
U.S. GOVERNMENT PUBLISHING OFFICE

WASHINGTON : 62–859 PDF 2026 

S. HRG. 119–292 

BUILDING A 21ST CENTURY VA HEALTH CARE 
SYSTEM: ASSESSING THE NEXT GENERATION 

OF VA’S COMMUNITY CARE NETWORK 

HEARING 
BEFORE THE 

COMMITTEE ON VETERANS’ AFFAIRS 

UNITED STATES SENATE 

ONE HUNDRED NINETEENTH CONGRESS 

SECOND SESSION 

FEBRUARY 11, 2026 

Printed for the use of the Committee on Veterans’ Affairs 

( 

Available via the World Wide Web: http://www.govinfo.gov 



(II) 

SENATE COMMITTEE ON VETERANS’ AFFAIRS 

JERRY MORAN, Kansas, Chairman 
JOHN BOOZMAN, Arkansas 
BILL CASSIDY, Louisiana 
THOM TILLIS, North Carolina 
DAN SULLIVAN, Alaska 
MARSHA BLACKBURN, Tennessee 
KEVIN CRAMER, North Dakota 
TOMMY TUBERVILLE, Alabama 
JIM BANKS, Indiana 
TIM SHEEHY, Montana 

RICHARD BLUMENTHAL, Connecticut, Ranking 
Member 

PATTY MURRAY, Washington 
BERNARD SANDERS, Vermont 
MAZIE K. HIRONO, Hawaii 
MARGARET WOOD HASSAN, New Hampshire 
ANGUS S. KING, JR., Maine 
TAMMY DUCKWORTH, Illinois 
RUBEN GALLEGO, Arizona 
ELISSA SLOTKIN, Michigan 

DAVID SHEARMAN, Staff Director 
TONY MCCLAIN, Democratic Staff Director 



(III) 

C O N T E N T S 

FEBRUARY 11, 2026 

SENATORS 

Page 
Hon. Jerry Moran, Chairman, U.S. Senator from Kansas ................................... 1 
Hon. Richard Blumenthal, Ranking Member, U.S. Senator from Connecticut .. 2 
Hon. Dan Sullivan, U.S. Senator from Alaska ...................................................... 12 
Hon. Margaret Wood Hassan, U.S. Senator from New Hampshire .................... 14 
Hon. Tammy Duckworth, U.S. Senator from Illinois ........................................... 18 
Hon. Mazie K. Hirono, U.S. Senator from Hawaii ................................................ 21 
Hon. Tim Sheehy, U.S. Senator from Montana .................................................... 23 

WITNESSES 

The Honorable Richard F. Topping, Assistant Secretary for Management and 
Chief Financial Officer, Office of the Secretary, U.S. Department of Vet-
erans Affairs accompanied by Alicia Skolrood, Executive Director, Inte-
grated External Networks, Office of Integrated Veteran Care, Veterans 
Health Administration, U.S. Department of Veterans Affairs ......................... 4 

Leigh Ann Searight, Deputy Assistant Inspector General for Audits and Eval-
uations, Office of the Inspector General, U.S. Department of Veterans 
Affairs .................................................................................................................... 6 

APPENDIX 

SUBMISSIONS FOR THE RECORD 

February 4, 2026, letter to the Honorable Douglas Collins, Secretary, U.S. 
Department of Veterans Affairs .......................................................................... 35 

Chart: Pace of Community Care Spending Has Far Outpaced Growth in 
Veterans Served ................................................................................................... 37 

PREPARED STATEMENTS 

The Honorable Richard F. Topping, Assistant Secretary for Management and 
Chief Financial Officer, Office of the Secretary, U.S. Department of Vet-
erans Affairs ......................................................................................................... 41 

Leigh Ann Searight, Deputy Assistant Inspector General for Audits and Eval-
uations, Office of the Inspector General, U.S. Department of Veterans 
Affairs .................................................................................................................... 49 

QUESTIONS FOR THE RECORD 

Department of Veterans Affairs response to questions submitted by: 
Hon. Kevin Cramer .............................................................................................. 57 
Hon. Margaret Wood Hassan .............................................................................. 58 
Hon. Dan Sullivan ................................................................................................ 59 



Page
IV 

QUESTIONS FOR THE RECORD (CONT.) 

Hon. Tammy Duckworth ..................................................................................... 59 

Attachments for Question 29: 

State of Illinois: FY2026 Obligated Non-Recurring Maintenance (NRM) 
Projects .......................................................................................................... 73 

State of Missouri: FY2026 Obligated Non-Recurring Maintenance (NRM) 
Projects .......................................................................................................... 74 



(1) 

BUILDING A 21ST CENTURY VA HEALTH CARE 
SYSTEM: ASSESSING THE NEXT GENERATION 

OF VA’S COMMUNITY CARE NETWORK 

WEDNESDAY, FEBRUARY 11, 2026 

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

Washington, DC. 
The Committee met, pursuant to notice, at 3:02 p.m., in Room 

SR–418, Russell Senate Office Building, Hon. Jerry Moran, Chair-
man of the Committee, presiding. 

Present: Senators Moran, Sullivan, Sheehy, Blumenthal, Hirono, 
Hassan, and Duckworth. 

OPENING STATEMENT OF HON. JERRY MORAN, 
CHAIRMAN, U.S. SENATOR FROM KANSAS 

Chairman MORAN. Good afternoon everyone. Thank you for your 
presence. Welcome to this week’s hearing. Two weeks ago, we had 
the opportunity to discuss with Secretary Collins his vision for 
bringing the organizational and governance structure of the VA’s 
direct care into the 21st century. Today we’re here to discuss how 
to achieve that same goal for the VA’s Community Care system. 

Healthcare is local, and for many veterans in Kansas and across 
the country, the ability to see a doctor in their community is not 
a luxury. It’s an essential part of their healthcare and well-being, 
and the ability to use the VA healthcare benefits they earned 
through their service. 

Congress recognized the reality of this circumstance in 2018 with 
the enactment of the MISSION Act. The MISSION Act intended to 
make certain that no veteran would be limited by geography, long 
wait times, bureaucratic barriers, the need for specific kind of care 
in seeking care from the VA, and that every veteran would have 
the opportunity for meaningful choice in where and how they re-
ceive the care they require. 

This afternoon, we are here to discuss where the VA has made 
strides in delivering on that promise, and where it’s fallen short. 
We’ll also discuss where improvements are needed to make the 
VA’s Community Care program stronger, more sustainable, and 
more successful, by putting the veteran first, expanding meaningful 
choice and providing care when and where veterans need it and 
want it. 

To that end, I was encouraged to see the VA release a Request 
for Proposals (RFP) in December for the Next Generation of Com-
munity Care Network contract, followed yesterday by a separate 
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request for proposals to establish a national dental community care 
contract. 

In many ways, these procurements reflect a welcome focus on in-
novation, competition, and accountability. They also signal a long 
overdue progress toward upholding industry standards, embracing 
value-based care, strengthening program integrity, and addressing 
persistent challenges, such as timely return of medical documenta-
tion that have frustrated veterans’ providers and policymakers 
alike. 

Achieving these lofty goals can’t be easy. The contracts must do 
more than look good on paper. The VA must deliver results for vet-
erans, VA staff, and community care providers, and taxpayers by 
leading to real measurable improvements in access choice outcomes 
and costs. 

I look forward to hearing from the VA witnesses this afternoon 
about how the Department can meet that mission and how this 
Committee can support them. With that, I recognize the Ranking 
Member, Senator Blumenthal. 

OPENING STATEMENT OF HON. RICHARD BLUMENTHAL, 
RANKING MEMBER, U.S. SENATOR FROM CONNECTICUT 

Senator BLUMENTHAL. Thank you, Mr. Chairman. Thank you to 
our witnesses for being here today and for your service to our coun-
try and to all the men and women who work with you veterans, 
among them, and dedicated to the mission of providing gold stand-
ard healthcare to all of our veterans. 

We’re here to discuss the VA’s Next Generation of Community 
Care contracts, which will total about a trillion dollars. To be live, 
as I understand it in 2027, which gives us time to assess what the 
needs are for community care on contracts that will be Indefinite 
Delivery and Indefinite Quantity (IDIQ), which is kind of scary 
when you think of all the indefinites there and it emphasizes the 
need for strong oversight on the part of the Congress and the In-
spector General of the VA. 

And we can’t really talk about community care without talking 
about its impacts on VA’s direct care budget. Because for many vet-
erans, care in VA facilities is veterans care and what they are see-
ing now is losses of staff through caps on workforce, the attrition 
of many of the skilled and dedicated men and women who have 
served, and the potential for lower quality if we take our eye off 
the ball of direct patient care through VA facilities. 

My feeling is that the VA has to prioritize resources for expand-
ing access to direct care by adding and expanding existing facili-
ties, increasing staff to reduced wait times, and supporting the 
VA’s Gap services such as telehealth, emergent and urgent care ca-
pabilities. 

Community care is a critical component and a supplement to VA 
direct care. It is veterans care. Community care is veterans care, 
no question. But it cannot supplant VA direct care. 

For all the reasons that everybody here knows well, it is the pref-
erence that veterans have to seek care directly at VA facilities, at 
least for many of them through VA providers. It matches or out-
performs the quality of community care in many instances, and it 
is a more efficient use of taxpayer dollars. 
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So, first and foremost, we need access to information. The Chair-
man and I submitted a letter to the Secretary after his appearance 
here with very specific requests for information that he promised 
to provide. There has been no response so far. We are hoping, or 
at least I will speak for myself, that that information will be forth-
coming. It is essential to judgments that will be made about com-
munity care as well as about direct VA care. 

I would oppose a blank check for community care without real 
guardrails and establishing those guardrails depend on getting 
straight answers from the Department that enable us to do basic 
oversight, including the requests that we made on the record. 

I will just say Committee staff have not received a quarterly 
briefing as yet from the Office of Integrated Veterans Care, the of-
fice overseeing VA’s Community Care system. And I am hopeful 
that we will see responsiveness on that score as well. 

In short, information and communication must be a two-way 
street, and not just with us, but with veterans. They are the most 
important constituency here, and I know they expect straight an-
swers promptly to questions that are raised in Committee hearings 
and also in the inquiries that we raise. 

So again, my thanks for being here today. And I’m going to put 
that letter, Mr. Chairman, if there’s no objection, the letter that we 
did, in the record. 

Chairman MORAN. Without objection 
[The letter referred to appears on pages 35–36 of the Appendix.] 
Chairman MORAN. Mr. Topping, in regard to Senator 

Blumenthal’s comments in his opening statement, would you again 
remind the Secretary of his commitment. This Committee is always 
looking for information. It’s always difficult to attain, at least slow 
to obtain. And again, I would encourage the Department to respond 
soon to the letter that Senator Blumenthal and I sent. 

It outlined simply what the Secretary committed to providing, 
the answers he committed to providing, information he committed 
to providing to us when he appeared before our Committee just re-
cently. 

And I agree with the Senator from Connecticut, that lots of un-
knowns in the future of what we’re talking about today and over-
sight by this Committee, oversight by the Inspector General, or 
GAO, remain hugely valuable to getting the right result. 

And so, I will encourage that cooperation between an IG and 
GAO, but more importantly, the continued dialogue with this Com-
mittee, its members, but particularly its staff. And with that, Mr. 
Toppings I think we’re ready for your testimony. 
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STATEMENT OF HON. RICHARD F. TOPPING, ASSISTANT SEC-
RETARY FOR MANAGEMENT AND CHIEF FINANCIAL OFFI-
CER, OFFICE OF THE SECRETARY, U.S. DEPARTMENT OF 
VETERANS AFFAIRS ACCOMPANIED BY ALICIA SKOLROOD, 
EXECUTIVE DIRECTOR, INTEGRATED EXTERNAL NET-
WORKS, OFFICE OF INTEGRATED VETERAN CARE, VET-
ERANS HEALTH ADMINISTRATION, U.S. DEPARTMENT OF 
VETERANS AFFAIRS 

Mr. TOPPING. Thank you, Mr. Chairman, and absolutely, I’ll take 
that commitment to work with Secretary and his team to get you 
the information that you’ve requested. 

Mr. Chairman, Ranking Member, Members of the Committee, 
thank you for the opportunity to discuss the Veterans Community 
Care Program (VCCP) and the Next Gen contract procurement. I’m 
accompanied today by Alicia Skolrood, Executive Director of Inte-
grated External Networks for VA. 

VA has long been recognized for the world class healthcare we 
provide to veterans across more than 1,500 medical facilities. In ad-
dition to the direct care system, VA has also been a purchaser of 
healthcare since before the World War II era. 

As a healthcare payer, VA partners with local hospitals, doctors, 
and other healthcare providers to ensure that veterans have access 
to the care they need, where they need it, and when they need it. 

Caring for veterans is about more than operating hospitals. It’s 
about supporting veterans physical and mental health and 
wellness, their families, their caregiver’s mental health, mental 
health requirements, community requirements, and leveraging 
community services beyond the walls of our facilities. 

Recognizing the key role that purchase care plays in VA’s ability 
to provide care for veterans health and wellness, President Trump 
and Congress passed the bipartisan MISSION Act of 2018, which 
expanded access and choice for veterans, and reinforced VA’s mis-
sion as both a healthcare provider and payer. 

Today, VA’s the country’s largest single healthcare provider 
through our hospitals and clinics, and the fourth largest healthcare 
payer. In fiscal year 2025, 41.8 percent of all VA healthcare ap-
pointments were in the community. Next Gen is VA’s first major 
procurement effort to support that program. It’s our opportunity to 
increase competition, upgrade and modernize the provider network, 
enhance services that ensure veterans receive the very best care 
possible, whether at a VA facility, or in their community from a 
local healthcare provider. 

We did not design Next Gen alone. We talked to our veterans 
who overwhelming want the choice to choose between direct care 
and community care based on best medical interest, availability, 
and convenience. 

We talked to other government agencies. The Departments of 
Health and Human Services and of War have decades of experience 
and data providing healthcare quality, reducing costs, and aligning 
incentives for better health and wellness. 

We talked to industry, which is constantly innovating with new 
delivery models, leveraging data and analytics, striving to be con-
sumer-oriented while addressing costs that remain too high. Com-
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bining VA’s history, the data, and this external input, VA success-
fully issued the CCN Next Gen RFP on December 15, 2025. 

We are leading the Nation with an innovative 10-year multiple 
awards IDIQ. It’s a contract vehicle, which has several key advan-
tages over traditional Federal healthcare contracts. First, the IDIQ 
drives competition and flexibility by allowing both national and re-
gional health plans to successfully bid and be awarded a spot on 
the IDIQ. 

This is the best of both. We’ll have vendors with national reach 
and scale, but also regional plans with unique capabilities that are 
locally adaptable. 

Second, through the use of multiple rounds of task orders, it al-
lows VA to iteratively adapt Next Gen to meet veterans evolving 
needs over time, changing demographics and infrastructure, and to 
improve VA’s sophistication to manage the program over the 10- 
year performance period of the contract. 

The IDIQ is the how of this procurement, but the most exciting 
part of Next Gen is the what. CCN Next Gen is designed on five 
pillars: Quality, Value, Alternative Payments, Utilization Manage-
ment, and Program Integrity. 

First, VA will implement comprehensive quality programs for 
community care providers based on nationally recognized measures 
from the Agency for healthcare research and quality, and the 
healthcare effectiveness data and information set. Contractors will 
track patient safety events, identify veterans at risk of avoidable 
emergency visits and readmissions through predictive analytics, 
and while respecting their choice, guide veterans toward high per-
forming providers. 

Second, CCN Next Gen modernize how VA pays for the care fur-
nished veterans by implementing value-based payment models. We 
will begin with episode-based payments for lower extremity joint 
replacements, and as we gain the data and the expertise to manage 
alternative payments, we will introduce at least three additional 
models over the performance period. The contract to continually 
improve care. 

These models will shift away from volume and toward outcomes 
and the total cost of care, which align incentives with veterans’ 
health and system sustainability. We will also introduce utilization 
management. This includes active management of inpatient admis-
sions, emergency department use, concurrent hospital reviews and 
high-cost drugs administered in clinical settings. 

This will reduce unnecessary hospitalization and inappropriate 
care while protecting veterans access to medically necessary serv-
ices. Next Gen will include a program integrity function to ensure 
that VA services are protected and maximized. We will identify 
providers at higher risk of improper billing, formalize oversight 
processes, expand data and technology use for improper payment 
detection, and use independent audits to ensure that veterans re-
ceive what VA is paying for. 

Next Gen also changes how VA pays our contractors to 
incentivize performance and outcomes. Next Gen will incorporate 
incentives and disincentives based on the total cost of care, quality 
performance, value-based care adoption, and payment integrity. Ul-
timately, contractors who achieve VA quality targets while reduc-
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ing costs will share in the value they create for VA and for vet-
erans. 

And speaking of costs, along with the improved care for veterans, 
Next Gen provides real savings for taxpayers. Next Gen’s actuarial 
estimates based on independently verifiable data show significant 
savings of 18 to 14 percent over the life of the contract. These sav-
ings range from a low end of $54 billion to nearly a hundred billion 
over the life of the contract. 

These are gained by fewer unnecessary hospitalizations, im-
proved management of high-cost services and drugs, improved 
quality, stronger fraud prevention, and payment controls. 

Mr. Chairman, Next Gen is leading in the way Federal 
healthcare programs are designed and procured and operated. I ap-
preciate the opportunity to share this information and look forward 
to answering any questions you and other Members of the Com-
mittee may have. 

[The prepared statement of Mr. Topping appears on pages 41–48 
of the Appendix.] 

Chairman MORAN. Thank you for your testimony. Ms. Searight, 
welcome. 

STATEMENT OF LEIGH ANN SEARIGHT, DEPUTY ASSISTANT 
INSPECTOR GENERAL FOR AUDITS AND EVALUATIONS, OF-
FICE OF THE INSPECTOR GENERAL, U.S. DEPARTMENT OF 
VETERANS AFFAIRS 

Ms. SEARIGHT. Chairman Moran, Ranking Member Blumenthal 
and Committee members, thank you for the opportunity to discuss 
the OIGs oversight of VA’s Community Care Network contracts. 

Our auditors focus on providing findings and recommendations 
that help VA improve the efficiency and timeliness of both direct 
and community care. Our healthcare inspectors work to elevate the 
quality of that healthcare and increase patient safety while our in-
vestigators leverage data analytics to prevent and stop healthcare 
fraud and related crimes. 

In our oversight work, we routinely see VA staff committed to 
providing patients with the care they need, but challenges persist. 
As VA’s reorganization unfolds, the OIG will monitor its implemen-
tation to understand the impacts on veterans, VA, and stake-
holders. 

VA’s new Community Care Network contract solicitation pro-
vides an opportunity for VA to enhance services to millions of vet-
erans. The OIG has noted positive steps in the request for pro-
posals on the performance work statements, such as requiring com-
munity providers to use the central submission system for sharing 
medical records and to use the electronic visit verification for home 
health services. These changes could improve care coordination and 
reduce the risk of fraud. VA must remain vigilant to these new con-
tracts to prevent the recurrence of risks previously addressed 
through implementation of our recommendations. 

The OIG reports have highlighted four general challenges and 
community care program management. First, barriers to veterans 
getting timely and coordinated care. Second, inadequate visibility 
over the resolution of quality care concerns. Third, workforce gaps 
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and lack of VHA management controls, and lastly, outdated and in-
complete financial systems and data impede effective payment 
management. 

Our work has identified risk to the quality and continuity of vet-
eran care through VA’s current TPA—Third Party Administrators 
contracts. For instance, the TPAs are required to ensure the com-
munity care providers send patient records back to VA. However, 
this was not enforced. 

Also, the contract performance metrics do not do enough to help 
VA track where there is a lack of qualified community providers 
and needed specialties. Further, IT solutions could resolve delays 
and barriers to getting VA patients additional community care 
services identified after the initial VA referral. 

It is critical that the Next Generation contracts have actionable 
steps to move beyond faxes and flawed portals for sharing records, 
and also create measures and reliable tools to address these and 
other identified problems. 

Regarding opioid prescriptions, Congress laid out specific guide-
lines for community care providers to follow. TPAs must ensure 
providers adhere to VA’s Opioid Safety Guidelines and conduct 
checks of state prescription monitoring programs. 

The OIG has identified previous noncompliance that warrants 
ongoing monitoring. VHA must intensify oversight of the TPAs re-
garding the adequacy of community care provider networks, which 
we have sometimes found do not fully meet veterans’ needs or de-
mand. 

Our previous work has also identified overpayments to TPAs or 
non-adherence to fee schedules and inconsistencies between the 
TPA contracted billing structures. All of these should be addressed 
in the new contracts proactively. 

The OIG has been in discussions with VA officials over the last 
three years about improvements in the Next Generation contracts 
that can enhance oversight, prevent fraud, and advance healthcare 
delivery, including the following: 

TPA and care providers should not require a subpoena from the 
OIG to turn over documents. 

Contract provisions should ensure community providers are re-
sponsive to VA. 

Community provider training and quality standards should align 
with VA’s, and fee schedules should be established that TPAs rigor-
ously follow. 

In conclusion, VA will need to strengthen its efforts to work with 
the healthcare industry and all its stakeholders to develop con-
tracts that help veterans receive care when and where they need 
it. We’ll be monitoring those efforts closely. 

The OIG remains committed to providing independent oversight 
of VA and delivering actionable recommendations to help VA de-
liver the healthcare veterans have earned. Chairman Moran, Rank-
ing Member Blumenthal and Committee members, thank you, and 
I’m happy to answer any questions. 

[The prepared statement of Ms. Searight appears on pages 49– 
54 of the Appendix.] 
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Chairman MORAN. Thank you both for your testimony. Mr. Top-
ping or Ms. Searight, does the potential described efforts by the VA 
in these new contracts meet the requirements that the Inspector 
General has recommended be included as parts of those contracts? 

Do we know that yet? Have you reviewed to see if their contracts 
are going to meet your requests or your suggestions, and if you re-
viewed the suggestions to make sure your contracts are going to 
agree with them? 

Ms. SEARIGHT. We’ve done some preliminary reviews of the con-
tract language or the performance work statement language, and 
it does have some good indications of that information. However, 
until these contracts are actually awarded and the negotiations are 
finalized, and we’re going to remain diligent in reviewing that in-
formation. 

Chairman MORAN. Diligence is fine too. Diligence is all. Mr. Top-
ping, do you agree with the recommendations and intend to pursue 
them in the contract process? 

Mr. TOPPING. Chairman, absolutely. IG has been a great partner 
in this. The recommendations and they’re about 98 percent of them 
I fully agree with, we are working on implementing and the rest 
of them will work it out. So absolutely a good partnership. We’re 
working on that together as we move forward. 

Chairman MORAN. Mr. Topping, an IG office last April issued a 
report about the Omaha VA Medical Center and found that the VA 
staff were limiting veterans access to community care by manipu-
lating clinically indicated dates in violation of the MISSION Act. 

Just this week, my office heard a similar allegation at another 
VA facility, and so I am interested in knowing whether there’s been 
any follow up. But Mr. Topping, will you commit to looking into 
these allegations and quickly make a course correction as needed? 

Mr. TOPPING. Yes, Mr. Chairman. I will. 
Chairman MORAN. I mean, I’ve had this sense for quite some 

time through numerous administrations that I think we’ve learned 
that it’s true. That there was a concerted effort to discourage the 
use of community care. That discouragement came from VA offi-
cials and employees, and affected the capability of veterans who 
qualify for community care to receive that community care. 

Do you know of what I speak and do you know if there’s a prob-
lem that exists, and has it been corrected or is going to be cor-
rected? 

Mr. TOPPING. I do Mr. Chairman, and here’s what we’re doing 
about that. And so, as I said in my opening statement, VA is a di-
rect care provider. That’s our hospital and clinic system, and VA 
is a payer, and that’s the community care program. These are dif-
ferent systems, different purposes, different tasks. 

What we have done in the past is combine management of these 
programs together. And what Secretary Collins has directed, is 
that as an operational vertical, community care will be its own 
payer vertical within the VHA system. We will account for and 
manage the funding of that system independently of the direct care 
system, and there’ll be leadership that is focused directly on com-
munity care. 

This will go a long way to remedying some of these confusions 
between what the role of a direct care provider is versus what a 
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payer is, and ensuring that we can meet the requirements, both the 
program, the MISSION Act, and anything else that Congress wants 
us to meet. 

Chairman MORAN. Mr. Topping, there are graphs, there are 
charts, there is allegations that’s—I don’t like that word. There are 
indications that the community care costs are rising more rapidly 
than the direct care costs. I would say that cost is, in my view, a 
misleading word. It could be more spending is occurring in one cat-
egory over the other. 

But what I know about that is, first of all, the MISSION Act al-
lowed veterans to receive care if it was in their best interest to do 
so, determined by the veteran and his or her provider, not by the 
VA. And there were no artificial limitations on the amount of com-
munity care that could be provided in the MISSION Act. So, a 
number of categories by which one could receive care in the com-
munity, but one of them is, is it in the best interest of the veteran? 

And so, I want to either confirm or indicate that I should be look-
ing at additional ways of describing this, but there ought to be the 
opportunity to receive care if it’s in that veteran’s best interest. 
And the idea that we’re spending more money, and again, I don’t 
think spending is the right word, more veterans are choosing or 
being cared for in community care. 

I also want to point out again, and you can correct me if I’m 
wrong, but what I know from information that I’ve seen that I be-
lieve to be accurate, is the largest increases, in fact, as I under-
stand it there’s been $26.7 billion increase in community care 
spending fiscal year 2019 to ’23. And that the largest components 
of that, number one is emergency care. 

So, it’s perhaps not even a decision made by the veteran. It may 
be where the ambulance service is taking a veteran, what’s most 
proximate to his or her home, or where the injury or need for com-
munity care originates. And the second is geriatric and extended 
care. 

It caught my attention that extended care, which is in-home care 
for veterans’ family members caring for them, is considered com-
munity care and included in those statistics, about increasing 
spending on community care. And so, it’s really half of the increase 
in spending on community care has been emergency services and 
geriatric and extended care in the home for veterans. 

And part of that comes with a very bipartisan passage of the 
Elizabeth Dole Act, that it provides opportunities for that care to 
be increased. What am I missing here? How can I be corrected? I 
know that the Veterans Healthcare Administration is also here, 
maybe this is a question for you Ms. Skolrood, but tell me the facts 
here that makes sense to when we have this discussion. 

Mr. TOPPING. Mr. Chairman, I think everything you said was 
true and I’d have sort of three points in response that help clarify 
that. Number one, there has been an increase in spending, but 
there’s also been an increase in utilization. And those numbers that 
you see and that we show are not risk adjusted. So, it doesn’t show 
the type of care that we are purchasing. 

So, we are purchasing more care for veterans in the community, 
and we are purchasing higher cost, higher value care for veterans 
in the community. I think that’s number one. Number two, it’s not 
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necessarily a negative, it means that we are adjusting where vet-
erans receive care, to ensure that we are meeting their needs, in-
cluding locally, not just within the VA system. 

And I think the last point to that too is those numbers taken in 
a vacuum sort of belie the overall VA spending. And so, while we 
talk about this being a 10-year trillion-dollar contract that it is, 
over that same period, we’re going to spend $2 trillion on direct 
care. So, this is one piece of the overall continuum of care. These 
work together to ensure that veterans receive the care that they 
need, where they need it, when they need it. 

And so, making sure that we are accountable for that is a dif-
ferent task than whether or not those numbers are right or wrong. 
And last point on this too, is the intention of the community care 
and Next Gen program is to give VA the tools to manage the qual-
ity of care so that we know what we are getting and it’s the best 
possible quality of care for our veterans, and for us to be able to 
manage the cost to be responsible for that. 

So, the tools that we need to manage this program are included 
in Next Gen so that we can be responsive to these concerns and 
questions. 

Chairman MORAN. Thank you for your answer. I’m going to turn 
to Senator Blumenthal, but I would indicate that I share the con-
cerns about what we’ve seen in an Inspector General’s report about 
quality, about medical records. There needs to be improvements 
that I believe your efforts here are designed to achieve in commu-
nity care. 

It’s not that it doesn’t have its faults and challenges. And we 
need the VA to be watchful in regard to providing care in the com-
munity to veterans. Senator Blumenthal. 

Senator BLUMENTHAL. Thanks, Mr. Chairman. Since 2019, the 
funding for—disregard this chart for a moment [points to chart]. 
Since 2019, funding for the VA Community Care program has in-
creased from $9 billion to more than $48 billion in the VA fiscal 
year 2026 request. That’s an increase of 530 percent. That’s a stag-
gering increase, wouldn’t you agree? 

[The chart referred to appears on page 37 of the Appendix.] 
Mr. TOPPING. Ranking Member, that’s a large increase. 
Senator BLUMENTHAL. Over that same period, funding for VA di-

rect care has increased by far less, about 200 percent from approxi-
mately 50 billion to 97 billion. Why the disparity? 

Mr. TOPPING. Ranking Member, I think that goes back to my 
prior comments to the Chairman that these numbers are not risk 
adjusted. And so, what they show is we have more veterans receiv-
ing more care. It doesn’t account for the type of care those veterans 
are receiving. 

I think back to the point the Chairman made too, that they’re re-
ceiving disproportionately emergency care in-home and geriatric 
care, which are expensive services to provide. And so, what I would 
say is the measure of this is not just the gross spending, and what 
the difference is. What I’d say is what is VA getting for it? And 
does VA have the tools to ensure that we are getting the highest 
value of care for those dollars, and that we are maximizing our dol-
lars to get the most that we can? 
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Under the current community care program, we do not have 
those tools. We are the only payer program, the only government 
payer program that does not have the ability to manage quality, to 
manage cost, to use value based, to use alternative payments, to 
do UM—utilization management—to have program integrity. We 
are the only program that does not have these controls. 

We are introducing those to Next Gen. And so, I share your con-
cerns about the expenditures and the increase and ensuring that 
we’re maximizing the value. This program gives us the tools to do 
that and to be accountable to the Congress, to our veterans, to be 
able to do that. 

Senator BLUMENTHAL. So just so I understand, you agree that 
more needs to be done to maximize oversight, to make sure that 
we get quality for the dollars that are being spent on veterans care. 
And your explanation for the disparity is that it’s a different type 
of care, more specialized care, geriatric care that is provided in the 
community as opposed to VA direct facilities? Is that an accurate 
summary? I’m trying to put it in—— 

Mr. TOPPING. Senator, that’s possible. But there are two issues 
here. Number one, we don’t risk adjust that for what the care is 
that is received and what’s driving those costs. So that’s a dollar 
amount. What’s behind it is not adjusted. So that’s number one. 
And then number two, because we do not measure quality in the 
community care program right now, I can’t tell you that the care 
is less or more different or better in the community versus direct 
care. We don’t do that today. 

Next Gen includes our ability to do this. That’s a huge movement 
forward so that we can then compare, are we getting more or less? 
Are we getting best value or are we not? I can’t answer that for 
you now because the program isn’t built to do that. 

Senator BLUMENTHAL. This chart indicates that the rate of in-
crease in the numbers of veterans served has been far less than the 
rate of increase in the amount of spending. Ms. Searight, do you 
have an explanation for that fact? 

Ms. SEARIGHT. No. We haven’t evaluated that in our ongoing 
audit, so I can’t speak to that exactly. 

Senator BLUMENTHAL. Mr. Topping, do you? 
Mr. TOPPING. Senator, what those charts show me is that we 

have more veterans receiving more care. That’s what they show 
me. The ability to dive into what that care is, whether that’s the 
right care, whether that’s the appropriate care, whether there’s 
good value for that care, that doesn’t show me that. And the pro-
gram today is not built to do that. Next Gen is, which is why this 
is so exciting for us. 

Senator BLUMENTHAL. Well, I would suggest that we need to an-
swer those kinds of questions. You don’t have answers right now. 
You say that the program isn’t designed to provide those kinds of 
answers, but anybody running a healthcare program would say, we 
really ought to be answering those questions. Wouldn’t you agree? 

Mr. TOPPING. Senator, I want to answer those questions, which 
is why we have designed Next Gen to include these tools and capa-
bilities. I want to answer those questions. 

Senator BLUMENTHAL. Okay. Talking about Next Generation, Ms. 
Searight, your report indicates that we need to, and I’m quoting, 
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‘‘Community care providers should be incentivized to meet the 
same training and quality standards as VA providers.’’ Isn’t the 
word ‘‘incentivize’’ a little bit light on requirements. Shouldn’t we 
absolutely guarantee that they meet the same training and quality 
standards as VA providers? 

Ms. SEARIGHT. Providers whether they’re in the VA or in the 
community, have a standard that they are all trained to, right? But 
within VA, they have additional standards that they train to the 
culture of the veteran to serve the veterans. 

In our position, the VA is asking the community providers to do 
more, to have a higher level of education or awareness of the com-
munity that they’re serving. 

Senator BLUMENTHAL. But I guess maybe saying instead of just 
incentivizing them, shouldn’t they be absolutely required to meet 
the same standards of quality and training and efficiency and all 
of the criteria that a veteran going to a VA facility has a right to 
expect? 

Ms. SEARIGHT. If it’s within the contract, yes, they should be re-
quired. 

Senator BLUMENTHAL. In the contract as a matter of definite pro-
visions and requirements. 

Ms. SEARIGHT. Correct. 
Senator BLUMENTHAL. And let me just ask you very quickly fi-

nally, Ms. Searight. Have you looked into amounts of overpayments 
or lack of contract enforcement relating to community care since 
the enactment of the MISSION Act? 

Ms. SEARIGHT. Yes. We’ve done quite a bit of work in relation to 
community care since the enactment of the MISSION Act. Those 
that work varies from payment oversight to services provided. Our 
investigative division looks at fraud investigations and things that 
evolve from hotlines as well. In the payment integrity world, we 
also do annual reviews of the reports that VA provides on under-
payments and overpayments to community care as well. 

Senator BLUMENTHAL. Do you have an estimate as to how many 
taxpayer dollars have been lost to improper payments or lack of en-
forcement? 

Ms. SEARIGHT. Since 2021, VA has reported about $4 billion in 
improper payments of overpayments to the TPA, which is about 4 
percent of the total amount paid out. 

Senator BLUMENTHAL. Four billion dollars. 
Ms. SEARIGHT. Yes. 
Senator BLUMENTHAL. Okay. Thank you. My time is expired on 

this round, Mr. Chairman. Thank you. 
Chairman MORAN. Yes, sir. Senator Sullivan. 

HON. DAN SULLIVAN, 
U.S. SENATOR FROM ALASKA 

Senator SULLIVAN. Thank you, Mr. Chairman. And I want to 
thank the witnesses for their service. Mr. Topping, I think you’re 
doing a good job over there. And I know it’s not an easy job, it’s 
never an easy job with the VA, but I appreciate your hard work. 

I want to talk about the effort to move to a multi-vendor frame-
work. And I want to be a little bit more parochial, focusing on my 
state. You know, we have more veterans per capita, any state in 
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the country, Alaska. And we also in the MISSION Act, were able 
to get a provision, I was able to get a provision for states like mine 
and actually New Hampshire that don’t have full-service VA hos-
pitals to have the ability to go get community care just in the bill, 
right? People can go get that immediately. 

A lot of times the VA hasn’t read the bill, right? So, it’s not al-
ways easy to get those appointments in Alaska. I don’t know what 
the situation in New Hampshire or why those are the other two 
states. But it is a challenge and I’m always reminding the VA, hey, 
we’re different here because we don’t have that. So, keep spreading 
the word on that. That’s important from my perspective. 

I have a concern, in some ways I understand the multi-vendor 
framework approach, but I also have concerns particularly in a 
place like my state where healthcare is very expensive and it’s a 
very, very big state. You know, our experience when Obamacare 
initially passed, we lost almost all of our health insurers, right? We 
went from four in the individual market to one, and we almost lost 
that one. 

So, we have this challenge where a small population, very expen-
sive healthcare, very expansive territory to cover. And I worry that 
if you move to a multi-vendor framework given the cost, it might 
create Alaska without bidders, and which would put veterans ac-
cess to care at real risk. 

So, I know you put a lot of thought into the model, but I’m con-
cerned, like I said, high-cost remote areas in my state, you might 
have nobody who steps up. So, how will the VA ensure that ven-
dors will bid for these areas, these states in particular like mine 
with a lot of vets, but a lot of ground to cover high costs? And how 
will contracts or reimbursements be adjusted to reflect the higher 
costs without discouraging participation? In that issue of discour-
aging participation like I said, it’s a real one. We’ve seen it before 
in other settings. 

Mr. TOPPING. Senator, thanks for the question. I love the ques-
tion because it gives us a chance to highlight, I think, one of the 
best aspects of how we’re doing this with the multiple award IDIQ. 
So, first of all, the program itself, for all of the vendors who partici-
pate in this, we will have the five pillars, we will have the tools 
and that’s nationwide. 

But what this then allows us to do is invite bidders who are both 
national and regional and put them on the IDIQ vehicle. And we 
currently don’t have that. What we’ve got the ability to do is pick 
a vendor and we’ve picked two, and the current program has two. 
And what that means is we don’t have any of those tools that we’ve 
talked about, those five pillars, but we operate largely the same 
program in Los Angeles, California, and Phoenix and wherever else 
as we do in Alaska. And that does not match. Yes, all healthcare 
is local. 

Senator SULLIVAN. One-size-fits-all for my state. Never matches, 
never works. 

Mr. TOPPING. It does not. And all healthcare is local and it’s 
based on local needs, local infrastructure, local differences. Alaska 
obviously very unique. What this multiple award IDIQ allows us to 
do is solicit bids from vendors who do have expertise in Alaska and 
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do have the ability to serve that region, understand the local popu-
lations, understand the differences to bid and be on the vehicle. 

And then most importantly, it allows us to have a regional model 
that is different from the way we operate in the rest of the country. 
And so, very much it is possible, that what we would do in Alaska 
would be different. And so one example would be, I do not think 
that we would change our quality requirements in Alaska. We 
want providers who serve our veterans to provide the very best 
care wherever it is. 

But because of the distance, because of the geography, because 
of the rural nature of it, cost may be less of an issue. So, we may 
pay more in Alaska to get the care that our veterans need under 
this model. We can do that and we can account for it. We don’t 
have to do the same thing in Alaska that we’re doing in LA. That’s 
the opportunity here. 

Senator SULLIVAN. Good. That’s a good answer. I appreciate that 
answer. So, you’re going to tailor this to make sure it’s tailored to 
meet the needs of each individual state. Let me give you another 
example. You know, we have a very large native population, almost 
20 percent of the population, by the way, they serve at higher rates 
in the military than any other ethnic group in the country. So 
that’s another reason we have so many veterans and it’s a great 
kind of heritage and culture of our Alaska Native community in my 
state on all the military service. 

In the Tribal Health Organizations are often doing—I met with 
the Ketchikan Indian community leadership just yesterday. And 
they just recently inked a compact in an agreement with the VA, 
which many of our Tribal Health Organizations do. And that ex-
tends the ability for the VA to reach into real rural communities, 
have access to native populations and non-native populations when 
they do these compacts with you guys. 

So, will the VA continue to coordinate with tribal health pro-
viders under the new multi-vendor framework? Because I think 
that’s a model that’s working and it’s very unique and it kind of 
gets to what you just said in your answer to me earlier. 

Mr. TOPPING. Yes sir, we will. And yes sir, we have the ability 
to do that. 

Senator SULLIVAN. Good. Okay, great. Thank you. Thank you, 
Mr. Chairman. 

Chairman MORAN. Senator Hassan. 

HON. MARGARET WOOD HASSAN, 
U.S. SENATOR FROM NEW HAMPSHIRE 

Senator HASSAN. Well, thank you Mr. Chairman. And I want to 
thank Ranking Member Blumenthal, too, for this hearing and to 
our witnesses, thank you for being here and for your service to our 
country’s veterans. 

Mr. Topping, as the VA looks to draft and commence its next 
generation of community care contracts, it’s really important that 
veterans remain the focus of this effort. And that’s what I think 
you’re hearing from all Members of this Committee today. 

One particular area I want to make sure that the VA is planning 
for is the continuity of care. If a veteran is receiving high quality 
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care from a community provider and the veteran is satisfied with 
that care, they should be able to keep seeing that provider. 

So, what is the VA doing to ensure that as the next generation 
of community care contracts come online, veterans can continue to 
see their preferred current community care doctors without inter-
ruption? 

Mr. TOPPING. Senator, I think the short answer to your question 
is we have extended the authorization period, and so that when a 
veteran is referred out he or she can remain with the provider for 
the full episode of care. That’s number one. Number two, what 
we’ve done is we’ve made it easier through the best medical inter-
est for a veteran and the VA provider to select that veteran would 
go to community provider and remain with that provider for the 
treatment. So those are the two controls that are in place now too. 

But what we’re also able to do under Next Gen, again, our ability 
to have regional models, and again, what’s going to work in Alaska 
is going to be different than what we’re going to do in New Hamp-
shire. Our ability to adapt to the local infrastructure, the local ca-
pabilities. 

So, for example, without a full-service VA currently in New 
Hampshire, we do leverage community care, particularly for the 
hospital systems that sit around, and Manchester sits in the Bos-
ton medical market. Unique reach and capabilities. We are able to 
leverage those in a way that is not going to be one fit. We will be 
able to adjust to the region to be able to do that. And then as we 
do work on capacity at the VA in Manchester, we’ll be able to do 
that and respond to that via this vehicle. 

Senator HASSAN. Well, I appreciate that and I appreciate the re-
gional and specific approach. I do also just want to point out that 
for some people the continuity of care is going to be more than an 
episode of treatment. They’re going to have a condition where 
they’ve developed a relationship and a treatment plan with a doc-
tor, with a condition that’s going to last the rest of their lives. 

And the notion that because VA changes its contracting relation-
ships, that all of a sudden that person has to transition to a new 
provider, which does happen in the private insurance market and 
is a real problem. It’s something I want you all to think about be-
cause I really want veterans to be able to have that continuity of 
care. 

And in a place like New Hampshire where there are shortages 
of physicians it’s going to be important that we continue to focus 
on that issue. Does that make sense? 

Mr. TOPPING. Senator, it absolutely does and I’ll take that. And 
again, I think as Secretary Collins implemented best medical inter-
est, this is exactly the type of situation that he sought to address, 
to ensure that there is continuity of care and veterans have the 
choice to be able to do that. 

Senator HASSAN. Okay. Let me ask you another question because 
it certainly won’t get overlooked in Alaska. But I want to make 
sure that in all our areas, all our states that have a lot of veterans 
in rural areas, that we’re thinking about access for rural veterans. 

Where a veteran life shouldn’t determine whether they can get 
the care and support that they’ve earned. And because rural vet-
erans aren’t always able to easily reach a VA facility, they often 
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rely on community care, particularly, you know, in a mountainous 
wintry place like New Hampshire. It may only be 10 miles away, 
but it might as well be a hundred miles away some days. 

So, how is the VA planning to address care for rural veterans in 
these updated VA contracts? And what mechanisms will you put in 
place to ensure that the recipients of these contracts are providing 
a robust network of provider options for rural veterans? 

Mr. TOPPING. Senator, thanks for the question. And 10 miles in 
the White Mountains could feel like 100, that’s for sure. And so, 
part of what we’re doing this, and so even for rural veterans, there 
is a community provider usually local, and then that may not be 
full service, but certainly there’s a community provider near, if not 
in the veteran’s community, next community over to. 

One of the pain points on the community care contract, has been 
that it has been difficult for providers to do business with VA. It’s 
been hard to get referrals, it’s been hard to get authorizations, it’s 
been hard to be reimbursed, and we have unique requirements. 

What we are doing in this program is trying to make VA, again, 
with the fourth largest payer, but to make our payer program oper-
ate like other government programs, including Medicare. So, one 
example, we use a Medicare fee schedule and Medicare DRGs, the 
codes that we use are Medicare. 

Every single provider in rural New Hampshire likely provides 
Medicare, accepts Medicare and provides Medicare treatment. To 
the extent that we can operate our programs so that it operates 
like that and for the providers ease of doing business with VA, that 
means our veterans can go local. And if that veteran then needs 
a higher level of care or specialized care, we may move to the VA 
or we may move to a specialty provider further away. 

But the idea is any provider that participates in other govern-
ment programs, Medicare or Medicaid, can participate in VA Com-
munity Care and provide those same services to our veterans. 

Senator HASSAN. Well, I appreciate that and I appreciate that 
I’m over time. So, I’m going to submit a question for the record on 
making sure that community care providers are getting the vet-
erans updated medical records back to the VA before the case is 
closed out. 

I think you’ve recently done a look at that issue and there’s a 
real problem. Cases are getting closed without the community pro-
vider getting the records updated back to the VA. I will also just 
point out, for my colleagues, that one of the challenges we have in 
rural New Hampshire right now is because of the Medicaid cuts 
that came along with the ‘‘Big Bill.’’ 

Two of my rural health clinics where veterans might be referred 
for community care have had to close. And so that’s a real problem 
related to the Medicaid cuts that just leaves a dearth of providers 
in certain regions. Thanks. 

Chairman MORAN. Senator Hassan [Inaudible]. And what you 
talked about is the difficulty that a provider has in providing serv-
ices to veterans, and it’s what we lived with, I mean, CHOICE. In 
my view, the VA has always been reluctant to promote CHOICE 
and in some instances has made it difficult to be utilized. 

And I understand that nobody wants to lose a patient and vet-
erans, the people who work at a VA hospital care for patients and 
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they want to continue to do so. But the MISSION Act was a re-
placement for CHOICE. And the MISSION Act was designed to 
make it more easily attainable, the providers and the community 
who would want to provide services to a veteran through, now MIS-
SION. 

And it was designed to eliminate the barriers that a private pro-
vider would face in dealing with the VA wait, that the referrals, 
the record keeping, the rates charged. There’s just a whole list of 
things that we attempted to—requiring the payment of Medicare 
rates. And we still have a long way to go. 

I visited every hospital in Kansas numerous times and 50-some 
of them last year. And I always ask this question, and the answer 
is, generally it’s getting better, but we still have problems in get-
ting authorizations. We need another referral for an X-ray or lab 
work. And again, I hope that in the process that not only related 
to these contracts, that in the process we’re simplifying the oppor-
tunity for community care providers to provide and meet the needs 
of veterans. Does that make sense and is true? 

Mr. TOPPING. Mr. Chairman, it does. And I have yet to meet a 
provider who has said that they don’t want to provide care to vet-
erans. Most providers do. It’s incumbent upon the VA as the con-
tracting agency to make this program as easy to participate in and 
as smooth. There are ways to do that. 

We’ve addressed that during this in this program design, work-
ing on how we do the referral, how we do the eligibility, how we 
do the authorization, and then most importantly, how we make 
sure payments are made promptly, correctly and accurately? 

Chairman MORAN. Senator Hassan also talked about continu-
ation of care. It is an issue. Two years ago, brought to the attention 
to the VA that a veteran in my hometown was receiving cancer 
treatments. He was required to receive 17 of them. After the 15th 
one, the VA decided that they should move the care out of the com-
munity. 

The first 15 treatments that he’d received in the community, the 
last two, he was required by the VA to return to the hospital for 
those treatments. And the explanation was, you don’t live 60 miles 
from the VA, you live 59. The drive, I said that wrong, the drive 
is 59 minutes, not 60. Therefore, you are ineligible to continue to 
have the care provided for by the doctor, the provider that you 
have been using for the first 17 of your treatments. 

I assume this is anomaly. I assume it doesn’t happen. I assume 
that people have common sense, but, and I don’t know how you leg-
islate this stuff, but this idea that Senator Hassan raised about, 
once you start with a community care provider, and most recently, 
I would say time and time again, chiropractic care has been called 
back to the VA, after a veteran has been receiving chiropractic care 
in the community for months or years, and the VA wants to change 
the provider by bringing it back in-house. 

I assume we will attempt to avoid those kinds of circumstances, 
and I mostly wanted to make sure that you know that that cir-
cumstance has existed. 

Mr. TOPPING. Chairman, I do, and I’m aware of that specific case, 
and I do think it was an anomaly, but an unacceptable one none-
theless. One of the things that we are doing again in Next Gen is 
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the use of utilization management in which the treatment matches 
the diagnosis. 

And so, part of what we’ve had now is the authorization does not 
necessarily match. These have been separate from each other. So, 
the idea though is that when we refer a veteran out for cancer 
treatment, that the care that is then provided to that veteran in 
the community would match the diagnosis. We’ll be able to manage 
to that and manage to the quality and the cost. 

And particularly as we look at how we manage this program in-
ternally, again, it’s very manual now between the referral, which 
is a relatively well understood clinical process that treating physi-
cian says we’re going to refer the veteran out. 

But then the eligibility process, the appointment making process, 
the time and distance process, that’s been very manual. That needs 
to be automated. That entire process should be relatively seamless, 
and it shouldn’t be something that the veteran has to get involved 
in. It should be something that between VA, as the program man-
ager and the payer, works out directly with the provider. We are 
working on those in this procurement, yes, sir. 

Chairman MORAN. Follow up with you and further questions 
about it to make sure it will be. 

Chairman MORAN. Senator Duckworth. 

HON. TAMMY DUCKWORTH, 
U.S. SENATOR FROM ILLINOIS 

Senator DUCKWORTH [Inaudible.] Assistant Secretary Topping, 
according to VAs own survey of healthcare experiences of patients, 
on most measures, does VA outpatient care score higher than pri-
vate sector care experiences? 

Mr. TOPPING. Senator, we don’t measure quality and community 
care, so I can’t answer that question. 

Senator DUCKWORTH. Okay. What I’ve seen is that veterans re-
port better communication, more trust, and higher satisfaction with 
VA clinicians compared to private sector clinicians. And that’s not 
in your own survey of healthcare experiences of patients? 

Mr. TOPPING. Senator, what I’m saying is currently in the com-
munity care program, it does not have quality measures. And so, 
I cannot benchmark between direct care and community care. I 
can’t answer that question based on data. 

Senator DUCKWORTH. Why would you not collect that data on 
community care experiences? 

Mr. TOPPING. The community care program does not manage 
data at the community care provider level. So, I can’t answer the 
question based on data. 

Senator DUCKWORTH. So, we’re just going to trust the patients. 
How do you compare the community care satisfaction to direct care 
satisfaction? You’re not collecting that data. I’m confused. I’m 
sorry. Perhaps you can better explain it to me why you don’t meas-
ure patient’s experiences in community care. 

Mr. TOPPING. So, Senator, I think what you’re asking about is 
survey data. And what I’m referring to is quality data, where we 
actually measure the quality of the care that a veteran receives in 
the community. 
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In the current community care program, we do not have quality 
measures or requirements. In Next Gen, we do. We use industry 
standard measures so that we can report like with like, measure 
and track, so that we will know what the quality of the care a vet-
eran receives from a community provider is, and then we can data- 
to-data benchmark that against what the veteran receives in the 
direct care system. 

Senator DUCKWORTH. Do you have data that is consistent with 
VSOs testimony that veterans want VA as a primary care pro-
vider? 

Mr. TOPPING. Senator, I’m not aware of the specific survey or re-
sults, but generally that sounds right. That many veterans do enjoy 
the ability to use both the direct care system and the community 
care system as that best meets that veteran’s need. 

Senator DUCKWORTH. So, I believe, at least in theory, that com-
munity care providers can serve a valuable complementary role to 
fill the gaps that exist for rural veterans, also, skill gaps. I’m one 
of those veterans; I go to VA as my primary care but I get my pros-
thetics made by a specialty provider that has a level of expertise 
that’s not available at my local VA. 

And I think it’s important to increase patient access to wider 
range of specialty care providers. But however, I haven’t yet seen 
a comprehensive plan to invest in the most efficient, effective vet-
eran preferred healthcare to VA house, which is our VA medical fa-
cilities. 

You had met with some of my staffers the other day, and you 
said that there was going to be a plan for $1 trillion investment 
into direct care. We have not yet seen it. When can we expect to 
see a part three of this VHA modernization series on direct care 
investments? And is that $1 trillion amount, correct? 

Mr. TOPPING. Senator, so first of all, direct care versus commu-
nity care, and I’ll come back to community care in a minute. So, 
on direct care, what we’ve done in this Administration is number 
one, we’ve reduced backlogs. So, more veterans now have access to 
VA care. 

We’ve opened 25 about to be 30 new clinics. We’ve spent $800 
million already. And in this year, in fiscal ’26, I’m investing $5 bil-
lion in maintenance, deferred maintenance on VA facilities to get 
those facilities up to par. That excludes minor construction, major 
construction and leasing. We are investing in the direct care sys-
tem. 

Senator DUCKWORTH. Can I see a plan? Do you have a plan? 
Mr. TOPPING. Yes, honor, we can provide that. 
Senator DUCKWORTH. Can you provide that? Okay, thank you. 

Community care spending nearly doubled from 32 billion in 2018 
to 62 billion in 2023 over that same period. Did VA double its con-
tract oversight workforce in that same timeframe? You were sitting 
at 50 percent staffing in the contracting oversight. And I worry 
that if you’re doubling the amount of community care spending 
that we’re keeping the same number of workforce in the oversight 
role. Did you double the number of contract oversight workforce in 
that same time period at VA? 

Mr. TOPPING. Senator, what we’re doing in Next Gen is focusing 
on, again, Next Gen is program design, but the next step for VA 
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is program management. How do we manage this? And what the 
Secretary has done is, he has moved the community care team into 
a vertical. There is an office now designed to focus on this. We will 
do the cost accounting for this program directly and leadership di-
rectly for this program. We are going to build the program manage-
ment capabilities. 

In the past, what we have done is we have taken direct care staff 
and folks and ask them as an extra duty to work on community 
care. We are focused on the program management so that we can 
operate this program. We can be accountable for the cost, account-
able for the quality and responsive to the Congress—— 

Senator DUCKWORTH. I agree with you that direct care staff 
should be providing direct care to veterans and not doing this extra 
work. But my concern is we went from 32 billion in 2018 to 62 bil-
lion in 2023, and we’re still not staffed up where we should be. And 
I worry about you know, oversight in all of those contracts. What 
percentage of authorized employees is the Office of Integrated Ex-
ternal Networks and its contracts management and performance 
department staffed at today? Do you know? 

Mr. TOPPING. Senator, No. I don’t know the exact answer. 
Senator DUCKWORTH. But can you get it to me? 
Mr. TOPPING. I can get you the answer. 
Senator DUCKWORTH. Okay, great. Will you commit to hiring 

staff at a hundred percent authorization to supervise these ex-
tremely lucrative contracts that currently seems to lack guardrails 
for all veterans? 

Mr. TOPPING. I will commit to building the program management 
office and design we need to manage this contract accountably and 
responsibly to be accountable for the quality of care that veterans 
receive and the cost to taxpayers. I will commit to building that 
program management function so that we can do that, and staffing 
it as needed so that we can be successful. 

Senator DUCKWORTH. And in what timeframe is that happening 
as you are increasing spending on community care? Because I don’t 
want to be out here spending all this money and you’re still build-
ing the plane, right? 

Mr. TOPPING. Senator, we are building that as we speak. We are 
in the procurement cycle. There’ll be awards next year for this. 
There’ll be a 1-year implementation period, but we are building the 
program management capability. 

The Secretary has already directed the internal design. We’re al-
ready beginning in terms of financial management to be account-
able for these costs, and so that we can manage this as we go for-
ward, we award these contracts. 

Senator DUCKWORTH. When do you think that whatever program 
you come up with will be in place and operational that will provide 
oversight for all of these contracts that we’re letting in this pro-
curement cycle right now? 

Mr. TOPPING. We are working on this real time, and these con-
tracts are expected to be awarded in January 2027. And so, we will 
be live and ready when we do that. 

Senator DUCKWORTH. Okay. Thank you. Thank you, Mr. Chair-
man. 

Chairman MORAN. Thank you. Senator Hirono. 
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HON. MAZIE K. HIRONO, 
U.S. SENATOR FROM HAWAII 

Senator HIRONO. Thank you, Mr. Chairman. So, I am attempting 
to better understand what it is that you’re here to explain to us. 
So, you already have these private contracts and you’re about to go 
into renewals of these contracts. So, what, what are you here to ex-
plain to us regarding this renewal of contracts that you already 
have? 

Mr. TOPPING. Senator yes. We’re here and we’re excited to talk 
about the design of the Next Gen RFP and what we are doing to 
improve the care that veterans receive through community care 
program. 

Senator HIRONO. Well, that is not a particularly specific kind of 
response because of course, what we’re supposed to be focused on, 
what you are supposed to be focused on is care for veterans. I 
mean, are we basically moving toward a more of a privatized model 
for VA care through these contracts? 

Mr. TOPPING. We’re not. 
Senator HIRONO. Okay. Because that’s kind of what is looking 

like, we’re creating an opportunity for that to happen. And the vet-
erans we know would much rather receive care in the VA setting. 
So that is what you would refer to as direct care. 

And so, I understand the need for community care because the 
VA doesn’t always have all of the providers onsite and especially 
in rural areas. So, there’s that. But I think there is always this 
concern that we’re moving toward a privatized model. 

And when you come and tell us that you’re about to renegotiate 
these contracts, I’m not sure, I don’t even know what Next Gen is. 
How is that different from what you are already doing through 
these contractual agreements with providers? 

Mr. TOPPING. Senator, two major differences between the current 
program and the RFP, which we are calling Next Gen, which is 
currently out for procurement. Number one, we’re introducing five 
pillars into the program. We’re going to have quality requirements. 
We’re going to have program integrity, we’re going to have value- 
based care, we’re going to do utilization management, and we’re 
going to have all alternative payment capabilities. 

Those are the five tools that every other payer program has had, 
many for decades. We are introducing those controls, those tools to 
the VA program so that we can be accountable for the cost of care 
and the quality of care that veterans receive. That’s number one. 

Number two, we are issuing this as a multiple word IDIQ, which 
allows VA to have competition among the vendors who serve vet-
erans. And so currently we’ve got a two-award system. We’ve got 
two vendors, east and west. What this allows us to do is have mul-
tiple vendors, some national, some regional, and allows us to oper-
ate regional models that are adaptive to the needs of veterans 
where they live, the local infrastructure and communities, and al-
lows us to do that. 

Senator HIRONO. Well, explain to me about competition among 
providers. When I think of providers, I’m thinking of what is the 
definition of providers that you want to have more competition 
among? 
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Mr. TOPPING. Senator, there’ll be two types of contractors in this, 
as there are now. There will be a vendor to VA who manages the 
payer program. VA operates it, we’re the funder, we’re the con-
tracting agency, but we’ll have a vendor who will operate this pro-
gram for us and be responsible for claims, payment, measuring 
data, et cetera. 

And then we’ll have the community providers themselves who 
will contract with these payers who contract with VA that will ac-
tually deliver the care to the veteran at the community level. 

Senator HIRONO. So, when you talk about competition, are you 
mainly focused on how much these levels of whatever the services 
that will be provided, is it the competition by the cost of providing 
these kinds of services through the contract center? 

Mr. TOPPING. I want everybody to compete for my veterans. I 
want everybody to compete on the quality they can provide. I want 
everybody to compete and the cost they can provide. And so, what 
I want, I want payment vendors, payer vendors, our TPAs on this, 
our plan partners. I want them to be focused on serving VA and 
veterans and the community providers who provide that care. I 
want them focused on delivering the highest possible quality care 
they can. 

Senator HIRONO. Well, the thing is that there’s certain areas of 
commerce that’s not particularly activities that lend itself to com-
petition. I mean, competition is usually on things like price, where 
you look at product A, product B, and you know what the price is. 
But in the medical field and the care and all of that, it is not that 
easy to discern. 

So, I like the idea of competition that’s supposed to probably give 
us the best bang for the buck, but I don’t know how easy it’s going 
to be to determine whether we’re getting the best services for the 
buck. 

So I have a question about that, but you explain everything in 
a way that sounds reasonable, but the question would be, how 
would these things be implemented at a time when VA is cutting 
its people? And who’s supposed to oversee all of these contracts and 
make sure that A, B, C, D, whatever your five points, or whatever. 
Who’s supposed to be providing that oversight when you are cut-
ting back on VA employees, and there’s a hold on the vacancies, the 
filling of the vacancies? 

See, when you put a hold on it, it’s like these vacancies go away 
and it’s like, oh, well, there’s not a problem. But there’s always 
been a problem with finding people to work for VA. I certainly 
know that in the Hawaii situation where it’s really hard for us to 
keep, especially primary care people in Hawaii, and there’s a lot of 
movement. 

And when you get rid of the positions, I don’t know what that 
says. I mean, does it make the bottom line look better? I don’t 
know. Why would you do that? Why would you freeze the hiring 
of people that the system needs and where these vacancies have ex-
isted for a long time, obviously needing to be filled. Why would you 
put a freeze on hiring? 

Mr. TOPPING. Senator, Next Gen is about the program design of 
community care, and what VA is now working on while this pro-
curement is out, is the program management, ensuring that we 
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have the structure, that we have the people, that we have the ex-
pertise and capabilities, including tools and technology to be able 
to manage this program effectively so that we can achieve the out-
comes that we are all looking for in this. 

And we are competing on this. We are competing on quality. We 
want the very best care that can be provided to our veterans, and 
we are competing on cost. We ultimately want to lower the cost of 
this program. 

Senator HIRONO. It’s nice that you have those goals, it’s imple-
menting and getting all of that that I have some serious questions 
about. Thank you, Mr. Chairman. 

Chairman MORAN. You’re welcome. Senator Sheehy. 

HON. TIM SHEEHY, 
U.S. SENATOR FROM MONTANA 

Senator SHEEHY. Thanks for coming today. Great to see you. Be-
fore we get to community care health record transfer from active 
duty, where are we on taking active duty service members who 
have a very finitely documented healthcare records when they are 
separating. There’s no reason that once they separate those health 
records should be thrown in the trash bin, and then they have to 
get a whole new physical examination done, not just for their dis-
ability claims, but then also for the VA to have their healthcare 
records on file. 

I think it’s about time, instead of having them show up with a 
car and then taking that car apart and spending six months build-
ing them a new car. They’re getting out of the DoD with clean 
healthcare records, they should be able to take that departure 
physical exam conducted by the DoD and have it seamlessly trans-
ferred to the VA as their induction physical with the VA to elimi-
nate that leap of faith in that gap, that so many veterans fall into 
as they’re getting off active duty and being awaited to be ingested 
by the VA healthcare system for both disabilities as well as 
healthcare. 

So, would like your comments on what the path forward for that 
could be? 

Mr. TOPPING. Senator, I think so. Number one, this is called the 
zero-day record issue. This is something that Secretary Collins and 
Secretary Hegseth are personally engaged on and have met. Dep-
uty Secretary Lawrence is leading this for VA. I know that there 
was a meeting between Department of Veterans Affairs and De-
partment of War on this issue yesterday. 

We are looking at how we do that and how those records auto-
matically come over, and that this would be seamless to the service 
member who then becomes the veteran. But these records come on 
day one or zero day. Yes. 

Senator SHEEHY. Good. And as the CFO, you’ll know, that’ll save 
you a lot of money, that you can spend on other things instead of 
having to pay for another health exam to happen that’s already 
happened before. You can direct your focus on providing the care 
needed. 

Community care, as has been referred to, has been the law for 
a long time. And the general assumption, in fact, I just left a meet-
ing of Montana Rural Hospitals, is that in the opinion of a state 
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like ours that has not just rural healthcare, but frontier healthcare, 
that the VA has intentionally made itself a very hard customer to 
do business with as a payer. 

And for these hospitals, a number of hurdles they have to go 
through both to qualify potential veteran patients to come in, in a 
state where it could be the difference between a 30-minute drive 
and a 5-hour drive, having to wait weeks or months to get the care 
they need because they’re waiting for authorizations, is unaccept-
able. 

So how are you going to knock down those barriers that are 
blocking veterans from accessing community care, specifically in 
the very rural environments, in places like Montana? 

Mr. TOPPING. Senator, access to care should be seamless for the 
veteran. And particularly in a place like Montana where you’ve got 
very rural areas, where you’ve got rural care, where you’ve got the 
community providers who want to participate in the program, they 
want to be part of this. 

VA has made it difficult. We’ve made it difficult via the referral 
process, the eligibility process authorizations, and then payment. 
The goal of this program is to make this program operate like the 
other payer programs. And virtually every single rural provider 
that maybe you’ve talked to and has been in your office is a Medi-
care provider. They treat Medicare patients. VA uses the Medicare 
fee schedule in this program. 

So, it already looks like and pays like Medicare, but it doesn’t op-
erate like that. So, to the extent that our processes and that our 
requirements match those, it makes it very easy for a provider to 
do business with us. 

And that allows the veteran to go down the street, whether it be 
rural, community, town, over, whatever it may be, and access care. 
The goal of this program and our ability in this and how we man-
age this is to make this seamless. And even things like measuring 
quality, we spent a lot of time talking about that too. 

How VA is going to measure quality in this; are industry stand-
ards, everybody already does this who’s providing care. It makes it 
easy and it makes it seamless to provide care for our veterans in 
this program. 

Senator SHEEHY. And you know, a follow-up tip to any of you 
who care to jump in, but I think, you know, when you look at that, 
that ease of access and pay, you know, TRICARE and the DoD, no 
one’s perfect, but they have a system that if you talk to most active 
duty or reserve members who have TRICARE or healthcare sys-
tems, they’re like, listen, TRICARE is easy. I mean, it’s seamless. 

And those members will tell you, yes, this is pretty seamless. I 
was an active-duty guy who was married, my wife was active duty. 
You know, we dealt with that for years. And it’s frustrating that 
why is the VA also a Federal agency that’s obviously closely affili-
ated with the military as far as personnel? 

How come one can be so easy and the other doesn’t? So I would 
just encourage you, let’s not reinvent the wheel if we don’t have to. 
There are systems that are in place that work that the Federal 
Government has been using for decades. If we don’t have to build 
something from scratch, like we’ve been doing with the electronic 
health records for like 30 years, let’s just use something that works 
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already and put it to work. The veterans are tired of waiting for 
community care to work for them. So, thank you. 

Chairman MORAN. Senator Sheehy, thank you. I now recognize 
the Ranking Member. 

Senator BLUMENTHAL. Thank you, Mr. Chairman. Just a couple 
of quick questions. Mr. Topping, I think you told the Committee 
staff that the VA used the $6 billion in supplemental funding last 
year to cover payouts and expenditures related to the deferred res-
ignation program and early retirement requests. I think the VA 
now says that none of these funds were spent on the deferred res-
ignation program or terminal leave payouts. Can you tell me how 
the $6 billion was used? 

Mr. TOPPING. Ranking Member, I did not say that to staff. What 
I said to staff is that we used $581.1 million on these deferred res-
ignation payouts. And of the 6 billion supplemental appropriation, 
5.8 billion of that was used to purchase community care services, 
and 200 million of that was to purchase medical equipment. 

Senator BLUMENTHAL. So, the vast bulk of it was spent on com-
munity care? 

Mr. TOPPING. Yes, Senator. 
Senator BLUMENTHAL. And Ms. Searight, does your office have 

the access it needs to all the information that you need to make 
proper evaluation of community care? 

Ms. SEARIGHT. For the Office of Audits, we have had no issues 
with obtaining the necessary information to support our audits. 
However, our Office of Investigations has had challenges getting 
necessary information from the providers directly, which is why 
we’ve asked for that language to be included in the contract. With 
regard to eliminating a requirement for a subpoena. 

Senator BLUMENTHAL. You need more information from the pro-
viders? 

Ms. SEARIGHT. Correct. 
Senator BLUMENTHAL. Thank you. Thanks, Mr. Chairman. 
Chairman MORAN. Mr. Topping, do you intend to include a provi-

sion, as it was just described, to make sure that the providers ful-
fill a responsibility to provide information to the IG? 

Mr. TOPPING. We do, Mr. Chairman. 
Chairman MORAN. Thank you. And you’ve talked a lot about 

measures of quality, actually the absence of measures of quality. Is 
there a standard way of, it’s maybe an IG issue as well. What’s the 
criteria for determining quality of care? How do you measure it? 

Ms. SKOLROOD. Thank you. So, in the community care, in a man-
aged care setting, quality of care is measured differently than in 
a direct care setting. It’s just as important. It’s equally as impor-
tant, but it is measured slightly differently. In our setting we are 
not handing over lives to the responsibility of the TPA, we main-
tain the responsibility of the veterans. We are not capitating, per 
lives or anything like that. 

So, the veteran’s outcome measurements, their quality metrics, 
that measures both internal quality and external care quality. So, 
focusing on the outcomes of our veterans, whether that’s cancer 
treatment or cardiovascular or diabetes, whatever those disease 
pathways may be, the outcomes are what we want to make sure 
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that we’re measuring. And that will be indicative of both direct and 
external care. 

Chairman MORAN. That’s the outcomes or whether a person got 
better, whether they recovered, whether their lives were extended, 
or? 

Ms. SKOLROOD. Exactly. Their direct outcomes from their disease 
pathway. And also in external care, there are national quality 
metrics, core measures, CMS measures, inpatient hospitalizations, 
your length of stay, your hospital acquired infections. There are in-
dications that are national metrics that we can pull systematically 
that the TPAs and our Next Gen contracts, we are going to require 
them to pull that. 

When you get down to direct providers like primary care pro-
viders, it does get more difficult. And that’s where you need to rely 
on the outcome of the veteran’s disease process. I mean, that’s ulti-
mately the measure of quality of care. Did the patient get better? 
Did the care work? 

So, all of that is what’s really exciting about what we’re building, 
is that that will be wrapped into the Next Gen, and we don’t have 
that now. We just don’t have capabilities to visualize these out-
comes. 

Chairman MORAN. And when you say we don’t have that now, 
what you’re really saying is we’ve never had that. I mean, it’s 
never been, since the MISSION Act, maybe since CHOICE, the 
ability to compare hasn’t existed. But even within the VA direct 
care that quality measure has or has not been present? 

Ms. SKOLROOD. In the VA, indirect care has a very robust quality 
metric system. I can’t speak to it personally, but there are people 
who can, and it is very robust for veteran outcomes. I’m saying that 
that’s indicative of both direct and community care because vet-
erans are getting both. 

So, if their outcomes are good, then you know that’s measuring 
both. What is new in our current legacy contracts, we do not re-
quire the TPAs to—we do not put into those contracts to measure 
quality. We have put that into our Next Generation contracts, so 
that is something that we then will be able to hold the TPAs ac-
countable for, and we’ll be able to get that information. 

Chairman MORAN. The current existing contracts, they have an 
expiration date. And is there a plan that then what you want to 
replace those contracts with will be available to replace it at the 
correct time? 

Ms. SKOLROOD. Yes, sir. As we approach, there’s a rolling termi-
nation of the contracts. They don’t all end at one time. So, the first 
contract will end at the end of this year, and we will have to work 
with OGC and SAC to make sure that we bridge those and or have 
plans in place so that by the time the next generation of contracts 
are in place, there’s seamless coverage. 

Chairman MORAN. And no one’s raised the topic of dental care. 
And I believe that’s becoming a new opportunity within the con-
tract. Would you explain that to the Committee? 

Ms. SKOLROOD. Yes, sir. So, in current state are our two TPAs, 
dental is within the medical contracts. And Next Generation we’ve 
pulled dental out. It is a specialty niche kind of service. And we 
feel that a one national contract for dental will allow us to build 
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a more robust network and be able to—we’ve had some IG inves-
tigations with regard to dental payments. It will allow us to fix 
those situations, make sure that our rates are consistent, so there 
will be a national dental contract. 

Chairman MORAN. Does dental care for veterans cover the wide 
gamut of dental care? 

Ms. SKOLROOD. It does. There are and I’ll have to phone a friend 
on that. I can’t speak to all of the dental coverages, but it is a ro-
bust service. There are robust services. 

Chairman MORAN. Mr. Topping, one of my legislative priorities, 
a significant one on this Committee, remains adoption of the AC-
CESS Act. It would build on the MISSION Act and in my view, 
help the VA deliver better access, convenience, quality care in the 
community, particularly for veterans with mental health and addic-
tion issues. 

I want to express my appreciation for the feedback and technical 
assistance that you have provided in the ACCESS Act. The AC-
CESS Act passed this Committee last year with bipartisan support. 
The Ranking Member and I are working together to reach an 
agreement on how to get it passed in the Senate. 

Does the VA continue to support the ACCESS Act? And if it isn’t 
enacted this year, like I hope it will be, would the ACCESS Act 
help or hinder the goals laid out in the RFP? 

Mr. TOPPING. Mr. Chairman, so ACCESS Act was the first fire-
fight I was dropped into after being confirmed and had a chance 
to work with your staff. Everybody supports the goals of increased 
access to mental health treatment for veterans. But when we came 
in, there were issues with how would we do this? How do we pay 
for this? How do we operationalize this? And the team spent a lot 
of time working on how we would do this. 

Number one, the goal on expanded access is absolutely the type 
of thing that VA can and should be working on. And one of the 
things that VA does, perhaps better than even in the community 
is VA’s mental health treatment. So that’s number one. 

But then paying for it requires on how we’re going to 
operationalize that. And so, one of the things that the staff that we 
all worked on were, what are the tools that VA needs to 
operationalize this type of program? And so, where we’ve landed on 
are the types of things, regional opportunities, the ability to pivot 
pilots that may be different in different areas based on different re-
quirements, different capabilities, infrastructure. Those are the 
tools and capabilities that are built into Next Gen. 

So, the things that VA would need to do to operationalize in a 
fiscally responsible way on ACCESS Act, are built into Next Gen. 
We have that capability in that contract. And so, if and when AC-
CESS Act is passed, VA stands ready to implement that. 

Chairman MORAN. They are compatible. 
Mr. TOPPING. Yes, sir, they are. 
Chairman MORAN. Thank you, Senator Blumenthal. 
Senator BLUMENTHAL. Just say a question. I should know the an-

swer to it. Is there a lot of variation among the contracts that you 
have with individual providers at present? 

Mr. TOPPING. Ranking Member, there’s great variation. And so, 
VA holds the contracts with the TPAs who are payment vendors. 
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Our payment vendors hold the contracts with the individual 
healthcare providers. And there are great variations in that. 

Some of those variations are good things. They’re regional vari-
ations. How we’re going to provide care in Connecticut, it’s going 
to be very different than rural Montana, for example. But some of 
those are because we’ve got different systems, different require-
ments, that makes it very difficult to administer. 

And that’s why in this contract with the multiple award IDIQ, 
the ability to have national vendors and regional vendors who 
serve with VA, it allows us to use vendors that have specialty, have 
networks in an area that may not have it in another, but that may 
be able to improve the quality of care and the cost of care that vet-
erans receive. So that’s the intent of this. That’s the point behind 
the multiple award IDIQ. 

Senator BLUMENTHAL. So, the Next Generation of contracts will 
have some variation as well? 

Mr. TOPPING. Variation is not a bad thing. Variation adopted to 
the needs of the community, to the infrastructure, to the needs of 
the veterans, including VA infrastructure, where we have clinics, 
where we don’t. Variation is not necessarily a bad thing. 

Having a program that can be flexible, that can do different 
things managed in a different way in a rural area versus an urban 
area. That’s the ability we have in this contract that we currently 
don’t have an existing community care contract. 

Senator BLUMENTHAL. But the variation may be to accommodate 
specific needs in different communities, but the standards should 
be uncompromising. Correct? 

Mr. TOPPING. Senator, the standards should be the same, and the 
goal should be the same. And the goal is the highest quality of care 
for veterans at the lowest cost to the taxpayer. 

Senator BLUMENTHAL. And the oversight should be as rigorous in 
contracts in Connecticut, Montana, all around the country? 

Mr. TOPPING. Senator, VA is committed to building the program 
management capabilities to ensure that we can operate a contract 
of this size and complexity and be accountable for it. 

Senator BLUMENTHAL. Thank you. Thank you. 
Chairman MORAN. And that conversation ended up where I liked 

it ended. But the standard of care would be the same, whether it’s 
direct care within the VA or it’s community care. True? 

Ms. SKOLROOD. Yes, sir. 
Chairman MORAN. Okay. Is there anything that any of you would 

like to say that you haven’t had the opportunity to say and with 
greater brevity than any Senator? 

Mr. TOPPING. Mr. Chairman, we’re delighted to have the oppor-
tunity to come in and talk to you about this program. Thank you. 

Chairman MORAN. I’m pleased that you’re here. We’re pleased 
that you’re here. And again, I think this is another in a series of 
hearings that have been very beneficial to the Committee. 

Senators who would like to submit questions for the today’s wit-
nesses, or additional statements to the record have one week to do 
so. And we would request our witnesses to respond to any ques-
tions for the record received following today’s hearing in a timely 
manner. 
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Chairman MORAN. Speaking of timely manner, please remind the 
Department that we are still awaiting responses to previously 
asked questions. 

With that, the hearing is adjourned. 
[Whereupon, at 4:28 p.m., the hearing was adjourned.] 
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