national rehabilitation events.

Additionally, the VA Adaptive Sports Grant (ASG) program offers grants to adaptive sports
providers across the country to provide opportunities for disabled Veterans within their
communities. Congress has increased funding for the VA Adaptive Sports Grant Program from
eight million dollars to fifteen million dollars since FY 2018. A priority stated in the notice of
funding availability for the FY 2020 VA ASG program was, “Providing adaptive sports activities
for Veterans, and members of the Armed Forces, with disabilities in geographic regions where
limited sports opportunities are available for this population.”

Question 14. In response to the COVID-19 outbreak, Congress passed two laws designed to
better facilitate education benefits to veterans.!

Question 14a. Does the Department have any additional requests for authorization
to facilitate veteran education and training in light of COVID-19?

Response: While Education Service does not currently have any additional requests, we are
committed to working with Congress to identify and implement future legislative changes to help
Veterans adjust to the new educational and training environment as a result of COVID-19.

VR&E has no additional requests currently.

Question 14b. Does the department expect to have additional funding needs for IT
related to the recent changes to the law? If so, explain the funding requirements.

Response: The Department of Veterans Affairs (VA) Office of Information and Technology
(OIT) has requested $27 million in the President’s FY21 Budget for IT systems to support VA
EDU Services. OIT received $1.9 million in COVID-19 supplemental funds to initiate education
IT modernization efforts related to the legislation referenced. OIT has identified a need and is
seeking $14 million in additional funding for FY21, apart from or in addition to any amount
requested by VA EDU, to cover costs related to the additional COVID-19 legislation.

Question 15. The Department’s VET TEC program has already run out of funds and needs an
additional $30 million through the end of this fiscal year to continue. How did the Department

1P.L.116-128 and P.L. 116-140
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run out of funds halfway through the fiscal year? Please provide the business model for the
program.

Question 16. Over 125,000 Compensation and Pension (C&P) were put on pause in
response to the COVID-19 outbreak.

Question 16a. How does the department plan to eliminate the backlog? What is
the Department’s timeline for eliminating the backlog?

Response: Based on the current backlog inventory of approximately 190,000 claims as of July
16, 2020, VBA is projecting that the backlog will continue to increase into fiscal year (FY) 21
without overtime. VBA has submitted an updated FY21 overtime funding request to assist in
eliminating the backlog. With the assistance of overtime funding, VBA will work to return
backlog inventory levels to pre-COVID levels as quickly as possible in FY21.

Question 16b. What wait time should a veteran expect for a decision?

Response: Currently, the average days pending (ADP) for a rating claim is 118 days. The ADP
has risen by 37 days since the end of March. This increase is a direct result of delays with in-
person medical disability examinations and obtaining federal records secondary to COVID-19.
Of the exam inventory pending, 81% are located in areas where contract exam vendors are
currently resuming in-person examinations.

Question 16c. As VBA reopens, what guidance has the Department provided to
providers and contractors as to how to begin to examine veterans and in a way
that is safe and comfortable for the veteran?

Response: VBA suspended in-person C&P examinations until May 28, 2020, when it partially
resumed these examinations subject to vendors and their providers meeting CDC, state, and local
sanitation, screening, personal protective equipment, and distancing requirements. VBA did not
authorize any such examination until the vendor submitted and received VBA approval of an
implementation plan regarding these requirements. VBA issued the following guidance to the
vendors:

B @& B B B F
PIF POF POF PIF
VBA Contract VBA Contract Memorandum - Attachment B PPE  Attachment A - VA Attachment C -
Examination Restart Examination Restart In-Person CP ExaminGuidelines and Req Lead Sites (Final 5-2 Vendor COVID-19 S

Question 16d. Does the Department expect to need funds above the FY21
budget estimate to address the backlog in claims as a result of the COVID-19
pause?

Response: Yes. VBA projects that an additional $85.3M will be required in FY21 for overtime
to clear the COVID-related backlog. Based on the current backlog inventory of approximately
190,000 claims as of July 16, 2020, VBA is projecting that the backlog will continue to increase
into FY21 without overtime. VBA has submitted an updated FY21 overtime funding request to
assist in eliminating the backlog. With the assistance of overtime funding, VBA will work to
return backlog inventory levels to pre-COVID levels as quickly as possible in FY21.
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Question 16e. Can the Department utilize funds for overtime for claims
examiners? If so, how long will these funds last?

Response: Yes. VBA can utilize additional funds for claims examiner overtime. VBA projects
these funds will be sufficient for the entirety of FY21. The overtime requested will be utilized
for claims examiners. VBA has submitted an updated FY21 overtime funding request to assist in
eliminating the backlog. With the assistance of overtime funding, VBA will work to return
backlog inventory levels to pre-COVID levels as quickly as possible in FY21.

Question 17. In response to the COVID-19 outbreak, the CARES Act grants forbearance for
homeowners with VA-guaranteed loans. Does the Department have the necessary funding/FTE’s
to assist with increased demand for loan servicing and loss mitigation in order to avoid
foreclosure?

Response: Loan Guaranty (LGY) has adequate resources to serve VA Home Loan borrowers.
VA is not requesting additional full-time equivalents (FTE) at this time to specifically address
forbearance assistance under the CARES Act. VA does not pay for the servicing of VA-
guaranteed loans. Servicers must meet regulatory requirements for the servicing of VA-
guaranteed loans, in addition to Consumer Financial Protection Bureau (CFPB) and other federal
requirements.

Mortgage Servicers provide the primary servicing of VA-guaranteed loans, while VA Loan
Technicians provide supplemental assistance to VA borrowers. VA Loan Technicians provide
oversight of each delinquent loan to ensure Veterans are receiving every opportunity to retain
homeownership. VA Loan Technicians are individually assigned loans once they reach 61 days
delinquent, so Veterans have a single point of contact while resolution of the delinquency is in
process. As part of their duties, VA Loan Technicians are prepared to answer questions, provide
guidance, and act as the Veterans advocate with the Servicer.

Question 18. How many homeowners with VA-guaranteed loans have requested forbearance
under the CARES Act?

Response: As of June 30, 2020, nearly 111,000 Veteran homeowners with VA-guaranteed loans
have requested forbearance under the CARES Act as reported by Servicers.

Question 19. The Department relies on servicers to pursue loss mitigation with oversight from
the Department, of which the VALERI reporting system is a critical component. The VA began
implementation of the newer, in-house VALERI-R system in 2019.

Question 19a. What developments or enhancements are needed to improve
VALERI-R and the Departments oversight of servicers participating in the VA
Loan Guaranty Service?

Response: VA successfully deployed the VALERI-R system in May 2019, Prior to May 2019,
VA relied on a managed-service contract for the previous version of VALERL Since VA owns
the source code for VALERI-R, the department can rapidly make changes to improve oversight.
For the example, in June 2020, VA deployed a VALERI-R system change to specifically track
and monitor the number of Veterans who requested forbearance under the CARES Act.
Additionally, VA is implementing performance dashboards to evaluate servicer performance.



87

Question 19b. How will VALERI-R’s improved capabilities better protect
veteran homeowners from foreclosure?

Response: VA will have access to normalized data and visualizations, which will result in
prompt and better-informed decisions to assist all Veterans with a VA mortgage. For example,
VA will be able to conduct targeted risk-based oversight to ensure Veteran homeowners are
protected from foreclosure. The servicer performance dashboard will enable VA to trend and
rank servicer performance to address deficiencies, which will also help to improve Veteran
outcomes regarding foreclosure prevention.

Question 20. Funding for Toxic Exposure initiatives is spread across numerous program offices.
According to your budget submission, there is increased interest in creating self-reported
registries despite known limitations. VA and DoD are still working on the Individual
Longitudinal Exposure Record (ILER) which will replace registries with a record for each
servicemember with location, time/date and exposure monitoring noted. In the beginning of
May, you announced that More than 204,000 veterans and service members have signed on to
the Department of Veterans Affairs Airborne Hazards and Open Burn Pit Registry. To participate
in the registry, servicemembers and veterans must complete the questionnaire and receive an in-
person exam. Because of the COVID-19 pandemic, most VA facilities are deferring those exams.
As the VA and DoD continue to work toward full operational capability of the Individual
Longitudinal Exposure Record (ILER) system, adequate resourcing of the current efforts
underway will be essential toward achieving a system where every veteran can have faith that
every aspect of their service-related health needs will be addressed.

Question 20a. How will you balance decreasing the backlog for exams initiated
by signing up for the Burn Pit Registry with insuring ILER receives adequate
funding?

Response: The Airborne Hazards and Open Burn Pit Registry (AHOBPR) exams and ILER
funding are two separate actions. DoD and the VA work closely on both projects.

Facilities with the most success with both implementing ILER and completing AHOBPR exams
are those designated as dedicated Environmental Health Clinics (EHC). When EH services are
embedded in compensation and pension (C&P) or primary care clinics competing priorities often
put EH services in a subordinate role. With additional funding VA could do a pilot proof of
concept for the EHC model. VA could implement one EHC per VISN with $9,000,000 in
funding; ($500,000 for at least 18 clinics). When ILER becomes part of the electronic health
record, the legacy registries will fall under ILER. The legacy registries include: lonizing
Radiation, Agent Orange, Gulf War, Toxic Embedded Fragments, Depleted Uranium and
Airborne Hazards and Open Bumn Pits.

VA through the Post Deployment Health Services (PDHS) and medical centers and VISNs are
diligently working to reduce the backlog of exams. The AHOBP Registry offers an optional
follow-on clinical exam after completing the Part 1 online questionnaire, about 50% of Veterans
indicate that they would like an exam.

As of July 15, 2020, there were 209,986 participants in the AHOBP Registry of which ~90,632
would like an exam (see calculation below*); 14,000 had Gulf War Registry exams which
overlaps the AHOBPR exam and an additional 14,152 Veterans had the AHOBP registry exam.
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Therefore, ~28,000 in the AHOBPR received a registry exam. This number is likely an
undercount, since early in the registry’s existence, Veterans may have had an AHOBP exam that
was not recorded on the burn pit template; the template auto-feeds into the registry. Widespread
use of the AHOBP exam template did not occur until 2018.

*Denominator for Veterans (and Guard and Reserve) wanting an AHOBPR exam
209,986 - 28,722 active duty = 181,264 - 28,000 completed exams = 153,264
50 percent indicate that they would want an exam: 153,64 + 2 = 76,632

In November 2019, PDHS reviewed AHOBP Registry participants and found that 97 percent
were enrolled in VA health care and 74 percent were seen at VA in the previous two years.
Therefore, the majority of the AHOBPR cohort receive health care at a VA facility. Active Duty
obtain exams at a military treatment facility.

VA documentation of AHOBPR exams with training for EH clinicians at the EH Clinical and
Coordinator Conference in 2018 and 2019. There are also continuing webinars, quarterly phone
conferences and email updates to VA staff to increase AHOBP exams. Metrics on site
productivity has also been shared with VAMC and VISN leaders. The current monthly average
is 556. An increase in exams occurred in June 2020 as some sites reopened following COVID
related closures. Several sites model best practices (El Paso, Orlando, Eastern Colorado) as
dedicated EH clinics for all exposures and have increased their exams.

For Veteran safety and health some VA facilities deferred AHOBP Registry exams during
COVID. In some areas, exams were done via telemedicine with arrangements for in-person
exams as needed. Veterans have given positive feedback regarding tele-medicine exams.

Veterans who initially indicated they do not want an exam can change their mind at any time.
Veterans who want to make an AHOBPR make an appointment with the local EH coordinator.
The EH coordinator list is found at: https://www.publichealth.va.gov/exposures/coordinators.asp

DoD and VA are coordinating to ensure that all Service Members will receive an exposure
assessment at various touch points in their military career. These are periodic health
assessments, Post Deployment Health Assessments and the updated Separation History and
Physical Examination (SHPE). When the new SHPE is fully implemented (Summer 2022), all
Service Members leaving service will have an exam to address exposure concerns.

Chtestion 20b. What is the way-ahead for ILER and how are current toxic
exposure research initiatives being prioritized?

Response: Provider access to and use of ILER is increasing. The initial goal is to ensure that at
least one EH clinical team at each VAMC has an ILER account. In May 2020, 30 facilities (20
percent) had a user. ILER training is taking place now. One way to ensure ILER success and
improving EH services is by professionalizing environmental health**. Currently, many of the
ILER users and clinics performing AHOBPR are part time and housed within primary care or
C&P clinics.

**Sites performing the most AHOBPR exams and with ILER accounts are those that have a
dedicated mission to address ALL military EH issues. (A funding proposal was presented in
section 1 paragraph 2.)
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Toxic exposure research initiatives and priorities are set using many avenues. PDHS works with
VSOs, DoD, EPA, news/media services, academia and Congress to identify and address
concerns. The PDHS Epidemiology Service conducts surveillance and analyzes Veteran cohorts
to prioritize newly emerging issues or follow longer standing environmental exposure concerns.
Findings from these research studies help health professionals and policymakers, including VA
and Congress, improve health care practices and policies for Veterans.

Question 21. The Department estimates that it would require total resources of approximately
$62-$76 billion for capital infrastructure and activation costs to remediate all infrastructure gaps.
Alarmingly, this includes $7 billion of pending seismic projects nationally. However, the budget
request includes a total of only $1.9 billion for all construction projects. Without investing in
these infrastructure gaps, how does the VA manage risk?

Response: VA’s limited infrastructure investment funding for a large amount of construction
requirements results in informed tradeoffs when addressing critical priorities and delays to
closing infrastructure gaps. Since 2012, VA has used the annual Strategic Capital Investment
Planning (SCIP) process to identify facilities infrastructure gaps and associated risks and
prioritize investments to maximize effectiveness of available funds for competing priorities.

VA also utilizes other authorities to address both absence of additional funding and real property
portfolio management. For example, energy performance contracting allows VA to make energy
and water infrastructure improvements using little to no appropriated funds. These projects
provide a vehicle to improve infrastructure outside the Non- Recurring Maintenance program
while achieving savings through improved energy and water efficiency. The payments for these
improvements are based on those savings and are made from current year operating funds
through the course of multi-year contracts.

In addition, enhanced use lease authority allows out-leasing of underutilized assets for the
purpose of developing supportive housing for homeless and at-risk Veterans and their families (a
major VA priority). Projects executed under this authority remove the costs to VA for
maintaining these underutilized properties.

Question 22. The Department is in the early stages of an extraordinary number of technology
modernization projects right now. A few, like the Electronic Health Record Modernization
(EHRM), have dedicated funding and oversight. Others have cobbled together funding and lack
much of a paper trail.

Question 22a. For EHRM does the FY21 budget estimate include all
infrastructure and 1T costs? If not, what are those estimates?

Response: As outlined in the Office of Electronic Health Record Modernization (OEHRM) and
Department of Veterans Affairs {(VA) Office of Information and Technology’s (OIT) Electronic
Health Record Modernization Integrated Infrastructure Plan, the offices closely collaborate to
ensure infrastructure readiness and information technology (IT) requirements are met to support
the optimal use of VA’s new electronic health record (EHR) solution. OEHRM coordinated with
OIT and the Veterans Health Administration (VHA) to identify the modernization upgrades
required to support VA’s new EHR solution beyond VA’s traditional infrastructure and IT needs.
The offices meet weekly to discuss planning and execution to promote efficiency, eliminate
duplicated work, and leverage VA’s economies of scale.
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OIT funds the traditional VA infrastructure and IT refresh/upgrades required to maintain the
department’s existing systems. For example, IT Operations and Services End User Operations
supports replacement and Windows 10 imaging. Similarly, the VHA Office of Healthcare
Environment Facilities Programs funds facilities infrastructure (e.g., category 6A cabling, patch
panels, fiber optics, power, cooling and uninterruptable power supply) which supports IT
infrastructure, as it is part of VA’s capital improvements, and managed through VA’s Strategic
Capital Investment Planning process. OEHRM funds the IT modernization upgrades required for
VA’s new EHR solution beyond VA’s traditional infrastructure and IT needs including new
devices such as desktops.

Question 22b. Provide a detailed plan for what it would take to adequately
resource the Department’s IT needs and how that level of funding would be
stewarded.

Response: OIT is identifying and justifying the level of IT funding required for current
sustainment requirements, to keep up with VA Administration (VHA, VBA, NCA, etc.) growth,
invest in I'T modernization, and increase our current manpower level required to support our
customers. OIT is currently working with VA leadership to submit a phase approached to fully
fund VA IT.

Question 22c. The Department’s I'T budget is one of the lowest in the Federal
Government at 4.5% of the total agency spend. What steps is the Department
taking to address these funding deficiencies, and how is it managing the risk?

Response: VA OIT has worked with the Office of Management and Budget (OMB) and Congress to
identify the required funds to address cumulative and annualized VA technical debt and incorporate those
needs into our Multi-Year Planning (MYP) requirements,

OIT created an Unfunded Requirements (UFR) Prioritization Management System, UFRPMS, which
allowed OIT to identify and prioritize critical UFRs. Using the newly established Chief Executing Officer
(CXO0) Council and OIT Account Management Office (AMO), VA was able to review all of OIT’s IT
investments by prioritization to fund cach investment based on most critical strategic need to minimize
risk. OIT will continue working with the CXO Council and each VA Administration to assist in
identifying and submitting a more comprehensive FY2022 budget request.
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Ranking Member Tester

COVID-19’s Impact on the FY21 Budget Request

Question 1. What is VA’s projection for the number of veterans who will enroll in VA health
care because of the pandemic?

Response: Currently, VA is observing a lag in new enrollment as stay-at-home orders remain in
place and as Veterans defer care and do not access VA facilities, which is the primary access
point for enrollment. In the longer term, based on analyses and experience from the 2008
recession, VA expects new enrollment to increase as a result of the COVID-related economic
recession as Veterans lose employment-based health insurance. The current recession, however,
is anticipated to impact VA differently from the 2008 recession. For example, the path of the
recession is sharper and could rebound more sharply.

VA is continuing to closely monitor and analyze the economic conditions that potentially impact
VA enrollment. Given the dynamic nature of the pandemic and the economy, we are unable to
provide projected new enrollment as a result of COVID at this stage.

Question 2. What reliance rate for VA health care is this budget based on? Discuss how the
reliance rate might change as a result of COVID-19.

Response: The FY21-22 budget was informed by the 2019 VA Enrollee Health Care Projection
Model. That model estimated an overall reliance rate of 38 percent in 2020. This reflects the
amount of health care that enrollees are expected to receive through VA as a percent of their total
health care needs. Reliance rates vary significantly by health service categories and by enrollee
demographics.

VA expects that reliance on VA health care will increase as a result of COVID, as enrollees
choose to receive more of their care through VA (either in VA facilities or through community
care) as a result of job losses. There are multiple factors that could influence the increase in
reliance on VA, however. The Affordable Care Act has provided a stronger health care safety
net and the recent CARES Act expanded access to the Consolidated Omnibus Budget
Reconciliation Act (COBRA), which could dampen reliance increases. VA’s expansion of
access to community care through MISSION may increase reliance.

As the COVID-19 pandemic continues, VA is closely monitoring enrollee behavior, VA system
changes, and the broader health care system to understand how changes are potenttally impacting
reliance.
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Question 3. According to VA data, of the $20 billion authorized in the CARES Act, less than $3
billion has been obligated. Is VA having problems executing the remaining funds?

Respense: No, VA is not having difficulty executing the funds. VA continues to spend CARES
funding in line with patient and system needs as we prepare for future waves of the pandemic.

Question 4. Does VA have what it needs to meet all anticipated COVID-19 requirements?

Response: VA has sufficient funding to meet all anticipated COVID-19 requirements but seeks
some additional flexibilities to ensure funds available for requirements that were not known at
the time of the CARES Act supplemental funding.

Question 5. How will the FY21 budget request be affected with COVID-19-related closures of
VA facilities, changes in how VA provides care, varying access to community care, etc.?

Response: The CARES Act provided significant resources to support VA’s response to the
COVID-19 pandemic. Between the CARES Act and our FY 2021 President’s Budget request,
VA has sufficient resources to pay for the increased grant and per diem rate. VA will continue to
monitor and notify Congress should estimates change.

Homelessness
Question 6. The CARES Act provided $300 million for homeless programs — aimed at
helping not just currently homeless veterans but also newly homeless or at-risk-of-
becoming homeless veterans and their families. How is this supplemental funding being
used to help keep veterans and their families from falling into homelessness? How have
the additional appropriations been spent thus far? Do you expect to need additional
funding to pay for the increased GPD rate?

Response: The CARES Act provided significant resources to support VA’s response to the
COVID-19 pandemic. Between the CARES Act and our FY 2021 President’s Budget request,
VA has sufficient resources to pay for the increased grant and per diem rate. VA will continue to
monitor and notify Congress should estimates change.

Supportive Services for Veteran Families (SSVF) program:

On April 24, 2020, $201.5M in CARES Act funds was distributed to grantees. SSVF is focusing
on three critical areas: emergency housing in hotels/motels; Housing and Urban Development —
VA Supportive Housing (HUD-VASH) support while Public Housing Authorities (PHA) have
limited functioning; and expanded prevention in response to high unemployment.

Between March 17, 2020 and June 26, 2020; 8,925 (with over 3500 in June 2020 alone)
hotel/motel placements have been made to reduce risk of COVID-19 exposure for vulnerable
Veterans. Through June FY 2020, over 87,000 Veterans and family members have been served
with 80% of exits placed in permanent housing.

Grant and Per Diem (GPD) program:
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VA allocated $88 million in funding to the GPD program and waived per diem limits during the
crisis to empower GPD grantees to provide all needed emergency housing and supportive
services for Veterans who need to be isolated for their safety or the safety of others.

As of July 17, 2020, GPD has approved 420 per diem rate increase requests tied to 8,989
transitional housing beds and seven service centers. There has been $39,194,546 allocated to the
field. An increased per diem in funding available facilitated physical distancing and provide safe
housing for Veterans, including:

e Additional temporary space to support social distancing.

e Regular deep cleaning of facilitates.

e Personal protective equipment (PPE).

» Disposable phones or other equipment to facilitate remote Veteran access to

care/services.
o Staffing to support services in alternate sites of care.

Health Care for Homeless Veterans (HCHV) Program:

VA allocated $10 miltion in CARES Act funding to provide emergency shelter and supportive
services during the crisis through the HCHV Contract Residential Services (CRS) Program,
including placement in hotel rooms for Veterans needing emergency placement or isolation to
avoid spreading the virus. Housing will be paired with care, treatment, and rehabilitative
services.

Unlike GPD, these contracts do not have a fixed cap on the daily rate, and the programs,
services, and costs vary widely. Because of this funding flexibility, these programs are uniquely
suited to provide emergency shelter and supportive services during the COVID-19 crisis,
including paying for hotel/motel rooms for Veterans needing emergency placement or isolation.
As of July 17, 2020, $6,061,437.00 has been allocated to the field.

Approximately 80 percent of the funding allocated has been used to increase HCHV CRS
resources either through an increase in the available beds at a CRS program or establishing new
temporary HCHV CRS programs. Additionally, 20 percent of the approved funding was to
establish a temporary per diem rate increase as approved by the contracting officer to enable
existing HCHV CRS providers to purchase necessary PPE, establish enhanced cleaning
protocols, allow providers to utilize hotel/motel rooms for at risk Veterans, especially those in
large congregate living facilities.

HCHYV will continue to support the requests for funding related to COVID-19 response
contingent upon the duration of the pandemic and contingent upon VA’s funding availability.

Qmuestion 7. Describe how VA is preparing to assist at-risk-of-becoming homeless veterans and
their families as eviction moratoriums are beginning to be lifted across the country?

Response: On April 24, 2020, VA allocated $202 million to the SSVF program to provide
emergency housing, including in hotels, and homelessness prevention assistance to mitigate the
expected wave of evictions and potential homelessness that will result from extensive
unemployment. Funds for this program will also assist the HUD-VASH program in placing
Veterans in safe housing to isolate them from the virus while they await their housing voucher.
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On July 16, 2020, VA announced that an additional $400 million in CARES funding will be
made available to SSVF grantees to extend support for the COVID-19 response through FY
2021. SSVF has provided extensive technical assistance to grantees and provided regulatory
relief through the Stafford Act, giving SSVF providers significant new capabilities to address the
wave of evictions anticipated as a result of unemployment caused by the COVID-19 public
health emergency.

Question 8. How would VA rate its ability to care for homeless veterans who may have been
exposed to or tested positive for COVID-19, especially those residing in communal living
situations?

Response: The VHA HPO took early action to care for homeless Veterans through the March
11, 2020 release of the 10N memo entitled “Homeless Program Office (HPO) Coronavirus
Disease 2019 (COVID-19) Response Suggestions” to proactively plan and adopt careful
infection prevention methods, including social distancing practices in congregate settings, all
guided by CDC recommendations. HPO also developed Options for Social Isolation Under the
COVID-19 National Emergency: Guidance for GPD, HCHV CRS, and SSVF to provide official
guidance regarding the use of existing program authorities to support social distancing practices
and quarantine/isolation efforts particularly for vulnerable Veterans at an increased risk of
infection and negative outcomes based on CDC criteria. Further, the GPD Program disseminated
guidance to grantees for COVID-19 positive and presumptive positive Veterans temporarily
placed in hotels and motels in the document GPD Grantee Guidance: Weliness and Symptom
Checks for COVID-19 Positive and Presumptive Positive Veterans in Hotels and Motels with the
expectation that the grantee will develop a plan to ensure Veterans’ medical, mental health, and
social needs are met during isolation. In addition, the recent 10N memo entitled “Protocol for
Homeless Veterans At-Risk of COVID-19 Placed in Hotels and Motels by Supportive Services
for Veteran Families Program” addresses the need for Veterans placed in hotels/motels and co-
enrolled in SSVF and HUD-VASH to gain prompt access to VHA health care services through
primary care.

Question 9. Can VA commit to testing every homeless veteran and getting them to the
appropriate care, as you have done with veterans living in nursing homes?

Response: The VHA HPO supports proactive testing of Veterans residing in congregate settings
for early identification of COVID-19 cases and to aid in mitigating disease outbreaks in these
high-risk locations. HPO has developed a policy memo and standard operating procedure (SOP)
document for universal testing in all GPD and HCHV CRS programs that are currently under
review by VHA leadership. The testing memo and SOP provides the requirement that VAMC
identify a COVID-19 testing team to conduct testing prior to program admission and on an
ongoing basis for Veterans currently enrolled in GPD and HCHV CRS who are eligible for VHA
care.

The COVID-19 testing team must consist of at minimum one VHA provider for ordering of the
test and provision of follow-up care. Additional recommendations in the proposed memo and
SOP include the following: 1) coordinate testing events on site using the COVID-19 testing
teams, rather than transporting Veterans to local VAMC s, to reduce the chance of disease
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transmission and increase access, 2) conduct testing events on weekends rather than weekdays to
enhance access to testing for Veterans who may lack transportation or work primarily during the
weekdays, and 3) include staff from Homeless Patient Aligned Care Teams (H-PACT) for
COVID-19 testing teams when possible

In addition, on July 16, 2020, the Assistant Under Secretary for Health for Operations released
the Protocol for Homeless Veterans At-Risk of COVID-19 Placed in Hotels and Motels by the
SSVF Program memorandum to all VISNs and VAMCs, requiring prompt access to VHA health
care services for Veterans placed in hotels and motels by the SSVF program. The memo also
describes a new health care navigator position that will be recruited by SSVF grantees. These
navigators will work with VA health care staff and other community-based health care providers
to ensure that vulnerable homeless Veterans are quickly linked to appropriate care and this care
is coordinated with other services designed to lead to permanent housing placement.

Compensation and Pension Exams

Question 10. Will VA’s current $3.207 billion FY21 budget request be adequate to fund the
increased compensation and pension examination appointments for Veterans with the substantial
backlog that has occurred due to COVID-19 pandemic?

Response: Yes, VBA’s FY21 budget request is adequate to cover the excess inventory of C&P
examination requests created as a result of the COVID-19 pandemic, as well as any increased
volume of requests that VBA may receive post-pandemic.

VBA’s request for $3.207 billion in FY21 does not include funding for contract exams. VBA’s
mandatory compensation and pension (C&P) account is authorized to reimburse VBA’s General
Operating Expenses (GOE) account for contract exams. In the 2021 President’s Budget, VBA
estimated contract exams would cost $2.233 billion in FY21. Although this estimate will likely
increase due to COVID-19, VBA does not currently plan to request additional C&P funding
from Congress for FY21.

Based on the current backiog inventory of approximately 190,000 claims as of July 16, 2020,
VBA is projecting that the backlog will continue to increase into FY21 without overtime. VBA
has submitted an updated FY21 overtime funding request to assist in eliminating the backlog.
With the assistance of overtime funding, VBA will work to return backlog inventory levels to
pre-COVID levels as quickly as possible in FY21.

Telehealth

Question 11.1s VA’s current $1.3 billion FY21 request sufficient to fund the increase in
telehealth appointments that has occurred due to the pandemic?
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Response: VHA’s FY21 telehealth budget request is sufficient based on current plans with one
potential exception. The equipment needed to support Veterans access to technology and
internet services, such as iPads, iPhones and related equipment items, will exceed initial
projections if the COVID-19 Pandemic emergency continues.

Question 12. What concrete steps is VA taking to extend telehealth access to rural veterans or
veterans who are experiencing homelessness?

Response: VA program offices continue to work together and in collaboration with VAMCs and
VISNs to identify barriers related to provision of telehealth services to homeless Veterans. VA
identified that a key barrier related to provision of telehealth services to this population is the
lack of access to telehealth technology for both VA homeless program staff and Veterans. As
VA homeless programs rapidly mobilize resources and strategies to move Veterans into
independent, permanent housing and hotels/motels to promote physical distancing, technology is
vital to prevent these vulnerable Veterans from becoming socially isolated, which may trigger or
exacerbate mental health symptoms. Technology also provides a mechanism to ensure that
Veterans remain engaged with homeless program providers to monitor safety and wellbeing,
participate in preventative healthcare, attend virtual groups and recovery programs, and conduct
virtual housing and job searches.

Recognizing the need for these technologies, VA is increasing capacity in its homeless programs
by expanding telehealth and telecommunications capabilities. The CARES Act specifically
requires VA to ensure that telehealth capabilities are available during a public health emergency
for case managers of, and homeless Veterans participating in, HUD-VASH. In response to this
requirement, the VA’s Office of Connected Care (OCC) developed a process to ensure that
HUD-VASH case management team members have the equipment necessary to provide
telehealth services. An initial assessment of provider equipment needs resulted in procurement
of approximately 600 iPads and more than 20,00 additional pieces of telehealth technology
equipment (webcams, speakers, monitors, and headsets) which are currently in the process of
distribution to the field. Additionally, OCC has expanded their equipment loaner program to
include iPhones for HUD-VASH Veterans. They have procured these devices and are
developing a process for dissemination to the field.

Additionally, at the end of April 2020, VA obtained authority to purchase smartphones and data
plans using appropriated funds for Veterans, and in June 2020, received $17M in CARES Act
funding to purchase approximately 50,000 disposable smartphones with unlimited data plans for
Veterans in VA homeless programs to ensure that Veterans remain connected with caregivers
and supports, participate in telehealth, and have access to employment and housing resources.
VA is currently expediting procurement and dissemination of the phones to VAMC homeless
program leads for distribution to Veterans engaged in homeless programs. The next steps are
pending solicitation of a contract and Office of General Council (OGC) approval, due to the
dollar amount. VA also received a 600,000 Amazon donation prior to the CARES Act funding
approval and worked with the Office of Procurement, Logistics, and Acquisition (OPLA) to sole
source a contract and disseminate 1,200 phones to homeless program leads at VAMCs in
following cities: Boston, Philly, Battle Creek, Palo Alto, Las Vegas, and Kansas City. These
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phones arrived on or around July 22, 2020 and were immediately disseminated to Veterans in
need by local homeless program leads.

VA’s Accessing Telehealth through Local Area Stations (ATLAS) initiative is also addressing
the barrier in rural and remote areas where fewer options for connectivity are available. At five
Walmart locations and several VSOs, private rooms with telehealth equipment and high-speed
internet have been established for Veterans to securely connect to their VA care teams by
telehealth. While the ATLAS project was initially paused to ensure safety during the pandemic,
the initial locations are beginning to open with new infectious disease procedures and hopes for
expansion.

VA is currently partnering with Microsoft to help expand internet access to select rural
communities through their “Airband initiative.” The Airband initiative leverages TV white space
for broadband connectivity and supports digital skills training where it provides service. VA is
accelerating the implementation of a national digital divide consult. This consult will be used
when Veterans could benefit from connected care technologies but are identified as lacking
access to the technology or internet connection necessary to participate. Through this consult,
VA intends to help Veterans leverage benefits available through VA, other federal agencies, and
the private sector to help Veterans connect remotely with VA services. The VA initiatives that
will be initially available through the digital divide consult include the connected iPad program
and a new connected phone pilot program for HUD-VASH Veterans. Through the consult,
Veterans will also be assessed for eligibility for the Federal Communications Commission’s
(FCC) LifeLine program which can subsidize a Veterans internet or phone service.

VA is also seeking additional private sector partners to help support Veteran access to internet
services. A request for information (RFI) was recently released to garner input and ideas. VA has
previously established successful partnerships with several private sector companies for this
purpose including with Microsoft, Verizon, T-Mobile, SafeLink by Tracfone, and Sprint (now
owned by T-Mobile) and will be announcing additional partnerships soon. Through the RFI, VA
intends to find additional partners ready to support Veteran’s access to telehealth services.

Mental Health

Question 13. Is VA projecting an increase in mental health appointments, whether that is in-
person or through telehealth, because of the coronavirus? Can you provide a month-by-month
breakdown from January 2020 to present of how many mental health appointments have taken
place, disaggregated by modality (in-person, telephone, video connect, etc.)? Moreover, provide
corresponding figures from 2019 to compare.

Response: The Mental Health Outpatient chart below shows the trends for the disaggregated
modalities:

VA Video Connect Other CVT F2F
Year | Month | Telephone | to Home Provider Site Care
2019 | Jan 188,066 13,452 50,167 1,448,862
Feb 167,486 13,773 44,895 1,312,892
Mar 176,730 16,343 48,744 1,434,459
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Apr 186,881 18,866 52,062 1,508,476
May 185,184 20,313 50,694 1,476,652
Jun 167,585 19,847 46,251 1,353,469
2020 | Jan 182,481 29,968 50,908 1,422,084
Feb 166,521 | 29,639 45,476 1,314,918
Mar 468,203 81,626 33,494 985,754
Apr 979,131 218,653 4,237 301,871
May | 889,465 | 255,828 3,027 238,877
Jun 893,293 | 307,712 4,984 290,015
Mental Health Encounters by Modality
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VHA is anticipating the continued increase of Veterans seeking mental health care. The
COVID-19 pandemic has resulted in a significant disruption of normal society patterns,
including increased unemployment and job loss, altered healthcare seeking behaviors, and
increased alcohol sales, which are commonly associated with increased mental health distress.

As requested, below are the completed appointments for mental health for FY19 and FY20
separated out by modality.

Modality

All

Face-to-
Face

Other
Telehealth

Telephone

VA
Video
Connect
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DEC- | 1 507 506| 1250655| 88534 | 163041 | 25296
FY20
JAN-

1736252 | 1422.088| 101770 | 182478 | 29966
FY20
FEB- | 1602022|1314891| 91007 | 166487 | 29637
Fy2o | 1692 L ' ) )
MAR-

1601,947| 985900 | 66366 | 468053 | 81628
FY20
APR- 1 4 507 111| 301,997 | 7483 | 979015 | 218616
Fy2o | 1997 ' ’ ' :
MAY- | | 389736| 239,304 | 5328 | 889334 | 255770
FY20
23'2"0 1499855| 290727 | 9080 | 892534 | 307525

Question 14. Will VA need funding above what is in the FY21 budget request to provide these
mental health appointments, whether that is in person or through telehealth?

Response: The CARES Act provided significant resources to support VA’s response to the
COVID-19 pandemic. Between the CARES Act and our 2021 President’s Budget request, VA
should have resources to meet the need. VA will continue to monitor and notify Congress
should estimates change.

The FY21 telehealth budget request is sufficient to support telemental health plans with one
potential exception. The equipment needed to support Veterans access to technology and
internet services, such as iPads, iPhones and related equipment items, will exceed initial
projections if the COVID-19 Pandemic emergency continues.

Question 15. How is VA tracking veteran suicide through this pandemic?

Response: VA is tracking Veteran suicide and suicide-related behavior through the COVID-19
pandemic through ongoing assessment of available data sources. Definitive information
regarding pandemic-related suicide mortality requires comprehensive assessment of Veteran
suicide mortality. The CDC National Death Index (NDI) is the gold standard of US mortality
datasets. It is based on death certificate records compiled each year by CDC, working with each
State’s Vital Statistics office. NDI data provide cause-specific mortality data and when 2020
data become available (anticipated in 2022), these will provide important information. In the
meantime, VA’s monitoring has relied on more immediate indicators of suicide-related behavior.
These include assessment of suicide attempts and suicide deaths as documented from Veterans
Health Administration (VHA) facilities. For example, facility Suicide Prevention Coordinators
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document suicide deaths and non-fatal suicide attempts through the Suicide Behavior and
Overdose Report (SBOR) and Suicide Prevention Applications Network (SPAN) systems, the
Comprehensive Suicide Risk Evaluation assessments, and through suicide attempt diagnosis
coding. From these sources, VA tracks documentation of suicide-related behavior. Other
tracking includes Emergency Department and Urgent Care encounters related to suicide
attempts, and suicide risk screen assessment and documentation of suicidal ideation. Additional
surveillance includes tracking of all-cause mortality for Veterans receiving care through the
Veterans Health Administration. Analyses consider week-by-week trends in all-cause mortality,
overall and for patients with versus without mental health diagnoses. Although not specific to
suicide mortality, trends provide an overall assessment of pandemic-related factors on mortality
for Veteran VHA users.

Caregivers

Question 16. Explain how the FY21 Budget Request supports expansion of eligibility to veterans
of all eras.

Response: The 2021 President’s Budget request is consistent with AQ48 - Proposed Rule -
Program of Comprehensive Assistance for Family Caregivers Improvements and Amendments
under the VA MISSION Act of 2018 published to the Federal Register on March 6, 2020 for
public comment and was utilized to determine the FY 2021 submission.

Question 17. On what date does VA anticipate allowing applications for the new Program?

Response: VA will begin accepting applications for Program of Comprehensive Assistance for
Family Caregivers from Veterans of other eras in phases. The first phase of program expansion
will occur once the Secretary has certified that VA’s new caregiver IT system is fully
implemented and final regulations have been published. The Caregiver Record Management
Application is on track for SECVA certification in late summer/early fall 2020. VA’s Office of
Information Technology is holding weekly Program Management Reviews with the appropriate
stakeholders to closely monitor progress.

Research

Question 18. What guidance has gone to VA doctors about the use of hydroxychloroquine given
additional studies have been released?

Response: Since the beginning of the COVID-19 pandemic, Pharmacy Benefits Management
Services (PBM) has released several guidance documents to the field related to
hydroxychloroquine use focusing both on safety and the available evidence base for use in
COVID-19. PBM reviews the published literature daily, and maintains a living document
outlining new information for investigational and off-label treatment options for COVID-19 (last
updated 7/29/2020), which would also include emerging data on hydroxychloroquine use.
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VHA PBM
Information on Inve

Aside from updating the above document regularly, the following resources related to guidance
on off-label prescribing of pharmaceuticals and the safety of hydroxychloroquine/chloroquine
are available for use by providers:
Ao A o
POF POF POF
Guidance on Off HCQ and CQ Safety Medication Safety
Label Prescribing.pdfor COVID-19 Frequ in Seconds_May_202

Question 19. How can VA be helpful to the international effort to identify a treatment or vaccine
for COVID-19?

Response: VA has a significant and unique capability to participate in the international efforts to
identify vaccines and treatments for COVID-19. In addition to being the largest integrated
healthcare system in the nation, which includes a number of top clinician-investigators and a
vulnerable patient population. VA has a robust clinical research enterprise that has been actively
engaged in these critical activities. Currently, VA has roughly 40 sites participating in clinical
trials being centrally coordinated through its Office of Research and Development. Furthermore,
VA is collaborating with federal, academic and industry partners by leveraging its network of
clinical trials, epidemiologic, genomics, informatics and health services expertise to help with
providing scientific, operational and clinical insights into conducting studies more efficiently.
VA is leveraging its own Central Institutional Review Board (IRB) for VHA funded multi-site
studies and has entered into service agreements and is relying on commercial IRBs for
extramurally funded trials. Reliance on single IRB review is drastically reducing study start up
times. Finally, VA has put forth a set of operational and regulatory policies and procedures that
allow more a more streamlined ability to partner in multi-site clinical trials to help bring more
proven answers on whether treatments and vaccines are effective.

Some more specific VA contributions to national efforts for identifying effective treatments and
vaccines are as follows. First, VA is a federal partner in the Operation Warp Speed and
Accelerating COVID-19 Therapeutic Interventions and Vaccines (ACTIV) efforts. VA has
coordinated its medical facilities and research infrastructure to these important clinical trials on
treatments and vaccines. VA also has nearly 100 sites participating in the Mayo Clinic’s national
convalescent plasma expanded access protocol to provide Veterans with an opportunity under
this effort to evaluate whether those receiving plasma from recovered COVID-19 patients is
effective. Over 500 Veterans have received nearly 900 units of convalescent plasma.
Additionally, VA is funding its own clinical trials and analyses within the VA health care
system. Examples of these trials include one which will examine the potential benefit of the
prostate cancer drug, Degarelix, which has suggested possible effects for helping those infected
with SARS-CoV2 and a randomized controlled trial of convalescent plasma. VA’s Office of
Research and Development is supporting a national observational study on inpatients, outpatients
and community living center residents to determine risk factors and the course of disease among
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those with COVID-19. This study is being done jointly with the Department of Defense. Finally,
VA is also conducted a set of analyses using its extensive electronic medical record to look at the
safety and efficacy of available treatments for COVID-19 as well as disparities among Veterans
to determine whether patterns of care and/or patient characteristics may help better inform how
VA cares for those with COVID-19.

Question 20. Is VA’s Medical and Prosthetic Research budget sufficient to ensure VA is an
active participant in this effort?

Response: VA is currently submitting a legislative proposal allowing funds to be transferred
from Medical Services to Research in support of all COVID-19 research efforts, including
vaccine development.

At the time of the President’s Budget submission, COVID-19 was unknown. Nothing in the
research budget address the impacts of this pandemic nor is fully dedicated to realizing VA’s
potential in battling COVID-19. As noted, VA Research has prioritized available resources in
order to maximize its contribution to the national and international efforts to combat the
pandemic. However, most of these efforts involve leveraging existing capabilities and
reorienting them towards COVID-19-specific activities. As such, some other areas of research in
less urgent but none-the-less important to Veterans may be impacted given the projected funding
levels. Priority funding to COVID-19 research may limit funding available in other study areas
normally supported by the VA research appropriation. VA has consistently developed innovative
approaches to doing research in high priority areas given the its uniqueness of having a research
program integrated within a national healthcare system. Opportunities to bring these assets
together for COVID-19 research include the ability to establish a national biorepository to
collect, store and analyze specimens for a large number of patients to understand the mechanisms
and pathways of disease particularly for SARS-CoV2/COVID-19 preclinical work. Furthermore,
a dedicated clinical research network that can rapidly launch new trials and shift to COVID-19
hot spots can be set up to test new vaccines and/or treatments when ready. In this regard, VA has
already been in conversations with other federal and industry groups to partner in clinical trials.
This infrastructure would be comprised of dedicated clinical and research personnel, support
services (e.g., laboratory, pharmacy), telehealth and other capabilities that represent a targeted
expansion for COVID-19 work. Such infrastructure can be established as a stable and connected
part of the larger health care system should dedicated resources be available to be put toward
that. However, one key need for supporting the research activities that is not part of the VA
Medical and Prosthetic Research Budget is accompanying Information Technology (IT) funding
to support the number of informatics, data collection and analytic activities needed to effectively
inform COVID-19 researchers and clinicians about treatments and other activities in handling the
pandemic. For example, VA is aware that limited IT capacity for research activities results in
slower completion of critical analyses than for comparable work done by colleagues outside VA.
Furthermore, what’s needed for COVID-19 research are curated data to allow for a more
systematic and efficient approach to conduct large-scale analyses that is more capable of
informing the VA healthcare system. Currently, other programs within VA involved in COVID-
19 operations and/or research are coordinating with ORD and a greater ability to support IT
dependent efforts would help ensure VA can be an active partner in these efforts nationally.
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Question 21. The FY20 appropriations bill for VA included $50 million in rescissions from the
Medical and Prosthetic Research Program. What research priorities and specific pressing needs
does the VA research program currently face that could be supported by re-instating this
funding? Please provide a list of research projects that have been impacted by the rescission and
what those impacts entail.

Response: Satisfying the $50M rescission required replacing commitments made with FY19/20
funding with FY20/21 funding for equipment, support for various clinical trials, selected merit
awards, contracts for the Million Veteran Program, and various agreements. The impact of this
funding exchange resulted in less funding being available in FY20 for investment in other critical
areas of research to include expanded clinical trials, military exposures, exploring alternatives to
sensitive species research, as well as continued efforts on women’s health issue and other
diversity and equity issues.

Restoration of the $50M would enable VA research to invest significantly in research in all areas
associated with environmental and toxic exposure and expand research for potential linkage with
rare cancers. Restoration of funding would be most impactful in expanding clinical trials in all
areas associated with the national response to COVID-19 as well as supporting expansion and
availability of other clinical trials to achieve diversity and equity for all Veterans. Funding would
also support the continued effort to expand the Million Veteran Program and ensure the
associated data is available to a larger pool of researchers to understand the genetic
underpinnings of diseases that disproportionately affect Veterans. These funds will also allow
VA to more fully pursue a new initiative focused on the social determinants of health, which will
examine comprehensive, innovative community level projects that address the impact of social
factors such as income, education, place of residence, and discrimination on health inequities and
access to quality care for our Veterans.

Prosthetics

Question 22. What is VA’s plan for increasing/expanding VA’s prosthetic and orthotic
workforce? What is VA’s plan for expanding VA-operated prosthetic and orthotic labs?

Response: VA currently has no plans to increase/expand its complement of orthotists and
prosthetists (O&P) and its O&P labs. A decision to do so in the future will be guided by the
demand and need for such services. For the past three years, VA has conducted workforce
analyses for O&P, annually, and submitted reports to Congress. VA has continued to see positive
hiring trends of clinical O&P, demonstrating growth annually; e.g., the 13 percent growth of VA
clinical O&P staff in the last year (as of June 2020) is well ahead of growth in incident cases of
Veterans with amputation (averaging about one percent annually in recent years). VA’s National
Program Office for O&P supports each VA Medical Center to assure their site leaders have
materials to support recruitment and retention of staff necessary to support VA O&P Laboratory
facilities; e.g., providing hiring information including professional qualification standards for
O&P clinician, sample functional statements, position vacancy announcements, and sample
recruiting materials. The VA Office of Academic Affiliations is also conducting a rigorous
recompete of the VA O&P residency program to assure residency directors and their programs
are recognized by their professional accrediting organization, and are prepared to deliver
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approved curricula and enhance potential hiring of O&P residents who are trained within the VA
residency training program.

Workforce

Question 23. Given how much the nation has asked of VA staff during this pandemic, and how
much we will continue to ask of them, what is VA doing to ease provider burnout and to retain
its workforce?

Response: The Department has made considerable efforts in working to reduce provider burnout
before, during, and after the current pandemic on numerous fronts. VA policy provides for
flexible, compressed and variable work schedules which enable employees to flex their arrival
and departure times and/or the ability to schedule their work on fewer than 10 workdays in each
pay period. In March 2020, VA implemented a variable work schedule policy which allows full-
time physicians the ability to vary the number of days and hours worked each pay period while
consistently receiving the salary and benefits of a full-time employee, provided they meet an
annual work requirement of 2,080 hours. VA encourages the extension of these flexibilities to
the maximum extent possible to allow our physicians the greatest controf of their schedule as is
possible, within limits, consistent with the duties and responsibilities of their positions.

Wellness is an integral part of VA and the Employee Health & Wellness Program seeks to
inspire, motivate and encourage employees to make wellness a priority. This commitment
extends beyond physical activity to balanced nutrition, behavioral changes and lifelong wellness
management. The VA Employee Health & Wellness Program focuses on the whole health of the
employee through targeted articles (e.g., how to avoid burnout); monthly education, awareness,
and resources about health topics {e.g., PTSD, minority mental health); and seasonal campaigns
intended to support the health and wellbeing of all employees. VA invests in their employees by
offering programs that help them achieve healthier, happier lifestyles. VA offers several online
learning courses that focus on employee health. In February 2020, a physician engagement
toolkit designed to promote awareness of burnout was developed and made available to
employees. The toolkit includes resources available to help physicians recognize, manage and
reduce burnout in order to live balanced and healthy lives while improving the quality of care for
their patients.

A substantial effort has also been made to increase staffing levels across the enterprise; this
includes the utilization of delegated hiring authorities, dual compensation waivers, retention
incentives, and the implementation of new policies which streamline the onboarding of new
employees to address the additional workload placed on existing staff.

Lastly, the VA Employee Assistance Program (EAP) offers free and confidential assessments
and counseling addressing issues affecting mental and emotional well-being. EAP services can
provide both prevention and early intervention for employees and their families.

VHA is helping employees face these times with support, adaptive coping skills and employing
other effective strategies to combat the effects of these difficult times and beyond. Several
resources have been developed and made available to employees to help ease bum-out at all
levels across the organization. These resources include the launch of a self-care resources for
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whole health website, the development of a national toolkit that includes guidance and other
resources for local implementation of supplemental local support in addition to Employee
Assistance Program services, the continuation of consultative support to leaders aimed at
creating an engaged and effective workforce, the development of resources that combine current
empirical literature with real-time feedback from field leaders to address building resilience, and
the launch of a toolkit to help local leaders effectively communicate with employees about
diversity and inclusion.

With increases in work flexibilities and staffing, coupled with the opportunities for counseling
via EAP, VA’s goal is to help reduce the burden on existing employees and the “burnout”
feelings related to the response to COVID-19 within our Veteran community. The Veterans
Health Administration’s National Center for Organizational Development provides additional
resources for employees and leaders on its intranet site.

Question 24. In recent months the Department has been able to get time-to-hire down to just 3
days, from a previous average of 90 days, adding more than 10,000 clinical statf. Does VA plan
to sustain this short time-to-hire window, and if so, how? Does VA need any additional resources
or authorities to help bring on more staff?

Response: Yes, VA needs additional resources and authorities to help bring on more and retain
staff. Given current resources it will be difficult to sustain accelerated hiring. VA used Direct
Hire Authorities and temporarily suspended pre-employment processes to streamline onboarding.
VA is exploring possible regulation changes to continue onboarding employees before typical
pre-employment processes are complete. Pre-employment processes include fingerprints, 1-9
verification, personnel suitability, and credentialing. VA’s Office of the Chief Human Capital
Officer is assembling a multidisciplinary team to assess the feasibility and appropriateness of the
continued use of a number of these flexibilities and policy changes. Some of the flexibilities will
require statutory or regulatory relief. Congress may be able to assist with approving any
proposed relief that VA identifies as the most beneficial in assisting with meeting the needs of
our Nation’s Veterans, and that would be appropriate for continued use during normal and/or
emergency operations.

Overall, time to hire is measured from the “Hiring Need Validated Date” to “New Hire Actual
Start Date”. OPM’s suggested target is 80 calendar days for this measure. The 72-hour time
frame is strictly referring to the final steps of the hiring process or the time it takes to onboard an
employee, which is the time from when an offer is made until the employee reports to work.
Given current resources 1t will be difficult to sustain accelerated hiring. VA used Direct Hire
Authorities and temporarily suspended pre-employment processes to streamline onboarding, VA
is exploring possible regulation changes to continue onboarding employees before typical pre-
employment processes are complete. Pre-employment processes include fingerprints, I-9
verification, personnel suitability, and credentialing. VA has assembled a multidisciplinary team
to assess the feasibility and appropriateness of the continued use of a number of these
flexibilities and policy changes. Some of the flexibilities will require statutory or regulatory
relief. Congress may be able to assist with approving any proposed relief that VA identifies as
the most beneficial in assisting with meeting the needs of our Nation’s Veterans, and that would
be appropriate for continued use during normal and/or emergency operations.
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Most recently, VA submitted COVID-related and permanent proposals that would establish an
exception to the hiring requirements under 5 U.S.C. § 3310 for Housekeeping Aids in VA.
Excepting VA from this restriction will expedite recruitment and hiring processes for
Housekeeping Aids, especially within the Veterans Health Administration.

Emergency Operations

Question 25. How is VA addressing current needs, preparing for a potential second wave of
COVID-19 and, getting ready for hurricane season?

Response: VA has experience dealing with consecutive disasters such as in 2017 with the
California wildfires and Hurricanes Harvey, Irma and Maria. During those disasters, VA
leveraged strategically placed resources and existing programs such as mobile Vet Centers,
mobile medical units, mobile emergency nutrition units, outreach to vulnerable patients and
mental health counselling to ensure Veterans were able to receive care and other support
services. However, a natural disaster during a global pandemic, such as COVID-19, would
present unprecedented challenges that we, as a Federal response team, will be required to face
using innovative solutions that will not only ensure VA’s mission continues, but also that VA
serves as one of the cornerstones to the Federal response.

VA’s efforts to address current needs, prepare for a potential second wave of COVID and
hurricane season are being coordinated through the Crisis Action Team (CAT). The CAT is a
committee of senior and key leadership where every administration and staff office are
represented. Early consensus was made to establish a “Tiger Team™ with the expressed purpose
of conducting analysis the VA’s ability to maximize telework via virtual connection to VA
systems. This team provided a rapid analysis and defined the Departments capabilities to ensure
maximum execution of functions in a virtual environment and preserve the health and safety of
its workforce. With an increased virtual presence OIT was able to provide updates to the
infrastructure and accommodate the increased number of gateway users.

Through the VAIOC (Veterans Affairs Integrated Operations Center) a partnership was
established for information sharing with Johns Hopkins and University of Maryland where
public health and epidemiological statistical reports were provided to allow for the creation and
use of “VA COVID-19 Reopening Analysis Model” to provide informative decision making
while providing the flexibility to complete functions while ensuring the health and safety of the
workforce. VAIOC is remaining vigilant in its interagency participation through the Nation
Response Coordination Center (NRCC) and relevant working groups.

VHA, Office of General Counsel and Office of Chief Human Capital Officer were successful in
quickly compiling and sharing COVID-19 FAQs and human resources policy updates and
coordinate with Office of Personnel Management the use of any special authorities to drive
informative decision making by leaders at all levels. VA’s Office of Acquisition, Logistics and
Construction has also coordinated and established relationships with manufacturers, retailers, and
logistics suppliers to ensure that the VA has the appropriate levels of resources, when and where
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necessary. Department level plans and policies are being made Pandemic relevant through
review and updates.

Public facing service facilities are being equipped with customer service updates such as
pertinent signage, sneeze guards/shields, and other sanitation equipment. Facilities and campuses
have standing policies addressing temperature checks prior to entry and the ability to ensure
physical distancing.

VA has a series of emergency management and disaster response plans. VA published the
Disaster Response During A Pandemic plan that supports an all-hazards response during the
COVID-19 pandemic, with a focus on hurricanes. The plan emphasizes VA’s health care
preparedness and response to a hurricane complicated by the global pandemic COVID-19. The
response plan focuses on protecting Veterans, their families, caregivers and VA staff members.

The response plan is based on a three-phase operation with each phase having objectives and
trigger points that will inform decisions. The plan incorporates practices, protocols, and
procedures developed during the initial COVID-19 outbreak. The plan provides responses and
includes identifying critical considerations for conducting response operations to a hurricane
within the COVID-19 environment.

The plan was socialized with each Veterans Integrated Service Network and VA Medical Center
Director. A Tabletop Simulation Manual — Response to an Advance-Notice Incident During
COVID-19 has been shared and provides guidance on how each facility should respond to events
during the COVID-19 Pandemic.

The core capabilities require:
e The facility to implement processes and procedures to make notifications and conduct
initial response and assessment
e The facility to manage incidents in accordance with National Incident Management
System principles
e The facility to implement processes and procedures to evacuate patients, visitors and staff
e The facility to implement procedures for incident demobilization and recovery

The objectives of the Tabletop exercises are:

e Evaluate conditions that impact the decision-making process regarding response to an
advance-notice all-hazard disaster occurring during a pandemic event. Generate
discussion regarding these conditions and identifying thresholds (trigger points) that
necessitate key decisions and the resulting actions

e Patient evacuation planning ~ The Incident Management Team is capable of segmenting
and tracking Vulnerable Patients (including COVID and non-COVID Patients) during a
full VAMC campus evacuation

e Coordination of additional resources — The Incident Management Team can outline the
logistical process of overall equipment and resources such as PPE, medical transports,
and personnel such as DEMPS during an incident during a pandemic

e Re-Entry & Recovery Planning — post incident; The Incident Management Team can
determine the planning factors for patient and staff re-entry to a facility
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The Veterans Health Administration Office of Emergency Management’s Emergency
Management Coordination Cell (EMCC) was activated to full strength on January 20, 2020 and
remains fully activated. The EMCC monitors the active Mission Assignments (MA) daily.

VHA is committed to 23 Missions currently, VA is actively involved in coordinating all requests
for PPE, supplies, personnel, etc., in support of VHA internal and external (4th Mission)
requirements.

The EMCC monitors the daily wildfire, seismic and tropical activity, in addition to any civil
unrest that may impact VHAs ability to provide care and provides VHA leadership with updates
and action plans as needed. The EMCC is poised to respond to any additional threats while
maintaining command and control operations on the overall COVID response. The EMCC will
convene senior leadership and all VHA VISNs, VAMCs and Program Offices at a moment’s
notice in the event of an urgent requirement to respond to an emergency across the VHA
enterprise.

Question 26. Does the Department need additional resources or authorities for its Emergency
Operations or Fourth Mission functions? How will VA balance these responsibilities in the
months to come?

Response: No additional resources or authority are required to execute VA’s Fourth Mission or
Emergency Operations at this time. We appreciated the opportunity to receive supplemental
funding from the CARES Act to enhance our capabilities and the ability to meet our 4th mission.
VA will continue to balance responsibilities through the Crisis Action Team (CAT) where
department-level synchronization and decision making occurs for incident response efforts. VA
is billing FEMA for care delivered through specified mission assignments and anticipates timely
reimbursement. VA will continue to monitor and notify Congress should estimates change.

Electronic Health Records

Question 27. How will VA balance re-starting implementation of the new health record at VA
health care facilities, with the health and wellbeing of the VA workforce?

Response: The safety and care of our Veterans and staff remains VA’s highest priority. OEHRM
is developing re-entry strategies, aligned with local health guidelines, as access is granted by
facility and VISN leadership, based on minimal COVID-19 impacts and staff bandwidth. During
re-engagement, OEHRM will remain conscious of the prioritization of facility and staff engaged
with COVID-19 and will remain flexible through the transition to VA’s new EHR solution.
OEHRM will follow strict safety protocols when engaging with facility staff. Additionally,
OEHRM is evaluating the expansion of virtual training platforms to decrease in-person contact
to decrease in-person contact further promoting adherence to social distancing guidelines.

Question 28. Given the delays in implementation, does VA still anticipate needing $2.6 billion in
FY21 for EHRM?
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Response: VA still requires $2.6 billion to support the Electronic Health Record Modernization
(EHRM) effort in fiscal year (FY) 2021. In order to optimize the utilization of resources and
minimize the impacts of COVID-19, OEHRM is revising the EHRM deployment strategy to
maximize implementation efforts in areas where there have been minimal COVID-19 impacts.
OEHRM plans to pull forward FY 2021 costs into FY 2020 for items essential to wave
implementations, such as software license expenses, registries, deployment servers and pre-
purchasing of equipment. VA will also invest in virtual training platforms and computer-based
training to meet VA’s needs. This plan preserves the 10-year deployment timeline and overall
Life Cycle Cost Estimate (LCCE).

Question 29. In light of VA’s previous efforts related to EHR, what is the Department’s plan for
reliably identifying and reporting the total costs of the new health record system?

Response: The OEHRM Program Management Office (PMO), is responsible for providing
oversight of program’s adherence to cost, schedule and performance objectives while mitigating
risks. The PMO employs highly trained government and contractor personnel to provide
expertise in a myriad of professional disciplines, enabling the program to reliably report the total
cost of the EHRM effort. The personnel actively manage the program’s funding allocation to
ensure it adheres to the LCCE and continuously validates funding requirements shared by
Cerner.

Question 30. What progress has the Department made in addressing the recommendations from
the two Inspector General reports, released this spring, on infrastructure and staffing needs for
electronic health record modemization?

Response: Attached are the action plans developed by VA in response to the two Inspector
General reports.

] ]

OIG Project Number VHA - Action plan -
2019-08980-R9-0001 OIG Report - EHRM

National Guard

Question 31. 1t is the Committee’s understanding that different types of orders from the federal
government will grant different benefits, causing National Guardsmen to serve side-by-side with
their active-duty counterparts even though they may not be receiving the same GI Bill benefits,
retirement credits, or legal protections for themselves and their family members. Does VA agree
that this is an accurate description of the circumstances under which VA is obligated to provide
benefits to Members of the National Guard?

Response: Most National Guard (NG) and reserve component members are eligible for some
VA benefits. However, the VA benefits and services available are dependent upon factors such
as the type of duty that was performed, the specific call up authority he or she was under when
performing such duty, and the final characterization of the service.
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For example, VA’s authority to provide disability compensation benefits is limited to individuals
who have “served in the active military, naval, or air service, and who was discharged or
released therefrom under conditions other than dishonorable.” (38 U.5.C. 101(2)) The statue
further specifics that the term “active military, naval, or air service” can include periods of active
duty, active duty for training, or inactive duty for training when additional criteria are met, such
as when the individual concerned was disabled or died from an injury incurred or aggravated in
the line of duty. (See generally 38 U.S.C. 101(24))

To illustrate this concept, generally, NG or reserve members who are deployed and/or
performing federal full-time duty under title 10 United States Code, would be eligible for the
same benefits as their active-duty counterparts assuming that all other eligibility requirements are
met. However, this would not be the case for NG members who are ordered to non-federal full-
time duty under state active duty. In this regard, VA has no authority to provide federal benefits
based on state duty.

As another example, if NG members are performing full time duty, under state authority but
authorized under title 32, section 502, this type of duty is typically considered active duty for
training. While this duty does not automatically establish eligibility under 38 U.S.C. 101(2), it
might meet the definition of “active military, naval, or air service” if other criteria are met, such
as those noted above.

Active military, naval, or air service includes active duty and may include active duty for
training (ADT) or inactive duty for training (IADT). ADT or IADT would only qualify for
purposes of meeting wartime service requirement for pension benefits if:

e the Veteran was granted SC conditions due to ADT/IADT

e was discharged or released for a disability incurred in or aggravated by service or would
have justified discharge, AND

s the IADT/ADT occurred during a wartime period

Under current law, non-Federal service, such as State Active Duty, does not establish Veterans
status. State Active Duty is full-time duty in the State military forces under an order of the local
Governor or otherwise issued by authority of local State law and paid by State funds.

Typically, individuals who are disabled based on State service are compensated based on State
law. Historically, VA has opposed payment of disability compensation for individuals who are
locally compensated by their individual States and who were not injured due to Federal Service.

Question 32. Does VA agree that it should be providing survivors benefits to family members of
National Guardsmen who contract COVID-19 in the line of duty and lose their life to the illness,
regardless of their duty status?

Response: Unless the service by a National Guardsmen is considered to be federal active
service, VA benefits would not be applicable. Under current law, non-Federal service, such as
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State Active Duty, does not establish Veterans status. State Active Duty is full-time duty in the
State military forces under an order of the local Governor or otherwise issued by authority of
local State law and paid by State funds.

Typically, survivors of National Guardsmen who die as a result of State service are compensated
according to State law. Historically, VA has opposed payment of compensation for survivors
who are locally compensated by their individual States and who did not die as a result of Federal
Service.

Question 33. Does VA agree that it should provide all of the same benefits to the National
Guardsmen that are serving side-by-side with active-duty troops, wherever they may be, as long
as they wear the uniform of the United States Military?

Response: See prior response. VA provides benefits and services to individuals in accordance
with established laws and regulations.
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Senator Brown

Congress passed the Economic Growth, Regulatory Relief, and Consumer Protection Act on
May 25, 2018. This law included a provision that limited VA guarantees on Interest Rate
Reduction Refinance Loans (IRRRLs) to loans that have “seasoned” for at least 210 days or six
monthly payments and to meet certain recoupment, net tangible benefit, and payment tests.
These provisions were effective immediately. On April 20, 2020, VA issued Circular 26-20-16
instructing VA lenders that they must submit lists of non-compliant IRRRLs they’ve issued. The
circular specifically requires lenders to report noncompliant loans that were issued a year or
more after the Economic Growth, Regulatory Relief, and Consumer Protection Act passed and to
take action to cure these loans.

Question 1. Why did VA issue this circular? What information or data did VA have about the
number of noncompliant loans? Please include the number of outstanding noncompliant IRRRLs
VA is aware of.

Response: VA published Circular 26-20-16, Guidance for Noncompliant Interest Rate
Reduction Refinance Loans (IRRRLs), to advise lenders of VA's expectations regarding loans
that fail to meet the statutory requirements set forth in section 309 of Public Law 115-174, The
Economic Growth, Regulatory Relief, and Consumer Protection Act (the Act). The Circular also
reminded lenders of their longstanding obligation to report non-compliant loans as provided in
Chapter 5, Monitoring Unit, of VA M26-9, Quality Control Procedures Loan Guaranty
Operations for Regional Offices

VA evaluated the requisite loan data collected from lenders when requesting the VA Loan
Guaranty Certificate for Interest Rate Reduction Refinance Loans (IRRRLs). Given the new
requirements established under P.L. 115-174, VA determined that it could not conclusively
determine if a loan was non-compliant without engaging lenders directly on a loan-by-loan basis.
VA leveraged the data available to determine if an IRRRL was potentially non-compliant.

Initially, VA identified 22,132 potentiaily non-compliant IRRRLs guaranteed between the
passage of P.LL 115-174 on May 18, 2018 and the effective date of Circular 08/28/2019,
Clarification and Updates to Policy Guidance for VA Interest Rate Reduction Refinance Loans.
A total of 480 out of nearly 1,500 lenders were identified as having a non-compliant loan. Of the
22,132 potentially non-compliant IRRRLs: 21,584 (98 percent) failed fee recoupment; 544 (2
percent) failed the Net Tangible Benefit (NTB) test; and four failed loan seasoning.

VA issued lender-specific letters identifying the potentially non-complaint IRRRLs, in addition
to conducting individual phone calls with the top 10 lenders with the highest volume of
potentially non-complaint IRRRLs. Using this data, VA created a specialized team to focus on
working with lenders to determine which loans were incorrectly identified as non-compliant due
to data entry errors on the part of the lender. In addition, the specialized team was tasked to
focus on loans that were in fact non-compliant, review and monitor loan-level cure plans, and/or
collect loan-level indemnification agreements for loans that could not be cured.
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As of July 10, 2020, the specialized team completed work with 477 of the 480 lenders included
in this effort. Of the 22,132 IRRRLs identified as possibly non-complaint, VA reviewed 16,305
and determined the loans have been successfully cured or are compliant with VA requirements.
VA concluded that approximately 80% of potentially non-compliant IRRRLs that failed fee
recoupment were attributed to incorrect data entry into VA systems. We estimate that
approximately 1,200 of the 22,132 loans originally identified are outstanding. Three remaining
lenders originated the 1,200 loans that are possibly non-compliant. VA continues its engagement
with these three lenders and expects a timely resolution of any outstanding deficiencies. Since
the initial review of VA IRRRLs, VA systems have been enhanced to assist lenders in
calculating fee recoupment and reduce data entry errors.

Question 2. Why, more than two vears after the 2018 law passed, is there such a volume of
noncompliant loans being issued that VA requires quarterly reporting? Are there any other areas
circumstances in which VA requires quarterly reporting of noncompliance with its lending
requirements?

Response: On May 20, 2018, prior to signing of the Economic Growth, Regulatory Relief, and
Consumer Protection Act, VA proactively made system enhancements to allow for the review
and identification of potential non-compliant IRRRLs. Through routine audits and self-
reporting, VA identified potential IRRRLs that did not meet the statutory requirement(s) and
contacted affected lenders about efforts to cure the non-compliance. However, the VA system
was not fully configured to anticipate the provisions of P.L. 115-174 in order to prevent lenders
from securing a VA Loan Guaranty Certificate (LGC), despite potential non-compliance. VA
has since made significant investments in preventative and proactive controls for non-compliant
IRRRLs. These enhancements were deployed on March 19, May 2, and July 12, 2020.

Typically, lenders report non-compliant loans on a loan-by-loan basis as they are discovered. On
August 8, 2019, VA published Circular 26-19-22, Clarification and Updates to Policy Guidance
for VA Interest Rate Reduction Refinance Loans (IRRRLs), authorizing lenders to take steps to
cure non-compliant IRRRLs without VA’s prior approval, provided that such action(s) does not
result in additional cost to the Veteran. However, due to the nature of loan seasoning
requirements, cure action(s) is not possible. Circular 26-20-16 provides VA the needed ability
to distinguish between non-compliant IRRRLs and other non-compliant loans self-reported by
lenders.

Per Circular 26-20-16, the first mandatory quarterly reporting of all non-compliant IRRRLs with
an application date on or after May 25, 2018, was July 1, 2020. A total of 34 lenders reported
one or more non-compliant IRRRLs during the reporting period. Approximately 490 IRRRLs
were reported as being non-compliant. VA anticipates a further decline in non-compliant loans
in subsequent reporting periods once the impact of the most recent system enhancement is fully
realized, alongside further clarifications concerning the calculation of recoupment.

The quarterly reports required by Circular 26-20-16 identify non-compliant IRRRLs in bulk,
which will assist VA in deploying an expedited process by which lenders may proactively
volunteer to execute an indemnification agreement, as applicable. An indemnification agreement
allows VA to recoup expenses and losses associated with a foreclosure claim or preclude VA
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from paying a claim in certain circumstances. The expedited process will ensure a more timely
and efficient execution of indemnification agreements.

Question 3. What requirement from the Economic Growth, Regulatory Relief, and Consumer
Protection Act (including net tangible benefit test, payment amounts, seasoning requirements,
and any other requirements enacted in 2018, as amended in 2019) is most common in
noncompliant loans?

Response: A total of 490 IRRRLs were reported as non-compliant for the period of April 1,
2020 through June 30, 2020. Of the 490 non-compliant JRRRLs reported by lenders in
accordance with Circular 26-20-16, 117 were reported as failing seasoning, 293 were reported as
failing recoupment, nine were reported as failing the NTB test, and 71 were reported as failing
other requirements under P.L. 115-174.

Question 4. How quickly will VA require lenders to cure or indemnify VA for noncompliant
foans?

Response: VA requires lenders to cure and/or indemnify non-complaint loans within a
reasonable timeframe. Generally, VA encourages these actions to be completed within 3 months
of identification. Lenders are encouraged to be transparent and communicative throughout the
cure/indemnification process. For loans requiring extraordinary analysis, effort, etc., VA will
work with lenders to ensure a timely resolution.

Question 5. What are the consequences for lenders that repeatedly violate the 2018 law’s limits
on IRRRLs and cash-out refinance transactions? Please provide all options available to VA and
the number of times VA has used any of these options since the 2018 law passed.

Response: Lenders found to repeatedly violate any VA statute, VA regulations or VA policy
may be subjected to a variety of corrective actions available to VA. These include, but are not
limited to, special audit; temporarily withdrawal of a lender’s automatic authority to guarantee
loans on an automatic basis; and, suspension and/or removal from the program.

In instances related specifically to non-compliance with P.L. 115-174, VA may also notify all
affected Veterans of the lender’s decision not to cure their IRRRLs. VA may also include public
communications to all Veterans and other stakeholders that a lender’s automatic authority has
been temporarily withdrawn and that, due to such, loan closings will likely be subject to
indefinite delays. This is because VA has limited resources available for processing loan files
submitted to VA for prior loan approval. VA may also work with its government partners, such
as the Consumer Financial Protection Bureau (CFPB) and Government National Mortgage
Association (Ginnie Mae), to determine if further action is appropriate when a lender chooses not
to cure any noncompliant IRRRLs.

To date, VA has not had to take any of the aforementioned actions against our lender partners as
a result of non-compliance with P.L. 115-174, since lenders are working to correct any identified
deficiencies. VA will continue to closely monitor lenders for compliance and will take the
appropriate actions as deemed necessary.
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Question 6. What is the update on adding Parkinsonism, Bladder Cancer, Hypertension, and
Hypothyroidism to the list of Presumptive Health OQutcomes in connection to Agent Orange
exposure?

Response: In determining whether to add a disease to the list of those conditions presumptively
associated with exposure to Agent Orange, VA considers all sound medical and scientific
evidence.

VA has granted service connection for Agent Orange presumptive conditions since 1991, when
the Agent Orange Act was signed into law. Since then, VA has recognized 14 diseases and
cancers presumed to be caused by Agent Orange for Veterans who served in Vietnam. In
addition, this year VA implemented the Blue Water Navy Vietnam Veterans Act of 2019, which
extends presumptive disability benefits for Veterans who served in the offshore waters of the
Republic of Vietnam.

Currently, VA’s Office of Research and Development is conducting two studies - the Vietnam
Era Health Retrospective Observational Study (VE-HEROeS) and the Vietnam Era Mortality
Study - that may provide additional insight into the relationship between Agent Orange exposure
and hypertension, hypothyroidism, bladder cancer, and Parkinsonism.

The Secretary of Veterans Affairs will review all relevant studies as well as the work of a VA
medical committee and determine whether these associations are sufficient to add hypertension,
hypothyroidism, bladder cancer, or Parkinsonism to the list of diseases presumed to be
associated with Agent Orange exposure. Once a decision has been made, it will be made
available to the public. The Secretary remains committed to granting presumptive status for new
conditions if and when the research establishes a positive association between the condition and
Agent Orange exposure.

Question 7. OEHRM and Cerner were set to deliver the Centralized Scheduling Solution {CSS),
a new patient appointment management component of the modernized EHR, to the Chalmers P.
Wylie VA Ambulatory Care Center in Columbus, Ohio, in April. However, it was postponed
because of the COVID-19 pandemic. What is the status of the EHR and CSS implementation?

Response: Based on ongoing COVID-19 impact assessments and frequent interactions with
medical staff, VA plans to focus on the implementation of the Centralized Scheduling Solution
(CSS8) in Columbus, Ohio, while the staff in the Pacific Northwest address emergent COVID-19
cases. As an ambulatory care center focused on outpatient services, COVID-19 has less impact
on the Columbus facility and CSS deployment activities, facilitating adherence to social
distancing requirements, e.g., trainees and training space, due to the size of the facility and scope
of the capabilities to be deployed. Access to the Columbus facility was authorized on June 22,
2020, beginning the one-week assessment period on the path to CSS Go-Live.

Question 8. Will VA use virtual training to move forward with go-lives dates, or will VA use in-
person training?
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Response: VA will offer virtual training for all levels of staff in the at-risk population. To limit
in-person contact, VA is piloting virtual training with a small cohort of end users at the
Columbus facility to assess the feasibility of this modality for other user roles and deployments.
Other end users will attend in-person training, following strict safety measures and adhering to
social distancing requirements.

Question 9. What safety measures will the Department use when in-person training resumes?

Response: When in-person training resumes, VA will adhere to the following safety measures:

1. Reduce class sizes from 15 to 7 end users with one instructor and one super user, with a
maximum of 10 people per room

2. Limit the number of contact points, ensuring end users are placed in cohorts so that all

training will be taken with the same group

Exclude unregistered participants from entering classrooms during sessions

Require all participants to wear masks during training sessions

Provide hand sanitizer and wipes in training classrooms

Clean training rooms and equipment between sessions

Adhere to safety protocols established by local facility leadership

Maintain class rosters to allow for contact tracing
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Question 10. On May 29, 2020, President Trump issued his first veto of domestic policy and
overruled H.J Res. 76, bipartisan legislation that would overturn the U.S. Department of
Education’s harmful 2019 Borrower Defense Rule. H.J.Res. 76 would overturn the 2019
borrower defense rule which would make it harder for defrauded student loan borrowers,
including veterans and their families, to get loan relief they deserve and would roll back
accountability measures meant to protect students and taxpayers.

Too often, veterans and military families are targeted by online and for-profit schools with
misleading marketing, saddling students with mountains of debt and near-worthless degrees.
H.J Res. 76 had widespread bipartisan support and over 30 veterans’ organizations called on the
president to sign the bill into law.

Just days after Memorial Day, President Trump issued his first veto on domestic policy to make
it harder for veterans defrauded by their college or university to get the loan relief they’re
entitled to. Did President Trump or the White House ask for additional information on the impact
the 2019 borrower defense rule would have on student veterans or consult you or the VA as he
considered his veto? If so, please detail those interactions.

Respense: Education Service did not receive a request for information on the impact of the 2019
Borrower Defense Rule.

Queestion 11. Congress provided the Department with over $19 billion for medical services and
IT support in the CARES Act. Please provide data for the following questions related to
expanding video and connectivity capabilities for veterans who want to use telehealth.

How much CARES Act funding has been obligated related to telehealth and for what specific
programs?
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Response: Telehealth obligations totaled just under $41 million as of the end of June.

3

Telehealth Expense
Tracking - COVID-19

Question 11a. Of the funding obligated, how much has been spent and what is the
Department’s plan for the unobligated funds?

Response: VA has expended $1.26 billion of CARES Act funding through June 30, 2020. VA
plans to use the remaining funds to care for Veterans impacted by COVID-19, including
procuring equipment and supplies at VA hospitals, maintaining expanded telehealth capabilities,
and providing support for Veterans experiencing or at risk of homelessness due COVID-19.

The attached spreadsheet contains the VHA spend plan for the CARES resources through the end
of FY 2021 and shows execution against that plan as of the end of month June. VA will continue
to monitor and notify Congress should estimates change.

[N
3
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Spend Plan for Shar

Question 11b. Please explain the VAMC approval process if a facility wants to expand
telehealth for patients?

Response: VA maintains Telehealth Operations Manuals that provide guidance on obtaining
approval to initiate or expand telehealth services. The manuals list steps for planning and
development, needs assessments, business case development, and obtaining final approval for
implementation and sustainment. Additionally, VA provides telehealth training guides and
quality reviews to assist with initiating or expanding telehealth services.

Question 12. During your testimony, you discussed VA’s expanded use of telehealth during the
pandemic. Please breakdown the number of each specific type of telehealth appointment- video
call, telephone, text message?

Response:

Video Call: VA’s use of telehealth during the pandemic was focused on providing quality
clinical care while promoting social distancing to ensure the safety of both Veterans and health
care professionals. Telehealth modalities that required a Veteran to come into a facility such as
Clinic-to-Clinic video conferencing and Asynchronous telehealth (Ex. Tele-Dermatology) saw a
decrease in utilization. This decrease was more than overcome by the increase in Clinical Video
into the home or VVC. Comparing the first 5 months of this fiscal year (October through
February) with the 4.5 months starting in March:
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e Use of Synchronous Clinical Video visits increased by more than
1.3 million visits or 207%. Use of Clinical Video visits into
Veterans homes, which is a subcomponent of all CVT, increased
by 890%

e Asynchronous Store and Forward visits decreased by 102,500
visits. This frequently requires a Veteran to come into a facility for
specialized imaging. Asynchronous telehealth implemented a
protocol to obtain images from home during this time, and this has
been utilized when appropriate.

e The net change of both modalities was an increase of more than
1.2 million visits or 146 percent.

Remote Patient monitoring is a program where the Veterans are enrolled and is not visit based.
The Veteran responds daily with biometric data as well as answers questions on their health
status. Since the arrival of COVID, specific Disease Management Protocols were developed that
monitored Veterans for the symptoms related to COVID. Through July 13, 2020, more than
5,000 Veterans were able to be monitored daily for COVID symptoms using this program.

Telephone: VA was able to leverage virtual care though telephone encounters to treat Veterans
during the pandemic without the need for Veterans to come in person for their care. VA provided
continuity of care to Veterans during this time even in the absence of many in-person
appointments.

Comparing the first five months of this fiscal year (October through February) with the 4.5
months starting in March:

s Telephone encounters increased by 8,373,880 or 131%.

e VA completed 14,756,154 telephone encounters from March 2020
to mid-July 2020 compared to 6,382,274 encounters from October
2019 to February 2020.

e VA plans to continue to utilize telephone care when clinically
appropriate to ensure Veterans and staff remain safe while getting
care needs met,

Text Messaging: Annie: Annie is VA’s text messaging service designed primarily for Veteran
self~management. Veterans can seif-enroll in protocols designed to assist with Coronavirus
prevention and coping, tobacco cessation, oncology symptom reporting and weight management.
VA staff can enroll patients in over 200 protocols to provide simple reminders or to help manage
health conditions including hypertension, diabetes, sleep disorders, Hepatitis A, B, and C,
asthma, Coronavirus Isolation/Quarantine, and advanced liver disease. Three protocols were
developed specifically for Coronavirus: Precaution, Isolation/Quarantine, and Coping during
COVID. The time period for protocols varies and patients can be re-enrolled if desired. Patients
may also be enrolled in more than one protocol simultaneously. Currently, 23,626 Veterans are
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enrolled in the Annie system and 17,230 are actively participating by using at least one protocol.
This represents an increase of 222% since March 30, 2020.

In late April, VA sent a questionnaire to approximately 4400 Veterans enrolled in the
Coronavirus Precautions Protocol (CPP). Key findings from the 1159 responses showed the
following:

e 885 (76%) report they would have reached out to VA in at least one way (secure
message, phone call, visit OR some combination of those) if they had not been on the
CPP.

e 204 {18%) report they would have interacted (called or sought care) in the community,

e 681 (59%) report they felt more connected to VA because they received the Annie
messages.

® 266 (23%) report they opted not to call or seek care from VA or the community because
Annie provided the information they sought.

VA Health Chat: VA is piloting VA Health Chat at two facilities in VISN 23 (Minneapolis and
St. Cloud) and throughout VISN 8. Clinical chat provides Veterans access to a VA resource via
chat messaging using their mobile device or computer as an alternative to voice (telephone).
Since inception {2019 for VISN 23 and mid-February 2020 for VISN 8), VA has received 4,456
chats from 3,869 individual Veterans. This represents an 84% increase in the number of users
since March 10, 2020. Veteran satisfaction data show the following:

VISN 23 Veteran Satisfaction Survey* (100 total responses)
e 89% said VA Health Chat improved access to care

e 45% would have sought a PCP or specialty appointment or visited the Emergency
Department or Urgent Care if Chat hadn’t been available

e 97% were satisfied using VA Health Chat

e 93% would recommend VA Health Chat to a friend
VISN 8 Veteran Satisfaction Survey* (213 total responses)

o 91% said VA Health Chat improved access to care

s 40% would have sought a PCP or specialty appointment or visited the Emergency
Department or Urgent Care if Chat hadn’t been available

e 95% were satisfied using VA Health Chat
e 95% would recommend VA Health Chat to a friend
*Data from 7/6/2020
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Question 12a. Do any of these specific modes collect data on the veteran, or does the
clinician have to collect that data and input it Jater?

Response: The Remote Patient Monitoring — Home Telehealth Program technologies collect and
document biometric data and other health information about the Veteran. The data and
information are securely transmitted through VA servers for Care Coordinator review and
validation and then electronically posted in the Veterans medical record. This process saves time
and helps to greatly reduce manual entry error. Store and Forward telehealth technologies also
collect data on the Veterans so it can be interpreted by a provider at another location and/or
another time. Various other technologies rely on the provider to obtain the information directly
from the Veteran before documenting it in the medical record.

Amnnie: Annie is VA’s text messaging service designed primarily for Veteran self-
management. Veterans can self-enroll in protocols designed to assist with Coronavirus
prevention and coping, tobacco cessation, oncology symptom reporting and weight management.
VA staff can enroll patients in over 200 protocols to provide simple reminders or to help manage
health conditions including hypertension, diabetes, sleep disorders, Hepatitis A, B, and C,
asthma, Coronavirus Isolation/GQuarantine, and advanced liver disease. Annie is one of over
twenty mobile medical apps that VA has developed to support clinical care. Many of these
mobile apps collect patient generated data entered by the patient in the app, or collected from a
connected health device that is paired to an app. This data is available for viewing by clinical
teams using staff-facing applications. Data transmission is fully encrypted, meeting all
government security regulations and stored in a secure VA database.

Question 13. In your testimony, you tout the expanded use of VA Video Connect (VVC) during
the pandemic, we have heard anecdotally that there have been technical issues with the VVC
platform. Do you have data on how many VVC connections failed during this time, and if
connection failed, how were veteran medical needs addressed? What steps have you taken to
address the system issues?

Response: When any technical issue with VVC has occurred, the engineering team has
evaluated, and where possible, implemented steps to prevent similar future occurrences. Each of
the three major service interruptions that have occurred since 2017 were due to external support
services interruptions and not as a result of the actual VVC platform. Other reported issues were
found to be individual connection challenges into the service (i.e., the patients or providers cell
or Wi-Fi service external to the VA network). VA’s IT support team cannot take direct action on
these instances and have not been specifically tracked for metrics.

During the early stages of our COVID-19 response, VA identified stabilization and enhancement
of the existing on-premise VVC system as a key priority. The VHA and OIT Joint Telehealth
COVID-19 response team enhanced the VVC scheduling system which allowed bulk scheduling
of Virtual Medical Rooms, and added capacity to both Carel and added Care2 for VVC which
increased capacity to 15,200 concurrent calls by adding 78 conference nodes through Care2 and
increasing Carel to 191 conference nodes across 102 servers (pre-COVID on-premise was 64
nodes across 32 servers). OIT also implemented increased monitoring to several key components
of the VVC delivery system. This has led to a marked increase in the stability of the system,
reducing the number of recorded minutes of downtime.
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L3 Has VA reached out to homeless shelters to test veterans for COVID-197? If so, has VA
then treated those homeless veterans for COVID-19 and provided them with VHA benefits?

Response: The VA HPO supports testing of Veterans residing in congregate settings for early
identification of COVID-19 cases and to aid in mitigating disease outbreaks in these high-risk
locations. Every VAMC has homeless program outreach teams that continue to provide outreach
services to non-VA funded homeless shelters, to link homeless Veterans with VHA resource and
services.

An Assistant Under Secretary for Health for Operations memo and corresponding SOP regarding
HPO's proposed SARS-CoV-2 universal testing protocol for Veterans in GPD and HCHV CRS
programs has been developed and is currently under review. The testing memo and SOP
provides the requirement that VAMC identify a COVID-19 testing team to conduct testing prior
to program admission and on an ongoing basis for Veterans currently enrotled in GPD and
HCHYV CRS and are eligible for VHA care. The COVID-19 testing team must consist of at
minimum one VHA provider for ordering of the test and provision of follow-up care. Additional
recommendations in the proposed memo and SOP include the following: 1) coordinate testing
events on site using the COVID-19 testing teams, rather than transporting Veterans to local
VAMCs, to reduce the chance of disease transmission and increase access, 2) conduct testing
events on weekends rather than weekdays to enhance access to testing for Veterans who may
lack transportation or work primarily during the weekdays, and 3) include staff from Homeless
Patient Aligned Care Teams (H-PACT) for COVID-19 testing teams when possible.
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Senator Blumenthal

CARES Act Funding

Question 1. What amount of the funding provided to VA in the CARES Act has been obligated

as of 6/1/20207

Response: VA obligated $2.01 billion of CARES Act appropriations as of 6/1/2020; and a total

of $2.69 billion as of 7/1/2020.

Question 2. What amount of the funding provided to VA in the CARES Act has been spent as of

6/1/20207

Response: VA spent $795 million through the end of May 2020; and $1.26 billion through the

end of June 2020.

Question 2a. What has the funding in the CARES Act been spent on? Please specify line

item, account, program, office.

Response:
CARES Act Obligations as of July 1, 2020
(Amounts in Millions)

Program Major Object Class Ob;{gétlztlilons

VHA 10 - Personnel Service $437.36
21 - Travel Personnel 421
22 - Transportation 1.97
23 - Rent, Communication, Utilities 535
24 - Printing & Reproduction 0.09
25 - Other Services 19991
26 - Supplies & Materials 636.51
31 - Equipment 40459
32 - Land & Structure 1041
33 - Investments and Loans 0.02
41 - Grants, Subsidies & Contrib 214.25
42 - Insurance, Claims & Indemn 0.00

VHA Total 1,934.67

oIT 10 - Personnel Service 291
23 - Rent, Communication, Utilities 0.12
25 - Other Services 407.94
26 - Supplies & Materials 0.03
31 - Equipment 339.77
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OIT Total 750.77
VBA 21 - Travel Personnel 0.07
22 ~ Transportation 0.00
24 - Printing & Reproduction 0.00
25 - Other Services 039
26 - Supplies & Materials 4.24
31 - Equipment 0.05
VBA Total 4.78
GenAd 10 - Personnel Service 0.09
25 - Other Services 036
26 - Supplies & Materials 0.28
GenAd Total 0.73
0O1G 10 - Personnel Service 1.15
25 - Other Services 131
26 - Supplies & Materials 0.01
31 - Equipment 0.02
OIG Total 2.49
Grand Total $2,693.42

Question 3. If all funds provided to the VA in the CARES Act are not spent this fiscal year, what
are VA’s plans for the funds that are not obligated or spent?

Response: CARES Act funds are available through September 30, 2021. VA anticipates
executing these funds in support of the ongoing COVID-19 response and will continue to use
these funds for that purpose in 2021.

Questions 3a. In which account will these unobligated and unspent funds be transferred?

Response: VA seeks transfer authority to allow medical care funds fo be transferred to Veterans
Benefits Administration, National Cemetery Administration, and Board of Veterans Appeals to
support overtime requirements to address backlogs that have grown as a result of COVID. VA
also seeks to transfer funding to VBA and OIT to support modemnization of the Education
Benefits claims processing system.

As a result of COVID-19, the Veterans Canteen Service (VCS) has experienced a loss of revenue
as a result of a 52% decline in customer traffic. VA proposes to transfer up to $140 million to
sustain VCS operations from VHA CARES Act funding.

Emergency Care Reimbursement

Question 4. Are the funds necessary to reimburse veterans for emergency care at non-VA
facilities as ordered in the Court of Appeals of Veterans Claims Wolfe v. Wilkie case included in
the FY21 budget request?
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Response: Funds to support the Wolfe v. Wilkie were not included in the FY 2021 budget
submission.

Question 4a. From what accounts will this money be taken?

Response: Monies to reimburse the Veteran for emergency care at non-V A facilities consistent
with the Wolfe decision would come from Medical Community Care account. Monies will come
from Medical Community Care account and Medical Support and Compliance (administrative
costs for implementing).

Question 4b. How much does VA anticipate spending to reimburse these claims?

Response: VA does not have a current estimate of the cost of Wolfe v. Wilkie. VHA is
evaluating Wolfe’s retroactive and FY 2021 cost estimates using the limited historical claims
data that is currently available.

Mental Health/Suicide Prevention Funding

Question 5. VA’s budget request includes an increase of $682 million for mental health and
suicide prevention programs. Which mental health programs will receive an increase in funding
for FY 2021?

Response: Mental health care at VA comprises an unparalled system of comprehensive
treatments and services to meet the needs of each Veteran and the family members involved in
their care. The continuum of VHA mental health care spans from self-help protocols (e.g., smart
phone apps), to outpatient care, employment support, intensive outpatient treatment, residential
care, and acute hospitalization. Veteran demand for VHA mental health services continues to
grow, with approximately 1.8 million Veterans (29 percent of all VHA users) seeking care in
2019.

Historically, VA has been primarily focused on internal strategies to reach Veterans within our
system for suicide prevention. However, VA’s current actions and future vision for reducing
suicide among all 20 million U.S. Veterans, is to focus our efforts on a comprehensive public
health approach, known as Suicide Prevention 2.0 (SP 2.0). This approach combines community-
based prevention and clinically based intervention strategies within every VA healthcare system.
SP 2.0 is organized across three domains: universal, which encompasses all Veterans; selective,
which targets those at an increased risk of suicide; and indicated, which is a smaller segment of
those at a high risk. VHA’s community-based prevention strategies address needs at state and
local community levels. For state-level prevention, the Office of Mental Health and Suicide
Prevention (OMHSP), in collaboration with our partners at the Substance Abuse and Mental
Health Services Administration (SAMHSA), is supporting expanding the Governor's Challenges
to Prevent Suicide Among Service Members, Veterans, and their Families, where state-level
policymakers will partner with local leaders to implement a comprehensive suicide prevention
plan, with a goal to invite all 50 states to participate by the end of FY22.

For local community action, OMHSP is supporting expansion across all VISNs of a Community
Engagement and Partnerships — Suicide Prevention (CEP-SP) program focused on community
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coalition-building coupled with targeted outreach and education, as well as the Together With
Veterans (TWV) program, a VA Office of Rural Health program focused on empowering and
supporting Veteran leadership for suicide prevention. These community-based interventions
expand the capacity of VISNs to engage in community-based suicide prevention efforts in their
region, thereby reducing population suicide rates among Veterans.

For the clinically-based strategy of SP 2.0, planning is currently underway, in partnership with
VA’s Clinical Resource Hubs (CRH), to develop and support the delivery via telehealth of
evidenced-based interventions for suicide prevention, highlighted in the recently released
VA/DoD Clinical Practice Guideline (CPG) on the Assessment and Management of Patients at
Risk for Suicide (https://www.healthquality va.gov/guidelines/MH/srb/). The initial focus will
be on the roll out of Cognitive Behavioral Therapy for Suicide Prevention (CBT-SP) and will
move to other therapies such as Problem-Solving Therapy for Suicide Prevention (PST-SP). The
CPGs also advise the development of a crisis response plan, or safety planning intervention, for
individuals with suicidal ideation and/or a history of suicide attempts. SP 2.0 will include
promoting Advanced Safety Planning Intervention (ASPI) in Veterans with suicidal ideation
and/or a history of suicide attempts.

SP 2.0 is informed by the evidence supporting suicide prevention interventions and public health
approaches. The CDC, SAMHSA, and the National Action Alliance for Suicide have all moved
toward a public health approach to suicide prevention. The model works to incorporate reaching
both Veterans in the community as well as those we currently serve in the VA with innovative
community-based prevention strategies combined with strategies with known outcomes for
reducing suicide and suicide attermpts based upon the recently updated VA-DoD CPGs.

We believe that the advancement of a public health approach to suicide prevention will save
lives. These strategies are evidence-based and address gaps in existing VA suicide prevention
programs, which have been primarily focused on internal strategies to reach Veterans within our
system. By targeting both community prevention and clinical intervention, we improve our
ability of reaching all 20 million U.S Veteran, not just those in VA care.

Question 5a. How does VA decide which mental health/suicide prevention programs
receive increases or decreases in funding?

Response: Mental Health Programs:

OMHSP outlines in policy which mental health and suicide prevention programs at a minimum
must be available for Veterans at all VA Medical Centers. Funding for these programs is
included in the overall budget established by VHA, which is broadly based upon historical and
projected workload. VA Medical Center leadership makes local decisions on increases and
decreases in funding mental health and suicide prevention programs.

OMHSP does receive office and special purpose budgets from VHA. Funding decisions for
Mental Iliness Research, Education and Clinical Centers (MIRECCs), Centers of Excellence
(CoEs) including the National Center for PTSD (NCPTSD), targeted Suicide Prevention efforts,
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and special purpose dollars allocations are made to address current priorities and programmatic
goals.

In regard to specific mental health programming outlined in VHA policy, OMHSP’s decisions
regarding the programs comprising the VHA continuum of mental health care are informed by
research (both historical and ongoing, innovations from MIRECCs/CoEs), best practice
standards, and current Clinical Practice Guidelines (CPGs).

Suicide Prevention Programs:

Necessary increases in the budget request is multifactorial, but some of the main drivers include
changes in the demographic in the VHA patient population, and major differences in propensity
to use mental health services across demographics. Specifically, older white males are much less
likely to use mental health services than younger, more female, and more racially diverse
populations, likely due to shifting cultural norms around mental health care treatment and
reductions in stigma associated with mental health treatment. VHA enrollees are becoming
younger and more diverse over time, increasing demand for mental health services. Likewise,
availability of telemental health services has increased functional accessibility of mental health
service to Veterans who haven’t used mental health services in the past. This is also expanding
utilization of mental heaith services to a broader population of patients. The request for
additional funding is largely in response to the projected increases in service demand estimated
by VA models that take into account these trends in service utilization among VHA enrollees.

VHA provides VISN and facility leadership detailed information on projected growth in mental
health care utilization over time with both near-term (next year) and long-term (next decades)
horizons, so that they can plan expansions of mental health care in anticipation of this

demand. However, use of actual funding is determined by local VISN and facility leadership
based on their understanding of their local needs, and competing priorities.

The National Suicide Prevention Program within the Office of Mental Health and Suicide
Prevention (OMHSP) works closely with our various Centers of Excellence and Program
Evaluation Centers to review the ongoing performance and funding for operational support that
is provided to sustain existing suicide prevention efforts, such as Recovery Engagement and
Coordination for Health — Veterans Enhanced Treatment (REACH VET) REACH VET and
Safety Planning in the Emergency Department (SPED). Quarterly reports are submitted for
review and sustainment funding is reviewed annually. The same general process is also in place
for the funding of field-based demonstration projects. Overall, we assess program and project
funding requests to ensure that the scope, objectives, and intended impacts are in alignment with
suicide prevention mission and goals and the National Strategy for Preventing Veteran Suicide
and with the 2019 VA/DoD Clinical Practice Guideline for the Assessment and Management of
Patients at Risk for Suicide.

Question 5b. What criteria does VA use to determine if programs are achieving their
goals and benchmarks and are successful?
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Response: VHA utilizes a broad array of both public sector and VHA-specific metrics to
monitor mental health programming at the facility level. Public sector metrics include standard
Healthcare Effectiveness Data and Information Set (HEDIS) and ORYX metrics. Specific public
section mental health related metrics, however, are limited. VHA has created a broad array of
metrics looking at access, utilization, satisfaction, and quality. The Office of Mental Health and
Suicide Prevention monitors metric performance, provides quality improvement specialists for
low performing sites, and conducts quarterly calls with VISN Chief Mental Health Officers to
review challenged sites. OMHSP does not make direct budgetary decisions on facility funding
based upon metric performance.

VHA Office of Mental Health and Suicide Prevention (OMHSP) Program Evaluation Centers
have developed mental health management tools for performance improvement and program
evaluation. For example, the VA Strategic Analytics for Improvement and Learning Value
(SAIL) Model is used to measure, evaluate, and benchmark quality and efficiency at medical
centers to promote high quality, safety, and value-based health care. SAIL assesses 25 Quality
measures including specific metrics assessing mental health care. These metrics are reviewed
and utilized for decision making and technical assistance to close gaps to offering the best

care. These reports are publicly available on the VA Web

site: https://www.va.gov/qualityofcare/measureup/strategic_analytics_for_improvement_and le

arning_sail.asp.

In addition to SAIL, OMHSP Program Evaluation Centers have developed measurement
strategies to track and measure impact associated with suicide prevention programs, priorities,
activities, and efforts aligned with the National Strategy for Preventing Veteran Suicide 2018-
2028 and the 2019 VA/DoD Clinical Practice Guideline for the Assessment and Management of
Patients at Risk for Suicide. Specifically, metrics associated with the VA’s suicide prevention
priorities are regularly tracked to monitor trends and successful implementation to include VHA
suicide risk mitigation, enhanced care delivery for Veterans at risk of suicide, education and
training, and outreach and awareness interventions. OMHSP also works in collaboration with the
VISN Chief Mental Health Officers to identify sites which may be facing difficulties in
implementation and offer technical assistance and consultation support to assist in process
improvement.

Question 6. How much funding has VA requested for alternative treatments for mental health?

Response: The VA budget for Comprehensive Addiction and Recovery Act Programs (CARA)
includes a portion that is specific to Patient Centered Care. This annual funding of
approximately $30M which began in FY'17 is the only funding intended primarily for
Complementary and Integrative Health that VA has requested.

Question 6a. Has VA evaluated the effectiveness of programs providing alternative
treatments for mental health?
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Response: As a preliminary point of clarification, we generally now use the terms
“complementary” or “integrative” to describe this category of therapies rather than “alternative.”
This is to make completely clear that we do not endorse using these therapies to the exclusion of
evidence-based conventional approaches, but rather in addition to and in support of these.?

Substantial progress has been made in building infrastructure to support increased access to
Complementary and Integrative Health (CIH) services for Veterans as a part of their treatment
plan. On May 19, 2017 VHA Directive 1137 was approved, establishing internal policy
regarding the provision of CIH approaches. The current list of approved evidence based CIH
approaches covered by the Veterans Medical Benefits package includes acupuncture, meditation,
yoga, tai chi/qi gong, biofeedback, hypnosis, guided imagery, and massage as covered benefits if
appropriate as part of the Veterans care plan. Chiropractic care was previously approved for use
at VA in 2004 so was not included in this list but its use across the VA continues to increase.

Section 933 of the Comprehensive Addiction and Recovery Act of 2016 (CARA) — Public Law
114-198 required demonstration projects on integrating the delivery of CIH services with other
health care services provided by VA for Veterans with mental health conditions, chronic pain,
and other chronic conditions. Rather than just adding these approaches into primary care, which
may add to the burden, CIH approaches are delivered through a Whole Health System. Whole
Health is an approach to health care that empowers and equips people to take charge of their
health, well-being, and to live their life to the fullest, and is the primary delivery vehicle through
which Veterans can access complementary and integrative health (CIH) services. The Whole
Health System includes three components 1) The Pathway — empowers Veterans to explore
mission, aspiration, and purpose and begin personal health planning; 2) Well-Being Programs
equip Veterans with self-care tools, skill-building, and support. Services may include proactive
CIH approaches such as yoga, tai chi, or mindfulness. 3) Whole Health Clinical Care — in the
VA, community, or both, clinicians are trained in Whole Health and incorporate CIH approaches
based on the Veterans personalized health plan. VA staff has been working with Veterans around
the country to bring elements of this Whole Health approach to life. In conjunction with the
CARA legislation, VA began implementation of the full Whole Health System in 18 Flagship
Facilities in the beginning of FY 2018, the first wave of facilities in the national deployment of
Whole Health. Flagship Facility implementation of the Whole Health System will proceed over a
three-year period (FY 2018 - FY 2020) and is supported by a well-proven collaborative model
which drives large scale organizational change. Preliminary evaluation data from the Flagship
facilities demonstrated that since 2017, there was a 193% increase in utilization among Veterans
with chronic pain, 211% increase among Veterans with mental health diagnoses, and 272%
increase among Veterans with chronic conditions at these sites > In addition, Whole Health

2 For the same reason, the National Center for Complementary and Alternative Medicine at NIH has now changed
its name to “National Center for Complementary and Integrative Health.”

3 Bokhour BG, Hyde JK, Zeliadt S, Mohr DC. Whole Health System of Care Evaluation- A Progress Report
on Outcomes of the WHS Pilot at 18 Flagship Sites. 2020. Veterans Health Administration, Center for
Evaluating Patient-Centered Care in VA (EPCC-VA). Available at:
https://www.va.gov/WHOLEHEALTH/professional-resources/clinician-tools/Evidence-Based-
Research.asp
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System service use among Veterans with mental health conditions was associated with smaller
increases in outpatient pharmacy costs (3.5% annual increase) compared to similar Veterans who
did not use WHS services (12.5% annual increase) at Flagship facilities.?

Section 932 of CARA required the development of a plan to expand research, in addition to
education and delivery of CIH approaches. VA Office of Research and Development (ORD) has
supported a comprehensive program of research that is focused on testing and implementing CIH
approaches and has strengthened the evidence using CIH in diverse conditions such as chronic
pain and Posttraumatic Stress Disorder (PTSD) using a variety of approaches. VA Research is
committed to advancing the research on CIH for mental health conditions, as well as other
chronic health issues. To date, CIH approaches for chronic pain management have been at the
forefront, although mental health conditions have increasingly been on the CIH research agenda
as well. In a collaboration with program offices responsible for the delivery of clinical care,
ORD continues to refine this agenda and fund projects twice a year under a standing solicitation
that identifies our interest in CIH and Whole Health as priority areas. VA is a member of the
National Institutes of Health (NIH) - Department of Defense (DOD) - VA Pain Management
Collaboratory (PMC). We expect projects developed from those collaborations to provide
important data during the coming 2-3 years.

The VA Health Services Research & Development, Evidence Synthesis Program has published a
series of reports to make high quality evidence synthesis available to clinicians, managers and
policymakers as they work to improve the health and healthcare of Veterans. This includes
various reports related to CIH, for a full list of published reports visit:
https://www.hsrd.research.va.gov/publications/esp/reports.cfm

Additional VA CIH evaluation and research reports can be found here:
https://www.va.cov/WHOLEHEAL TH/professional-resources/clinician-tools/Evidence-Based-

Research.asp

PEER program
Question 7. What amount of funding requested for the PEER program in the FY 2021 budget?

Response: The 2021 President’s Budget included $5.6 million for the PEER program. The
funding level is not specified in the PB and was supported with approximately $2M in FY20.
Moving forward, the program is expected to be fully supported with approximately $5.6M in
FY21 and again in FY22, based upon identified requirements by the Program Office.

Question 7a. What accounts does the PEER program funding come from?

Response: The PEER program is funded through the Medical Services account. Funds in
support of the Peer Specialist program are from the Medical Services (0160) account.

Question 7b. How is the money for the PEER program allocated?

Response: Monies are allocated to the medical center for staffing support based on actual hires.
Funds are distributed to the field based upon requirements identified by the Program Office.
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Each facility projects its FTEE cost following onboarding of the peers and reimbursed
accordingly.

Question 8. Why is VA seeking to modify the qualifications of PEER specialists?

Response: Section 405 of Public Law 110-387 directed VHA to establish the peer specialist
position with the following criteria for eligibility: (A) be a Veteran who has recovered or is
recovering from a mental health condition; and (B) be certified by either--(i) a not-for-profit
entity engaged in peer specialist training as having met such criteria as the Secretary shall
establish for a peer specialist position; or (i1) a State as having satisfied relevant State
requirements for a peer specialist position. While the existing law has helped VHA establish the
availability of peer support services for Veterans being treated in mental health and addiction
treatment programs, the law prohibits VHA from hiring peer specialists in non-mental health
programs that treat Veterans with physical health conditions (e.g., spinal cord injuries,
amputations, traumatic brain injuries, or prolonged conditions like diabetes or chronic pain)
where Veterans would also benefit from working with peer specialists who have found success
with living with similar physical health challenges. If the qualifications for a peer specialist are
permitted to be broadened in the way that VHA is requesting, it will allow VHA to hire peer
specialists who have successfully addressed the physical health conditions that Veterans are
being treated for in our inpatient and outpatient non-mental health programs. This will ensure
that Veterans with physical health conditions will also be able to access and benefit from
working with peer specialists who can assist the Veterans by inspiring hope through sharing part
of their own experiences and helping the Veterans to advocate for themselves and connect to
additional available supports and resources.

Question Sa. What will be the new qualifications to be hired as a PEER specialist?

Response: The proposed change is to modify the health conditions qualifications for peer
specialists established in Public Law 110-387, Section 405, that added the position of “Peer
Specialist” to U.S.C.§ 7402 - Qualifications of appointees. Section 7402(b)(13) of this title
would be amended by replacing the existing section with:

(13) Peer Specialist. -- To be eligible to be appointed to a peer specialist position, a person must
be a Veteran who has been trained as required by the Secretary and recovered or is recovering
from a—

{A) mental health condition, if the individual is certified by--

(1) a not-for-profit entity engaged in peer specialist training as having met such criteria as the
Secretary shall establish for a peer specialist position; or

(i1) a State as having satisfied relevant State requirements for a peer specialist position; or
(B) chronic physical health condition, disease or injury; and

(1) have completed training having met such criteria as the Secretary shall establish in order to
demonstrate competence to deliver peer support services to Veterans with these medical
conditions.
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OAWP

Question 9. How much funding is requested for the Office of Accountability and Whistleblower
Protection in the FY 2021 budget?

Response: For 2021, OAWP is requesting $26.4 million, which includes funding for 125 full-
time equivalent employees (FTE). This is an additional $4.3 million over the budget proposed by
the President in 2020 and includes funding for an additional 11 FTE. This increase will allow
OAWP to implement the oversight and compliance requirements of the Act and continue to
conduct thorough and timely investigations into whistleblower disclosures, allegations of senior
leader misconduct and poor performance, and whistleblower retaliation.

Question 9a. How will this funding be allocated within the office? Please provide
specific line items.

(Dollars in thousands) é(iéif;?
FTE: 125
Central Office 57

Field 68
Funding:

Personal Services $20,228
Travel $300
Transportation of Things $10
Rents, Communications & Utilities $400
Printing and Reproduction $9
Contracts $5,165
Tuition and Training $250
Supplies and Materials $60
Total $26,422
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Senator Hirono

Race and diversity

What is happening in our country right now is a tremendous acknowledgement of the disparities
that have existed for so long. The pandemic has further exposed the disproportionate access
people of color have to critical services like health care, housing, and social supports. Protests
are happening all over the world — including in Hawaii — in response to violence against Black
Americans. We're at a time in our country where we can’t just go back to things as usual. Tdon’t
know what moving forward looks like, but we can no longer close our eyes. If ever there was a
time to have some kind of reckoning, this is it.

Question 1. When the top leadership of our agencies does not reflect the people they serve, that
can have real, lasting consequences. You are the leaders of the VA and you are all of one race.
I’'m not going to point fingers and assign blame, but I want to ask if you acknowledge that
diversity is a good thing in order to provide truly equitable services to veterans who have given
much to our country?

Response: The Department of Veterans Affairs (VA) is committed to promoting Equal
Employment Opportunity (EEO), workforce diversity, and workplace inclusion. Since 2007,
VA’s top executive leader played a vital role in authorizing the supporting infrastructure. VA
authored and executed a best in government Diversity and Inclusion Strategic Plan, one that was
recognized and adopted by other federal agencies as a model plan. Our Technical Assistance
Review Program incorporated visits to field facilities to measure their progress, assess their
programs, and recommend improvements. Departmental goals and strategies that fostered
consistency and results were key to our progress.

The Secretary of Veterans Affairs chartered the Diversity and Inclusion in VA Council
(DIVAC). To ensure broad awareness of issues and to promote inclusive engagement, this
senior executive-level council deliberates on diversity and inclusion matters throughout the year.
These organizational representatives can verify that their individual organizations are
implementing effective practices to continually transform their respective VA components.
Additionally, the DIVAC serves as a strategic communication link between the workforce, sub-
component organizations, and VA leadership, and as a clearinghouse on EEQ, diversity, and
inclusion matters.

Question 2. What are you doing as leaders of the VA to incorporate a more diverse set of
voices and experiences into VA’s decision-making?

Respense: VA tracks on a continuous basis, the Department’s efforts to attract, retain and
develop a diverse leadership pool to support succession planning and talent management. The
Department’s long-standing Leadership VA (LVA) Program is open to all interested employees
to apply for leadership development. The LVA Program develops their talent, skills, and
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competencies essential for understanding and leading VA’s mission. Eligibility for this program
is limited to applicants GS-13 through GS-15.

In VHA, improving diversity and inclusion is a priority and is focused on ensuring the well-
being of our Veterans, our employees, and the services we provide. As an organization, VHA
embraces diversity and inclusion to foster innovation, increase job satisfaction and performance
and ultimately improve the provision of care to our Veterans. This past year at the direction of
Dr. Richard Stone, the Executive in Charge of Veterans Health Administration, and Dr. Steven
Lieberman, the Acting Deputy Under Secretary for Health, VHA formed a Diversity & Inclusion
(D&I) Modemization Team to recommend improvements to this program.

This team comprised a diverse group of staff at different levels of the organization, representing
both the field and VA Central Office. This Team obtained input from industry leaders in the area
of diversity and inclusion from both the healthcare industry (e.g., The Cleveland Clinic,
University of Pennsylvania Perelman School of Medicine, Mount Sinai Icahn School of
Medicine, The Centers for Medicare & Medicaid Services) and the non-health care industry
(Google). Additionally, feedback was obtained from VA staff from a variety of backgrounds and
at different levels of their careers during 13 listening sessions. Based upon these inputs, the
Modernization team held a 3-day face to face sequester meeting that led to comprehensive
recommendations for improvements.

A key recommendation was to expand and realign the D&I Office to report directly to the Acting
Deputy Undersecretary for Health. The modemized D&I Office will focus on recruiting and
retaining staff at all levels from entry-level and mid-level, to senior-level positions to ensure our
workforce best reflects the nation’s population and the Veterans we serve. This focus will
include differing minority races and genders, those in our LGBT community, and persons with
disabilities. The D&I Office Director will also chair the VHA Diversity Committee comprising
field and Central Office representatives who are responsible for making actionable
recommendations through the VHA Organizational Health Council to the VHA Governance
Board to ensure that issues related to diversity, equity, and inclusion are an explicit part of the
strategic oversight of VHA.

Question 3. Implicit bias is real and can have material and serious consequences on how we treat
our fellow Americans. Can you please detail the efforts VA engages in to address implicit bias?

Response: On April 4-6, 2014, VA Office of Diversity and Inclusion arranged and offered an
Unconscious Bias Training course for the purpose of initially educating VA professionals across
the enterprise who routinely worked in functional areas related to EEO, diversity, inclusion,
program quality management and human resources. The contractor, Cook Ross, provided
instruction on the specific topic of unconscious bias by presenting proprietary material developed
by this company. Participants were engaged for two days of didactic presentations, participant
exercises, and participants teach-back sessions to enhance their instructor skills, knowledge of
the content, and facilitation of the learners’ experience.

By 2015, VA’s Chief Diversity and Inclusion expanded research on the topic of bias when it was
discovered that some of the Cook Ross proprietary material did not reflect current research on



135

the topic. VA conducted research to identify current and advanced research material. As a
result, VA produced comprehensive learning material on implicit bias and its implications in
workplaces with diverse teams, staff, or the workforce at large.

Formal course content was developed, and experienced instructors in the Office of Resolution
Management, Diversity and Inclusion (ORMDI) conducted this training to staff VA-wide over
the next six years upon request. Often the decision to conduct this course was based on formal
training needs assessments, and the course remains one of the more highly requested courses in
the ORMDI training program. Additionally, the course was delivered to participants in a
leadership development program “Leadership VA” during the years 2017 through 2019.

ALOHA Project

For years, I have brought up the Advanced Leeward Outpatient Healthcare Access (ALOHA)
Project in hearings and meetings with VA leadership. The ALOHA Project was scheduled to be
completed by Fiscal Year 2020, but has encountered multipte delays. Earlier this year, VA said
that a lease award was expected by mid-May, but in the recent weeks, we have learned that has
been further delayed due to COVID-19. Now, a lease award is not expected until mid-August,
and the project is not expected to be completed until spring 2023.

Question 4. Can you please explain what exactly is causing yet another delay, how VA is
working to address it, provide a detailed timeline for the ALOHA Project, and commit that a
lease award will occur no later than the end of August 20207

Response: VA submitted the amended prospectus to the General Services Administration (GSA)
and the Office of Management and Budget (OMB) at the same time on February 20th. OMB
asked GSA to review the amended prospectus package; GSA cleared on March 3, 2020. OMB
responded to VA on April 6, 2020, noting concerns on scoring. VA currently lacks sufficient
maximum rent cap authority from Congress to award. Existing pricing results in a capital lease
designation, which would preclude VA from making an award. VA has been working with GSA
and OMB on this scoring issue to allow the amended prospectus to be submitted to GSA’s
Congressional Committees. The Committees will then need to pass a Committee Resolution,
which will allow VA to take actions to make an award. While actual timing is dependent on
Comumittee action, VA is hoping to make an award in the first quarter of FY 2021.

The of Construction and Facilities Management (CFM) believe they have a way forward that
now just needs GSA to OK and to set up a final meeting w/ OMB. Informal discussions with
GSA are very positive. We will meet with GSA next week to go over details and then meet with
OMB (and GSA) to review for OMB’s approval. With OMB’s nod, GSA will send an amended
prospectus to Senate EPW and House T&1 committees

The way forward includes the potential shifting of some of what would be covered in the rent to
an upfront payment (essentially for some health care-specific items). VA CFM stifl must
complete the back-up work, including obtaining information from offerors. CFM is also
working with VHA to ensure VA can fund a relatively small increase in the proposed upfront
lump sum payment.
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Homeless veterans during COVID-19

The COVID-19 crisis has once again highlighted the inadequate level of funding for federal
homelessness programs, including those administered by VA. Homelessness in this country is an
entirely solvable issue, and while we’ve seen a reduction in the number of homeless veterans in
Hawaii and nationwide, we still haven’t been willing to put our money where our mouth is and
fund these programs at a level that would effectively end it. Now, we’re dealing with a pandemic
that has an outsized impact on those with preexisting health conditions, something we know is
prevalent in all homeless communities, including homeless veterans,

Question 5. 1s the FY20 funding request, along with the additional CARES Act funding, enough
to ensure that VA is doing everything possible to keep veterans experiencing homelessness safe
during COVID-19? And once we move beyond this pandemic, is there enough funding to make
meaningful progress toward an end to veteran homelessness?

Response: Between the CARES Act and our 2021 President’s Budget request, VA should have
resources to meet the need. VA will continue to monitor and notify Congress should estimates
change.

VA has also achieved impressive results in fighting Veteran homelessness by partnering with
local governments, companies, and other stakeholders. In 2018, the total number of Veterans
experiencing homelessness decreased 5.4 percent, and in 2019, that number dropped another 2.1
percent. In the last two fiscal years, VA has helped 124,900 Veterans and their families by
providing housing or preventing them from becoming homeless. The success of these
partnerships has led to 78 communities and three states effectively ending Veteran homelessness.

The 2021 President’s Budget includes approximately $1.9 billion for homeless programs, $82
million above 2020. The 2021 request includes an increase of $30 million for case management
for the U.S. Department of Housing and Urban Development-VA Supportive Housing (HUD-
VASH) program. VA is committed to the objective of ending Veteran homelessness and pursues
that objective in close collaboration with our Federal agency partners, leading national
organizations, and State and local government agencies, and with VSOs and other nonprofit
partners in communities across the country.

The VHA HPO has now received over $700M in CARES funding to support emergency housing
placements, expanded residential capacity and services, and expanded homelessness prevention
services in FY20 and FY21. That influx of funding, on top of the VHA HPO’s existing budget,
is sufficient to continue our broad and comprehensive response to homelessness during the
COVID-19 crisis. We believe the funding we have received is sufficient to support SSVF
program efforts supporting emergency housing placements, Housing and Urban Development —
VA Supportive Housing (HUD-VASH) voucher holders, eviction prevention, and health care
navigating, as well as Grant and Per Diem (GPD) and Health Care for Homeless Veterans
Contract Residential Services (HCHV CRS) expanded services and placement options. The
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most significant remaining question regarding funding will be if VA has sufficient funds to fully
support homelessness prevention efforts. Given the large number of people who have lost their
jobs, it is reasonable to expect a significant increase in the number of people at-risk for
homelessness. We will continue to assess need in this area and will request additional CARES
funding if the need exceeds our earlier estimates.

Campus-based veteran’s resources

I have heard from colleges and universities in my state that additional campus-based resources to
support student veterans would be helpful. Several of these institutions have benefited from VA
programs like the Veterans Success on Campus Program (“VSOC™), which last year provided
counseling services for more than 37,000 servicemembers, veterans, and dependents at 104
campuses nationwide. These institutions believe VSOC has been effective at promoting college
completion and career success for students.

VA has indicated that it will “continue to hire and on-board additional VSOC counselors” to
enhance its ability to serve more servicemembers, veterans and dependents:

Question 6. Can you elaborate on VA’s work to enhance this program for student veterans and
others?

Response: In July 2019, VBA implemented new VSOC performance standards that substantially
require VSOC Counselors to conduct more in-person Chapter 36 counseling appointments. As a
result, we have seen an increase in the amount of “professional counseling” contacts recorded in
the VSOC database. VBA’s ability to track and report on VSOC data will be accomplished in
FY21 with the implementation of VR&E’s new Case Management Solution that is currently
under development.

Question 7. Does this work include expanding the program to provide counselors at additional
campuses?

Response: VR&E currently maintains a waiting list of over 250 Institutions of Higher Learning
(IHLs) who have requested a VSOC Counselor for their campus. It is VA’s intent to expand this
very successful program as new resources become available.

Question 8. Besides VSOC, what other campus-based programs have been effective for
students?

Response: VSOC is VR&E’s only campus-based program. There are no other campus-based
programs under the purview of VR&E.
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Access to telehealth

1 have long advocated for expanded access to telehealth, which is particularly necessary for a
rural and isolated state like Hawaii, and of increased importance during this COVID-19
pandemic as veterans must shelter in place.

Question 9. The CARES Act gave VA authority to partner with telecommunications providers
to subsidize broadband services for veterans to ensure they have access to tele-mental health
appointments, but Tunderstand VA has not taken any steps to implement this new authority.
Why is that?

Response: VA has taken actions in this critical area to improve Veterans access to internet,
technology, and ultimately, to care:

e ATLAS - VA’s Accessing Telehealth through Local Area Stations (ATLAS)

initiative, in partnership with Phillips, Walmart, and Veteran Service Organization,
intends to address the digital divide in rural and remote areas where fewer options for
connectivity are available. At five Walmart locations and several Veteran Service
Organizations, private rooms with telehealth equipment and high-speed internet have
been established for Veterans to securely connect to their VA care teams by
telehealth. While the ATLAS project was initially paused to ensure safety during the
pandemic, the initial ATLAS locations are beginning to open with new infectious
disease procedures.

iPad Program — VA is taking strides to bridge the digital divide for individual Veterans
who lack the technology or broadband internet connectivity required to participate in
VA telehealth. More than 45,000 cellular-enabled tablets are currently distributed to
Veterans across the country.

HUD-VASH Program — VA is expanding its equipment loaner program to include
iPhones for HUD-VASH Veterans. VA has procured these devices and is finalizing the
process for dissemination to the field. Additionally, VA’s is purchasing approximately
50,000 disposable smartphones with unlimited data plans for Veterans in VA Homeless
Programs to ensure that Veterans remain connected with caregivers and supports,
participate in telehealth, and have access to employment and housing resources. VA is
currently expediting procurement and dissemination of the phones to VA Medical
Center Homeless Program leads for distribution to Veterans engaged in the Homeless
Programs.

Digital Divide Consult -~ VA is accelerating the implementation of a national digital
divide consult. This consult will be used when Veterans could benefit from connected
care technologies but are identified as lacking access to the technology or internet
connection necessary to participate. Through this consult, VA intends to help Veterans
leverage benefits available through VA, other federal agencies, and the private sector to
help Veterans connect remotely with VA services. The VA initiatives that will be
initially available through the digital divide consult include the connected iPad program
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and a new connected phone pilot program for HUD-VASH Veterans. Through the
consult, Veterans will also be assessed for eligibility for the FCC’s LifeLine program
which can subsidize a Veterans internet or phone service.

e Additional Partnerships: VA has contacted Internet Service Provider representatives
that were provided by Congress to obtain new ideas, services and agreements that can
assists with obtaining broadband services for isolated Veterans. VA is also seeking
additional private sector partners to help support Veteran access to internet services. An
RFI was recently released to garner input and ideas. VA has previously established
successful partnerships with several private sector companies for this purpose including
with Microsoft, Verizon, T-Mobile, SafeLink by Tracfone, and Sprint (now owned by T-
Mobile) and will be announcing additional partnerships scon. Through the RFI, VA
intends to find additional partners ready to support Veteran’s access to telehealth
services.

Question 10. Does the VA have any estimate of how many veterans lack access to broadband
services?

Response: Based on an FCC report from 2019, about 2.2 million Veteran households lack either
fixed or mobile broadband connections at home. An internal project with Microsoft Airband,
using FCC and VA data, showed that about 137K (137,397) Veterans live greater than 60
minutes away from a VA facility without access to 10/1 internet speed with almost 300,000
(294,008) living greater than 60 minutes from a VA facility without access to broadband internet
(25/3) speeds.

Question 11. As VA begins to reopen, many veterans — especially those at higher risk for
COVID-19 — may still feel uncomfortable going to a doctor’s office and may prefer to use
telehealth? How will VA continue to support enhanced access to telehealth? Do you need
additional resources to meet this need?

Response: VHA wants Veterans to have options for how they receive their health care. Our goal
is to make sure that Telehealth is one of those options when preferred by the Veteran and
medically appropriate. VHA continues to review and analyze the exponential growth of
telehealth services precipitated by the COVID-19 Pandemic to compile lessons-learned from
providers, Veterans and their care givers’ experiences to forecast future needs in alignment with
Veterans preferences and VA strategic plans.

VHA believes its FY21 telehealth budget request is sufficient based on current plans with one
potential exception. The equipment needed to support Veterans access to technology and
internet services, such as iPads, iPhones and related equipment items, will exceed initial
projections if the COVID-19 Pandemic continues to surge.
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Cuts to Medicaid

The President’s FY21 Budget includes $500 billion in cuts to Medicaid. Nearly 1 in 10 veterans
receive some health care coverage from Medicaid. Slashing Medicaid, as the president has
proposed, could increase reliance on and demand for care at the VA. The VA budget request
does not address how these harmful Medicaid cuts could limit access to care for veterans, and
increase spending at the VA.

Question 12. Has the VA estimated how huge cuts to Medicaid would impact access to health
care for veterans and demand for services at the VA? If so, what have you found? And if not, do
you think it is important to understand how veterans would be impacted by these cuts?

Respense: Prior to the start of the COVID pandemic, approximately 12% of VHA enrollees
under age 63 were also eligible for Medicaid, including approximately 3% that were eligible for
both Medicare and Medicaid in addition to VHA. The Medicaid eligible percentage has likely
increased through the pandemic as the recession has led to loss of income and employment-
related health care coverage for some enrollees.

If a work requirement were imposed under state Medicaid programs or if federal funding for
Medicaid were reduced, this could lead to loss of Medicaid coverage for some enrollees.
Enrollees who lose sources of non-VHA health care coverage are expected to increase their
reliance on VHA for their healthcare needs. The work requirement is intended to apply to those
who are able-bodied, and less likely to suffer from significant, multiple medical conditions and
disabilities. Therefore, the expenditure impact of increasing their reliance could be less than for
other groups of Medicaid beneficiaries who have more illness and disability. Those enrollees
under age 65 also eligible for Medicare typically have severe disabilities and are unlikely to lose
Medicaid coverage.

Other proposed Medicaid reforms in the president’s budget could have an impact on VHA
expenditures. For example, the emphasis on mental health and substance abuse treatment may
improve health outcomes for Medicaid beneficiaries who are also enrolled with VHA, and this
could reduce VHA expenditures on healthcare that is directly or indirectly related to mental
health and substance abuse disorders.

GI Bill Access to Career Credentials Act

Last year I worked with Senator Rounds to introduce legislation to make it easier for veterans to
become licensed or certified in their chosen careers. Specifically, we introduced the GI Bill
Access to Career Credentials Act (S. 2345), which allows veterans to use their GI Bill
educational benefits to pay for approved courses that prepare them for career licensure and
certification exams. The bill also has bipartisan support in the House.

I'was glad to see this proposal included in VA’s budget for FY2021:
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Question 13. Given that today’s veterans are more diverse than ever before when it comes to
their education and career pathways, can you elaborate on why this proposal would be helpful for
veterans?

Response: This proposal would be helpful for Veterans and other educational beneficiaries by
allowing them to receive reimbursement for the cost of a preparatory course for a test that is
required or used to enter into, maintain, or advance in their given vocation or profession.
Currently, VA educational assistance can be paid to reimburse the costs of fees associated with
licensing and certification exams that are required to enter into, maintain, or advance in a given
vocation or profession (e.g., state bar exams, medical board exams, electrician exams,
Microsoft® certifications, etc.). However, benefits cannot be paid for the costs of classes
designed to prepare individuals to take exams. This stands in stark contrast with tests for
admission to an THL (e.g., SAT, ACT, GRE, LSAT, etc.) for which VA educational assistance
can be paid for both preparatory courses and reimbursement of test fees.

Question 14. What are the benefits of allowing veterans to use their educational benefits to
prepare for career licensure and certification exams?

Response: Allowing Veterans to use their educational benefits to prepare for career licensure
and certification exams would increase their chances of successfully obtaining a license or
certification and, thus, have a positive impact on their overall employment prospects and
€COnomic success.

Questions 15. What other proposals would be helpful for veterans?

Response: The following legislative proposals, as shown in VA’s FY 21 Budget Submission,
would be helpful for Veterans:

Authorization of VA to Approve Interstate Commerce Carrier Apprenticeship Programs
This proposal would authorize the Secretary of VA to approve apprenticeship programs operated
by interstate commerce carriers that operate in more than one state. This proposal would restore
authority VA previously had that was unintentionally eliminated by Public Law 115-89,

Eliminate the Requirement to Submit a Signed Training Agreement for On-The-Job
Training Programs

This proposal would eliminate the requirement for a training facility to submit a signed training
agreement to VA for on-the-job training and apprenticeship programs. The current requirement
often delays claims processing since VA is prohibited from processing an on-the-job training
claim until the training agreement is received. VA instead proposes that the training agreement
be kept on file at the training facility.

Require an Individual to Make an Election to Receive Educational Assistance Under
MGIB-AD (Chapter 30)

This proposal would require an individual to make an election to receive MGIB-AD educational
assistance before the Department of Defense (DoD) can begin the $100 pay reduction. VA
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believes it is no longer beneficial to require individuals to decline the MGIB-AD program.
Rather, individuals should be required to “opt-in” to the program before their pay is reduced.
MGIB-AD benefits pay significantly less, and the number of beneficiaries has decreased since
the inception of the Post-9/11 GI Bill.

Prevent VA from Providing Unlimited Amounts of Payment for Flight Training at Public
Schools

This proposal would impose tuition and fee payment caps at institutions of higher learning (IHL)
with flight training programs and establish a maximum allowable fee structure for all VA-funded
flight programs. This recommendation would eliminate specific targeting of Veteran students for
enrollment in these programs and would promote greater consistency in program administration.

Intimate partner violence

Experts are concerned that stay-at-home orders across the country will cause intimate partner
violence to increase. Women veterans are particularly susceptible to experience intimate partner
violence.

Question 16. Is the VA conducting any proactive outreach to women veterans in response to
COVID-19 stay-at-home orders to make them aware of VA’s resources for victims of intimate
partner violence?

Response: The VA Intimate Partner Violence Assistance Program (IPVAP) provides clinical
and support services to promote the relationship health and safety of Women Veterans, including
those susceptible to experiencing intimate partner violence (IPV) during the COVID-19 stay-at-
home orders. IPVAP Coordinators at VA facilities provide screening, assessment, safety
planning and intervention for Veterans and their intimate partners. VA Staff conduct IPV
screening for Veterans via telephone or Video Telehealth modalities and were trained to assess
for risk before engaging in IPV screening or discussion. VA staff utilize safe strategies for
communication with Veterans through telephone and virtual technologies, including asking
yes/no questions to assess environmental factors and safety prior to discussing relationship health
and safety (e.g. asking are you alone, which can be responded to with a simple “yes” or head
nod, if on video). VA is working to ensure that Veterans, their partners, and VA staff are well
informed of IPV risk and have current information on resources and supports available.
Resources are shared through VA social media platforms, internal emails, posting flyers and
other materials, and working directly with Veterans to ensure individual safety is addressed.

VA Medical Centers are partnering with external stakeholder organizations with similar practices
for reducing IPV risk. For example, VA established a Memorandum of Understanding (MOU)
with the National Domestic Violence Hotline (NDVH). Through this MOU, all Veterans can
access support 24 hours a day, 7 days per week via phone, text, or web. NDVH has access to a
listing of VA IPVAP Coordinators from each medical center to provide locality-specific VA
contact information to callers. The IPVAP public-facing website maintains an informative and
interactive content and offers a roster of VA Medical Center IPVAP contacts by state. In order to
reduce risk associated with accessing IPV-related content online (e.g., if a partner walked into
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the room or accessed web history), the IPVAP website offers a “quick escape” button which
redirects to the va.gov page.
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Senator Manchin

Question 1. As you know, Tintroduced a bill with my colleagues to require the VA Crisis Line
and National Suicide Hotline to have a 3-digit dialing code for Veterans to quickly gain access to
lifesaving mental health support. Once approved, how quickly can you implement a 3-digit
dialing code for the Veterans Crisis Line? What other support will you need to get this done?

Response: The VA is in support of the 988-expansion initiative, a new national three-digit
emergency telephone number to access crisis call centers across the country for suicide
prevention and mental health services. As significant planning and staffing increases are
necessary to handle the increased demand associated with the implementation of 988, the
Veterans Crisis Line is prepared for a target activation date of July 16, 2022, as set forth by the
FCC. We appreciate the current timeline to allow for hiring, training, and overall planning,
which will be critical for appropriate implementation.

® Secretary Wilkie, one issue my staff and T have been hearing from Veterans is the length
of time the VA takes to process non-service connection pension and Aid and Attendance claims
for veterans and widows. Aid & Attendance provides help to Veterans and caregivers who are in
nursing homes or who need in home care help with everyday tasks like dressing or bathing.
Obviously, these benefits have become even more important in light of the coronavirus and its
impact on the elderly. We have received responses that these claims can’t be expedited due to
advanced age unless the claimant is over 90. Because these are income based claims, it seems
they should be able to be processed more quickly than service connected claims, especially with
the VA cross referencing income with the Social Security Administration and the IRS.

Question 2. What can the VA do or what legislative support will you need from us to expedite
Aid & Attendance claims for Veterans who may not be 90 years or older, but clearly need
immediate assistance?

Response: VA's pension program is a needs-based program intended to provide a minimal level of
financial security to recipients. Tvpically, the annual income for claimants attempting to qualify for
pension benefits will be near or below the poverty threshold. VA considers all pension claims, including
those applying for Aid and Attendance (A&A) benefits under the pension program, to be an indication
that the claimant is experiencing hardship.

Regarding VBA's expedited processing criteria, written policy provides priority processing for pension
claimants identified as meeting onc of the following criteria: homeless, terminally ill, former prisoner of
war (FPOW), Purple Heart recipients (original claims), and Medal of Honor recipients. For the purpose
of pension claims only, VA does not automatically prioritize the processing of pension claims where the
claimant is over age 85 or experiencing hardship because most of the pension workload meets these
criteria, VBA's priority processing criteria does not limit the ability of VBA Regional Offices (RO) to
expedite claims as requested, on a case-by-case basis.

VA is committed to ensuring that Veterans and survivors who are entitled to pension benefits based on
the need for A&A receive them in a timely manner. VBA continues to collaborate with the VA Office of
Information Technology in one of the largest automation efforts in the Department. This modernization
effort will introduce automation to the pension program and will include the automation of original
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Veteran and survivor pension claims, including A&A benefits. This modernization effort will drastically
improve the timeliness of benefits delivery while maintaining high levels of accuracy.

In order to ensure effective implementation of Improper Payment Elimination Recovery Act (IPERA),
VA utilizes federal tax information (FTI) to validate a pension claimant’s income prior to the granting of
benefits. To further improve pension benefits delivery, your support of the legislative proposal on FTI
that is in VA’s FY2020 Congressional Budget submission would allow VA to utilize more modern claims
processing systems and expand automation of pension claims processes. Currently, VA must wait up to
16 days to begin processing original pension claims as it awaits the FTT data from the Internal Revenue
Service and Social Security Administration. This change in the FTT law would also allow VA to pursuc a
direct data transfer of FTI data, which would eliminate the current delay in processing created by the need
to wait for this data.
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Senator Sinema

Question 1. Revisiting the question I asked regarding the need for VA to lead a national strategy
to support homeless veterans during the coronavirus pandemic, I appreciated your answer
outlining all of the programs that VA offers to assist homeless veterans and expansions of those
efforts since the coronavirus pandemic began. However, there is no coordinate national strategy
to support the homeless veteran population. These efforts are largely being organized at the local
level, leaving local organizations to should much of the burden without the support of VA. A
coordinated plan would outline interventions at the regional and local level, but would be
coordinated across VA and its partners serving the homeless veteran community and should be
created in collaboration with those partners. This would include a national testing strategy that
addresses transportation to and from testing sites and/or mobile testing centers, provisions for
housing and care for those who test positive, and support to partner organizations to keep their
employees safe. What does VA need to create a national strategy to support homeless veterans
during the coronavirus pandemic and why haven’t you created and implemented this strategy
thus far?

Response: The VHA Homeless Program Office (HPO) has developed and executed a
coordinated national strategy to support homeless Veterans in response to the pandemic. The
strategy continues to evolve based on emerging science about the disease and the needs of
communities to support homeless Veterans during the crisis. Since March 2020, the HPO’s
strategy has consisted of:

Removing programmatic and poelicy barriers that impact VA-funded programs to
immediately respond to the pandemic.

In immediate response to the COVID-19 crisis, the HPO issued formal guidance waiving
programmatic requirements that could serve as obstacles to emergency responses to the crisis
(e.g., time limits on hotel stays, Grant and Per-Diem (GPD) and Health Care for Homeless
Veterans Contract Residential Services (HCHV CRS) facility inspection requirements); issued
formal guidance to VA-funded grant and contract programs to support social distancing and
options for isolation and quarantine; and issued formal guidance that provides guidance on
Housing and Urban Development — VA Supportive Housing (HUD-VASH) admissions during
the COVID-19 emergency, encouraging targeting of HUD-VASH vouchers to all eligible
homeless Veterans who could benefit from a voucher.

In addition to establishing and clarifying policy, the HPO has worked with Congress to develop
legislation in response to the pandemic. HPO has conducted seven formal briefings with the
Senate and House Veterans Affairs Committees regarding VA’s pandemic response; provided
written replies to over 20 Requests for Information from Congress; and provided technical
assistance to SVAC and HVAC by phone and in writing on draft provisions related to statutory
flexibility needed to maximize VA’s emergency response.

Rapidly increasing emergency housing and eviction prevention efforts by dramatically
expanding services and funding through authorities granted by the CARES Act.

Since the passage of the CARES Act, $700 million in VA funding has been allocated to support
homeless Veterans during the crisis to ensure that communities do not shoulder the burden of the
response. $601.5 million has been allocated to the Supportive Services for Veteran Families
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(SSVF) program to provide emergency housing and homelessness prevention assistance to
mitigate the expected wave of evictions and potential homelessness that will result from
extensive unemployment. Between March 17, 2020 and June 26, 2020 alone, 8,925 homeless
Veterans have been placed in hotels/motels to facilitate social distancing measures by removing
them from congregate and unsheltered settings. These funds also assist the HUD-VASH
program by placing Veterans in safe housing to isolate them from the virus while they await their
housing voucher. In addition, the SSVF program has funded SSVF healthcare navigators to
increase access to both VHA and community healthcare services for Veterans in the SSVF
program.

$88 million has been allocated to the GPD program and VA has waived per diem limits during
the crisis to empower GPD grantees to provide necessary emergency housing and supportive
services for Veterans who need to be isolated for their safety or the safety of others. As of July
17, 2020, GPD has approved 420 per diem rate increase requests tied to 8,989 transitional
housing beds and seven service centers. This funding provides the needed resources to create
additional temporary space to support social distance; provides additional funding for regular
deep cleaning of facilities and purchase of personal protective equipment (PPE) for grantee staff;
and provides funding to hire additional staffing resources to support.

$10 million has been altocated to the HCHV CRS program to provide emergency shelter and
supportive services during the crisis, including placement in hotel rooms for Veterans needing
emergency placement or isolation to avoid spreading the virus. Housing is paired with care,
treatment, and rehabilitative services.

Guiding non-profit grantees and contractors by developing and executing a comprehensive
technical assistance plan for community providers and VA medical center homeless
program staff.

Recognizing the need for a coordinated national technical assistance strategy, in order to not
leave local organizations and communities to shoulder the responsibility for the response, a
comprehensive technical assistance plan has been developed and executed by the Homeless
Program Office. This plan’s execution has involved VA and community leaders at the national,
regional, and local levels. The plan includes:

o Development and execution of an internal communications and technical assistance
strategy to ensure VAMC and VISN leadership have the most current information
about HPQ's coordinated strategy.

This strategy includes the formation of a centralized response team that communicates with
VAMC and VISN leadership daily and reviews inquiries from field staff and partner offices,
confers with program subject matter experts, and develops and disseminates vetted guidance.
HPO’s response team has received and/or issued over 1,800 digital communications related to
COVID-19 policies, technical assistance, and requests for assistance since mid-March 2020. In
addition, the response team holds weekly calls with VISN Homeless Coordinators to provide the
most updated information about the strategy and response and solicits field-level perspective so
that adjustments can be made to HPO’s coordinated response.
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o Development and execution of an external technical assistance strategy lo ensure
community partners have the most updated guidance related to the Federal
coordinated response,

SSVF has provided extensive technical assistance to 271 grantees located through the United
States and its territories. This technical assistance has integrated novel approaches that has
allowed SSVF to quickly adapt its service delivery model to meet the urgent needs created by the
COVID-19 public health emergency. Close collaboration with local Continuums of Care, public
health authorities, and VAMCs have supported extensive hotel/motel placements as an
alternative for vulnerable homeless Veterans in congregate shelters, encampments, or the streets.
SSVF Regional Coordinators and VA’s Office of Business Oversight provide additional
guidance and oversight for grantees on how to adapt their practices to meet current needs.
Together, these staff work to ensure that CARES funding advances VA’s mission to end
homelessness among Veterans.

The GPD program office has provided technical assistance to all GPD grantees by hosting
webinars as part their monthly call series with grantees. The webinars cover topics related to the
COVID-19 response, and opportunities to utilize the flexibilities and funding associated with the
CARES Act. In addition, the GPD program office has developed a variety of technical
assistance products and provides links to CDC guidance which has been posted on the GPD
provider website to assist grantees. The GPD office has also been participating in a series of
conference calls with VISN Homeless Coordinators and VA GPD liaisons, providing
consultation related to work with grantees to mitigate risks associated with COVID-19. GPD
continues to work with grantees and VA staff daily.

The HCHV CRS program has supported contract providers by providing on-going technical
assistance to the VAMC liaisons that work with HCHV CRS providers on a regular basis. This
technical assistance has been accomplished through several means, including national calls and
webinars, covering topics related to HPO’s coordinated response. The HCHYV program office
continues to work with VISN and VAMUC level staff daily. This includes, but is not limited to,
individual calls with HCHV CRS programs who are considered high risk due to physical layout
of their facility or other factors; to problem-solve COVID-related vulnerabilities such as cleaning
protocols; wellness checks and isolation options; and to assist community providers with
developing plans to increase safety measures within the given contracted program.

In addition to program-specific technical assistance our technical assistance strategy has included
presenting on numerous national webinars, including Housing and Urban Development (HUD)
weekly COVID-19 Office Hours and the National Health Care for the Homeless Council
COVID-19 webinars since the start of the pandemic to present the national strategy with
community providers and to provide guidance and technical support.

The HPO is closely coordinating with the VA Office of Public and Intergovernmental Affairs
(OPIA) to develop strategies for expanding awareness of VA resources among Veterans who are
homeless and at risk of homelessness during this public health emergency. Our goal is to reach
all Veterans facing housing crises, including those who have never sought assistance from any
safety net programs administered by VA or any other organizations. HPO and OPIA have
identified three objectives to accomplish this goal:
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e Serve as an information resource for Veterans, homeless service providers,
partners, and the general public.

e Highlight the work underway by HPO personnel to support Veterans who are at
risk of or experiencing homelessness.

o Connect with organizations that can fill needs gaps created or exacerbated by
COVID-19.

Since implementation, numerous podcasts, blog posts, national news releases, and press
interviews have been developed or have taken place. In addition, on July 9, 2020, the National
Director of Clinical Operations participated in a satellite media tour with 20 local news outlets
and one national news outlet, reaching up to 5 million audience members, to provide the public
with awareness of the risk of COVID-19 for homeless Veterans and VA’s response to support
Veterans during this time.

Developing a plan for universal testing of Veterans in VA-funded congregate living
environments.

The VHA HPO supports proactive testing of Veterans residing in congregate settings for early
identification of COVID-19 cases and to aid in mitigating disease outbreaks in these high-risk
focations. HPO has developed a policy memo and SOP document for universal testing in all
GPD and HCHYV CRS programs that is currently under review by VHA leadership.

An Assistant Under Secretary for Health for Operations memo and corresponding SOP regarding
HPO’s proposed SARS-CoV-2 universal testing protocol for Veterans in GPD and HCHV CRS
programs has been developed and is currently under review. The testing memo and SOP
provides the requirement that VAMC identify a COVID-19 testing team to conduct testing prior
to program admission and on an ongoing basis for Veterans currently enrolled in GPD and
HCHYV CRS and are eligible for VHA care. The COVID-19 testing team must consist of at
minimum one VHA provider for ordering of the test and provision of follow-up care. Additional
recommendations in the proposed memo and SOP include the following: 1) coordinate testing
events on site using the COVID-19 testing teams, rather than transporting Veterans to local
VAMCs, to reduce the chance of disease transmission and increase access, 2) conduct testing
events on weekends rather than weekdays to enhance access to testing for Veterans who may
lack transportation or work primarily during the weekdays, and 3) include staff from Homeless
Patient Aligned Care Teams (H-PACT) for COVID-19 testing teams when possible.

Ensuring there is a coordinated federal response by developing this plan with both internal
VA offices and external federal partners.

Since the start of the crisis, the VHA HPO has worked closely with partner offices within VA
(e.g., General Counsel, Information Technology, Connected Care and Telehealth, Mental Health,
Geriatrics and Extended Care, Office of Emergency Management,) and across Federal agencies
(Housing and Urban Development, United States Interagency Council on Homelessness, Centers
for Disease Control, Health and Human Services) to provide a coordinated response and
consolidated guidance to VA staff, grantees, contractors, and community partners serving
homeless and at-risk Veterans. Staff from the Homeless Program Office regularly attend
coordination meetings with CDC, U.S. Interagency Council on Homelessness (USICH) and other
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federal partners to support drafting of policy and guidance related to care of homeless individuals
and families during the crisis.

Expanding our ability to provide virtual care to homeless Veterans by securing resources
to provide needed technologies.

The VHA HPO continues to work with multiple VA program offices, VAMCs and VISNs to
identify barriers related to provision of telehealth services to homeless Veterans. The HPO
identified that a key barrier related to provision of telehealth services to this population is the
lack of access to telehealth technology for both VA homeless program staff and Veterans. As
VA homeless programs rapidly mobilize resources and strategies to move Veterans into
independent, permanent housing and hotels/motels to promote physical distancing, technology is
vital to prevent these vulnerable Veterans from becoming socially isolated, which may trigger or
exacerbate mental health symptoms. Technology also provides a mechanism to ensure that
Veterans remain engaged with homeless program providers to monitor safety and wellbeing,
participate in preventative healthcare, attend virtual groups and recovery programs, and conduct
virtual housing and job searches.

Recognizing the need for these technologies, HPO is increasing capacity in its homeless
programs by expanding telehealth and telecommunications capabilities. The CARES Act
specifically requires VA to ensure that telehealth capabilities are available during a public health
emergency for case managers of, and homeless Veterans participating in, HUD-VASH. In
response to this requirement, the VA’s Office of Connected Care (OCC) developed a process to
ensure that HUD-VASH case management team members have the equipment necessary to
provide telehealth services. An initial assessment of provider equipment needs resulted in
procurement of approximately 600 iPads and more than 20,00 additional pieces of telehealth
technology equipment (webcams, speakers, monitors, and headsets) which are currently in the
process of distribution to the field. Additionally, OCC has expanded their equipment loaner
program to include iPhones for HUD-VASH Veterans. They have procured these devices and
are developing a process for dissemination to the field.

Additionally, at the end of April 2020, the VHA HPO obtained authority to purchase
smartphones and data plans using appropriated funds for Veterans, and in June 2020, received
$17M in CARES Act funding to purchase approximately 50,000 disposable smartphones with
unlimited data plans for Veterans in VA homeless programs to ensure that Veterans remain
connected with caregivers and supports, participate in telehealth, and have access to employment
and housing resources. HPO is currently expediting procurement and dissemination of the
phones to VAMC homeless program leads for distribution to Veterans engaged in homeless
programs. The next steps are pending solicitation of a contract and Office of General Council
(OGC) approval, due to the dollar amount. HPO also received a 600,000 Amazon donation prior
to the CARES Act funding approval and worked with the Office of Procurement, Logistics, and
Acquisition (OPLA) to sole source a contract and disseminate 1200 phones to homeless program
leads at VAMCs in following cities: Boston, Philly, Battle Creek, Palo Alto, Las Vegas, and
Kansas City. These phones arrived on or around July 22, 2020 and were immediately
disseminated to Veterans in need by local homeless program leads.

Therefore, this multipronged approach demonstrates a thorough and comprehensive strategy,
wherein VA has provided guidance, resources, and assistance to both internal VA medical center
staff and external community partners. As VA learns more about the pandemic, and impact on
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homeless Veterans, this plan will continue to adapt, and VA will continue to be flexible in our
response.

Question 2. The veteran serving community in Arizona is concerned with the lack of guidance
for adjudicating claims for Dependency and Indemnity Compensation (DIC) benefits in cases in
which the sole cause of death listed on a veteran’s death certificate is COVID-19. For veterans
with certain service-connected illnesses, it’s important that these be reviewed to determine
whether the service- connected illnesses were contributory to their deaths. Claims adjudicators
can make the decision to request a second medical examination or opinion in such cases if they
feel it is warranted, but this can add time to the process and undue burden to the surviving family
member. Will VBA release clear guidance outlining how DIC benefits should be processed for
veterans whose death certificates list COVID-19 as the sole cause of death and to include a
provision to automatically require a second medical examination or opinion to better expedite the
process?

Response: VA is committed to providing timely service without unnecessary burden for
survivors. VA's existing guidance in 38 CFR § 3.312 provides instructions on processing claims
for service-connected death by considering the primary and contributory cause(s) of death along
with the Veteran’s service-connected condition(s). Existing guidance also addresses VA’s duty
to assist and when to request a medical opinion. If the claim cannot be otherwise granted and
there is an indication that at least one of the Veteran’s service-connected disabilities may be
related to the principal or contributory cause of death, a medical opinion would be requested.

In response to the COVID-19 pandemic, VA issued a specific reminder to claims processors on
April 23, 2020 regarding the processing of service-connected death claims. The guidance
reinforced that claims processors must review all facts and circumstances surrounding the death
of the Veteran to determine if there is a reasonable probability of service-connected death. The
guidance explained that the complete clinical picture of COVID-19 is not fully known and
people with serious underlying medical conditions seem to be at higher risk for developing
severe COVID-19 iliness. The guidance also reinforced VA’s duty to assist when service
connection for the cause of the Veteran’s death cannot be granted based on the evidence of
record.

VA does not believe the inclusion of a provision requiring medical opinions for any DIC claim
where COVID-19 is listed as the sole cause of death is necessary or advisable. VA’s duty to
assist claimants under current law provides that the Secretary is not required to provide
assistance to a claimant if no reasonable possibility exists that such assistance would aid in
substantiating the claimant, see 38 U.S.C. § 5103A(a). For example, VA would not view a
medical opinion as necessary or required if a surviving spouse filed for service-connected death
benefits based on a COVID-19-related death and the Veteran, at the time of death, had a single
service-connected condition of right ankle sprain at 0% disabling. Providing medical opinions in
all cases would not represent a fiscally responsible policy.

Existing VA guidance also outlines scenarios where a medical opinion is not necessary to grant
DIC benefits. If reasonable probability of service-connected death is found based on at least one
of the following conditions, DIC can be granted without a medical opinion:



152

e service connection was granted for a condition affecting any vital organ

. the Veteran was rated 100 percent for a service-connected disease or
disability, or

. the Veteran was entitled to individual unemployability.

DIC may also be paid in the same manner, as if the death were service-connected (without a
medical opinion), if a Veteran was in receipt of, or entitled to receive, disability compensation
for a service-connected disability which was totally disabling for:

. 10 or more years immediately preceding death

. a continuous period of not less than five years from the time of separation
from service until death, or

. 1 or more years immediately preceding death if the Veteran was a former

prisoner of war.

Question 3. Tribes across the country have been hit particularly hard by the coronavirus.
Telehealth provides an opportunity to ensure quality health care to patients in rural
communities. The CARES Act provided VA with authority to partner with telecommunications
providers to subsidize fixed or mobile broadband services, an important step in delivering
telehealth to those who need it. Yet, seven in ten residents on rural tribal lands do not have
access to fixed high-capacity broadband. How will the VA ensure veterans in tribal
communities have the broadband they need to access telehealth services?

Response: VA has taken actions to bridge the digital divide for Veterans in rural and highly
areas, to include those residing in tribal communities but acknowledges it cannot overcome the
digital divide for all Veterans alone:

e  ATLAS ~ VA’s Accessing Telehealth through Local Area Stations (ATLAS)
initiative, in partnership with Phillips, Walmart, and Veteran Service Organization,
intends to address the digital divide in rural and remote areas where fewer options for
connectivity are available. At five Walmart locations and several Veteran Service
Organizations, private rooms with telehealth equipment and high-speed internet have
been established for Veterans to securely connect to their VA care teams by
telehealth. While the ATLAS project was initially paused to ensure safety during the
pandemic, the initial ATLAS locations are beginning to open with new infectious
disease procedures. Assuming success of the program, the VA intends to expand
ATLAS to additional areas of need.

o iPad Program — VA is taking strides to bridge the digital divide for individual Veterans
who lack the technology or broadband internet connectivity required to participate in
VA telehealth. More than 45,000 cellular-enabled tablets are currently distributed to
Veterans across the country.

o HUD-VASH Program —~ VA is expanding its equipment loaner program to include
iPhones for HUD-VASH Veterans. VA has procured these devices and is finalizing the
process for dissemination to the field. Additionally, VA’s is purchasing approximately
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50,000 disposable smartphones with unlimited data plans for Veterans in VA Homeless
Programs to ensure that Veterans remain connected with caregivers and supports,
participate in telehealth, and have access to employment and housing resources. VA is
currently expediting procurement and dissemination of the phones to VA Medical
Center Homeless Program leads for distribution to Veterans engaged in the Homeless
Programs.

Digital Divide Consult — VA is accelerating the implementation of a national digital
divide consult. This consult will be used when Veterans could benefit from connected
care technologies but are identified as lacking access to the technology or internet
connection necessary to participate. Through this consult, VA intends to help Veterans
leverage benefits available through VA, other federal agencies, and the private sector to
help Veterans connect remotely with VA services. The VA initiatives that will be
initially available through the digital divide consult include the connected iPad program
and a new connected phone pilot program for HUD-VASH Veterans. Through the
consult, Veterans will also be assessed for eligibility for the FCC’s LifeLine program
which can subsidize a Veterans internet or phone service. LifeLine offers a monthly
benefit of up to $9.25 towards phone or internet services for eligible subscribers (up to
$34.25 for those living on Tribal/Native lands).

Additional Partnerships: VA has contacted Internet Service Provider representatives
that were provided by Congress to obtain new ideas, services and agreements that can
assists with obtaining broadband services for isolated Veterans. VA is also seeking
additional private sector partners to help support Veteran access to internet services. An
RFI was recently released to garner input and ideas. VA has previously established
successful partnerships with several private sector companies for this purpose including
with Microsoft, Verizon, T-Mobile, SafeLink by Tracfone, and Sprint (now owned by T-
Mobile) and will be announcing additional partnerships soon. Through the RFI, VA
intends to find additional partners ready to support Veteran’s access to telehealth
services.

Question 4. As VA returns to pre-COVID-19 operations, 'm concerned that increasing demand
without proper planning and communication with partners, including the veteran community,
TriWest and Optum, will lead to appointment backlogs. How are you working with partners to
ensure you can meet veterans’ need for care and have the resources to do so while making sure
veterans don’t end up on long waitlists again?

Response: To ensure that community providers, meet the Veterans’ needs for care and have the
resources to do so while making sure that the Veterans receive timely care, the VA has provided
the following guidance:

a. Converting Routine in-Person Appointment to Telehealth
b. Extending Community Care referrals to expire on September 30, 2020. Additional
information can be found at the following link:
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e https://content.govdelivery.com/landing_pages/16201/3f46b9fc267d423660be142919072

S5a5#ICYMI1June

c. Engaging Third Party Administrators to expand provider enrollment: VA is working
with the Third-Party Administrators (TriWest or Optum) to continue to expand
enrollment in VA’s network. This will allow VA to continue to enhance partnerships
and build a robust network of compassionate and dedicated providers for Veterans.

d. More information is available on the following website:
https://www.va.gov/COMMUNITY CARE/providers/COVID-19_Guidance.asp

Question 5. Inthe FY 21 budget, 65% of the information technology (IT) allocation is dedicated
to maintaining legacy systems and infrastructure. What systems has VA identified that need
updating, in what priority, and does VA have enough funds to continue to invest in updating
outdated systems to ensure it can best deliver benefits and health care services? What has the
coronavirus pandemic taught VA about its needs to continue investing in technology and how
does that influence the proposed budget for FY 21 and beyond?

Response: VA, in conjunction with OIT, continues to refine the list of products that require
modernization, but the overall effort is hampered by a lack of funding. OIT is working on a
comprehensive plan to address VA technical debt and ensure that efforts to realize IT
modernization can begin, and more importantly, be completed with adequate funding. OIT has
recognized the impact of significant underinvesting in IT infrastructure and systems and has
created an Infrastructure Readiness Program to address the timely replacement of technology in
accordance with standard life cycle refresh methodologies.

The COVID-19 pandemic accentuated the need for scalable IT service capabilities to serve key
customer demand areas such as telehealth and telework. IT infrastructure dependencies that
support the remote end user experience are the underpinning technologies being targeted by VA
infrastructure modernization efforts. The COVID-19 supplemental appropriation has allowed VA
to accelerate our modernization efforts in these key areas such as bandwidth, remote access
infrastructure, and scalable cloud-based platforms.

For VBA, mandatory (steady state) Sustainment is projected to be 15-25% based on the FY21
baseline, but no firm numbers have been provided to date.

FAS Modernization and BIRLS are Franchise funded so those are not listed here; however, here
is a list of VBA legacy systems that are slotted for updates and/or retirement activities in FY2021
that Architecture is tracking:

1) Veterans Benefits Management System (VBMS)

2) SHARE (research/analysis phase and will be a multi-year project)

3) VETSNET (multi-year project — includes MAP-D, SPP, AWARDS, among others
that are in planning/research)

4) Work Study Management System (WSMS) (EDU)

5) Life Insurance Policy Administration Solution (LIPAS)

6) Web Loan Guaranty (WebLGY)/ VIP / LGY Hub
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e There are several highly complex legacy systems which support VBA’s operating
infrastructure for over 25,000 end-users who process benefits for Veterans within VBA’s
eight programs/VBA Business Lines. This includes Disability Compensation, Pension,
Fiduciary, Veteran Readiness and Employment, Insurance, Office of Administrative
Review/Appeals Management, Education, and Loan Guaranty.

#» VBA and OIT have been jointly planning through the Legacy Systems Modernization
workgroup on projections of business and IT needs to decommission legacy systems in
order to enable the return on investment of automation, modernization, and reallocating
of human capital to do more complex benefits work for Veterans.

e If the 65% of OIT’s allocation funding does not continue to be allocated to maintaining
VA Legacy systems supporting VBA’s processing of all benefits types to Veterans, then
operations will discontinue, and benefits will discontinue to 6.5 million Veterans and
Beneficiaries.

o The continued allocation of this funding also enables the plans and execution strategies to
take place in order to discontinue the several disparate procedures on legacy systems
which require significant workarounds and overly complex manual procedures in order to
accomplish day-to-day tasks providing benefits. This includes all VBA Legacy Systems.

e There are modernization and automation efforts underway, however until fully
implemented this funding of legacy systems needs to continue in order to sustain data
integrity, processing within current state of operations to process benefits, and supporting
the human capital of those in VBA’s 56 regional offices delivering outcomes for the 6.5
million Veterans and beneficiaries.

Investing in New Technology:

VA's ability to remain operational during the coronavirus pandemic is a testament to its current
technological investment. A valuable COVID-19 takeaway is the importance of being proactive
instead of reactive. VA's attempt to enable a remote workforce was successful due to an effective
telework strategy being implemented prior to the government's social distancing mandate.
Success was measured by examining the number of IT related major incidents, as well as claims
processing performance both prior to and after users began exclusively working from

home. VBA production disruptions have decreased approximately 32% and the combined
average number of claims processed for both rating and non-rating has remained within a 0.5%
threshold since working remotely. In this specific instance we succeeded; however, it is
impossible to predict the future and we have no way of knowing if the next disaster will be
similar or completely different from what we have previously encountered. While
acknowledging the importance of maintaining legacy systems and infrastructure, allocating funds
towards the expansion of new technologies is paramount. Given the unforeseeable nature

and detrimental effects associated with events such as these, we must remember resilience is
dependent on preparation and a lack thereof could lead to a breakdown in Veteran services.
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% Change in Total Claims Processing Output (Rating & Non-Rating)
(Comparing Data from 11/01/2019 - 2/28/2020 to 3/02/2020 - 6/30/2020)
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Question 6. The FY20 joint explanatory statement for Military Construction, Veterans Affairs,
and Related Agencies required the VA to study the growing number of homeless women
veterans and conduct a gap analysis to determine why existing VA homelessness prevention
programs are unable to meet the need of homeless women veterans. When does VA plan to
provide a copy of this report to the Committees on Appropriations? Will the findings in the
report take into account how the coronavirus pandemic has affected the number of homeless
women veterans and the ability of VA homelessness prevention efforts to meet this increased
need?

Response: The VHA HPO previously commented on proposed legislation requesting a gap
analysis on homeless women Veterans, but we have never received a formal request for action to
complete one. HPO does not agree with the contention that “VA homelessness prevention
programs are unable to meet the need of homeless women Veterans”. In fact, the percentage of
women served by our primary homelessness prevention SSVP program exceeds the percentage
of women in the homeless Veteran population, as well as the percentage served by all VA
homeless programs. HPO believes that women Veterans who are homeless or at risk for
homelessness face unique risks and challenges, and all of our programs must be flexible,
adaptable, and responsive in order to most effectively meet their needs.

Question 7. Many state’s Departments of Veterans’ Affairs are considering making cuts to
Veteran Benefit Counselor (VBC) programs, due to an overall decline in state revenues due to
the economic disruptions caused by the coronavirus. Should these cuts remain permanent, does
VA have sufficient staff and resources to help veterans navigate VA benefit programs? What
resources does VA currently provide that could help state Departments of Veterans’ Affairs and
the veterans they serve, deal with a reduced VBC workforce?

Response: VA’s Veterans Benefits Administration (VBA) fulfills its statutory obligations under
38 U.S.C. § 7703(5) and 38 U.S.C. Chapter 63 through a variety of means to include in-person

and digital outreach. A part of those statutory obligations are required under 38 U.S.C. § 6306 (c)
and (d) which require the cooperation and use of services of any federal department or agency or
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any state or local governmental agency or recognized national or other organization and where
appropriate and to make referrals to any federal department or agency or state or local
governmental unit or recognized national or other organization.

Reductions in funding for state VBC programs could impact the level of cooperation and
referrals VA is able to make to state organizations. However, in FY 21, VBA will be
strengthening its special emphasis outreach and claims processing capabilities by reallocation of
112 FTE for these activities. They will serve as dedicated coordinators focused on support for
Veterans with specialized needs, such women, homeless, and minority Veterans, as well as
survivors of military sexual trauma. The addition of these coordinators will enable more one-on-
one support for these Veterans, a greater VBA presence at local community events, which
directly supports states. This will also support a deeper relationship with the Veterans Health
Administration to ensure warm hand-offs and better coordination between a Veteran’s care team
and disability claims staff.

Additionally, dedicated training and development will be provided to ensure the coordinators are
empowered to provide compassionate and consistent service to Veterans in these sensitive and
high-priority areas. As with the Solid Start initiative, these FTE will be sourced internally based
on decreased resources required to process legacy appeals. It is expected that these FTE will
increase VBA’s outreach footprint to these specific groups through specialized claims clinics that
will allow for timely processing of their claims and keeping them well informed throughout the
process.

As the level and scope of reductions in state resources is not fully known, VA cannot speculate
as to the full impact it may have on its own resources from a workload standpoint at its regional
offices. However, as noted above, it may impact VA’s ability to utilize the services of state
agencies and make proper referrals to those agencies. VA will closely monitor the reduction of
state resources and continue to adjust accordingly to meet the needs of Veterans.
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Senator Mike Rounds

Question 1: Please explain the department’s decision to decrease its requested funding for the VA Rural
Health Initiative this year by 10%, or from $300 million in FY20 to $270 million in FY21?

Response: The VA Office of Rural Health (ORH) budget line addresses specific projects related to rural
Veterans, not overall rural Veteran care. As VA increases budgets in other areas, such as Connected
Care, the need for rural health-specific projects decreases. VA recognizes the needs of rural Veterans
and demonstrates its prioritization of this need through more than $24 billion in obligations associated
with rural Veteran access to care.

Senator Dan Sullivan

Question 1. As we head into the NDAA process, | plan to introduce an amendment of a bill | have already
introduced (S.2328) that authorizes the DoD and VA to enter into agreements for the planning, design,
and construction -- or leasing -- of facilities to be operated as shared medical facilities. Consolidation,
especially in places like Alaska, would eliminate redundancies, would ensure that DoD specialists are well
utilized, serve more veterans and ultimately provide a cost savings to both agencies. Can you speak to
the VA’s views on moving towards a more comprehensive consolidation of VHA-DHA resources?

Response: VA and the Department of Defense (DoD) partnered in responding to House Report 116-120,
page 159, to accompany H.R. 2500, the National Defense Authorization Act (NDAA) for the fiscal year
(FY) 2020 report (Report) which DoD submitted on May 22, 2020. A copy of the report is provided for your
convenience.

A

FY20 RTC on HR
2500 - Co-Location ¢

e The Report provides information on the progress for co-located facilities and shared services
accomplished principally through sharing agreements.

o The Report underscores the need for legislation that will enable the Departments to
expand upon the existing collaborative relationship and permit the construction and
leasing of shared medical facilities when it is appropriate to do so for the benefit of
Taxpayers, Veterans and Service Members.

¢ The VA/DoD Medical Sharing Office (MSO); VHA and the DoD/VA Program Office (DVPO);
and the Assistant Secretary of Defense for Health Affairs (ASDHA) serve as the primary
liaisons for their respective Departments’ VHA/DoD joint sharing initiatives.

o MSO and DVPO provide senior-level leadership and direction for the support and
accomplishment of all health care related VHA/DoD Joint Strategic Plan goals,
objectives and performance measures through the use of medical resource sharing
agreements.

e VA and DoD are constantly seeking opportunities for greater sharing of medical resources, to
include facility space.

o DoD is partnering with VA in VHA’s Market Assessments outlined in VA MISSION Act
(2018) § 106(a)(1)(D), which states "Each market area assessment...shall include
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the following...(D) An assessment obtained from other Federal direct delivery
systems of their capacity to provide health care to veterans.”

o The outcomes from each of the market assessments will drive market optimization
and capital plans that align with the regional Veterans Integrated Service Network
(VISN) and National DoD/VA Strategic Plans.

Question 2. How could Congress support further VA-DoD) integration? What do you view as next steps?

Response: VA and DoD do not currently have legisiative authority to conduct joint planning under either
title 38 or title 10, United States Code. VA and DoD have submitted combined legislation to provide the
authority for joint planning beginning FY 2014 through FY 2021. Most recently, the proposal was
transmitted to Congress for consideration for inclusion in the NDAA for FY 2021.

Enacting the Combined Legislation, currently proposed for FY 2021, will provide inherent authority for
both Departments to transfer and accept funds appropriated for the planning and design, major
(authorized) and minor construction, and leasing of shared medical facilities. This will eliminate a major
cbstacle to collaboration on joint capital projects, thereby improving the efficiency, accessibility and cost-
effectiveness of healthcare delivery for Veterans, Service members and taxpayers.

Question 3. Sec. Wilkie has stated before, that “funding should go where the Veterans are.” I'm
concerned that the current Veterans Equitable Resource Allocation (VERA) model preferentially supports
larger facilities within a VISN and makes it difficult to accommodate the meaningful growth of a smailer
facility in a short period of time — rapid growth such as we’ve seen in Alaska over the past four years. Can
you speak to the current regional budget aflocation process within VHA, particularly the VA’s calculation
of Patient Weighted Work for the Alaska VA Healthcare System?

Response: To distribute funds from the VISN level to the VA medical centers (VAMC), VA uses the
Medical Center Allocation System (MCAS), which accounts for the patient population resource intensity
through the Patient Weighted Work (PWW) metric. This resource intensity of the medical centers patient
population is measured by multiplying medical centers prorated person (PRP) with the national value
assigned to each of the diagnosis classes in the VERA patient classification system.

Between FY 2016 and FY 2019, Alaska’s total allocation (General Purpose & Medical Community Care)
grew 40%, from $154 million to $216 mitlion, with Medical Care in the Community (MCC) allocation
growing 38% and General Purpose growing by 42%. The patient growth in that time period is 10%, with
24% growth in patients who sought care in the community and 9% growth in the in-house care. However,
the full-time equivalent (FTE) growth between FY 2016 and FY 2019 is 20% and does not align with 9%
patient growth in in-house setting. In both VERA and MCAS, allocations follow the patients and not the
staff. This disparity in FTE vs. patient growth suggests that it is a hiring issue rather than an allocation
issue. If the patient growth tracked that of the FTE growth, allocations would have been higher than what
was allocated in FY 2019. (See Table 1)
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Table 1
%
growth
between
FY 2016
FY &
2016 FY 2019 | FY 2019
Salary | Allocations Salary | Allocations
Patients FTE ($000s) ($000s) Patients | FTE | ($000s) ($000s) Patients | FTE | Salary | Allocations |
In-house 20,347 586 | $72,335 $65,940 22,178 | 703 | $90,730 $93,346 9% | 20° 259 42% |
Community 15,474 0 $0 $88,795 19,223 0 0 $122771 24% | O 0% 38%
Total 22,000 586 | $72,335 $154,735 24,213 | 703 | $90,730 $216,116 10% | 20¢ 259 409

Alaska relies significantly more (62% of their allocation is in MCC appropriation) on purchased care and spends more on
purchasing similar services than other VAMCs. VERA and MCAS mitigates these specialhigh costs for purchasing care
by allocating a portion of MCC funds to Alaska. The allocation was $34 million in FY 2019 and $56 million in FY 2020.

Question 4. Does the current funding model appropriately accommodate facilities that undergo rapid
growth and if not, what adjustments can be made so that increased hiring and productivity are properly
programmed into the annual budgets of these facilities?

Response: Yes. MCAS has an initiatives section which allows VISN management to precisely identify
local emergent changes and designate funds accordingly. These changes can include rapid changes in
workload patterns, new initiatives, and other staffing and structural changes that are not accounted for by
PWW.

Senator Marsha Blackburn

Telemedicine

Question 1. Secretary Wilkie, how has the Department of Veterans Affairs (VA) utilized the $2.2 billion
appropriated in the CARES ACT for telehealth services?

VA Response: VA has allocated CARES Act funding to manage the exponential growth of the Telehealth
VA Video Connect program advanced by the COVID-19 pandemic. As of July 27, 2020, VA has allocated
approximately $57.8 million for clinical support equipment and peripherals; provider training; 24/7 help
desk support and expansion; additional application licenses; and application design development and
implementation. Table 2 itemizes the purchased items.
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Table 2

FY 2020 COVID-19 Obligations/Expenses

VA Video Connect (VVC) Provider Equipment (Headsets and Webcams)

Patient iPad Tablets with Data Plans (6,000)

DigiCert SSL Certificates (Add Capacity to Care.va.gov)

Memorandum of Understanding for Additional Training Staffing

National Telehealth Help Desk 24/7 and Additional Staff

Provider iPad and Accessories

Patient iPad Tablet

Telehealth System and App Release, Implementation and Deployment

Provider Apple iPads (9,000)

Patient Apple iPads (4,000)

Provider DELL Monitors

NTTHD/MSD Additional Help Desk Staff (30) thru 8/31/20

SMS Gateway Services Expansion

Remediation Optional Tasks (App Development and Implementation)

DigiCert SSL Certificates (Add Capacity to Care2.va.gov)

Adobe Connect 2,000 Additional Licenses

Telehealth Clinical Technician Optional — Contract # 203

iPad Pro Distribution @ Mobile Service Help Desk

Memorandum of Understanding VC-CORE - Mental Health Support

Authority to Operate (Stoneware, AIP, CHAT)

Patient iPhones for Homeless

Patient iPads (7000)

Project Integration and Program Support

CHISS Optional Tasks — Contract # 224

Question 2. Secretary Wilkie, how is the VA capturing the veteran experience with telemedicine, and is
VA soliciting direct feedback from the veteran and the provider?

Response: VA captures Veteran experience information using the VSignals. Seven different VSignals
surveys capture Veteran experience data for multiple aspects and types of telehealth Veteran
appointments. Survey information is captured for aspects of scheduling and the appointment for all three
telehealth modalities (Synchronous, Asynchronous and Remote Patient Monitoring). Since January 2020,
over 290,000 surveys have been sent, with approximately 50,000 responses received (17% response
rate). Note: These figures include all three modalities. Additionally, VA uses a similar methodology to
solicit feedback from providers who use telehealth for patient care. VA sends surveys to novice and
experienced telehealth providers about their experience providing telehealth services. Since January
2020, approximately 32,000 surveys have been sent, with approximately 3,500 responses received (11%
response rate).
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Question 3. Secretary Wilkie, in what ways, if at all, do you anticipate the VA to adopt telemedicine as
the primary platform of care delivery post-pandemic?

Response: VHA wants Veterans to have options for how they receive their health care based on their
preferences. VA’s goal is to make sure that telehealth is one of those options when preferred by the
Veteran and deemed medically appropriate by their health care professionals.

To forecast future needs in alignment with VA strategic plans, VA continues to review and analyze the
exponential growth of telehealth services precipitated by the COVID-19 pandemic to compile lessons-
learned from providers, Veterans and their caregivers’ experiences. To understand patient experiences
and outcomes related to the use of virtual care during COVID-19, VA has established a research core to
analyze virtual care tools in use. The following are related facts in the current analysis:

e VA conducted structured interviews with Veterans from across the Country who had a video
visit during the COVID-19 pandemic and found that Veterans preferred video over phone
calls, noting that it made them feel more connected to their providers.

o From March 1 to May 31, 2020, there has been an increase of 401,200 (560,300 to 961,500)
Veterans using telehealth. This represents 16% of all Veterans who receive care at VA.

e There were 21,674 Providers in Primary Care, Mental Health and Specialty care that had
provided at least one telehealth visit by the end of February 2020. At the end of May 2020,
30,273 providers had completed at least one telehealth visit, an increase of 8,599 providers.
At the end of May 2020, 87% of Mental Health Providers, 83% of Primary Care providers and
42% of Specialty Care providers had provided at least one telehealth video visit to a
Veteran’s home or other offsite location.

o Week-over-week telehealth video appointments have increased by 1170% since February
2020, increasing from approximately 10,000 appointments a week in early February to more
than 127,000 appointments during the last week in May 2020.

e To prevent COVID-19 exposure, many VA providers are teleworking; completing telehealth
video sessions with Veterans from their homes using personal equipment or Government-
furnished equipment. The ability to do this, particularly in COVID-19 hotspots, has resulted in
sustained access to care across multiple modalities (secure messaging, telephone, video and
mobile applications) and many specialties.

 Remote Patient Monitoring-Home Telehealth is a program where Veterans enroll and are
monitored remotely using VA-provided technology from their home or other remote location.
The Veteran responds daily with biometric data and answers to questions about their health
status. Since the arrival of COVID-19, specific Disease Management Protocols were
developed that monitor Veterans for the symptoms related to COVID-19. Through July 13,
2020, more than 5,000 Veterans were monitored daily for COVID-19 symptoms using this
program.

Question 4. Dr. Stone, in addition to supplementary appropriations, the CARES Act includes a provision
that allows VA to enter into short-term agreements with telecommunications companies to expand tele-
mental health services for isolated veterans during the public health emergency. In April 2020, | co-signed
a bipartisan letter encouraging the VA to fully implement this necessary authority, but there seems to be a
lack of urgency in execution. Has the VA developed a comprehensive plan to fully utilize this authority?

Response: VA is seeking additional private-sector partners to help support Veteran access to internet
services. A Request for Information (RFI) was released publicly on July 29, 2020, to garner input and
ideas. VA has previously established successful partnerships with several private-sector companies for
this purpose including with Microsoft, Verizon, T-Mobile, SafeLink by Tracfone and Sprint (now owned by
T-Mobile) and will be announcing additional partnerships soon. Through the RFI, VA intends to find
additional partners ready to support Veterans’ access to telehealth services.

Electronic Health Records Modernization (EHRM)
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Question 5. Secretary Wilkie, due to COVID-19 response measures, the EHRM process has been put on
hold, to include training on the Centralized Scheduling Solution (CSS). Does this delay warrant a change
to the FY21 budget request if, due to the emergency pause, the funds cannot be utilized?

Response: Given COVID-19 schedule impacts and VA’s Office of Electronic Health Record
Modernization (OEHRM) efforts to prioritize the health and safety of Veterans and clinicians, the FY 2021
funding request remains unchanged. OEHRM is revising the wave deployment strategy, while adhering to
the 10-year deployment timeline and the original program life-cycle cost estimate (LCCE). OEHRM will
realign its wave construct to implement the new EHR solution at small and medium facilities in the VISN
first, deploying to larger and more complex facilities later in the wave, avoiding fragmentation of the VISN.
OEHRM'’s shift in focus to the Centralized Scheduling Solution (CSS) means funding an emergent
requirement of procuring additional training staff and training facilities to adhere to social distancing
guidelines, rules and regulations. Additional funds will be required to develop virtual training environments
in preparation for future deployments and to minimize COVID-19 impacts.

Community Care

Question 6. Dr. Stone, in our last hearing on Community Care, we spoke about the unacceptable backlog
- of over 2 million past due claims — that VA has with provider reimbursements. What improvements has
VA made to the Community Care reimbursement process over the last few months to reduce the
backlog?

Response: VA has made significant improvement with aged claim reduction. From the previously
discussed backlog of over 2 million claims, VA’s aged inventory is now at 1.08 million claims, as of July
27, 2020.

Question 7. Dr. Stone, does the funding requested in VA’s FY21 budget, and that appropriated in the
CARES Act, provide resources to make demonstrable progress toward clearing the backlog?

Response: The aged inventory has been reduced by over 1 million claims this year. The CARES Act
provided significant resources to support VA’s response to the COVID-19 pandemic. Between the
CARES Act and our FY 2021 budget request, VA should have resources to meet the need. VA will
continue to monitor and notify Congress, should estimates change.

Question 8. Dr. Stone, when do you anticipate having these backlogged claims completely eliminated?

Response: By the end of FY 2020, VA will have further reduced the backlog and anticipates being at a
normal operating level of under 650,000 claims in the aged inventory.

CARES Act Supplemental Appropriations

Question 9. Mr. Rychalski, in dollars, how much of the funding appropriated to VA by the CARES Act
has been utilized, and to what programs or activities is VA focusing the yet-to-be-expended monies?

Response: VA has obligated $2.69 billion of CARES Act funding as of July 1, 2020. VA plans to use the
remaining funds to care for Veterans impacted by COVID-19, including procuring equipment and supplies
at VAMCs; maintaining expanded telehealth capabilities; and providing support for Veterans experiencing
or at risk of homelessness due COVID-19.
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Senator Kevin Cramer

Question 1. | have a veteran in North Dakota who had VA addiction recovery treatment lined up in
another state. However, with the coronavirus it was not feasible for him to travel out of state. With his only
option being in-state facilities, he lined up treatment at a residential facility in North Dakota. However, the
VA determined it could not cover the treatment because, as my staff was told, the VA will not reimburse
for residential or in-patient treatment. With no out-patient options in state, this veteran had to choose
between waiting an unknown amount of time for coronavirus restrictions to be lifted or pay out of pocket
for this time-sensitive treatment. These rigid policies failed this Veteran, so my office reached out to the
VA. After a month and multiple follow up emails, we received a response. Unfortunately, the response did
not get into detail about the specific veterans situation and denied the existence of any such issue.

Question 1a. Does the VA reimburse for residential treatment services? If not, why not
(especially in cases in which it is the veterans only option)?

Response: To the extent a Veteran is eligible to receive residential treatment services in the community
under the Veterans Community Care Program established by 38 U.S.C. § 1703, the Veteran has elected
to receive such services in the community, and appropriations are available, VA will obtain such services
in the community for the Veteran, if feasible. Under such circumstances, the community provider or facility
is paid directly by VA (or a VA contractor) and the Veteran is not involved in payment and subsequent
reimbursement. With regard to whether VA would be able to pay for residential treatment services
furnished in a particular non-VA facility, that would depend on several factors, including whether the
facility meets all legal and policy requirements (e.g., quality of care standards) for furnishing such
community care and whether VA has or is able to enter into a contract or agreement to procure such
services from that facility. We would encourage this Veteran to contact the local VA community care office
to discuss the options available to them in seeking and obtaining treatment.

Question 1b. s over a month an acceptable timeframe for the VA to get back to a committee
member’s office on a time sensitive casework issue?

Response: VHA aims to answer all casework issues no later than 15 business days from receipt, and we
regret that this response took over a month and did not appropriately resolve your and the Veteran’s
concern. We will work with VISN 23 and the facility to review this case and ensure follow-up and closure
with your office.

Question 1c. Will your staff commit to working with my office on the specifics of this veteran’s
case?

Response: Yes. VHA will ensure that VISN 23 and the facility are in contact with your staff regarding this
Veteran's case.

Question 2. Can you provide my office with an update on the VA Compassionate Care and Innovation
Hyperbaric Oxygen Therapy (HBOT) treatment pilot project?

Response: The VHA Center for Compassionate Care Innovation (CCI) program is currently facilitating a
small-scale clinical demonstration project on the use of HBOT for Veterans diagnosed with posttraumatic
stress disorder (PTSD), with or without comorbid traumatic brain injury (TBI). The purpose of the
demonstration project is to evaluate the provision of HBOT for PTSD in a clinical context, including
identifying necessary resources, barriers and feasibility of referring Veterans for off-label use of this
treatment. The project is not comparing HBOT to other forms of PTSD treatment; it does not restrict use
of evidence-based or other treatments concurrently; it is not considered a research study; and it is not
intended to add to the scientific body of evidence on the health outcomes of using HBOT to treat PTSD.
Currently, the following five VA facilities are participating in the project:
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e VA Northern California Health Care System, in cooperation with David Grant Medical Center,
on Travis Air Force Base, DoD;

e Eastern Oklahoma VA Health Care System, in cooperation with Tulsa Wound Care and
Hyperbaric Center, at Oklahoma State University Medical Center;

e South Texas Veterans Health Care System, San Antonio, Texas, in cooperation with Nix
Health, a community provider in San Antonio, Texas and Military Medical Center, Joint Base
San Antonio-Fort Sam Houston, DoD;

e James A. Haley Veterans’ Hospital, Tampa, Florida, in cooperation with Undersea Oxygen
Clinic and the Wound Healing Institutes, community providers in Tampa, Florida; and

e Fargo VA Health Care System, in cooperation with Healing with Hyperbarics of North Dakota,
PLLC, a community provider in Fargo, North Dakota.

As of July 15, 2020, 45 unique Veterans have been referred for treatment across all 5 sites. Please note
the following statistics:

18 Veterans have completed HBOT treatment under this pilot;

14 Veterans dropped out during their treatment plan;

6 Veterans cancelled their treatment plan (dropped out) prior to starting HBOT treatment;
5 Veterans are currently receiving HBOT treatment; and

2 Veterans have been referred and have not yet started HBOT treatment.

The most common reason cited by Veterans for dropping out during or prior to treatment was the
significant time commitment required to attend appointments 5 days per week for 8 consecutive weeks.
The VA Northern California Health Care System pilot site temporarily postponed referring Veterans for
this project starting in March 2020, due to COVID-19 impact on the VA facility and DoD facility providing
HBOT treatment. Some HBOT clinics at the other four locations experienced temporary service
disruptions due to COVID-19 that, as of the time of this report, have been resolved. No adverse events
have been reported.

Question 3. Does the VA have standardized metrics as they research HBOTSs efficacy? What are these
metrics?

Response: American health care or the Federal Government does not have standardized metrics and
does not have any new studies for HBOT efficacy.

CCI's HBOT pilot program is not considered research and is not collecting data to determine HBOT
efficacy for treatment of PTSD symptoms or any clinical diagnosis. CCl is surveying VA providers at the
pilot sites for their qualitative feedback, regarding barriers and supportive factors that impact
implementation of this demonstration project, in order to address operational challenges that arise from
facilitating off-label HBOT treatment. The pilot sites are reporting the number of referrals, status of
referrals, PCL-5 scores and PHQ-9 scores (when appropriate) as part of the implementation plan for the
pilot. VA providers use these metrics to assess their patient’s health in accordance with standard clinical
practice and for operational assessment of the pilot status, not as measurement of HBOT efficacy.

Question 4. Has the VA looked at partnering with private entities to conduct HBOT research?

Response: VA has not been contacted by any private entity to jointly conduct a clinical trial employing
HBOT as a therapy for TBI. None of our VA investigators have brought forward an application where they
are collaborating with a private entity to conduct an HBOT clinical trial.

Question 5. With the respiratory impact of COVID-19, has HBOT been looked at as a possible therapy for
veterans?

Response: No. The benefit of HBOT is the higher amount of oxygen that can be carried outside
hemoglobin, dissolved in the plasma. However, the oxygen still has to come through the lungs to get into
the plasma. It is the lung disease that prevents uptake of oxygen and the hyperbaric state would not
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change the lung disease and blockage of oxygen exchange in the lung. There is no rationale for the use
of HBOT for the treatment of COVID-19.
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Executive Summary

In response to the COVID-19 pandemic, VBA temporarily suspended in-person disability examinations
on April 3", 2020 to eliminate the risk of exposure to Veterans and providers. Additionally, the
Veterans Health Administration (VHA), redirected C&P disability examination processing to focus
efforts on COVID-19 medical support.

VBA understands that these benefits may represent life-sustaining income, and the government has
identified measures to maximize safety in essential operations. The services we provide are exempt
from the Shelter-in-place order, however, VA is monitoring the safety requirements and social
distancing protocols from each state as well as the CDC recommendations to mitigate risk to our
Veterans and providers.

In anticipation of Federal and state restrictions being rescinded and/or relaxed in the coming weeks, the
Medical Disability Examination Program Office (MDEPO) is issuing guidance regarding the conditions
that must be met for Vendors to receive approval to resume in-person disability examinations. Given
these conditions, MDEPO is requesting that Vendors submit comprehensive plans for the resumption of
in-person examinations.

One key issue is capacity of providers vs. Veterans’ need to have their examinations completed in a safe
and timely manner. Because systems and facilities are unique and readiness may vary, MDEPO
reserves the right to assign workload among Vendors based on Vendor reported and demonstrated
capacity and will communicate this status to individual Vendors.

I. Where We’ve Been

The Administration began to receive reports of the emergence of a novel coronavirus outbreak,
COVID-19 as early as January 2020. As more information came to light and the virus continued to
spread, the World Health Organization (WHO) declared COVID-19 a global pandemic in March 2020,
which lead the MDEPO to direct the halt of all in-person examinations. Below is a summary of related
dates and activities:

e 3/12: Required daily updates regarding affected Veteran appointment information from
Vendors to track COVID-19 impact; Directed all vendors to hold (not cancel) affected
Veteran appointments if the appointment could not be completed

e 3/23-3/24: Required daily reporting from Vendors on clinic and provider availability; VBA
provided Vendors refresher Acceptable Clinical Evidence (ACE)/Tele C&P training

e 4/2: VHA released a memorandum advising all in-person C&P examinations will be
cancelled and returned to VBA, while VHA diverts all resources to COVID-19 operations.

e 4/3: VBA directed Vendors to stop conducting in-person exams due to COVID-19 pandemic;
Vendors advised to maximize ACE and tele-medicine modalities to continue operations

e 5/1: Federal social distancing guidelines expired

e 5/21: VA provides guidance to vendors on immediately restarting in person exams in 20 lead
site locations.

3 | VBA Contract Examinations Restart Plan
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II. Resumption Criteria

MDEPO, in conjunction with Veteran Benefits Administration (VBA) and VHA guidance, determined
criteria (subject to change) under which medical disability examinations may be safely conducted. The
guidance provided in this document is not intended as a replacement of any contractual requirements
and should be considered additional operational guidelines necessary to resume in-person examinations
during the COVID-19 pandemic. When it is safe to do so, MDEPO will provide approval to Vendors to
resume in-person exams. This decision will be made based on CDC, Federal, and State guidelines and
guidance from public health officials, VBA Contracting Officer, and VA Leadership.

Until in-person examinations have been approved to resume, VA expects Vendors to maximize the use
of ACE and Tele C&P examinations. Veterans who do not wish to attend Tele C&P exams will be
provided the opportunity to opt-in to attending in-person examinations, and each Veteran’s decision
will be tracked to ensure effective examination scheduling. Veterans who wish to delay in-person
exams due to concerns about COVID-19 exposure will be provided an opportunity to reschedule at a
later date.

Vendors must request approval and receive written authorization from MDEPO to resume in-person
examinations. As local shelter in place orders are relaxed/lifted, Vendors may request MDEPO approval
to resume conducting in-person examinations by providing a COVID-19 Vendor Operating Plan that
indicates that the following conditions are met:

1. Expiration of state shelter in place orders; and/or
2. State-level Executive Order that authorizes a state to resume elective medical care/outpatient in-
person examinations in accordance with individual official state.gov websites and the following
website: https://web.csg.org/covid19/executive-orders/; and/or
3. VA identified “Lead Site” operating area
4. COVID-19 Vendor Operating Plans:
a. Vendor Personal Protective Equipment (PPE) acquisition and distribution plan, including
a certification of an adequate PPE supply to support examination volume at all operating
Vendor facilities
b. Vendor will produce a written sanitation plan that addresses all phases of examination
(Pre-Appointment Pre-Exam, During/Post Exam) for the Vendor clinics and the
Vendor’s subcontracted provider network which is in compliance with their local/district
health department guidelines
c. Vendor will produce an Implementation Plan which details how they will execute each
phase of the examination process, to include scheduling, Veteran arrival to clinic,
screening, pre examination, during examination, and post-examination
d. Identification of counties within each state where the resumption of in-person
examinations is being requested
e. These plans will be updated regularly

COVID-19 Vendor Operating Plan packages should incorporate the above criteria, as well as Vendor
processes, procedures, and capacity information. This package will be submitted electronically to the
MDEPO Contract Exam Mailbox at ContractExam.VBAVACO®@va.gov, and the following
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individuals will be copied on all email submissions: Pamela.Miller3@va.gov ; Erin.Gittens@va.gov ;

John.Detty@va.gov.

Provider Site-Specific Guidelines:

MDEPO will require all vendors to provide sufficient evidence to demonstrate that they are
adhering to the below guidelines once in-person examinations are approved to resume.
Reporting requirements will be communicated to vendors upon approval of resumption of in-
person examinations and will subject to change at MDEPO’s discretion.

a) Arrange site space to support social distancing
o Veteran intake procedures to include:
= Greeter/Screener (with appropriate PPE) at the door who will keep account of
Veterans entering the facility
= In the event that a facility is unable to accommodate all scheduled appointment
attendees while adhering to social distancing guidelines, a waiting line outside of
the facility will be established which ensures all Veterans are able to maintain a
distance of at least 6ft apart from one another
= Vendor staff will provide further explanation of PPE and social distancing
requirements to Veterans as needed
= Social distance (6 ft) seating and limiting facility capacity and/or the ability for
Veterans to wait in their vehicle until their appointment time
o Veterans must acknowledge and adhere to PPE and social distancing instructions during
the entire clinic appointment
o PPE provided to Veterans at the time of check-in
o Hand sanitizer stations at easily accessible locations throughout the facility
= If hand sanitizer is not available, hand washing stations should be made easily
available to all Vendor staff and facility attendees
o Posted safety protocols throughout the facility, including signage visible prior to entering
the clinic/facility
o One-way flow of personnel where possible
o Social distance (6 ft) seating and limiting facility capacity

b) Personal Protective Equipment Use and Supply

e All Vendor personnel must wear appropriate Personal Protective Equipment (PPE) at all times
while on-premises

e Vendors must ensure visitors/Veterans wear appropriate PPE at all times while on-premises and
during any testing and diagnostic procedures (Vendors must be able to provide appropriate PPE
to Veterans)

e PPE and other equipment inventory must include:

Eye Protection

NO95 Respirators (Preferred for HCP)

Facemasks (Alternative for HCP)

Cloth Face Covering

-

(e}
(e}
(o}
(o}
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Examination Gloves

Hand Sanitizers

Temporal Thermometers
Procedure/Surgical Masks
Gowns

Aprons

Shoe coverings

0O 00 0O0OO0O0

¢) Screening
e Screening will consist of the following elements:
o Pre-Screening During Appointment Scheduling
= Veteran vulnerability notification/identification
= Veteran’s willingness to attend
= Current symptoms
= Recent exposure to confirmed COVID-19 case (14-day exposure window)
* Identification and justification of a required accompanying individual/individuals
= Veteran’s willingness to wear PPE during appointment
= Pre-screening COVID-19 related questionnaire
o On-Site Screening (All Veterans, attendees, and Vendor staff)
= Current symptoms
= Recent exposure to confirmed COVID-19 case (14-day exposure window)
= PPE requirements
e Vendors will provide MDEPO with their proposed screening procedures and screening
questionnaires for review and approval prior to implementation
e Vendors will screen all their staff members to ensure they are symptom-free before starting their
duties/shifts
e Vendors will call and screen Veterans prior to the scheduled appointment to ensure they are
symptom-free and physically capable of traveling to the clinic site
e All Veterans will complete symptom questionnaire and will be informed that they will be
required to receive a temperature check upon arrival. Vendors will document positive symptoms
in accordance with CDC guidelines and will inform Veteran as to why their appointment must
be rescheduled
e All Veterans will wear the required PPE during the entirety of the appointment. Any Veteran
who refuses to do so will be informed that their appointment cannot take place and must be
rescheduled
e Veterans will not be accompanied into the facility by any other person(s) unless required to be
able to attend their appointment due to a physical, mental, or other qualifying restriction. The
facility should be made aware ahead of time if this is the case during the screening process. The
accompanying individual and the individual accompanying them will be treated as a single
individual when applying social distancing guidelines
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d) Incarcerated Veteran Examinations

e Vendors must coordinate with correctional facilities following the requirements
provided in the contract, as well as confirm the facility is able to provide a sterilized
environment that ensures the safety of the veteran, Vendor personnel, and correctional
facility staff’

e MDE Vendors must comply with the local department of public health, Federal Bureau
of Prisons, and State Department of Corrections polices to reduce the risk of exposure
in the correctional facilities

e MDE Vendors must contact the correctional facility to determine if visitor restrictions
are in place

e When permitted, Vendors should use ACE and/or Tele C&P examination

e The contract vendor must record all attempts to obtain approval from the correctional facility
when scheduling an incarcerated Veteran for a VA disability evaluation

Housebound Veteran Examinations

e Vendors must follow the approval procedures in accordance with the contract

e Vendors must follow safety guidelines issued by the CDC, to include the use of PPE as outlined
in sections I “(b) Personal Protective Equipment Use and Supply” and “(c) Screening” above

)
<

f) Restrictions

e Vendors will ensure no exams or diagnostics are scheduled or occur that require the removal of
PPE, including procedures with higher risk of aerosol transmission (e.g. endoscopy,
bronchoscopy, pulmonary function test [PFT], etc.) during the COVID-19 pandemic

e Vendors will not operate until facilities comply with social distancing guidelines

e Vendors will not perform any examination and/or diagnostic test on any Veteran with current or
recent symptoms (within 14 days)

e Vendors will not allow providers/staff members with current or recent symptoms (within 14
days) to provide services

MDEPO-Directed Process

Below is an outline of the process Vendors will establish and follow for in-person examinations:

a) Pre-Appointment

e Phone screening when scheduling appointment for both COVID-19 symptoms and the Veteran’s
comfort level for reporting

e A MDEPO-approved screening questionnaire will be included in the appointment letter package
sent to Veterans

e Automated phone screening to be completed when conducting the Veteran appointment
reminder call

e The Vendor will request that the Veteran come to appointment with a face cover or surgical
mask that complies with PPE requirements

7 | VBA Contract Examinations Restart Plan



b) Pre-Examination
e Provide Veterans the opportunity to be escorted into the check-in area to ensure physical
separation from others
e The Veteran will be required to put on PPE face covering provided by the Vendor if unable to
bring a personal mask
e The Veteran will be required to sanitize hands (hand sanitizer or washing)
e The Veteran will undergo mandatory screening in a socially distanced and/or isolated location
o COVID-19 Questionnaire
o Temperature check
o Screening for COVID-19 symptoms identified in CDC guidelines

¢) During/ Post-Examination

e Vendors will sanitize the examination space prior to and immediately following each
examination

e A Vendor staff member will escort the Veteran to the examination room to ensure physical
separation from other Veterans, Vendor staff, and location visitors

e A Vendor staff member will escort the Veteran to the exit to ensure physical separation from
other Veterans, Vendor staff, and location visitors

III. Communications

a) Vendor Tracking and Reporting to MDEPO

MDE Vendors will provide MDEPO with regular reporting on the following elements:

e Appointments that are put on hold due to the Veteran being uncomfortable attending an in-
person appointment due to COVID-19 concerns.

e Veterans or staff asked to leave an appointment due to displaying symptoms consistent with
COVID-19

e Veterans who were required to reschedule their appointment based due to displaying symptoms
consistent with and/or potential exposure to COVID-19 being identified during the pre-
screening/screening process

e Non-compliance with any safety protocol by any Veteran, Vendor staff or facility, or Vendor
provider/subcontractor staff or facility

b) Communicating with Veterans

MDE Vendors will include the following standard messaging elements when scheduling
examinations with Veterans:

Disability exams are included under essential services

Explanation of ACE and Tele C&P options (where applicable)

In-person exams are once again available (following MDEPO approval)

Exposed or symptomatic Veterans must postpone/reschedule

Overview of COVID-19 safety protocols that are in effect on-site

All Veterans must wear the required PPE during the entirety of the appointment. Any Veteran
who refuses to do so will be informed that their appointment cannot take place and must be
rescheduled.

8| VBA Contract Examinations Restart Plan



IV. Best Practice Recommendations

Each Vendor must develop written solutions to ensure they meet the resumption criteria provided in
section II: Resumption Criteria of this document. These solutions will be based on individual Vendor
systems, sites/locations, and in coordination with individual providers that will be performing Veteran
examinations for that Vendor. MDEPO has provided the following best practice recommendations for
Vendor consideration when developing their written solutions:

e Communicate early and often with Veterans, providers, and MDEPO
Screen exam scheduling requests (ESRs) to prioritize, categorize, and schedule
Recommend additional potential ACE and Tele C&P procedures to MDEPO
Maximize the use of ACE and Tele C&P
Cross-train staff in the use and communication of ACE and Tele C&P care
Extend hours and weekend availability
Optimize the use of mobile capabilities (with COVID-19 protocol)
Be prepared for a 2-week (maximum) timeline for restart of in-person exams following date of
MDEPO approval
Tentative scheduling of exams for VA “Lead Site” locations should begin as soon as possible
Placeholder appointments are acceptable for all other locations pending approval of requested
restart plans

V. Planning for the Future

As the MDE program adapts to a new COVID-19 operating environment following the quarantine
efforts implemented in early 2020, MDE program is likely to encounter the following once quarantine
restrictions are lifted:
e A large backlog of previously scheduled Veteran appointments
e Increased concerns related to COVID-19 exposure resulting in an extended timeframe of lower-
than-average examination requests
e A large increase in examination request once a vaccination is implemented and/or COVID-19
cases reduce significantly

Given these factors, MDEPO is requiring that all MDE vendors provide an analysis of workload vs
capacity in the following timeframes:

e 30 Days from Restart: Current

e 90 Days from Restart: Recovery

e 120 Days from Restart: Future State

Utilizing the above workload vs. capacity analysis, vendors will provide MDEPO with a workload
management plan (WMP) which details the up-to-date procedures that will be employed to ensure the
Vendor is able to increase production to address the anticipated backlog of examination requests due to
the impact of COVID-19 response actions. This WMP will include the following elements:
e Staffing Plan
o Current staffing levels
o Forecast of future staffing needs

9 | VBA Contract Examinations Restart Plan



Training Updates

Quality Reviews

Process Improvements

Workload Distribution and Prioritization
Maximizing ACE/Tele C&P Utilization

The MDE program is continually evaluating the operating environment and has implemented
the following internal adjustments to ensure the program is prepared for the future impacts
that the sustained presence of COVID-19 present:
e Increasing MDEPO organization capabilities (staff and systems)
e Approving more ACE and Tele C&P examinations to ensure Vendors are able serve as
many Veterans as possible while ensuring their safety
e Assessing the program’s budget to ensure the necessary funding is available to address the
expected backlog and estimated sustained increase in examinations

VI. Conclusion

The MDE program remains committed to the safety and welfare of our Veteran clients, our providers,
and our staff. We will continue to work closely with all stakeholders to ensure continuity of services
through continued planning, adaptation processes, implementation and utilization of systems, and
continued training of our staff and partners.

10 | VBA Contract Examinations Restart Plan
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Department of
Veterans Affairs Memorandum
pate: May 22, 2020
From: David R. McLenachen, Executive Director, MDE Program Integration Office

subj: In-Person C&P Examination Restart

To: MDEPO Contract Vendors

1. Purpose: This memorandum informs Medical Disability Examination Program
Office (MDEPOQO) Compensation & Pension (C&P) exam vendors of the resumption
of certain in-person C&P examinations effective May 22, 2020.

2. Guidance:

a. On May 18, 2020, the Department of Veterans Affairs began to
reintroduce health care services at 20 Veterans Health Administration
facilities that have been selected as VHA Lead Sites. See Attachment A.

b. Effective May 22, 2020, MDE vendors must resume conducting in-person
examinations in these Lead Site operating areas, based on their current
regional assignments and contractual guidelines. MDE vendors will
submit their restart plans to MDEPO for review and approval, which will be
discussed in a separate preliminary restart meetings with each vendor.
Finally, vendors will ensure their providers are adhering to all MDEPO
(see Attachments B and C), state, and local COVID-19 guidelines prior to
conducting any in-person examinations.

c. MDEPO will issue further guidance regarding expanded in-person
examinations at other locations as the information becomes available.

3. Questions: For questions regarding this memorandum, please contact Roxana
Cepeda, Contracting Officer, at Roxana.cepeda@va.gov or the MDE program office
at contractexam.VBAVACO@va.gov].

David R. McLenachen

Attachments
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ATTACHMENT C

Vendor COVID-19 Sanitation Guidance

Contract examination vendors must deep clean sites at the end of the day, sanitize prior
to and in between examinations, and provide certification prior to resuming and/or
conducting examinations that adhere to Centers for Disease Control and Prevention
(CDC) guidance for cleaning and disinfecting public spaces, workplaces, businesses,
schools, and homes per the CDC’s website.

e (CDC’s guidance for outpatient and ambulatory care facilities includes the
following:

O

o

Normal routine cleaning with soap and water will decrease how much of
the virus is on surfaces and objects, which reduces the risk of exposure.
Routine cleaning of frequently touched surfaces will be implemented in
administrative and clinical areas.

Disinfection using Environmental Protection Agency (EPA)-approved
disinfectants against COVID-19 is critical during the pandemic. Frequent
disinfection of surfaces and objects touched by multiple people should be
undertaken while wearing gloves and with adequate ventilation of the
areas.

When EPA-approved disinfectants for COVID-19 are not available,
alternative disinfectants can be used (for example, 1/3 cup of bleach
added to 1 gallon of water, or 70% alcohol solutions). Do not mix bleach or
other cleaning and disinfection products together. This can cause vapors
that may be very dangerous if inhaled. Bleach solutions will be effective
for disinfection up to 24 hours. Keep all disinfectants out of the reach of
children. Read EPA’s infographic on how to use these disinfectant
products safely and effectively.

Infection Control in Healthcare Settings

Hand Hygiene
Interim Guidance for Outpatient & Ambulatory Care Settings
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ATTACHMENT B

Engineering Controls, and Personal Protective Equipment (PPE) Guidelines and
Requirements

Contract examination personnel must conduct examinations and greet Veterans with
proper PPE. All contract examination personnel will wear masks and gloves, and
vendors will provide visiting Veterans with the same upon arrival based on PPE
availability, as well as the Centers for Disease Control and Prevention (CDC) and local
guidance/policy. All personnel and facility visitors will adhere to social distancing of at
least six feet until all parties are utilizing the necessary PPE. PPE stations must include
hand sanitation disinfectant or hand washing capability, which must meet the CDC'’s
recommendations and guidance for the utilization and implementation of PPE.

The CDC’s and Occupational Safety and Health Administration’s (OSHA)
recommendations and guidance for the utilization, implementation, and management of
PPE include:

e COVID-19 PPE for Healthcare Personnel

e Using Personal Protective Equipment

e Infection Control Recommendations (Section 2. Adhere to Standard and
Transmission-Based Precautions)

e Strategies to Optimize PPE Supply

e OSHA PPE Standards (29 CFR 1910 Subpart I)

Note: Examiners may still allow spouses and family members to attend the examination
but veterans should be made aware of occupational safety hazards as they relate to
COVID-19. Any spouse or family member who attends the examination must also wear
a face mask.

PPE Use and Supply

e All Vendor personnel must wear appropriate PPE at all times while on-premises

e Vendors must ensure Veterans and visitors wear appropriate PPE at all times
while on-premises and during any testing and diagnostic procedures (Vendors
must supply appropriate PPE)

e PPE and other equipment inventory must include:

o Eye Protection

N95 Respirators (Preferred for HCP)

Facemasks, including clear facemasks (Alternative for HCP)

Cloth Face Coverings

Examination Gloves

Hand Sanitizers

Temporal Thermometers

Procedure/Surgical Masks

Gowns, aprons, and shoe coverings

O OO OO0 OO0 0
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ATTACHMENT A
VA Lead Sites

MDEPO authorizes contract exam vendors* to begin conducting in-person examinations
in the city/counties that are serviced by the following Veterans Health Administration
(VHA) facilities (i.e., VHA Lead Sites):

White River Junction VA Medical Center (VAMC), VT
Syracuse VAMC, NY

Erie VAMC, PA

Hershel “Woody” Williams VAMC, VW

Salem VA Healthcare System (HCS), VA

Ralph H. Johnson VAMC, SC

West Palm Beach VAMC, FL

James H. Quillen VA HCS, TN

. Louis Stokes Cleveland VAMC, OH

10. Tomah VAMC, WI

11. William S. Middleton Memorial Veterans Hospital Madison VAMC, WI
12.Kansas City VAMC, MO

13. Central Arkansas Veterans HCS, AR

14.South Texas VA HCS, TX

15. Fort Harrison VAMC, MT

16.Puget Sound VAMC, WA

17.Boise VAMC, ID

18.VA Southern Nevada HCS, NV

19.VA Southern Arizona HCS, AZ

20.Fargo HCS, ND

AN WN =

* MDE vendors will ensure their providers are adhering to all MDEPO, federal, state, and local guidelines
prior to conducting any in-person examinations.
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Pharmaceutical Use Outside of Approved Indications
Guidance on “Off-label” Prescribing
Departmentof Veterans Affairs (VA) Center for Medication Safety, Veterans Health Administration (VHA) Pharmacy
Benefits Management Services VA Medical Advisory Paneland VISN Pharmacist Executives
August2013

Executive Summary

1. Prescribingthatis outsideapproved indications by the Food and Drug Adm inistration (FDA) is often referred to as
“off-label” use.

2. Thisoften involves usecoutside of specified populations, or in different diseases or stages of diseases. Other ty pes of
off-labeluse may involve changes to dosing or dosing schedules or in chronology and sequence of use of
pharmaceutical agents.

3. Familiarity with the evidence before using a drug off-labelis important since thereis heightened concern when
there is little or no supportingevidence of benefit or safety in a population orfora condition.

4. When considering or reviewing off-labeluse, whether from an individual or institutional perspective, anevidence-
basedapproachsimilar to the principles elucidated by the United States Preventive Services Task Force is
recommended (see Appendix 1).

5. Evidence of benefit (and importantly , risk) should be explicitly reviewed in the context of standard therapies for the
population or condition and recommendations for (ora gainst) use should be based on the quality of evidenceas well
asthe net benefit (potential benefits minus potential harms) [see Appendix 1]. Selective use of studies to support a
position is strongly discoura ged and in the event of a negative outcome, may not withstand the rigor of a thorough
peerreview.

6. Since off-labeluse occurs with non-formulary as wellas formulary drugs, cliniciansmust beawareof their own
prescribing practices. When prescribing outside of FDA indications, it is recommended that clinicians understand and
follow local protocols and procedures, for example from their Pharmacy & Therapeutics (P&T) Committees. In
these cases, the burden of responsibility rests with the prescriber.

7. Consultationwithlocal VA P& T Committees is recommended for agents that donotalready have established protocols
foroff-labeluse.

8. Pharmacy & Therapeutics Committees are responsible for considering effectiveness, equity, safety, and outcomes
—and asa secondary point, cost — when making decisions about pharmaceuticals. As such, these Committees may
approveordisapprove requests, based on theleveland quality of evidence, in the contextof local policies and
procedures.

Background

Off-labeluse refers toa range of prescribing that is outside a pproved indications by the Foodand Drug Adm inistration
(FDA). This may involve areassuch asbioequivalence (e.g. generic products ormodified -release dosa ge forms),
dosing (e.g., above maximum or subtherapeutic), dosing schedules (e.g., using more often than approved), dosing
regimens (¢.g., using a drugapproved for combination therapy as monotherapy ) or chronology (e.g., usingan a gent as
first line therapy instead of its approved second line usa ge). More often, off-label use refers to utilization outside of
specified populations (¢.g., by gender orage or weight) orin different diseases (or stages of diseases) than originally
approved.

Benefits of therapies should notbe assumed across populations or for conditions even when there exists plausible
epidemiologicalevidence, biologicalplausibility or cohort studies —all of which contributed to use of hormone
replacement therapy in women prior to the randomized trialthat outlined the potential hazards [Women’s Health
Initiative, 2002]. With emerging drug therapies, especially, it is important that safety be addressed explicitly. A
frequentassumption is thata productis a s safe in one population as another; without considering possible drug-disease
interactions and/or to possible lower efficacy rates. Forexample, beta-carotene isrelatively harmless in the general
population yetitappearsto increase the risk of lung cancerin heavy smokers [Alpha -Tocopherol, Beta-Carotene,
1994; Omen 1996]. Hence, justas efficacy and effectiveness ofa medication cannotnecessarily be extrapohted tonew
indications oruses, the safety of pharmaceuticals should not be considered constantacross diseases or populations.

In general, off-labeluse becomes a heightened concern when there is little orno supporting evidence of benefit or
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safety in a population or fora condition. This may occur, for example, soonafteranewdrugis released and/or when
marketingis expandingahead of published evidence. Under these circumstances, both the risks and benefits of
utilization become moredifficult to gauge. Hence, new evidence concerning emerging off-labeluse of'a drugmust be
viewed in the context of standard therapies fora disease or population since these oftenhave farmore dataon
effectiveness and safety. In some instances, older drugs may be prescribed for newer (off-label) uses and while there
may be relatively reassuring data on safety, there is often little on efficacy or effectiveness for the proposed use.

Overall, thoughtfuland evidence-based use of medications is good clinical practice. Thisis true forall medication
use, whetherused within or outside of approved FDA indications, especially because FDA labelingand indications
depend on submissions andrequests to (and from) that agency. Contemporary prescribing mustalso consider new
evidence aswell as data that may ormay nothave been submitted to the FDA. Also. when the FDA approves a drug,
it typically considers safety in relationship to the approved indication and othertherapies. Forinstance, when a drug
is approved asa second or thirdalterative, or forarelatively seriousmedical condition,a more significant side effect
profile may be acceptable even though it would not be so fora less serious situation, or for first line therapy. These
issues must be kept in mind when consideringandreviewing off-labeluse of pharmaceuticals.

Focus

The following guidance applies to issuesoutside of bioequivalence and modified dosing forms, for whichuse, unless
stated otherwise fora particulardrug, is generally considered standard practice.

Goals

The Center for Medication Safety in conjunction with the Pharmacy Benefits Management Services and its Medical
Advisory Paneland VISN Pharmacist Executives outline below the generalprinciples and recommendations when
considering pharmaceuticaluse outside of approved dosing, chronology. disease or disease stage or populations.

Our intention is to offer an educational and dynamic documenttoassisthealthcare providers, as well as Pharmacy &
Therapeutics (P& T) Committees and other policymakers, tobetter understand and oversee “off-label” use and to use
principles of evidence-based medicine, as described in Appendix 1, in reviewing such use.

General Principles

1. Firstand foremost, pharmaceutical prescribing should be evidence-based, wheneverpossible (i.c., when
sufficient evidence exists fora robustreview).

2. The ultimate responsibility for thesafety and efficacy of off-label prescribing resides with the prescriber. He/she should
be familiar with the evidence of benefit and with the safety profile before usinga drug. He/she should knowand
understand local protocols foruse of the agentor consult with local pharmacist.

3. Consultationwiththe VA P& T Committee is recommended for agents thatdo notalready have established
protocols for off-labeluse.

4. Properassessmentof evidence for off-label use should involve ascomprehensive and balanced review as possible and
feasible. An assessmentof study quality and netbenefit is sometimes necessary to fully understand safety and
efficacy. Evidence should be viewed in the contextof other more standard therapies. Selective use of studies to
supporta position is strongly discouragedand in the event ofa negative outcome, may not withstand the rigorof a
thorough peerreview.

5. Pharmacy & Therapeutic Committees, as a gents of an institution, and pharmacists can and should assist
clinicians, when requested, to assure effective (and cost-effective) and safe use of medications, as substantiated by
scientific evidence.

6. Cliniciansmay request review by Pharmacy & Thera peutics Committees for off-label use, but equally so, the P&T
Committee may ask the requestor to provide literature regarding the benefit and safety forrequests, as part of their review
process.

7. Pharmacy & Therapeutics Committees are considered the arbiters of suchmatters and have theright to approve or
disapprove submitted requests, based on themerit of scientific evidence and onlocal ornational policy and
procedures.
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General Recommendations:

An evidence-based approach that underscoresevidence assessment, suchas thatused by the United States Preventive
Services Task Force . isrecommended when prescribing or when reviewing requests for off-labeluse. Some
pharmaceutical references summarize existingevidence (e.g., Factsand Comparisons or MICROMEDEX) and
these may be helpful, dependingon the circumstances. One methodto provide contexton risk and benefit is to assess
numberneededto treat (NNT) for specified end point(s) and numberneeded to harm (NNH) for specified adverse events.
The American College of Physicians’ Journal Club defines various terms and definitions, including NNT and NNH,
athttp://acpjc.acponline.org/shared/glossary htm ).

If a medication’s efficacy or safety profile is relatively unknown or cannotbe quantified, orif new data are emerging that
suggest possible adverse effects that were previously unknown orunclear, then providersand overseeing Pharmacy
& Therapeutics committees should be very wary ofuse. In certain circumstances, use may reasonably be subject to
additionalstipulations from P&T Committees (see under, Other Issues, below). As with any pharmaceuticaluse,
onor off label, formulary and non-formulary policies, and relateda pprovals procedures, should apply.

Note that theexamples that follow should be considered illustrative and not definitive statements, since information
and evidence change constantly .

1. Off-labeluse is generally appropriate when there exists properly conducted scientific studies of high
quality and of sufficient size to firmly establish risks and benefits, (forexample, see Appendix 1), forthe
disease and/orpopulation. In practical temms this means a Level of Evidencel (high-grade evidencelinked toa
health outcome), with a substantial ormoderatenet benefit, thatreaches a Strengthof Recommendationof A
(strongly recommended) or B (may be useful). Criteria for use and forapprovalare at the discretion of local
Pharmacy & Therapeutics Committees, unless stated otherwise.

Previously, an example would be use of spironolactone forreducingmortality inad vanced systolic heart
failure (levell evidence) [Pitt, 1999]. Theuse of spironolactone in this circumstanceyielded moderate net
benefit on animportant health outcome and would receive a strength of recommendation of B. Recently,

spironolactone received FDA approval for severeheartfailure based upon these published data.

2. Off-labeluse may be appropriate when there exists Level I1-1 (high-grade evidence linked to an
intermediate outcome), or LevelI1-2 orI1-3 evidence (moderate evidence linked to a health outcome), with small
to substantial netbenefit, leading to a Strength of Recommendation of B (may beuseful) or perhaps C
(interventionmay be considered) [Appendix 1]. Typically, such a recommendation either requires multiple
sources of (consistent) moderatelevelevidence in order to quantify the anticipated benefitsand possibleadverse
effects of therapy or, in some cases, small randomized control trials with an im portant health outcome (LevelI1-1) to
substantiate therequest, though the strength of recommendation tends to be relatively weak (e.g..a “C”). Further
considerationmay be given if the designated useis documented in standard resources or references. Thesemay
include but arenotnecessarily limited to: (a) general or specialty specific textbooks, (b) standard drugreferences
such as MICROMEDEX®, Drug Facts and Comparisons, United States Pharmacopeia Dispensing Information,
or American Hospital Formulary Service Drug Information, (c) review papers from widely recognized or
specialty -specific peerreview journals; (d) properly conducted m eta-analy ses and evidence based medicine reviews
(e.g.. Cochrane Collaboration) or (¢) locally approved guidance such as a pre-approved protocolby an
nstitution’s P&T Committee; or (f) within VA (or VA/DoD) Guidelines. Again, criteria foruse and for approval
are at the discretion of local Pharmacy & Therapeutics Committees, unless stated otherwise.

An example is the use of m odafinil for fatigue associated with Multiple Sclerosis (M S). Evidence of benefithas been
demonstrated in four trials comprising double blinded, single blinded and open label tria Im ethodologies.
Additionally, there was nonetbenefit shown in three other trials. The total patientpopulation reviewed in these
seven trials was 429. Per Appendix 1, anassessmentyields a Levelof Evidence of 11-1, with small to moderate
net benefit andhence at best a recommendationof B. The use of modafinilmay be considered a fter a trial with
amantadine, which is also offlabel but has stronger clinical evidence.

3. Off-labeluse should be farmore cautionary, and appropriateness is less clear, where there exists Level
11l evidence (no linkage to health outcomes) or Level IV (insufficient evidence) without any of the resources or
referencesabove. Inconsidering use, there should stillbe some supportive evidence of net benefit available such
ascase reports, abstracts from national or interna tional conferences, small studies of some scientific merit or
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studies that include a selected subpopulation and where extrapolation to the populationathandmay be relevantdue
to, forexample, biological plausibility . At best, these situations give a graded recommendation of Insufficient
Evidence (I). Importantly, safety should be addressed asexplicitly as possiblesince there existsthe p otentialto do
harm. Use may also be considered under very selected circumstances, such as when no other option exists or when
theoreticalreasoning is com pelling (for example, whenanargument can be made for extrapolating resultsfrom one
populationto another or when based on pathogenesis ofa discase). In general, providers should not utilize
pharmaceuticals under these circumstances without prior P& T assessment and approval (or precedent for such).
Moreover, when requests are sentto P&T, these should ty pically be reviewed ona case-by-case basis and be
subjectto one ormore stipulation, as described below.

An example would be using Botulinum toxin for analfissures; there are smallrandomized control trials showing
improvement, but long term outcomes are not well defined, and adverse events are alsoreported (e.g..
incontinence of stool) [Altomare, 2011].

4. Off-labeluse is generally notappropriate when there is no or very little substantiatingevidenceon a
disease oran intermediate outcome for that disease. At best this represents a grade of Level I (insufficient
evidence), and it is im portantto note that in such cases harm is always possible. Exceptions may include limited
instances when, forexample, there is biological plausibility foranoutcome and the disease state or condition s
rare orwhen incidenceis so low as to precludereasonable study(ics).

5. Off-labeluse is clearly not appropriate when available evidence suggests possible or probable harm
with little benefit or when seminal studies suggestno benefit to the population or disease specified (which
differs from situations when there is no or little evidence of benefit dueto lack of appropriate studies).

An example would be use of gabapentin formood disorders, a situation where early reports were promisingbut
further studies failed to suggest substantive netbenefit [Backonja, 1998]. Anotherexample would be that
benzodiazepine administrationshould be discouraged both in acutestress disorder and post -traumatic stress
disorder. due to the lack of evidence for effectiveness and risks thatoutweigh potential benefits (i.c.. there is
evidence to suggest thatbenzodiazepines may actually potentiate the acquisition of fearresponses and worsen
recovery from trauma)[ VA-DOD Guidelines|.

Other Issues

1.

Off-label use may be entirely appropriate in many situations, but when sufficientevidence from properly conducted
randomized controltrials is not available to justify efficacy /effectiveness and/or safety, additional
requirements or stipulations are reasonable, atthe discretion of the local P&T Committee. As a generalrule, the
stipulations and requirements should become more stringent as the benefits (¢.g., NNT) and the harms (e.g.,
NNH) of therapy become more difficult to quantify. Examples of such stipulationsand requirements may
include:

a. A pre-determined therapeutic trial of clinically reasonable duration with a specified follow-up period and/or
specified outcome.

b.  Developmentof criteria for subsequent utilization and monitoring.

c.  Documentation in the medicalrecord by therequestor or delegatethata conversation on risks and benefits
has taken place with the patient (or designated caregiver, asappropriate) and that the patient or caregiver
understands that the drug has not been studied and/or approved foruse in the proposed manner and thathe/she
acceptstheattendantrisks. Forexample, “I have discussed therisks and benefits with this patient and he/she
agrees with the use of this agent, even though it has not been studied and/or approved for the proposeduse.”

d.  Formalinformed consent protocoldocumentsigned by the patientor caregiver prior to use (this protocol
should be utilized rarely and generally only when there is the possibility of a life or organ threatening
safety issue connected with use of a drug).

e.  Referring the matter to the localResearch & Development Serviceas possible investigational therapy (Note
thatthis should be a very rare occurrence. The FDA policy on referral to aninstitutional review board is
available the following link: http://www.fda.gov/Regulatory Information/Guidances/ucm 126486 htm ).
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Appendix 1
Determining Evidence Levels and Strength of Recommendations

The following evidence grading and a ssessment scales are based on those used by the Joint VA/DoD Evidence Based
Practice Work Group (EBPWG). This method is similar to that used by the U.S. Preventative Services Task Force.
Assessments should be guided by as comprehensivea review of the available litera ture as possible and feasible, and not
by selectively choosing or interpretatingindividual studies.

Further discussion of methods can be found at
http:/Avww.uspreventiveservicestaskforce.org/methods.

In addition, otherresources forreference and tutorials include Cochrane Collaboration,
The Amernican Colege of Physicians and the University of Toronto Centre for Evidence Based Medicine.

Assessment and grading of evidence and benefit is as follows:

1. Assess overall quality of evidence using the terms shown in Table 1.

2. Assessthe netbenefit (benefitsminus harms) “substantial,” “moderate.” “small,” or “zero or negative” as described in
Table 2.

3. Based onmatings of the overall quality ofthe evidence and the magnitude of net benefit, grade the
recommendation using the grid in Table 3 (Level of Recommendation)

TABLE 1: Overall Quality

1 High grade evidence (I orII-1) directly linked to health outcome
I High grade evidence (I orII-1)linked to intermediate outcome or
Moderate gradeevidence (I1-2 or11-3) directly linked to health
i Levellll evidence orno linka ge of evidenceto health outcome
v Insufficient Evidence
Definitions
I: Evidence obtained from atleastone properly randomized controlled trial.

II-1:  Evidence obtained from well-designed controlled trials without randomization.

I1-2: Evidence obtaned from welkdesigned cohort or casecontrol analytc studies, preferably from more than one
centerorresearch group.

11-3 Evidence obtained from multiple time series studies with or without the intervention. Dramatic results in
uncontrolled experiments (such as the results of theintroductionof penicillin treatment in the 1 940s)
could also be regarded as this type of evidence.

III: Opinions of respected authorities, based on clinical experience; descriptive studies and case reports; or reports of
expert committees.

TABLE 2: Net Benefit of the Intervention

More thana small relative im pactona frequent condition with a substantial burden of
suffering —or -

Alarge impact onaninfrequent condition with a significant im pact onthe individual patient
level

A smallrelative impact ona frequentcondition with a substantial burden of suffering - or -
Moderate A moderateimpacton aninfrequentcondition with a significantim pact on the individual
patientlevel

A negligible relative impact on a frequent condition with a substantial burden of suffering -
or-

A smallimpact onan infrequent condition with a significantimpact on the individual patient
level.

Negative impact on patients -or -

No relative impact on eithera frequent condition with a substantial burden of suffering - or -
An infrequent condition with a significant impacton the individual patient level.

* Generally this is in com parison to established standards (and/or placebo, when there isno comparisonto other

Substantial

Small

Zeroor
Negative
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standard therapies)

TABLE 3: Determine Level of Recommendation

The net benefit of the intervention
Quality of Evidence Substantial Moderate Small Zeroor -

1 A B C D
11 B B C D
111 C C C D
v 1 1 1 D

Definitions

A Strongrecommendation that the intervention is always indicated and acceptable

B Recommendation that the intervention may be useful/effective

C Recommendation that the intervention may be considered .
D Recommendation thata procedure may be considerednot useful/ effective, ormay be harm ful.
1 Insufficient evidence to recommend for ora gainst the intervention
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COVID-19 SUPPLEMENT

VOLUME 10 MAY 2020

A MONTHLY PUBLICATION FROM VA MEDSAFE:
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REMDESIVIR: EMERGENCY USE AUTHORIZATION FOR POTENTIAL COVID-19

TREATMENT; LIMITED DATA AVAILABLE

FDA Issues EUA

FDA has issued an emergency use authoriza-
tion (EUA) for the investigational antiviral
remdesivir in patients with COVID-19. Un-
der this EUA, the unapproved product can be
administered by health care providers to treat
hospitalized patients with suspected or labora-
tory-confirmed COVID-19 that is severe.
Severe disease is defined as low blood oxygen
levels (<94%). the need for oxygen therapy,
or intensive respiratory support (i.., mechani-
cal ventilation or extracorporeal membrane
oxygenation [ECMO]).

The EUA was based on a clinical trial shown
to shorten the time to recovery in some pa-
tients. The ACTT trial (Adaptive COVID-19
Treatment Trial) is an ongoing phase 3, dou-
ble-blind, placebo-controlled trial of hospital-
ized patients with severe COVID-19 pneumo-
nia, sponsored by the National Institute of
Allergy and Infectious Diseases (NIAID).

e VHA PBM Information on investigational and off-label

Patients must have infiltrates on X-ray, re-
quire oxygen or ventilatory support or have
room air oxygen saturation less than 94%.
Preliminary results suggest that patients who
received remdesivir had a 31% faster time to
recovery than those who received placebo (11
days for patients treated with remdesivir ver-
sus 15 days for those who received placebo,
p<0.001). Results also indicate numerically
lower mortality without statistical significance
(8.0% for the remdesivir group versus 11.6%
for placebo, p=0.059). Treatment in this
study consists of 200 mg of remdesivir on the
first day of enrollment followed by 100 mg
per day for nine subsequent days of hospitali-
zation or placebo. Final results including
baseline demographics of the groups and de-
tails of the primary and secondary analyses
are still forthcoming. Based on these data, a
new NIAID trial, named ACTT2, will look at
remdesivir alone versus remdesivir plus bara-
citinib to assess whether adding an anti-
(continued on page 3)

of COVID-19

document - 05/07/2020

e Hydroxychloroquine/Chloroquine and Risk of Use Outside Hospital or Clinical
Trial Settings - National PBM Bulletin - 04/24/2020

e HCQ and CQ Safety for COVID-19 Fi

uently Asked Questions AMENDMENT-

04/23/2020 — FAQ Sheet AMENDMENT

(continued on page 2)
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from the fda ...

COVID-19 DISEASE
Safety Alert Regarding Use of Fecal Microbiota for T: ion and Additional Safety Protections Pertaining
to SARS-CoV-2 and COVID-19

03/23/2020

Studies suggest that SARS-CoV-2 ribonucleic acid (RNA) and/or SARS-CoV-2 virus can be present in stool of

infected individuals.™* FDA warns that use of fecal microbiota for transplantation (FMT) to treat Clostridium

difficile (C. difficile) infection in patients who have not responded to standard therapies may have the potential to

transmit SARS-CoV-2, although the risk of such transmission is unknown.* To address the risk, stool used for

FMT should have been donated before December 1, 2019. If stool used for FMT is donated after December 1,

2019, additional protective measures to take include:

e Donor screening with questions directed at identifying donors who may be currently or recently infected with
SARS-CoV-2;

e Testing donors and/or donor stool for SARS-CoV-2, as feasible;

e D of criteria for ion of donors and donor stool based on screening and testing; and

e Informed consent that includes information about the potential for transmission of SARS-CoV-2 via FMT,
including FMT prepared from stool from donors who are asymptomatic for COVID-19.

REFERENCES:
! Xiao F, Tang M, Zheng X, Liu Y, Li X, Shan H, Evidence for gastrointestinal infection of SARS-CoV-2, Gastroenterology (2020), doi:
https://doi.org/10.1053/j.gastro.2020.02 Link Disclaimer

*Tang A, Tong Z-d. Wang H-1, Dai Y-x, Li K-f, Liu J-n, et al. Detection of novel coronavirus by RT-PCR in stool specimen from asymptomat-
ic child, China. Emerg Infect Dis. (2020), hitps://doi.org/10.3201/¢id2606.200301 External Link Disclaimer from https:/wwwne.cde. gov/eid/

¥ Wang, W, Xu, Y, Gao, R, et al., Detection of SARS-CoV-2 in Different Types of Clinical Specimens. JAMA (2020), https://doi.org/10.1001/
jama.2020.3786External Link Disclaimer

* Gu J, Han B, Wang J, COVID-19: Gastrointestinal manifestations and potential fecal-oral transmission, Gastroenterology (2020), doi: https://
doi.org/10.1053/].gastr0.2020.02.054

Information Pertaining to Additional Safety P ions Regarding Use of Fecal Mi iota for Ti ion -
Screening Donors for COVID-19 and Exposure to SARS-CoV-2 and Testing for SARS-CoV-2

04/09/2020

A previous safety alert addressed the potential risk of transmission of SARS-CoV-2 virus via fecal microbiota for
transplantation (FMT). At that time, FDA determined the need for additional protections for any use of FMT,

‘whether under an igati New Drug Application (IND) on file with the FDA or under FDA’s enforcement
di ion policy. FDA is providing an update on these additional protections, which includes no clinical use of
FMT product manufactured from stool donated on or after December 1, 2019, until the following measures are
implemented:

1. Stool donor screening.

o Assess whether the donor was diagnosed with laboratory-confirmed SARS-CoV-2 infection; experienced
symptoms of COVID-19 (e.g.. fever, cough, shortness of breath) not explained by another diagnosis; or was
exposed to a suspected or confirmed case of COVID-19 or SARS-CoV-2 infection since December 1, 2019.
If SARS-CoV-2 infection or exposure is suspected or confirmed, exclude donor from further donations and
exclude from clinical use any FMT product manufactured from stool donated by the affected donor begin-
ning 4 weeks prior to the date of infection/exposure.

2. Testing stool donation or stool donor for SARS-CoV-2 virus or RNA.

e Testing approaches might include: upper respiratory specimens (e.g.. nasal swabs) or other specimens (e.g.,

rectal swabs or stool donations).

e If SARS-CoV-2 is detected, exclude donor from further donations and exclude from clinical use any FMT
product manufactured from stool donated by the affected donor beginning 4 weeks prior to the first positive
test.

3. As part of the informed consent process, communicate to the FMT recipient that:

e Healthy, asymptomatic stool donors may potentially be infected with SARS-CoV-2;

o Testing approach and other strategies are used to mitigate the risk of SARS-CoV-2 transmission; and

o Limitations of testing and risk mitigation strategies.

(continued on page 4)
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(continued from page 1)
inflammatory agent to the remdesivir regimen can provide addi-
tional benefit for patients.

Evidence in the literature on the use of remdesivir for treatment
of COVID-19 is limited. An uncontrolled compassionate use
trial of the drug observed clinical improvement in 36 of 53 pa-
tients (68%); 25 patients (47%) were discharged; and 7 patients
(13%) died. The most common adverse events were increased
hepatic enzymes, diarrhea, rash, renal impairment, and hypoten-
sion. However, this study lacked a control group making drug
effect difficult to ascertain. Findings from a placebo-controlled
trial in China of 237 patients showed remdesivir was not associ-
ated with statistically significant clinical benefits in the time to
clinical improvement, mortality, or time to clearance of virus in
patients with serious COVID-19 compared with placebo. Ad-

liver tests.

An expansion up to 5,600 patients is in progress,
patients on hanical ventilation. An exploratory
analysis suggested that patients who received remdesivir within
10 days of the start of symptoms appeared to derive the most
benefit. A second SIMPLE trial is ongoing to evaluate the safe-
ty and efficacy of the same dosing regimens of remdesivir plus
standard of care compared with standard of care alone in 1,600
patients with moderate disease.

Mandatory Requirements for Remdesivir Administration
Under EUA:
Under the EUA, health care facilities and health care providers
are required to:
e Ensure awareness of the letter of authorization and the con-
ditions for remdesivir emergency use, which consist of
of d or laboratory confirmed coronavirus

verse events were reported in 66% of patients in the
group, of which the most commonly reported included constipa-
tion, hypoalbuminemia, hypokalemi
nia, and increased total bilirubin. Overall, serious adverse events

disease 2019 (COVID-19) in adults hospitalized with severe

were lower in remdesivir patients
placebo. Frequency of elevated transaminases appeared less
with remdesivir (5%) than with placebo (12%). Rash and throm-
bocytopenia occurred with at least 4% greater incidence with
remdesivir than placebo. However, more remdesivir patients
than placebo patients discontinued because of adverse events
(i.e., anorexia, nausea, and vomiting; aminotransferase or biliru-
bin i and i y status). Of note,
this trial was underpowered since sample size was not reached
which led to early termination.

Additional preliminary data from the manufacturer includes an
open-label, Phase 3 SIMPLE trial evaluating 5-day and 10-day
dosing ions of ivir in 397 italized patients with
severe COVID-19 disease. Data did not show a difference in
clinical improvement between a 5-day and a 10-day treatment
course. Patients included had evidence of pneumonia and re-
duced oxygen levels that did not require mechanical ventilation
upon study entry. The time to clinical improvement for 50% of
patients was 10 days in the 5-day treatment group, and 11 days
in the 10-day treatment group. More than half of patients in both
treatment groups were discharged from the hospital by Day 14
(5-day: 60.0%, n=120/200 vs. 10-day: 52.3% n=103/197;
p=0.14). At Day 14, 64.5% (n=129/200) of patients in the 5-day
treatment group and 53.8% (n=106/197) of patients in the 10-
day treatment group achieved clinical recovery. The most com-
mon adverse events occurring in approximately 10% of patients
in the 5-day (n=200) and 10-day (n=197) treatment groups were
nausea (10.0% [n=20] versus 8.6%, [n=17], respectively) and
acute respiratory failure (6.0% [n=12] versus 10.7% [n= 21],
respectively). Grade 3 or higher liver enzyme (ALT) elevations
occurred in 7.3% (n=28/385) of patients, with 3.0% (n=12/397)
of patients discontinuing remdesivir treatment due to elevated

anemia, th /tope- discase defined as patients with an oxygen saturation
(Sp02) < 94% on room air or requiring supplemental oxy-
to those gen or iring invasive i ilation or requir-

ing ECMO.

e Provide authorized Fact Sheets to providers and to patients/
caregivers, respectively, through appropriate means.

#  As part of the current EUA, FDA requires that the man-
ufacturer provide fact sheets about remdesivir for health
care providers and patients, which include information
on potential adverse events such as increased levels of
liver enzymes and infusion-related reactions
(hypotension, nausea, vomiting, diaphoresis, and shiv-
ering) as well as dosing.

#  Fact sheets are available at the following links:
= https:/www fda.gov/media/137566/download

Fact Sheet for Health Care Providers, Emergency
Use Authorization (EUA) of Remdesivir (GS-
5734™)
= https://www.fda.gov/media/137565/download
Fact Sheet for Patients and Parent/Caregivers,
Emergency Use Authorization (EUA) of
Remdesivir for Coronavirus Disease 2019 (COVID
-19)

e Communicate to patients and/or caregivers information con-
sistent with the “Fact Sheet for Patients and Parents/
Caregivers” prior to the patient receiving remdesivir. Docu-
mentation in the patient’s medical record must confirm that
the patient/caregiver was:

# Given the Fact Sheet for Patients and Parents/
Caregivers.

#  Informed of alternatives to receiving remdesivir and the
risks and benefits of those alternatives.

#  Notified that FDA has authorized the emergency use of
remdesivir, which is not an FDA approved drug.

(continued on page 5) 3
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Getting the most from our safety surveillance

FDA CAUTIONS AGAINST USE OF HYDROXYCHLOROQUINE OR CHLOROQUINE FOR COVID-19 OUTSIDE OF THE
HOSPITAL SETTING OR A CLINICAL TRIAL DUE TO CARDIAC RISK

FDA cautions that hy (HCQ) or chl

(CQ), when used for COVID-19, should be limited to clinical
trial settings or in-hospital use for certain patients under the
Emergency Use Authorization (EUA). FDA became aware of
increased use of HCQ and CQ through outpatient prescriptions.
FDA reviewed case reports of serious cardiac adverse events and
death in patients with COVID-19 receiving HCQ or CQ, either
alone or bined with azi in or other QT i
medicines from the FDA Adverse Event Reporting System, the
published medical literature, and the American Association of
Poison Control Centers National Poison Data System. These
adverse events occurred in hospital and outpatient settings and
include QT interval prolongation, ventricular tachycardia and
ventricular fibrillation, and in some cases, death associated with
the use of HCQ or CQ to treat or prevent COVID-19.

HCQ and CQ have not been proven to be safe and effective for
treating or preventing COVID-19. Recent studies suggest a
lengthening effect on QT interval with the combined use of
HCQ and azithromycin. Close supervision is strongly recom-
mended due to potential for QT prolongation, other serious side
effects, and drug-drug interactions with QT-prolonging medi-
cines. Patients taking HCQ or CQ for FDA-approved indications
to treat malaria or autoimmune conditions should continue tak-
ing their medicine as prescribed; the benefits outweigh risks at
the doses for these iti

Last month, VA PBM/MedSAFE issued a National PBM Bulle-
tin addressing FDA’s warning against use of hydroxychloro-
quine (HCQ) and chloroquine (CQ) for COVID-19 outside of
the hospital or clinical trial settings (i.e., outpatient use unless in
a clinical trial) due to risk of cardiotoxicity. Recommendations
include:
e Use of HCQ/CQ for COVID-19 should be in the context of
a clinical trial, especially in unsupervised outpatient set-
tings. In the absence of such a trial, off-label use in hospi-

Click on links below for more information:
e CDCI

on COVID-19 Disease for Healthcare Pro

talized patients should occur using the best available infor-
mation, only AFTER consultation with Infectious Diseases
and/or other facility designated experts, AND AFTER eval-
uating the potential benefits and risks associated with the
treatment, customized to the needs of the patient. Discus-
sion of these risks/benefits should be in consultation with
the patient, family, and in keeping with the PBM Document
entitled: Pharmaceutical Use Outside of Approved Indica-
tions Guidance on “Off-Label” Prescribing (August 2013).

e Providers should monitor QTc at baseline and continue
monitoring after start of HCQ or CQ.

e Providers should report any adverse drug events with the use
of HCQ/CQ alone or those caused by drug-drug interactions
by entering the information into CPRS’ Allergies/Adverse
Reactions field and/or via local reporting mechanisms. Ad-
verse events should also be reported, as appropriate, to the
VA ADERS program and FDA MedWatch (1-800-FDA-
1088, fax 1-800- FDA-0178, online at https:/
www.accessdata.fda.gov/scripts/medwatch/medwatch-
online.htm, or by mail).

e Additional safety information and monitoring recommenda-
tions for HCQ or CQ have been addressed in a “Frequently
Asked Questions” document, which is available at: https:/
vaww.cmopnational.va.gov/cmop/PBM/Clinical%
20Guidance/FAQ%20SHEETS/HCQ%20and%20C
208Safety%20for%20COVID-19%20Frequently %
20Asked%20Questions_A d FINAL.pdf .

%20%

For further details, please refer to the National PBM Bulletin
issued on April 24, 2020.

REFERENCE:

FDA Drug Safety Communication. FDA cautions against use of hydroxychloro-

quine or chloroquine for COVID-19 outside of the hospital seting or a clinical

trial due to risk of heart rhythm problems. Available at: hitps://www.fda.gov/
and pda-c: . .

drugs/drug-safe

d-19. de-he . r. Accessed 4/24/2020.

VA Office of Research and

Development (ORD) resources on

fessionals COVID-19 are available at:

e  CDC Clinical Care Information for Healthcare Professionals
Regarding COVID-19 https://dvagov. st sites/

e CDCI on Tt ic Options for COVID-19 Pa- vacovl idl
tients SitePages/ORD-C ications.aspx
World Health Orga ion Interim Guidance for Clinica
! of Severe Acute R  Infection When This SharePoint site contains infor-

COVID-19 is Suspected

e Gui from the

o National Institutes of Health COVID-19 Treatment Guidelines
Discases Society of America

mation and resources for VA research
administrators, investigators and staff.
Content continues to be updated as new

table of COVID-19 treatments

GENERAL COVID -19 RESOURCES

e The American Society of Health-System Pharmacists evidence

IDNVAIND 2 SIDILON AJO
61-dINOD

information emerges. The direct link is
only accessible internally within VA.
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AVAILABLE

(continued from page 3)

%  Advised that the patient or parent/caregiver has the op-  information into CPRS’ Allergies/Adverse Reactions field and/
tion to accept or refuse remdesivir. or via local reporting mechanisms. Adverse events should also
*  Counselled on the significant known and potential risks b€ Teported, as appropriate, to the VA ADERS program and
and benefits of remdesivir, and the extent to which such ~ FDA MedWatch ~ (1-800-FDA-1088, fax 1-800- FDA-0178,
risks and benefits are unknown. online at https://www fda.gov/script d ii
h-_online.htm, or by mail). Reporting can help to iden-
tify serious and unexpected adverse events that have not been
previously reported with remdesivir use given the limited experi-
ence with remdesivir at the recommended dose.

e Monitor renal and hepatic in to the
Fact Sheet for Health Care Providers:
*  Determine ¢eGFR;
*  Hepatic laboratory testing in all patients prior to starting
remdesivir and daily while receiving remdesivir. VA Distribution of Remdesivir Under EUA:
e Track serious adverse events potentially associated with VA received a centralized supply of remdesivir and has been
remdesivir use and report these to FDA in accordance with  able to accommodate all requests for product to date. For sites

the Fact Sheet for Healthcare Providers. that have patients who meet the EUA criteria for use of
#  The prescribing health care provider and/or the provid-  remdesivir, a patient specific order, which will be sent by UPS
er’s desi are/is ible for y i overnight, can be entered at the following link: https:/
of all medication errors and adverse events (death, seri- ~ dvagov.sharepoint.com/sites/ VHAPBM/VA_MedSAFE/
ous adverse events) i tobe p i related  COVID/Lists/ROF/Allltems.aspx .

to remdesivir occurring during remdesivir treatment
within 7 calendar days from the onset of the event.

REFERENCES:

*  The reports should include unique identifiers and the 1. FDA News Release. Coronavirus (COVID-19) Update: FDA Issues Emer-
words “Remdesivir under Emergency Use Authoriza- gency Use Authorization for Potential COVID-19 Treatment. Available at:
tion (EUA)” in the description section of the report. https://www.fd ol 0 covid-

X N N 19-update-fda-issues-emer; s tential-covid-19-

*  Submitted reports should include in the field name, treatment . Accessed 5/1/2020.

“Describe Event, Problem, or Product Use/Medication 2.  NIH Clinical Trial shows remdesivir accelerates clinical recovery from

Ermor” a “R ivir under Ei v Use advanced COVID-19. NIH Press release. 4/29/20. Accessed 4/30/20.

Authorization (EUA).” 3. Grein J. Ohmagari N, Shin D, et al. C: use of remdesivir for
g severe COVID-19. N EnglJ Med 2020.Apr 10. Doi. 10.1056

%  Serious Adverse Events are defined as: death; a life- NEJMoa2007016
threatening adverse event; inpatient hospitalization or 4  Wang Y, Zhang D, Du G et al. Remdesivir in adults with severe COVID-

ion of existing italization: a persi or 19:a ized, double-blind, placeb lled, multi trial. Lan-
- n of exis Lo R cet 2020;80140-6736 hitps://doi.org/10.1016/S0140-6736(20)31022-9
significant incapacity or substantial distuption of the s Gjead Press Release. Gilead Announces Results From Phase 3 Trial of
ability to conduct normal life functions; a i igational Antiviral ivir in Patients With Severe COVID-19.
anomaly/birth defect; a medical or surgical interven- April 29, 2020. Available at: https:/www.gilead.com/news-and-press
tion to prevent death, a life-t ing event, hospitali s leases/2020/d/gilend STT— ,:\
zation, disability, or congenital anomaly. 19. Accessed 5/1/2020. §
e Through a process of inventory control, maintain records 6. FDA. Fact Sheet for Health Care Providers, Emergency Use Authorization
regarding: (BUA) of Remdesivir (GS-5734™). Available at: https://www.fda gov
media/137566/download . Accessed 5/1/2020.
*  the dispensed authorized remdesivir (i.c., lot numbers, .

quantity, receiving site, receipt date);

*  product storage;

* patient information (e.g. patient name, age, discase
manifestation, number of doses administered per pa-
tient, other drugs administered).

e Ensure that any records associated with this EUA are main-
tained until notified by Gilead and/or FDA. Such records
will be made available to Gilead, HHS, and FDA for inspec-
tion upon request.

In addition to the above, providers should continue to report any
adverse drug events with the use of remdesivir by entering the
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Office of Electronic Health Record Modernization (OEHRM)
Action Plan

OIG Draft Report: Audit of VA’s Infrastructure Readiness Efforts for the Electronic
Health Record Modernization Program, Project Number 2019-08980-R9-0001

Date of Draft Report: February 13, 2020

Recommendations/ Status Completion Date
Actions

Recommendation 1: Establish an infrastructure readiness schedule for future
deployment sites that incorporates lessons learned from the DOD.

OEHRM Comments: Concur

OEHRM has a deployment schedule which includes the infrastructure readiness
schedule. This schedule incorporates lessons learned from DOD (e.g. completing key
infrastructure at least 6 months early and utilizing Cerner’s backend printing functions).
The deployment schedule was developed and will be updated to incorporate changes
experienced during OEHRM'’s Initial Operating Capability (I0C). OEHRM has and will
continue to coordinate with VHA and OIT to provide a unified schedule for future
deployments based on the scheduled enterprise and site level assessments.

OEHRM considers Recommendation 1 completed and requests that OIG close the
recommendation.

OEHRM Response 6/29/20: No change since last response.
Recommendation 2: Reassess the enterprise-wide deployment schedule to
ensure projected milestones are realistic and achievable, considering the time

needed for facilities to complete infrastructure upgrades.

OEHRM Comments: Concur

OEHRM has a deployment schedule, which will be updated to incorporate VA lessons
learned during OEHRM’s deployment. OEHRM has and will continue to coordinate with
VHA and OIT to provide a unified schedule for future deployments, which incorporate
VHA'’s agreed upon schedule for completing the required infrastructure upgrades.

OEHRM considers Recommendation 2 completed and requests that OIG close the
recommendation.

OEHRM Response 6/29/20: No change since last response.

VA FORM 2105 Automated
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Recommendation 3: Implement tools to comprehensively monitor the status and
progress of medical devices at the enterprise level.

OEHRM Comments: Concur

OEHRM developed and implemented tracking tools to effectively monitor infrastructure
readiness at Mann-Grandstaff. OEHRM uses these tools to provide weekly updates of
VHA Capital Improvement projects, room-by-room updates, and near real-time
monitoring of deployment and imaging of computers through the VA Information Central
Analytics Metrics Platform (ICAMP) system. OEHRM will continue expanding these
dashboards and oversight mechanisms to more actively monitor areas like physical
security and provide a better national view. OEHRM is also implementing tools to
comprehensively monitor the status and progress of medical devices at the enterprise
level. OEHRM plans to expand monitoring to existing VHA sites and VISN level
monitoring mechanisms for medical devices which are being assessed for how they will
be supporting national deployment.

OEHRM considers Recommendation 3 completed and requests that OIG close the
recommendation.

OEHRM Response 6/29/20: No change since last response.
Recommendation 4: Standardize infrastructure requirements in conjunction with

VHA and the OIT and ensure those requirements are disseminated to all
necessary staff.

OEHRM Comments: Concur

OEHRM is collaborating with VHA and OIT to ensure a successful Go-Live. Collectively
OEHRM, VHA, and OIT created the following:
e Site Infrastructure Requirements (to specify the required infrastructure);
o Site Self-Assessment (to identify infrastructure needs/deficiencies in advance of
Go-Live);
¢ Site Infrastructure Playbook (to identify the steps a facility would need to take for
a successful Go-Live); and
o Installation project monitoring tools (to create a standard and repeatable process
for infrastructure upgrades).
OIT and VHA have also incorporated the above standards and requirements into their
infrastructure standards. For example, VA is in the process of updating their Technical
Information Library (TIL) for structured cabling to follow the latest ANSI-TIA standard.
Similarly, OIT updated their computer specifications with the OEHRM specification for
future technology refreshes in the enterprise.

OEHRM considers Recommendation 4 completed and requests that OIG close the
recommendation.
OEHRM Response 6/29/20: No change since last response.
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Recommendation 5: Evaluate physical infrastructure for consistency with OEHRM
requirements and monitor completion of those evaluations.

OEHRM Comments: Concur

OEHRM is working with VHA, OIT, and Local Facilities to create a framework for
validating physical infrastructure. This validation includes a facility confirmation memo
that verifies site requirements are met; VHA certification that construction projects are
complete; and validation from OIT that End User Devices (EUDs) are imaged and
installed.

ICAMP provides real time updates to End User Devices and VHA provides monthly
updates to capital improvement projects.

Status: In process Target Completion Date: March 2021
OEHRM Response 6/29/20: OEHRM will provide an infrastructure RACI in the next
update of the Site Infrastructure Requirements, which will list all infrastructure

components to be validated once upgrades are complete.

Recommendation 6: Fill infrastructure-readiness team vacancies until optimal
staffing levels are attained.

OEHRM Comments: Concur

OEHRM TIO currently has two of six positions filled in Infrastructure Readiness with
another in active recruitment. Additionally, one staff has been detailed to support
infrastructure, as well as a team of 19 contractors. In the newest proposed
organizational chart, TIO has requested an additional six staff for Infrastructure
Readiness, with an emphasis on construction and project management.

Additionally, a team of four staff within VHA has also been stood up to manage capital
improvements; they will have a direct line to VHA/VISN/VAMC leadership. Three of
those four positions have been onboarded since August 2019 and the other Full Time
Employee (FTE) is going through screening and background checks before being
onboarded.

Status: In process Target Completion Date: March 2021
OEHRM Response 6/29/20: OEHRM continues to search and hire government

employees to meet the staffing need. A detailee was extended, and OEHRM wiill
continue to use contractor positions, along with OIT resources, to meet the need.
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Recommendation 7: Ensure physical security assessments are completed and
addressed at future electronic health record deployment sites.

OEHRM Comments: Concur

The Office of Security & Preparedness (OSP) is responsible for all physical and logical
security at VA. OEHRM has worked with OSP on many aspects of logical security and
some aspects of physical security. Additionally, OEHRM and VHA have incorporated
elements of physical security into the planning and assessment documents for future
facilities. These assessment and planning documents are:

(1) Site Infrastructure Requirements

(2) Site Infrastructure Playbook, and

(3) installation project monitoring tools.

OEHRM will also reassess these planning and assessment documents with VHA to
ensure and validate they incorporate the requisite physical security assessments and
planning for future deployment sites.

OEHRM considers Recommendation 7 completed and requests that OIG close the
recommendation.

OEHRM Response 6/29/20: No change since last response.
Recommendation 8: Ensure all access points to physical infrastructure are
secured and inaccessible to unauthorized individuals.

VAMC Director Comments: Concur

Mann-Grandstaff VA Medical Center leadership recognizes the importance of the
physical security of the electronic health record infrastructure and will expeditiously
resolve all physical security issues identified in the OIG audit.

We are working diligently to address the security issues identified in the draft report
(manhole cover, equipment racks and the dumbwaiter door) and anticipate having these
security issues resolved before Go-Live.

Status: In process Target Completion Date: Go-Live

OEHRM Response 6/29/20:

1. The dumbwaiter security enhancement work was completed March 13, 2020.

2. The Pharmacy Network equipment and rack was relocated and verified operational
on May 14, 2020.

3. The manhole security enhancement work was completed on May 28, 2020.
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Date of
FY 20 COVID-19 Obligations/Expenses Transaction Transaction # Type of Funds
COVID-19 VVC Provider Equipment 3/12/2020 |776-20-2-9201-0134 160
COVID-19 Patient IPAD Tablet 3/12/2020 776-20-2-9201-0135 160
COVID-19 Digicert SSL Certificates 3/16/2020 776-20-2-9201-0137 160
COVID-19 MOU Val Rivish 3/18/2020 MOU: Sta 664 Phoenix, 4 160
COVID-19 NTTHD 24/7 Addtl Staff - OPTIONAL TAS| 3/24/2020 776-20-2-9201-0160 160
COVID-19 Provider iPad/Accessories 3/25/2020  [776-20-2-9201-0161 160
COVID-19 Patient IPAD Tablet 4/6/2020 776-20-3-9580-0207 160
COVID-19 Telehealth Systems and Applications Rel 4/7/2020 776-20-3-9201-0214 160
COVID-19 PROVIDER Apple iPad 4/16/2020 776-20-3-9202-0002 160
COVID-19 PATIENT Apple iPad 4/16/2020  |776-20-3-9202-0003 160
COVID-19 PROVIDER DELL 22 Monitor 4/16/2020 776-20-3-9202-0005 160
COVID-19 NTTHD/MSD addtl Staff (30) thru 8/31 4/23/2020 776-20-3-9202-0016 160
COVID-19 SMS Gateway Services 4/20/2020 776-20-3-9202-0004 160
COVID-19 Remediation Optional Tasks 4/24/2020 776-20-3-9202-0026 160
COVID-19 Digicert Addtl SSL Certificates 4/16/2020 776-20-3-9202-0123 160
COVID-19 Adobe Connect 2000 Addtl seminar rool 4/14/2020 776-20-3-9202-0006 160
COVID-19 TCT OPTIONAL TASKS-CONTRACT # 203 5/22/2020 776-20-3-9202-0174 160
COVID-19-iPad Pro Distribution @ MSD Help Desk 6/16/2020 776-20-3-9202-0173 160
COVID-19 MOU-VC-CORE 6/18/2020 TDA to Bedford MA 160
COVID-19 ATO (Somnoware, AIP, CHAT) 6/20/2020  [776-20-3-9202-0277 160
COVID-19 PATIENT HOMELESS PRG IPHONES 6/26/2020 776-20-3-9202-0069 160
COVID-19 Patient iPads (DALC) 6/29/2020 776-20-4-9202-0330 160
COVID-19 PIPS 7/8/2020 776-20-4-9202-0381 160
COVID-19 CHISS Optional Tasks (# 224) 7/8/2020 776-20-4-9202-0383 160
Name of Contract Date of . Transaction # Cost of
Transaction Contract
COVID-19 Homeless PgmThermometers TBD TBD See comment
COVID-19 VA Health Chat as of 7/15/20 budget call: back on live 2,128,367.00
NOT APPROVED

COVID-19 Cirrus VA Clinical Health CHAT TBD TBD 4,014,975.00
COVID-19 VA Health Chat TBD TBD 2,128,367.00
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COVID/CFO

PO # Cost of Contract Funded ORH Funded OCC Funded | Total
E00007 1,298,359.50 1,298,359.50 - - 1,298,359.50
E00008 5,999,608.38 1,967,793.00 4,031,815 0.38 5,999,608.38
E00009 64,020.00 64,020.00 64,020.00
NONE 20,851 20,851.00 20,851.00
E05007 268,681.83 268,681.83 268,681.83
E00010 7,999,984.14 7,999,984.14 7,999,984.14
E00013 7,399,962.45 - 7,399,962 7,399,962.45
E05009 546,012.03 546,012.00 546,012.00
E00015 12,201,554.25 12,201,554.25 12,201,554.25
E00016 3,212,060.40 3,212,060.40 3,212,060.40
E00017 804,000.00 804,000 804,000.00
E05011 2,383,836.74 2,383,837 2,383,836.74
E05013 77,184.00 77,184.00 77,184.00
E05015 5,834,499.32 5,834,499.32 5,834,499.32
E00019 75,123.75 80,902.50 80,902.50
E05012 52,999.78 52,972.00 52,972.00
E05018 538,985.44 2,156,000 2,156,000.00
E05022 351,750.00 369,690.00 369,690.00
TDA 800,000.00 800,000.00 800,000.00
E05021 500,000.00 500,000.00 500,000.00
E00024 8,065,687.80 8,065,868.00 8,065,868.00
E00025 7,636,967.87 7,636,970.00 7,636,970.00
633,498.06 633,500.00 633,500.00
894,418.32 895,000.00 895,000.00
67,660,045.06 57,869,738.68 11,431,777.45 0.38 69,301,516.51

Waiting on justification from COR before submitting to Action group
Submitted to Action Group: 6/24/20 **RACHEL DENIED** 7/6/20

Leadership pulled this request.

Submitted to Action Group: 6/24/20 **RACHEL DENIED** 7/6/20
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Check/Balance

- |Approved by Rachel: 4/17/20

- |Approved by Rachel: 4/17/20

- |Approved by Rachel: 4/17/20
- |Approved by Rachel: 4/20/20
Approved by Rachel: 5/7/20

Approved by Rachel: 5/7/20
Approved by Rachel: 5/12/20
(27.78)|Approved by Chuck Hume: 4/20/20

1,617,014.56 |Approved by Rachel: 5/19/20

17,940.00 |Approved by Rachel: 6/14/20
- |Approved by Rachel: 6/9/20

- |Approved by Rachel: 6/20/20

180.20 |Approved by RACHEL 6/29/20

2.13 |Approved by RACHEL 6/29/20
1.94 | Approved by RACHEL 7/7/20
581.68 |Approved by RACHEL 7/7/20

21,677.70
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UNDER SECRETARY OF DEFENSE
4000 DEFENSE PENTAGON
WASHINGTON, D.C. 20301-4000

MAY 2 2 2020

PERSONNEL AND
READINESS

The Honorable William M. “Mac” Thornberry
Ranking Member

Committee on Armed Services

U.S. House of Representatives

Washington, DC 20515

Dear Representative Thomberry:

The enclosed report is in response to the House Report 116-120, page 159, to accompany
H.R. 2500, the National Defense Authorization Act (NDAA) for Fiscal Year 2020, which
requests the Department to provide a report on Co-Location of Department of Defense (DoD)
and Department of Veterans Affairs (VA) Medical Facilities.

As of September 30, 2019, the DoD and VA had 130 sharing agreements with 472 shared
services across 148 facilities. Both Departments are working together on Joint Market
Assessments to determine health care requirements and identify markets that could benefit from
a joint planning, design, leasing, and construction process. However, without a change to title
10, DoD and VA lack the authority to conduct joint planning. DoD has submitted a proposal to
change the code during the previous three legislative change cycles, but Congress has not
included the proposal in the NDAA. This proposal would give DoD and VA the authority to
conduct joint planning, design, leasing and construction.

Thank you for your continued support of the health and well-being of our Service
members, veterans, and their families.

Sincerely,

RS

Matthew P. Donovan

Enclosure:
As stated
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UNDER SECRETARY OF DEFENSE
4000 DEFENSE PENTAGON
WASHINGTON, D.C. 20301-4000

MAY 2 2 2020

READINESS

The Honorable Adam Smith
Chairman

Committee on Armed Services
U.S. House of Representatives
Washington, DC 20515

Dear Mr. Chairman:

The enclosed report is in response to the House Report 116-120, page 159, to accompany
H.R. 2500, the National Defense Authorization Act (NDAA) for Fiscal Year 2020, which
requests the Department to provide a report on Co-Location of Department of Defense (DoD)
and Department of Veterans Affairs (VA) Medical Facilities.

As of September 30, 2019, the DoD and VA had 130 sharing agreements with 472 shared
services across 148 facilities. Both Departments are working together on Joint Market
Assessments to determine health care requirements and identify markets that could benefit from
a joint planning, design, leasing, and construction process. However, without a change to title
10, DoD and VA lack the authority to conduct joint planning. DoD has submitted a proposal to
change the code during the previous three legislative change cycles, but Congress has not
included the proposal in the NDAA. This proposal would give DoD and VA the authority to
conduct joint planning, design, leasing and construction.

Thank you for your continued support of the health and well-being of our Service
members, veterans, and their families.

Sincerely,

Matthew P. Donovan

Enclosure:
As stated
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Report to the Committee on Armed Services of
the House of Representatives

Co-Location of Department of Defense
and Department of Veterans Affairs
Medical Facilities

Requested by: House Report 116-120, Page 159,
to Accompany H.R. 2500, the National Defense Authorization Act
for Fiscal Year 2020

Office of the Secretary of Defense

The estimated cost of this report or study for the Department of Defense (DoD) is approximately
$11,000.00 in Fiscal Year 2019- 2020. This includes $10 in expenses and $11,000.00 in DoD labor.
Generated on 2020Jan09 RefID: 5-AESC684
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1. PURPOSE

This report is in response to House Report 116-120, page 159, to accompany H.R. 2500, the
National Defense Authorization Act (NDAA) for Fiscal Year (FY) 2020, which requests the
Secretary of Defense (SECDEF) to provide a report to the Armed Services Committees on the
“Co-Location of Department of Defense and Department of Veterans Affairs Medical Facilities.”

Specifically, the committee requests the SECDEF to submit a report to the House Armed
Services Committee by February 1, 2020, on the following:

(1) alist of facilities where co-location may be possible;

(2) a cost-benefit analysis that highlights efficiencies that could be gained by shared services,
personal services contracts, equipment, and other resources; and

(3) a list of facilities that could benefit from a joint planning, design, and construction
process for DoD and VA medical facilities.

2. BACKGROUND

The Department of Defense (DoD) and Department of Veterans Affairs (VA) are constantly
seeking opportunities for greater sharing of medical resources to include facility space. The
DoD/VA Collaboration Office (DVCO) provides a central point of contact within DoD for the
White House, Congress, the VA, and other Federal agencies and stakeholders regarding Service
member and veteran programs. The DVCO serves as DoD’s Executive Secretariat for the Joint
Executive Committee (JEC), co-chaired by the Deputy Secretary of Veterans Affairs and the
Under Secretary of Defense for Personnel and Readiness. Reporting directly to the JEC is the
Health Executive Committee (HEC), co-chaired by the Executive in Charge Veterans Health
Administration (VHA) and the Assistant Secretary of Defense for Health Affairs (HA). The
HEC priorities range from military medical provider readiness to virtual health to joint sharing of
facilities and services. Through the HEC, both Departments are working together on Joint
Market Assessments to determine health care requirements. While many facilities have been
identified that could benefit from expanded collaboration in these areas, VA and DoD are unable
to take action without legislative changes.

For several years, DoD and VA have pursued legislative changes to provide the needed authority
to expand their existing collaborative relationship to permit proactive, more detailed joint capital
investment planning, construction, and leasing of co-located and shared medical facilities. The
Capital Asset Planning Committee (CAPC) has led this effort, advocating to the JEC and
Department leadership for this authority. The CAPC is co-chaired by VA’s Executive Director,
Office of Asset Enterprise Management and DoD’s Deputy Assistant Secretary of Defense for
Health Resources Management and Policy.

The VA/DoD Medical Sharing Office (MSO), VHA and the DoD/V A Program Office (DVPO),
HA facilitate mutually supportive relationships on all matters related to joint health care
initiatives between VHA and the DoD. Both offices serve as the primary liaison for their

2
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respective departments’ VHA/DoD joint sharing initiatives. The MSO and DVPO provide
senior-level leadership and direction for the support and accomplishment of all health care
related VHA/DoD Joint Strategic Plan goals, objectives, and performance measures through the
use of medical resource sharing agreements. Sharing agreements provide a written structure to
exchange clinical and non-clinical resources between VA and DoD medical facilities. In
addition, agreements increase patient access to medical services, enhance military medical
provider readiness, promote improved efficiency by reducing duplication of services, and
encourage the sharing of medical facility space.

This report has been drafted in coordination with DoD’s section 703(d) of the NDAA for FY
2017 military medical treatment facility (MTF) right-sizing report.

3. POSSIBLE CO-LOCATION FACILITIES

Current Co-Location and Sharing

The DoD and VA have one fully integrated facility (Captain James A Lovell Federal Health Care
Center (FHCC) in Chicago) and 34 sites that are co-located or sharing real property locations
(See Appendix). As of September 30, 2019, the DoD and VA have 130 sharing agreements with
472 shared services across 148 facilities (61 VA and 87 DoD). In FY 2018, DoD-VA sharing
resulted in interagency billing of $195M. This includes $117M in DoD billing VA, $49M in VA
billing DoD, and $29M in VA billing TRICARE.
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Future Co-Location Possibilities

Figure 1. Geographic Locations of all DoD and VA MTFs
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Future co-location opportunities are widespread and numerous due to the considerable proximity
of DoD and VA facilities. Geo-mapping of all DoD and VA facilities, regardless of capability,
shows an additional 544 co-location possibilities based on a 60-minute drive time.

It is important to note that both DoD and VA have consistently reported that the FHCC,
established in 2010, does not yet represent a model that is exportable to other DoD/VA sites.
According to an August 2018 letter from DoD and VA leadership to the Honorable Richard
Durbin, the FHCC demonstration project was expected to improve access and quality of care,
while also achieving cost savings in common functional areas. The Departments’ July 2016 joint
Report to Congress (RTC) about the FHCC outlined the inherent challenges associated with the
FHCC model to include the lack of a common Electronic Health Record (EHR). The RTC also
included recommendations to bring FHCC closer to achieving its original goals of improved
access, quality, and cost effectiveness. Both DoD and VA are pursuing these recommendations,
to include a common EHR, but the desired outcomes, especially in the area of cost effectiveness,
had not been achieved in 2018.
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Determining Co-Location Feasibility

The VA is currently collaborating with the DoD Market Visioning Studies (Strategic Market
Assessments) to complete the VA Market Assessments as outlined by section 106(a) of the VA
MISSION Act of 2018. The market assessments provide opportunities for creating high
performing health care networks by evaluating market demographics, estimating demand/supply,
and assessing quality, satisfaction, accessibility, cost, facility condition, and mission impact.
Where there is a DoD presence in the VHA Health Care Market, DoD is participating in
preliminary analyses, site visits, and market assessment interviews. DoD is also providing
capacity data to fulfill the requirements outlined in section 106(a)(1)(D) of the VA MISSION
Act 0of 2018, which states, “Each Market Area Assessment. . . shall include the following. .. (D)
an assessment obtained from other Federal direct delivery systems of their capacity to provide
health care to Veterans.” The outcomes from each of the market assessments will drive market
optimization and capital plans that align with the regional Veterans Integrated Service Network
(VISN) and National DoD-VA Strategic Plans. The 96 VHA Market Assessments are scheduled
for completion in the Fall of 2020, and will then be reviewed by DoD and VA leadership.
Subsequently, opportunities that meet the recommendation criteria established by the VA
Secretary of Veterans Affairs (section 203 of the VA MISSION Act of 2018; due: May 2021)
will be delivered to the VA and Asset Infrastructure Review Commission for consideration.

Feasibility of co-location sites for DoD is largely dependent upon identifying those DoD sites
that have latent facility and provider capacity to support co-location and patient care sharing,
respectively. Latent facility space capacity creates opportunities for the VA to operate within
MTFs. Where latent provider capacity exists, based on established Defense Health Agency
(DHA) provider productivity standards, DoD treating VA patients may be more cost-effective
for the Departments, while also providing opportunities to maintain wartime medical skills. As
the DHA gains administrative direction and control of the MTFs, DoD is placing greater
emphasis on optimizing capacity within the direct care (military) system. The DoD and VA are
already partnering to meet the following JEC priority: “VA and DoD will establish a process to
increase VA purchased care patient referrals to military medical treatment facilities with excess
capacity to support Graduate Medical Education (GME) and wartime skills maintenance.”

4. EXAMPLES OF EFFICIENCIES GAINED

Cost-benefit analyses highlight efficiencies that could be gained by shared services, personal
services contracts, equipment, and other resources as the following examples demonstrate:

Walter Reed National Military Medical Center’s (WRNMMC) Neurosurgery Service

DoD-VA collaboration supplements both GME programs and wartime skills maintenance by
offering VA beneficiaries treatment in a DoD facility. For example, during FY 2019,
WRNMMC Neurosurgery Service completed 438 inpatient and outpatient referrals for VA
patients. Because of this additional high acuity VA workload, the neurosurgery residency has
added one additional resident slot for the upcoming year. In addition, the partnership in FY 2019

5
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resulted in $4.5M of care billed to the VA at the standard 20 percent discounted rate. Despite
enterprise-wide VA-DoD reimbursement challenges, the Neurosurgery Service experienced a 96
percent collection rate. The DoD and VA continue to pilot a standard reimbursement process,
which upon completion and validation is expected to be implemented enterprise-wide.

Naval Hospital Beaufort (NHB) and Ralph H. Johnson Veterans Affairs Medical Center
(RHIVAMCQC)

A Joint Incentive Funds (JIF) Project between NHB and RHIVAMC established a dermatology
service for DoD and VA beneficiaries to be delivered at the NHB, Beaufort SC. Neither clinic
alone could justify establishing a dermatology clinic, but the combined demand for care was
great enough to pursue a JIF Project. The joint clinic met the combined demand for VA and
DoD dermatology, speeding access to care and reducing travel time for both VA and DoD
beneficiaries. The Joint Dermatology Clinic avoided $280K in annual network costs while
realizing a 12.5 percent return on investment.

VA Northern California Health Care System (VANCHCS) and David Grant USAF Medical
Center (DGMC)

As part of a DoD-VA Health Care Resources Sharing Program between the VANCHCS and
DGMC, the VA employs 133 full time staff within DGMC. Veterans utilize the emergency
department; inpatient care; outpatient care; radiation therapy; dialysis; inpatient mental health;
heart, lung, vascular care (HLV); hematology oncology; orthopedics; and specified diagnostic
services. In FY 2019 veterans accounted for over 19,000 outpatient visits, 1,800 admissions, and
51.75 percent of surgical cases for FY 2019 including 395 HLV, 263 orthopedic, and 262
Neurosurgery cases.

March Air Reserve Base, Riverside, California

The VA established 25,000 square feet of administrative space in an unused DoD building,
paying DoD $1,895.00 per month or $22,740.00 per year. Comparable office space in nearby
Riverside rents for approximately $25.00 per square foot. Therefore, the VA is paying
$22,740.00 per year for a space that is estimated to be worth $625,000, saving the VA
$602,260.00 per year.

Lawton VA Outpatient Clinic, Fort Sill, Oklahoma

The VA occupies, free of charge, a 34,471 square foot DoD building directly adjacent to the
Reynolds Army Health Clinic on Fort Sill. Comparable space in nearby Oklahoma City rents for
approximately $20.00 per square foot. Therefore, the VA is paying $0 per year for a space that
is estimated to be worth $689,420.00 per year.
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5. POSSIBLE JOINT CONSTRUCTION SITES

Current Joint Planning

DoD and VA do not currently have legislative authority to conduct joint planning under title 10,
United States Code. DoD submitted a proposal to change the code during FY 2014, FY 2019,
and FY 2020. VA submitted companion legislation to change the authority for joint planning
under title 38 beginning in FY 2014 through FY 2021. Most recently, the proposal was
transmitted to Congress for consideration for inclusion in the NDAA for FY 2021. The
Departments are jointly pursuing Combined Legislation to allow this authority under title 10 and
title 38 in FY 2021.

Future Joint Planning Possibilities

Geo-mapping shows 578 VA and DoD facilities within 60 minutes of each other that, based on
proximity, may benefit from future joint planning. Specifically, aging infrastructure offers
multiple opportunities for joint planning. The DoD and VA have identified 10 sites that may
benefit from joint planning, design, and construction in the near future.

Installation / Area Type DHA and VA Collaboration Status

Fredericksburg, VA Project Ambulatory Care Center Lease Ongoing

Travis Air Force Base Project Inpatient Modernization (Existing o

(AFB), CA ) Resource Sharing Agreement) going

Colorado Springs, CO | Study Colorado Springs Market Visioning Ongoing

San Antonio, TX Study San Antonio Market Visioning Ongoing

El Paso, TX Coordination Fort Bllss / El Paso Market Coordination Ongoing
Meetings

Wright-Patterson =

AFB. OH Study Facility Assessment Study Planned

Eglin AFB - . Florida Panhandle Market Infrastructure :

Naval Air Station Study Ongoing
Study

Pensacola, FL

San Diego, CA Study San Diego Market Infrastructure Study Planned

Jacksonville, FL Study Jacksonville Market Infrastructure Study | Planned

Honolulu, HI Study Hawaii Market Infrastructure Study Planned

Determining Joint Planning Feasibility

Both Departments are working together on Joint Market Assessments to determine health care
requirements and identify markets that could benefit from a joint planning, design, and
construction process. However, without a change to title 10 and title 38, DoD and VA lack the
authority to conduct joint planning and funds transfer for joint construction projects
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6. CONCLUSION

As of September 30, 2019, the DoD and VA had 130 sharing agreements with 472 shared
services across 148 facilities (61 VA and 87 DoD). In FY 2018, DoD-VA sharing resulted in
interagency billing of $195M. There are numerous additional opportunities for DoD-VA co-
location. Many DoD-VA sharing projects have proven successful but these projects, in general,
continue to be hampered by dual credentialing, information sharing, and reimbursement
challenges. Although there are numerous opportunities for large-scale joint planning, design,
and construction, DoD and VA lack the statutory authority to conduct joint planning.

VA and DoD continue to seek legislative authority to expand their existing collaborative
relationship to permit proactive, more detailed joint capital investment planning, construction,
and leasing of shared medical facilities. Enacting the Combined Legislation, currently proposed
for FY 2021, will provide inherent authority for both Departments to transfer and accept funds
appropriated for the planning and design, major (authorized) and minor construction, and leasing
of shared medical facilities. This will eliminate a major obstacle to collaboration on joint capital
projects, thereby improving the efficiency, accessibility, and cost-effectiveness of health care
delivery for beneficiaries including Service members, veterans, and taxpayers.

Short of a change to title 10 and title 38, Congress could permit DoD and VA to initiate
demonstration studies for proposed facility planning at specific sites. These studies would be
conducted in parallel with NDAA submissions for the DoD and VA Like Legislation. The
studies, using the facilities identified in Section 5, would be structured on collaborative
opportunity evaluation criteria to include, but not limited to, DoD-VA location and market
selection, DoD-VA beneficiary requirements, DoD readiness, DoD-VA staffing benefits, and
DoD-VA cost factors. These studies would determine the basis for expanded DoD-V A sharing,
and identify programs and policies to support future collaboration.



7. ACRONYMS

AFB
BACH
CAPC
CAVHCS
CBOC
DGMC
DHA

DoD
DVCO
DVPO
EHR
FHCC

FY

GME

HA

HCS

HEC

HLV

JEC

JIF

MSO

MTF
NDAA
NHB
RHJVAMC
RTC
SECDEF
VA
VAGCVHCS
VAMC
VANCHCS
VHA

VISN
WBAMC
WRNMMC
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Air Force Base

Basset Army Community Hospital

Capital Asset Planning Committee

Central Alabama Veterans Health Care System
Community Based Outpatient Clinic

David Grant USAF Medical Center

Defense Health Agency

Department of Defense

DoD/VA Collaboration Office

DoD/VA Program Office

Electronic Health Record

Federal Health Care Center

Fiscal Year

Graduate Medical Education

Health Affairs

Health Care System

Health Executive Committee

heart, lung, vascular care

Joint Executive Committee

Joint Incentive Fund

Medical Sharing Office

military medical treatment facility

National Defense Authorization Act

Naval Hospital Beaufort

Ralph H. Johnson Veterans Affairs Medical Center
Report to Congress

Secretary of Defense

Department of Veterans Affairs

VA Gulf Coast Veterans Health Care System
Veterans Affairs Medical Center

VA Northern California Health Care System
Veterans Health Affairs

Veterans Integrated Service Network
William Beaumont Army Medical Center
Walter Reed National Military Medical Center
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APPENDIX: Existing DoD/VA Co-Location Sites

Fully Integrated Facility

VISN 12: North Chicago, IL — Captain James A. Lovell FHCC integrates the North Chicago
VA Medical Center and Naval Health Clinic Great Lakes.

Co-Located or Sharing Real Property Locations

VISN 2: Keller Army Community Hospital, West Point, NY occupies space at the VA Hudson
Valley in Montrose, NY.

VISN 4: Wilkes-Barre Veterans Affairs Medical Center (VAMC) has a VA clinic at Tobyhanna
Army Depot, PA.

VISN §:
e Martinsburg VAMC has a Community Based Outpatient Clinic (CBOC) adjacent to
Barquist Army Health Clinic at Ft. Detrick, MD.
e Washington DC VAMC operates a CBOC within the Ft Belvoir Community Hospital on
Ft Belvoir, VA.
e Baltimore VA Health Care System (HCS) operates a CBOC adjacent to Kimbrough
Ambulatory Care Center on Ft Meade, MD.

VISN 6: Fayetteville VAMC and Womack Army Medical Center share space in Ft. Bragg
Garrison-owned space at the Soldier Support Center, Fayetteville, NC.

VISN 7:

e Naval Health Clinic Charleston (Goose Creek) and a Ralph Johnson VAMC CBOC were
jointly constructed on Joint Base Charleston at Goose Creek, SC.

e NHB has the Ralph Johnson VAMC CBOC located in NHB.

e Carl Vinson VAMC (Albany CBOC) shares clinical space with the Navy on Albany
Marine Corps Logistics base in Albany, GA.

e Central Alabama Veterans Health Care System (CAVHCS) has a primary care clinic at
Lyster Army Health Clinic, Ft. Rucker, AL.
CAVHCS has a VA podiatry clinic at Maxwell AFB, AL.

e CAVHCS occupies modular clinical space on Ft. Benning.

VISN 8: Naval Branch Health Clinic Key West, Naval Hospital Jacksonville and Key West
CBOC, Miami VA HCS jointly constructed clinics on their respective naval bases.

VISN 9:
e Louisville, KY, VAMC has a CBOC at Ireland Army Health Clinic, Ft. Knox, KY.
e Nashville VAMC has a CBOC at Arnold AFB, TN.

VISN 15: St. Louis VA HCS operates a Compensation and Pension clinic in the 375th Medical
Group clinic on Scott AFB.

10
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VISN 16:

e VA Gulf Coast Veterans Health Care System (VAGCVHCS) and Keesler Medical
Center, 81st Medical Group, have a Center of Excellence Model of Sharing to include:
Joint Cardiovascular Care Centers and Joint Business Office Center.

e VAGCVHCS and Naval Health Clinic Pensacola operate a Joint Ambulatory Care Clinic
on DoD property outside the gates of the Naval Hospital Pensacola.

e VAGCVHCS has a CBOC co-located with Navy outside the gates of Naval Support
Activity, Panama City, FL.

e VAGCVHCS has a CBOC on DoD property outside the gates of Eglin AFB’s, 96th
Medical Group, Eglin AFB, FL.

VISN 17:

e Audie Murphy VAMC and Wilford Hall Ambulatory Surgical Center (AF) occupy VA
commercially leased space for a clinic (originally funded by the VA-DoD JIF) San
Antonio, TX.

e El Paso VA HCS and William Beaumont Army Medical Center (WBAMC), Ft. Bliss
share an outpatient clinic and ambulatory surgery service co-located with the WBAMC.

VISN 19:
e Oklahoma City VAMC occupies space for a CBOC at Ft. Sill, OK.
e Oklahoma City VAMC occupies space for a CBOC at Wichita Falls, on Sheppard AFB.
e Denver, CO, VAMC’s new hospital includes space for a Buckley AFB clinic.

VISN 20:

e Alaska VA HCS built a Health Care Center on 673rd Medical Group, Elmendorf AFB
land outside the gates of the AFB, which connects to the AF hospital via a corridor.
Alaska VA HCS also shares clinic space with 673rd Medical Group.

e Alaska VA HCS operates its Fairbanks, AK, CBOC within Basset Army Community
Hospital (BACH), Ft. Wainwright, AK, with ancillary services provided by BACH
specialty care and inpatient services provided on a space available basis.

VISN 21:

e VANCHCS (Fairfield CBOC) operates an outpatient clinic on Travis AFB and shares
clinic space with David Grant Air Force Medical Center, 60th Medical Group.

e VANCHCS shares space at its McClellan Outpatient Clinic, Sacramento, CA, with David
Grant Medical Center (AF) for an Air Force clinic.

e Palo Alto VA HCS recently open the new co-located VA Gourley CBOC with Army
CALMED in Marina, CA.

e VA Pacific Islands HCS has a Medical Center located adjacent to Tripler Army Medical
Center.

e VA Guam CBOC shares space on Navy land outside the gate of Naval Hospital Guam.

VISN 22:
e Loma Linda VA HCS and March Air Reserve Air Base co-located administration
building on March Air Base.
e 377th Medical Group Clinic, Kirtland AFB operates a clinic on New Mexico VA HCS
property.
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