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HEARING ON PENDING LEGISLATION 

WEDNESDAY, MAY 22, 2019 

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

Washington, DC. 
The Committee met, pursuant to notice, at 2:28 p.m., in room 

418, Russell Senate Office Building, Senator John Boozman, 
presiding. 

Present: Senators Moran, Boozman, Tester, Murray, Brown, 
Blumenthal, and Sinema. 

HON. JOHN BOOZMAN, ACTING CHAIRMAN, 
U.S. SENATOR FROM ARKANSAS 

Senator BOOZMAN. The hearing will come to order. We are 
pleased to have some of our colleagues here to talk about some im-
portant pieces of legislation. So, we will begin with Senator Casey 
of Pennsylvania. He is going to speak in support of S. 746, the De-
partment of Veterans Affairs Website Accessibility Act of 2019. 

Senator Casey. 

STATEMENT OF HON. BOB CASEY, 
U.S. SENATOR FROM PENNSYLVANIA 

Senator CASEY. Thanks so much, Senator Boozman. I am not al-
lowed to call you Mr. Chairman today, or you are the acting chair? 

Senator BOOZMAN. John. 
Senator CASEY. Senator Boozman, thanks so much. I want to 

thank you and thank the Ranking Member, Senator Tester, for this 
opportunity and for inviting me to speak as well as our colleagues. 

As you mentioned, I am here to discuss the VA Website Accessi-
bility Act, which is Senate Bill 746, which I introduced with my col-
league, Senator Moran, who, of course, is a Member of this distin-
guished Committee. I want to thank Senator Moran for his part-
nership on this legislation which aims to help disabled veterans. 
We look forward to continuing our work in the future to help those 
who have served our Nation. 

I also want to acknowledge our colleagues in the House for ad-
vancing similar bipartisan legislation under the leadership of Rep-
resentative Elaine Luria. 

The VA Website Accountability Act—Accessibility Act, I should 
say—seeks to ensure that all veterans have access to electronic and 
information technology provided by the Department of Veterans Af-
fairs, including those who are blind. This should not be a controver-
sial idea, of course. In fact, it is already required by law. In the 
1990s, Congress amended the Rehabilitation Act to include Section 
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508, which requires Federal agencies, including the VA, to make 
their electronic and information technology accessible to people 
with disabilities. 

Unfortunately, the VA has faltered in its compliance with Section 
508. The Blinded Veterans Association reports that all too fre-
quently the VA releases new websites or apps that cannot be easily 
used by the blind. This often occurs after the agency promises, at 
the initial developmental stages, that the technology will be acces-
sible. This, I know for everyone in the room, is unacceptable. 

The act that we have introduced will promote a common-sense 
approach to solve the problem. It will require the VA to examine 
its websites, web-based applications, and VA medical facility kiosks 
to determine if they are accessible. The bill also requires the VA 
to report to this Committee and its House counterpart detailing 
which technology is not accessible. For technology that is identified 
as not accessible, the VA must develop and provide a plan for 
bringing that technology into compliance with Section 508. 

We have an abiding duty to provide for the brave men and 
women who have served our country. As President Lincoln said, 
when he outlined a very basic test or standard, he said, it is our 
obligation to, ‘‘care for him who shall have borne the battle and for 
his widow and his orphan.’’ We have to live up to that standard in 
everything that we do as it relates to the VA and veterans. 

This legislation takes a small, but important, step in ensuring 
that we meet our abiding obligation to serve and help every vet-
eran, including those who are blind. 

I want to thank the Committee under the leadership of Chair-
man Isakson and Ranking Member Tester, and Senator Boozman 
today, for examining this important piece of legislation. Thank you 
very much. 

Senator BOOZMAN. Thank you, Senator Casey, and again, thank 
you for being with us today. 

Next we are going to hear from Senator Gardner of Colorado. He 
is going to talk about the two pieces of legislation, S. 221, the De-
partment of Veterans Affairs Provider Accountability Act, and 
S. 450, the Veterans Improved Access and Care Act of 2019. 

Senator Gardner. 

STATEMENT OF HON. CORY GARDNER, 
U.S. SENATOR FROM COLORADO 

Senator GARDNER. Thank you, Senator Boozman. Thank you, as 
well, Ranking Member Tester, for allowing me this opportunity to 
talk about Senate Bill 450 and Senate Bill 221, to improve the VA 
hiring process and strengthen accountability at the VA. I would 
like to thank the Colorado veterans who helped us get this legisla-
tion to where it is today, and the many providers and VSOs that 
helped provide guidance. 

When meeting with veterans across Colorado, I often hear con-
cerns about the amount of time it takes to get in to see a VA pro-
vider. In order to reduce wait times and provide timely care to our 
veterans, we have to address the root problem at many VA facili-
ties in Colorado and across the country—staffing and staffing 
shortages. 
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As the Wounded Warrior Project notes in their testimony today, 
there are over 24,000 medical or dental shortages in the VHA. 
Many VA hospitals continue to experience long wait times and 
staffing shortages as a result of lengthy hiring processes. The pri-
mary driver of this protracted hiring process is the onboarding 
process for licensed medical providers. According to a recent study 
by McKinsey and Company, the VA hiring timeline spans between 
4 to 8 months, while a typical private sector organization hires 
staff between 0.2 and 2 months. 

This bipartisan legislation, Senate Bill 450, the Veterans Im-
proved Access and Care Act, aims to address this problem by di-
recting the VA to establish a pilot program to expedite the hiring 
of licensed medical professionals in locations where there are short-
ages of available providers. The bill also requires the VA Secretary 
to submit a report detailing a strategy on how to reduce the short-
ages and how to expedite the VA hiring process. 

It is essential the Department of Veterans Affairs and Congress 
collaborate on ways to find innovative solutions to the bureaucracy 
and red tape that serves as a barrier to employment at a VA med-
ical center, to ensure that veterans receive quality, timely care they 
deserve. 

Another essential component of ensuring our Nation’s heroes re-
ceive the highest quality care is accountability for medical errors 
that put patients in harm’s way. The vast majority of VA employee 
and medical providers provide exceptional care to our veterans, and 
I am grateful for their service. So, there is no excuse for allowing 
certain medical providers with a history of committing major med-
ical errors to continue putting other patients at risk. 

A troubling GAO report from 2017 revealed an unacceptable 
trend of VA facilities failing to report providers who made major 
medical errors to the National Practitioner Data Bank and the rel-
evant State licensing boards responsible for tracking dangerous 
practitioners. As a result, these practitioners can go into private 
practice or move across State lines without disclosing prior mis-
takes to patients or State regulators. 

As we speak, the Comptroller General of the United States is tes-
tifying before the House Veterans’ Affairs Committee, the Sub-
committee on Oversight and Investigation, that since that 2017 
GAO report, the VA has failed to implement recommendations re-
garding the appropriate reporting to State licensing boards. 

Originally the VA indicated that they would take such steps by 
October 2018. It is now May 2019. We are no closer to ensuring the 
VA facilities are following advisable medical reporting standards. 

The VA Provider Accountability Act would solve this problem by 
requiring the VA to inform the National Practitioner Data Bank 
and State licensing boards of major adverse actions committed by 
medical providers at the VA. Additionally, it would prevent the VA 
from signing settlements with fired employees to hide major med-
ical mistakes in their personnel files. 

We owe every single veteran the best possible care and we can 
only provide that care with increased accountability. My bipartisan 
bill will protect veterans and potential patients outside the VA sys-
tem from mistakes by medical providers who have proven them-
selves to be dangerous. 
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I look forward to collaborating with our Nation’s veterans, the 
Senate Veterans’ Affairs Committee, the VA, and other stake-
holders on furthering these critical solutions. 

I ask for the Chairman’s consent to allow the letters that I have 
with me to be submitted to the record in support from these organi-
zations: the Federation of State Medical Boards; National Council 
of State Boards of Nursing; and the United Veterans Committee of 
Colorado. 

Senator BOOZMAN. Without objection. 
Senator GARDNER. Thank you. 
[The letters appear in the Appendix.] 
Senator BOOZMAN. Thank you, Senator Gardner. 
Next we are going to hear from my fellow Senator from Arkan-

sas, Senator Cotton. He is going to speak in support of S. 857, a 
bill to increase the Medal of Honor pensions. And, congratulations 
on your efforts chronicling the Old Guard and becoming truly an 
expert on Arlington. 

STATEMENT OF HON. TOM COTTON, 
U.S. SENATOR FROM ARKANSAS 

Senator COTTON. Thank you. A great story that is available for 
purchase on Amazon right now. [Laughter.] 

I want to thank the Committee, Chairman Isakson, and Ranking 
Member Tester for inviting me to speak at this hearing. I also want 
to thank my colleague from Arkansas, Senator Boozman, as well as 
Senator Blumenthal for cosponsoring Senate Bill 857, which would 
increase the special pension for Medal of Honor recipients. 

Medal of Honor citations often read like Hollywood scripts, only 
the heroism is so amazing most people would not believe it really 
happened if it were a movie. But, it did happen, and Medal of 
Honor recipients who lived to tell their stories become public fig-
ures overnight. They are inundated with requests for speeches and 
appearances at schools, veterans’ groups, and civic organizations. 
Many appear at as many as 200 events every year. They do this 
out of a sense of duty to the Nation and to their buddies who did 
not survive. 

Our country, therefore, pays Medal of Honor recipients a special 
pension to defray the costs of their demanding travel schedules. 
The pension began at about $10 a month, more than a century ago. 
Congress has increased it periodically and it now stands at about 
$1,300 per month. That amount can no longer cover basic expenses, 
such as lodging, food, and transportation. 

That is not right, so let’s make it right. Our bill would increase 
the Medal of Honor pension to $3,000 per month. This is a modest 
change, and even more modest expense for our country. The pen-
sions would cost barely $1 million a year out of our $4 trillion 
budget, but that money would go a long way to help these Medal 
of Honor recipients share their stories. 

These are not the stories of celebrity or fame. They are stories 
of valor and patriotism. They give young men and women honor-
able examples to follow, indeed, inspiring many of them to enlist 
themselves. That is why Medal of Honor recipients are some of our 
military’s best recruiters and Ambassadors. It is only fair we reim-
burse them for the job they do. 
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Time is of the essence. We once had hundreds of living recipients 
but now we are down to only 70. Just last week, we lost another 
Medal of Honor recipient, Robert Maxwell, who passed away at the 
age of 98. A generation of heroes is slowly passing from the scene, 
so let’s act now to make sure their stories are shared as widely as 
possible. 

Every Medal of Honor recipient has sacrificed for his country in 
the words of the citation ‘‘above and beyond the call of duty.’’ That 
sacrifice continues well beyond the battlefield but it should not re-
quire financial sacrifice. So, let’s give Medal of Honor recipients the 
raise they deserve. 

Thank you. 
Senator BOOZMAN. Thank you, Senator Cotton. 
Senator Ernst, it is good to have you here. The senator from 

Iowa is going to be speaking in support of S. 123, the Ensuring 
Quality Care for Our Veterans Act, which is very important. We 
appreciate your leadership in this area, and we have had, you 
know, a great deal of pleasure in trying to help and play in a role, 
so thank you again. 

STATEMENT OF HON. JONI ERNST, U.S. SENATOR FROM IOWA 

Senator ERNST. Thank you. Senator Boozman and Ranking Mem-
ber Tester, thank you so much for the invitation today so that I can 
advocate for S. 123, the Ensuring Quality Care for Our Veterans 
Act. I also want to thank you, Senator Boozman, as well, as a 
Member of this Committee and for also supporting S. 123, as well 
as Senator Grassley and Senator Coons. So, thank you very much 
for your support on this issue. 

Today, folks, I want to share a story of Anthony, who is an Iowa 
veteran. In 2017, Anthony was experiencing headaches, so he went 
to the Iowa City VA medical center to get an MRI of his head and 
neck. Anthony’s MRI results came back and they unfortunately in-
dicated that he had a brain tumor. 

Anthony was referred to Dr. John Schneider, a neurosurgeon at 
the Iowa City VA. Anthony was struck by Dr. Schneider’s de-
meanor. He was personable and genuinely seemed to care about 
Anthony’s well-being. Dr. Schneider was going to operate on An-
thony with the goal of removing the tumor, and Anthony was con-
fident he was in good hands. 

After Anthony’s surgery, Dr. Schneider proclaimed that he had 
removed all of the tumor—all of the tumor. In the weeks and 
months following the surgery, it became clear to Anthony that 
something was amiss. His health had not improved, and when An-
thony would bring this up to Dr. Schneider, Schneider claimed that 
it would take at least a year for his symptoms to improve. 

All of this changed on December 3, 2017. A disturbing report in 
USA Today found that the VA had knowingly hired providers with 
revoked medical licenses and who have a history of providing sub-
standard care. One of those providers was Dr. Schneider. 

After that report broke, Anthony immediately went to the VA 
and had another MRI. It turned out that Dr. Schneider had never 
removed the tumor. 

Members of the Committee, Dr. Schneider never should have 
been hired to treat our veterans. While the VA reformed its hiring 
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practices—thank goodness—there are still veterans out there who 
were treated by physicians with revoked licenses, but who do not 
know if they received bad care. That is absolutely unacceptable. 

Every veteran who was treated by a physician with a revoked li-
cense should have their medical care scrutinized by a neutral third 
party. That is exactly what my bill does. The Ensuring Quality 
Care for Our Veterans Act ensures that every provider who was 
hired with a revoked license will have their care scrutinized by a 
neutral third party. If that third party determines that the care 
was substandard, the veterans will be notified. 

The VA conducted a review of all their providers and found a 
small number of providers who were hired with revoked licenses. 
This bill focuses on that small group of providers. It is a targeted 
oversight measure with minimal costs, that will give our veterans 
peace of mind. 

I thank the Committee again for the opportunity to testify in 
front of you today, and I do urge the Committee to support this bill. 
Thank you. 

Senator BOOZMAN. Thank you, Senator Ernst. 
Senator Tester. 

OPENING STATEMENT OF HON. JON TESTER, RANKING 
MEMBER, U.S. SENATOR FROM MONTANA 

Senator TESTER. Thank you, Senator Boozman. I appreciate you 
filling in today for Chairman Isakson. 

Yesterday I hosted a roundtable of veteran service organizations. 
I am very concerned that they are not being provided adequate in-
formation on implementation of the VA Mission Act. 

These VSOs are essential figures in this process. They can help 
provide information to their members and answer questions when 
problems arise. But, what I heard yesterday is that the group 
lacked real opportunities for questions and answers. 

In some instances, VA is requiring questions in advance so that 
no real dialog is occurring. In particular, the groups noted that 
they have not been provided information about what veterans do 
if they run into problems accessing care starting the 6th of June. 
VA needs to get this right. Congress gave the agency a full year 
to roll out this program. The agency absolutely needs to provide the 
VSOs with an opportunity for real back-and-forth within the next 
few days, given that this Mission Act will go live in 2 weeks. 

As far as this hearing goes, I just want to say that we have got 
a fairly heavy load for this hearing and I greatly appreciate that 
you have included so many bills that I have on this agenda today. 
I want to briefly touch on a few bill that I have worked on, and 
we will get views on it today. 

One of the main focuses in Congress is on mental health and sui-
cide prevention. I want to thank all of my colleagues on this Com-
mittee for being such good partners in this effort, in particular, 
Senator Moran, for helping expand access to mental health care for 
our veterans and increasing oversight over VA mental health 
programs. 

S. 785—this is the Commander John Scott Hannon Veterans 
Mental Health Care Improvement Act—does just that. It also eases 
transition for recently separated veterans, improves and expands 
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VA mental health infrastructure, increases community engagement 
through grants. 

I also want to thank Senators Sullivan, Murray, Sanders, 
Blumenthal, Hirono, Manchin, and Sinema for their support of this 
bill. 

S. 711, Care for Reservists, allows members of the National 
Guard and Reserve to receive care at Vet Centers, and includes 
them in VA suicide prevention planning. I worked with Senators 
Moran, once again, Sullivan, Cassidy, Tillis, Sanders, and Manchin 
to improve and expand care for our guardsmen and reservists. 

Today’s agenda also includes S. 514, the Deborah Sampson Act, 
which would eliminate barriers to care in services that many 
women veterans face and would expand services for women vet-
erans most in need, such as those experiencing homelessness. 

And, a very special thank you to the man to my left, Senator 
Boozman, who reintroduced this critical bill with me, as well as 32 
other cosponsors, 7 of whom sit on this Committee. 

Another bill that I worked on was S. 805, the Veteran Debt Fair-
ness Act, which helps veterans by reducing VA’s ability to recover 
overpayments from veterans that are caused by VA errors. Again, 
I want to thank Senators Boozman, Brown, and Blumenthal for 
being great partners in this legislation and assuming that the VA, 
not our veterans, are held accountable when it makes mistakes. 

Finally, I have got a couple of bills that increase oversight and 
accountability of the VA. S. 1154, the Department of Veterans Af-
fairs Electronic Health Record Advisory Committee Act, would cre-
ate a panel of experts to oversee and give guidance to the VA as 
they embark on the $16 billion, 10-year Cerner electronic health 
record project. Thank you to Senator Blackburn for working to-
gether with me to ensure that this massive project gets rolled out 
correctly. 

Last, but not least, S. 524, the Department of Veterans Affairs 
Tribal Advisory Committee Act, which would create an advisory 
committee made up of Tribal members from across the Nation to 
advise the Secretary on issues specific to Indian country. I want to 
thank Senators Sullivan, Cramer, and Sinema in pushing for great-
er representation of Indian country in VA policy at the highest 
level. 

I look forward to hearing the rest of our witnesses here today’s 
views on the bills as we look forward for a very productive hearing. 

Thank you, Mr. Chairman. 
Senator BOOZMAN. Well, thank you, and let’s go ahead and hear 

from our panel. We will start with Dr. Teresa Boyd. She is accom-
panied by Dr. David Carroll and Beth Murphy. We do appreciate 
you being here. 

Dr. Boyd. 
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STATEMENT OF TERESA BOYD, DO, ASSISTANT DEPUTY 
UNDER SECRETARY FOR HEALTH, VETERANS HEALTH AD-
MINISTRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS; 
ACCOMPANIED BY DAVID CARROLL, Ph.D., EXECUTIVE DI-
RECTOR, MENTAL HEALTH AND SUICIDE PREVENTION, VET-
ERANS HEALTH ADMINISTRATION; AND BETH MURPHY, EX-
ECUTIVE DIRECTOR, COMPENSATION SERVICE, VETERANS 
BENEFITS ADMINISTRATION 

Dr. BOYD. Thank you. Good afternoon, Senator Boozman, Rank-
ing Member Tester, and Members of the Committee. I appreciate 
this opportunity to be here to discuss the bills on today’s agenda. 
I am accompanied today by Dr. David Carroll, Executive Director 
of the Office of Mental Health and Suicide Prevention, and Beth 
Murphy, who leads VBA’s Compensation Service. 

With just a few minutes for my introductory statement I can only 
highlight a few key points on some of the bills today, but I will 
cover as much territory as I can. Our written testimony goes into 
greater detail, and most importantly, after the hearing we are glad 
to bring subject matter experts to the Committee and work closely 
with you and your staff on any of the legislation you have brought 
forward today. 

There are a few matters where we could not conclude views in 
time to include in our written testimony. We will be following up 
with those view for the record and provide them to the Committee 
as soon as possible. 

Preventing veteran suicide is, of course, a serious topic the coun-
try is rightfully focused on now and it is reflected in the largest bill 
on the agenda today, S. 785. Suicide is a public health tragedy that 
affects communities across the country. 

As we discuss suicide prevention legislation it is important to 
first place it in the context of what VA is doing now. VA’s efforts 
are organized around the 2018 National Strategy for Prevention 
Veteran Suicide, which is a framework for identifying priorities, or-
ganizing efforts, and focusing community resources to prevent sui-
cide among veterans. 

There is much in S. 785 that keys in on what we believe are the 
right elements, including suicide prevention coordinators at every 
medical center, a grant program that taps into the resources of the 
local community, focused research projects and deployment of 
promising clinical approaches to suicide prevention, the use of com-
plementary and integrative health care, outreach efforts to reach 
those veterans that are not in our system of care, and the use of 
joint clinical practice guidelines, among other features. 

As we detail in our written testimony, some requirements found 
in the bill are already underway at VA. Even though we applaud 
the fact that VA initiatives are recognized as worthy in S. 785, we 
do urge caution in terms of prescribing those initiatives into de-
tailed legislation, where the specifics of the bill requirements have 
the potential to work at cross purposes or not be flexible enough 
to allow VA to tailor its implementation to be most effective. Situa-
tions could arise where our public health experts decide that shift-
ing resources from a mandated responsibility into a newly prom-
ising initiative will give us a better chance of success. 
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Our testimony also details instances where we believe a study or 
report would be duplicative or would be less effective and useful for 
public health purposes than intended. There are also provisions 
that would come on top of related requirements in the recently en-
acted MISSION and CARE Acts. We want to make sure that we 
help keep records and compliance mandates as streamlined as pos-
sible for the benefit of our veterans. That is why we especially 
value further discussion with the Committee where we can give our 
best advice on how we ensure any legislation will produce the out-
comes we all want. 

We especially want to work with you on Section 201, as we be-
lieve this kind of grant program shows a great deal of promise. 
Specifically, we would like to discuss how we could broaden the 
scope to include veterans who do not have a mental health diag-
nosis and allow grantees to provide more forms of assistance. 

Both S. 785 and S. 711 address a critical component of our sui-
cide prevention efforts, access to care. Recently, Congress and VA 
have acted to open VA access in a limited way for those who do 
not meet the standard definition of veteran eligibility because of 
their nature of discharge and for reservists who have simply not 
been federally activated. 

But, VA wants to do more. While we do not endorse the eligi-
bility changes in these bills as drafted, we are committed to work-
ing on these issues with the Committee so that we can better reach 
those individuals where VA could make a life-changing difference. 

S. 514 and S. 318 address a topic that is also a big priority for 
VA, making sure our services meet the needs of women veterans 
whose use of VHA has tripled since 2000. As noted in our testi-
mony, we support many provisions among the numerous initiatives 
in S. 514, including expanded newborn health care, convening re-
treats especially for women veterans, and standing up partnerships 
to provide legal services to women veterans. We would like to work 
with the Committee on some technical concerns with S. 318 regard-
ing health-related transportation for newborns. 

VA has not let up in our efforts to combat veteran homelessness, 
which is the subject of S. 980. We appreciate the recognition of 
legal services as an element of how we can help homeless and at- 
risk veterans. We welcome discussion on other provisions in that 
bill. 

We also appreciate your support on VA’s Highly Rural Transpor-
tation Grant Program, the subject of S. 850. We support that meas-
ure and, in fact, would be very pleased if Congress extend that au-
thority through 2029. 

I am glad to share the table today with Beth Murphy, who can 
speak to the bills that concern VBA programs. I will say, on her 
behalf now, that VA appreciates the inclusion of bills that will in-
crease special pension benefits for Medal of Honor recipients, ex-
pand the types of professionals who can conduct disability exami-
nations, and allow VA to continue payment of education benefits 
when a school is closed under certain emergency situations such as 
hurricanes. VA does support these bills. 

S. 805 addresses a complicated subject, which is VA’s manage-
ment of debts that veterans may owe to VA. Committee staff has 
spent a lot of time with VA subject matter experts this year in ef-
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forts to make changes to ensure fairness and reduce frustration for 
veterans. In this area, we run into some decentralization among 
different parts of VA, some inconsistencies simply because of the 
nature of a debt with VBA, perhaps resulting to an education ben-
efit, is very much different than a debt to VHA, which could be 
over a copayment. 

While we do not support the bill in its current form, we will keep 
working with the Committee on legislation that could improve 
matters while we continue to work on improving our own internal 
processes. 

Finally, we appreciate and support S. 524, which would stand up 
a VA Tribal Advisory Committee to focus on issues important to 
Native American veterans and tribal organizations, as well as ad-
vise the Secretary on those issues. The special sovereign nature of 
Native American tribes and the unique needs of those veterans 
merit this kind of forum, which I know will result in ideas that will 
help VA better serve this population. 

I will need to close without addressing some of the bills on the 
agenda, but before I do I want to thank you and the Committee for 
holding this important hearing. Our objective is to give our Na-
tion’s veterans the top quality of experience and care they have 
earned and deserve. We appreciate the continued support and en-
couragement from this Committee and our VSO partners here with 
us today as we identify challenges and find new ways to care for 
veterans. 

This concludes my testimony. My colleagues and I are happy to 
respond to any questions you and the Committee may have. 

[The prepared statement of Dr. Boyd follows:] 

PREPARED STATEMENT OF TERESA BOYD, DO, ASSISTANT DEPUTY UNDER SECRETARY 
FOR HEALTH, VETERANS HEALTH ADMINISTRATION (VHA), U.S. DEPARTMENT OF 
VETERANS AFFAIRS (VA) 

Good afternoon, Chairman Isakson, Ranking Member Tester, and Members of the 
Committee. Joining me today are Dr. David Carroll, Executive Director of Mental 
Health and Suicide Prevention, Veterans Health Administration, and Ms. Beth Mur-
phy, Director of Compensation Service, Veterans Benefits Administration (VBA). 

I want to thank the Committee for putting forward legislation on critical issues 
such as suicide prevention, mental health care, and the needs of women Veterans, 
among other important topics. In this testimony we are providing background infor-
mation on many of our ongoing efforts and strategies for addressing these important 
issues, so that we can provide context for our analysis of the proposals before us 
today. I am confident that we can, in partnership with Congress, ensure VA has the 
tools to deliver the state-of-the-art health care and other benefits that Veterans 
deserve. 

VA was not able to address the draft Janey Ensminger Act of 2019. We are also 
still analyzing sections 101(a) and (b) and section 104 of S. 785, and will provide 
views soon in a follow-up letter. 
Legislation Concerning Mental Health and Suicide Prevention 

Suicide is a national public health issue that affects all Americans, and the health 
and well-being of our Nation’s Veterans is VA’s top priority. On average, twenty 
Veterans, active-duty Servicemembers, and non-activated Guard or Reserve mem-
bers die by suicide each day, and of those twenty, fourteen have not been in our 
care. That is why we are implementing broad, community-based prevention strate-
gies, driven by data, to connect Veterans outside our system with care and support. 
The Department’s Fiscal Year (FY) 2020 budget requests $9.4 billion for mental 
health services, a $471 million increase over 2019. VA’s budget specifically invests 
$221.7 million for suicide prevention programming, a $15.6 million increase over the 
2019 enacted level. The budget request funds over $5.4 billion to support mental 
health outpatient visits, an increase of nearly 78,000 visits over the 2019 estimate. 
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This builds on VA’s current efforts. VA has hired more than 3,900 new mental 
health providers yielding a net increase in VA mental health staff of over 1,000 pro-
viders since July 2017. Nationally, in the first quarter of 2019, 90 percent of new 
patients completed an appointment in a mental health clinic within 30 days of 
scheduling an appointment, and 96.8 percent of established patients completed a 
mental health appointment within 30 days of the day they requested. 

Preventing Veteran suicide requires closer collaboration between VA, the Depart-
ment of Defense (DOD), and the Department of Homeland Security (DHS). On Janu-
ary 9, 2018, President Trump signed Executive Order (EO) 13822, Supporting Our 
Veterans During Their Transition from Uniformed Service to Civilian Life. The EO 
directs DOD, VA, and DHS to develop a Joint Action Plan that describes concrete 
actions to provide access to mental health treatment and suicide prevention re-
sources for transitioning uniformed Servicemembers in the year following their dis-
charge, separation, or retirement. On March 5, 2019, President Trump signed Exec-
utive Order 13861, National Roadmap to Empower Veterans and End Suicide, which 
creates a Veteran Wellness, Empowerment, and Suicide Prevention Task Force that 
is tasked with developing, within one year, a road map to empower Veterans to pur-
sue an improved quality of life, prevent suicide, prioritize related research activities, 
and strengthen collaboration across the public and private sectors. This is an all- 
hands-on-deck approach to empower Veteran well-being with the goal of ending Vet-
eran suicide. 

For Servicemembers and Veterans alike, our collaboration with DOD and DHS is 
already increasing access to mental health and suicide prevention resources, due in 
large part to improved integration within VA, especially between VBA and VHA, 
which have worked in collaboration with DOD and DHS to engage Servicemembers 
earlier and more consistently than we have ever done in the past. This engagement 
includes support to members of the National Guard, Reserves, and Coast Guard. 

VA’s suicide prevention efforts are guided by our National Strategy for Preventing 
Veteran Suicide, a long-term plan published in the summer of 2018 that provides 
a framework for identifying priorities, organizing efforts, and focusing national at-
tention and community resources to prevent suicide among Veterans. It also focuses 
on adopting a broad public health approach to prevention, with an emphasis on com-
prehensive, community-based engagement. 

However, VA cannot do this alone, and suicide is not solely a mental health issue. 
As a national problem, Veteran suicide can only be reduced and mitigated through 
a nationwide community-level approach that begins to solve the problems Veterans 
face, such as loss of belonging, meaningful employment, and engagement with fam-
ily, friends, and community. 

The National Strategy for Preventing Veteran Suicide provides a blueprint for 
how the Nation can help to tackle the critical issue of Veteran suicide and outlines 
strategic directions and goals that involve implementation of programming across 
the public health spectrum, including, but not limited to: 

• Integrating and coordinating Veteran Suicide Prevention across multiple sectors 
and settings; 

• Developing public-private partnerships and enhancing collaborations across 
Federal agencies; 

• Implementing research-informed communication efforts to prevent Veteran sui-
cide by changing attitudes knowledge and behaviors; 

• Promoting efforts to reduce access to lethal means; 
• Implementation of clinical and professional practices for assessing and treating 

Veterans identified as being at risk for suicidal behaviors; and 
• Improvement of the timeliness and usefulness of national surveillance systems 

relevant to preventing Veteran suicide. 
Every day, more than 400 Suicide Prevention Coordinators and their teams—lo-

cated at every VA medical center—connect Veterans with care and educate the com-
munity about suicide prevention programs and resources. Through innovative 
screening and assessment programs such as REACH VET (Recovery Engagement 
and Coordination for Health—Veterans Enhanced Treatment), VA identifies Vet-
erans who may be at risk for suicide and who may benefit from enhanced care, 
which can include follow-ups for missed appointments, safety planning, and care 
plans. 

With that background and foundation established, I will now turn to the suicide 
prevention and mental health-related bills on the agenda today. 

S. 711 

The CARE for Reservists Act of 2019 would authorize VA, in consultation with 
DOD, to furnish readjustment counseling, without a referral, to any member of the 
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Reserve Components of the Armed Forces with a behavioral condition or psycho-
logical trauma; outpatient services and mental health services would also be avail-
able. The bill would further allow VA to include members of the Reserve Compo-
nents in VA’s comprehensive program for suicide prevention and would also allow 
VA to provide care and services to such members who served in classified missions. 
Finally, the bill would require VA to submit a report to Congress on the use of cer-
tain VA services by members of the Armed Forces and the Reserve Components of 
the Armed Forces. 

Although we support the principle of providing suicide prevention services to 
members of the Reserve Components, we do not support the expansion of VA’s Re-
adjustment Counseling Service (RCS) eligibility to any member of the Reserve Com-
ponents as this bill is currently written, for reasons tied to the special role of Vet 
Centers as distinguished from medical care. We would emphasize that we are look-
ing for ways to provide suicide prevention services to members of the Reserve Com-
ponents in VA’s mental health programs. We welcome the opportunity to discuss 
section 4 of the bill with the Committee to explore those ideas. 

The RCS was created to help Veterans who experienced traumatic events or 
served in combat and are facing readjustment issues as a result. While the bill 
would focus on members of the Reserve who have a behavioral health condition or 
psychological trauma, Vet Center counselors are not prepared to treat serious men-
tal illness because many cases of such care require prescription medications, and 
these Centers lack the infrastructure to support such care as this care is beyond 
the scope of what Vet Centers provide. While well-intentioned, we believe such an 
expansion could undermine this focus of the RCS and could compromise the quality 
of the services they provide to Veterans who are currently eligible. This would also 
blur the line to some extent between VA’s Vet Centers and medical clinics. Con-
cerning section 3 of the bill, which would permit VA to furnish mental health 
services to members of the Reserve Components, we are concerned this could have 
the unintended result of providing greater benefits to members of the Reserve Com-
ponents than Veterans who meet statutory eligibility under other provisions of law. 
On a technical level, we are unsure whether the legislation is intended to permit 
DOD to reimburse VA for such care. We would appreciate the opportunity to discuss 
the intent of this provision with the Committee. Finally, we do not support section 
5, which would require VA to submit an assessment to Congress on current and fu-
ture utilization. We believe this would be redundant in some respects, as VA’s RCS 
already submits an annual report on its workload, including services provided to 
members of the Armed Forces. We would like to work closely with the Committee 
on our efforts to augment the availability of VA services to those in Reserve 
Components. 

S. 785 

The Commander John Scott Hannon Veterans Mental Health Care Improvement 
Act of 2019, is a sweeping bill that includes 35 different provisions. VA would like 
to discuss with the Committee in detail the abundance of ideas in the bill, so that 
any legislation Congress enacts will ensure VA can maintain a strong focus on sui-
cide prevention, and not create overlapping initiatives that pose the risk of con-
fusing duplication of programs and undue complications in our efforts. 

Title I of S. 785 would expand eligibility for mental health care for Veterans, 
amend VA’s statutory authority regarding the enrollment system for VA health care, 
require the Department of Labor (DOL) to promote information on VA benefits and 
issue grants to support transition assistance, require VA to enter into an agreement 
to compile a list of community-based programs, and modify VA’s authority to furnish 
care to Veterans with other than honorable discharges. 

VA defers to DOL on sections 101(c) and 102. VA does not support section 103 
as VA is already implementing a similar provision enacted as section 401 of Public 
Law 115–407. 

Title II is focused on suicide prevention. Section 201 would require VA to provide 
grants to eligible community entities to provide or coordinate the provision of men-
tal health supportive services for Veterans with mental health conditions. VA 
strongly supports this concept as it supports recently-issued Executive Order 13861, 
National Roadmap to Empower Veterans and End Suicide, which requires the estab-
lishment of a grant program and aligns with a similar proposal in VA’s FY 2020 
budget request. We do have concerns with some aspects of the language of the sec-
tion 201 grant program, as it may be too limiting as far as the Veterans the grantee 
entities could assist. There are also other technical issues we’d like to work with 
the Committee to resolve. We are eager to partner with you on a grant program that 
could truly make a difference for at-risk Veterans. 
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Title II would also require VA to designate one week per year to organize out-
reach events and educate Veterans on how to conduct peer wellness checks, or 
‘‘Buddy Checks.’’ It would also direct VA, in consultation with DOD and DHS, to 
enter into partnerships with non-profit mental health organizations to facilitate 
posttraumatic growth among Veterans who have experienced trauma, as well as de-
velop metrics to track progress on each of the 14 goals and 43 objectives outlined 
in the National Strategy for Preventing Veteran Suicide. There are several associ-
ated reports included within these provisions. Similarly, VA would further be re-
quired to complete a study on the feasibility and advisability of providing com-
plementary and integrative health (CIH) treatments at all VA facilities and would 
also be required to begin a program to provide CIH services to Veterans for the 
treatment of Post Traumatic Stress Disorder (PTSD), depression, anxiety, and other 
conditions. Finally, Title II would require the Comptroller General to report to the 
Committees on Veterans’ Affairs on VA’s efforts to manage Veterans at high risk 
of suicide. 

Outreach, partnerships, studies and evaluation are a core part of the VA’s current 
suicide prevention efforts. VA’s current efforts address many of the elements of Title 
II, and as a result we believe those provisions are duplicative. For example, we be-
lieve the Buddy Check week provision is redundant, given other robust efforts to 
increase awareness and support. We do not believe it is advisable to pursue the 
posttraumatic growth (PTG) program required by this section, because currently 
there is little scientific evidence to support its effectiveness as a separate clinical 
intervention (Wagner et al, 2016; Zoellner et al, 2011). VA currently has a range 
of effective treatment approaches that promotes recovery and is well-grounded in 
the academic literature. Concerning CIH treatments, these treatments are already 
available at many VA facilities; we strongly support the use of CIH treatments with-
in VA and are actively working to comply with the requirements of Subtitle C, Com-
plementary and Integrative Health, from the Jason Simcakoski Memorial and Prom-
ise Act (Title IX of Public Law (P.L.) 114–198, the Comprehensive Addiction and Re-
covery Act of 2016). As a result, we do not believe further statutory requirements 
would be beneficial. We are also concerned that animal therapy, agritherapy, and 
outdoor sports therapy, as referenced in the bill, are not widely available, nor well 
studied as effective treatments (Strauss et al, 2011; Wehbeh et al., 2014). Further 
studies into these complementary therapies are underway and we hope to know 
more in coming years. 

Title III of S. 785 would focus on programs, studies, and guidelines on mental 
health. Specifically, VA would be required to: (1) commence a program to assess the 
feasibility and advisability of using computerized cognitive behavioral therapy to 
treat eligible Veterans experiencing depression, anxiety, PTSD, military sexual trau-
ma (MST), or substance use disorder (SUD) who are already receiving evidence- 
based therapy from VA; (2) conduct a study (which could be performed in part 
through a contract with academic institutions or other qualified entities) on the con-
nection between living at high altitude and the risk of developing depression or 
dying by suicide among Veterans; (3) complete the development of clinical practice 
guidelines for the treatment of PTSD, MST, and Traumatic Brain Injury (TBI) that 
is comorbid with SUD or chronic pain; (4) issue an update to the VA/DOD Clinical 
Practice Guidelines for Assessment and Management of Patients at Risk for Suicide; 
and (5) develop and implement an initiative to identify and validate brain and men-
tal health biomarkers among Veterans, with specific consideration for depression, 
anxiety, PTSD, TBI, and other mental health conditions. 

In general, we do not believe these provisions are necessary, either because Vet-
erans already have access to some services in the case of computerized cognitive be-
havioral therapy or because current efforts will satisfy these requirements, as in the 
case of the two provisions regarding clinical practice guidelines. For example, the 
topic of altitude related to hypoxia and suicide is already undergoing scientific in-
vestigation (see Reno et al, 2018; Riblet et al, 2019). Regarding the provision con-
cerning biomarkers, the use of data collected must be specified in a research pro-
tocol and informed consent so that participating study enrollees may make an in-
formed decision about what happens to their private health information. We gen-
erally do not believe the research studies that would be required by this Title are 
necessary either, given ongoing and completed work. VA has been actively engaged 
in biomarker research for numerous years, having highlighted numerous findings in 
precision medicine including blood tests that can predict which mental health pa-
tients will begin thinking about suicide or attempt it and apps developed to help 
patients monitor their mood and stressors (Le-Niculescu et al, 2013; Niculescu et 
al, 2015). In response to the provision on VA/DOD clinical practice guidelines for 
comorbid mental health conditions, we have concerns about the feasibility of imple-
menting this section and believe it would be redundant to current efforts and there 
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are other concerns regarding implementation. VA and DOD are also updating the 
clinical practice guidelines on the assessment and management of patients at risk 
for suicide, and we expect this work to be completed soon. 

Title IV is focused on oversight of mental health care and related services. It 
would require a number of reports and studies from VA or others (including the 
Comptroller General) on the effectiveness of VA’s suicide prevention and mental 
health outreach materials and campaigns and on VA’s progress in meeting the goals 
and objectives of EO 13822. VA also would be required to establish goals for its 
mental health and suicide prevention media outreach campaigns in raising aware-
ness about these topics. The Comptroller General would be required to submit to 
the Committees on Veterans’ Affairs a management review of VA’s mental health 
and suicide prevention services, as well as a report on VA’s efforts to integrate men-
tal health care into VA primary care clinics. Finally, VA and DOD would be re-
quired to submit to Congress a report on VA mental health programs, DOD mental 
health programs, and joint programs of the Departments. 

Similar to Title III, we believe many of these provisions would impose significant 
reporting requirements that would be burdensome to meet, could divert employees’ 
attention from patient care and program management, and in our view would not 
produce significant additional value. Moreover, similar reporting requirements al-
ready exist for several areas, particularly concerning VA and DOD programs. 

Title V is focused on improving VA’s medical workforce. Title V would modify VA’s 
appointment authority for psychologists, require a staffing plan to address shortages 
of psychiatrists and psychologists, require VA to develop an occupational series for 
licensed professional mental health counselors and marriage and family therapists, 
require VA to assess the capacity of women peer specialists in VA, establish a read-
justment counseling service scholarship program, and require VA to ensure that 
each VA medical center is staffed with no less fewer than one suicide prevention 
coordinator. It would further direct the Comptroller General to submit to the Com-
mittees on Veterans’ Affairs a report on VA’s RCS, while also requiring VA to report 
on the resources required to meet unmet needs for VA’s Vet Centers and to conduct 
a study on the attitudes of eligible Veterans toward VA offering appointments out-
side the usual operating hours of VA facilities. Title V would also establish direct 
hiring authority in Title 5 U.S.C. for certain VA health care positions. 

We note generally that recruitment and retention of medical professionals are 
critical to ensuring that VA has the right doctors, nurses, clinicians, specialists and 
technicians to provide the care that Veterans need, and VA has placed a special 
focus on bringing the best mental health professionals into VA service. The FY 2020 
budget strengthens VHA’s workforce by providing funding for 342,647 full-time 
equivalent positions, an increase of 13,066 over 2019. VA is also actively imple-
menting authorities enacted as part of Public Law 115–182, the Maintaining Inter-
nal Systems and Strengthening Integrated Outside Networks (MISSION) Act, which 
increased VA’s ability to recruit and retain the best medical providers by expanding 
existing loan repayment and clinical scholarship programs; it also established the 
authority to create several new programs focused on medical school students and 
recent graduates. VA is also implementing additional initiatives to enhance VA’s 
workforce, such as the expanded utilization of peer specialists and medical scribes. 

With that background established, turning to the provisions of Title V, the De-
partment does not object to section 509, requiring that the Secretary ensure that 
all VA medical centers have at least one suicide prevention coordinator. VA agrees 
with that policy, and in fact that goal is already being met. VA defers to the Govern-
ment Accountability Office (GAO) on section 506, which would require a Comptroller 
General report regarding VA’s RCS, though it is important to note that RCS already 
has similar reporting criteria as a part of the annual congressionally mandated re-
port currently outlined in 38 U.S.C. 1712a. As noted above, the remainder of Title 
V includes numerous changes in personnel authorities, a new specialized scholar-
ship program, and multiple reports and plans. Especially with the enactment of sig-
nificant VHA workforce provisions in the MISSION Act in June 2017, which VA is 
now implementing, VA would like to discuss these provisions in detail with the 
Committee. Some we believe would be duplicative of ongoing efforts and planning. 
VA wants to be careful that layering new requirements in light of the multitude of 
ongoing programs in the same area could distract personnel and resources from 
VA’s current efforts. In addition, there are technical issues with some of the provi-
sions we would like to discuss with the Committee. 

Title VI would seek to improve VA’s telehealth services, which are an important 
means of expanding access to high quality care, by requiring VA to enter into part-
nerships and expand existing partnerships between VA and community entities to 
expand telehealth capabilities and the provision of telehealth services to Veterans 
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through grants. It would also require VA to assess current telehealth security 
protocols. 

We are continuing to enhance our telehealth programs and appreciate the Com-
mittees’ interest in bolstering VA’s efforts. The first provision in Title VI includes 
provisions that are similar to VA’s Advancing Telehealth Through Local Access Sta-
tions initiative. The bill would go farther, though, in also creating a grant program 
to support these efforts. We welcome the Committee’s support of these efforts and 
would appreciate the opportunity to discuss this further with the Committee to en-
sure that any legislative action does not limit our existing efforts. There are some 
details included in the legislation that could present problems that we believe could 
be avoided. For example, the inspection requirement would be difficult to scale and, 
we believe, impossible to fully maintain and enforce. Concerning the latter part of 
Title VI, we believe the language in this bill is ambiguous, and VA is uncertain 
what exactly the intended effect of this language is. We believe that elements of sec-
tion 602, particularly in the networks, equipment, operators, and organizations in-
volved, are outside the scope of VA’s mission and authorities. We are also concerned 
that attempting to undertake the requirements of Title VI could affect other critical 
efforts of VA. We believe it would be advisable to have further discussions with the 
Committee, along with the Federal Communications Commission, to discuss this 
provision in more detail. 
Legislation Concerning Women Veterans 

On our ongoing efforts to ensure the needs of women Veterans are met, VA has 
made significant progress. We now provide full services to women Veterans, includ-
ing comprehensive primary care, gynecology care, maternity care, specialty care, 
and mental health services. The FY 2020 budget requests $547 million for gender 
specific women Veterans’ health care, a $51 million increase over 2019. 

The number of women Veterans using VHA services has tripled since 2000, grow-
ing from nearly 160,000 to over 500,000 today. To accommodate the rapid growth, 
VA has expanded services and sites of care across the country. VA now has at least 
two Women’s Heath Primary Care Providers (WH-PCP) at all of VA’s health care 
systems. In addition, 91 percent of community-based outpatient clinics have a WH- 
PCP in place. VA now has gynecologists on site at 133 sites and mammography on 
site at 65 locations. For severely injured Veterans, we also now offer in vitro fer-
tilization services through care in the community and reimbursement of adoption 
costs. 

VA is in the process of training additional providers, so every woman Veteran has 
an opportunity to receive primary care from a WH-PCP. Since 2008, 5,800 providers 
have been trained in women’s health. In FY 2018, 968 Primary Care and Emergency 
Care Providers were trained in local and national trainings. VA has also developed 
a mobile women’s health training for rural VA sites to better serve rural women 
Veterans, who make up 26 percent of women Veterans. This budget will also con-
tinue to support a full-time Women Veterans Program Manager at every VA health 
care system who is tasked with advocating for the health care needs of women 
Veterans. 

VA is at the forefront of information technology for women’s health and is rede-
signing its computerized patient record system to track breast and reproductive 
health care. Quality measures show that women Veterans who receive care from VA 
are more likely to receive breast cancer and cervical cancer screening than women 
in private sector health care. VA also tracks quality by gender and, unlike some 
other health care systems, has been able to reduce and eliminate gender disparities 
in important aspects of health screening, prevention, and chronic disease manage-
ment. We are also factoring care for women Veterans into the design of new VA fa-
cilities and using new technologies, including social media, to reach women Veterans 
and their families. We are proud of our care for women Veterans and are working 
to increase the trust and knowledge of VA services of women Veterans, so they 
choose VA for benefits and services. 

With that background and foundation, we will turn now to related bills on today’s 
agenda. 

S. 514 

We appreciate the intent and focus of S. 514, the Deborah Sampson Act, which 
seeks to improve the benefits and services provided by VA to women Veterans in 
a variety of ways. For example, subject to the Congress appropriating additional 
funding to support implementation, the Administration can support authorization 
for VA to furnish counseling in group retreat settings to persons eligible for RCS 
from VA including retreats specifically for women Veterans, as well as extending, 
from 7 to 14 days, coverage of newborns of a woman Veteran receiving delivery care. 
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VA does not object to section 102, regarding Women Veterans Call Center, as we 
implemented the texting feature called for by the provision in April of this year. VA 
also agrees with the bill’s intent to buttress the Women Veterans Health Care Mini- 
Residency Program by one million dollars annually, to provide more opportunities 
for participation by primary care and emergency care clinicians. We would like to 
discuss this provision with the Committee, however, as the ambiguous wording of 
the provision could have the unintended consequence of actually reducing the re-
sources VA dedicates now to the program. 

VA estimates the cost of these provisions to be: 
• Approximately $505,000 to conduct six retreats in FY 2019, $2.7 million over 

5 years, and $6.07 million over 10 years; 
• $8.8 million in FY 2020, $46.6 million over 5 years, and $100.6 million over 10 

years to provide extended coverage of newborns; and 
• $1 million in FY 2019, $5 million over 5 years, and $10 million over 10 years 

to provide opportunities for participation in the Women Veterans Health Care Mini- 
Residency Program. 

We also support, conditioned on the availability of additional appropriations, sec-
tion 201 which would require VA to establish a partnership to provide legal service 
to women Veterans, and, again subject to the availability additional appropriations, 
section 202, which would authorize additional amounts for the Supportive Services 
for Veterans Families (SSVF) grant program to support organizations that have a 
focus on providing assistance to women Veterans and their families. Regarding sec-
tion 201, we support this provision with modifications, specifically allowing such as-
sistance to be available to male Veterans as well; we also have some further recom-
mendations on improvements to this section as well. We do not believe the gap anal-
ysis required by section 203 is necessary. We estimate the authorization of addi-
tional amounts for the SSVF program would cost $60 million for FY 2020 through 
FY 2022. 

Other provisions of the bill, though, present challenges that VA would appreciate 
the opportunity to discuss with the Committee. For example, we appreciate the in-
tent of section 401, which would require VA to retrofit existing VA medical facilities 
with fixtures, materials, and other outfitting measures to support the provision of 
care to women Veterans at such facilities. VA currently has the authority, and has 
made it a priority, to renovate or improve its facilities to protect the privacy, safety, 
and dignity of women Veterans. We are concerned that subsection (a), for example, 
would legislate specific requirements that are better addressed through current con-
struction standards. Other provisions, such as section 402, are unnecessary because 
VA already has authority to employee women’s health primary care providers, re-
sources permitting. 

We also do not support other provisions of the bill, particularly those in Title V 
dealing with data collection and reporting. In general, we believe these require-
ments are too onerous and will provide too little benefit to justify the time and ex-
pense involved in collecting this information. 

S. 318 

S. 318 would expand the scope of benefits for newborn children of women Vet-
erans by authorizing VA to furnish transportation necessary to receive covered 
health care services. The bill also would allow VA to furnish more than 7 days of 
health care services to a newborn child and to provide transportation necessary to 
receive such services, if such care is based on medical necessity, including cases of 
readmission. 

VA supports in principle providing medically necessary transportation benefits for 
newborns. The bill presents, however, a few technical concerns, such that we do not 
support the bill in its current form. For example, it would allow VA to ‘‘waive’’ a 
debt that a beneficiary owes for medically necessary transportation provided for a 
newborn that was incurred prior to enactment of this Act. VA would generally have 
no ability to waive such a debt because the debt would not be owed to VA; further, 
VA would not have been a party to the transportation agreement or arrangement 
entered into by the beneficiary and a third party. In addition, the bill’s exception 
to the otherwise applicable 7-day limitation on the duration of services is sweeping 
in scope. We would welcome the opportunity to discuss this to better understand the 
Committee’s intent. 
Legislation on Health Care Quality and Access 

VA has been making a concerted effort to improve the quality of care we furnish 
and the ability of Veterans to access this care. Our efforts are paying dividends. 
Since 2014, the number of annual appointments for VA care has increased by 3.4 
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million, with over 58 million appointments in FY 2018. Simply put, more Veterans 
are choosing to receive their health care at VA. Patients’ trust in VA care has risen 
steeply—currently at 87.7 percent—and a 2019 study in the Journal of the Amer-
ican Medical Association1 shows that VA average wait times are shorter than those 
in the private sector in primary care and two of three specialty care areas reviewed. 
A 2018 Rand study2 found that the VA health care system ‘‘generally delivers high-
er-quality care than other health providers,’’ and a 2018 Dartmouth study3 found 
that ‘‘Veterans Health Administration hospitals outperform non-Veterans Health 
Administration hospitals in most health care markets.’’ 

We appreciate Congress’ support of our efforts and its interest in further improv-
ing the quality and accessibility of VA care. In addition to the telehealth provisions 
of S. 785, numerous bills address the provision of health care to Veterans. 

S. 123 

The Ensuring Quality Care for Our Veterans Act would require VA to enter into 
a contract or agreement with a non-Federal organization to conduct a clinical review 
for quality management of hospital care or medical services furnished by certain VA 
providers. We do not support S. 123, as VA already closely monitors the quality of 
care provided and uses peer review to further ensure we are delivering safe and ef-
fective care. We also have a strong institutional disclosure process and policy. 

S. 450 

The Veterans Improved Access and Care Act of 2019 is intended to improve access 
by requiring VA to conduct a pilot program to assess the feasibility and advisability 
of expediting the onboarding process for new medical providers and to submit to 
Congress a strategy to reduce the duration of the hiring process by half for licensed 
professional medical providers. The pilot program would have VA seek to reduce the 
time to onboard medical providers to no more than 60 days. While we appreciate 
the intent of this bill, we do not support S. 450 because VA can achieve the goals 
of the proposed pilot program with currently available approaches and strategies. 
We are glad to brief the Committee regarding this initiative. 

S. 850 

The Highly Rural Veteran Transportation Program Extension Act would allow VA 
to continue operating the Highly Rural Veteran Transportation Program through FY 
2021; this program helps provide grantees greater flexibility to employ new ap-
proaches to serving such Veterans, resulting in improved service and health care ac-
cess for Veterans. VA strongly supports S. 850, but VA would like to extend this 
authority through 2029, as requested in our FY 2020 budget request. 
Legislation Addressing Veteran Homelessness 

S. 980 

The Homeless Veterans Protection Act would make a number of improvements to 
VA’s authorities that VA generally supports, on the condition of the availability of 
additional resources. In particular, we support section 3, which would require VA 
to enter into partnerships with public or private entities to provide general legal 
services to Veterans who are homeless or at risk of homelessness. The language fur-
ther specifies that VA is only authorized to fund a portion of the cost of legal serv-
ices. VA supports the intent of section 3—this was a legislative proposal in VA’s FY 
2020 budget request. Legal services remain a crucial but largely unmet need for 
homeless and at-risk Veterans, but we respectfully recommend technical amend-
ments to the bill language. We believe some additional changes could be made to 
other provisions to improve the bill and would welcome the opportunity to work 
with the Committee in this regard. We appreciate the intent of section 4, which 
would extend dental benefits to additional Veterans enrolled in the VA health care 
system. 
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However, because of likely very significant costs for section 4 we cannot support 
it absent a realistic prospect of future funding availability. 
Legislation Regarding Other Health Care Matters 

S. 221 

This bill would require VA to report certain health care employees against whom 
a performance or conduct-based major adverse action was taken to the National 
Practitioner Data Bank (NPDB). VA would be prohibited from entering into settle-
ment agreements with employees that conceal a serious medical error or purge a 
negative record from a VA employee’s personnel file. While we certainly agree with 
the principles underlying this bill in terms of ensuring quality care, we do not sup-
port this legislation. NPDB reporting is for substandard care, professional mis-
conduct, or professional incompetence. VA is in the process of rewriting policy and 
regulations related to reporting to NPDB to incorporate more comprehensive and 
stringent reporting requirements than those outlined in this bill. We also note that 
existing VA regulations and policy forbid any formal or implied agreement prohib-
iting the reporting of a licensed health care professional to a State licensing board 
or the NPDB. 

S. 1154 

S. 1154, the ‘‘Department of Veterans Affairs Electronic Health Record Advisory 
Committee Act,’’ would establish an advisory committee to provide guidance to the 
Secretary and Congress on VA’s implementation of and transition to an electronic 
health record system. 

VA does not support S. 1154. We believe the Department, in concert with DOD, 
is already fulfilling the aims of the bill by its continuing collaboration with clinical, 
business, and information technology stakeholders and Veterans Service Organiza-
tions, as well as our work in partnership with the Congress to advance the best pos-
sible technology to support the best possible care for Veterans. We also believe there 
are already multiple avenues for robust Congressional oversight, including regular 
briefings and Congressional hearings on the progress of the Electronic Health 
Record Modernization (EHRM) effort, engagement with GAO, regular statutory re-
porting requirements, and responses to Congressional inquiries. We believe the ad-
ditional layers of review by an 11-member advisory committee would not only be 
unnecessary given the above but would also be unduly complicated and distract at-
tention and resources from our core EHRM efforts and partnerships. 

We also believe the requirement to have meetings no less frequently than monthly 
for an 11-member advisory committee would be excessive. Moreover, that require-
ment will present what we believe would be unworkable conflicts with the Federal 
Advisory Committee Act (FACA), which would be applicable to the new EHRM Advi-
sory Committee. FACA requires a detailed meeting notice of a meeting be published 
in the Federal Register no later than 15 days before the date of the meeting. In addi-
tion, should the Advisory Committee wish to close all or part of a meeting to the 
public, the Department would need to be accorded 30 days to respond to the request. 
We believe these requirements are incompatible with a monthly meeting schedule. 
VA Benefits Measures 

S. 857 

S. 857 would amend 38 U.S.C. § 1562(a) to increase the amount of special pension 
for Medal of Honor recipients to $3000, effective 180 days after the date of enact-
ment, but if this date is not the first day of a month, the first day of the first month 
beginning after the date that is 180 days after enactment. If the effective day is 
prior to December 1, 2019, the monthly rate of the pension would not be increased 
by the cost of living adjustment (COLA) for FY 2020, and the annual COLA would 
resume effective December 1, 2019. VA supports an increase in the pension for these 
heroes provided Congress can identify an offset for the mandatory benefit costs. 
Benefit costs are estimated to be $693,000 in the first year, $6.6 million over 5 
years, and $14.7 million over 10 years. There are no additional full-time equivalent 
or general operating expense costs associated with the proposed legislation. 

S. 1101 

S. 1101, the ‘‘Better Examiner Standards and Transparency for Veterans Act of 
2019’’ (‘‘BEST for Vets Act of 2019’’), would amend section 504(a) of the Veterans’ 
Benefits Improvements Act of 1996 to authorize VA to contract with non-physician 
healthcare providers to conduct disability examinations. VA would have to report to 
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Congress no later than one year after the date of enactment of this Act and not less 
frequently than once each year thereafter, on the conduct of the program. 

VA supports this bill with the clarification that VA will contract with licensed 
non-physician providers to perform medical disability examinations. Along with li-
censed physicians, VA has historically utilized VA physician assistants, audiologists, 
and nurse practitioners to perform disability examinations. These individuals have 
been medically trained and have demonstrated their competence to conduct exami-
nations. Enabling licensed non-physicians to perform contract examinations would 
greatly increase the number of examiners available for this important segment of 
the disability claims process. 

We believe that section 2(a)(2) of S. 1101 is not in fact a ‘‘prohibition’’ because sec-
tion 2(d) of the bill expands the medical professionals authorized to provide exams 
from licensed contract physicians to licensed contract health care providers. VA 
would appreciate the opportunity to provide technical assistance to the Committee 
to streamline this bill. 

There are no costs associated with this bill. 

DRAFT BILL REGARDING CONTINUANCE OF EDUCATIONAL ASSISTANCE FOR TEMPORARY 
CLOSURE OF EDUCATIONAL INSTITUTIONS 

The draft bill would extend the authority of the Secretary of Veterans Affairs to 
continue payments of educational assistance and subsistence allowances to eligible 
persons when educational institutions are temporarily closed until 8 weeks after the 
temporary closure. VA supports this bill because it would ensure that beneficiaries 
are not disadvantaged during emergency situations that are due to no fault of their 
own. Benefit costs associated with this bill are insignificant. 
Legislation on Other Matters 

S. 805 

The Veteran Debt Fairness Act would (1) require VA to improve notice about 
debts that is provided to VA beneficiaries, (2) limit the authority of the Secretary 
of Veterans Affairs to recover overpayments made by the Department and other 
amounts owed by Veterans to the United States, and (3) makes changes regarding 
the adjudication of disputes over collections. 

With respect to improving the processing of Veteran’s benefits, VA continues to 
make progress in centrally tracking debts incurred by Veterans, to include providing 
more standardized electronic and standard mail notifications that would, to the full-
est extent possible, and considering the limitations, consolidate the full scope of each 
Veteran’s debt into one notification. The Office of Enterprise Integration is working 
with all internal VA stakeholders (i.e., Office of Management (OM), Veterans Expe-
rience Office, Office of Information Technology, VHA, and VBA) to establish an inte-
grated program management plan and identify a lead office for implementation of 
our Veteran debt management efforts from an enterprise level. 

While VA appreciates the intent of this bill and is continuing to work with Com-
mittee staff to address VA debt management, VA does not support the bill in its 
current form. We believe some provisions are duplicative of current efforts, while 
others present technical and implementation issues as detailed below. We pledge to 
continue to work with the Committee to improve our debt collection program. 

Regarding the requirement in section 2(a) of the legislation that VA develop a 
method by which individuals may elect to receive notice of debt by electronic means 
in addition to standard mail, VHA is currently developing an electronic option to 
permit viewing of monthly Patient Medical Statements via the ‘‘My Healthevet’’ por-
tal (https://www.myhealth.va.gov/mhv-portal-web/home). By July 2019, Veterans will 
be able to view or print their statements electronically via the portal. These state-
ments are currently delivered by standard mail to Veterans who are required to 
make co-payments; the statements advise Veteran patients of their medical copay-
ment debts, provide a description of those debts, and present all payment options 
available to them. VBA and OM are in the initial scoping and planning phases for 
electronic notification of VBA-related debts. 

Some of the proposed amendments to 38 U.S.C. § 5314, set forth in section 3 of 
the legislation, are not consistent with other statutes outside of Title 38. For exam-
ple, 31 U.S.C. § 3711, entitled ‘‘Collection and Compromise,’’ provides that, ‘‘The 
head of an executive, judicial, or legislative agency shall try to collect a claim of the 
U.S. Government for money or property arising out of the activities of, or referred 
to, the agency.’’ Pursuant to existing law and regulation, VA returned to our respec-
tive programs over $1.6 billion through debt collection in FY 2018, thereby allowing 
recovered funds to be reused for Veterans programs. Failure to collect any portion 
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of these funds would therefore increase the mandatory benefit budget request by 
that amount. 

With respect to the due process notice periods set forth in the legislation, VA 
notes that in cases where a debt dispute is not submitted within 30 days from VA’s 
initial notification of indebtedness, the Department will still have to comply with 
Public Law 104–134 and the Debt Collection Improvement Act (DCIA) of 1996 to 
refer the debt to the Department of the Treasury Offset Program (TOP) when the 
debt reaches 120 days. Not referring the debt to TOP timely would be a violation 
of the DCIA. 

The prohibition in section 3 on recoupment of debt by offset more than 5 years 
after the date the debt was incurred is contrary to 31 U.S.C. § 3716, which does not 
place a time limit on VA’s ability to collect via offset. Further, the prohibition on 
recoupment of debt by offset more than 5 years after the date the debt was incurred 
is also contrary to 28 U.S.C. § 2415(i), which does not impose any limitation on the 
time period for agencies of the United States to collect claims by means of adminis-
trative offset. Additionally, disputing and appealing a debt sometimes takes years, 
delaying collections significantly. Considering such appeals delays, particularly in 
cases where a debt is discovered after the fact and established retroactively, VA may 
end up not being able to collect some debts. 

With respect to reforms intended to improve due process, VA appreciates the bill’s 
recognition that different notice periods are appropriate for different benefit pro-
grams. For example, the 45-day notice period for debts incurred as a result of a per-
son’s participation in a program of educational assistance administered by the Sec-
retary recognizes that, with education debts, there was a risk in extending the no-
tice timeline to 90 days before a deduction may be made as there may not be an 
education benefit to offset after 90 days. 

Another concern is that limiting VA’s ability to recover debts through offset could 
impact agreements VA has with the Defense Finance and Accounting Service, which 
acts on behalf of DOD, to collect such debts. For example: VBA awards Dependent 
and Indemnity Compensation benefits to a surviving spouse, which results in an off-
set of DOD Survivor Benefit Plan benefits and a potential debt to DOD. VA would 
collect any potential debt by withholding it from any retroactive benefits and then 
reimburse DOD. However, this debt is not a result of any of the five elements of 
the proposed legislation and may go back more than 5 years. 

Additionally, VA routinely creates debts in excess of $2,500. For example, VA’s 
compensation program has over 150,000 such debts. All VA benefit debts currently 
have a dispute process in place for validation. A secondary review would impose a 
significant additional burden which would further delay the collection process, po-
tentially causing non-compliance with the DCIA, which requires debt referral within 
120 days. 

Finally, with respect to the issue of correcting erroneous information submitted 
to consumer reporting agencies (CRA), it is important to note that VHA does not 
submit debt information to CRAs. However, pursuant to 31 U.S.C. 3711(g)(1), VHA 
is required to refer delinquent accounts to the Treasury Cross Servicing program. 
Notwithstanding the fact that VHA does not submit debt information directly to 
CRAs, the VA’s Debt Management Center (DMC) does refer delinquencies to them 
for VBA debts. However, the DMC also corrects CRA reports when needed, either 
through the Online Solution for Complete and Accurate Reporting or when internal 
processing determines a negative remark needs to be corrected. An internal proc-
essing example would include if the DMC sent debt notification letters to a deployed 
reservist; DMC would remove the negative remark when the reservist advised DMC 
of the situation. VA also provides written notice to a debtor when a CRA referral 
is changed. 

As noted above, VA has been working with the Committee staff on these and nu-
merous other Veteran debt management issues and looks forward to continuing 
such work for the benefit of Veterans. 

S. 524 

S. 524, the ‘‘Department of Veterans Affairs Tribal Advisory Committee Act of 
2019,’’ would establish an advisory committee to provide advice and guidance to VA 
on matters relating to Indian tribes, tribal organizations, and Native American Vet-
erans and to annually report to Congress on the Committee’s recommendations. 

VA supports this bill as an opportunity to strengthen and potentially expand op-
portunities for partnerships between the Department and tribal governments, pro-
vided Congress appropriates additional funds to support implementation. VA also 
supports this bill because it would provide a forum in which the Secretary and sen-
ior VA leadership could engage with tribal leadership on a scheduled, recurring 
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basis. Native American Veterans may sometimes be viewed as members of a minor-
ity group rather than citizens of political entities which should be consulted with 
and engaged on a government to government basis in regular discussion and part-
nership. However, many issues involving Native American Veterans are not related 
to Native American Veterans’ minority status, and thus do not fall within the pur-
view of the Advisory Committee on Minority Veterans. The Committee proposed by 
this bill would provide a forum for consideration of issues related to the relationship 
tribal governments have with the United States, such as opportunities for VA col-
laboration with the Indian Health Service and Tribal health programs and land ten-
ure issues. 

Costs for S. 524 would range between $45,000 and $60,000 annually for com-
mittee member travel reimbursement and compilation and distribution of an annual 
report. 

S. 746 

S. 746, the ‘‘Department of Veterans Affairs Website Accessibility Act of 2019,’’ 
would require VA, within 180 days after enactment, to conduct a study on the acces-
sibility of VA websites to individuals with disabilities in accordance with section 508 
of the Rehabilitation Act of 1973 and to report to Congress within 90 days after 
completion of the study on the websites that are not accessible and a plan to bring 
such websites into compliance. 

While VA agrees with the purpose of the bill, we believe it is unnecessary as sys-
tem owners scan and remediate their websites as needed. Moreover, we have some 
concerns with the mandated schedule regarding conducting a review and developing 
a remediation plan. VA’s Section 508 Office currently scans VA websites to identify 
non-compliant websites, files, and web-based applications. The results of these scans 
are shared with the Administrations and staff offices responsible for maintaining 
the Web sites. Furthermore, the inclusion of kiosks and file attachments in the defi-
nition of ‘‘Web site’’ significantly expands the scope of what are considered Web sites 
for VA’s section–508 compliance regime. As an example, a file attachment could in-
clude any number of items that are not covered under section 508. Finally, we be-
lieve that, in practical terms, it would be unrealistic to conduct a universal review 
within 180 days. While VA does not support S. 746 in its current form, we wish to 
emphasize that VA system owners are scanning their systems and implementing re-
mediation when necessary in accordance with section 508. 

Mr. Chairman, this concludes my statement. Thank you for the opportunity to ap-
pear before you today. We would be pleased to respond to questions you or other 
Members may have. 

OPENING STATEMENT OF HON. JOHN BOOZMAN, ACTING 
CHAIRMAN, U.S. SENATOR FROM ARKANSAS 

Senator BOOZMAN. Thank you so much, Dr. Boyd, and in the in-
terest of time I am going to forego my opening statement. 

We do appreciate you all being here very much. 
We have 17 bills here that we are going to talk about. Last Con-

gress, in a very, very bipartisan way—that is the hallmark of this 
Committee—we were able to pass several really significant pieces 
of legislation that are going to help veterans. We appreciate Sec-
retary Wilkie and the staff that make these things happen, work-
ing so hard to actually get those into law, get them in place, so that 
our veterans will benefit from the legislation we have done. 

As you know, this Committee is committed to working with the 
VA to end the tragic epidemic of veteran suicide. Your testimony 
mentions a need for an all-hands-on-deck approach to empower vet-
erans’ well-being with the goal of ending veteran suicide. 

You know, we have talked about this ever since I have been in 
Congress and it seems like we still have essentially the same num-
ber and lots of resources. I guess the question is, what resources 
or assistance does VA need from Congress in order to move the 
needle so that we do not continue to talk about the same number 
year after year? 
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Mr. CARROLL. Thank you, Senator. I would be happy lead off on 
answering that. We appreciate your support. Suicide in America is 
a public health crisis at this point. It affects veterans, which is our 
focus, but it affects all of the American population. We know, from 
working with our colleagues in DOD, other Federal agencies, aca-
demic experts, that there is no single cause of suicide, in general, 
and certainly in the veteran population overall. We are working on 
bundled approaches, implementing the National Strategy for Pre-
venting Veteran Suicide, which was published last year, which 
looks at care within the facility, and we appreciate your support in 
terms of advancing our mental health care. 

We also know that suicide is not simply a mental health issue. 
It is not simply something that can be treated on the way forward. 
We need to support veterans in the communities where they live, 
work, and thrive. That is why the grant program would be very im-
portant to us; working with our State and community partners to 
make sure that veterans and their families feel supported and wel-
comed, have a sense of belonging, including in their work places. 
We need to get beyond the walls of VA. Mental health care is im-
portant but we need to get beyond simply the health care system 
and support these women and men where they live and work. 

Senator BOOZMAN. I totally agree that this is something that 
really does stretch society. The reality, though, in Arkansas and I 
think throughout much of the country, is the incidence of veteran 
suicide is quite a bit higher than in the general population. So, you 
know, there is a problem, yet there is a greater problem in the VA, 
which we really need to figure out the source of. It is a difficult 
problem that we are spending lots of money, lots of resources on. 
So, hopefully we will have some metrics in place to go forward. 

One of the things that seems to be working in Arkansas is the 
private entities. Tell us about public-private collaboration. What 
are we doing in that area? 

Mr. CARROLL. We are working in several ways in that space. We 
have arrangements with over 60 organizations in partnership, sup-
porting the work that they do. We are also working with VSO 
groups, including those who are here today with us, both on a na-
tional level and working with their local chapters to make sure 
that veterans and their families are supported in those spaces. 

The effort which we have recently launched, in terms of Mayors’ 
and Governors’ challenges, is an important effort to get the local 
community involved. VA is providing the data and resources to 
help local communities look at the footprint of veterans within 
their community, look at perhaps the unique risk factors or groups 
of veterans in their communities that may be at risk for suicide, 
helping those communities, working with our SAMHSA partners to 
put together a plan that is tailored for their individual 
communities. 

Senator BOOZMAN. I appreciate that. Thank you very much. In 
Arkansas, the suicide rate is 48 per 100,000, versus 22 per 100,000; 
so, there is a significant difference. Again, I think that we would 
find that throughout the rest of the country. 

Your testimony expresses support for S. 980, Section 3, which 
would enable VA to enter into partnerships to provide legal serv-
ices to homeless veterans. How would the ability to provide legal 
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services strengthen VA’s efforts to combat veteran homelessness, 
which is another issue that we are actually making, I think, signifi-
cant headway. 

Dr. BOYD. Yes, we are. Thank you for recognizing that. In fact, 
overall homelessness has decreased about 49 percent since 2010. 
We are not there yet. We have a long way to go, but we are 
improving. 

We do know that if we could address the many issues around 
homelessness, why folks get into a homelessness state, and many 
times that is a—there are legal issues there. There are legal roots 
to that. Likewise, the legal issues that maybe crop up and force 
someone into not having a roof, being homeless, actually then feeds 
into what we were talking earlier about, the increased risk for sui-
cide and self-harm. 

So, anything that we can do to help folks get on the right footing, 
housing first, work on those other supportive services, and I do be-
lieve that we will be in a much better place. We will start nicking 
away at the rest of that 51 percent. 

Senator BOOZMAN. Senator Brown. 

HON. SHERROD BROWN, U.S. SENATOR FROM OHIO 
Senator BROWN. Thanks, Chair. Thank you, Senator Tester. 
First I want to thank the two of you, Senator Boozman and Sen-

ator Tester, for the Veterans Debt Fairness Act. Many of my col-
leagues have had conversations with local veterans, with veterans 
in our States where this had been a problem. I would like to enter 
two letters in the record, one that came out of testimony from 
James Powers when we did a field hearing in Columbus, and then 
the other from John Moser, Master Sergeant John Moser, who read 
an article about the hearing and had a similar situation. 

If I could ask for your consent. 
Senator BOOZMAN. Yeah. Without objection. 
Senator BROWN. Thank you, Mr. Chairman. 
[The letters appear in the Appendix.] 
Senator BROWN. I will not recount their stories except to say that 

he was overpaid a considerable amount—Mr. Powers, $26,000—and 
it caused him great hardship. He notified the VA a number of 
times. You know this story; it has happened far too many times. 
Veterans deal with enough stress. They should not have to deal 
with stress created by the VA and then the VA unwilling to accept 
its responsibility. 

I have a series of questions about that, first for you, Ms. Murphy. 
You know, your testimony concerns of the bill, the VA is already 
working to provide notice for debt collecting activities, actions that 
this Committee required in a law passed last year. Wouldn’t almost 
all the concerns, Ms. Murphy, that VA raised about the bill be ad-
dressed if the VA did a better job keeping track of its payments to 
veterans in the first place? 

Ms. MURPHY. So, the debt issue is certainly a concerning one and 
no one wants to get a debt letter, and sometimes we acknowledge 
that those could be more clear, better written. So, we have been 
working with improving and modernizing the way that—— 

Senator BROWN. Well, no. It is not just more clear and better 
written. Acknowledge it was a—they are mistakes. 
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Ms. MURPHY. Well, and to understand what the root of the debt 
was, what did or did not happen. We have—we administer—— 

Senator BROWN. Wait, wait, wait. I know—I mean, you do not 
work at the White House. I know the White House has not admit-
ted a mistake in 2 years, but the VA could admit a mistake when 
you one is made. If you overpaid, you made a mistake. I under-
stand it is a huge—I think the VA does great work in CBOCs like 
Mansfield and the VA in Cleveland, but if you make a mistake, you 
make a mistake. Acknowledge it to the Committee and then work 
with veterans to fix this, right? 

Ms. MURPHY. Certainly, we have a broad array of benefits that 
we administer. There is the health care side, the benefit side. I 
know that these have been worked in different systems, and I 
think we are taking one of the first efforts, holistically, across the 
enterprise in VA, at a department level, to look at how we ap-
proach debts, how that affects veterans, how we communicate, 
modernizing the way that we notify. It is a complicated issue—— 

Senator BROWN. I am sure it is. 
Ms. MURPHY [continuing]. And we acknowledge that we need to 

do a better job. 
Senator BROWN. OK. Thank you. 
All right. You said that your debt collection allows you to fund 

other VA initiatives. What about the toll it takes on other—on vet-
erans like James and John? 

Ms. MURPHY. Well, sir, we acknowledge individual circumstances 
have to be addressed. We have provisions for if we need to make 
a different repayment plan, if it would affect someone. But, we also 
have to be good fiscal stewards and make sure that we are admin-
istering our programs responsibly. 

Senator BROWN. When updating the bill language, working with 
Senators Boozman and Tester, we wanted to make sure that while 
a veteran is disputing a debt, VA could not take action to collect 
or reduce a benefit. We want to make sure the VA realized the bur-
den should be on the Department. I understand you make mis-
takes. We all do. I understand that. But, the burden should be on 
the Department, not the veteran, understanding that this process 
could cause additional stress and hardship for a veteran or for the 
veterans’ families. 

My question, for Drs. Carroll and Boyd, is this. You work on 
mental health issues at VA. Do you consider financial hardships as 
a stressor or risk factor for suicide? 

Mr. CARROLL. Yes, sir. 
Senator BROWN. Dr. Boyd? 
Dr. BOYD. Yes, sir. 
Senator BROWN. OK. Do you think VA should have clear policies 

in place to limit additional stressors for veterans? 
Mr. CARROLL. Yes. 
Senator BROWN. OK. Dr. Boyd? 
Dr. BOYD. Yes, sir. 
Senator BROWN. Thank you. Certainly this is part of it. It is, of 

course, not everything, but these mistakes—if these mistakes ever 
contribute to a veteran’s more likely taking her own or his own life 
then we obviously have a lot of work to do. 

Thank you. Thanks, Mr. Chairman. 
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Senator BOOZMAN. Senator Murray. 

HON. PATTY MURRAY, U.S. SENATOR FROM WASHINGTON 
Senator MURRAY. Well, thank you. Thank you very much, Mr. 

Chairman. I am really glad to be here today and have an oppor-
tunity to talk about my legislation that will help clarify current law 
and provide relief and peace of mind to countless veteran moms 
and their newborns during the most critical moments after a child 
is born. 

But, Mr. Chairman, before I say more about my proposal, I want-
ed to voice a very grave note of concern regarding the rash of vet-
eran suicides that we have seen across our country. It is a crisis 
that impacts all of our communities, including my home State of 
Washington. Over the weekend we had another one of our veterans 
take their lives, this time at the VA hospital in American Lake. 

Every case like this is a tragedy. It defies explanation. For any 
of our veterans or servicemembers, including those who survived 
combat in our service, to die by suicide, I believe we cannot just 
stand by while this epidemic claims more of our veterans. It crush-
es families and it is overwhelming our communities. I cannot just 
stand by. 

I know the Chairman is not here today but if you and his staff 
just tell him that I really believe this Committee needs to hold 
some hearings and take some action to uphold our promise to our 
veterans, that we will have their back, and do what is necessary 
to get a handle on this really growing tragedy. I would appreciate 
it. 

Now about today’s topic, I am really glad to have a moment to 
talk about my legislation, to help make life easier for veteran 
moms and help them get the care that they need for their newborn 
infants in the event of a medical emergency. Under current law, 
veterans expecting a child are eligible to have that care covered by 
the VA, and in some cases, when there is an emergency, the vet-
eran and the newborn may need to be transferred, often by a heli-
copter, to a hospital that can provide them a higher level of care 
in that emergency. 

However, anecdotal reports from our veterans have unveiled that 
the VA often improperly refuses to pay the cost of transporting 
newborns to a more advanced facility and that leaves the veteran 
stuck with the thousands of dollars in surprise billing. 

Now, as this Committee knows, current law clearly states that 
the VA can cover all post-delivery care services a newborn may 
need, but bizarrely, the VA so far has refused to pay for those ex-
penses, not to mention current law limits care for newborns to only 
7 days, which is a threshold, actually, that can be far too restrictive 
in certain cases, like premature births. 

I know this is not how we, at Congress, intended for this to work 
for our veterans. So, the bill that I have, in my proposal, called the 
VA Newborn Emergency Treatment Act, makes clear Congress’ in-
tent in the law and makes sure that veterans and their newborns 
are getting the care they need while being treated with the dignity 
that they deserve. 

The idea that transportation to get newborn infants emergency 
treatment, would not be covered by the VA is really shocking, and 
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it really is a needless gap in care. I firmly believe Congress must 
ensure that no veteran ever faces a surprise bill for benefits they 
have earned through their sacrifice to our country, especially new 
moms and babies dealing with emergency situations. 

So, I hope colleagues from both sides of the aisle will join me in 
supporting this necessary fix and make sure we are doing right by 
our veteran moms and military families, and I look forward to the 
markup we will have on this. 

Dr. Boyd, in my short time left I wanted to tell you I really ap-
preciate the assistance the VA provided us in putting together the 
Newborn Emergency Treatment Act with working through our 
technical concerns. I have already incorporated a number of those 
recommendations you have made to help everyone understand the 
urgent need for this bill. I did want to ask you, can you describe 
for us some of the situations when a newborn would need to be 
moved to a higher-level facility and how urgent it is to get that 
child into care? 

Dr. BOYD. Well, I am not a neonatologist or a pediatrician. How-
ever, I am a family doc and a mom. I can share with you that my 
youngest daughter, who is 28 years old, was born at 30 weeks, so 
I truly understand where you are coming from on this. 

It could be anything from—especially in that 7-day time period, 
within the 7- to 14-day time period—it could be anything from inju-
ries or issues at birth, through the actual birthing process, all the 
way to some very rare complications or rare disorders or diseases 
that manifest within that first time period. There are many things 
that it could be. 

We all wish to have a normal birth and delivery, and all wish 
to have a healthy newborn. It is not always the case. 

Senator MURRAY. Please speak to the 7-day requirement. Tell me 
when a newborn child would need care longer than 7 days, which 
is the current coverage. 

Dr. BOYD. Again, I would need some SMEs on that for the 14, 
anything beyond 7, but just so you know we absolutely do support, 
within S. 514, the expansion of up to 14 days. So, we have no issue 
with that. 

Senator MURRAY. OK. I have some questions about cost and how 
you came to your cost estimates. I will submit them in writing. 

Dr. BOYD. Thank you. 
Senator BOOZMAN. Senator Tester. 
Senator TESTER. Thank you, Mr. Chairman, and I want to thank 

you all for being here. 
Dr. Carroll, I think you got into the importance of incorporating 

community-based public health approach to veteran suicide preven-
tion with Senator Boozman’s question so I will skip that on mine. 

For you, Dr. Boyd, I asked for technical assistance on 10 sections 
of the Command John Scott Hannon Mental Health Improvement 
Bill on February 28, and for the entire bill on March 26. It has 
been a while ago, quite frankly. I have not received any technical 
feedback. You guys were not fully enamored with the bill. That 
technical feedback is important. When can I expect it? 

Dr. BOYD. First of all, you must know that it is at the utmost 
front line and center for the Secretary to be very responsive to Con-
gress. So, my understanding is this, that the technical review had 
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begun on the first 10 provisions, that had been submitted, and then 
came the remainder, as you stated, later in March. As that was 
really getting kind of rolling—because some of these are very com-
plex, have multiple decision points and authorities. Then we had 
the remaining initially 17 new bills that was whittled down to 16. 
So, it blanketly overtaxed some of our system to ensure that we 
had the entire agenda to speak from. 

But, I do want you to know this. S. 785 is at the center of every-
thing that we do. In fact, there is a lot that we are already doing, 
and we want to be extremely careful in the vision that you did 
have. We are at a better place than we were back in February or 
March. I think that we can move forward with this with continued 
discussion with the Committee. 

Senator TESTER. That is good but I need that technical input. I 
am just telling you, I just flat need it. 

Dr. BOYD. Absolutely. 
Senator TESTER. If I do not have it then we are going to do what 

I think is best, without your input—— 
Dr. BOYD. I understand, sir. 
Senator TESTER [continuing]. And that could be a problem. 
S. 711 is another bill that we have got, the Care for Reservists 

bill, that I do not think the Department is too enamored with, quite 
frankly. I have got a bunch of questions to put you on the spot but 
I am not going to do that to you. 

I am just going to tell you that everybody who spoke here, from 
Senator Boozman to Senator Brown to Senator Murray and now I, 
and quite frankly you guys too, have talked of the importance of 
reducing suicide. Senator Boozman put it most articulately, that we 
have done a lot of things which has not affected the numbers. It 
has not done it. It has not gotten us where we need to be. Not that 
one suicide is acceptable, but it has not even gotten us close to a 
point where we can say, ‘‘You know what? We have done some good 
stuff here and we have moved the ball.’’ 

We are using reservists in a way that we have never used them 
before in the past, and it did not start with this administration, by 
the way. It started in previous administrations. And these folks are 
coming back with pretty serious problems, that, quite frankly, we 
created for them. So, if we do not step it up for active duty and 
for Guard and Reserve, we should not be asking them to sign up 
to serve, and that is as simple as that. 

So, we have got to do something in that area. And, as we look 
at whether it is S. 785 or S. 711, it is critically important that we 
figure out what we can do different to make a difference. If we are 
able to do that then we both can be much prouder of what is going 
on. 

The last thing, then I will kick it back to the Chairman. To Sen-
ator Brown’s questions on S. 805, he is right, this should not be on 
the veteran. This should be on the VA. If we do not look at it from 
that perspective, we are making a big mistake. I do not think you 
are going to find anybody on this Committee, either side of the 
aisle, that does not believe that. 

So, we look forward to working with the Department to get that 
fixed too, amongst the other bills. 

Thank you, Mr. Chairman. 
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Senator BOOZMAN. Well, thank you, Senator Tester. Let me just 
say a couple of things about two or three bills. First of all, I really 
enjoyed working with Senator Tester on the Deborah Sampson bill. 
We appreciate your leadership. There are 2 million women vets, 
20,000 in Arkansas. As I go around the State, and I am sure Sen-
ator Tester, as he goes around Montana, very similar, rural States, 
I hear that we are blessed with some of the most progressive VA 
facilities in the country, through a lot of hard work from lots of in-
dividuals. 

But, one of their top concerns is the inequality of health care be-
tween men and women. It is all kinds of things. It is shortage of 
primary care providers; the lack of respect sometimes shown to our 
women veterans in the sense of asking where their husbands are 
in the sense of thinking that they are the wife of a veteran; the 
gender-specific providers; and the list goes on and on. You all un-
derstand that. You are very, very familiar with it. I know you have 
got some problems with our bill, but certain data collection about 
where women veterans need their care is something that we can 
be doing. Some of them are things that you have the ability to do 
now, without legislation. 

I hope that you will work with us. Our VSOs are on board and 
are doing a great job of pushing this forward. But, this is some-
thing unlike suicide, as Senator Tester talked about, the panel 
talked about, you talked about, which is something that involves 
all kinds of factors and is a difficult problem. 

Inequality is not a difficult problem. This is something that we 
can solve. It is going to take some work. It is going to take a little 
bit of change of attitude in some cases, but we can do a better job 
of providing the resources that we need—privacy, I mean, just 
these basic things that with the significant increase in our veteran 
population of women, which is only going to grow substantially as 
we go forward, are necessary. 

Again, I hope that we can work together in that regard. 
The other bill that I would like to talk about is Senator Ernst’s 

bill and the idea that you do not hire these practitioners that have 
had significant problems. You know, there is simply no excuse for 
that. We need to do a much, much better job in that. I would lump 
currently licensed, impaired in the past, all those things together. 
You know, there is simply no excuse for that. 

Last, Senator Cotton’s bill that increases the stipend for our 
Medal of Honor winners. I think that is something that we can be 
so proud of and looking at inflation, that is something else that we 
need to take care of. 

Have you got any other things? Again, thank you all very, very 
much. We do appreciate your hard work and appreciate your 
testimony. 

Dr. BOYD. Thank you to the Committee. Thank you. 
Senator BOOZMAN. OK, Panel 2. Are you guys ready to jump up 

here and get seated? [Pause.] 
Well, we want to welcome our panel. Thank you for taking the 

time. We do appreciate all of your hard work and all that you 
represent. 

I have a list of organizations that have submitted written state-
ments on today’s hearing agenda. We have 4 represented here. We 



29 

have 19 others that have submitted data. So, without objection, 
that is so ordered. 

[The statements appear in the Appendix.] 
Senator BOOZMAN. Today we are blessed to have Ms. Melissa 

Bryant, Chief Policy Officer of Iraq and Afghanistan Veterans of 
America; Michael Richardson, Vice President of Independent Serv-
ices and Mental Health, Sounded Warrior Project—again, it is 
great to have you here; Greg Nembhard, Deputy Director of Claims 
Services, The American Legion—thank you, Greg; Maj. Gen. (Ret.) 
Jeffrey Phillips, Executive Director, Reserve Officers Association. 

We will start with you, Ms. Bryant. 

STATEMENT OF MELISSA BRYANT, CHIEF POLICY OFFICER, 
IRAQ AND AFGHANISTAN VETERANS OF AMERICA 

Ms. BRYANT. Thank you, Senator Boozman, Ranking Member 
Tester, and to the distinguished Members of the Committee who 
could not be here at this moment. On behalf of Iraq and Afghani-
stan Veterans of America, or IAVA, and our more than 425,000 
members worldwide, we thank you for the opportunity to share our 
views, data, and experiences on the legislation in front of the Com-
mittee today. 

As you have heard me speak to in the past, I am not only the 
Chief Policy Officer for IAVA, but I am also a third-generation com-
bat veteran. These bills we are discussing today are largely issues 
which impact me personally, especially as a woman veteran who 
has been exposed to burn pits, borne of a father who still suffers 
injuries that he was exposed to by Agent Orange in Vietnam. 

I am here as a former Army officer who has lost soldiers to sui-
cide and worked with several others who struggled with suicidal 
ideation for a variety of factors, ranging from financial stress to 
survivor’s guilt. I am here as a student veteran who used her 
earned GI Bill benefit to obtain a master’s degree in policy mid-ca-
reer, which is what landed me here today as Chief Policy Officer 
for IAVA, and to give voice to the voiceless so they can get the sup-
port that they deserve from their government so they can live their 
lives to their fullest potential. 

I am going to highlight just a few items here, but overall there 
are 16 bills contained within the legislation today that IAVA does 
support. Of our Big Six priorities for 2019, it remains number 1 to 
be the campaign to combat suicide among troops and veterans. Sui-
cide rates over the past 10 years have been rising at a shocking 
rate. In 2016, the Centers for Disease Control reports that 45,000 
Americans had died by suicide. 

To clarify and reiterate what many others have said today, while 
suicide is an American epidemic and public health crisis, it is se-
verely impacting the veteran population in particular. According to 
the most recent Department of Veterans Affairs data, 20 veterans 
and servicemembers die by suicide every day, which is over 7,000 
per year. At-risk populations include women veterans, like myself, 
who are almost twice as likely to die by suicide than their civilian 
counterparts; and veterans aged 18 to 34, the post-9/11 generation, 
which IAVA represents, have the highest rate of suicide among any 
generation of veteran. 
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We have been watching this trend line for years. In our latest 
member survey, 59 percent of IAVA members reported knowing a 
post-9/11 veteran who died by suicide; 65 percent know a post- 
9/11 veteran who has attempted suicide. In 2014, these numbers 
were 40 percent and 47 percent, respectively. 

More alarmingly, our newest data shows that 43 percent of IAVA 
members report having suicidal ideation since leaving the military, 
a 12 percent increase since 2014, showing that more and more vet-
erans and servicemembers in IAVA’s community are experiencing 
suicidal ideation, which is also a risk factor in and of itself for 
suicide. 

This information tracks with the final report under the Clay 
Hunt SAV Act: the VA Mental Health Program and Suicide Pre-
vention Services Independent Evaluation from 2018. The report 
shows that veterans ages 18 to 45, the post-9/11 generation, had 
the greatest proportion of suicidal behaviors, including suicidal at-
tempts and ideation, among any age group and made up almost 40 
percent of the overall suicidal behavior totals. 

We believe the best next step in addressing this crisis is the pas-
sage of the Commander John Scott Hannon Veterans Mental 
Health Care Improvement Act, S. 785, as discussed earlier today. 
We thank you, Senator Tester and Senator Moran, who was here 
earlier. We believe that this bill will bring even greater attention 
to resources that the VA needs in order to combat the veteran sui-
cide crisis, and IAVA is very pleased with the provisions in the bill 
to provide grants to organizations to provide mental health care 
services for veterans not receiving VA care, as well to organizations 
that provide transition assistance to veterans and their spouses. 
We were proud to stand with Commander Hannon’s family, partner 
VSOs, and Senators Tester and Moran to introduce the Com-
mander John Scott Hannon Veterans Mental Health Care Improve-
ment Act, and it has IAVA’s unqualified support going forward, sir. 

We also support the Care and Readiness Enhancement for Re-
servists Act, otherwise known as CARE, because we do recognize 
that this is a gap where reservists and our National Guard men 
and women are not necessarily receiving the same amount of care 
due to the fact that they are in units that do not necessarily have 
the same continuum of care as if you were on active duty. We 
wholeheartedly support this effort as well to close this gap for their 
mental health as well. 

In support for She Who has Borne the Battle, over the past few 
years there has been a groundswell of support for women veterans’ 
issues. We made the bold choice to lead on this issue, going back, 
in 2017, when we launched our #SheWhoBorneTheBattle cam-
paign. That is why this year we are wholeheartedly in support of 
S. 514, which is the reintroduction of the Deborah Sampson Act, 
which thank you both, gentlemen, in reintroducing this year. We 
strongly support the passage of that bill, along with the other 
provisions that have been updated for the version for the 116th 
Congress. 

Again, there are 16 other bills that I could go on to. I am going 
to focus just on burn pits and toxic exposures. Knowing that we 
support both CONUS (Contiguous United States) and Camp 
Lejeune, we also support this bill, as well as defending the GI Bill, 
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which has always been a long-standing issue for IAVA, since we 
championed the post-9/11 GI Bill in 2008. 

Thank you. I am happy to go through anything else that is with-
in our testimony and to speak more to the support that we have 
for the 16 other bills that are within this hearing. 

[The prepared statement of Ms. Bryant follows:] 

PREPARED STATEMENT OF MELISSA BRYANT, CHIEF POLICY OFFICER, 
IRAQ AND AFGHANISTAN VETERANS OF AMERICA 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE COM-
MITTEE, On behalf of Iraq and Afghanistan Veterans of America (IAVA) and our 
more than 425,000 members worldwide, thank you for the opportunity to share our 
views, data, and experiences on the legislation in front of the Committee today. 

IAVA is pleased to see that much of the legislation in front of the Committee 
today addresses components of our Big Six Priorities for 2019 which are: the Cam-
paign to Combat Suicide, Advocate for Government Reform, Support for Injuries 
from Burn Pits and Toxic Exposures, Defend Veterans Education Benefits, Support 
and Recognition of Women Veterans, and Support for Veteran Medicinal Cannabis 
Use. 

As you’ve heard me speak to in the past, I am not only the Chief Policy Officer 
for IAVA, but also a third-generation combat veteran. The bills we’re discussing 
today are largely issues which impact me personally—especially as a woman vet-
eran who has been exposed to burn pits, borne of a father who was exposed to and 
still suffers injuries from Agent Orange. I’m here as a former Army officer who has 
lost Soldiers to suicide and worked with several others who struggled with suicidal 
ideation for a variety of factors ranging from financial stress to survivor’s guilt. And 
I’m here as student veteran who used her earned GI Bill benefit to obtain a masters 
degree in policy mid-career, thus landing me here before you today to passionately 
advocate for the voiceless veterans worldwide who need the support of their govern-
ment in so they can live to their lives’ fullest potential. 

CAMPAIGN TO COMBAT SUICIDE 

IAVA’s top Big Six priority for 2019 remains the Campaign to Combat Suicide 
Among Troops and Veterans. Suicide rates over the past 10 years have been rising 
at a shocking rate; in 2016, the Center for Disease Control reports that 45,000 
Americans died by suicide. While suicide is an American epidemic and public health 
crisis, it is severely impacting the veteran population in particular. According to the 
most recent Department of Veterans Affairs data, 20 veterans and servicemembers 
die by suicide every day, which is over 7,000 every year. At risk populations include 
women veterans who are almost twice as likely to die by suicide than their civilian 
counterparts. And veterans aged 18 to 34, the post-9/11 generation, have the highest 
rate of suicide among any generation of veteran. 

We’ve been watching this trendline for years. In our latest member survey, 59 
percent of IAVA members reported knowing a post-9/11 veteran who died by suicide; 
65 percent know a post-9/11 veteran who has attempted suicide. In 2014, these 
numbers were 40 percent and 47 percent respectively. 

More alarmingly, our newest data shows that 43 percent of IAVA members report 
having suicidal ideation since leaving the military—a 12 percent increase since 
2014; showing that more and more veterans and servicemembers in IAVA’s commu-
nity are experiencing suicidal ideation—a risk factor for suicide. This information 
tracks with the final report under the Clay Hunt SAV Act: The VA Mental Health 
Program and Suicide Prevention Services Independent Evaluation from 2018. The 
report shows that veterans ages 18 to 45—the post-9/11 generation—had the great-
est proportion of suicidal behaviors, including suicidal attempts and ideation, among 
any age and made up almost 40 percent of the overall suicidal behavior totals. 

We believe the best next step in addressing this crisis is passage of the Com-
mander John Scott Hannon Veterans Mental Health Care Improvement Act 
(S. 785), introduced by Sens. Tester and Moran, which will bring even greater atten-
tion and resources to VA to combat the veteran suicide crisis. IAVA is very pleased 
with the provisions in the bill to provide grants to organizations that provide mental 
health care services for veterans not receiving VA care, as well to organizations that 
provide transition assistance to veterans and spouses. S. 785 also invests in a num-
ber of studies, including the link between elevation and suicide and an evaluation 
of Vet Centers’ Readjustment Counselors efficacy; it also provides for an increased 
number of tracking metrics to ensure that VA is providing the best possible mental 
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health care possible. We were proud to stand with Commander Hannon’s family, 
partner VSOs, and Sens. Tester and Moran to introduce the Commander John Scott 
Hannon Veterans Mental Health Care Improvement Act, and it has IAVA’s unquali-
fied support. 

In addition to expansion of mental health care for our veterans, we must also 
focus on our military’s Guard and Reserve components. Currently, members of the 
National Guard and Reserve undergo annual health assessments to identify medical 
issues that could impact their ability to deploy, but any follow-up care must almost 
always be pursued at their own expense. Though some National Guard units have 
worked to expand care, many of these efforts are funded with limited dollars that 
must also cover training and equipment expenses. The Care and Readiness En-
hancement (CARE) for Reservists Act (S. 711) would allow Guardsmen and Reserv-
ists to access Vet Centers for mental health screening and counseling, employment 
assessments, education training, and other services to help them return to civilian 
life. Access to care for Guard and Reservists is a top concern for IAVA as almost 
60 percent of our membership is either currently serving or has served in the Guard 
or Reserves. It is for those reasons that IAVA supports the passage of this leg-
islation. 

SUPPORT FOR SHE WHO HAS BORNE THE BATTLE 

Over the past few years, there has been a groundswell of support for women vet-
erans’ issues. From health care access to reproductive health services to a seismic 
culture change within the veteran community, women veterans have rightly been 
focused on and elevated on Capitol Hill, inside VA, and nationally. In 2017, IAVA 
launched our groundbreaking campaign, #SheWhoBorneTheBattle, focused on recog-
nizing the service of women veterans and closing gaps in care provided to us by VA. 

IAVA made the bold choice to lead on an issue that was important to not just 
the 20% of our members who are women, but to our entire membership, the future 
of America’s health care and national security. We continue to fight hard for top- 
down culture change in VA for the more than 700,000 that have served since 9/11, 
including 345,000 women who have deployed to Iraq or Afghanistan in support of 
the most recent wars. 

This is why in 2017, IAVA worked with Congressional allies on both sides of the 
aisle and in both chambers to introduce the Deborah Sampson Act (S. 514). This bill 
called on the VA to modernize facilities to fit the needs of a changing veteran popu-
lation, increasing newborn care, establishing new legal services for women veterans, 
and eliminating barriers faced by women who seek care at VA. This bill would also 
increase data tracking and reporting to ensure that women veterans are getting 
care on par with their male counterparts. 

Although the Deborah Sampson Act, the centerpiece of IAVA’s She Who Borne 
The Battle campaign, was not passed in the 115th Congress, IAVA is pleased with 
progress made overall in support of women veterans, with key provisions of the leg-
islation passed or funded in the last two years. These hard-fought victories included 
funding to improve services for women veterans, such as research on and acquisition 
of prosthetics for female veterans, increased funds for gender-specific health care, 
women veterans’ expanded access and use of VA benefits and services, improved ac-
cess for mental health services, and for supportive services for low income veterans 
and families to address homelessness. 

While we have seen greater awareness and progress toward improving services 
for women veterans, there is much more we can do. Toward this goal, IAVA strongly 
supports passage of the updated Deborah Sampson Act reintroduced by Sens. Tester 
and Boozman. Provisions of the new bill include expanded peer to peer services, 
such as the ability for women to receive reintegration counseling services with fam-
ily members in group retreat settings, increased newborn care services, and an in-
crease in spending in order to retrofit VA facilities to enhance the privacy and envi-
ronment women are being treated in, including privacy curtains and door locks. It 
also provides for legal and support services to focus on unmet needs among women 
veterans, like prevention of eviction and foreclosure and child support issues. This 
must be the year that Congress passes the Deborah Sampson Act into law. 

In addition to the increase in newborn care under the Deborah Sampson Act, 
IAVA is pleased to support another bill in front of the Committee today, the VA 
Newborn Emergency Treatment Act (S. 318). This legislation would allow VA to re-
imburse the cost of emergency transportation related to newborn care. Coupled with 
provisions in the Deborah Sampson Act this will finally allow VA to give greater 
care to veteran mothers. 
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BURN PITS & TOXIC EXPOSURES 

Another Big Six priority for IAVA is Support for Burn Pits and Toxic Exposures. 
Unfortunately, the exposures our servicemembers face isn’t only overseas in the 
wars in Iraq and Afghanistan, but for some it was back home as well. From 1953 
to 1987 the drinking water in Marine Corps Base Camp Lejeune was contaminated 
with chemicals that caused a number of diseases. In 2012 the original Jane 
Ensminger Act was passed, which allowed those who were exposed to Camp 
Lejeune’s contaminated water to access the treatment that they deserved. The 
Janey Ensminger Act of 2019 will allow additional research into the symptoms and 
diseases of those that were exposed to contaminated drinking water on Camp 
Lejeune. It is for those reasons that IAVA supports the bill in front of the Com-
mittee today. 

DEFEND THE GI BILL 

A temporary school closure can be a very stressful time for military-connected stu-
dents, and losing their housing allowance adds an additional layer of stress to that 
situation. Allowing students to continue to receive their housing allowance is a 
needed fix for this problem. IAVA supports the draft bill in front of the Committee 
to allow military-connected students affected by temporary school closures to con-
tinue to receive their housing allowance during the temporary closure. 

MODERNIZE GOVERNMENT TO SUPPORT TODAY’S VETERANS 

As of August 2018, there were over 40,000 job vacancies within VHA. While these 
are difficult-to-fill positions, we need to do more to ensure that VA is capable of clos-
ing this employment gap. While closing this gap is critical, we must also guarantee 
that our Nation’s veterans are receiving the best care that is available. It is with 
this in mind that IAVA supports three additional bills to improve VA hiring and 
employment practices; the Ensuring Quality Care for Our Veterans Act (S. 123), the 
VA Provider Accountability Act (S. 221), and the Veterans Improved Access and 
Care Act of 2019 (S. 450). 

The VA Tribal Advisory Committee Act (S. 524) would improve VA outreach, 
health care, and benefits for Native American veterans through the establishment 
of a VA Advisory Committee on Tribal and Indian Affairs. Native American and 
Alaska Native servicemembers face unique challenges when accessing VA services 
and experience homelessness and health disparities at higher rates than other vet-
erans. The bill aims to eliminate health disparities for Native American veterans 
by establishing a 15-member Committee comprised of a representative from each of 
the 12 regions of the Indian Health Service (IHS) and three at-large Native Amer-
ican members. This Committee would ensure greater collaboration between Tribal 
governments and VA, ensuring that our Native servicemembers are getting the ben-
efits that they deserve. IAVA is proud to support this legislation. 

IAVA is pleased to see the Committee take up the important issue of VA overpay-
ments. Overpayments from the VA have been on the rise since 2013. In 2016 alone, 
the VA issued upwards of 200,000 overpayment notices to veterans, often recouping 
funds by withholding some or all of a veteran’s monthly disability benefit payments. 
In many of these cases, the overpayment was caused by no fault of the veteran, 
which only increases frustration when payments are withheld. The Veteran Debt 
Fairness Act (S. 805) aims to fix this issue with common sense solutions, such as 
only allowing the VA to collect debts that occur as a result of an error or fraud on 
the part of a veteran, only allowing the VA to deduct 25 percent of a veteran’s 
monthly payment, and preventing the VA from collecting debts incurred more than 
five years prior. These are common-sense solutions that will protect veterans from 
financial hardship caused by accounting errors at VA. IAVA fully supports the pas-
sage of this legislation. 

The Highly Rural Veteran Transportation Program Extension Act (S. 850) would 
expand the ability of VA to make grants for qualifying VSOs to provide transpor-
tation to veterans in highly rural areas to VA facilities. Veterans that live in highly 
rural areas deserve the same care as veterans that may live close to a VA facility 
and this program will allow those veterans to seek that care at no cost to them-
selves. IAVA is pleased to support this legislation. 

The VA Website Accessibility Act (S. 746) would require VA to review all of its 
websites to determine if they comply with requirements in current law that they 
be accessible to individuals with disabilities. The bill would require VA to report to 
the Congress on its findings, and describe its plans to bring its websites into compli-
ance. IAVA supports this bill to ensure that VA’s website is accessible to all 
veterans. 
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The Medal of Honor is the highest award for valor in action against an enemy 
force which can be bestowed upon an individual serving in the Armed Forces. Pre-
sented to its recipient by the President of the United States of America in the name 
of Congress. These American heroes often attend and speak at events about their 
military service at their own expense. While Medal of Honor recipients receive a 
modest pension, it has not been updated in 15 years. S. 857 would provide necessary 
funding to allow Medal of Honor recipients to share their personal stories in even 
more character development programs and speaking engagements, and has IAVA’s 
support. 

The VA is currently undertaking a decade-long transition to bring veterans’ 
health records into the 21st century by ensuring that veterans can have access to 
a seamless electronic health record across the VA and Department of Defense (DOD) 
health systems. The VA Electronic Health Records Advisory Committee Act 
(S. 1154) would create another level of oversight on this important transition. The 
11-member Committee would operate separately from VA and DOD and would be 
made up of medical professionals, Information Technology and interoperability spe-
cialists, and veterans currently receiving care from the VA. The Committee will ana-
lyze the VA’s strategy for implementation, develop a risk management plan, and en-
sure that stakeholders across VA and DOD have a voice in the process. The Com-
mittee will meet with the VA Secretary at least twice a year on their analysis and 
recommendations for implementation. IAVA supports the spirit of this legislation 
and increased oversight over the electronic health records project, however we would 
like to see the Committee work with VA to implement systems that are effective 
and will not add unnecessary burden on the project. 

The Better Examiner Standards and Transparency (BEST) for Veterans Act 
(S. 1101) ensures that only licensed health care providers are conducting medical 
disability examinations (MDEs) on behalf of VA. Last year, reports revealed that 
contract physicians with revoked medical licenses have been performing MDEs on 
behalf of the VA due to a loophole in current legislation. IAVA supports the closure 
of this loophole and ensures that veterans are only being treated and screened by 
health care providers that are licensed and qualified. 

END VETERAN HOMELESSNESS 

The number of homeless veterans has declined in the past decade, and in fact, 
has dropped nearly 50% since 2010. Despite the enormous advances made in recent 
years, there are still tens of thousands of veterans who remain homeless on a single 
night. VA cannot solve this challenge alone. Veterans who struggle with substance 
abuse or who have been previously incarcerated are often unable to be placed in 
housing programs. Even more struggle to maintain a permanent home. In our latest 
member survey, over 20 percent of IAVA members reported going without a home 
for over a year after they transitioned out of the military, and 84 percent reported 
couchsurfing temporarily. Housing and homelessness related referrals are among 
the services most requested through IAVA’s RRRP; in 2018 alone, IAVA provided 
hundreds of veterans and family members with housing and homelessness related 
support. IAVA is pleased to support the Homeless Veterans Prevention Act (S. 980), 
which includes several important provisions to address veteran homelessness, such 
as an expansion of vouchers to dependents of homeless veterans, increased legal and 
financial services, and studies in order to track the effectiveness of these programs. 

Thank you for allowing IAVA to share our views and we look forward to answer-
ing any questions you may have. 

Senator BOOZMAN. Good. Thank you, Ms. Bryant. 
Mr. Richardson. 

STATEMENT OF MICHAEL C. RICHARDSON, VICE PRESIDENT 
OF INDEPENDENCE SERVICES AND MENTAL HEALTH, 
WOUNDED WARRIOR PROJECT 

Mr. RICHARDSON. Good afternoon, Senator Boozman, Ranking 
Member Tester, and distinguished Members. Thank you for the op-
portunity to testify at today’s hearing and offer Wounded Warrior 
Project’s perspective on legislation before the Committee. 

My name is Mike Richardson and I serve as Vice President at 
Wounded Warrior Project for all mental and brain health program-
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ming. I am a combat veteran and a military retiree, as is my wife. 
Together we have over 50 years of active duty service. 

During my service I also commanded a warrior transition bat-
talion in Europe, so I have not only observed but experienced first- 
hand the challenges that combat and transitioning cause our 
veterans. 

Before moving our attention to how today’s legislation can help 
address these challenges, I want to praise the Committee’s focus 
on: improving programs and services for female veterans through 
S. 514; its effort to improve accountability and trust in the VA sys-
tem through bills like S. 123, 221, and 1101; and its focus on 
strengthening transition and civilian readjustment with S. 711. 

As our community works together to meet the needs of all vet-
erans, these bills and others before the Committee are helping to 
enhance care and services and increase faith in the VA’s ability to 
evolve with changing demographics and needs. 

As I sit before you today, suicide prevention is VA’s top clinical 
priority, as it should be. Wounded Warrior Project’s largest pro-
gram investment is in mental and brain health, and I am here to 
express our organization’s support for the Committee’s efforts to 
bring greater attention to the tragic trend of veteran suicide and 
its initiative to deliver legislative changes to improve access to 
care, drive research forward, keep the community accountable, and 
foster collaboration among stakeholders throughout the mental 
health spectrum. 

As one of those community stakeholders I would like to use this 
opportunity to focus on mental health more generally so that the 
Committee can be informed of what we have learned as an organi-
zation that unifies programming, provides advocacy, and funds or-
ganizations that assist us in delivering our mission to honor and 
empower wounded warriors. 

Our approach to mental health care is grounded in several core 
and scientifically supported beliefs. To that end we acknowledge 
that no one organization, no single agency, if you will, can fully 
meet all the veterans’ needs, that empirically-supported mental 
health treatment absolutely works when it is available and when 
it is pursued, and that we will find the best results by embracing 
an integrated and comprehensive public health approach focused 
on increasing resiliency, psychological well-being, and an aggres-
sive prevention strategy. 

All of these concepts are embraced by the intent of the Com-
mander John Scott Hannon Veteran’s Mental Health Care Im-
provement Act, and we believe several proposals in the bill can 
help veterans not just survive, but really thrive in their commu-
nities by helping them create lives worth living, with a purpose. 

This bill recognizes that networks of support already exist and 
new ones can be developed to help VA reach more veterans and 
enter more communities, and that VA is an indispensable partner 
in this process. 

As an example, through our Warrior Care Network, Wounded 
Warrior Project is in partnership with four academic medical cen-
ters: Emory Healthcare, Massachusetts General Hospital, Rush 
University, and UCLA Health, who we directed to develop an inno-
vative, 2- or 3-week intensive outpatient program that integrates 
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evidence-based treatments with wellness, mindfulness, nutrition, 
yoga, art, and family support. 

Veterans are not required to be enrolled in VHA to participate 
in our Warrior Care Network, but every veteran, including active 
duty, National Guard, Reservists, and retirees who come through 
the program consults with an on-site VA employee who enrolls, 
provides education on essential VA resources, drives referrals to 
their systems back in the veteran’s community before they leave 
the care of these academic medical centers, and helps create the 
trust in a VA system that is performing, as studies show, at the 
same level, or better, than other providers in some communities. 

The Warrior Care Network fully incorporates complementary and 
alternative therapies for veterans while they are in our care, ap-
proaches that are embraced in Title II of S. 785. 

Our network also drives veterans toward supportive organiza-
tions and services back in the home when they depart from us. 
Many of those organizations are funded through grants from 
Wounded Warrior Project. We understand that mental health and 
wellness goes beyond just clinical care. 

Our approach to this type of partnership is focused on uniting re-
sources, driving change through maximizing collective impact, serv-
ing as a force multiplier, and expanding the network of support. 
Looking at the Warrior Care Network as the sum of these parts, 
one of the most telling results is that after completing the intensive 
outpatient program over 96 percent of warriors are recommending 
the program to another warrior. This is an example of how we are 
normalizing the conversation and helping end the stigma around 
seeking mental health care. 

In closing, just this past Monday I was in the great State of 
Georgia, in the beautiful city of Atlanta, at Emory University, 
where we had the grand opening of their newly expanded space 
named Wounded Warrior Project’s Brain Health Suite. Because of 
our space expansion investment in Emory we increased access for 
the veterans to this life-saving care. Space was a barrier; it no 
longer is. 

I am sure the leadership of Emory, the veterans’ programs, and, 
of course, Wounded Warrior Project would love for the Chairman 
and any Member of this Committee to stop by for a visit the next 
time you are in Atlanta. 

Again, thank you for allowing us to be part of this very impor-
tant work as we care for and serve those that served our Nation. 
Thank you. 

[The prepared statement of Mr. Richardson follows:] 

PREPARED STATEMENT OF WOUNDED WARRIOR PROJECT 

S. 123, S. 221, S. 318, S. 450, S. 514, S. 524, S. 711, S. 746, S. 785, S. 805, S. 850, 
S. 857, S. 980, S. 1101, S. 1154, Draft Bill—Janey Ensminger Act of 2019, Draft 
Bill—A Bill to Amend Title 38, United States Code, to Extend the Authority of 
the Secretary of Veterans Affairs to Continue to Pay Educational Assistance or 
Subsistence Allowances to Eligible Persons When Educational Institutions are 
Temporarily Closed, and for Other Purposes. 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND DISTINGUISHED MEMBERS OF 
THE SENATE COMMITTEE ON VETERANS’ AFFAIRS, Thank you for inviting Wounded 
Warrior Project (WWP) to testify on these important issues. 

Wounded Warrior Project’s mission is to honor and empower wounded warriors. 
Through community partnerships and free direct programming, WWP is filling gaps 
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warriors (‘‘alumni’’). The 2018 edition received over 33,000 completed surveys. 

2 https://www.woundedwarriorproject.org/media/183005/2018-wwp-annual-warrior-survey.pdf 
3 https://www.rand.org/news/press/2018/04/26.html 

in government services that reflect the risks and sacrifices that our most recent gen-
eration of veterans faced while in service. Over the course of our 15-year history, 
we have grown to an organization of nearly 700 employees in more than 25 locations 
around the world, delivering over a dozen direct-service programs to warriors and 
families in need. 

Through our direct-service programs, we connect these individuals with one an-
other and their communities; we serve them by providing mental health support and 
clinical treatment, physical health and wellness programs, job placement services, 
and benefits claims help; and we empower them to succeed and thrive in their com-
munities. We communicate with this community on a weekly basis and are con-
stantly striving to be as effective and efficient as possible. 

S. 123—ENSURING QUALITY CARE FOR OUR VETERANS ACT 

According to the 2018 WWP Survey,1 68.4 percent of WWP’s alumni reported 
using the Department of Veterans Affairs (VA) as their primary health care pro-
vider.2 Additionally, through the delivery of direct services provided to over 125,000 
registered alumni, WWP teammates frequently encourage warriors eligible for VA 
medical benefits to enroll in the Veterans Health Administration (VHA). In contrast, 
the 2018 WWP Survey also indicates that 43.7 percent of the warriors who chose 
not to utilize the VA as their primary care provider do so because there is a percep-
tion that higher quality care is available outside of the VA. This perception con-
tradicts an April 2018 RAND study which stated: 

‘‘VA hospitals performed on average the same as or significantly better than 
non-VA hospitals on all six measures of inpatient safety, all three inpatient 
mortality measures, and 12 inpatient effectiveness measures, but signifi-
cantly worse than non-VA hospitals on three readmission measures and two 
effectiveness measures. The performance of VA facilities was significantly 
better than commercial HMOs and Medicaid HMOs for all 16 outpatient ef-
fectiveness measures and for Medicare HMOs, it was significantly better for 
14 measures and did not differ for two measures. High variation across VA 
facilities in the performance of some quality measures was observed, al-
though variation was even greater among non-VA facilities.3 ’’ 

While we know via the recent RAND study that VA is performing on average at 
the same level or significantly better than non-VA hospitals, there are always ways 
to improve. One such improvement is to ensure that no medical providers are prac-
ticing with revoked licenses. The Ensuring Quality Care for Our Veterans Act aims 
at ensuring veterans seeking care at VA medical facilities are not being seen by pro-
viders who are practicing with a revoked license. It is our understanding that the 
VA has conducted a thorough review of all providers and has taken the appropriate 
human resource measures to ensure providers who have had their license revoked 
are no longer employed. Additionally, the VA has taken actions to address internal 
hiring practices in order to ensure providers with a revoked license are not consid-
ered for employment in accordance with VA policies. Furthermore, S. 123 requires 
the VA to contract with a non-Federal entity to conduct a third party-clinical review 
of the care provided by those who were found to be practicing with a revoked li-
cense. If any previously provided care is deemed to be substandard, VA would be 
required to notify the veteran. If such instance exists, WWP requests VA implement 
a process for patient notification of those deemed to have received substandard care 
and how, if appropriate, VA will address medical needs. 
Wounded Warrior Project supports the intent of S. 123 and recommends VA submit 
a report to Congress providing the results of the original review. For VA providers 
found to have practiced with a revoked license, WWP supports a third party-clinical 
review to ensure veterans seen by these providers did not receive substandard care. 
This would help VA combat the narrative that VA care is substandard and reinforce 
their commitment to quality care. 

S. 221—DEPARTMENT OF VETERANS AFFAIRS PROVIDER ACCOUNTABILITY ACT 

The Department of Veterans Affairs Provider Accountability Act would require VA 
to report employees who had major adverse actions taken against them for conduct 
or performance to the National Practitioner Data Bank and the employee’s applica-
ble licensing board. Like S. 123, this bill proposes to hold VA health care providers 
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4 2019–02–27 Full Committee Hearing: VA 2030 A Vision for the Future of VA https:// 
www.youtube.com/watch?v=aByF4NT_06k 

5 Source: https://www.va.gov/vetdata/docs/Demographics/VetPop_Infographic_2019.pdf 
6 WWP Talk is a helpline for WWP alumni, family members, and caregivers that provides 

emotional support over the telephone. Participants speak with the same helpline support mem-
ber each week, developing an ongoing relationship and a safe, non-judgmental outlet to share 
thoughts, feelings, and experiences 

accountable for substandard care and substandard conduct, both of which negatively 
impact the veteran experience. VA would be required to report such actions 30 days 
after the date on which such major adverse action is carried out. 

While WWP appreciates the intent of S. 221, what remains unclear is how VA 
providers’ appeals will be considered, or how employment status will be affected by 
reports to the National Practitioner Data Bank. Additionally, WWP recommends ex-
panding on the language ‘‘major adverse action’’ to clearly define when an employee 
should be reported. WWP recommends expanding on this piece of legislation to ad-
dress these concerns. 
Wounded Warrior Project supports S. 221. 

S. 318—VA NEWBORN EMERGENCY TREATMENT ACT 

The VA Newborn Emergency Treatment Act proposes to provide clear authority 
for VA to cover the costs of medically necessary emergency transportation services 
for newborn babies of certain women veterans. This bill would alleviate payment 
issues that arise when a female veteran mother does not travel with her newborn 
child. 

As women continue to be one of the fastest-growing veteran populations, it is cru-
cial to recognize that VA benefits must be aligned and be responsive to those who 
rely on VA for maternity care. Unlike their civilian counterparts, these women may 
have service-connected disabilities that place them at higher risk for pregnancy 
complications, including pre-term labor or low-birth weight newborns. In such situa-
tions, it is critical for VHA to be able to link these mothers and their children with 
specialized and intensive services when necessary—a step that can require emer-
gency transportation if a particular VA facility cannot provide such care internally. 
In order to address these concerns and a lack of clarity in current law, WWP sup-
ports the VA Newborn Emergency Treatment Act. 

S. 450—VETERANS IMPROVED ACCESS AND CARE ACT OF 2019 

During the February 27, 2019, House Veterans’ Affairs Committee hearing on the 
future for the VA, Secretary Wilkie expressed concern with the 49,000 vacancies 
across the Department. Of these vacancies cited at that time, 42,790 were within 
the VA health care system, with 24,800 in the medical and dental fields. Secretary 
Wilkie indicated that the Department is prioritizing staffing efforts based on great-
est needs, with particular effort focused on staffing primary care, mental health, 
and women’s health. ‘‘Primary health because newer veterans are used to urgent 
care, mental health because suicide is an epidemic, and women’s health because 
that demographic is growing.4 ’’ 

S. 450 requires the VA to carry out a pilot program to assess the feasibility and 
advisability of expediting the process of the VHA for onboarding new medical pro-
viders with a goal to reduce the length of time it takes to onboard medical providers 
to no more than 60 days. 
Wounded Warrior Project supports S. 450. 

S. 514—DEBORAH SAMPSON ACT 

The National Center for Veterans Analysis and Statistics predicts that over the 
next 25 years the total veteran population will decline by an average of 1.8 percent 
per year; however, that decline will be driven by declines in the male veteran popu-
lation. Over that period, the female veteran population is estimated to grow by an 
average of 0.6 percent per year as the male population declines by 2.2 percent per 
year.5 At a time when female veterans already represent 11.6 percent of OEF/OIF/ 
OND veterans and approximately 10 percent of the current veteran population, the 
VHA system must evolve to meet the needs of a unique and growing demographic. 

Nearly 16 percent of WWP registered alumni are women and we are acutely 
aware of the need for programs and services tailored to their needs. In FY 2018, 
female warriors registered with WWP had significantly higher participation rates 
than men in nearly all program areas, particularly WWP Talk 6 and our Physical 
Health & Wellness programming. In this context, WWP supports the Deborah 
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Sampson Act’s pursuit of female-specific services and its intent to eliminate barriers 
to care. 

Wounded Warrior Project supports the S. 514 initiatives found in Section 101 (re-
integration and readjustment services), Section 202 (financial assistance for hous-
ing), and Section 404 (female-veteran-specific training for community providers), 
among others; however, we would support a review of current VA initiatives for fe-
male veterans in order to ensure the necessity of new legislation. For example, VA 
has already implemented a text messaging capability for the Women Veterans Call 
Center (Section 102) and developed an internet website to provide information on 
services available to women veterans (Section 503). 

Additionally, we wish to bring attention to Section 502 which requires VA to sub-
mit a report to Congress on the availability of prosthetics made for women veterans, 
including an assessment of the availability of such prosthetics at each VA medical 
facility. Although well intentioned, this section is extremely broad and may not be 
specific enough to meet congressional intent. VA Prosthetic and Sensory Aids Serv-
ice (PSAS) is the largest and most comprehensive provider of prosthetic devices and 
sensory aids in the world.7 According to VA lexicon, the term ‘‘prosthetic device’’ 
may suggest images of artificial limbs, but in actuality, it refers to any device that 
supports or replaces a body part or function. In order to get a true understanding 
of the scope of ‘‘prosthetic’’ devices for female veterans, WWP recommends a report 
include the following elements: 

(1) list of all devices the VA classifies as prosthetic devices. 
(2) once a list is compiled; identify whether each device is gender neutral or man-

ufactured to be gender specific, 
(3) for gender-neutral devices, identify whether adequate sizing is available for fe-

male veterans, 
(4) assess whether all VA facilities are adequately resourced to meet the demand 

of female veteran needs, 
(5) for facilities with low demand, identify what procedures are in place to expe-

dite the acquisition or manufacture of devices for female veterans. 

S. 524—DEPARTMENT OF VETERANS AFFAIRS TRIBAL ADVISORY COMMITTEE ACT OF 2019 

The Department of Veterans Affairs Tribal Advisory Committee Act of 2019 pro-
poses to give a voice to the American Indian Veteran population—a population that 
faces unique issues that are not always understood by the country—by establishing 
the Department of Veterans Advisory Committee on Tribal and Indian Affairs. This 
Committee would help VA identify evolving issues that are specific to American In-
dian veterans and communicate these issues directly to the Secretary of Veterans 
Affairs. 

American Indians and Alaska Natives serve in the military at a higher rate than 
members of other racial groups. Due to the unique challenges they face in receiving 
VA medical and benefits assistance, it is necessary in allowing this group of vet-
erans a voice in order to raise their concerns to the highest level of authority at 
the VA. 

Given that 5.3 percent of WWP alumni identity as American Indian or Alaska Na-
tive, we recognize that this population has a different set of challenges in accessing 
care and benefits. At times, this population is located many miles from VA medical 
centers and often lack coordinated care for long-term treatment. A recent U.S. Gov-
ernment Accountability Office (GAO) report recommended that VA strengthen over-
sight and coordination of health care for this population.8 The proposed Veterans 
Advisory Committee can help VA address all recommendations in the March 21, 
2019, GAO study as well as any additional deficiencies yet to be discovered. 
Wounded Warrior Project supports S. 524. 

S. 711—CARE AND READINESS ENHANCEMENT (CARE) FOR RESERVISTS ACT OF 2019 

The CARE for Reservists Act of 2019 proposes to extend VA mental health care 
resources to the National Guard and Reservists. With particular emphasis on Vet 
Centers to help meet demand, the CARE for Reservists Act acknowledges that VA— 
in consultation with the Department of Defense (DOD)—can help remove barriers 
to care that exist for a population that interacts with the military health system 
differently than their active duty counterparts. 

As VA and DOD work together in their collective pursuit to reduce veteran and 
military suicides, the CARE for Reservists Act addresses critical risk factors that 
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can help connect at-risk National Guard and Reservists with mental health care. 
According to the DOD Suicide Event Report for Calendar Year 2016, the suicide 
mortality rates for the Reserve Component (22.0 deaths per 100,000 reservists) and 
the National Guard Component (27.3 deaths per 100,000 members of the Guard 
population) were both higher than the suicide mortality rates for the Active Compo-
nent (21.1 deaths per every 100,000 Active Duty Servicemembers). Moreover, the 
average at-risk Guardsman is between the ages of 17 and 24—an age consistent 
with VA data that reflects a higher rate of suicide among younger veterans (ages 
18 to 34) than any other age cohort. 

Permitted VA is adequately staffed and resourced to handle an influx of National 
Guard and Reservist patients, a concern addressed in Section 5, WWP supports the 
CARE for Reservists Act of 2019 and its intent to lend VA resources to help Na-
tional Guard and Reservists successfully readjust to civilian life. 

S. 746—DEPARTMENT OF VETERANS AFFAIRS WEBSITE ACCESSIBILITY ACT OF 2019 

Wounded Warrior Project remains vigilant in addressing the needs of those with 
severe physical and cognitive injuries. According to the DOD & VA Extremity and 
Amputation Center of Excellence, as of March 2019, there have been a total of 1,724 
battle injured amputees treated in Military Treatment Facilities. A large portion of 
those patients were treated following high-impact or blast-related injuries—injuries 
that often include immediate or eventual visual impairment. Additionally, the 2018 
WWP Survey reflects that 41.2 percent of the 33,067 warriors who completed the 
survey self?reported to have a Traumatic Brain Injury (TBI). This population in-
cludes those with severe TBI who experience significant cognitive issues. 

According to DOD’s Vision Center of Excellence, eye and head trauma, or expo-
sure to a blast, can result in immediate and longer-term vision loss and dysfunction 
that can be difficult to initially detect, making those affected with TBIs more prone 
to vision problems in the future.9 Research also notes more than 75 percent of all 
TBI patients experienced short- or long-term visual dysfunction, including double vi-
sion, sensitivity to light, and inability to read print, among other cognitive prob-
lems.10 As veterans rely more on internet access and use of smart devices and com-
puters, the likelihood of a veteran or a servicemember with a physical or cognitive 
disability relying on or utilizing an electronic or information technology web-based 
system to seek their care or communicate with VA is extremely likely. As VA intro-
duces new technologies or modifies old systems, it must recognize the potential of 
inadvertently removing accessibility features that were once in place. The VA must 
ensure that website developers follow industry-standard accessibility guidelines to 
ensure compatibility with screen reading software utilized by visually impaired per-
sons. Additionally, as VA executes the implementation of the MISSION Act and the 
electronic health record management system, which will have a robust external fac-
ing platform, it must do so with thoughtful consideration of end users who may have 
visual or cognitive deficiencies. 

The Department of Veterans Affairs Website Accountability Act of 2019 would di-
rect VA to conduct a study regarding the accessibility of VA websites to determine 
is whether such websites are accessible to individuals with disabilities in accordance 
with Section 508 of the Rehabilitation Act of 1973 (29 U.S.C. 794d). WWP supports 
this legislation and encourages Congress to continue to exercise oversight once the 
study has been completed. 

S. 785—COMMANDER JOHN SCOTT HANNON VETERANS MENTAL HEALTH CARE 
IMPROVEMENT ACT OF 2019 

Suicide prevention is the Department of Veterans Affairs’ highest clinical priority, 
and among the greatest challenges, WWP is trying to address in the community we 
serve. Congress has an important role to play in improving access to mental health 
care and supporting the development of a comprehensive network of education and 
support that can protect against isolation and veteran suicide. WWP encourages a 
wide-ranging approach anchored in evidence-based treatment and research. This 
foundation should support private and non-profit sector partnerships that keep VA 
at the center of care and strengthen holistic approaches to wellness—important te-
nets that are captured by the Commander John Scott Hannon Veterans Mental 
Health Care Improvement Act of 2019. 
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This bill contains 35 provisions that span from transition to community grants 
and incorporate proposals affecting clinical care and non-clinical support. Given the 
immense gravity and importance of ensuring that our community works collectively 
and more effectively to improve access to care and prevent veteran suicide, we be-
lieve it is critical to move forward with as much concurrence as possible on legisla-
tive solutions that unite our community’s efforts. In this spirit, we offer our perspec-
tive on key proposals that we believe can make the biggest impact based on organi-
zational experience. 

In Focus: Section 101—This section would extend VA health care eligibility to 
transitioning veterans for a full year after their separation or discharge from the 
Armed Services. WWP supports this provision as it aligns with Joint Action Plan 
for Executive Order 13822 and the cross-agency recommendation and goal of prov-
ing immediate and continuous access to VA health care for all transitioning service-
members during the first 12 months post-transition—a time when suicide preven-
tion efforts can align with heightened risk. 

As highlighted by DOD’s Defense Suicide Prevention Office, servicemembers tran-
sitioning out of DOD are at a higher risk of suicide within the first 90 days of sepa-
ration—a trend consistent over a 14-year period. Over that period, approximately 
50 percent of suicide deaths occurring in the first three months of separation hap-
pened within the first 17 days of separation. As Congress continues to work with 
the executive branch to improve and monitor military-to-civilian transition, WWP 
supports Section 101 as a primary tool to help mitigate suicide risk for transitioning 
servicemembers. 

In Focus: Section 201—This provision would create a new grant program aimed 
at organizations that provide and coordinate mental health services for veterans not 
receiving care at VA. As our community strives to reach more veterans and connect 
them to the care and services they need, not just to survive but to thrive, this initia-
tive to empower community-based organizations through partnerships with VA is 
critically important. While WWP would defer to the judgment of Congress and VA 
on the specific composition of how grants are awarded, we can provide firsthand per-
spective on our approach to grantmaking and the impacts those grants have on en-
suring healthy military-to-civilian transitions. 

While WWP has many successful direct programs serving needs of warriors and 
their families, we alone cannot meet every need this generation of wounded service-
members and veterans face. WWP knows no one organization can fully meet vet-
erans’ needs. To this end, we proudly partner with other organizations to help our 
Nation’s veterans. Since 2012, WWP has granted $80.9 million to 158 other veteran 
and military service organizations. In FY 2018 alone, we executed 38 grants to orga-
nizations totaling more than $13.6 million in additional impact to support our war-
riors and their families. These efforts reflect the value that comes with working 
with others to harness subject matter expertise, reach a greater number of injured 
veterans, and provide a more comprehensive network of support. 

Our approach to grants and partnerships has evolved over time and currently re-
flects leading research in the military-veteran community. Together with the Henry 
Jackson Foundation (HJF), and partners from the public and private sectors, WWP 
has funded a longitudinal study of transitioning veterans to better understand the 
components of well-being and the factors necessary for ensuring a healthy military- 
to-civilian transition. Findings from this study—The Veterans Metrics Initiative— 
suggest there are four components of well-being: Social Relationships; Health; Fi-
nances; and Vocation. Our investments for direct services and programming are con-
sidered and categorized on this evidence-based criteria, and we engage WWP’s 
metrics team to measure our collective work and outcomes. 

As a community of service organizations, we each focus on complementary initia-
tives across missions (sometimes, generations) and together we are forging partner-
ships, providing cross-referrals and providing a stronger, expanded network of sup-
port. We must all work together to serve those who need us most throughout their 
care continuum. When assessing potential partnerships, WWP evaluates existing 
and potential partners based on how a program complements WWP by: 

• Filling a gap in WWP direct services by providing a program or service WWP 
does not offer; 

• Augmenting WWP direct services by doubling down on services that are in high 
demand; 

• Amplifying messaging around issues affecting post-9/11 wounded/ill/injured vet-
erans, caregivers, and their families; 

• Building relationships and collaboration with organizations serving veterans 
and families; 

• Growing small organizations with potential that can have the ability to scale 
and offer innovative programming 
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In sum, WWP supports Section 201 and its implicit recognition that community- 
based organizations can extend VA’s reach across the country and into the lives of 
veterans who are not currently connected to the system. A strong network of clinical 
care and community support is a protective factor in suicide prevention. 

In Focus: Section 205—This section would commission a study on the feasibility 
and advisability of providing certain complementary and integrative health treat-
ments such as yoga, meditation, acupuncture, and chiropractic care, at all VA med-
ical facilities, either in person or through telehealth when applicable. Section 205 
would also permit VA to provide these treatments. While we would defer to VA and 
Congress to determine the appropriate timing of implementing such a study and 
practice, WWP endorses the utility of complementary and integrative health treat-
ments in a holistic approach to mental health care. 

To illustrate this point, WWP’s signature Warrior Care Network is an innovative 
program and partnership between WWP and four national academic medical centers 
(AMCs): Massachusetts General Hospital, Emory Healthcare, Rush University Med-
ical Center, and UCLA Health. Warrior Care Network delivers specialized clinical 
services through innovative two- and three-week intensive outpatient programs that 
integrate evidence-based psychological and pharmacological treatments, rehabilita-
tive medicine, wellness, nutrition, mindfulness training, and family support with the 
goal of helping warriors thrive, not just survive. 

Through these two- to three-week cohort-style programs, participating warriors 
receive more than 70 direct clinical treatment hours (e.g. cognitive processing ther-
apy, cognitive behavioral therapy, and prolonged exposure therapy) as well as addi-
tional supportive intervention hours that incorporate many (and more) of the com-
plementary therapies listed in Sections 205 and 206. Warriors in the program re-
ceive approximately 16 hours of complementary services during treatment. Available 
therapies at each AMC include acupuncture, massage, yoga, art therapy, and equine 
therapy. These services are provided in both individual settings and in groups that 
include warriors and family members. Each instance of supportive therapy is docu-
mented and overall trends are used to develop future complementary therapy offer-
ings in the WCN program. 

Providing warriors with best in class care that combines clinical and complemen-
tary treatment is still only part of the Warrior Care Network’s holistic approach to 
care. While AMCs provide veteran-centric comprehensive care, aggregate data, 
share best practices, and coordinate care in an unprecedented manner, a Memo-
randum of Agreement (MOA) between WWP and VA has been structured to further 
expand the continuum of care for the veterans we treat. In February 2016, VA 
signed this MOA with WWP and the Warrior Care Network to provide collaboration 
of care between the Warrior Care Network and VA hospitals nationwide. Four VA 
employees act as liaisons between each site and VA, spending 1.5 days per week 
at their respective sites to facilitate coordination of care and to meet with patients, 
families, and care teams. Each VA liaison facilitates national referrals throughout 
the VA system as indicated for mental health or other needs, but also provides 
group briefings about VA programs and services, and individual consultations to 
learn more about each patient’s needs. In November 2018, that MOA was renewed 
with a growing commitment from VA—VA has created full-time billets for liaisons 
at each AMC to enhance their contribution to the partnership. All told, this first- 
of-its-kind collaboration with VA is critical for safe patient care and enables success-
ful discharge planning. At WWP, we believe cooperation and coordination like this 
can serve as a great example of ‘‘responsible choice’’ in the VA health care system. 

Warriors who complete the Warrior Care Network program are seeing results. 
Prior to treatment, over 83 percent of patients reported PTSD symptoms at the se-
vere to moderate range based on the PCL–5 clinical assessment, with the aggregate 
average being 51.1 (severe PTSD). Following treatment in the intensive outpatient 
programs, PTSD symptoms decreased 19.4 points to 31.7 (minimal PTSD).11 A simi-
lar pattern was seen for symptoms of depression, with a mean score of 16.0 at in-
take and a decrease to 10.2 at follow-up on the PHQ–9 assessment. These changes 
translate into increased functioning and participation in life, based on the decrease 
of psychological distress caused by severe to moderate levels of PTSD and 
depression. 

It is also worth noting that, although effective if completed, many who begin evi-
dence-based mental health treatment (cognitive processing therapy and prolonged 
exposure) in non-intensive outpatient (IOP) formats—including highly controlled 



43 

12 Imel, Z., Laska, K., Jakcupcak, M., Simpson, T. (2013). Meta-analysis of Dropout in Treat-
ments for Post-traumatic Stress Disorder. Journal of Consulting and Clinical Psychology, 81(3), 
394–404. 

13 Kehle-Forbes, S., Meis, L., Spoont, M., Polusny, M. (2015). Treatment Initiation and Drop-
out From Prolonged Exposure and Cognitive Processing Therapy in a VA Outpatient Clinic. Psy-
chological Trauma: Theory, Research, Practice, and Policy, 8(1), 107–14.; Gutner, C., Gallagher, 
M., Baker, A., Sloan, D., Resick, P. (2015). Time Course of Treatment Dropout in Cognitive-Be-
havioral Therapies for Posttraumatic Stress Disorder. Psychological Trauma: Theory, Research, 
Practice, and Policy, 8(1), 115–21. 

14 Amit Ekin et al. ‘‘Using fMRI connectivity to define a treatment-resistant form of Post Trau-
matic Stress Disorder.’’ Sci. Transl. Med. 11, eaal3236 (2019). 

and selective clinical trials 12—discontinue care before completion. While drop-out 
rates in those formats are between 30 and 40 percent,13 the IOP model used by 
Warrior Care Network has a completion rate of 94 percent. When combined with 
clinically significant decreases in mental health symptoms, this figure is illustrative 
of the successful approach the Warrior Care Network has taken—and patients 
agree. Ninety-six percent (96.3 percent) of warriors reported satisfaction with clin-
ical care received, and 94 percent of warriors indicate they would tell another vet-
eran about WCN, a possible indication of reduced mental health stigma. 

As WWP and its partner AMCs remain committed to pioneering this innovative 
approach to treat warriors with moderate to severe PTSD, we support further re-
search—and potential expansion of VA authority(ies) to provide similar care—into 
the efficacy of combining complementary and integrative treatments with evidence- 
based treatments to deliver first-class mental health care to veterans. For these rea-
sons, we support Section 205. 

In Focus: Section 305—This provision would install a Precision Medicine for Vet-
erans Initiative at VA in order to identify and validate brain and mental health bio-
markers. Section 305 places an emphasis on biomarkers for PTSD, TBI, anxiety, 
and depression—challenges that face a significant portion of warriors who reach out 
to WWP for help. 

According to results of the 2018 WWP Survey, and for the fourth year in a row, 
Post Traumatic Stress Disorder (PTSD) was the most frequently reported health 
problem from service (78.2 percent), followed closely by depression (70.3 percent), 
anxiety (68.7 percent), and even sleep problems (75.4 percent), an issue frequently 
linked to mental health challenges. Accordingly, mental health programs are WWP’s 
largest programmatic investment—in 2018, WWP spent $63.4 million on our mental 
health programs. 

Wounded Warrior Project’s investments to address these challenges extends be-
yond programming, and our interest in biomarker research aligns with the intent 
behind Section 305. Specifically, WWP supports work being performed and funded 
by Cohen Veteran Bioscience (CVB) to fast-track the development of diagnostic tests 
and personalized therapeutics for the millions of veterans and civilians who suffer 
the devastating effects of trauma to the brain. Recent research published in Science 
Translational Medicine and funded in part by CVB, identifies a PTSD brain imaging 
biomarker.14 This biomarker is important because it may help determine which peo-
ple with PTSD will respond to PTSD first-line treatment of behavioral therapy, and 
which individuals with PTSD who don’t respond to first-line treatment may respond 
to other options. This personalized approach may help connect people to the right 
PTSD treatment sooner. 

Wounded Warrior Project supports continued research and collaboration into bio-
markers for mental health and Traumatic Brain Injury treatment. VA would be an 
integral partner to work already being done in the community and as such, we sup-
port Section 305. 

In Focus: Section 406—This provision focuses on identifying transition and mental 
health programing operated by the Department of Veterans Affairs and the Depart-
ment of Defense and establishing a Joint DOD/VA National Intrepid Center of Ex-
cellence Intrepid Spirit Center in a rural or highly rural area. These agencies share 
common goals to increase efficiencies, eliminate redundancies, and improve health 
care outcomes. WWP supports the establishment of a center focused on mental 
health that would foster collaboration in treatment, research, and prevention initia-
tives. At its core, research would permit for the quantification of successful treat-
ment modalities, ultimately leading to the creation of a successful clinical model 
(i.e., clinical intervention hours, clinical interventions to use and supportive serv-
ices) that could be shared and duplicated at different locations. 
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S. 805—VETERAN DEBT FAIRNESS ACT OF 2019 

The Veteran Debt Fairness Act of 2019 addresses issues related to VA’s debt col-
lection practices. Historically, VA has been reputed to be an aggressive debt col-
lector. The agency has a history of practices that include withholding disability ben-
efits payments and sending incurred debts to aggressive third-party debt collection 
agencies. 

Sections 1 and 2 of S. 805 would require VA to update their information tech-
nology (IT) system to allow veterans to update dependency information. Although 
we find that VA currently has this function, we are interested in seeing if VA can 
make this more user friendly, and not have veterans who have adopted, step-
children, or those who have dependent children in college be penalized for needing 
to submit documents that the automated system often fails to recognize. This will 
help address overpayments to veterans who have changes in the dependency status. 
Additionally, VA will be required to electronically notify the veteran that a debt has 
been established. This is critical as many veterans have noted that they never re-
ceived the physical letter notifying them that a debt has been incurred. Section 3 
of this bill would require VA to conduct an annual audit for debt errors on at least 
10 percent of all debts created. Additionally, this section would allow veteran 120 
days to contest a debt, allowing the veteran time to address possible debt errors be-
fore the VA starts the collection process. 

These proposed changes, especially to the IT system, would facilitate faster de-
pendency claim processing times. Also, the definitions of what constitutes a lawful 
debt will directly affect countless warriors, especially Reservists and National 
Guard, who often end up accumulating debt due to their failure to complete and re-
turn, or have VA acknowledge the submission of a VA Form 21–8951, Notice of 
Waiver of VA Compensation or Pension to Receive Military Pay and Allowances 
when they are activated. 

Wounded Warrior Project is pleased to see language in this legislation that would 
limit the number of funds the VA can deduct from a veteran’s disability payment 
to 25 percent. We would also recommend defining ‘‘reasonable efforts’’ on page 6, 
line 17, regarding efforts made to notify a veteran of their rights. 
WWP is encouraged by S. 805 and supports this legislation. 

S. 850—HIGHLY RURAL VETERAN TRANSPORTATION PROGRAM EXTENSION ACT 

For veterans who live in highly rural areas, transportation to VA facilities can be 
a major barrier in obtaining VA health care. The Highly Rural Veteran Transpor-
tation Program Extension Act would amend section 307(d) of the Caregivers and 
Veterans Omnibus Health Services Act of 2010 to add one additional year to a pro-
gram that provides grants to Veterans Service Organizations for transportation to 
VA facilities. The grant amount may not exceed $50,000, and a total of $3,000,000 
is appropriated each fiscal year. 

The 2018 WWP Survey indicates that 29.2 percent of veterans who do not use VA 
as their primary health care provider cited that it was due to their distance from 
a VA care center.15 In this context, WWP feels that any program that helps trans-
port veterans to and from a facility is imperative in addressing barriers to receiving 
care. 
Wounded Warrior Project supports this legislation. 

S. 857—A BILL TO AMEND TITLE 38, UNITED STATES CODE, TO INCREASE THE AMOUNT 
OF SPECIAL PENSION FOR MEDAL OF HONOR RECIPIENTS, AND FOR OTHER PURPOSES 

This bill would increase the special pension given to Medal of Honor recipients 
from $1,000 a month to $3,000 a month. The Medal of Honor special pension has 
not been increased since 2002 via Public Law 113–66 which increased the pension 
from $600 to $1000. Medals of Honor recipients are frequently asked to attend 
speaking events to help promote national pride in the military. They often pay the 
cost of attending these events by using their pension for out-of-pocket expenses. This 
legislation aims to help offset these expenses by increasing the pension amount. 
Wounded Warrior Project is proud to support S. 857. 

S. 980—HOMELESS VETERANS PREVENTION ACT OF 2019 

According to our 2018 survey, 5.6 percent of responding warriors were homeless 
or living in a homeless shelter during the past 24 months of taking the survey. Ad-
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ditionally, those that were homeless showed varied rates regarding how long they 
were homeless: 

‘‘Among them [homeless veterans], 26.4 percent were homeless for less than 
30 days, 49.1 percent were homeless for 1–6 months, 12.9 percent were 
homeless for 7–12 months, and 11.4 percent (10.1% in 2017) were homeless 
for 13–24 months. Female warriors showed somewhat higher rates of home-
lessness over the past 24 months than males (7.1% for females vs. 5.3% for 
males). Homelessness among female warriors was 7.2% in 2017 and 6.1% 
in 2016.16 ’’ 

There are an estimated 50,000 homeless veterans in the U.S., and another 1.4 
million considered at-risk of homelessness.17 Additionally, one of the most notable 
deficiencies for this population is legal assistance.18 Legal assistance is critical in 
helping veterans access healthcare, veteran disability benefits, and housing vouch-
ers. This legislation will authorize VA to fund pro-bono lawyers and community 
legal clinics to help homeless veterans understand their rights. Additionally, S. 980 
will authorize VA dental care for homeless veterans, increase resources for very low- 
income veteran families, and authorize per-diem payments to furnish care to de-
pendents of certain homeless veterans. 

Wounded Warrior Project supports the majority of the sections in S. 980 but rec-
ommends removing Section 8, on page 8. This section would repeal a required an-
nual report on assistance available to homeless veterans. While this information is 
duplicative of similar studies at the Department of Housing and Urban Develop-
ment (HUD), WWP feels that homeless veterans are more likely to search for infor-
mation through the Department of Veterans Affairs over the Department of HUD. 

Additionally, Section 6, on page 7, of S. 980, conflicts with Section 202 in S. 514, 
the Deborah Sampson Act, in that both provisions amend Section 2044 of Title 38 
but at different dollar amounts. We recommend the Committee deconflict these two 
sections if both pieces of legislation were to move forward. 
Wounded Warrior Project supports S. 980 with the above amendments. 

S. 1101—BETTER EXAMINER STANDARDS AND TRANSPARENCY FOR VETERANS ACT OF 2019 

In 2018, it was revealed that a Logistic Health Incorporated (LHI) physician per-
forming medical disability examinations (MDE) had previously pled guilty to seven 
counts of fraud and that their medical license was revoked. Currently, Public Law 
104–275 allows contract physicians to perform examinations in a state other than 
their state of licensure if the physician meets the statutory description of physician 
meeting the following requirements: (1) has a current unrestricted license to prac-
tice, (2) is not barred from practicing in any State; and (3) is performing authorized 
duties for the VA under a contract.19 Under VA’s current interpretation of the law, 
only physicians that are operating across state lines are required to meet the above 
three requirements thereby opening a loophole that allows physicians that have re-
voked licenses to perform MDEs if they are not practicing outside their state of 
licensure. 

The Better Examiner Standards and Transparency for Veterans Act of 2019 would 
close this loophole and prohibit contract health care providers who have had their 
licenses revoked in any state from performing MDEs. Additionally, it would require 
VA to ensure that only licensed health care providers are conducting MDEs and re-
quire VA to submit a yearly report to Congress on the outcomes of third-party con-
tractors administering MDEs. 

Wounded Warrior Project agrees with the provisions in the legislation that relates 
to closing this obvious loophole. Wounded Warrior Project supports S. 1101 but rec-
ommends looking at lines 1 through 8 on page 4 and expanding on the intent to 
minimize the second and third order effects of this proposal. 

S. 1154—DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH 
RECORD ADVISORY COMMITTEE ACT 

Wounded Warrior Project believes the electronic health record modernization 
(EHRM) will provide efficiencies and greater quality inpatient and prescription data, 
all of which will lead to greater quality of care, identify high-risk patients related 
to suicide and opioid abuse, and a greater quality of life. With an investment of $16 
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billion and an implementation timeline of 10 years, successful implementation will 
deliver—for the first time—a uniform platform to manage records and provide seam-
less capabilities across DOD and VA. WWP believes Congress needs to exercise vigi-
lant oversight of the implementation process to ensure high levels of interoperability 
and data accessibility between VA, DOD, and commercial health partners. Just as 
important, key stakeholders must also remain vigilant to ensure the VA takes ac-
count the voices of all stakeholders and veterans. Equally important to implementa-
tion is ensuring the VA is considering an ever-changing IT environment to ensure 
EHR ‘‘modernization’’ does not become outdated or obsolete. 

The Department of Veterans Affairs Electronic Health Record Advisory Com-
mittee Act would establish a VA Advisory Committee on Implementation of Elec-
tronic Health Record, which acts as an independent, third-party oversight entity 
that will ensure that on-the-ground stakeholders have a voice. 
Wounded Warrior Project supports S. 1154. 

DRAFT—JANEY ENSMINGER ACT OF 2019 

The Janey Ensminger Act of 2019 would require the Center for Disease Control 
and Prevention’s Agency for Toxic Substance and Disease Register (ATSDR) conduct 
scientific analysis and review of scientific literature that may be relevant to those 
affected by contaminated water in North Carolina’s Camp Lejeune between 1953 to 
1987. Although ATSDR has found that servicemembers, including their families, 
suffered from increased risk of cancers and other health risks due to contaminated 
water at Camp Lejeune, VA has failed in accepting ATSDR’s findings for health care 
treatment. The scientific analysis that ATSDR would conduct will include a list of 
illnesses and conditions that are prevalent due to exposure to toxic substances at 
Camp Lejeune, NC, which will be critical in ensuring there is no delay in health 
care assistance. 

WWP has placed toxic exposure issues as one of its top 2019 legislative priorities. 
This advocacy does not only include toxic exposures during military service while 
deployed but also to those affected stateside and the families of servicemembers. 
Wounded Warrior Project supports this legislation. 

DRAFT—A BILL TO AMEND TITLE 38, UNITED STATES CODE, TO EXTEND THE AUTHORITY 
OF THE SECRETARY OF VETERANS AFFAIRS TO CONTINUE TO PAY EDUCATIONAL AS-
SISTANCE OR SUBSISTENCE ALLOWANCES TO ELIGIBLE PERSONS WHEN EDUCATIONAL 
INSTITUTIONS ARE TEMPORARILY CLOSED, AND FOR OTHER PURPOSES 

This draft legislation will increase the time limit an institution of higher learning 
can be temporarily closed and still allow their student veterans to draw from their 
GI Bill Basic Allowance for House stipend from 4 weeks to 8 weeks. When a school 
is affected by a national disaster, student veterans are sometimes required to attend 
classes online because the school campus is temporarily closed. When this happens, 
the student’s Basic Allowance for House (BAH) is reduced to 50 percent of the na-
tional average. This legislation will minimize the hardship of a natural disaster by 
ensuring that student veterans continue receiving appropriate BAH payments for a 
reasonable amount of time. 
Wounded Warrior Project supports this draft bill. 

Senator BOOZMAN. Thank you, Mr. Richardson. 
Mr. Nembhard. 

STATEMENT OF GREG NEMBHARD, DEPUTY DIRECTOR OF 
CLAIMS SERVICES, THE AMERICAN LEGION 

Mr. NEMBHARD. Thank you, Chairman Boozman, Ranking Mem-
ber Tester, and distinguished Members of the Committee. On be-
half of National Commander Brett P. Reistad, and the nearly two 
million members of The American Legion, we thank you for this op-
portunity to testify on our position on pending legislation. As the 
largest veterans service organization in the United States, The 
American Legion appreciates the Committee’s focus on these crit-
ical issues that affect veterans and their families. 

We believe, and continue to advocate for, a strong VA, a VA that 
is fully staffed, trained, and equipped to provide the highest quality 
care in the country. Since 2003, The American Legion has con-
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ducted more than 500 nationwide visits to VA medical centers and 
regional offices. We assess the quality and timeliness of veterans’ 
health care and provide feedback from veterans about the care and 
service provided by the VA. 

The VA lists integrity as its first value, and VA employees make 
the promise to act with high moral principles and adhere to the 
highest professional standards. We believe that the vast majority 
of VA health care providers are well trained, caring public servants 
who work hard to care for veterans. 

This, however, does not mean we should neglect the need for ac-
countability. The Veterans Affairs Provider Accountability Act 
would impose new oversight measures on the VA. These measures 
would help ensure negative incidences do not go unreported, there-
fore safeguarding the safety and well being of veterans. The Amer-
ican Legion supports legislation and programs that ensure the safe-
ty of our Nation’s heroes while holding the VA to its core values. 
The American Legion supports the Veterans Affairs Provider Ac-
countability Act. 

Mr. Chairman, to maintain a fully staffed VA, the Department 
must have an onboarding process that does not shun applicants. 
The American Legion is deeply troubled by critical staff shortages 
within the Veterans Health Administration, especially shortages 
among Department leadership, physicians, and medical specialists. 
Since the inception of our System Worth Saving program in 2003, 
The American Legion has identified and reported staff shortages 
and other critical deficiencies at VA medical facilities to the VA 
Central Office, Congress, and the President of the United States. 

Our findings were reinforced by the VA’s own reporting of more 
than 33,000 full-time vacancies in 2018. Additionally, the VA’s Of-
fice of Inspector General filed a report that identified medical offi-
cers, nurses, psychologists, physician assistants, and medical tech-
nologists among the occupations with the most critical shortages, 
consistent with the VA’s own reporting. 

Through American Legion Resolution No. 115, Department of 
Veterans Affairs Recruitment and Retention, and Resolution No. 
377, Support for Veteran Quality of Life, we support legislation to 
require the Secretary of Veterans Affairs to carry out a pilot pro-
gram to expedite the onboarding process to reduce the time it takes 
to hire new medical providers. 

Suicide prevention is one of The American Legion’s top priorities. 
It is estimated that more than 20 veterans die by suicide every 
day. Of these 20, 14 have received no treatment or care from the 
VA. On April 24, 2019, National Commander Brett Reistad teamed 
up with Dr. Keita Franklin, VA’s Executive Director of Suicide Pre-
vention, and penned a letter that was sent to American Legion 
members, families, and friends, to let them know how we are work-
ing together to adopt a public health approach toward suicide pre-
vention to involve peers, family members, and the community in 
preventing suicide. 

This is a top priority for the VA but they need help from dedi-
cated partners like The American Legion to reach veterans outside 
the VA health care system. The letter provides links to VA’s Na-
tional Strategy for Preventing Veteran Suicide, a toolkit that in-
cludes a guide to online suicide prevention resources, and a re-
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source locator for contacting local VA Suicide Prevention Coor-
dinators. 

The Commander John Scott Hannon Veteran Mental Health 
Care Improvement Act will improve outreach to veterans. Among 
its many provisions, suicide prevention and access to treatment, 
the legislation directs the VA to work with the Office of Personnel 
Management to create an occupational series for mental health 
counselors. The VA needs to identify and attract qualified medical 
professionals as soon as possible, to ensure quality, consistent care 
for our veterans. 

Mr. Chairman, the provisions of this bill address many areas of 
concern raised by The American Legion. Therefore, we support 
S. 785 as written. 

I want to thank this Committee for the opportunity to share The 
American Legion’s position on these vital issues impacting veterans 
and their families. This concludes my remarks and I look forward 
to answering any questions you may have. 

[The prepared statement of Mr. Nembhard follows:] 

PREPARED STATEMENT OF GREG NEBHARD, DEPUTY DIRECTOR, NATIONAL VETERANS 
AFFAIRS & REHABILITATION DIVISION, THE AMERICAN LEGION 

S. 123; S. 221; S. 318; S. 450; S. 514; S. 524; S. 711; S. 746; S. 785; S. 805; S. 850; S. 857; S. 980; 
S. 1101; S. 1154; AND ALL SUBSEQUENTIAL DRAFT BILLS 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND DISTINGUISHED MEMBERS OF 
THE COMMITTEE, On behalf of National Commander Brett P. Reistad, and the 2 mil-
lion members of The American Legion, we thank you for this opportunity to testify 
regarding The American Legion’s positions on pending legislation. Established in 
1919, and being the largest veterans service organization in the United States with 
a myriad of programs supporting veterans, we appreciate the Committee focusing 
on these critical issues that will affect veterans and their families. 

S. 123 

To require the Secretary of Veterans Affairs to enter into a contract or other agree-
ment with a third party to review appointees in the Veterans Health Administra-
tion who had a license terminated for cause by a State licensing board for care 
or services rendered at a non-Veterans Health Administration facility and to pro-
vide individuals treated by such an appointee with notice if it is determined that 
an episode of care or services to which they received was below the standard of 
care, and for other purposes. 

The American Legion has taken no previous position on this matter. As a large, 
grassroots organization, The American Legion takes positions on legislation based 
on resolutions passed by our membership. With no resolutions addressing the provi-
sions of the legislation, The American Legion is researching the material and work-
ing with our membership to determine the course of action that best serves 
veterans. 

The provisions in this bill fall outside the scope of established resolutions of The 
American Legion. The American Legion does not have a resolution that addresses 
the authorization of appropriations in the VA for awarding grants to VSOs for 
transportation in highly rural areas. 
The American Legion does not have a resolution to support or oppose S. 123. 

S. 221 

To amend title 38, United States Code, to require the Under Secretary of Health to 
report major adverse personnel actions involving certain health care employees 
to the National Practitioner Data Bank and to applicable State licensing boards, 
and for other purposes. 

S. 221 would require the VA to report major adverse actions to the National Prac-
titioner Data Bank (NPDB) and state licensing boards within 30 days after the date 
a major adverse action is taken against a VA employee. The NPDB is a U.S. Gov-
ernment program that collects and discloses, only to authorized users, negative in-
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formation on health care practitioners, including malpractice awards, loss of license, 
or exclusion from participation in Medicare or Medicaid. It would also prohibit VA 
from signing settlements with terminated VA employees and would forbid VA from 
concealing serious medical errors or to purge negative records from employees’ per-
sonnel files. 

The VA lists integrity as its first core value, and VA employees make the promise 
to act with high moral principle and adhere to the highest professional standards. 
The vast majority of VA healthcare providers are well-trained, caring, public serv-
ants who work hard to take care of this Nation’s veterans. Just like in any 
healthcare system, though, there are bad apples. This legislation would help ensure 
that incidences of malpractice do not go unreported by imposing new oversight 
measures on the VA, thus safeguarding the safety and wellbeing of those who are 
cared for by the VA healthcare system. 

Through Resolution No. 377, The American Legion urges Congress and the VA 
to enact legislation and programs within the VA that will enhance, promote, restore 
or preserve benefits for veterans and their dependents, including, but not limited 
to, the following: timely access to quality VA health care; timely decisions on claims 
and receipt of earned benefits; and final resting places in national shrines and with 
lasting tributes that commemorates their service. 
The American Legion supports bill S. 221. 

S. 318 

To amend Section 1786 of title 38, United States Code, to authorize the Secretary 
of Veterans Affairs to furnish medically necessary transportation for newborn 
children of certain women veterans, and for other purposes. 

Title 38 U.S.C. 1786 currently authorizes the Secretary of Veterans Affairs to fur-
nish post-delivery care services, including routine care services, that a newborn 
child of a woman veteran who is receiving maternity care furnished by the Depart-
ment at a facility of the Department; or another facility pursuant to a Department 
contract for services relating to such delivery. 

Since VA healthcare facilities do not offer a full-range of newborn care, women 
veterans are referred to community hospitals for post newborn and routine services 
at VA expense. The only exception is VA is not authorized to pay for medically nec-
essary transportation for newborn children of certain veterans. This bill would pro-
vide the VA Secretary the authority to furnish medically necessary transportation 
for newborn children, which The American Legion supports and believes is the right 
thing to do. 

Through Resolution No. 147, The American Legion works to ensure that the needs 
of the current and future women veteran populations are met; and that the VA pro-
vides full comprehensive health services for women veterans Department-wide, in-
cluding, but not limited to, increasing treatment areas and diagnostic capabilities 
for female veteran health issues, improved coordination of maternity care, and in-
crease the availability of female therapists/female group therapy to better enable 
treatment of Post-Traumatic Stress Disorder from combat and MST in women 
veterans. 
The American Legion supports S. 318. 

S. 450 

To require the Secretary of Veterans Affairs to carry out a pilot program to expedite 
the onboarding process for new medical providers of the Department of Veterans 
Affairs, to reduce the duration of the hiring process for such medical providers, 
and for other purposes. 

The American Legion has testified on similar issues concerning identifying and 
attracting quality candidates to provide health care for the Nation’s veterans. 

The American Legion is deeply troubled by the Department of Veterans Affairs 
(VA) leadership, physicians and medical specialist staffing shortages within the Vet-
erans Health Administration (VHA). Since the inception of our System Worth Sav-
ing program in 2003, The American Legion has identified, and reported staffing 
shortages at every VA medical facility and reported these critical deficiencies to 
Congress, the VA Central Office (VACO), and the President of the United States. 
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In 2018, VA reported there were more than 33,000 full-time vacancies.1 Many of 
these vacancies included hard-to-fill clinical positions, as well as occupations identi-
fied under 38 U.S.C. 7412. These findings were reinforced by a VA’s Office of Inspec-
tor General (VAOIG) report determining the largest critical need occupations are 
medical officers, nurses, psychologists, physician assistants, and medical tech-
nologists.2 The VA needs to identify and attract as many qualified candidates as 
possible as soon as possible. 

Through American Legion Resolutions No. 115, Department of Veterans Affairs 
Recruitment and Retention,3 and No. 377, Support for Veteran Quality of Life, we 
support legislation addressing recruitment and retention challenges, and any legis-
lation or programs within VA that enhance, promote, restore or preserve benefits 
for veterans and their dependents, including, but not limited to, the following: time-
ly access to quality VA health care, timely decisions on claims and receipt of earned 
benefits, and final resting places in national shrines with lasting tributes that com-
memorate their service.4 
The American Legion supports S. 450. 

S. 514 

To amend title 38, United States Code, to improve the benefits and services provided 
by the Department of Veterans Affairs to women veterans, and for other 
purposes. 

Women veterans have consistently been overlooked by the Department of Vet-
erans Affairs for decades. The American Legion feels that it is time that we thank 
this growing military demographic with, at a minimum, the healthcare they deserve. 
Women veterans are the fastest growing demographic serving in the military, so we 
can expect the number of women veterans using Department of Veterans Affairs 
(VA) healthcare to increase dramatically. The United States has more than 2 million 
women veterans who live in every Congressional district in the Nation, and the 
number of women veterans seeking VA health care has doubled since 2000. 

Although the VA has made improvements in women’s healthcare, many chal-
lenges remain. The Deborah Sampson Act would help rectify many issues women 
veterans face by improving the ability of the VA to provide women’s care, improve 
services, and change its culture to embrace this growing population. It does so by 
inter alia: 

• Enhancing services that empower women veterans to support each other, 
• Establishing a partnership between the Department of Veterans Affairs and at 

least one community entity to provide legal services to women veterans, 
• Make adjustments to care that the VA can provide newborns, 
• Addressing significant barriers women veterans face when seeking care, 
• Require the VA to collect and analyze data for every program that serves vet-

erans, including the Transition Assistance Program, by gender and minority status, 
and require that they publish data as long as it does not undermine the anonymity 
of a veteran. 

The American Legion recommends the following change to the bill. A separate 
track to address specific needs of women veterans attending the Transition Assist-
ance Program. It has been noted that women veterans are more likely to seek as-
sistance by talking with other women on gender-sensitive assistance. For example, 
the VA Trauma Service Program (TSP) allows women veterans to choose to partake 
in a TSP information session with a group or with an individual woman coordinator. 
More women veterans opt to conduct the information session with an individual 
woman coordinator. Additionally, The American Legion requests the Department of 
Defense transfer contact information of all transitioning women veterans to the VA 
and the Department of Labor (DoL). This would provide an opportunity for the VA, 
DoL, and Veterans Service Organizations to follow-up with women veterans after 
separation to offer additional support, programs, and services. American Legion Res-
olution No. 147, Women Veterans, calls on The American Legion to work with Con-
gress and the VA to ensure that the needs of current and future women veteran 
populations are met. It calls on the VA to provide full comprehensive health services 
for women veterans department-wide. 
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American Legion Resolution No. 364, Department of Veterans Affairs to Develop 
Outreach and Peer to Peer Program for Rehabilitation supports the President of the 
United States and the U.S. Congress passing legislation to call on the Secretary of 
Veterans Affairs to develop a national program to provide peer to peer rehabilitation 
services based on the recovery model tailored to meet the specialized needs of cur-
rent generation combat-affected veterans and their families. 
The American Legion supports passage of S. 514. 

S. 524 

To establish the Department of Veterans Affairs Advisory Committee on Tribal and 
Indian Affairs, and for other purposes. 

The American Legion has not passed a resolution specific to the topic at hand. 
However, through our congressional engagement on behalf of Veterans, VA Mobile 
Vet Centers will be used to visit Native American reservations to provide counseling 
and other psychological services to Veterans. Additionally, American Legion Posts 
143 and 165 have supported the National Native American Veterans Memorial 
project’s community consultations, events, and programs.5 We believe that the Na-
tive communities at one of the most underserved population of Veterans and that 
they are not receiving the benefits and critical care they, like their veteran counter-
parts, are entitled to. The American Legion supports legislation aimed at directly 
enhancing veterans’ quality of life by expanding their VHA, VBA, or NCA benefits.6 
The American Legion supports S. 524. 

S. 711 

To amend title 38, United Sates Code, to expand eligibility for mental health services 
from the Department of Veterans Affairs to include members of the reserve com-
ponents of the Armed Forces, and for other purposes. 

Suicide prevention and mental healthcare remain a top priority of The American 
Legion. As a response to the high rate of veteran suicide The American Legion es-
tablished the TBI/PTSD Committee to study and recommend best practices. Access 
to mental health has been identified as a barrier, according to the Department of 
Veterans Affairs (VA) 14 out of the 20 veterans who commit suicide were not receiv-
ing treatment from a VA medical facility. A veteran may not be eligible for VA bene-
fits including mental health treatment due to their characterization of discharge or 
duty status. As a response to close the gap in access The American Legion passed 
resolution No. 23 to allow veterans with other than honorable discharges to receive 
mental health treatment at the VA. In an effort to reduce the number of veterans 
and Servicemembers who commit suicide The American Legion believes that service 
through the VA should be a viable option. 
The American Legion supports S. 711 

S. 746 

To require the Secretary of Veterans Affairs to conduct a study on the accessibility 
of websites of the Department of Veterans Affairs to individuals with disabilities, 
and for other purposes. 

The American Legion has not passed a resolution specific to website accessibility. 
We recognize the barriers that veterans with certain disabilities face when trying 
to navigate and utilize certain VA websites and believe that it is essential that we 
work to remove these barriers. Every veteran should have equal access to and the 
ability to navigate VA websites. 

We believe that no veteran should be inhibited in their efforts to participate in 
or benefit from VA programs. The VA should bring into compliance, websites that 
are not currently accessible to individuals with certain disabilities. Veterans should 
not encounter unavoidable barriers to benefits and critical care they, like their vet-
eran counterparts, are entitled to. The American Legion supports legislation aimed 
at directly enhancing veterans’ quality of life by expanding their VHA, VBA, or NCA 
benefits.7 
The American Legion supports S. 746. 
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S. 785 

To improve mental health care provided by the Department of Veterans Affairs, and 
for other purposes. 

It is estimated that more than twenty veterans die by suicide every day. Of those 
twenty, fourteen have received no treatment or care from the VA. Suicide among 
veterans continues to be higher than the rest of the population, with an even sharp-
er increase among younger veterans. VA data released in September showed the 
rate of suicide among veterans ages 18 to 34 had significantly increased. Forty-five 
of every 100,000 veterans in the 18 to 34 age group committed suicide in 2016. 

In 2018, VA reported there were more than 33,000 full-time vacancies. Many of 
these vacancies included hard-to-fill clinical positions, as well as occupations identi-
fied under 38 U.S.C. 7412. These findings were reinforced by a VA’s Office of Inspec-
tor General (VAOIG) report determining the largest critical need occupations are 
medical officers, nurses, psychologists, physician assistants, and medical tech-
nologists. The VA needs to identify and attract as many qualified candidates as pos-
sible as soon as possible. 

The Commander John Scott Hannon Veterans Mental Health Care Improvement 
Act will improve outreach to veterans and their mental health care options. Among 
its many provisions regarding suicide prevention and access to treatment, the legis-
lation directs the VA to work with the Office of Personnel Management to create 
an occupational series for mental health counselors. 

The bill also would mandate that the Secretary of Veterans Affairs submit a staff-
ing plan that would increase the hiring of mental health counselors to the Senate 
and House Veterans’ Affairs Committees within 270 days of passage. The VA would 
also be required to report on the specific number of mental health counselors it has 
hired based on the staffing plan. 

The provisions of this bill address many areas of concern The American Legion 
has raised recently. The American Legion remains deeply troubled by the Depart-
ment of Veterans Affairs (VA) leadership, physicians, and medical specialist staffing 
shortages within the Veterans Health Administration (VHA). Additionally, mental 
healthcare is a major concern for The American Legion, we have seen the hardships 
faced by our veterans and their dependents dealing with PTSD, TBI, Suicide Idea-
tion, and many other mental health issues. The American Legion has created a TBI/ 
PTSD Committee and has a dedicated staff member for the sole purpose of advo-
cating on behave of veterans dealing with the before mentioned mental health 
issues. 

Further, last month, National Commander Brett Reistad with Dr. Keita Franklin, 
VA’s Executive Director of Suicide Prevention, penned a letter to nearly 850,000 
American Legion members, family, and friends, to let them know we are working 
to adopt a public health approach to suicide prevention. 

The public health approach looks beyond the individual to involve peers, family 
members and the community in preventing suicide. We understand preventing vet-
eran suicide is a top priority for VA and we encourage VA to look to dedicated part-
ners to reach veterans outside the VA health-care system. The letter provided links 
to VA’s National Strategy for Preventing Veteran Suicide, a toolkit that includes a 
guide to online suicide prevention resources, and a resource locator for contacting 
local VA Suicide Prevention Coordinators. 
The American Legion supports S. 785. 

S. 805 

To amend title 38, United Sates Code, to improve the processing of veterans benefits 
by the Department of Veterans Affairs, to limit the authority of the Secretary of 
Veterans Affairs to recover overpayments made by the Department and other 
amounts owed by veterans to the United States, to improve the due process ac-
corded veterans with respect to such recovery, and for other purposes. 

The VA is responsible for distributing monthly earned benefits to veterans and 
their beneficiaries. Currently, when the VA makes an overpayment in error to a vet-
eran, the VA can then withhold some or all of a veteran’s benefit, without limita-
tion, including monthly disability benefit payments. For veterans who live on a fixed 
income, withholding a benefit payment due to no fault of their own can present an 
undue hardship in their ability to pay rent or buy groceries. 

The VA annually sends as many as 200,000 overpayment notices totaling thou-
sands of dollars to veterans and their families, sending them into crippling debt and 
withholding future benefits payments until the debt is paid. These overpayments 
are often a result of the VA’s own accounting errors, but the VA puts veterans and 
their families on the hook for repaying the debt. 
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Debt caused by VA overpayments are a major concern for The American Legion, 
we have seen the financial hardship veterans and their dependents end up and in 
many cases through no fault of their own. Since 1978 The American Legion has re-
tained a dedicated staff member at the Debt Management Center for the sole pur-
pose of advocating on behave of veterans and their dependents facing garnishment. 

If enacted, the Veteran Debt Fairness Act, will prevent the VA from collecting 
debt if caused by errors at the VA. The bill would allow the VA to recoup overpay-
ments only if the debt was due to an error or fraud on the part of the veteran or 
beneficiary. Additionally, to reduce the risk of financial hardship, the legislation 
states that the VA cannot deduct more than 25 percent from a veteran’s monthly 
payment in order to recoup overpayment. It also requires the VA to provide veterans 
with a way to update dependency information on their own, eliminating a common 
delay that may affect a veteran’s benefits. 

The American Legion has testified and recommended many of the above changes, 
if passed the legislation would greatly improve the way VA manages debt collection 
while minimizing the negative impact for veterans. 
The American Legion supports S. 805. 

S. 850 

To extend the authorization of appropriations to the Department of Veterans Affairs 
for purposes of awarding grants to veterans service organizations for the trans-
portation of highly rural veterans. 

The American Legion has taken no previous position on this matter. As a large, 
grassroots organization, The American Legion takes positions on legislation based 
on resolutions passed by our membership. With no resolutions addressing the provi-
sions of the legislation, The American Legion is researching the material and work-
ing with our membership to determine the course of action that best serves vet-
erans.The provisions in this bill fall outside the scope of established resolutions of 
The American Legion. The American Legion does not have a resolution that ad-
dresses the authorization of appropriations in the VA for awarding grants to VSOs 
for transportation in highly rural areas. 
The American Legion takes no position on S. 850. 

S. 857 

To amend title 38, United Sates Code, to increase the amount of special pension for 
Medal of Honor recipients, and for other purposes. 

The American Legion has testified before the Subcommittee on Veterans’ Affairs 
in support of improved benefits for Medal of Honor Recipients. We have also passed 
resolutions supporting expanded benefits for Medal of Honor Recipients. The Medal 
of Honor is the highest military decoration awarded to a member of the United 
States Armed Forces and the recipients have earned this award by displaying her-
oism and bravery while risking their lives during service to this great Nation. 
The American Legion fully appreciated the service of those awarded the Medal of 
Honor and supports legislation that would expand the benefits to Medal of Honor 
recipients.8 
The American Legion supports S. 857. 

S. 980 

To amend title 38, United States Code, to improve the provision of services for home-
less veterans, and for other purposes. 

Generally, the causes of homelessness can be grouped into three categories: eco-
nomic hardships, health issues, and lack of affordable housing. Although these 
issues affect all homeless individuals, veterans face additional challenges in over-
coming these obstacles, including: prolonged separation from traditional supports 
such as family and close friends; highly stressful training and occupational de-
mands, which can affect personality, self-esteem and the ability to communicate 
upon discharge; and non-transferability of some military occupational specialties 
into the civilian workforce. The Departments of Veterans Affairs (VA) and Housing 
and Urban Development (HUD) reported a little over 40,000 homeless veterans on 
a single night in January 2017. We witnessed a slight uptick in homeless veterans 
last year, due mostly to high cost rental markets. Please note—positive progress has 
been driven by consistent action at all levels of government and across all sectors. 
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Much progress has been made; however, there is still room for significant improve-
ment with access to resources for at-risk and homeless veterans. 

The American Legion supports S. 980 because it would allow the VA to enter into 
partnerships with other entities to expand the legal services available for veterans 
experiencing homelessness. The legislation would also require housing providers to 
take steps to better meet needs of women veterans, and would amend VA rules to 
ensure the children of homeless veterans are allowed to live in VA-run transitional 
housing programs. S. 980 would also authorize the VA to provide dental care to 
homeless veterans, which has been a top ten need in the VA’s Project CHALENG 
(Community Homelessness Assessment, Local Education and Networking Groups) 
survey for many years. Last, the bill would increase the authorization limit for the 
Supportive Services for Veteran Families (SSVF) Program to $500 million, opening 
the door for the renewal of surge grants set to expire at the end of the year. 

The American Legion maintains a sustained focus on the prevention of veteran 
homelessness (‘‘get them before they get on the street’’). We offer support to at-risk 
and/or homeless veterans and their families in the forms of informal advice and 
counseling, assistance with obtaining VA healthcare and benefits, temporary finan-
cial assistance (TFA), aid from the Child Welfare Foundation (CWF), and assistance 
with employment through our Career Fairs and Veteran-Owned and Service-Dis-
abled Veteran-Owned Small Business Development Workshops (educational forums). 
This kind of assistance is available from the Post level up to The American Legion’s 
national organization. 

Last, based upon the small rise in veteran homelessness, this is no time to stop 
funding Federal programs or not look to adding necessary resources to assist home-
less veterans in obtaining housing, treatment, and financial stability. Consequently, 
on behalf of the 2 million members of The American Legion, we express support for 
S. 980, the Homeless Veterans Prevention Act of 2017. The American Legion ap-
plauds Congress for its substantial funding for homeless programs, while giving 
major thanks to VA, HUD, and the Department of Labor, for the implementation 
of their programs that have literally saved the lives of thousands of veterans. We 
strongly believe that with the path VA has begun in eliminating veteran homeless-
ness and the proper utilization of the resources at the state level and in local com-
munities, we can continue to make tremendous progress. 

Resolution No. 324, Funding for Homeless Veterans, supports any legislative or 
administrative proposal that will provide medical, rehabilitative, and employment 
assistance to homeless veterans and their families. 
The American Legion supports S. 980. 

S. 1101 

Ensuring only licensed health care providers furnish medical disability examinations 
under certain Department of Veterans Affairs pilot program for use contract phy-
sicians for disability examinations. 

The provisions of this bill fall outside the scope of established resolutions of The 
American Legion. As a large, grassroots organization, The American Legion takes 
positions on legislation based on resolutions passed by the membership or in meet-
ings of the National Executive Committee. 
With no resolutions addressing the provisions of the legislation, The American Le-
gion is researching the material and working with our membership to determine the 
course of action, which best serves veterans. 

S. 1154 

To amend title 38, United States Code, to establish an advisory committee on the im-
plementation by the Department of Veterans Affairs of an electronic health 
record. 

The VA is currently undertaking a decade-long transition to bring veterans’ 
health records into the 21st century by ensuring that veterans can have access to 
a seamless electronic health record across the VA and Department of Defense health 
systems. The Department of Veterans Affairs Electronic Health Record Advisory 
Committee Act, would establish a third party oversight group to monitor the VA’s 
$16 billion EHR rollout. The 11-member EHR Advisory Committee would include 
medical professionals, IT and interoperability specialists, and veterans receiving 
care from the VA. This Committee would operate as an independent entity. 

The American Legion, through resolution, has long endorsed and supported the 
Department of Veterans Affairs (VA) in creating a Lifetime Electronic Health 
Records (EHR) system. Additionally, The American Legion has encouraged both 
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DOD and the VA to either use the same EHR system, or, at the very least, systems 
that were interoperable. 

The American Legion recognizes the advantages of a bi-directional interoperable 
exchange of information between agencies. Collaborating with DOD offers potential 
cost savings and opportunities for VA. Opportunities include capitalizing on chal-
lenges DOD encounters deploying its own Cerner solution, applying lessons learned 
to anticipate and mitigate issues, and identifying potential efficiencies for faster and 
successful deployment. The EHR is a high-priority initiative that ensures a 
seamlessly integrated healthcare record between the Department of Defense and 
VA, by bringing all patient data into one common system. 
The American Legion supports S. 1154. 

S. ____, JANEY ENSMINGER ACT OF 2019 

A bill to amend the Public Health Service Act with respect to the Agency for Toxic 
Substances and Disease Registry’s review and publication of illness and condi-
tions relating to veterans stationed at Camp Lejeune, North Carolina, and their 
family members, and for other purposes. 

This draft bill would allow the Agency for Toxic Substances and Disease to collect 
information regarding servicemembers, veterans, and family members who suffer 
from a variety of illnesses due to contaminated drinking water at Camp Lejeune , 
NC. Additionally, this bill would require the Secretary of Veterans Affairs to allo-
cate two million dollars a year to assist servicemembers, veterans, and their families 
affected by contaminated water at Camp Lejeune, in applying for health benefits 
through the VA. 

During the early parts of the 1980s, contaminants were found in two wells that 
provided water at Camp Lejeune. These contaminants included the volatile organic 
compounds trichloroethylene (TCE), a metal degreaser, perchloroethylene (PCE), dry 
cleaning agents, and vinyl chloride, as well as benzene, and other compounds. It is 
estimated that the contaminants were in the water supply from the mid-1950’s until 
February 1985 when the wells were shut down. Additionally, there is evidence of an 
association between certain diseases and the contaminants found in the water sup-
ply at Camp Lejeune during the period of contamination. 

United States Marine Corps (USMC) servicemembers and their families living at 
the base, between the 1950’s to 1985, bathed in and ingested tap water contami-
nated with harmful chemicals at concentrations ranging from 240 to 3400 times 
higher than appropriate safety levels. An undetermined number of former base resi-
dents later developed cancer or other ailments, which may be associated with the 
contaminated drinking water. Victims claim that USMC leaders concealed knowl-
edge of the problem and did not act appropriately in resolving it or notifying former 
base residents that their health might be at risk. 

The American Legion is appalled that military members serving our Nation, and 
their families, were exposed to harmful chemical contaminants at Camp Lejeune. 
We are equally shocked that the USMC was potentially aware of the issue and did 
nothing to mitigate the risk associated with the water contamination at this mili-
tary instillation. This bill would allow individuals affected by water contamination 
at Camp Lejeune to receive healthcare provided by the VA and claim any benefits 
due to them. Resolution No. 377: Support for Veteran Quality of Life supports legis-
lation that would allow access to quality VA health care and timely decisions on 
claims and receipt of earned benefits.9 The American Legion strongly supports this 
draft bill. 
The American Legion supports this draft bill. 

S. ____, A BILL TO AMEND TITLE 38 

A bill to amend title 38, United States Code, to extend the authority of the Secretary 
of Veterans Affairs to continue to pay educational assistance or subsistence al-
lowances to eligible persons when educational institutions are temporarily closed, 
and for other purposes. 

Presently, when a school closes traditional, non-veteran students have Federal 
protections that support them. Effected students with Federal student loans have 
the ability to discharge their student loans. Students who received Pell Grants can 
have their eligibility periods reset for the time spent at a closed institution. The 
American Legion believes strongly that veterans are entitled to the same protection 
as their civilian counterparts. Over 6,000 student veterans were attending ITT Tech 
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when they abruptly shut down their campuses,9 and more school closures will inevi-
tably occur, and The American Legion applauded provisions in the Harry W. 
Colmery Veterans Educational Assistance Act that restored these veterans. 

Despite this victory, the Forever GI Blil provisions only restored benefits for 
schools tha tclosed between 2015 and 2017. Congress must not forget about the stu-
dent veterans affected by school closures outside of this time period, including most 
recently Argosy University. 

Through resolution No. 21: Education Benefit Forgiveness and Relief for Displaced 
Student-Veterans. The American Legion supports legislation that restores lost bene-
fits to student-veterans attending schools that abruptly shut down.10 
The American Legion supports this draft bill. 

CONCLUSION 

The American Legion thanks this Committee for the opportunity to elucidate the 
position of the 2 million veteran members of this organization. For additional infor-
mation regarding this testimony, please contact the Legislative Associate of the Leg-
islative Division, Mr. Ernest J. Robinson, at The American Legion’s Legislative 
Division. 

Senator BOOZMAN. Thank you, Mr. Nembhard. 
General Phillips. 

PREPARED STATEMENT OF MAJOR GENERAL (RET.) JEFFREY 
PHILLIPS, EXECUTIVE DIRECTOR, RESERVE OFFICERS 
ASSOCIATION 

General PHILLIPS. Senator Boozman, good to see you again. 
Senator BOOZMAN. It is good to see you. 
General PHILLIPS. We add our thanks to Chairman Isakson and 

Ranking Member Tester for the invitation to come out today. 
ROA, the only national military organization that exclusively 

supports America’s Reserve and National Guard appreciates the 
opportunity to testify today on legislation that would affect mem-
bers of the Guard and Reserve, their families, and veterans who 
served in the Reserve components. 

We commend the Committee on proposed legislation that shows 
great commitment to ensuring these patriots, male and female, get 
prompt, attentive, and effective care, and that the challenges of the 
homeless and those considering suicide are addressed. 

ROA’s focus on our Reserve components is exclusive, as I said, 
and so I will address certain bills that apply, in particular, to our 
Reserve force. 

The Deborah Sampson Act, S. 514, continues our Nation’s 
progress in providing services to women veterans. An essential 
component of this service is outreach to service women to both ex-
plain VA’s offerings and to assure them that they are veterans who 
qualify for care and benefits. 

On the ROA staff is a woman who served more than 14 years in 
the Air Force Reserve. Several medical events and conditions quali-
fied her for VA disability and medical treatment, yet it took more 
than a decade for her supervisor to convince her to submit a dis-
ability application. She finally confided that she did not feel that 
she was a real veteran. Well, she is, and she just recently got rated 
for her disabilities—promptly, we are pleased to say. She is now 
getting treatment from the VA medical center here in Washington 
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and receiving her benefits. A good ending, yes, but regrettably, not 
an isolated situation. 

The next bill ROA supports is the Care and Readiness Enhance-
ment for Reservists Act of 2019, S. 711, to expand mental health 
services from VA. The Reserve components, unlike the active com-
ponent, only perform duty on demand. They are on orders for the 
period of deployment, for example, and then off orders until the 
next demand. Behavioral and mental issues, however, show no re-
spect for the duration of a set of orders. Manifestation can and 
often does occur well after the Reservist reassumes his or her civil-
ian list. 

A Reservist’s medical documents can be scattered around various 
military and civilian health care locations. Getting copies of specific 
documents, for example, to prove a service-connected condition, can 
be excruciatingly difficult. An electronic health record that consoli-
dates all these records would represent an improvement in readi-
ness and access to care because it would facilitate the right care. 

The last bill I will discuss is the Veteran Debt Fairness Act of 
2019, S. 805. As we have seen, Reserve component servicemembers 
get hit with repayment action from both DOD and VA, and debt 
collection methods can be very aggressive. Members of the Guard 
and Reserve, largely unlike their comrades in the active force, can 
conceivably receive benefits while still serving, from DOD, VA, and 
other Federal agencies. Thus, it is possible for debt collection to hit 
Reservists from both DOD and VA, wreaking havoc in their per-
sonal finances, ravaging credit scores, and depleting funds for a 
family’s daily needs. 

As we have seen, overpayments can and do occur through no 
fault of the servicemember, yet our Federal bureaucracy takes no 
notice as it claws back the money. It is easy to blame the warriors 
themselves for accepting payments, and that is precisely what 
some bureaucrats tend to do. But, GIs, busy with a war, may be 
forgiven for failing to scrutinize an increase in pay and allowance, 
especially given the often-confusing array of deployment-related 
pay schemes and bonuses. Young warriors tend to trust the govern-
ment to know what it is doing. 

ROA appreciates that this bill will improve due process, govern-
ment accountability, and basic decency, and we hope that DOD will 
take the same approach. ROA is committed to working with VA 
and, indeed, any and all, to enhance understanding of our reserve 
components. These citizen warriors, which I think is a great name 
for them, whatever their service affiliation, serve America in ways 
fundamentally different from their comrades in the active force. In 
many cases, they need a correspondingly different approach to ben-
efits and care. The bills before show that you understand that and 
are committed to providing meaningful help. 

Thank you for your support of our young men and women in the 
National Guard and the Reserve, their families, and veterans of 
Reserve service. I welcome any questions you have, Senator, or 
other Members of the Committee. 

[The prepared statement of Maj. Gen. Phillips follows:] 
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PREPARED STATEMENT OF RESERVE ORGANIZATION OF AMERICA 

STATEMENT 

ROA appreciates the opportunity to discuss pending legislation that affects Na-
tional Guard and Reserve servicemembers. While I will not address every proposed 
act, this does not indicate ROA’s support for or opposition to these other bills. ROA’s 
focus today aligns with our congressional charter, ‘‘ . . . to support and promote the 
development in execution of a military policy for the United States that will provide 
adequate national security.’’ 

S. 514, DEBORAH SAMPSON ACT 

To amend title 38, United States Code, to improve the benefits and services pro-
vided by the Department of Veterans Affairs to women veterans, and for other 
purposes. 

This act will help eliminate impediments to the care of women veterans. It will 
help ensure the Department of Veterans Affairs can address the needs of women 
veterans who face homelessness, unemployment, and life without health care. 

Women veterans are a growing population. Many VA facilities provide adequate 
care or services to them but as issues specific to women veteran are identified, serv-
ices must keep pace. The Deborah Sampson Act would help ensure that VA meets 
the needs of these women veterans by providing access to health care and services 
to prevent homelessness and unemployment. 

There were 3,219 homeless women veterans at the point-in-time count that oc-
curred during a single night in January 2018 as reported in The 2018 Annual 
Homeless Assessment Report to Congress: Part 1. Unfortunately, homeless counts 
and other Department of Veterans Affairs data are not identifying National Guard 
and Reserve members which have different circumstances then those from active 
duty. 

Understanding what military service the veteran population comes from is impor-
tant. In this instance there were 159,749 women serving in the Selected Reserve in 
2017; there were 655,367 men in the Selected Reserve. The Reserve Component pop-
ulation is significant enough that it should be considered as a separate data point. 

If National Guard and Reserve information were available, military associations 
like ROA could better use their resources to help members and veterans of the Re-
serve Components with homelessness, unemployment and other issues. 

This legislation is crucial in improving care for women during and after military 
service, and it has ROA’s support. 

S. 524, DEPARTMENT OF VETERANS AFFAIRS TRIBAL ADVISORY COMMITTEE ACT OF 2019 

To establish the Department of Veterans Affairs Advisory Committee on Tribal 
and Indian Affairs, and for other purposes. 

According to the Department of Defense 2017 Demographics Report, for the Se-
lected Reserve, 26.1 percent of the force is identified as minority. Of that number 
Black or African Americans are 16.4 percent; those identified as Asian are 4.2 per-
cent; Other/Unknown are 2.5 percent; Multi-racial are 1.6 percent; American Indian 
or Alaska Native members are 0.8 percent; Native Hawaiian or Other Pacific Is-
lander members are 0.7 percent. The report did not include a Hispanic category, but 
ROA knows they are a sizable portion of the minority population. For example, the 
Army Reserve has 16 percent of their soldiers identified as Hispanic. 

Much of this minority population lives in rural locations that provide access to 
care challenges for VA. American Indians and Alaska Natives are served by the In-
dian Health Service, a Federal health program for them and should be part of the 
VA health care consideration. They are also part of tribal governments that should 
be consulted. Bringing these organizations under an advisory committee makes 
sense to reach an agreement on practices of care. 

This Committee could help in areas such as unemployment; the Bureau of Labor 
Statistics identified that American Indians and Alaska Natives suffer unemploy-
ment rates exceeding other minorities and Caucasians, 7.8 percent in 2017. 

ROA supports this legislation. 

S. 711, CARE AND READINESS ENHANCEMENT FOR RESERVISTS ACT OF 2019 OR THE CARE 
FOR RESERVISTS ACT OF 2019 

To amend title 38, United States Code, to expand eligibility for mental health 
services from the Department of Veterans Affairs to include members of the reserve 
components of the Armed Forces, and for other purposes. 
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The CARE for Reservists Act of 2019 would expand mental health services offered 
by VA to those serving in the reserve components of the military, regardless of their 
deployment status. This Act would permit VA to offer a comprehensive, individual 
exam to those members of the reserve components with either a behavioral health 
condition or psychological trauma. 

Currently, members of the National Guard and Reserves undergo annual health 
assessments to identify medical issues that could affect their deployable status, but 
any follow-up care is usually at the servicemember’s expense. 

This Act further specifies that members of the reserve components would be in-
cluded in certain VA mental health programs, such as the suicide prevention 
program. 

ROA appreciates that the bill also allows members of the Guard and Reserve to 
access Vet Centers for mental health screening and counseling, employment assess-
ments, education training and other services to help them return to and succeed in 
civilian life. 

ROA supports this legislation. 

S. 785, COMMANDER JOHN SCOTT HANNON VETERANS MENTAL HEALTH CARE 
IMPROVEMENT ACT OF 2019 

To improve mental health care provided by the Department of Veterans Affairs, 
and for other purposes. 

This Act would expand health coverage for veterans by providing grants for tran-
sition assistance from the Armed Forces to civilian life. It is a comprehensive ap-
proach to connect more veterans with the mental health care they need. The bill 
seeks to improve care from VA by strengthening the VA’s mental health workforce 
and increasing access to care in rural areas. 

A major issue in the prevention of suicides is our ability to find veterans who are 
not seeking treatment at a VA facility. Of the approximately 22 veterans who com-
mit suicide each day, 14 have received no treatment or care from VA. 

The Department of Defense fiscal year Quarterly Suicide Report through 
June 2018 shows that the military’s reserves lost 56 servicemembers to suicide that 
quarter and the National Guard lost 88. The information for the fourth quarter has 
not been published. 

If the transition process better equips servicemembers to get off to a good start 
in their next stage of the journey, ROA thinks it will reduce unemployment, home-
lessness, and it will reduce suicides. 

ROA is concerned that Section 101, Expansion of Health Care Coverage for Vet-
erans, uses the limiting term of ‘‘active service,’’ that only applies to active duty or 
full-time National Guard duty. We ask that the Committee change the proposed in-
sert to Section 101, ‘‘(B) to any veteran during the one-year period following the dis-
charge or release of the veteran from active military, naval, or air service; and’’ be 
changed to insert after the word service ‘‘and active status; and’’ which would in-
clude reserve component members leaving a participating reserve position as de-
fined by Title 10, Section 101. 

ROA appreciates that Section 301, Program to Provide Veterans Access to Com-
puterized Cognitive Behavioral Therapy, is written such that it includes members 
of the Reserve and National Guard. 

ROA is particularly pleased with Section 506, Comptroller General report on Re-
adjustment Counseling Service of Department of Veterans Affairs, and the require-
ment to assess the use of Vet Centers by National Guard and Reserve who were 
never activated and for recommendations on how to better reach those members. 

ROA is concerned that the bill includes so much that implementation could be dif-
ficult. An incremental approach might give enough time to evaluate the effective-
ness of each recommendation before committing more resources. 

With the edit ROA recommends to Section 101, we support this legislation. 

S. 805, VETERAN DEBT FAIRNESS ACT OF 2019 

To amend title 38, United States Code, to improve the processing of veterans ben-
efits by the Department of Veterans Affairs, to limit the authority of the Secretary 
of Veterans Affairs to recover overpayments made by the Department and other 
amounts owed by veterans to the United States, to improve the due process ac-
corded veterans with respect to such recovery, and for other purposes. 

This act requires the VA to waive the collection of overpayments if the agency was 
responsible for the mistakes leading to overpayment. 

Often, the veteran is unaware of overpayment. The money recovered is often the 
veteran’s only source of income; recovery can cripple the veteran’s ability to pay 
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mortgages, utility bills, health care, groceries, etc. This can increase undue stress 
as well as mental illness issues. 

ROA believes the Department of Defense should adopt this approach when debt 
is incurred through no fault of the member. The department’s aggressive debt collec-
tion process operates with little congressional oversight and does not differentiate 
between debt resulting from deception and debt caused by government error. 

ROA supports this legislation. 

S. 980, HOMELESS VETERANS PREVENTION ACT OF 2019 

To amend title 38, United States Code, to improve the provision of services for 
homeless veterans, and for other purposes. 

This act is imperative in helping homeless veterans care for their families while 
the Department of Veterans Affairs helps them become employable. Helping care for 
veteran families during this time may help break the cycle of homelessness, when 
the children become adults. 

‘‘We know from the Adverse Childhood Experiences study that childhood trauma 
has lifelong negative effects on physical and mental health,’’ said Dr. Ellen Bassuk 
who wrote Child Homelessness: A Growing Crisis. Childhood trauma can occur in 
shelters where homeless families are housed. Dr. Bassuk writes, ‘‘There is no pri-
vacy or safe place for children to play, and boys over the age of 12 are often not 
permitted. If families do not quickly find permanent housing and are forced to re-
main in the shelter system, 40 to 50% of them will break up within 5 years, with 
children being sent to live with relatives or placed in foster care. These children face 
almost insurmountable obstacles as they become adults and are often trapped in a 
cycle of poverty, ill health, and significant social disadvantages.’’ 

The bill would also provide dental care for those that are homeless and provide 
preventive care and counseling for people who are at risk. The best way to address 
this issue is to prevent it. ‘‘To end homelessness in America,’’ the United States 
Interagency Council on Homelessness explains, ‘‘we must strengthen our ability to 
prevent it in the first place. To do that, we must take a multi-sector approach that 
focuses on housing needs, housing stability, and risks of homelessness across many 
different public systems.’’ 

The council includes healthcare, child welfare, and legal assistance which are in 
this bill. 

The more programs the VA has available, the more access our veterans will have 
to the VA. In turn, the VA will have the time they need to asses and treat a mul-
titude of issues that may be contributing to the veteran’s wellbeing. 

As with S. 514, ROA believes data on homelessness should identify National 
Guard and Reserve members, whose circumstances differ from the active duty 
population. 

S. 1154 DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH RECORD 
ADVISORY COMMITTEE ACT 

To amend title 38, United States Code, to establish an advisory committee on the 
implementation by the Department of Veterans Affairs of an electronic health 
record. 

S. 1154 would establish the independent, 11-member Electronic Health Record 
(EHR) Advisory Committee, comprised of medical professionals, information tech-
nology and interoperability specialists, and veterans currently receiving care from 
the VA. The Committee’s duties include specific requirements that will ensure a via-
ble EHR and continue to monitor effectiveness after launch. 

National Guard and Reserve members encounter many problems when trying to 
establish service-connected disabilities. This is mainly due to how their medical 
records are scattered among multiple locations from their home of record to military 
schools, to deployment locations to places of temporary duty. Added on top of this 
are the records that reside with civilian providers. A centralized EHR will help draw 
these records together. 

ROA believes a VA/DOD Reserve Component Committee should be established to 
act as an advisor to the EHR Advisory Committee and other VA committees. The 
complex organization of the Reserve Component requires direct knowledge in order 
to properly advise on programs, policies and legislation that falls under VA. 

ROA supports this legislation. 

JANEY ENSMINGER ACT OF 2019 (NO BILL NUMBER) 

To amend the Public Health Service Act with respect to the Agency for Toxic Sub-
stances and Disease Registry’s review and publication of illness and conditions relat-
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ing to veterans stationed at Camp Lejeune, North Carolina, and their family mem-
bers, and for other purposes. 

The bill is directed to veterans and family members who lived at Camp Lejeune, 
however, ROA is concerned that Individual Mobilization Augmentees who may have 
performed duty at Camp Lejeune are not included in any legislation to treat toxic 
exposure. Camp Lejeune also provides amphibious assault and parachute training 
and individuals who attended this training may have been exposed to hazardous 
ground water. 

ROA supports this legislation. 

GI BILL EDUCATIONAL ASSISTANCE DURING TEMPORARY CLOSURES 
(NO BILL NUMBER OR TITLE) 

To amend title 38, United States Code, to extend the authority of the Secretary 
of Veterans Affairs to continue to pay educational assistance or subsistence allow-
ances to eligible persons when educational institutions are temporarily closed, and 
for other purposes. 

According to a May 2019 CBO report, The Post-9/11 GI Bill: Beneficiaries, 
Choices, and Cost, National Guard and Reserves servicemembers make up about 17 
percent of beneficiaries in any given year which is approximately 136,000 service-
members. The average age of this group is 37 years old which indicates that most 
beneficiaries pay mortgage or rent. This monthly obligation does not disappear if or 
when the school they’re attending is closed temporarily. 

The CBO report also stated, ‘‘The average payment for veterans from the National 
Guard and reserves was considerably lower ($12,500) than payments for all other 
veterans. . .’’. 

ROA believes assistance should be provided during temporary school closures 
when Reserve Component members are using their 9/11 G.I. Bill and supports this 
legislation. 

CONCLUSION 

ROA appreciates the opportunity to offer thoughts regarding these important 
bills. Because of the unique nature of service in the Reserve Components, its mem-
bers may simultaneously receive care and benefits from VA, the departments of 
Labor and HHS, as well as DOD. 

All too often military and veterans’ law and policy are developed without an un-
derstanding of or appreciation for the important distinctions between reserve and 
active duty service. The members of the Guard and Reserve invariably lose out. And 
so, too, their families. 

America is experiencing perhaps unprecedented challenges to our security, and 
commensurately great reliance on the Reserve and National Guard. 

Thus, helping these men and women transition more successfully in and out of 
active duty and deployments, helping them gain access to care, and helping their 
families thrive—all these pieces of legislation directly or indirectly enhance readi-
ness and represent an insightful and praiseworthy focus on those patriots we call 
our citizen-warriors. 

Senator BOOZMAN. Thank you, General Phillips. 
Senator Tester. 
Senator TESTER. Thank you, Mr. Chairman. I am going to start 

with you, Ms. Bryant. Thanks for coming today, representing 
IAVA, and thanks for everything that you guys do every day. I ap-
preciate it. You have been a great partner in crafting many of the 
bills that are on the docket here today. 

You are also the only woman on this panel, I noticed, and a com-
bat veteran. You have seen—I should say have lived first-hand 
some of the issues that women veterans face in access to care with-
in the VA. Just give me kind of an overview on what passing the 
Deborah Sampson Act would mean for a woman veteran. 

Ms. BRYANT. Passing the Deborah Sampson Act will not only give 
the expanded mothers’ care, newborn care that we have talked 
about earlier in this hearing, but the peer-to-peer counseling, the 
expansion of that, being able to use it in an environment in which 
we can be able to talk to someone who looks like us. No offense to 
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my esteemed colleague sitting to my left, but it is not necessarily 
the same message that we receive. 

And, as Senator Boozman explained, from your constituents of 
what you have heard about women’s experiences, I have to say per-
sonally that they are universal. I have experienced that at the 
DCVA, where they have asked me, ‘‘Where is my sponsor?’’ ‘‘Where 
is my husband?’’ Then, when I said that I felt harassed walking 
into the VA, which is another problem that VA is trying to grapple 
with—ending harassment there—there is group of folks who loiter 
outside. I was told, ‘‘Well, you can come in the back door.’’ I should 
never have to come in the back door. My father did not have to go 
in the back door, so why should I? 

So, that is what the Deborah Sampson Act does, is that it gives 
recognition to our service, as well as the type of specialty care that 
we need. Our anatomies are simply different, so we need to have 
that kind of care, we need to have privacy ensured when we go 
there, and we need to feel safe and welcome. That is really the big-
gest difference that the Deborah Sampson Act would make for 
women. 

Senator TESTER. I want to touch a little bit on the safety issue 
as it applies to retrofitting the environment. Can you talk about 
that a little bit? How important is retrofitting to make sure that 
the care is there for women, in appropriate conditions? 

Ms. BRYANT. Absolutely. The VA, in many facilities, has done 
some of that retrofitting, but it has not been universal, as I have 
stated before, like many things, that is having—be it just a curtain 
that separates you from someone else who is walking into an exam-
ination room. Imagine a woman who is receiving a pelvic exam who 
is in stirrups, and there is merely a curtain that separates you 
from someone else walking in. You are most vulnerable. 

Imagine those who are loitering within the women’s clinic or 
outside the clinic. The cat-calling. It is very real and it is dis-
concerting. 

So, having that safety, feeling welcome just walking in the front 
door, then into the women’s clinic door, and then, when you are 
your most vulnerable, when you are unclothed and someone is giv-
ing you an examination, or when you need to talk about something 
like the trauma that you experienced through military sexual as-
sault while you were on active duty, or in the Guard and Reserve, 
that is something you need to be able to talk with a trusted pro-
vider about; that retrofitting is key to being able to feel that level 
of comfort to expose your weakest moments. 

Senator TESTER. Thank you. 
General Phillips, you addressed the CARE Act, the Care for Re-

servists Act in your statement. Would your organization agree that 
mental health is an urgent issue as it applies to our Guards and 
Reservists? 

General PHILLIPS. Absolutely. In fact, it may be more accen-
tuated in the Guard and Reserve because unlike the active compo-
nent, Senator Tester, we scatter back to our communities. We get 
together at drills and when we are deployed and mobilized, but we 
do not tend to have the support of the unit, of the organization, 
that an active component servicemember has. 
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Senator TESTER. So, could you just give me your perspective a lit-
tle bit on Vet Centers and how they can assist the Guardsmen and 
Reservists with the mental health issues, when compared to—and 
the VA too, as far as that goes, especially when compared to civil-
ian medical providers? 

General PHILLIPS. Well, not to give a history lesson on the Vet 
Center, but it was formed during the Vietnam years because vet-
erans of the Vietnam War were loathe to go to the VA. The Vet 
Center was invented by VA. It was not supposed to look like a VA 
facility, so the vet would feel more free to go to it. 

It achieved great success. It is part of the solution, as Dr. Carroll 
said earlier, and as my colleague, Mike Richardson, said. It is part 
of a total solution. The Vet Center is in the community. It is nor-
mally staffed by people who have an association with or knowledge 
of the military, so it is very much a part of the solution. 

Senator TESTER. OK. Mr. Richardson, I want to touch a little bit 
on the Commander Hannon Mental Health Improvement Act. 
Could you speak to the importance of alternative methods—and 
you can go down any road you want—yoga, acupuncture, medita-
tion, chiropractic care, whatever you want. Fishing, whatever. 
Could you speak to the importance of that and how it impacts your 
membership? 

Mr. RICHARDSON. Absolutely. Again, a great question, because 
there are emerging trends using alternative—complementary and 
alternative therapies. 

Now within Wounded Warrior Project—and I will specifically 
speak to Warrior Care Network, to where it is anchored in evi-
dence-based, while surrounded by complementary and integrative 
services and alternative therapies. Equine therapy is one of those 
as well. I know there is some challenge in there, where equine 
therapy is not evidence-based, but it is moving toward evidence in-
formed, as many of these alternative therapies are. So, we strongly 
support the use of complementary and alternative therapies in ad-
dressing not only mental health challenges, but physical health 
and wellness as well. 

Senator TESTER. So, on any of these questions I could have asked 
just about anyone, maybe not the women’s care that I talked about 
at the beginning. I do want to ask you, Mr. Nembhard, on the debt 
fairness issue, most everybody has touched on it. But, could you 
just kind of discuss, from The American Legion’s point of view, the 
kind of financial and mental toll that the veteran goes through 
when they are trying to repay a debt that, quite frankly, they did 
not think they were obligated for to begin with? 

Mr. NEMBHARD. Thank you for that question, Ranking Member. 
This is actually quite devastating to not just the veterans but their 
entire families. It is tantamount to debt collectors banging down 
your door. And, if you are already suffering with other conditions, 
it just extenuates the problem. 

So, it does create mental health challenges for veterans. It also 
creates a feeling of distrust for the VA, because they feel the VA 
is supposed to be taking care of them and not harming them. Do 
no harm. 

Senator TESTER. Yeah. I think one of you pointed out, if not more 
than one of you, about the myriad of payments that could come 
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through, and, quite frankly, money is hard to come by. When you 
get these checks and think, ‘‘Well, that is cool,’’ and then all of a 
sudden bing, bang, boom, the wolf is at the door. 

I want to thank you all for your testimony and the people that 
you represent. I also want to thank the VA staff for sticking around 
and listening. I always appreciate that. You guys need to hear from 
the folks you serve directly. We need to do more of that. Thank you 
all very much. 

Thank you, Mr. Chairman. 
Senator BOOZMAN. Senator Blumenthal. 

HON. RICHARD BLUMENTHAL, 
U.S. SENATOR FROM CONNECTICUT 

Senator BLUMENTHAL. Thank you, Mr. Chairman, and thank you 
all for being here today and for your service. 

I want to ask a question about the Caregivers Act. I realize it 
may not be new legislation, but if you could relate to us what you 
are hearing from your memberships about how this act is working 
I would appreciate it. 

Ms. BRYANT. Yes, Senator Blumenthal. I will speak from IAVA’s 
perspective, in that we appreciate the expansion of the Caregivers 
Act to pre-9/11, but, of course, we do not want to see that at the 
detriment of those who are receiving it for the post-9/11 generation. 
We are still a generation at war, 18 years into this, and we do not 
want to see our caregivers left behind for those who are coming 
home with injuries over the last two decades. 

Senator BLUMENTHAL. Is that what you are seeing? 
Dr. BOYD. We are not seeing it just yet, but that is the fear that 

we are going to see it, that there is going to be a slowness in bene-
fits being distributed to caregivers within the post-9/11 community. 

Mr. RICHARDSON. Senator, if I could add, I can absolutely concur 
with Melissa in that we need to make sure, for the pre-9/11 care-
givers that it is funded, to make sure that management is there so 
we can provide that support and service to them. 

I am responsible for a program called Independence Program, 
under Wounded Warrior Project, which is for those service men 
and women that have moderate to severe Traumatic Brain Injury. 
Most of them have a caregiver. So, we have a very tight community 
and we hear of the many, many issues that are there. This is great 
progress in addressing issues for the caregivers, so we appreciate 
that. We just need to make sure we move in a very deliberate fash-
ion with the funding. 

Mr. NEMBHARD. Senator, just to echo my colleagues here, we 
think it is a fantastic program. It is helping veterans and we just 
want to make sure that the program continues in the right direc-
tion instead of going backwards. 

Senator BLUMENTHAL. General? 
General PHILLIPS. I echo my colleagues. I will add to that, I un-

derstand there is some difficulty in becoming certified as a care-
giver. It can be kind of an awkward, clumsy program. Navigating 
can be difficult. But, at heart, it is a good program. 

Senator BLUMENTHAL. I think there have been reports about a 
number of difficulties, that being one of them, and the other being 
premature ending or discharges for folks who continue to need 
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caregivers, or caregivers who are tending to folks who need it. I 
would appreciate your keeping us up to date about difficulties that 
you are seeing, because this initiative—and I give thanks to Sen-
ator Murray and Senator Tester—a number of us are very, very in-
terested in it. I think it is part of our future, particularly for the 
post-9/11 generation, as well as previous generations. 

What would you recommend in terms of the outreach? You know, 
there is so much talk now about veteran suicide, about veterans 
who are not in the system, which, for the VA, sometimes feels like 
an excuse for not reaching them—they are not part of our system. 
But, there is a responsibility to reach out to them, and I think the 
VA is beginning to recognize that. What recommendations would 
you have for us, and the VA? 

Ms. BRYANT. At IAVA we recognize that this is a whole of gov-
ernment, whole of community solution that needs to be applied. If 
there were a silver bullet for suicide prevention and mental health 
awareness we would have used it by now. So, a lot of what we are 
talking about are ways in which you can reach out to those who 
are not enrolled in VA care, because we do know that those who 
are enrolled in VA care have a greater probability of survival of su-
icidal ideation. But, it does not let VA off the hook. 

So, you have to spend all of your outreach budget in order to en-
sure that you are reaching everyone. It needs to have a highly visi-
ble digital component, because we know for our younger veterans 
that is the best way we are going to reach folks. Even for our older 
veterans, my father, a Vietnam veteran, throws away mail regu-
larly. So, it cannot just be outreach through snail mail of how we 
are reaching out to folks; it needs to be all-hands, all methods of 
outreach. Leave no stone unturned, in order to let people know that 
there are the resources out there. 

So, the hope is that, in 2019, given this groundswell of messaging 
around—and we appreciate the efforts, the bipartisan efforts of 
Congress, both in the House and the Senate, to draw attention to 
this matter—the hope is that we will get to a part where we can 
ensure that people at least know what resources are out there. 

Mr. RICHARDSON. Sir, if I could just add, in addition to the com-
munity outreach, our peer-to-peer networks are critical in the com-
munities themselves. In addition to that, I would just say—and I 
mentioned this in my testimony before Congress in September—is 
getting left of the bang. Before they transition, let’s get them en-
gaged in health care, understanding, and breaking down the stig-
ma through the transition process out of the service; or as the Na-
tional Guarders are demobing to make it normal, normalize the 
conversation so that when they are back in their communities they 
are engaged with mental health care and it is not a stigma any 
longer. 

Mr. NEMBHARD. Senator, as I mentioned in my testimony, The 
American Legion is already working with the VA on a suicide pre-
vention approach, dealing with reaching out to the community, 
peers, family members. I think if the VA continues to work with 
all the VSO partners who have resources out in the communities 
that would be one of the essential steps that can help with that 
progress. 



66 

General PHILLIPS. Senator, as a Bush appointee, I was in charge 
of VA’s public affairs, 2001 to 2004, when I went voluntarily to 
Baghdad on active duty. Then I was the Deputy Chief of Public Af-
fairs for the Army in 2007, as we were grappling, in the Army, 
with suicide. General Chiarelli was Vice Chief of Staff pat of that 
period. And here we are, 10, 15, 20 years, whatever, later, and we 
still have 22 suicides a day. 

This is a big problem and no one is blaming the VA for not doing 
enough. I think the VA has bent over backwards. I think when I 
was a Bush appointee in VA we thought about sending out a mes-
sage on people’s tax forms, anything we could get out to the vet-
erans who are not enrolled in VA care and do not get communica-
tions from VA. That is very expensive. We thought about it. 

I think the solution here, if there is one, is what my colleagues 
are talking about, what I think you talked about, and that is en-
gaging entire communities, both governmental and non-govern-
mental communities in support and understanding and discussions, 
so people can talk about it, they understand that it is OK to talk 
about it. 

I went through clinical depression myself, and it took an Army 
chaplain to help me through it. Someone I could talk to at my level, 
a peer level, a colleague, who helped me understand that what I 
was going through was fairly normal and I was going to get 
through it, which is what it took. 

But, I am not going around blaming the VA for not doing enough, 
or blaming the Pentagon for not doing enough. I think they are try-
ing very hard. 

Ms. BRYANT. If I may just dovetail on General Phillips, and also 
to Michael, it does start with a continuum of service. It starts in 
DOD, making that conversation normalized. Like General Phillips, 
I have also, you know, spoken with those who are my soldiers 
under my charge who were attempting—we had an attempted sui-
cide, had died by suicide, or were contemplating suicidal ideation, 
and being able to say that I am not OK, and being able to report 
that through your chain of command, or talk to a chaplain, or any 
of the other multiple avenues, if they are out there. There is still 
a stigma that is within the uniformed community that we still have 
not breached yet, and being now 18 years into this it is something 
that we absolutely must address from not just a VA perspective. 
We have to go back to the stressors that come out of military serv-
ice that we need to talk about more freely and openly. 

Senator BLUMENTHAL. Well, I appreciate your very thoughtful 
comments. You know, let’s be very blunt here. There is a stigma 
in the military but there is a stigma, more generally, in society. It 
may be somewhat greater within the military for all the reasons 
that we understand here. But, mental health and physical health 
are so inextricably connected, yet we still, in the civilian world, find 
resistance to mental health parity. In other words, providing insur-
ance benefits in the same way for mental health as we do for phys-
ical health. I have fought this battle for more than a decade, in the 
civilian world. 

I agree with you that we cannot sort of blame. Blame does not 
get us anywhere. And, I am convinced that the VA is trying to find 
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solutions, but we have not gotten there yet, so we need to continue 
that effort. 

Ms. BRYANT. What we need to work on collaboratively, sir, if I 
may, is that we need to look at firearms also within our commu-
nity. That is the third rail that people do not want to necessarily 
jump on. It is within that Venn diagram of veterans who have fa-
miliarity with a lethal—and access to firearms. It accounts for 
lethality of our suicidal ideation that then turns to death by sui-
cide. We know that 69 percent of the deaths by suicide within our 
community are due to firearms. So, in our messaging we have to 
talk about that as well. We have got to find a way to thread the 
needle between those who feel as though it is government over-
reach and taking over their weapons versus having a safe plan of 
action when you know that you are in crisis. 

Senator BLUMENTHAL. Well, I know I am way over my time, Mr. 
Chairman, but I would just add at that point it is very, very sa-
lient. We have a couple of bills, and I am hoping we will have bi-
partisan support for them, that, in effect, provide for court orders 
when someone who is talking about suicide in the family says we 
need to take away the firearms, temporarily, with a showing about 
danger to himself or others, and likewise, safe storage, so that 
there is some preventive action. 

It is complicated. I thank you for your attention to it. Thank you, 
Mr. Chairman. 

Senator BOOZMAN. No, thank you. That was a good discussion. 
Mr. Richardson, in that light, you all have come out in support 

of S. 785. Can you talk a little bit about how it would be beneficial 
to have VA as a collaborative partner regarding mental health 
research? 

Mr. RICHARDSON. Absolutely. Research is the forefront of the so-
lution for tomorrow. We have got the treatment for today, evidence- 
based complementary, but what we need to get into is in the re-
search of tomorrow, biomarker research, in particular. VA is al-
ready doing much of that, and it is critical that we are able to set 
biology to get the right person to the right care at the right time, 
doing it with precision medicine. We are close to doing that. There 
has been a biomarker discovered for Traumatic Brain Injury and 
one recently for PTSD, as well. 

So, the VA is already well in that space, but we need everybody 
on board to get into the research so that mental health can then 
become precision medicine, much more so than it is today. 

Senator BOOZMAN. Very good. General Phillips, you talked about 
data collection in regard to the homeless. Tell us about that. Tell 
us how better data collection would help strengthen our efforts to 
address homelessness. 

General PHILLIPS. Well, of course, some of those homeless vet-
erans are members of the Guard and Reserve or veterans of the 
Guard and Reserve, or conceivably family members or former fam-
ily members. Right now, our granularity is such that we do not 
really know. This is part of a larger conversation about the Guard 
and Reserve in America that they have. I think it is an artifact of 
the fact that they have been a strategic Reserve since, well, really 
World War I, when they had been used occasionally, and more in-
creasingly, of course, since Desert Storm. 
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But, they have not been paid attention to, so we do not have the 
systems, the knowledge, and the collection for them that we do for 
the active component. Obviously information is power. The more in-
formation we can have on who is out there in the Guard and Re-
serve, the more organizations like ROA, NGAUS, and EANGUS 
can help. 

Senator BOOZMAN. I think that makes all the sense in the world. 
Ms. Bryant, you note IAVA’s support for grant programs to sup-

port both transition and mental health services for veterans. 
Should we be thinking about these types of services as distinct and 
separate from each other or does it make better sense to look at 
them from a whole health perspective on veterans’ overall well 
being? 

Ms. BRYANT. Senator Boozman, absolutely the latter; it should be 
considered as part of the whole health solution. Again, there is no 
one way in which we can address mental health and suicide pre-
vention within our community. We also have to recognize the part 
that the family has in that as well. 

So, retreats and things that have worked under SSVF could now 
be applied under what we could call an SSSP for suicide preven-
tion. That is something that absolutely would be a part of a com-
pendium of services that are offered through the community as 
well as through the VA, with the endorsement of the VA, in order 
to find the right fit for everyone. 

Senator BOOZMAN. Thank you. Mr. Nembhard, can you talk to 
us, just for a second, about increasing the Medal of Honor recipi-
ents’ allocation; what the Legion thinks about that and the impor-
tance of that? 

Mr. NEMBHARD. At The American Legion, Mr. Chairman, we 
value greatly the contributions of those veterans, to the military 
and to society as a whole. We, the Legion, support that and we sup-
port increasing that amount for them. 

Senator BOOZMAN. Good. Well, thank you very much. Thank you, 
panel. You did a great job. I think we had a really good discussion 
today and we appreciate your frankness. I would also echo Senator 
Tester in regard to the people at the VA that are working hard. I 
know you all are busy and have lots to do, but I think you add a 
lot by hanging around and being supportive of the VSO panel. 

With that, I want to note that the hearing record will be left 
open for 5 days, should any Senators wish to add to their state-
ments, to the hearing record, or submit questions to the witnesses 
for the record. 

With that we are adjourned. 
[Whereupon, at 4:07 p.m., the Committee was adjourned.] 

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. JON TESTER TO 
U.S. DEPARTMENT OF VETERANS AFFAIRS 

Question 1. When can I expect technical assistance from the Department on 
S. 785, the Commander John Scott Hannon Veterans Mental Health Care Improve-
ment Act? 

Response. This technical assistance has been in-progress on a section-by-section 
basis and is largely concluded. We have also had several productive meetings with 
Committee staff. 

Question 2. What is VA currently doing to ensure that veterans at highest risk 
for suicide are being followed-up with and cared for appropriately? 
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1 VHA Directive 2008–036, Use of Patient Record Flags to Identify Patients at Risk for Sui-
cide; and VHA Directive 2010–053, Patient Record Flags; these policies are currently being up-
dated. 

2 VHA Memorandum Patients at High Risk for Suicide, April 24, 2008. 
3 VHA Memorandum Guidance on Post-Discharge Follow-Up for Mental Health Patients, 

July 17, 2013. 
4 VHA Directive 1230(1), Outpatient Scheduling Processes and Procedures, and VHA Notice 

2019–09(01), Minimum Scheduling Effort Required for Outpatient Appointments: Updates to 
VHA Directive 1230 and VHA Directive 1232(1). 

5 VHA Directive 2008–036, Use of Patient Record Flags to Identify Patients at Risk for Sui-
cide,Supra, note 1. 

6 VHA Memorandum, Eliminating Veteran Suicide: Enhancing Acute Inpatient Mental Health 
and Residential Rehabilitation Treatment Program Discharge Planning and Follow-up, June 12, 
2017. 

7 VHA Memorandum, Eliminating Veteran Suicide: Enhancing Acute Inpatient Mental Health 
and Residential Rehabilitation Treatment Program Discharge Planning and Follow-up, June 12, 
2017. 

8 https://www.va.gov/QUALITYOFCARE/measure-up/Stra-
tegic_Analytics_for_Improvement_and_Learning_SAIL.asp. 

Response. To ensure that Veterans at highest risk for suicide are being followed- 
up with and cared for appropriately, the Veterans Health Administration (VHA) has 
implemented specific clinical procedures of care with accountability metrics. 

For follow-up care, providers identify Veterans at high risk of suicide and notify 
facility Suicide Prevention Coordinators (SPC). SPCs activate a High Risk for Sui-
cide Patient Record Flag (HRS-PRF) on the Veteran’s electronic health record 
(EHR). This flag serves as an alert to any staff accessing the Veteran’s EHR that 
the Veteran requires enhanced care.1 This enhanced care is provided by the Vet-
eran’s treating providers in conjunction with SPCs and includes all the following: 

• Completion of a Suicide Prevention Safety Plan including mitigating access to 
lethal means; 2 

• Four mental health follow-up appointments within 30 days of activation of the 
HRS-PRF and/or discharge from an acute care facility; 3 

• One mental health follow-up appointment every 30 days thereafter for as long 
as an HRS-PRF remains on a Veteran’s EHR; 

• Ensuring follow-up for no-shows to scheduled mental health appointments in-
cluding four separate contacts and by an appropriately trained staff member whose 
scope of practice includes evaluation and triage of high-risk behavior; 4 and 

• Collaborating with treating providers and ensuring review and update of the 
HRS-PRF every 90 days.5 

Veterans who have left against medical advice or otherwise receive an irregular 
discharge from an inpatient mental health unit or residential rehabilitation treat-
ment program may be at higher risk for suicide and are required to receive follow- 
up within 24 hours of leaving the facility.6 Also, no less than two appointments on 
separate days must be offered during the 7-day post-discharge period.7 

Metrics related to the stated enhanced care delivery interventions have been de-
veloped that track care of Veterans clinically identified as being at the highest risk 
for suicide. The Suicide Prevention Quarterly Dashboard reports metrics on core sui-
cide prevention priorities, tracking trends, needs, and gaps for quality improvement. 
Specifically, the dashboard maps Veterans who have recently been identified as high 
risk for suicide and placed on our HRS-PRF system. This dashboard tracks the per-
centage of high-risk Veterans that: 

• Have a Safety Plan documented within 7 days before or after flag initiation, or 
on or before discharge; 

• Received at least 4 mental health encounters within 30 days of flag initiation, 
and at least one mental health follow-up appointment every 30 days thereafter for 
as long as an HRS-PRF remains on a Veteran’s electronic health record; and 

• Received a new assignment, reactivated, or continued HRS-PRF who received 
a case review within 100 days after flag initiation. 

These specific measures have also been incorporated into Strategic Analytics for 
Improvement and Learning Value (SAIL) 8 model, which measures, evaluates, and 
benchmarks quality and efficiency at medical centers to promote high quality, safe, 
and value-based health care. In addition to these three measures, additional metrics 
specific to high risk Veterans are part of the Mental Health Continuity of Care 
measure on SAIL, such as the percentage of high-risk patients diagnosed with Seri-
ous Mental Illness, who have a mental health visit every 6 months, and the percent-
age of individuals discharged from inpatient mental health or residential treatment 
who are engaged in outpatient treatment within 30 days. 
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9 VHA Memorandum, My VA Access: Mental Health Breakthrough Initiative, April 22, 2016. 
10 VA Office of Mental Health and Suicide Prevention Guidebook (2018). 
11 VHA Memorandum 2018–05–21, Suicide Risk Screening and Assessment Requirements, 

May 23, 2018; VHA Memorandum 2018–11–02, Eliminating Veteran Suicide: Implementation of 
Suicide Risk Screening and Evaluation November 2, 2018; VHA Memorandum 2019–02–17, 
Eliminating Veterans Suicide: Update on Suicide Risk Screening and Evaluation, February 22, 
2019. 

12 Guidance for Action Following a Suicide on a VA Campus, June 2019. 

Question 3. Is there routine monitoring of and outreach to at-risk veterans by Sui-
cide Prevention Coordinators, Licensed Clinical Social Workers, or other PACT 
members? 

a. Are these veterans being offered and receiving follow-up care? 
b. What are the protocols for outreach and follow-up care for veterans in crisis? 
Response. As noted in the response to question 2, Veterans identified at high risk 

for suicide must be offered and receive follow-up care, outreach, and routine moni-
toring by their care teams and the facility suicide prevention team. This may in-
clude providers across various services to include social workers, Suicide Prevention 
Coordinators (SPC), and/or PACT members. 

Tracking and assessment methods involve monitoring of and outreach to at-risk 
Veterans through a variety of approaches. This includes ensuring the following after 
a high-risk flag has been placed: completion of a Suicide Prevention Safety Plan in-
cluding mitigating access to lethal means; four mental health follow-up appoint-
ments within 30 days of activation of the HRS-PRF and/or discharge from an acute 
care facility; and one mental health follow-up appointment every 30 days thereafter 
for as long as an HRS-PRF remains on a Veteran’s electronic health record. 

Any Veteran reporting or identified as being in crisis will receive an immediate 
crisis response. Each VA health care system must ensure the establishment and im-
plementation of localized processes to provide immediate crisis response. As part of 
the My VA Access Initiative, each health care system across VHA was required to 
ensure local standardized operating procedures were in place to address the need 
for immediate care for any Veteran voicing suicidality either by phone or in person.9 
The Veterans Crisis Line (VCL) is also available by phone, text, or chat to address 
the needs of Veterans in crisis. Since the VCL’s inception in 2007, more than 3 mil-
lion calls have been answered, and emergency services have been dispatched to 
those in imminent crisis nearly 78,000 times.10 

In addition to responding to Veterans in crisis, VA also proactively works to iden-
tify those who are at risk who may not self-disclose suicidal thoughts on their own. 
VA has implemented a standardized suicide risk identification process for all Vet-
erans receiving VA care.11 The process is comprised of three components and imple-
ments population-based mental health screening for those with unrecognized risk 
(universal), for those who may be at risk (selected), and for those at elevated risk 
(indicated). The components include standardized primary and secondary screens 
specific to risk of suicide and a comprehensive suicide risk evaluation for Veterans 
with a positive secondary screen, helping to proactively identify Veterans in crisis. 

Additionally, VA works to use analytic strategies to identify Veterans at high risk 
to begin to engage them in additional interventions. These include the following: 

• Recovery Engagement and Coordination for Health—Veterans Enhanced Treat-
ment (REACH VET) identifies patients at statistical risk of death by suicide in the 
next month. Using REACH VET, VHA clinicians can contact the identified Veterans 
to collaboratively review health conditions and risk factors, ensure access to care, 
and consider care enhancement strategies such as safety planning and increased 
monitoring during stressful life events. 

• The Stratification Tool for Opioid Risk Mitigation (STORM) identifies patients 
at statistical risk of overdose or suicide-related health care events or death in the 
next year by using predictive modeling to estimate the risk of adverse events for 
patients receiving or considering opioid therapy. It also provides information on risk 
factors, monitoring of applicable risk mitigation interventions, treatment alter-
natives, and information to guide care coordination by clinicians. 

Question 4. Have any policies or protocols been changed or created since the 
events in Georgia, Austin, Texas, and Cleveland, Ohio? 

Response. Since the tragic events in Georgia, Austin, Texas, and Cleveland, VA 
created initial guidance 12 to help medical facility leadership, supervisors, and sui-
cide prevention teams respond to this type of tragedy. This guidance provides con-
crete recommendations on how to manage patient care, notify the family, alert other 
parties, and support employees affected by a Veteran suicide on campus. Guidance 
is not considered policy, but it provides recommended actions. The initial guidance 
was emailed to Veterans Integrated Service Network (VISN) Chief Mental Health 
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13 VHA Memo, Use of Over-the-Door Alarms for Corridor Doors in Acute Mental Health Units 
Treating Suicidal Patients, May 10, 2019. 

14 Ibid. 
15 VHA Directive 1167, Mental Health Environment of Care Checklist for Mental Health Units 

Treating Suicidal Patients, May 12, 2017. 
16 Ibid. 
17 VHA 10N Memorandum, Ensuring Safety and Security in the Mental Health Residential 

Rehabilitation Treatment Programs (MH RRTP): Annual Safety and Security Assessment and 
Culture of Safety Stand Down, September 14, 2018. 

18 VHA Handbook 1160.01, Uniform Mental Health Handbook, Page 18. 
19 VHA Handbook 1160.01, Uniform Mental Health Handbook, Page 17. 
20 VHA Directive 1101.05, Emergency Medicine, Page 25. 
21 Ibid. 

Officers and Suicide Prevention Coordinators/Team Members in June 2019. Stake-
holder feedback on the initial guidance is currently being collected. The guidance 
will be updated and more broadly disseminated to VISNs and medical centers when 
stakeholder feedback is incorporated. 

In general, the initial guidance is geared toward facility leaders and supervisors 
to equip them to respond to the tragedy and support affected employees. It enhances 
existing facility procedures when responding to a Veteran suicide by adding to what 
management and suicide prevention teams can and should do to care for employees 
and the Veteran’s family. 

In addition, VA has continued to implement ongoing improvements for Veterans 
at high risk for suicide. VA has required all medical facilities with an acute mental 
health unit to install door top alarms on swinging corridor doors of patient rooms 
effective January 1, 2020.13 VISN Network Directors are required to certify this ac-
tion has been taken no later than February 1, 2020.14 VA facilities also complete 
Environment of Care Rounds that include identification and recommendations for 
remediation of potential safety issues, including those specific to suicide and suicidal 
behavior. VA’s Mental Health Environment of Care Checklist is designed to assist 
units with environmental surveys meant to reduce risk of harm.15 Mental Health 
Units are required to use the Checklist at least every 6 months to identify and miti-
gate safety risks.16 In addition, Mental Health Residential Rehabilitation Treatment 
Programs (MH RRTP) stand down clinical operations annually to focus on safety, 
security, and quality of care as part of the VA’s ongoing Culture of Safety Stand 
Down.17 Suicide Prevention Coordinators are required to participate in the Stand 
Down and in the Annual Safety and Security Assessment. 

VA conducts ongoing monitoring of on-campus suicide attempts and deaths to in-
form policy and practices that ensure the safety of our Veterans and staff. This work 
includes regular tracking and analyses as part of ongoing suicide surveillance. Sum-
mary reports are routinely generated for leadership review. Source information 
comes from facility-reported Issue Briefs (IB) and from the Office of Security and 
Law Enforcement (OSLE). VA police report information is provided to the Office of 
Mental Health and Suicide Prevention (OMHSP) for inclusion in ongoing surveil-
lance, and OSLE has also completed a review of on-campus suicide events indicated 
in police reports. The National Center for Patient Safety conducts regular reviews 
of Root Cause Analyses related to on campus suicides as well. These processes are 
intended to examine if any changes in policies and procedures are warranted at the 
facility level. 

Question 5. Does VA have the appropriate protocols and training in place for staff 
who are dealing with a veteran in immediate crisis? 

a. What are those protocols? 
b. If those protocols are in place, have all VA facilities adopted those protocols, 

and are they being implemented appropriately? 
Response. VA has the appropriate protocols and trainings for staff who respond 

to Veterans in immediate crisis. 
Whenever eligible Veterans have an urgent need for mental health care, appro-

priate mental health services must be provided.18 Evaluations and treatment for 
mental health conditions can be provided in mental health care services through pri-
mary care and other medical care settings or by arrangements with non-VA commu-
nity services.19 

All sites with Emergency Departments (ED) or Urgent Care Centers (UCC) must 
provide safe and secure mental health services during all hours of operation.20 Per 
VHA policy, all patients presenting to the ED or UCC are screened at some point 
during the visit for suicide and homicide risk.21 
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VA implemented a standardized suicide risk identification process for all Veterans 
receiving VA care, as described above.22 The process is comprised of three compo-
nents and implements population-based mental health screening for those with un-
recognized risk (universal), for those who may be at risk (selected), and for those 
at elevated risk (indicated). The components include standardized primary and sec-
ondary screens specific to risk of suicide and a comprehensive suicide risk evalua-
tion for Veterans with a positive secondary screen (more details are provided in the 
response to question 7). 

VA is in the process of expanding the use of suicide prevention safety plans and 
follow-up care in the ED.23 Veterans presenting to the ED who have been assessed 
as at risk of suicide but are safe to be discharged home receive suicide safety plan-
ning intervention prior to discharge and follow-up outreach to facilitate engagement 
in outpatient mental health care. 

VA has expanded requirements for suicide prevention training related to Veterans 
who are experiencing suicidal crisis.24 All staff are required to receive suicide pre-
vention training within 90 days of entry to duty and annually thereafter.25 The 
training teaches staff to identify and respond to a Veteran who is at risk of suicide. 
The Signs of suicidal thinking, Ask questions, Validate the person’s experience, and 
Encourage treatment and Expedite getting help (S.A.V.E.) Training is required for 
all staff (clinical and non-clinical) and Suicide Risk Management Training for Clini-
cians is required for all clinical staff. These trainings are tracked through VA’s Tal-
ent Management System (TMS). 

Question 6. How are facilities and providers held accountable to ensure adherence 
to these protocols? 

a. How does VA monitor adherence to those protocols, and how are facilities and 
providers notified and retrained when protocols are not being met? 

Response. Oversight regarding adherence to the standards of clinical care is con-
ducted by VAMCs. VHA policies outline quality management expectations for facil-
ity, VISN, and VHA offices.26 Facilities maintain Morbidity and Mortality Review 
Boards (which includes psychological autopsies) to foster clinical conversations 
among clinicians regarding the care provided to individual patients. Facilities en-
gage in Medical Records Reviews to assess the adequacy of medical record docu-
mentation about the completeness, timeliness, and clinical pertinence of care. 

In addition, facilities engage in Focus Reviews (Protected Peer Reviews, Root 
Cause Analyses) which address specific issues (consequences of patient care proc-
esses) or specific incidents (a discrete episode of care). For situations involving a 
specific patient-provider episode of care, completion of an internal VHA Peer Review 
results in a rating of care. Protected Peer Reviews are non-punitive, quality im-
provement activities. Corrective actions, such as additional training, assigned read-
ing, shadowing care, etc., can be generated. Providers with identified gaps in care 
or adherence to protocols can be assigned a Focused Professional Practice Evalua-
tion (FPPE) and Ongoing Professional Practice Evaluations (OPPE), which monitors 
performance over time to ensure ongoing compliance and quality. 

Question 7. How is VA training providers to perform crisis interventions in a way 
that is safe for both the provider and the veteran? 

Response. For crisis intervention training related to suicide risk, it is VHA policy 
that all VHA employees must complete a required suicide risk and intervention 
training module. Clinicians complete Suicide Risk Management Training for Clini-
cians and must pass the post-module test, and non-clinicians complete S.A.V.E. 
training within 90 days of entering their position and an annual refresher course.27 
It is also policy that all employees must complete the appropriate annual refresher 
training specific to their position.28 VHA has also developed a Suicide Risk Manage-



73 

29 VHA Memorandum 2018–05–21, Suicide Risk Screening and Assessment Requirements, 
May 23, 2019; VHA Memorandum 2018–11–02, Eliminating Veteran Suicide: Implementation of 
Suicide Risk Screening and Evaluation, November 2, 2019; and VHA Memorandum 2019–02– 
17, Eliminating Veterans Suicide: Update on Suicide Risk Screening and Evaluation, Feb-
ruary 22, 2019. 

30 VHA Memorandum 2018–05–21, Suicide Risk Screening and Assessment Requirement, 
May 23, 2018. 

31 TMS item number VA 36829. 
32 TMS item number VA 36816. 
33 TMS item number VA 36830. 

ment Training for Registered Nurses that may be assigned annually as an alter-
native training option to Suicide Risk Management Training for Clinicians for nurs-
ing staff. 

As noted in question 5, OMHSP implemented a national, standardized process for 
suicide risk screening and evaluation, using high-quality, evidence-based tools and 
practices.29 

• The Primary Screen is a single item intended to broadly screen for individuals 
who may be at increased risk for suicide throughout VHA clinics. Those who screen 
positive receive the second level screen. 

• The Secondary Screen is conducted using the Columbia Suicide Severity Rating 
Scale (C-SSRS). The C-SSRS consists of three to eight additional questions that spe-
cifically query about suicidal thoughts, plan, intent, and behavior. Those who screen 
positive receive the VA Comprehensive Suicide Risk Evaluation CSRE. 

• The Tertiary Assessment, VA CSRE, was developed by a team of subject matter 
experts to include evidence-based factors to determine acute and chronic risk levels 
and inform a risk management plan. 

– This plan is developed to meet the individual needs of the Veteran and can 
be initiated at the time the Veteran is being seen and reporting suicidal idea-
tion or behavior, regardless of setting type. 

– Using one instrument across all VA settings results in standardization of 
evaluation and management, thereby improving quality of care for at-risk Vet-
erans and helping reduce stigma associated with discussions about suicide. 

Prior to the implementation of the Suicide Risk Identification Strategy in May 
2018, an informational memo was distributed to the field outlining the new strat-
egy.30 A Suicide Risk Screening and Assessment SharePoint site was established, 
a single technical assistance email group was established, and all facilities identified 
a Facility Champion/Point of Contact for training and questions. Educational 
Webinars were held throughout August and September, which were made available 
on VA’s training platform—Talent Management System (TMS)—for sites to utilize. 
Weekly technical assistance calls were also held during this period. 

Assignment and management of training and education are done locally. Local fa-
cilities may assign training to appropriate staff and track this training through 
TMS. 

Virtual training provides details and guidance on VA’s new, national three-stage 
screening and evaluation process. Three courses are available in TMS, including 
Suicide Risk Identification Strategy—Overview,31 Primary and Secondary Screening 
Tools,32 and CSRE.33 VA’s Suicide Risk Identification SharePoint training docu-
ments folder includes training resources such as Frequently Asked Questions, Sui-
cide Risk Identification Clinical Reminder Flowchart, and Suicide Risk Stratification 
Table. In addition, the SharePoint site hosts a discussion board for questions. In Au-
gust 2019, additional trainings in support of CSRE implementation are being hosted 
by Employee Education Services (EES). The VA Suicide Risk Identification Tech-
nical Assistance Group hosts a weekly technical assistance phone call with an email 
group for questions. 

To ensure that facilities are made aware of updates related to national memos, 
release of educational materials, changes to requirements or guidance documents 
and any other information related to the risk identification process, each facility was 
required to identify a Facility Champion/Point of Contact. The Facility Champion 
receives updated information as it becomes available and disseminates the informa-
tion to the local facility. 

The Suicide Risk Management Consultation Program is available to consult on a 
specific case or talk about suicide risk management strategies more generally. 

Question 8. After the tragic shooting in Yountville, CA, and other incidents across 
the country where veterans have brought guns into VA facilities, many VHA em-
ployees have expressed concerns to the Committee about their physical safety. What 
protocols are in place to ensure the safety of VA staff, both clinical and non-clinical, 
at all VA facilities where a veteran in crisis may present? 
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Response. VA is deeply committed to the safety and security of all persons who 
are in VA facilities. VHA’s Workplace Violence Prevention Program (WVPP) meets, 
and often exceeds, the community practice and regulatory standards for violence 
prevention in health care settings. Although the urge may be strong to bar individ-
uals from health care whose behaviors undermine a culture of safety, VHA’s WVPP 
operates on the foundation that full engagement in the resources available through 
health care access promotes the protective factors that reduce violence risk. 

It is understood that comprehensive violence prevention involves physical security 
measures and active threat responses that address environmental realities of health 
care delivery venues. It is within that context that VHA’s WVPP model emphasizes 
a data-driven, evidence-based approach to the early identification, clinical assess-
ment, and individualized management of behaviors that undermine a culture of 
safety. 

PROGRAM DESCRIPTION AND RATIONALE 

Utilization of multidisciplinary teams are the current published standard for 
threat assessment and management in health care. Such an approach is not new, 
having been promoted as best practice in education and general workplaces. VHA 
adapted these models for ethical and appropriate use in health care venues, requir-
ing their national implementation in 2003. VHA’s WVPP model includes threat as-
sessment and management teams as the essential ‘‘Assess’’ and ‘‘Management Plan’’ 
components of the 5-element model (see Figure 1). 

Figure 1. Healthcare Workplace Violence Prevention Program Model 

Employee. The personnel populating health care environments are our greatest 
safety asset. Employee education and training is most successful when relevant to 
the violence-related hazards personnel experience in their respective and unique 
workplaces. VHA’s premier education program in this area, Prevention and Manage-
ment of Disruptive Behavior (PMDB), emphasizes knowledge and skills necessary 
for employees to successfully identify situations that have the potential to escalate 
toward violence and address them verbally at the earliest levels of disruption. If 
health care personnel experience situations during the course of their duties that 
are not ameliorated by verbal de-escalation, then they also should be trained in per-
sonal safety skills and therapeutic containment techniques that do not leverage 
pain-based or tissue-damage compliance. By being prepared to address disruptive 
behaviors spanning a spectrum of severity, employees report increased willingness 
to intervene at the earliest stages of escalation. 

Report. Data about the type, location, severity, and frequency of disruptive behav-
ior inform WVPP improvements in, and the relevance of, employee education. In 
VHA, these data are obtained through the Disruptive Behavior Reporting System 
(DBRS). Underreporting of potentially dangerous behavioral events in health care 
is a well-documented concern. Additionally, health care administrators and leaders 
are challenged by receiving disruptive behavior event reports through numerous dif-
ferent reporting systems that do not integrate all information into a comprehensive 
database. 

One successful strategy for overcoming the underreporting challenge is use of se-
cure, Web-based, user-friendly event reporting systems that allow for anonymous re-
porting. DBRS is one such system, specifically designed in VHA for health care 
venues. It is short and easily accessed by all VHA employees through any computer 
terminal across the entire health care system. DBRS has 5 reporting pages with a 
total of 32 questions, comprised primarily of radio button and check-box responses, 
that elicit data regarding the time and location of the disruptive behavior event 
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(e.g., night shift in the emergency department, day shift in the outpatient behavioral 
health clinic, etc.), the person who experienced the event (e.g., a direct care nurse, 
another patient, an administrative support worker, etc.), the person who reported 
the event (e.g., the person experiencing the event, a person witnessing the event, 
etc.), the person involved in creating the event (e.g., a patient, a visitor, another 
staff member, etc.), and a description of the event itself (e.g., involved verbal behav-
ior only, involved physically disruptive behavior, involved behavior with weapons re-
sulting in injury, etc.). DBRS automatically and immediately delivers an electronic 
event entry notification to both the reporter and the threat assessment team. 

Assess. Leadership’s credibility that violence prevention matters hinges largely 
upon its ability to demonstrate action in response to event reports. Every incident 
reported should be assessed by a multidisciplinary team trained in violence risk and 
threat assessment. The current state of the science involves the use of Structured 
Professional Judgment (SPJ) guides to ensure that assessment teams focus on evi-
dence-based risk and protective factors. Threat assessment in health care exists to 
determine whether a reported behavior poses a threat to the delivery of safe and 
effective health care. As such, they operate under the authority of the facility’s chief 
medical officer and are chaired by senior clinicians trained in evidence-based, data- 
driven threat assessment practice. Members of these teams also include, but are not 
limited to, professionals from security/law enforcement, documented high-risk work-
places, legal counsel, and labor union safety representative(s). 

Management (Treatment) Plan. If the behavior reported to the threat assessment 
team is determined to pose a threat, then a customized management plan must be 
developed and implemented. Employing a continuum approach to graded levels of 
invasiveness permits such plans to range from non-confrontational interventions 
(e.g., special appointment to determine the patient’s understanding of why his/her 
behavior became disruptive, change of health care provider, etc.), to more direct 
interventions (e.g., written letters expressing behavioral expectations, redirection of 
communication with the health care system through a personalized point of contact, 
etc.), to more restrictive interventions (e.g., placing limitations upon the time, place, 
and/or manner of health care service delivery). At no time may a behavioral threat 
management/treatment plan in VHA permanently bar individuals from receiving 
health care; venue and manner of health care delivery may vary, but health care 
will be offered consistent with the provisions of 38 CFR 17.107. 

Communicate. Violence prevention programs must include mechanisms for ensur-
ing the safety/treatment plan developed by the multidisciplinary threat assessment 
team is communicated to personnel effectively and ethically. Electronic health 
record alerts (EHRA) that provide a 1–2 sentence summary of the problem behavior 
and a 1–2 sentence description of actions personnel should take to promote safety 
are known to be part of an effective strategy for reducing violence in health care. 
EHRAs convey information about customized interventions; that said, they are com-
munication tools, and placing an EHRA per se is not an intervention in and of itself. 
The value of using EHRAs to convey information necessary to know at the initial 
moments of a patient encounter to promote safety must be balanced carefully with 
potential for inadvertently stigmatizing patients. Signal-to-noise value of EHRAs 
must be maintained, thus over-use of EHRAs should be avoided. 

Employees learn of the safety/treatment plan, implement the actions described in 
the EHRAs, and safely provide health care. Through continued reporting, assessing, 
and safety/treatment plan evolution, health care systems are empowered to retain 
even the most behaviorally challenging patients, thus promoting access to risk-re-
ducing protective factors. 

PHYSICAL AND INFRASTRUCTURE SECURITY 

VA has re-assessed physical security and infrastructure, identifying risks that 
could impact medical facilities, and we are also continuously evaluating and devel-
oping mitigation strategies to reduce the opportunity for a severely dangerous 
events to occur. VAMCs have implemented the following: panic buttons, badge re-
stricted access to certain areas, limited guest hours, security camera monitoring, 
emergency preparedness training, and more. Universal signs are posted throughout 
all VA properties alerting all Veterans, staff, and visitors that no weapons of any 
kind are allowed on the property and that possession of weapons or explosives on 
VA property violates Federal law.34 

In addition to physical security enhancements, VA police have increased their vis-
ibility on campuses to which they are assigned. Medical Center Police Chiefs, and 
other appointed personnel, are also connected to fusion centers that are located in 
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the corresponding geographical area to each respective medical center. These fusion 
centers gather, analyze, and facilitate the sharing of sensitive intelligence between 
Federal, state, tribal, and territorial partners which heightens situational awareness 
and allows VA to make informed decisions concerning issues that could impact VA 
properties. 

The effectiveness of an integrated response to an identified threat situation can 
be enhanced through proper training and preparation. VA police undergo substan-
tial and varied training, including continuing training at their respective assigned 
facilities, and have been provided with the necessary equipment to appropriately re-
spond to violent threat situations. Focused training specific to the facility is pro-
vided locally and allows for the incorporation of multiple variations of site-specific 
scenarios involving the necessitated response to threat incidents involving dan-
gerous weapons or other specific threats. VA Police additionally offer training at all 
VA properties to all employees regarding active threat/shooter incidents and VA fa-
cilities conduct mock and live drills regularly that are designed to identify 
vulnerabilities, inform needed improvements, prepare for eventualities, and to pre-
vent violent acts from occurring. 

In addition to the existing mandatory PMDB employee training in VHA address-
ing verbal de-escalation, personal safety, and therapeutic containment skills, the 
Law Enforcement Training Center also offers an optional Verbal Defense in Health 
Care training program, designed for employees to use communications skills to de- 
escalate potential incidents that could result in a Veteran, staff, or visitor from re-
acting violently during contact with them. 

Question 9. In December 2018, the Government Accountability Office released a 
report that highlighted how VA’s Office of Mental Health and Suicide Prevention 
(OMHSP) mismanaged funding and spent a mere fraction of its suicide prevention 
outreach budget. Have these problems been addressed? Please explain how OMHSP 
plans to spend Fiscal Year 2019 and future funds appropriated for suicide preven-
tion and mental health outreach. 

Response. VA is addressing suicide prevention outreach budget concerns. Regard-
ing oversight, VA staff and leadership are regularly briefed on paid campaign 
progress. This includes monthly reports highlighting both the current status and ac-
complishments of each campaign as well as historical comparisons to past cam-
paigns to gauge growth and provide additional context. VA is on track to spend the 
full $6 million allocated for paid media efforts; the Executive in Charge of VHA 
oversees these efforts as well. 

Measurement and evaluation are essential components of VA of paid media ef-
forts. VA measures every online interaction with our paid media campaign materials 
to ensure we are reaching the right people with the right information. Interactions 
measured include the following: 

• Site usage patterns: traffic to site, time on site, number of pages visited; 
• Online engagements with the Veterans Crisis Line (VCL): calls, chats, texts 

originating from the Web site; and 
• Engagements with other key resources: downloads of campaign and materials, 

uses of S.A.V.E. training, views of our educational videos and Public Service An-
nouncements (PSA). 

Targets were developed at the outset for metrics designated as key performance 
indicators and are continually assessed throughout the life of a campaign. In 
March 2019, VA launched a keyword search campaign targeting people searching for 
crisis support for Veterans. The targets for that campaign were oriented around the 
following VeteransCrisisLine.net key performance indicators: 

• Site traffic consisting of 20,000 visits per month originating from paid ads; 
• Online calls and texts totaling 2,000 calls and 2,000 texts per month through 

the VCL Web site (does not account for calls that do not originate on-site); 
• Crisis chats totaling 2,000 chats per month originating from paid ads; and 
• Self-check quiz uses totaling 1,200 link-outs to the self-check quiz that origi-

nated from paid ads. 
VA deployed additional digital paid media strategies during the summer of 2019, 

for which targets have been set. These targets are based on engagement with spe-
cific online resources, including but not limited to VA-produced toolkits and 
trainings. 

VA also assesses the digital effort’s impact on VCL call volume. When VA adver-
tises the VCL, there is a measurable increase in call volume. 

Last, a number of special paid media activations have been executed or are cur-
rently in process, including an advertisement in Times Square, placements in Major 
League Baseball (MLB) gameday programs, and rollout of a national billboard ad-
vertising campaign in partnership with PSA Advertising, Inc. 
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Question 10. Congress has provided VA authority to deliver counseling services to 
active duty servicemembers, and members of the National Guard and Reserve who 
have experienced Military Sexual Trauma (MST). I am disappointed in how VA is 
implementing this authority, only allowing MST survivors to access counseling serv-
ices at Vet Centers rather than at all VA facilities. While I acknowledge the poten-
tial privacy issues involved when using an interoperable electronic health record 
(EHR) that shares information with DOD, I support VA exploring a work-around 
that would allow MST survivors to access care at all VA facilities, not just Vet Cen-
ters. This, and other authorities that allow VA to provide care to veterans who are 
not traditionally eligible for VA care but are particularly at-risk for suicide, such 
as those with other than honorable discharges or those within the first 12 months 
of separation, must be utilized to the fullest degree in order to reach the 14 veterans 
per day who commit suicide with no interaction with VA in the previous 24 months. 

a. Are there any plans to expand MST services to VA facilities in compliance with 
Public Law 115–91? 

b. What are those plans, if any? 
VA Response 10a and 10b: VA and the Department of Defense (DOD) have a 

strongly shared commitment to ensure all Veterans and Servicemembers have ac-
cess to the care they need to recover from military sexual trauma (MST). Active 
duty and Reserve Component Servicemembers can currently receive MST-related 
counseling, care, and services at VA medical facilities with a DOD referral or in 
emergency situations. Further, per 38 United States Code (U.S.C.) § 1720D(a)(2), VA 
‘‘may,’’ in consultation with DOD, provide Active duty and Reserve Component Ser-
vicemembers VA MST-related services without a referral from DOD. The Depart-
ments have worked closely together to develop a strategy to implement this discre-
tionary authority in a way that expands services as much as possible, while main-
taining the trust of sexual trauma survivors and protecting mission readiness. As 
noted in the question, VA and DOD’s joint decision was to implement this authority 
at VA Vet Centers, meaning that Servicemembers can receive MST-related coun-
seling services from more than 300 VA Vet Centers without a referral from DOD. 
As 38 U.S.C. § 1720D(a)(2) authorizes, but does not mandate, VA to provide this 
care to members of the Armed Forces without a referral, the decision to implement 
this authority at only Vet Centers complies with the law. 

A number of intractable barriers exist to expanding implementation to VA med-
ical facilities, and the Departments have fully explored all possible avenues for ad-
dressing them. Indeed, in 2016, the VA/DOD Joint Executive Committee (JEC) spe-
cifically directed creation of an ad hoc VA/DOD Workgroup to establish a strategy 
to expand access to VA medical centers. The Departments worked intensively to de-
velop this strategy, including working with VA’s Office of Information and Tech-
nology (OIT) to identify the system-wide IT modifications necessary to ensure con-
fidentiality of Servicemembers’ VA medical records with respect to DOD. Unfortu-
nately, no solution was readily available to allow complete confidentiality. At best, 
records could be marked as ‘‘sensitive,’’ but they would remain available for DOD 
clinical providers to access. Moreover, even if an IT solution were available to en-
sure confidentiality, limiting information-sharing of MST-related care records en-
tirely would pose risks as well, as medical conditions or treatment (e.g., 
psychoactive prescription medications) that could degrade mission performance or 
deployment readiness of Servicemembers would be unknown to DOD medical pro-
viders or command unless communicated by Servicemembers themselves. 

In 2018, the VA/DOD JEC approved maintaining the current course of action, 
with implementation of this authority at VA Vet Centers only. The Departments do 
not currently have plans to expand implementation to VA medical facilities, as suffi-
cient privacy of MST-related information cannot be ensured even with IT modifica-
tions. VA believes that maintaining confidentiality is crucial to maintaining patient 
trust and preserving Servicemembers’ sense of VA as a source of help, not only dur-
ing their service, but also after transitioning to being Veterans. Ethics consults from 
the American Medical Association and the VA National Center for Ethics in Health 
Care support this perspective and underscore the importance of implementing this 
authority in a way that preserves confidentiality. Vet Centers are a widely available 
resource for confidential, high-quality MST-related counseling and referral services 
for Service- members who wish to seek care without a referral from DOD. Vet Cen-
ter counselors are fully trained and licensed mental health professionals who are 
clinically experienced in treating psychological trauma and associated issues such 
as suicide risk, anxiety, depression, and substance abuse. Counseling services avail-
able are comparable to those available at VA medical facilities. Vet Center Client 
Records are maintained independent of, and governed by, policies different than 
VA’s medical facility records. 
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c. Are there plans for additional outreach efforts to veterans with other than hon-
orable discharges? 

d. What are those plans? 
VA Response 10c and 10d: With respect to outreach, VA’s Office of Mental Health 

and Suicide Prevention (OMHSP) is responsible for national coordination of VA’s 
general outreach efforts to raise Veterans’ and public awareness of MST and VA’s 
MST-related services. Ongoing policies and initiatives help provide information 
about VA’s MST-related services to Veterans with an Other-Than-Honorable dis-
charge, as well as Veterans more broadly. As a brief overview, under VA policy 
(VHA Directive 1115, Military Sexual Trauma (MST) Program, paragraph 4.d.(9)), 
every VA medical facility Director must ensure information regarding VA’s services 
related to MST is visibly posted or displayed. Every health care system has a des-
ignated MST Coordinator, whose responsibilities include directing and engaging in 
outreach activities within the system’s facilities and with community allies. This in-
cludes regular, ongoing activities (such as overseeing the public display of MST in-
formation within facilities) as well as high-visibility facility events (e.g., Clothesline 
Projects in honor of Sexual Assault Awareness Month) and representation at com-
munity events that serve Veterans. The MST Coordinator also serves as the point 
person for MST-related care issues within the health care system and can assist 
Veterans, including those with an Other-Than-Honorable discharge, with accessing 
MST-related care. 

Additionally, OMHSP initiates and supports MST outreach efforts at a national 
level. Information about MST and VA’s related services is available on VA’s Internet 
site, and outreach resources are available to MST Coordinators and other staff on 
VA’s Intranet. Resources include a range of graphic and digital media, such as bro-
chures, posters, infographics, fact sheets, and outreach videos. OMHSP has initiated 
additional national-level campaigns, for example to assist facilities’ efforts to raise 
awareness specifically of male survivors of MST. As implementation continues for 
recent legislative changes expanding eligibility for Veterans with an Other-Than- 
Honorable discharge, OMHSP ensures that its suite of outreach resources and mate-
rials remain up to date and inclusive of this population. OMHSP continues to en-
sure that MST Coordinators are well aware of new policies as they are implemented 
and provide ongoing guidance and assistance as needed. OMHSP also continues its 
efforts to ensure the broader population of individuals with Other-Than-Honorable 
discharges is aware of available emergency services and potential eligibilities for on-
going care. OMHSP’s Internet website is a key source for the most current informa-
tion regarding these services. VHA will also continue to pursue educational outreach 
efforts at facility level Town Halls and Veterans Services Organization meetings. 

Question 11. How will the roadmap slated to be created by the task force outlined 
in Executive Order 13861 be different than the already existing National Strategy 
for Veteran Suicide Prevention 2018–2028? 

a. What will become of the National Strategy once the task force’s roadmap has 
been completed? 

b. Will progress toward the goals and objectives laid out in the National Strategy 
continue, or be put on hold pending the release of the roadmap? 

Response. Influenced by the National Strategy for Preventing Veteran Suicide, the 
Executive Order 13861 (the President’s Roadmap to Empower Veterans and End a 
National Tragedy of Suicide, or PREVENTS) Roadmap outlines the specific strate-
gies needed to effectively lower the rate of Veteran suicide among our Nation’s Vet-
erans, analyzing opportunities for collaboration within Federal, state, local, tribal, 
and non-government entities. The Roadmap will buildupon the National Strategy for 
Preventing Veteran Suicide as its foundation and is currently, through environ-
mental scans, identifying other initiatives across governmental agencies and States, 
counties, and communities Nation-wide as potential strategies to include within the 
roadmap. The National Strategy will continue to be the beacon for public health 
strategies across the Nation for Veteran suicide prevention. 

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. THOM TILLIS TO 
U.S. DEPARTMENT OF VETERANS AFFAIRS 

Question 1. Does VA have a position on S. 1563, the Janey Ensminger Act of 
2019? Does VA oppose any specific provisions of the Janey Ensminger Act? If so, 
which provisions does VA oppose and why? 

Response. VA is now preparing full views on the Janey Ensminger Act of 2019, 
which will be provided to the Committee separately. 
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Question 2. If enacted, could VA fully implement the Janey Ensminger Act, as 
written? If not, could you please provide Technical Assistance that would enable VA 
to fully implement the Act? 

Response. VA’s pending formal views on the bill will address potential implemen-
tation issues with the Janey Ensminger Act of 2019. VA will be glad to provide tech-
nical assistance to the Committee, although, as always is the case with such assist-
ance, we cannot guarantee that satisfactory language can be found to mitigate spe-
cific concerns. 

Question 3. If VA and ATSDR found evidence supporting a causal link between 
Camp Lejeune toxic exposure in utero with birth defects (such as Congenital Heart 
Disease), would VA have the authority to furnish hospital care and medical services 
to said dependent, and would VA have the authority to reimburse for such hospital 
care or medical services provided to a family member? 

Response. Birth defects, including congenital heart disease, is not one of the 15 
illnesses and conditions identified in 38 United States Code (U.S.C.) 1710(e)(1)(F). 
VA’s authority to furnish health care to family members of Veterans who resided 
at Camp Lejeune, North Carolina during the specified time period is limited to hos-
pital care and medical services ‘‘for any of the illness or conditions described’’ in sec-
tion 1710(e)(1)(F). As such, VA could not, under its existing authority at 38 U.S.C. 
1787, furnish hospital care and medical services to a dependent for birth defects 
such as congenital heart disease even if VA and the Agency for Toxic Substance and 
Disease Registry found evidence supporting a causal link between such birth defects 
and Camp Lejeune toxic exposure in utero. Accordingly, VA would not have the au-
thority to provide payment or reimbursement for such hospital care or medical serv-
ices provided to a family member for such a condition under the Camp Lejeune 
Family Member Program. 

Question 4. Would VA support the establishment of a registry of servicemembers 
exposed to contaminated water at Camp Lejeune, similar to the existing VA Air-
borne Hazards and Open Burn Pit Registry? 

Response. If the question is asking whether VA would support legislation estab-
lishing such a registry, VA would need to review specific statutory language before 
it could advise on whether it would support such a bill. 

Question 4a. Does VA currently have the authority to implement such a registry, 
or would it need additional statutory authority to do so? 

Response. VA has authority to initiate such a registry; however, it would require 
extensive coordination with other executive branch agencies and additional funding. 
We do not believe establishment of a new registry is necessary. The U.S. Marine 
Corps already maintains and regularly uses an extensive registry database of names 
and addresses for the purpose of notifying Veterans and family members who lived 
at Camp Lejeune during the period of concern. 

We also should note that for the sake of future research, there are significant in-
herent limitations in the use of registries to draw inferences regarding the presence 
or strength of an association between an exposure and a health outcome. Recall 
bias, self-reporting bias, and self-selection bias all severely hinder the use of registry 
data in research of this kind. Camp Lejeune Veterans and family members are best 
served in this regard by well-designed, state-of-the-art epidemiologic studies. 

RESPONSE TO POSTHEARING QUESTIONS SUBMITTED BY HON. PATTY MURRAY TO 
U.S. DEPARTMENT OF VETERANS AFFAIRS 

Question 1. Please provide and explain VA’s cost estimate for S. 318, the VA New-
born Emergency Treatment Act, including: 

Question 1a. What is the average cost of medically necessary transportation by 
mode and projected number of cases that were used to calculate the estimates? 

Response. In Fiscal Year (FY) 2020, VA estimates that approximately 3,523 Vet-
erans/newborns will access ground ambulance transportation for either delivery and 
subsequent care of the newborn or for treatment of a newborn or Veteran that can-
not be provided by the initial treating facility. VA calculated an average specialty 
care ground ambulance rate of $1,068.35 per one-way transport based on data in 
the Ambulance Fee Schedule (AFS) Public Use Files of the Centers for Medicare & 
Medicaid Services (CMS). 

Additionally, it is estimated that approximately 293 Veterans/newborns will re-
quire air ambulance transportation either delivery and subsequent care of the new-
born or for treatment of a newborn or Veteran that cannot be provided by the initial 
treating facility. VA calculated an average air ambulance rate (averaged across both 
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fixed wing and rotary wing air ambulances) of $2,684.04 per one-way transport 
based on CMS data. 

An annual inflation rate of 3.9 percent for the cost of air and ground ambulance 
costs were applied to estimate the FY 2021 through FY 2029 costs. 

Question 1b. How many cases of newborns needing care beyond seven days does 
this estimate project would be covered under this bill? 

Response. We estimate that there will be 647 newborn deliveries needing care be-
yond 7 days in FY 2020, increasing to 672 in FY 2021, and then slowly declining 
to 559 in FY 2029 as the female Veteran population ages. 

Question 1c. What is the average cost of care for newborns that would be covered 
under this bill, average cost of care beyond seven days, and average length of stay 
for newborns in these situations? 

Response. The estimated average cost of care for each newborn staying more than 
7 days is $114,000 in FY 2020. Of this amount, approximately $25,000 per newborn 
is already covered through the current newborn benefit, leaving an additional cost 
of approximately $89,000 per newborn. The average length of stay for those admits 
over 7 days is 29 days. 

Question 1d. What other factors or data were taken into account to calculate this 
estimate? 

Response. This estimate considers projected changes in the number and age dis-
tribution of female VHA enrollees to determine expected births. We then use VA 
data on newborn care together with publicly available data on newborn lengths of 
stay to estimate the number of newborns requiring a length of stay greater than 
7 days and the associated number of additional bed days of care; this estimate ac-
counts for a higher expected morbidity risk associated with the Veteran enrollee 
population. For ground and air ambulance transportation, costs are based on the ap-
plicable CMS average specialty ambulance rates. 
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1 https://www.usich.gov/solutions/collaborative-leadership/mayors-challenge 

A P P E N D I X 

PREPARED STATEMENT OF HON. RICHARD BURR, 
U.S. SENATOR FROM NORTH CAROLINA 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, MEMBERS OF THE SENATE COM-
MITTEE ON VETERANS AFFAIRS, Thank you for the opportunity to submit testimony 
regarding S. 980, the Homeless Veterans Prevention Act and S. 1563, the Janey 
Ensminger Act. 

The Homeless Veterans Prevention Act is dedicated to reducing the root causes 
of homelessness in the veteran population. In 2017, the Department of Housing and 
Urban Development (HUD) released data that revealed roughly 40,000 veterans 
were living on the street, representing a 57% decline since 2010. VA reports indicate 
almost half a million veterans and their families have been permanently housed, re-
housed, or prevented from homelessness from 2010 to 2017. This is an encouraging 
trend, but effectively ending the problem must be about facilitating greater self-de-
termination, not just residential stability. 

As a Senator for North Carolina, I’m proud of the tremendous leadership and gen-
erosity that communities in my state have shown to address the homeless veteran 
issue. With one of the largest veteran populations in America, North Carolina has 
a lower rate of homelessness than the national average, and serves as a model for 
the reforms S. 980 would direct the Veterans Administration to implement. The 
North Carolina Bar Association has helped provide attorneys that volunteer their 
time at the Salisbury VA Medical Center and the Fayetteville Vet Center, where 
they cover a variety of civil legal areas. Perhaps not coincidentally, Forsyth and 
Cumberland counties, which house the Fayetteville and Salisbury VA markets, 
boast an effective rate of zero homeless veterans.1 

Moreover, law schools at North Carolina Central University, the University of 
North Carolina at Chapel Hill, and Wake Forest University, all have veteran-spe-
cific legal clinics that focus on military record correction and discharge upgrades. 
Recently, a North Carolina Vietnam veteran came to one of these clinics with an 
Other Than Honorable (OTH) discharge for misconduct related to PTSD. Until he 
sought these legal services that assisted him with a discharge upgrade, he was un-
able to receive mental healthcare and benefits he needed. S. 980 includes a provi-
sion that would authorize VA to engage in public-private partnerships on a con-
tinuing basis with entities to provide vital legal services such as these to homeless 
veterans. 

Time and again, my staff and I hear from veterans who have been unable to fully 
participate in existing programs because their children were not allowed to live in 
the transitional housing or in-patient domiciliary care. S. 980 addresses this short-
coming, increasing the availability of housing for homeless veterans with 
dependents. 

S. 980 repeals the sunset on the authority of the VA and the Department of Labor 
to carry out referral and counseling services for veterans transitioning from certain 
institutions, including penal institutions. North Carolina has had great success with 
the system of Veteran’s Treatment Courts in the State. Since receiving a Federal 
grant in 2016, Harnett County’s Veteran’s Court sees veterans from as far away as 
70 miles. Forty-four veterans made their way through the program last year, and 
although the judges who sentence some of these veterans cannot reduce a minimum 
sentence, many of the veterans stay in the program to help resolve their issues long- 
term. Incarcerated veterans certainly represent a group that have been more prone 
to legal issues, and could use help to get their life back on track after they serve 
their sentence. Finally, the bill directs the Comptroller General to assess and meas-
ure the capacity of programs for entities that receive grants or per-diem payments 
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to assist homeless veterans, and use that information to ensure those programs are 
serving the needs of these veterans effectively. 

The Homeless Veterans Prevention Act is a bi-partisan bill, and I am pleased that 
the American Legion, VFW, and several legal service providers and organizations 
like the American Bar Association have offered their support. Surely everyone can 
agree—the downward trend in homelessness among our Nation’s veterans popu-
lation has been remarkable. But we can, and should, do more. S. 980 would address 
four of the top ten unmet needs among our homeless veteran population, and I urge 
Committee members to support its passage. 

S. 1563, the Janey Ensminger Act of 2019, is another common-sense, bipartisan 
bill included in today’s hearing. As a result of the Camp Lejeune Families Act of 
2012, the Department of Veterans Affairs extends health care to veterans and reim-
burses medical expenses for qualified family members who have diseases and condi-
tions that resulted from exposure to contaminated well-water at Camp Lejeune. If 
enacted, the Janey Ensminger Act would require the Agency for Toxic Substances 
and Disease Registry (ATSDR) Administrator to more frequently review scientific 
literature related to exposure of contaminated well-water at Camp Lejeune and spe-
cific illnesses or conditions incurred by individuals who served or lived there for not 
fewer than 30 days between 1953 and 1987. Furthermore, the Administrator would 
be required to categorize the level of evidence for these conditions, and publish the 
information on the Health and Human Services’ (HHS) website. 

The transparency that would result from the passage of the Janey Ensminger Act 
is critical because, despite ATSDR determining that a number of cancers and other 
health conditions were caused by the Camp Lejeune water contamination, the Vet-
erans Administration continues to challenge these findings. This bill will remove the 
Veterans Administration’s ability to deny, delay, or dispute the health care benefits 
owed veterans and their family members who are sick because of exposure to a toxic 
substance at Camp Lejeune. Care for veterans and their families should not be fur-
ther delayed by the VA’s failure to accept ATSDR’s findings. 

Thank you again to the Chairman and Ranking Member for the opportunity to 
submit written testimony, and I appreciate this Committee’s consideration of S. 980 
and S. 1563. These proposals ensure we keep our promise to support the brave men 
and women who have volunteered to protect and served this great Nation. Thank 
you. 

PREPARED STATEMENT OF HON. MARCO RUBIO, 
U.S. SENATOR FROM FLORIDA 

Chairman Isakson and Ranking Member Tester, thank you for scheduling today’s 
hearing, which includes the Better Examiner Standards and Transparency for Vet-
erans (BEST for Vets) Act. I am proud to have worked with Senator Sinema on this 
bipartisan legislation, and I appreciate your consideration today. 

To determine a veteran’s eligibility for disability compensation, the Veterans Ben-
efits Administration (VBA) often relies on information gathered as part of a medical 
disability examination (MDE). The VBA has increasingly relied on contractors to 
conduct a large portion of these MDEs in an effort to avoid delays in the disability 
claim process. 

Last year, media reports revealed that contract physicians with revoked medical 
licenses have been performing MDEs on behalf of the Department of Veterans Af-
fairs (VA). For example, in my home state of Florida, a physician was conducting 
MDEs on behalf of the VA despite the fact that her medical license had been re-
voked in two other states and was on probation in another due to a Federal tax 
fraud conviction. A loophole in current law is allowing this to happen. This is unac-
ceptable, and legislation is needed. The BEST for Vets Act would address this issue 
by ensuring only licensed health care providers are conducting medical disability ex-
aminations on behalf of the VA. 

Health care providers who have had their medical licenses revoked have no busi-
ness conducting MDEs that determine the benefits that our Nation’s heroes receive. 
Our veterans not only deserve the highest quality care, but they have earned it. 

I would like to thank the Veteran Service Organizations supporting this legisla-
tion, including Paralyzed Veterans of America, Veterans of Foreign Wars, and Dis-
abled American Veterans. 

I appreciate the Committee’s consideration of the BEST for Vets Act and look for-
ward to working together to pass this important, bipartisan bill. 
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PREPARED STATEMENT OF AMERICAN FEDERATION OF GOVERNMENT EMPLOYEES, 
AFL-CIO 
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PREPARED STATEMENT OF JOSEPH CHENELLY, EXECUTIVE DIRECTOR, AMVETS 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE SENATE 
COMMITTEE ON VETERANS AFFAIRS, I appreciate the opportunity to present you with 
our views on proposed legislation in the Senate. 

As the largest veteran nonprofit to represent all of our Nation’s veterans, we are 
dedicated to pursuing those issues that are most negatively affecting our veterans 
or that stand to provide the greatest positive benefit to them. As such, the three 
most pressing issues AMVETS is working to address this Congress are: addressing 
the mental healthcare crisis and suicide epidemic, addressing the critical needs of 
women veterans, and providing timely access to high-quality healthcare. We are 
pleased that the Committee is taking time today to discuss legislation that will af-
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fect all three of those categories and we are proud to put our support behind a num-
ber of those bills. 

PRIORITIZE THE MENTAL HEALTH EPIDEMIC 

There are two pieces of legislation referring to the mental health epidemic that 
we will address today. One of these bills is a common sense change that would 
amend Title 38 to allow the VA to furnish mental health services to members of 
the reserve components of the Armed Forces. The other bill is a comprehensive piece 
that would improve care during transition, provide suicide prevention resources, 
launch programs and studies on mental health, increase oversight of VA’s mental 
health care and suicide prevention efforts, enhance VA’s medical workforce and tele-
health services, and many other components that we know all factor into providing 
our veterans with the mental health services they need. 

AMVETS is pleased to support S. 711—CARE for Reservists Act of 2019. S. 711 
allows the Department of Defense to fund needed behavioral or mental healthcare, 
regardless of whether that reservist is within his or her pre-deployment window or 
has never deployed at all. This bill also allows members of the Guard and Reserve 
to access Vet Centers for mental health screening and counseling, employment as-
sessments, education training and other services to help them return to civilian life. 

AMVETS specifically supports Section 5 of this bill which requires the Secretary 
of Veterans Affairs to report back to the Committee on the increase of the number 
of individuals that use readjustment counseling or outpatient mental health care 
from the Department of Veterans Affairs. We believe it is crucial that the VA col-
lects and shares data on their mental health practices. We urge the Committee to 
take this report even a step further by requiring VA not only to report on the num-
ber veterans using their care, but to report on how effective this care was for them. 
Congress could gauge this effectiveness by requiring VA to track symptom reduc-
tion, quality of life/stress management, and posttraumatic growth and cognitive 
flexibility by using the instruments: DASS–21 (Depression Anxiety Stress Scale), 
The Insomnia Severity Index (ISI), The Brief Michigan Alcoholism Screening Test 
(bMAST), The Positive and Negative Affect Schedule (PANAS), Couples Satisfaction 
Index (CSI), Perceived Stress Reactivity Scale (PSRS), The Ego Resiliency Scale 
(ER89), The Posttraumatic Growth Inventory-Expanded (PTGI-X), The Integration 
of Stressful Life Experiences Scale (ISLES), The Self Compassion Scale-SF (SCS- 
SF), and The Gratitude Questionnaire-Six Item (GQ–6). Further, the effectiveness 
of treatments utilized by VA should be measured over significant periods of time, 
perhaps every 6 months for two years, not only for short durations following their 
treatments. Most evidence based practices limit their scope of study to the effective-
ness of treatments within 90 day windows and we simply don’t believe this is an 
accurate portrayal of the real effectiveness of these treatments. 

AMVETS is pleased to support S. 785, The Commander John Scott Hannon VA 
Mental Health Improvement Act, which addresses all three of AMVETS legislative 
priorities. This Congress, our organization is dedicated to finding legislative solu-
tions for the mental health and suicide epidemic, women veterans, and veteran 
health care access. The Commander John Scott Hannon VA Mental Health Improve-
ment Act is a positive start to Congress’ and VA’s duty to address these challenges. 
The Commander John Scott Hannon VA Mental Health Improvement Act seeks to 
improve VA mental health care by improving care during transition, providing sui-
cide prevention resources, launching programs and studies on mental health, in-
creasing oversight of VA’s mental health care and suicide prevention efforts, and en-
hancing VA’s medical workforce and telehealth services. 

However, there is a great deal of room for improvement, and we are concerned 
that the legislation offers particular emphasis on increased ‘‘access’’ to traditional 
mental health models, while offering few meaningful changes to explore alternatives 
that are having better outcomes. We have been chasing the ‘‘access fallacy’’ for over 
a decade, while Congress has failed to articulate why most veterans will never select 
VA mental healthcare in the first place, and those that do quickly stop utilizing the 
treatment, or why those that do largely retain their diagnoses, or in worse case sce-
narios utilize VA healthcare and still commit suicide, as was the case with John 
Scott Hannon. Little is known about the true proportion of veterans who have re-
ceived VA services only to later commit suicide. VA has been highlighting a ques-
tionable figure of ‘‘only’’ 6 of 20 veterans who commit suicide were actively utilizing 
the VA in the past two years. 

AMVETS is particularly supportive of Section 203 regarding Post-traumatic 
Growth (PTG) Partnerships. PTG is defined as a positive change after experiencing 
trauma, including an increased appreciation for life, improved relationships with 
others, a realization of new possibilities in life, increased personal strength, and 
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spiritual change. We have been compelled by the limited but significant approach 
of groups like Boulder Crest that are looking at how their programs affect veterans 
over as many as 18 months, not within a limited scope of 90 days. They have fo-
cused on helping veterans live their best lives versus the existing focus on 
symptomology reduction and endless research, which surprisingly is scant in its 
abilities to show increases in the quality of veterans life over time. We have faith 
that programs like this will help our veterans, while the Clay Hunt report gives us 
little reason to believe that our traditional approach is providing any meaningful 
outcomes as the data therein and the continued suicides state that it does not. 

AMVETS is pleased that this bill recognizes the need for gender-specific treat-
ment, includes funding for telehealth services that will reach rural veterans, ex-
pands health care options to other than honorable veterans, and requires VA to de-
velop and track their goals and objectives regarding suicide prevention. 

However, while this is a strong start to the issues plaguing VA mental health 
care, AMVETS will not be satisfied with legislative action that simply calls for more 
reports on the same methodologies to be provided back to the Committee 4 years 
from now as was done with the ‘‘2018 Annual Report: VA Mental Health Program 
and Suicide Prevention Services Independent Evaluation’’ required by the Clay 
Hunt SAV Act. In the interim of that 4 year period, more than 24,000 veterans lost 
their lives, while suicide at DOD has grown to record highs only to see little effort 
given by Congress to explore the effectiveness of existing practices at VA. Veterans 
can no longer tolerate Congress and VA relying on the fallacy of sunk costs when 
it comes to finding effective mental health treatments for our Nation’s veterans. 

CLOSING THE GAP FOR OUR WOMEN VETERANS AND SERVICEMEMBERS 

AMVETS thanks the Committee for recognizing the unique challenges women 
face during their service and after. Women are the fastest growing group of vet-
erans, and we must find a way to give VA facilities the ability to provide equitable 
care or services to women veterans. There are two pieces of legislation to be dis-
cussed today that we believe will positively support our women veterans. 

AMVEST supports S. 318—VA Newborn Emergency Treatment Act. This bill 
clarifies that the VA can cover the costs of transportation for newborn babies of cer-
tain women veterans. The Act ensures that qualified newborns do get access to VA 
covered medical care and, importantly, waives any outstanding debt women vet-
erans may face with medically-necessary emergency transportation services for a 
newborn incurred by the veteran. 

AMVETS is pleased to see Section 506 included in the bill. Section 506 requires 
the VA to submit a report to Congress on the staffing of VA relating to the treat-
ment of women. This Section of the bill will importantly require the VA to report 
on the number of women’s health centers, the number of patient aligned care teams 
of the Department relating to women’s health, the number of full- and part-time 
gynecologists of the Department, the number of designated women’s health care pro-
viders of the Department, the number of health care providers of the Department 
who have completed a mini-residency for women’s health care through Women Vet-
erans Health Care Mini-Residency Program of the Department during the one-year 
period preceding the submittal of the report, and the number that plan to partici-
pate in such a mini-residency during the one-year period following such date, and 
the number of designated women’s health care providers of the Department who 
have sufficient female patients to retain their competencies and proficiencies. 

AMVETS supports S. 514—The Deborah Sampson Act. S. 514 was introduced to 
eliminate barriers to care and services that many women veterans face and would 
help ensure the VA can address the needs of women veterans who are more likely 
to face homelessness, unemployment, and go without needed health care. The Act 
expands group counseling for veterans and their family members and call centers 
for women veterans; increases the number of days of maternity care VA facilities 
can provide; increases the number of gender-specific providers in VA facilities, train-
ing clinicians, and retrofitting VA facilities to enhance privacy and improve the en-
vironment of care for women veterans; authorizes additional grants for organiza-
tions supporting low-income women veterans and increases resources for homeless 
women and their families; and improves the collection and analysis of data regard-
ing women veterans, expands outreach by centralizing all information for women 
veterans in one easily accessible place on the VA website, and requires the VA to 
report on the availability of prosthetics made for women veterans. 

This year AMVETS has urged DOD and VA to enhance their programs to ensure 
that women veterans receive high-quality, comprehensive primary and mental 
healthcare services in a safe and sensitive environment at every VA health-care fa-
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cility. S. 514 pushes this priority forward and that is why we support the passage 
and full implementation of this bill. 

TIMELY HIGH-QUALITY ACCESS TO HEALTH CARE 

The VA has pledged to serve our veterans’ health care needs, but the means to 
accessing this care is different for every veteran. We are pleased to now discuss with 
you our views on the proposed bills in today’s hearing that will affect veteran’s 
health care. 

AMVETS supports S. 123—Ensuring Quality Care for Our Veterans Act. S. 123 
requires the VA to enter into a contract with an organization to conduct a clinical 
review for quality management of hospital care or medical services furnished by cov-
ered providers. If this review comes to show that the standard of care was not met 
during an episode of care, the VA will notify the individual who received such care 
from the provider. 

AMVETS supports S. 221—Department of Veterans Affairs Provider Account-
ability Act. S. 221 requires that whenever the VA brings charges based on conduct 
or performance against a 7401 (1) employee and as a result of those charges a major 
adverse action is taken against the employee, the VA will transmit to the National 
Practitioner Data Bank and the applicable State licensing board the name of the 
employee, a description of the major adverse action, and a description of the reason 
for the major adverse action. 

AMVETS supports S. 450—Veterans Improved Access and Care Act of 2019. At 
the end of last year, the VA had 49,000 vacancies. We know a veteran’s access to 
care will be affected when there is no medical professional working in the specialty 
of care they need. AMVETS realizes that the best healthcare option for veterans will 
provide a strong, well run, and fully staffed VA first. AMVETS will support any leg-
islation that provides a solution to VA’s high rate of vacancies, a simply unaccept-
able situation. 

S. 450 requires the VA to carry out a pilot program to expedite the onboarding 
process for new medical providers. The goal of the program is to reduce the length 
of time onboarding to no more than 60 days. The VA shall also submit a strategy 
to Congress on ways to reduce the duration of the hiring process for licensed profes-
sional medical providers. 

AMVETS supports S. 850—Highly Rural Veteran Transportation Program Exten-
sion Act. There are an estimated 4.7 million rural and highly rural veterans who 
face a unique combination of factors that create disparities in health care not found 
in urban areas, such as inadequate access to care. Rural residents only account for 
17 percent of the entire U.S. population, yet more than 44 percent of recruits come 
from rural areas and more than 460,000 are veterans of Iraq and Afghanistan. 

S. 850 extends the authorization of appropriations to the VA for the purposes of 
awarding grants to VSO’s for the transportation of highly rural veterans. AMVETS 
recognizes in the strongest terms the need for appropriate levels of funding to care 
for the physical and mental health care of rural and highly rural veterans. We know 
transportation is critical to veterans who need to access this care. We will continue 
to advocate for rural veterans and support legislation that addresses the gaps in 
care for rural and highly rural veterans. 

AMVETS supports S. 1101—Better Examiner Standards and Transparency for 
Veterans Act of 2019. We are pleased that this legislation was introduced after re-
ports surfaced that physicians with revoked medical licenses were conducting MDEs 
for the VA because of a loophole in current law. We also urge the House Committee 
on Veterans Affairs to introduce a companion bill in their chamber to fix this 
loophole. 

S. 1101 ensures that only licensed health care providers furnish disability exami-
nations under a certain VA pilot program for the use of contract physicians for dis-
ability examinations. 

AMVETS supports S. 1154—Department of Veterans Affairs Electronic Health 
Record Advisory Committee Act. The VA is currently undertaking a decade-long 
transition to bring veterans’ health records into the 21st century by ensuring that 
veterans can have access to a seamless electronic health record across the VA and 
Department of Defense health systems. 

S. 1154 establishes an advisory committee on the implementation of the VA’s elec-
tronic health record. The 11-member Committee would operate separately from the 
Departments of Veterans Affairs and Defense and would be made up of medical pro-
fessionals, Information Technology and interoperability specialists, and veterans 
currently receiving care from the VA. The Committee will analyze the VA’s strategy 
for implementation, develop a risk management plan, tour VA facilities as they 
transition to the new system and ensure veterans, VA employees and medical staff, 
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and other participants have a voice in the process. The Committee will meet with 
the VA Secretary at least twice a year on their analysis and recommendations for 
implementation. 

AMVETS supports The Janey Ensminger Act of 2019. This act was named for 
Janey Ensminger, daughter of Marine Corps member Jerry Ensminger, who died 
from leukemia when she was just nine years old. Years later, her father discovered 
that she likely developed cancer after exposure to contaminated water at Camp 
Lejeune in North Carolina, where his family lived when Janey was born. As many 
as 900,000 may have been exposed to toxic contaminants in the water at the base 
between 1953 and 1987. The Janey Ensminger Act makes it possible for non-mili-
tary family members to apply for VA benefits for healthcare related to exposure to 
these toxins. This bill amends the Public Health Service Act to direct the Agency 
for Toxic Substances and Disease Registry to review the scientific literature relevant 
to the relationship between the employment or residence of individuals at Camp 
Lejeune, North Carolina, for at least 30 days during the period 1953 to 1987, and 
specific illnesses or conditions incurred by those individuals and determine whether 
and to what extent the evidence shows that toxic substance exposure is a cause of 
an illness or condition; and publish and update a list of each illness and the cat-
egorization of evidence for which a determination of cause has been made. 

AMVETS aggressively urges Congress and the Department of Veterans Affairs to 
invest adequate resources to fully research, diagnose, and treat conditions associ-
ated with toxic exposures. Any significant developments stemming from the pre-
viously mentioned activities should be shared with veterans as it becomes available. 
AMVETS encourages the VA to extend presumptive service-connection to all vet-
erans suffering from conditions associated with toxic exposures while serving in the 
military. 

There are several bills that were considered at this hearing that did not fall under 
the scope of our three main priorities. Although they are not our top priority, we 
believe S. 857, S. 980, S. 524, S. 746, S. 805, and Mr. Cassidy’s draft bill on edu-
cation assistance cover important topics and we offer no objection to them. 

CONCLUSION 

Chairman Isakson, Ranking Member Tester, and Members of the Committees, I 
would like to thank you once again for the opportunity to present the issues that 
impact AMVETS’ membership, active duty servicemembers, as well as all American 
veterans. As the VA continues to evolve in a manner that can improve access to ben-
efits and healthcare, it will be imperative to remember the impact that any changes 
to those systems have on millions of individuals who defended our country. We can-
not stress enough the need to preserve and strengthen the VA as a whole, across 
all administrations, in order to ensure the agency can deliver on President Lincoln’s 
sacred promise now and in the future. 

JOINT WRITTEN TESTIMONY OF HON. TIM S. MCCLAIN, CHAIRMAN, BOARD OF DIREC-
TORS; AND MR. JAMES LORRAINE, PRESIDENT & CEO, AMERICA’S WARRIOR PART-
NERSHIP, AUGUSTA, GA 

Testimony in Support of: 
• S. 318 To authorize the Secretary of Veterans Affairs to furnish medically nec-

essary transportation for newborn children of certain women veterans.’’ 
• S. 514 To amend title 38, United States Code, to improve the benefits and services 

provided by the Department of Veterans Affairs to women veterans, and for 
other purposes. 

• S. 524 To establish the Department of Veterans Affairs Advisory Committee on 
Tribal and Indian Affairs and for other purposes. 

• S. 711 To amend title 38, United States Code, to expand eligibility for mental 
health services from the Department of Veterans Affairs to include members 
of the reserve components for the Armed Forces, and for other purposes. 

• S. 785 Commander John Scott Hannon Veterans Mental Health Care Improve-
ment Act of 2019 

• S. 805 Veterans Debt Fairness Act of 2019 
• S. 850 Highly Rural Veteran Transportation Program Extension Act 
• S. 857 A bill to amend title 38, United States Code, to increase the amount of spe-

cial pension for Medal of Honor recipients, and for other purposes. 
• S. 980 Homeless Veterans Prevention Act of 2019 
• A bill to amend title 38, United States Code, to extend the authority of the Sec-

retary of Veterans Affairs to continue to pay educational assistance or sub-
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sistence allowances to eligible persons when educational institutions are tem-
porarily closed, and for other purposes. 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE COM-
MITTEE: Thank you for the opportunity to provide testimony today on several pieces 
of proposed legislation that offer the potential to have a tremendous impact on our 
Nation’s veterans. I am Tim McClain and have had the honor of serving our country 
on active duty for more than 20 years as a Navy Surface Warfare Officer and JAG 
Corps Officer, and the privilege of serving as a former General Counsel for the U.S. 
Department of Veterans Affairs (VA). 

I am currently the Chairman of the Board of Directors of America’s Warrior Part-
nership, a nonprofit organization serving veterans and their families. Our mission 
at America’s Warrior Partnership is to empower communities to empower veterans. 
Our approach to the mission takes many forms, but it starts with connecting com-
munity organizations with local veterans to understand their unique needs and situ-
ations. After gaining this knowledge, we connect local veteran-serving organizations 
with the appropriate resources, services, and partners that the veteran requires. 
Our ultimate goal is to create a better quality of life for all veterans. 

Our Community Integration model provides the framework for organizations to 
conduct proactive outreach to veterans and holistically serve all of their needs. We 
have seen incredible results from this model, which has established relationships 
with more than 48,000 veterans since February 2014 in our eight Affiliate Commu-
nities across the country. Proactive outreach is having a tremendous impact on 
these veterans. More than 90% of our veterans self-report that America’s Warrior 
Partnership’s proactive engagement and support give them a greater level of overall 
satisfaction, and they believe their community cares about their well-being. Amer-
ica’s Warrior Partnership’s Community Integration model works. 

Providing testimony with me today is the president and CEO of America’s Warrior 
Partnership, Mr. Jim Lorraine, who is also a veteran of our great country having 
served for 22 years as an Air Force Officer and Flight Nurse. Before founding Amer-
ica’s Warrior Partnership, Mr. Lorraine served as the founding director of the 
United States Special Operations Command Care Coalition, a wounded warrior ad-
vocacy organization recognized as the gold standard in supporting more than 4,000 
special operations force wounded, ill, or injured and their families. He has also 
served as Special Assistant for Warrior and Family Support to the Chairman, Joint 
Chiefs of Staff, during which time he transformed the Chairman’s ‘‘Sea of Goodwill’’ 
concept into a strategy. Mr. Lorraine will provide America’s Warrior Partnership’s 
testimony regarding four pieces of proposed legislation. 

Thank you, Mr. McClain. In my testimony today, I will address a number of the 
draft legislative proposals related to our work at America’s Warrior Partnership. As 
an organization that has developed, operated, and replicated community-based vet-
eran serving programs throughout the Nation we recognize the positive impact a 
community integration approach has on the hopefulness and improved quality of life 
for the veterans, their families, and their communities. To help frame our testimony 
related to the legislation you are considering I would like to share what we’ve 
learned from veterans across the country. Every month we measure the services 
being sought and successfully provided to over 48,000 veterans across the Nation 
additionally, through our annual survey of the same population we correlate the ho-
listic services they are seeking with their level of hopefulness or hopelessness. We’ve 
learned that 49.7% of veterans surveyed are seeking greater opportunities for recre-
ation or sports, 45% are seeking networking with other veterans, and 35% are seek-
ing volunteer opportunities. Additionally, access to Veterans Affairs benefits and 
better employment opportunities round out the top 5 opportunities that veterans are 
seeking. 

When looking at the veteran’s level of hope our research indicates that 56% of vet-
erans are very hopeful or what we call ‘‘thriving,’’ with 32% hopeful or what we call 
‘‘in transition,’’ and 13% of veterans as hopeless or ‘‘stuck.’’ This 13% is consistent 
across our communities regarding the percentage of veterans who are seeking crit-
ical life services. In our research, we correlate the veterans level of hope with the 
services they are seeking. Those that are thriving are seeking networking with other 
veterans, better employment, and improved education. Those in transition are seek-
ing short term financial assistance, legal support, and housing. While those veterans 
who are struggling are seeking access to transportation, short-term financial assist-
ance, spiritual support and legal assistance. To summarize our research, those who 
have access to transportation are 22% more hopeful than those who do not. Those 
veterans with self-sustained housing are 13% more hopeful than those who do not 
have stable housing. Those veterans with a Bachelor’s Degree or higher are 10% 
more hopeful than those without a college degree. And those with access to 
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healthcare (86.4% of veterans surveyed have health insurance) are 13% more hope-
ful than those without health insurance. 

I provide this information to the Committee to frame America’s Warrior Partner-
ship’s support of legislation that builds stronger more collaborative communities 
around veteran employment as captured in S. 785 but would suggest we look beyond 
encouraging community-based collaboration around a single issue and rather focus 
on holistically improving veterans hope and quality of life. We strongly support leg-
islation that builds on a plan to improve the quality of life for all veterans and their 
families through alternative care, recreational therapy, and engagement outside of 
the Veterans Affairs services. 

We feel that changing the eligibility criteria for Veterans Affairs care for Dishon-
orable and Other Than Honorable as written in S. 785, Section 104 would help those 
with this characterization of discharge, but should be re-thought due to the fact that 
millions of honorably discharged veterans who served without adverse impact are 
not eligible for Veteran’s Affairs care and should be first for eligibility modification. 

While we agree with the services outlined in S. 785, Section 102 for transition 
services we feel that without corporate and educational institutions acknowledging 
the skills acquired within the military the services that are outlined do not fully 
meet the transition needs of the veterans. 

Last, we completely support both the S. 857 A bill to amend title 38, United 
States Code, to increase the amount of special pension for Medal of Honor recipi-
ents, and for other purposes and a bill to amend title 38, United States Code, to 
extend the authority of the Secretary of Veterans Affairs to continue to pay edu-
cational assistance or subsistence allowances to eligible persons when educational 
institutions are temporarily closed, and for other purposes. It is vital that we sup-
port those we recognize as providing the greatest sacrifice to our Nation. We also 
must recognize that those using their GI Bill must have the stability of income dur-
ing the most trying periods of natural disaster or government shut-down that are 
beyond their control or ability to plan. 

I appreciate the opportunity to comment on these critical areas and will now let 
Mr. McClain conclude our testimony. 

Thank you, Mr. Lorraine. Chairman Isakson, thank you for inviting us to provide 
testimony today. We are both honored and pleased to have this opportunity. Our 
mission is the same as the mission of this Committee: to ensure that all veterans 
are taken care of and provided the benefits that they have rightfully earned through 
their service to our country. There is much work to be done, and we look forward 
to continuing collaborating with the Department of Veterans Affairs and our part-
ners across the country to empower veterans from all walks of life as they transition 
to civilian life. Thank you again for the invitation to share our testimony today. 

PREPARED STATEMENT OF KEN FALKE, CHAIRMAN, BOULDER CREST & 
EOD WARRIOR FOUNDATION 

May is Mental Health Awareness Month, an opportunity to raise awareness of the 
millions of veterans—and Americans—battling mental health challenges, and per-
haps more importantly, to discuss what should be done to ensure these men and 
women can live great lives—filled with meaning, purpose, connection, and growth. 

When it comes to the subject of mental health and veterans, there is no doubt 
that much is done to raise awareness of their plight. However, far too little is done 
when it comes to talking about and taking action on the second part of the story— 
the journey from struggle to strength, pain to purpose, tragedy to triumph. 

As a 21-year US Navy service-disabled combat veteran, and the Chairman of the 
EOD Warrior Foundation and Boulder Crest, which owns and operates two pri-
vately-funded wellness centers—Boulder Crest Retreat Virginia and Boulder Crest 
Retreat Arizona—as well as the Boulder Crest Institute for Posttraumatic Growth, 
I have a unique perspective, from considerable personal and professional experience, 
on the struggles of veterans and their family members, and on their opportunities 
to grow in the aftermath of trauma. 

In March 1989, I was severely injured in a military parachuting operation. I broke 
my back in two places, dislocated my shoulder, and was knocked unconscious, suf-
fering a severe concussion. I was told that my military career was over. In Decem-
ber of the same year, I was back to full active duty primarily thanks to my personal 
motivation and a private medical resource—a chiropractor. You see, the Navy as-
signed me an E–3 physical therapist and bottles of pain killers and Motrin 800 mg. 
I am convinced that if I would have stuck to the Navy’s regime, I would have been 
discharged. I went on to do a full 21-year career and ultimately retired as a Master 
Chief Petty Officer, the Navy’ s senior enlisted rank. 
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In 1989, Chiropractors were looked upon as ‘‘witch doctors.’’ This is not the case 
today. My hope is that we can transform the mental health community like we have 
physical therapy and pain management and further hope that it doesn’t take 30 
years! 

On that front, I am heartened by the language included in S. 785 related to 
Posttraumatic Growth, and I am grateful for the opportunity to share some of what 
we are learning on our journey. 

BOULDER CREST RETREAT VIRGINIA 

In September 2013, we opened Boulder Crest Retreat Virginia—the Nation’s first 
privately- funded wellness center dedicated exclusively to combat veterans and their 
families. Our vision was to create a place—and programs—where servicemembers 
and veterans could transform struggle into strength and growth and receive what 
they required to be as productive at home as they were on the battlefield. For our 
first nine months, we invited innovative nonprofits to use Boulder Crest Retreat 
Virginia, for free, as a platform to deliver their programs. These programs ran the 
gamut—from 1–15 days, clinical to non-clinical, focused on everything from Military 
Sexual Trauma (MST) and Posttraumatic Stress Disorder (PTSD) to relationship 
and familial challenges. 

It soon became clear to us that these programs would not be sufficient to allow 
us to achieve our ambitious vision. Every program we witnessed struggled with four 
key challenges: 

First, the programs were, by their very nature, catch-and-release. Participants 
would come for 1–15 days, experience the program, and receive a pat on the back 
and warm wishes that everything would be different now. How to cope with their 
‘‘new normal’. Rarely was that the case. Second, there was no curriculum related 
to these programs—no sense of what was being done, or how one could scale effec-
tive programs. Third, there was little to no evaluation being conducted into efficacy 
of these programs. While we know that, in the words of Irwin Bernstein, ‘‘the plural 
of anecdote is not data,’’ far too often, these programs relied on anecdotes to dem-
onstrate effectiveness. Last, those who provided care or delivered programs were 
often ‘‘wounded healers,’’ people struggling with their own mental health issues and 
challenges, that significantly impaired their ability to connect with and guide 
others. 

In May 2014, leveraging all we had learned thus far, I began a journey to under-
stand what actually worked when it came to mental health, PTSD, and suicide. I 
was committed to ensuring that my brothers and sisters could live great lives and 
thrive in the aftermath of trauma. I traveled around the country and met with lead-
ing psychiatrists, psychologists, social workers, life coaches, and trauma experts. 
Time and time again, when I asked them, ‘‘What works to allow people to live great 
lives in the aftermath of trauma?’’—I was told, ‘‘Nothing.’’ 

In principle this is true because it is not what our mental health system—broadly 
speaking—is focused on accomplishing. The mental health system is nearly exclu-
sively focused on one thing when it comes to its clients and patients—managing and 
mitigating the symptoms associated with times of struggle; often through a com-
bination of medication and talk therapy. This approach is not working for far too 
many people—something made obvious by the highly distressing statistics around 
veteran’s mental health, and also by the words of one of the world’s most esteemed 
medical journals, the Journal of the American Medical Association (JAMA). 

In August 2015, JAMA called for a new and innovative approach to PTSD for vet-
erans. In January 2017, JAMA Psychiatry declared that, ‘‘These findings point to 
the ongoing crisis in PTSD care for servicemembers and veterans. Despite the large 
increase in availability of evidence-based treatments, considerable room exists for 
improvement in treatment efficacy, and satisfaction appears bleak based on low 
treatment retention . . . we have probably come about as far as we can with current 
dominant clinical approaches.’’ 

The first glimmer of hope I encountered on my journey would be found at the Uni-
versity of North Carolina, Charlotte, in the person of Dr. Richard Tedeschi. Dr. 
Tedeschi, along with his colleague, Dr. Lawrence Calhoun, coined the term 
Posttraumatic Growth (PTG) in 1995 to describe the ways in which people reported 
growth in areas of their life in the aftermath of traumatic events and experiences. 

I asked Dr. Tedeschi if he was interested in partnering with us to develop a train-
ing-based program for combat veterans that would, for the first-time ever, be de-
signed to cultivate and facilitate Posttraumatic Growth in those who were strug-
gling. Dr. Tedeschi agreed, and since 2014, we have been hard at work at the devel-
opment and delivery of Warrior PATHH. 
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WARRIOR PATHH AND PTG 

Warrior PATHH is an 18-month program that begins with a 7-day intensive and 
immersive residential initiation. The 7-day initiation is supported by Boulder Crest’s 
custom-built myPATHH technology platform, which connects and supports students 
through the remaining 77 weeks—providing ongoing training, connection, and 
accountability. 

Warrior PATHH trains combat veterans through the proven framework of PTG: 
educating them about the value of struggle and what stress and trauma do to the 
mind, body, heart, and spirit; teaching proven non-pharmacological techniques de-
signed to regulate thoughts and emotions; creating an environment of trust and 
safety to facilitate disclosure of past challenges from combat and pre-combat experi-
ences, which is supported by a delivery team composed primarily of combat vet-
erans; beginning to craft a new story that harnesses the lessons of the past and 
looks forward; and a renewed commitment to service—to one’s family, community 
and country—here at home. 

In January 2016, after more than two years of research, development, piloting, 
and success, the Marcus Foundation funded the development of the first-ever cur-
riculum effort designed to cultivate and facilitate Posttraumatic Growth. The cur-
riculum effort included Student and Instructor Guides, a Journal, Syllabus, and 
Schedule; four pilot programs; and an 18-month longitudinal study. 

The 18-month study, led by Dr. Tedeschi and Dr. Bret Moore, was completed in 
January 2019, focused on exploring the impact of Warrior PATHH in three key 
areas: Symptom Reduction, Quality of Life improvement, and Posttraumatic Growth 
experienced. With responses at the pre, post, 1, 3, 6, 12, and 18-month marks and 
the use of 24 well-respected and bespoke measurement tools, this effort represents 
one of the most robust evaluations of a mental health effort ever initiated. The eval-
uation effort included 8 Warrior PATHH Programs (49 students) and a response 
rate of 95 percent. Key highlights include: 

Symptom Reduction: 

• 54% sustained reduction in PTSD symptoms 
• 52% sustained reduction in depression symptoms 
• 41% sustained reduction in anxiety symptoms 
• 39% sustained reduction in Insomnia 
• 44% sustained reduction in drug use 
• 24% sustained improvement in positive emotions experienced; and 25% sus-

tained reduction in negative emotions experienced 

Quality of Life Improvement: 
• 14% sustained improvement in Couples Satisfaction 
• 33% sustained reduction in stress reactivity 
• 11% sustained improvement in physical activity 
• 26% sustained improvement in nutrition 
• 12% sustained improvement in financial wellness 

Posttraumatic Growth: 
• 56% sustained improvement in personal growth (PTG) 
• 78% growth in Spiritual-Existential Change 
• 69% growth in Deeper Relationships 
• 58% growth in New Possibilities 
• 36% growth in Personal Strength 
• 26% growth in Appreciation for Life 
• 32% sustained improvement in ability to change perspective/psychological flexi-

bility 
• 23% sustained improvement in capacity to integrate problematic life 

experiences. 
• 22% sustained improvement in self-compassion 
• 40% sustained increase in reading 
• 9% sustained decrease in disruption to core beliefs 
In short, we developed a program that achieved the vision that we set forth—to 

ensure combat veterans could be as productive at home as they were on the battle-
field, and live great lives—filled with passion, purpose, growth, connection, and 
service—at home. In response to this unparalleled success, we are now working with 
partners so that Warrior PATHH can be scaled to ten locations across the country. 
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SOLVING THE BIGGER PROBLEM 

Regarding PATHH as merely a program, however, is to miss the larger point. 
What we are learning along our journey about what did and didn’t work tran-
scended the normal divide between so-called clinical and non-clinical efforts. We had 
the opportunity to talk to and be guided by not just experts in the psychological and 
psychiatric community, but the very veterans we are seeking to help. What they told 
us speaks volumes about what would represent the new and effective approach that 
so many are calling for. They aren’t interested in being pathologized or reduced to 
a diagnosis or set of symptoms. They aren’t interested in accepting that times of 
struggle, despair, or trauma serve as limiting factors to a great life. They aren’t in-
terested in accepting their ‘‘new normal,’’ a life where they must grow accustomed 
to a diminished life, that is a fraction of what it once was. They aren’t interested 
in being permanently medicated, and living a life filled with a constant sense of 
numbness and disconnection that inhibits joy, connection, and purpose. 

What veterans are interested in is learning how to maximize the value of their 
struggle, training, and experiences. What they insist upon is training, support, ac-
countability, direction, and forward movement. What they deserve is the oppor-
tunity to grow and live great lives. 

The experts are saying we must have a new and innovative approach; and the 
veterans—voting with their feet—are too. We know that half of all veterans who 
might benefit from mental health will never go. That of those who do, between 50– 
80 percent will drop out of treatment before the protocol is finished. That of those 
who complete the protocol, only 40 percent will experience meaningful benefits— 
often just a minimal and short-lived reduction in symptoms. 

In a May 2017 editorial entitled ‘‘Changing Mindsets to Enhance Treatment Effec-
tiveness,’’ JAMA noted that ‘‘ . . . growth mindsets are also proving critical in health 
care. While more research is needed, what is clear is that instilling a growth 
mindset in patients about their belief in the capacity to change is an important pre-
cursor to health and healing.’’ The editorial also stated that, ‘‘Effective communica-
tion and the patient physician relationship are central—not superfluous—aspects of 
medical care.’’ 

The work that Boulder Crest has done over the past six years in applying, culti-
vating, and facilitating PTG is at the heart of the new and innovative approach that 
is required. It speaks to a philosophical and systemic approach that looks beyond 
current struggles, and toward a future that is authentic, fulfilling, and purposeful. 
This attitudinal distinction, combined with robust program evaluation and decades 
of research into PTG, serves as the foundation for such an approach, and has the 
potential to not only deliver results in PATHH programs, but to substantially en-
hance the effectiveness of current approaches. In large part, this is due to the rec-
ognition and strong evidence base demonstrating that patient education can be as 
or even more effective than therapeutic treatment. 

PTG AND VETERANS MENTAL HEALTH 

Something must change when it comes to mental health and veterans. For years 
now, we have done the same thing over and over again and expected a different re-
sult. As a bomb disposal technician, I cannot abide this. I come from a field where 
you don’t get the chance to make a mistake twice; a career field with the motto, 
‘‘Initial Success or Total Failure.’’ 

We must work toward new and innovative approaches—leveraging the legions of 
well- meaning mental health professionals, organizations, and peers—to drive better 
outcomes, and instill a sense of hope, possibility, and agency in veterans who strug-
gle. The focus of our efforts must be in line with what drove my wife and I to open 
Boulder Crest Retreat Virginia, nearly six years: to ensure that our Nation’s vet-
erans can live great lives. This means our focus must be far beyond preventing sui-
cide or marginal improvements in outcomes; our focus must be on ensuring we are 
training struggling veterans to understand and experience Posttraumatic Growth in 
their own lives because the opposite of suicide isn’t prevention, its creating a life 
worth living. 

To that end, Boulder Crest has partnered with the VA in an effort to train clini-
cians, peers, and front-line staff in the principles and practices related to PTG. But 
more must be done—and done quickly. As the leading organization focused on PTG 
in this country, and with a strong track record of success within the military and 
veterans community, we strongly support the language in S. 785, calling for the VA 
to enter into partnerships with nonprofit mental health organizations to facilitate 
Posttraumatic Growth among veterans. This language—and the possible impact— 
represents a strong start to exploring differential, and more growth-oriented ap-
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proaches to times of struggle, and to the mental health crisis surrounding our Na-
tion’s veterans. 

S. 785 is also noteworthy for its call for greater collaboration between the Depart-
ment of Defense and VA, another important gap in current approaches. The truth 
is that while the focus tends to be on VA when it comes to the subject of veterans, 
DOD plays a critical role, particularly when it comes to transition. While we believe 
that the transition language included in S. 785 would lead to meaningful improve-
ments related to community support, we also think that it is too narrow to be trans-
formative. 

The current transition approach is myopically focused on helping veterans get a 
job; a laudable and important next step, but not a panacea. If it were the answer— 
at a time of miniscule veteran’s unemployment—we would see dramatic improve-
ments in mental health statistics. But we are not. 

Transition is challenging for the vast majority of servicemembers—as dem-
onstrated by VA data showing that the largest mental health challenge for transi-
tioning servicemembers is not PTSD, it is depression. More notably, as Mobbs and 
Bonanno wrote in the Clinical Psychology Review: 

Recent population survey studies have suggested that 44% to 72% of Vet-
erans experience high levels of stress during the transition to civilian life, 
including difficulties securing employment, interpersonal difficulties during 
employment, conflicted relations with family, friends, and broader inter-
personal relations, difficulties adapting to the schedule of civilian life, and 
legal difficulties (Morin, 2011). Struggle with the transition is reported at 
higher, more difficult levels for post-9/11 veterans than those who served 
in any other previous conflict (i.e. Vietnam, Korea, World War II) or in the 
periods in between (Pew Research Center, 2011). Crucially, transition stress 
has been found to predict both treatment seeking and the later development 
of mental and physical health problems, including suicidal ideation 
(Interian, Kline, Janal, Glynn, & Losonczy, 2014; Kline et al., 2010). 

The military does a tremendous job when it comes to bringing people into the 
service in a relatively short period of time. The Marine Corps Museum boasts of how 
the Corps ‘‘transforms ordinary civilians into Marines.’’ When it comes time for the 
transition, we subject our transitioning servicemembers to a week of ‘‘death by 
PowerPoint.’’ 

We have had countless instances of a veteran who has transitioned poorly, self- 
medicated in response, damaged relationships in the process, and found themselves 
in a mental health office. They are then mis-diagnosed with PTSD, medicated, turn 
to disability payments, and become unproductive, unfulfilled, unworthy, and suici-
dal. What was a temporary issue of adjustment became a permanent diagnosis. We 
can and must do better to prepare transitioning servicemembers not just for a post- 
military job; we must prepare them for a post- military life. Critical elements of our 
program, particularly focused on education, could be used to that end, and a clear- 
eyed look of how transition goes wrong is critical to understanding how veterans end 
up at the brink of suicide. 

In short, we cannot simply wait for veterans to get to the point of crisis or fail 
to acknowledge what the data and the veteran are telling us—whether you served 
for four years or forty, getting out is hard. We must do a better job of getting ‘‘left 
of boom.’’ 

CONCLUSION 

As a retired disabled combat veteran and a retired CEO, I know the power of mili-
tary experience and the challenges associated with combat experiences and long de-
ployments. I also know that I am the man I am because of the United States Navy. 
More than two thousand years ago, the Athenian general and philosopher 
Thucydides said it best: ‘‘We must remember that one man is much the same as 
another, and that he is best who is trained in the severest school.’’ 

Rather than focusing on suicide prevention and more of the same in terms of men-
tal health services, we should be focused on ensuring veterans can live great lives 
at home—lives filled with joy, passion, love, service, and purpose. We should ensure 
my fellow veterans can use the great military training they receive as a launching 
pad for a productive and purposeful life as a Warrior at home. We must ensure that, 
to paraphrase the words of a good friend and USMC General officer, their time in 
the service cannot be the greatest accomplishment of their lives. Doing so requires 
an integrated and collaborative approach, and we look forward to being a part of 
the solution and any questions that arise from this written testimony. 
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PREPARED STATEMENT OF THE BLINDED VETERANS ASSOCIATION 

INTRODUCTION 

Thank you, Chairman Isakson, Ranking Member Tester, and distinguished mem-
bers of the Senate Committee On Veterans Affairs, for giving the Blinded Veterans 
Association this opportunity to comment on the legislation under consideration by 
this Committee. BVA is the only congressionally chartered Veterans Service Organi-
zation that is exclusively dedicated to serving the needs of blinded veterans and 
their families. On behalf of our members and their families, we are pleased to sup-
port several of the bills under consideration by this Committee. Congressional ap-
proval of two of these bills is of the highest priority to our membership. These 
include S. 850, The Highly Rural Veterans Transportation Program Extension Act, 
and S. 746, The Department of Veterans Affairs Website Accessibility Act. We will 
comment on these in detail in the following paragraphs. We will also outline our 
reasons for supporting the following bills: S. 318, the VA Newborn Emergency 
Treatment Act; S. 514, the Deborah Sampson Act; S. 711, the Care and Readiness 
Enhancement for Reservists Act; S. 785, the Commander John Scott Hannon Vet-
erans Mental Health Care Improvement Act; S. 805, the Veteran Debt Fairness Act; 
S. 857, a bill to increase the amount of special pension for Medal of Honor Recipi-
ents; and S. 450; The Veterans Improved Access and Care Act. Our organization has 
not yet taken positions on the other bills that are under consideration at this 
hearing. 

I. S. 850, The Highly Rural Veteran Transportation Program Extension Act 
BVA is very pleased to support this legislation, because transportation is the most 

significant, and sometimes insurmountable, barrier that stands between our mem-
bers and their healthcare. When veterans lose their eyesight, they also lose their 
ability to drive. When that happens, they do not automatically acquire the assist-
ance of another person who will drive them to the places they need to go. Efforts 
to locate such assistance are especially problematic in rural areas, where public 
transit options are few or nonexistent, and alternative services are either exces-
sively expensive or unavailable. We believe that it is absolutely imperative that 
Congress provide the Department of Veterans Affairs with both the incentive and 
the resources to address this barrier. This legislation will go a long way toward this 
goal by encouraging the development of additional transportation options for vet-
erans, but the provision that we are particularly pleased to see is the permanent 
authorization of the Veterans Transportation Program. This is long overdue. The 
current situation makes participation in this program by VA medical centers too 
precarious and burdensome, and this fact has harmful consequences for the veterans 
they serve. Having said that, we would be even happier with this bill if it provided 
that once the program is permanently authorized, participation by VA medical cen-
ters is mandatory, at least in rural areas. For veterans with catastrophic disabilities 
that prevent them from driving, lack of transportation can force them to choose be-
tween health care and food, or to delay getting care, thus risking worsened medical 
conditions that would have been treatable if cared for earlier. It is not uncommon 
for veterans, faced with the prospect of paying $100 each way for a trip to their doc-
tor’s office, to decide to forego treatment because getting to it is too costly. This is 
an unnecessarily harsh situation to put some of our Nation’s most vulnerable vet-
erans in, and it is avoidable. Avoiding it can begin with passage of S. 850. 

II. S. 746, The Department of veterans Affairs Website Accessibility Act 
The VA currently faces myriad challenges on multiple fronts, and many issues 

compete for the attention of its leaders. Not the least of these concerns the capacity 
of VA’s IT infrastructure to meet the demands resulting from ever-changing expecta-
tions regarding communications between Federal Government agencies and those 
who utilize their programs and services. Federal agencies are now expected to make 
ever-increasing amounts of information accessible through a rapidly growing num-
ber of media and devices, and VA has struggled to keep up with these demands. 
One area where VA has struggled the most is the area of compliance with accessi-
bility guidelines for the design and dissemination of electronic information. We be-
lieve that this struggle will continue unless and until the issue of accessible commu-
nications becomes a priority of VA’s senior leadership. We believe that by directing 
the VA Secretary to evaluate and report to Congress on the accessibility of VA’s 
electronic communications, S. 746 will provide an impetus for VA’s leadership to 
make the commitment that is needed to insure these issues will be addressed in a 
meaningful manner. 
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WHY ACCESSIBILITY MATTERS 

Statistics indicate that our Nation’s veteran population contains a growing num-
ber of individuals who have visual impairments. Studies conducted by the Veterans 
Health Administration in 2018 estimated that there were 131,580 legally blind vet-
erans in the U.S. Just over 42,000 of these veterans had cases open with a visual 
impairment services team coordinator at that time. Further, these numbers are ex-
pected to grow as the U.S. population, including its veterans, ages over the next 20 
years. Veterans who experience vision loss will want and need to access VA’s 
websites, apps, kiosks, tele-health tools, claims process, and other benefits, pro-
grams, and services administered by the VA, both now and for the foreseeable fu-
ture. Already, since many veterans are comfortable with today’s myriad tech-
nologies, they want access to all of the communications options the VA offers to 
other veterans. Therefore, when concerns about the accessibility of websites, docu-
ments, and other equipment and media used to communicate with veterans are 
minimized or ignored, some of our Nation’s most vulnerable veterans, those with 
catastrophic disabilities, are left behind. Furthermore, when these veterans are de-
nied access to information and services, there is a risk that they will suffer serious 
consequences, such as further aggravation of their disabilities, and in some cases, 
suicide. The longer we wait, the greater this risk. 

WHAT IS THE PROBLEM? 

In the following paragraphs, we will discuss some of the most common, and most 
serious, accessibility barriers that both blind veterans, and VA employees who have 
visual impairments, face on a regular basis. Before doing so, we do need to acknowl-
edge that BVA has appreciated the efforts of VA’s Section 508 compliance Office to 
correct problems promptly, particularly as they relate to VA websites. Both the 
staff, and contractors who work with them, are responsive when we alert them to 
the existence of accessibility barriers. Additionally, thanks to the involvement of 
that office and its contractors, most of the applications VA makes available to vet-
erans at this time are accessible to and usable by veterans who use adaptive soft-
ware on their computers and smart devices. The problems veterans face in accessing 
VA’s new websites have decreased in number as well, though unfortunately, website 
access continues to be a major challenge. 

VA’s websites are generally the first point of contact veterans have with the De-
partment. Therefore, the layout and content of those sites necessarily changes fre-
quently. As a result, there are lots of occasions when things can go wrong. It is not 
uncommon for veterans to find that a web page that was easily accessed one day 
cannot be read or navigated during the next visit to the site. Some of the reasons 
this happens include: 

• Tables that are not designed so they can be navigated cell by cell to allow users 
of screen-readers and magnification software to read them; 

• Buttons that are too small, or hidden among other items, thus making them 
hard to locate; 

• Elements (such as checkboxes and buttons) that are not properly labeled; 
• Pop-Ups that cannot be dismissed and interfere with the user’s ability to navi-

gate the web page by redirecting the focus of a screen-reader; 
• Forms that are not designed to allow a screen-reader or magnification program 

to be used while filling them out; and a problem specific to the va.gov website, Pass-
word requirements that exceed industry standards. This last item creates major 
challenges for those veterans (especially seniors and others with cognitive disabil-
ities) who need to create and remember unnecessarily complex passwords. 

With regard to documents circulated by the VA, there has been some recent im-
provement, as VA now generally posts accessible Pdf documents on their public-fac-
ing websites. However, individuals, such as Veteran Service officers who assist vet-
erans with claims, and VA employees, who need access to VA’s internal documents, 
are not nearly so fortunate. VA still continues to utilize inaccessible PDF formats 
for much of its internal communications. This practice makes it very difficult for in-
dividuals who have disabilities that require them to use screen-readers to do their 
jobs and serve our veterans. 

In our testimony at the joint hearing held by the full House and Senate Commit-
tees on Veterans Affairs earlier this year, we highlighted another long-standing ac-
cess issue related to a vital VA website used by Veteran Service Officers. The TRIP 
Training site is itself compliant with accessibility guidelines. However, it is off lim-
its to anyone who uses adaptive software because it must be entered through a por-
tal that does not follow those guidelines. There is, as of this writing, no indication 
that this situation will be corrected any time soon. 
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In addition to website accessibility barriers, the kiosks VA has deployed at med-
ical facilities nationwide present major access barriers for visually impaired vet-
erans. These devices are supposed to be used by veterans to check in when they ar-
rive for appointments, so they serve as the veteran’s first introduction to the facility. 
A complicated or unsuccessful check-in process can impact the remainder of the vet-
eran’s experience. For a blind veteran, kiosks are, by their very nature, at best in-
timidating, and frequently unusable, due to their perfectly flat screens, and the ab-
sence of any tactile or audible features to give the potential user an idea of how 
to make them operate. Fortunately, such flat screens are becoming fairly common, 
and as they have been incorporated into other devices, such as ATM machines and 
voting machines at some polling places, industry has developed standards and best 
practices that make them accessible to people who have reading disabilities. To 
begin with, such kiosks generally have a 3.5mm headphone jack located in a promi-
nent place on the machine, and insertion of a headphone into this jack activates an 
audio feature, which speaks information into the user’s ear about where to touch 
on the screen in order to make it function. Such instructions often begin with a brief 
orientation to the screen and a brief tutorial on what to expect while using the ma-
chine. Repeat users can skip such introductory material if desired, and all users can 
adjust things like speaking rate and volume. Further, instructions for performing 
various tasks are also read out loud to the person wearing the headset. The ma-
chines also provide audible feedback whenever the user attempts to perform those 
functions, to indicate whether or not the attempt was successful. Therefore, since 
kiosks can be quite usable, and they do serve a beneficial purpose for VA, we don’t 
necessarily object to their deployment. What we object to is that the kiosks in use 
at VA medical centers do not comply with the industry standard accessibility guide-
lines described above. 

As recently as April, 2019, BVA received a complaint about the accessibility of the 
kiosk in the Washington D.C. VA Medical Center. First, plugging in a headset did 
not activate any audio features. Instead, the veteran who was attempting to use the 
machine stated that a sighted bystander told her that a notice had appeared on the 
screen which said, ‘‘If you are blind, press this button.’’ One wonders how a ‘‘blind’’ 
person is supposed to know this information was visible on the screen. Once the per-
son who did see it had pressed the appropriate button, the instructions did begin 
and they were audible through the veteran’s headset. However, the veteran contin-
ued to encounter problems, because unlike other similar devices, which require 
users to touch a particular area of the screen, such as the bottom right corner, the 
top left corner, or the center, in order to make selections or move through various 
functions, this kiosk required the user to locate and press particular buttons to per-
form each task. This required a degree of accuracy in locating and then pressing 
each button. Because this particular user had no vision, that degree of exactitude 
was not achievable. This is not an accessible kiosk. We should note that VA has 
recently rolled out new software for its kiosks which were supposed to improve their 
accessibility, and this veteran had hoped to have a much different experience as a 
result. Unfortunately, she was disappointed. BVA is also disappointed that VA’s 
supposed accessibility improvements did not accomplish anything better than this. 
After four or five years of discussions with VA, about how to address these issues, 
and repeated assurances from VA that they would be addressed in the next software 
update, this veteran’s report was extremely unsatisfactory. If VA is going to truly 
modernize its IT infrastructure, and expand its use of electronic communications to 
provide access to services, VA must pay greater attention to accessibility concerns 
beginning with the rollout phase of devices and software. Each time retrofits or re-
placements are required, there is also unnecessary expenditure of funds; funds that 
could be used to improve services to veterans. Incorporating accessibility in the first 
place is much more cost effective. 

Section 508 of the Rehabilitation Act requires Federal agencies to ensure that all 
electronic and information technologies developed, procured, maintained, or used in 
the Federal environment provide equal access for people with disabilities, whether 
they are Federal employees or members of the public. Section 508 implementing reg-
ulations, together with web accessibility guidelines (WCAG) compiled periodically 
over the years by the Worldwide Web Accessibility Consortium, have sought to 
make it clear to Federal agency personnel how to comply with these guidelines and 
regulations. Unfortunately, our experience indicates that while the VA has made 
significant progress toward compliance, the department is a long way from con-
sistent compliance. BVA’s national officers and staff meet regularly with staff of the 
Section 508 Compliance Office and they are generally responsive to the concerns we 
raise. They address the accessibility barriers we bring to their attention promptly. 
However, all too often, those same barriers, are erected again a few months later 
when websites are updated, or a new website is rolled out. The scenario that is most 
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disturbing is when accessibility features are put in place, only to be broken the next 
time the site is updated. In fact, any time website administrators add tools, redesign 
features, or update content such alterations can render aspects of that site inacces-
sible, unless the industry standards for website accessibility are followed. The same 
can be said for software that is developed for use by VA. Best practices that insure 
accessibility are mature and widely accepted throughout the IT industry. VA must 
be encouraged to incorporate them into all aspects of its IT infrastructure sooner 
rather than later. BVA believes this can only be done effectively if the initiative 
comes from the Department’s leadership. We urge Congress, therefore, to send a 
message, through passage of S. 746, and its companion bill in the House, that this 
is a priority deserving of leadership’s attention. 

Before concluding our discussion of this bill, there is one final question we want 
to raise. What will Congress do with the report called for in this legislation? It is 
our hope that the members of both the Senate and House Veterans’ Affairs Commit-
tees, will exercise greater oversight of VA’s compliance with accessibility guidelines 
in the future. While the report called for in this legislation can highlight what needs 
to be done, it doesn’t make its accomplishment a foregone conclusion. We urge Mem-
bers of this Committee to hold VA accountable for addressing the barriers and im-
plementing the plan set forth in any report Congress receives on the accessibility 
of VA’s websites and other electronic communications to people with disabilities. To 
that end, we urge Members of this Committee to require additional reports from VA 
on their progress toward addressing the accessibility barriers that are identified in 
their initial report to Congress. We recommend that VA be required to provide this 
Committee with updates at least every 180 days until all of the issues have been 
addressed. Further, we recommend that the Committee on Veterans Affairs seek 
regular reports from VA on its efforts to incorporate accessibility features into new 
web content, and to insure that updates to existing content are made in a manner 
that allows the content to be accessed by all members of its intended audience, re-
gardless of disability. We believe this is a necessary step, if Congress wishes to in-
sure that VA plans for accessibility when new initiatives are launched, rather than 
adding accessibility features in only after receiving complaints from users. It would 
also give this legislation a greater impact on the effectiveness of future communica-
tions between VA and our Nation’s disabled veterans. We urge you to consider 
amending this legislation to include such measures, thereby putting VA on notice 
that Congress is serious about insuring compliance with accessibility guidelines, not 
only for the present, but for the long term. 
III. S. 318, The Newborn Emergency Treatment act 

BVA supports this legislation because it addresses some serious needs faced by 
veterans at a time when they and their families are most financially and emotion-
ally vulnerable; the birth of a new child. This legislation corrects some unfortunate 
shortcomings in the coverage VA can provide those newborn children under current 
law. We join with other veteran service organizations in urging Congress to approve 
these changes. 
IV. S. 518, The Deborah Sampson Act 

This legislation is long overdue. VA needs to address the practical needs of a 
growing number of women veterans who are enrolled in its health care system. We 
believe that failure to do so now will only exacerbate the needs and further alienate 
the women who have served this country. On behalf of the female veterans who 
have become members of our organization, and continue to serve both us and their 
country with distinction, we urge this Committee to approve this legislation. 
V. S. 711, The Care And Readiness Enhancement For Reservists Act 

This legislation provides essential services to reservists who face the same chal-
lenges and have the same needs for care during their transition to civilian life as 
other veterans do. It is particularly imperative that these veterans have access to 
as many options for mental health care as possible, in order to help them deal with 
the stresses associated with this time of transition. 
VI. S. 785, The John Scott Hannon Veterans Mental Health Care Improvement Act 

We support this legislation because it takes a comprehensive approach to address-
ing the mental health care needs of our Nation’s veterans and servicemembers. It 
also encourages collaboration among all of the stakeholders involved in the fight to 
end suicide within this population. Piecemeal approaches that address one issue or 
fund one program at a time, have not worked. If we are to prevent further loss of 
life, we need to martial all available resources and begin thinking and acting out-
side the box. We believe this legislation will help make that happen. 
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VII. S. 805 The Veteran Debt fairness Act 
The Department of veterans Affairs should never be allowed to make veterans pay 

for its mistakes. If a veteran, or a member of his family, knowingly collects benefits 
or receives services to which they are not entitled, it is reasonable for the VA to 
take steps to recoup its losses. However, when the veteran, or his or her beneficiary, 
is not at fault, it is unconscionable for the government of the United States to treat 
that individual as if they had deliberately defrauded the Department and seek to 
remedy their error by demanding repayment. We support this legislation, because 
it makes such principles of fairness a part of the law. It also urges VA to address 
one of the primary reasons why mistakes are made by Va, and thereby provides a 
practical means of reducing the problem in the future. 

VIII. S. 857 
A bill to increase the amount of special pension for Medal of Honor Recipients, 

and for other purposes. These veterans have demonstrated by their heroic actions 
and continued service to community and country, the need for this legislation. Their 
family members, who come along side them, as they serve, deserve everything we 
can do to help them assist their loved one. 

IX. S. 450, The Veterans Improved Access and Care Act 
We support this legislation because the VA faces a nationwide shortage of medical 

personnel. The current onboarding process is much more onerous than any process 
medical professionals encounter in the private sector. As such, it serves to deter, 
rather than encourage prospective employees. If the VA is going to meet its per-
sonnel needs, VA must find ways to make recruitment and onboarding more effi-
cient. This legislation will allow VA to explore the viability of additional options for 
accomplishing this objective. 

CONCLUSION 

Thank you, once again, for the opportunity to speak with you about the above leg-
islation. If you would like any further information, or have questions regarding the 
above comments, please feel free to contact Melanie Brunson, Director of Govern-
ment Relations, at mbrunson@bva.org. 
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LETTER FROM CONNECTICUT VETERANS LEGAL CENTER 
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PREPARED STATEMENT OF ADRIAN ATIZADO, DEPUTY NATIONAL LEGISLATIVE 
DIRECTOR, DISABLED AMERICAN VETERANS (DAV) 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, DISTINGUISHED MEMBERS OF THE 
COMMITTEE: Thank you for inviting DAV (Disabled American Veterans) to submit 
testimony for the record of this legislative hearing of the Senate Veterans’ Affairs 
Committee. As you know, DAV is a non-profit veterans service organization com-
prised of more than one million wartime service-disabled veterans that is dedicated 
to a single purpose: empowering veterans to lead high-quality lives with respect and 
dignity. DAV is pleased to offer our views on the bills under consideration by the 
Committee. 

S. 123, ENSURING QUALITY CARE FOR OUR VETERANS ACT 

This bill would require VA to enter into a contract with a third-party to conduct 
clinical peer review to evaluate care provided by VA appointed clinicians, whose 
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state license was terminated for cause for care rendered in non-VHA facilities. If 
a determination is made that substandard care was provided, VA is to notify such 
veteran of such care. 

In light of the increasing use of non-VA providers under the ‘‘John S. McCain III, 
Daniel K. Akaka, and Samuel R. Johnson VA Maintaining Internal Systems and 
Strengthening Integrated Outside Networks Act of 2018,’’ (Public Law 115–182), we 
urge the Committee to amend the bill to allow such third-party to also conduct clin-
ical peer review to evaluate care furnished by non-VA providers that was authorized 
or purchased by VA, and to notify veterans of any substandard care they received. 

S. 221, VA PROVIDER ACCOUNTABILITY ACT 

The measure would require VA to report any adverse actions taken against cer-
tain providers to be reported to the National Practitioner Data Bank and applicable 
state licensing boards. 

We bring to the Committee’s attention the need to further clarify the definition 
of ‘‘major adverse actions,’’ without which it may inadvertently be more broadly ap-
plied than intended as well as specify in greater detail to whom the prohibition 
under Section 2(b) of the bill applies. 

DAV is unable to take a position on this bill until further clarification is provided 
on the definition of ‘‘major adverse actions,’’ which as currently written may inad-
vertently be applied more broadly then intended as well as greater specificity is pro-
vided as to whom the prohibition under Section 2(b) of the bill applies. 

S. 318, VA NEWBORN EMERGENCY TREATMENT ACT 

S. 318 would allow VA to furnish transportation for newborns of women veterans 
receiving maternity care through VA if a newborn requires care that is not available 
from the facility at which the newborn was delivered. The transportation could be 
for the newborn alone or with his or her parents. 

Increasing numbers of women veterans returning from recent deployments has 
spiked the number of veterans seeking maternity care from VA. Between 2000 and 
2015, the number or women receiving maternity care increased more than 14 times 
(14.4).1 Women veterans in childbearing years (18–44) are also highly likely to be 
service-connected (73%)2 and the growth in women 35 years of age or older with ob-
stetric deliveries increased more than 16 times (16.2).3 

Advanced age and maternal disability are risk factors for adverse pregnancy out-
comes such as low birth weight or premature birth that imperil both women vet-
erans and their newborns. These conditions often require specialized care for infants 
that is not widely available. While VA is authorized to provide emergency transpor-
tation for women veterans, if the infant must travel alone for medically necessary 
care, VA’s authority to provide this transportation was unclear. S. 318 would pro-
vide clear authority for VA to furnish emergency transportation to newborn children 
of women veterans. 

DAV fully supports this bill, in accordance with Resolution No. 019, which calls 
for enhanced medical services and benefits for women veterans. 

S. 450, VETERANS IMPROVED ACCESS AND CARE ACT OF 2019 

This bill would require VA conduct a pilot program across 10 regionally diverse 
VA medical facilities to expedite the onboarding process of new clinicians to no more 
than 60 days. A report to Congress is required from VA no later than 180 days for 
a strategy to reduce by half the duration of VA’s hiring process. 

We support the objectives of this legislation based on DAV Resolution 129, which 
supports a simple-to-administer alternative VHA personnel system, in law and regu-
lation, which governs all VHA employees, applies best practices from the private 
sector to human capital management, and supports pay and benefits that are com-
petitive with the private sector. 

S. 514, DEBORAH SAMPSON ACT 

S. 514, the Deborah Sampson Act, a comprehensive measure addressing gender 
disparities, aims to improve and expand VA programs and services for women vet-
erans. DAV is pleased to support this important legislation, which will achieve 
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many of the objectives DAV first identified in our 2014 women veterans report, 
Women Veterans: The Long Journey Home and again in our 2018 follow up report, 
Women Veterans: The Journey Ahead. It is also consistent with DAV Resolution No. 
019, calling for VA to enhance its programs and services for women veterans. 

Section 101 of the bill would permanently authorize counseling for veterans re-
cently separated from military service and accompanying family members in group 
retreat settings, including in women-exclusive settings. The social connections, goal- 
setting and role modeling women veterans are exposed to in such retreats have sig-
nificant and lasting effects according to program participants. 

We are pleased to support Section 202, which would extend authority and in-
crease funding for families who are precariously housed and live at or below the 
poverty line. This important program has stopped thousands of veterans and their 
family members from becoming homeless. It would also earmark $20 million for 
women veterans. Section 203 would require a ‘‘gaps analysis’’ of programmatic defi-
ciencies in meeting the needs of homeless or precariously housed women veterans, 
as we recommended in Women Veterans: The Journey Ahead. 

Section 301 would extend the number of days, from seven to 14, VA may cover 
the cost of care for newborns of women veterans. As we stated in our support of 
S. 318, women veterans who use VHA have a heavy burden of service-connected dis-
ability, especially those in childbearing years, and are often at advanced age (35 
years or older) for childbearing, which puts them at risk for adverse birth outcomes. 
Increasing the time VA will reimburse their newborns’ care will ensure that most 
of their needs can be addressed before they are discharged. 

Title IV addresses eliminating barriers to access including ensuring that environ-
mental care standard deficiencies are addressed through adequate retrofitting; that 
there is at least one designated women’s health provider in each VA facility; that 
funds are available for training additional primary and emergency providers 
through VA mini-residencies; that training materials are developed for community 
providers in the new Veterans Community Care Program to be launched in 
June 2019; and that VA completes a study to determine the adequacy of staffing for 
Women Veterans Program Managers, determine the need for an Ombudsman in 
each medical center and ensure proper training for the individuals in these posi-
tions. 

Title V requires VA to conduct a number of studies, including: 
• Use of various primary care models serving women veterans; 
• Staffing levels of women’s health providers including PACT team members and 

gynecologists; 
• Data collection and reporting on all VA programs serving veterans, by gender 

and minority status; 
• Availability of prosthetics for women veterans; and 
• Centralizing all information for women veterans in one easily accessible place 

on VA’s website. 
DAV fully supports S. 514 and is eager to work in support of its approval. 

S. 524, DEPARTMENT OF VETERANS AFFAIRS TRIBAL ADVISORY COMMITTEE ACT OF 2019 

This measure would establish a VA Tribal Advisory Committee to better facilitate 
agreements between VA and other agencies within the Federal Government. The 
Committee would be composed of 15 members, including one from each of the 12 
Indian Health Service areas. 

We believe this measure would facilitate addressing DAV Resolution 224 sup-
porting the rights and receipt of benefits earned by service-connected Native Amer-
ican or Alaska Native Veterans and look forward to its favorable consideration. 

S. 711, CARE AND READINESS ENHANCEMENT FOR RESERVISTS ACT OF 2019 

The Care and Readiness Enhancement for Reservists Act, or CARE for Reservists 
Act of 2019, would allow the Department of Defense to fund needed behavioral or 
mental health care for reservists, regardless of whether that servicemember is about 
to deploy or whether they have deployed at all. Currently, members of the National 
Guard and Reserves undergo annual health assessments to identify medical issues 
that could impact their ability to deploy, but any follow-up care must generally be 
pursued at their own expense. 

DAV has no resolution specific to extending mental health care to National Guard 
and reservists, but believes the intent of this legislation is in keeping with the goal 
of ensuring that all servicemembers have the health care necessary to readjust suc-
cessfully after deployments. We also recognize that the number of suicides among 
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Guard and Reservists who have not been federally activated has grown in recent 
years.4 We therefore have no objection to this legislation’s favorable consideration. 

S. 746, DEPARTMENT OF VETERANS AFFAIRS WEBSITE ACCESSIBILITY ACT OF 2019 

This bill would require the Secretary of Veterans Affairs to examine and report 
on all websites (including attached files and web-based applications) of VA to deter-
mine whether such websites are accessible to individuals with disabilities in accord-
ance with section 508 of the Rehabilitation Act of 1973. 

We are troubled by the inability of vision impaired veterans to fully access VA 
websites, thus confounding their ability to claim and access their earned benefits. 
DAV was founded on the principle that this Nation’s first duty to veterans is the 
rehabilitation and welfare of its wartime disabled and to ensure that all disabled 
veterans receive all benefits they have earned. 

DAV supports S. 746 as it is in accord with DAV Resolution No. 001 and would 
help to ensure that all VA websites and associated files are accessible by all vet-
erans, especially those with disabilities and impairments as noted. 

S. 785, Commander John Scott Hannon Veterans Mental Health Care Improve-
ment Act of 2019 

S. 785, the Commander John Scott Hannon Veterans Mental Health Care Im-
provement Act, would improve eligibility and access to transitioning servicemembers 
and veterans to Federal programs such as transitional assistance programs and 
health care, including mental health care, to reduce suicide rates and improve men-
tal health among veterans. 

The VA mental health program experienced tremendous growth (86%) between 
2005 and 2017. Troops returning from deployments in Iraq and Afghanistan re-
quired mental health care services including treatment for Post Traumatic Stress 
Disorder (PTSD), substance use disorders, depression, and anxiety. During this 
time, VA also identified an upward trend in suicides among veterans. Homelessness 
and unemployment were considered contributing factors, particularly for some sub-
groups in the veterans’ population such as women and minorities. 

Title I of the bill would improve transition programs for servicemembers sepa-
rating from military service. Research has demonstrated that the first three years 
of readjustment is a time when veterans are particularly vulnerable to suicidal 
ideation.5 

This section would: 
• Improve access to transition services for veterans by extending VA health care 

eligibility to a year after discharge from military service; 
• Create a grant program to help veterans obtain employment and help identify 

the many non-profit programs available to veterans in their communities; and 
• Require an annual report on utilization of VA medical services by veterans with 

other than honorable discharges. 
Title II of the bill would develop community resources for addressing suicide pre-

vention. These programs will enhance VA programs to prevent suicide and create 
care outlets for the many veterans (70%) who do not use VA health care,6 and whose 
rates of suicide over time are surpassing rates of suicide among veterans who use 
VA.7 

Programs developed under this title include: 
• Creation of a new suicide prevention program to include new grant programs 

designed to reach veterans at risk of suicide who are not obtaining VA mental 
health care; 

• Facilitation of post-traumatic growth services through community partners; 
• Requirement that VA designate annual Buddy Check Week to encourage peer 

support by organizing education and awareness activities; 
• Requirement that VA track and report on goals and objectives in its suicide pre-

vention plan and direct the Government Accountability Office to evaluate VA’s case 
management program for veterans at high risk of suicide. 

Title III of the bill addresses programs, studies and guidelines on mental health 
for veterans. These programs include: 
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• Study of feasibility and advisability of providing access to computerized cog-
nitive behavioral therapy to veterans; 

• Study of living at high altitude and development of suicide risk factors among 
veterans; 

• Requirement for VA to update guidelines on suicide prevention including using 
gender specific risk factors and treatment options: 

• Establishment of a Precision Medicine Initiative to identify and validate brain 
and mental health biomarkers; 

• Creation of VA treatment guidelines for trauma comorbid with chronic pain and 
substance abuse. 

Title IV of the bill would develop a number of oversight vehicles to ensure that 
VA’s efforts in mental health care and suicide prevention are accessible, effective 
and on target: 

• Require focus group studies of effectiveness of suicide prevention and mental 
health outreach of VA followed by a representative survey of the veteran population 
from focus group themes; 

• Require VA to develop oversight measures for assessing VA’s outreach efforts 
with media; 

• Require a report on VA’s progress in addressing Executive Order 13822 which 
requires that VA assist servicemembers within the first year of separation from 
armed services; 

• Require oversight reports on: 
– VA’s mental health and suicide prevention efforts; 
– Integration of mental health into primary care; 
– Joint mental health programs run by VA and the Department of Defense 

including transition assistance programs, centers of excellence in Traumatic 
Brain Injury and Post Traumatic Stress Disorder and ancillary programming 
including employment, housing and financial literacy and establish an addi-
tional Intrepid Spirit Center in a rural area. 

Title V of the bill would make changes to assist VA in developing its mental 
health workforce. Despite VA adding 1000 or more staff to aid mental health efforts 
in recent years, VA’s Inspector General (IG) continues to identify psychiatrists and 
psychologists among its professions that VA medical centers most frequently iden-
tify as being in short supply ranking 1 and 4 in the IG’s most recent survey.8 

• Convert VA psychologists from ‘‘hybrid’’ title 38/title 5 employees to title 38 
employees; 

• Require VA to develop a staffing improvement plan for psychiatrists and 
psychologists; 

• Create occupational series for licensed mental health counselors and marriage 
and family therapists within VA; 

• Require staffing improvement plan for peer support specialists who are women; 
• Create a Readjustment Counseling Service Scholarship program; 
• Require a report on Readjustment Counseling Service regarding the adequacy 

and types of services provided; efficacy of outreach and recommendations for im-
provements; use of telehealth; expanding eligibility and costs of such expansions; 
use by Reservists; use by eligible family members, and assessment of training of 
group therapists. 

• Create an annual report from the Readjustment Counseling Service looking at 
resources required to meet needs. 

• Create studies of alternative work schedules for VHA employees; 
• Require one suicide prevention coordinator at each VA medical center; 
• Create direct hiring authority for certain health care positions within VHA. 
While DAV is in favor of most of the provisions within this title, we would ask 

that the Committee give further consideration to Section 501 which would re-cat-
egorize psychologists now under Hybrid Title 5/Title 38 authority to Full Title 38 
authority. While DAV supports a single, simple-to-administer alternative personnel 
system under DAV Resolution No. 129, we are unclear if this measure would im-
prove recruitment and retention of psychologists—an occupation that VA’s Office of 
Inspector General has identified as having a large staff shortfall for the past several 
years. DAV would instead ask that the Committee study both strengths and bar-



114 

riers to using the current system and identify benefits within Title 38 and ‘‘Hybrid’’ 
systems that VA psychologists value. For example, are practices such as collective 
bargaining, leave policies, pay practices, and retirement benefits valued by current 
employees and job candidates? How would moving from one system to another affect 
such practices and would the change impact VHA’s ability to recruit or retain these 
scarce clinical personnel? 

In addition, DAV has some concerns about potentially weakening veterans’ pref-
erence and merit based hiring practices in favor of an unproven system that may 
or may not lead to more expedient hiring proposed under Section 521. In DAV’s 
view, it would be more prudent to understand barriers to effective use of current 
hiring flexibilities and pay incentives under Title 38. 

Title VI of the bill would improve VA’s Telehealth Services. Telehealth and other 
technologies have expanded care options for veterans and made care available to 
populations that might not be eligible (such as active-duty veterans, family mem-
bers, and those with less than honorable discharges). VA has apps and web-based 
curriculum that are accessible and effective means of bringing evidence-based prac-
tices to more individuals in need. Telehealth which is increasingly used by VA to 
distribute scarce health resources (such as specialized care) is known to be effective 
and patients are pleased when seeking specialized care does not have to take them 
far from their homes and communities. 

Specifically, the bill would: 
• Expand use of telehealth between VHA, other Federal agencies and community 

partners, especially in rural communities by offering grants for ‘‘partnerships’’ to up-
grade hardware, infrastructure and security and train staff. 

• Implement a national protocol for telehealth security. 
DAV also suggests the addition of a reporting requirement for VHA’s Special 

Committee on PTSD. While it is our understanding this group of mental health pro-
viders and researchers continues to meet and report internally, Congress does not 
benefit from the Committee’s guidance and recommendations for improving the pro-
gram in VA. 

The following resolutions lead DAV to strongly support S. 785. DAV Resolution 
No. 293 supports program improvement and enhanced resources for VA mental 
health programs, emphasizing the importance of timely access to mental health and 
readjustment services for transitioning servicemembers. DAV Resolution No. 304 
urges Congress to monitor programs in place to assist those servicemembers transi-
tioning to civilian life with access to appropriate Federal programs. 

S. 805, VETERAN DEBT FAIRNESS ACT OF 2019 

This legislation would require the VA Secretary to improve the processing of vet-
erans benefits, limit the authority of the Secretary to recover overpayments and im-
prove the due process accorded veterans with respect to such recovery. 

It is a reasonable expectation that recipients of overpayments are required to 
repay the debt; however, the current overpayment and debt system allows the VA 
to collect debts regardless of when or how the debt was created. Current debt collec-
tions by the VA include complete recoupment of the veteran’s monthly benefit pay-
ments and, in many cases, put the veteran at risk of financial hardship. It is impor-
tant to note that additional amounts of debt created by the VA’s lack of timely ac-
tion are often added to the debt, thus creating an inequity on the veteran. 

S. 805 will allow veterans and beneficiaries to choose how to receive debt notifica-
tion and address several root causes of VA overpayments, including: 

• Only allowing the VA to collect debts that occur as a result of an error or fraud 
on the part of a veteran or their beneficiary; 

• Prohibiting VA from deducting more than 25 percent from a veteran’s monthly 
payment in order to recoup overpayment or debt. This deduction may be further lim-
ited if it puts that veteran at risk of financial hardship, for example if the veteran 
is living on a fixed income; 

• Preventing the VA from collecting debts incurred more than five years prior 
(Currently there is no time limit on how long after a payment a veteran can be 
billed); 

• Requiring the VA to provide veterans with a way to update their dependency 
information on their own, eliminating a key processing delay for veterans which fre-
quently contributes to the VA making overpayments. 

S. 805 will institute common-sense protections for veterans and reduce the poten-
tial negative financial impact on veterans and their families. DAV strongly supports 
S. 805 as it is in accord with DAV Resolution No. 172. 
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S. 850, THE HIGHLY RURAL VETERAN TRANSPORTATION PROGRAM EXTENSION ACT 

The VA Highly Rural Transportation Grants (HRTG) program was established to 
help highly rural veterans travel to VA or VA-authorized health care facilities by 
providing $50,000 grant funding to Veteran Service Organizations and State Vet-
erans Service Agencies to provide transportation services in eligible counties. The 
program’s authority was intended to operate for five fiscal years beginning in 2010, 
but has since been extended five times until 2020. 

DAV understands the importance of transportation to enable veterans to access 
VA health care and benefits. The DAV National Transportation Network operates 
a fleet of vehicles around the country to provide free transportation to VA medical 
facilities for injured and ill veterans. We stepped in to help veterans get the care 
they need when the Federal Government terminated its program that helped many 
of them pay for transportation to and from medical facilities. These vans are driven 
by volunteers, and the rides coordinated by more than 178 Hospital Service Coordi-
nators around the country. 

DAV Departments and Chapters, along with our long-time partner Ford Motor 
Company, have purchased 3,517 vehicles at a cost of more than $80.1 million, which 
have been donated to VA medical centers nationwide since the program began in 
1987 to ensure that injured or ill veterans are able to get to their medical appoint-
ments. 

We recognize HRTG as one of three programs administered by VA’s Veterans 
Transportation Program (VTP) to provide veterans little to no-cost travel solutions 
to and from their VA health care facilities. VTP also administers the Beneficiary 
Travel program and the Veterans Transportation Service (VTS). Each program, 
however, has certain limitations and areas of concern. 

VTS is intended to provide veterans with convenient and timely access to trans-
portation services and to overcome barriers to receiving VA health care and services, 
and in particular to increase transportation options for veterans who need special-
ized forms of transportation to VA facilities; however, there is wide variation in eli-
gibility for VTS transportation across the VA health care system that is not con-
sistent with overcoming barriers to receiving health care provided or purchased by 
the VA to service-connected veterans. 

Beneficiary travel is a critical program, but is not available to all service-con-
nected disabled veterans with mobility challenges, policies do not comport with VA’s 
current access to care policies, and it is a source of confusion among local VA facili-
ties due to vague policies for using special-mode transportation, such as a wheel-
chair van, as well as eligibility issues for veterans with visual impairments. 

HRTG provides grants to assist only veterans in highly rural areas through inno-
vative transportation services to travel to VA medical centers. 

While DAV supports enactment of this measure to extend by one year HRTG, we 
urge this Committee to consider addressing the lack of a consistent and comprehen-
sive VA transportation policy for all service-disabled veterans across all established 
VA transportation and travel programs, benefits and services. 

S. 857, A BILL TO INCREASE THE AMOUNT OF SPECIAL PENSION FOR MEDAL OF HONOR 
RECIPIENTS 

S. 857 would amend 38 U.S.C. § 1562 by increasing the Medal of Honor Special 
Pension from $1000.00 a month to $3,000.00 a month. DAV does not have a resolu-
tion on this issue; however, we would not oppose the enactment of this bill. 

S. 980, HOMELESS VETERANS PREVENTION ACT OF 2019 

The Homeless Veterans Prevention Act of 2019 authorizes the VA to provide per 
diem payments for furnishing care to the dependents of certain homeless veterans, 
provide for partnerships to provide legal services to homeless veterans and those at 
risk of homelessness, expand the VA’s authority to provide dental care to homeless 
veterans, repeal the sunset on counseling services for homeless veterans, and extend 
the financial assistance for supportive services for very low-income veteran families 
in permanent housing. In addition, this legislation would require the Comptroller 
General of the United States to study the VA’s Homeless Veterans Programs and 
provide an assessment as to whether these programs are meeting the needs of the 
veterans who are eligible for assistance. 

DAV supports this legislation in accordance with the following resolutions ap-
proved by our membership—DAV Resolution No. 291 calling for sustained and suffi-
cient funding to improve services for homeless veterans; and Resolution No. 173, 
which supports enactment of legislation authorizing VA to provide child care serv-
ices and assistance to veterans attending VA homeless and rehabilitative programs. 
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S. 1101, BETTER EXAMINER STANDARDS AND TRANSPARENCY FOR VETERANS ACT OF 2019 

The Better Examiner Standards and Transparency Act of 2019, would amend title 
38, United States Code, section 5101 to prohibit contract health care providers who 
have had their licenses revoked in any state to provide VA Compensation and Pen-
sion examinations and to ensure that only licensed contract health care providers 
are conducting the examinations. S. 1101 would also require the Secretary to submit 
annual reports to Congress addressing both of these concerns. 

A VA examination by an unlicensed health care professional would be considered 
an inadequate VA examination and a violation of VA’s duty to assist as noted in 
title 38, United States Code, section 5103A. Under the recently implemented Ap-
peals Modernization Act, appeals at the Board of Veterans’ Appeals will be returned 
to the agency of original jurisdiction for duty to assist errors. Thus, S. 1101 will 
lessen the potential for additional appeals processing by ensuring that all VA con-
tract examiners are licensed and not confound the VA’s duty to assist. 

Veterans’ medical disability examinations are incredibly critical in ensuring vet-
erans obtain service connection and accurate examinations will directly impact dis-
ability evaluations. As such, ill and injured veterans deserve to have these examina-
tions conducted by qualified clinical providers, including those whom VA contracts 
with to provide these important examinations. 

DAV supports S. 1101 as it is in accord with DAV Resolution No. 001. It is part 
of DAV’s foundation that wartime disabled veterans should receive high-quality hos-
pital and medical care from VA as well as adequate compensation for the loss re-
sulting from such service-connected disabilities. 

S. 1154, THE DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH RECORD 
ADVISORY COMMITTEE ACT 

This bill would establish an independent, 11-member Electronic Health Record 
(EHR) Advisory Committee, which would be comprised of medical professionals, in-
formation technology and interoperability specialists, and veterans currently receiv-
ing care from the VA. The Advisory Committee would, among other things, be re-
quired to analyze VA’s implementation strategy, developing a risk management 
plan, and tour VA facilities as they transition to the new EHR system. The Com-
mittee would also be required to report to Congress twice a year for the first two 
years of its establishment recommending any administrative or legislative action 
necessary. 

DAV supports the intent of this bill and agrees that the $16 billion 10-year com-
mitment must not suffer the same setbacks as has unfortunately been known to 
occur with numerous other VA information technology projects. We recognize the VA 
will be going live with Cerner’s product around March/April 2020 at the Mann- 
Grandstaff, Seattle and American Lake VA medical centers as well as accelerate the 
timetable to complete deployment of a scheduling package across the VA health care 
system in the next five years. 

DRAFT BILL, TO EXTEND THE AUTHORITY OF THE SECRETARY OF VETERANS AFFAIRS TO 
CONTINUE TO PAY EDUCATIONAL ASSISTANCE OR SUBSISTENCE ALLOWANCES TO ELI-
GIBLE PERSONS WHEN EDUCATIONAL INSTITUTIONS ARE TEMPORARILY CLOSED 

This legislation would amend title 38, Section 3680(a) (2) of the United States 
Code to provide continued subsistence allowances to eligible veterans who are pur-
suing a program of education under chapter 31, 34, or 35 of this title when that 
educational institution is temporarily closed not to exceed a period of eight weeks. 
Current legislation limits the total number of weeks for which allowances may be 
paid over a 12-month period to four weeks. 

While DAV does not have a resolution specific to this issue, we support the intent 
of this legislation and look forward to its favorable consideration. 

DISCUSSION DRAFT: JANEY ENSMINGER ACT OF 2019 

The proposed legislation, consistent with the Comprehensive Environmental Re-
sponse, Compensation, and Liability Act, title 42, United States Code, section 9601, 
directs the Agency of Toxic Substances and Disease Registry to provide a report not 
later than one year after the date of enactment and not less frequently than once 
every three years thereafter. The report is to concern: 

• Review the scientific literature relevant to the relationship between the employ-
ment or residence of individuals at Camp Lejeune, North Carolina for not fewer 
than 30 days during the period beginning on August 1, 1953, and ending on Decem-
ber 21, 1987, and specific illnesses or conditions incurred by those individuals; 
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• Determine each illness or condition for which there is evidence that exposure 
to a toxic substance at Camp Lejeune; 

• With respect to each illness or condition for which a determination has been 
made, categorize the evidence of the connection of the illness or condition to expo-
sure described as— 

– ‘‘(i) sufficient to conclude with reasonable confidence that the exposure is 
a cause of the illness or condition; 

– ‘‘(ii) modest supporting causation, but not sufficient to conclude with rea-
sonable confidence that exposure is a cause of the illness or condition; or 

– ‘‘(iii) no more than limited supporting causation. 
The VA established presumptive diseases recognized as being causally linked to 

the contaminated water at Camp Lejeune from August 1, 1953 to December 21, 
1987, in title 38, Code of Federal Regulations, section 3.309. However, this presump-
tive is not codified nor does it carry a requirement for continuing reports, research 
and diseases noted to be causally linked to said exposure. 

DAV supports this proposed legislation as it is consistent with DAV Resolution 
No. 090 and will provide an avenue to consider additional diseases or conditions 
that can be linked to the contaminated water. However, we do seek clarification if 
the proposed use of three categories of evidence would provide any conflict or con-
troversy with the National Academy of Sciences, Engineering, and Medicine accept-
ed four categories of evidence. 

Mr. Chairman, this concludes DAV’s testimony. Thank you for inviting DAV to 
submit testimony for the record of today’s hearing. I would be pleased to address 
any questions related to the bills being discussed in my testimony. 

PREPARED STATEMENT FROM DANIEL ELKINS, LEGISLATIVE DIRECTOR, ENLISTED AS-
SOCIATION OF THE NATIONAL GUARD OF THE UNITED STATES AND THE VETERANS 
EDUCATION PROJECT 

S. 123: ENSURING QUALITY CARE FOR VETERANS ACT 

The Enlisted Association of the National of the United States (EANGUS) supports 
S. 123, Ensuring Quality Care for Veterans Act, which provides additional oversight 
over Veterans Health Administration’s (VHA) appointees. 

The Department of Veterans Affairs is one of the largest Federal agencies, and 
VHA’s task is monumental in scope and need. We are therefore supportive of pro-
viding a contracted third party, independent of the Federal Government, to review 
VHA appointees who have had their license terminated for cause by a State licens-
ing board for care or services rendered at non-VHA hospitals, and to review the 
quality of care provided to Veterans by such individuals. If it is found that the qual-
ity of care or services provided to Veterans fell below the standards of care, 
EANGUS agrees that such Veterans should be notified by the Secretary of VA. 

S. 221: DEPARTMENT OF VETERANS AFFAIRS PROVIDER ACCOUNTABILITY ACT 

The Enlisted Association of the National Guard of the United States is supportive 
of S. 221, Department of Veterans Affairs Provider Accountability Act. 

Providing additional accountability to section 7401(1) employees will improve 
quality of care for Veterans, as current accountability measures do not go far 
enough to curb inadmissible conduct and poor performance of appointed employees. 
EANGUS believes VHA should have more power to discipline unacceptable behavior 
of 7401(1) employees, and extending additional recourses such as reporting to the 
National Practitioner Data Bank and State Licensing Boards will strengthen the ac-
countability necessary to ensure quality of care for our Veterans. 

S. 318: VA NEWBORN EMERGENCY TREATMENT ACT 

The Enlisted Association of the National Guard of the United States currently 
does not have a stance on S. 318, VA Newborn Emergency Treatment Act. 

S. 450: VETERANS IMPROVED ACCESS AND CARE ACT OF 2019 

The Enlisted Association of the National Guard of the United States is supportive 
of S. 450, Veterans Improved Access and Care Act of 2019. 

Currently, there are not enough VHA providers to care for our Nation’s Veterans, 
and VHA providers are not yet geographically diverse enough for Veterans to re-
ceive appropriate care. The creation of a pilot program to expedite the hiring process 
of new providers to no longer than 60 days, and for this pilot program to focus on 
geographically diverse regions that face hiring shortages of providers, will do much 
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to meet the medical needs of Veterans. EANGUS believes this expedited onboarding 
process can be accomplished without compromising on necessary procedures, such 
as certifying the medical provider’s credentials, performing a background check, as-
sessing their health status, and other necessary actions that ensure these medical 
providers will provide the best care to Veterans. 

S. 514: DEBORAH SAMPSON ACT 

The Enlisted Association of the National Guard of the United States is supportive 
of S. 514, the Deborah Sampson Act. 

Women Veterans are a growing population, and currently VA facilities and staff 
are not equipped to provide quality care necessary for women Veterans. This legisla-
tion plans to improve women Veterans transition and care in commonsense ways, 
like providing additional legal counsel, improved VA care and updated facilities, and 
better data tracking and analysis. EANGUS applauds that this legislation provides 
preventative measures against homelessness, unemployment, and lack of health 
care with expanded transition programs, and plans to implement specialized pro-
gram managers for women Veterans at VA facilities. 

S. 524: DEPARTMENT OF VETERANS AFFAIRS TRIBAL ADVISORY COMMITTEE ACT OF 2019 

The Enlisted Association of the National Guard of the United States does not 
have a stance on S. 524, Department of Veterans Affairs Tribal Advisory Committee 
Act of 2019. 

S. 711: CARE AND READINESS ENHANCEMENT FOR RESERVIST ACT OF 2019 

The Enlisted Association of the National Guard of the United States is highly sup-
portive of S. 711, the Care and Readiness Enhancement for Reservist Act of 2019. 

Of the nearly 20 Veteran suicides daily, on average five are from the Reserve com-
ponents, and three have never been federally activated, and are ineligible to receive 
VA mental health care. EANGUS is currently in the process of finalizing a Memo-
randum of Agreement with VHA to combat suicide in the National Guard and Re-
serve components, and we recognize that mental health care must be made avail-
able to these Servicemembers, regardless of their Veteran status. The Care and 
Readiness Enhancement for Reservist Act of 2019 provides the legislative fix nec-
essary to care for these overlooked Servicemembers who are currently unable to re-
ceive the mental health care they deserve. 

S. 746: DEPARTMENT OF VETERANS AFFAIRS WEBSITE ACCESSIBILITY ACT OF 2019 

The Enlisted Association of the National Guard of the United States is generally 
supportive of S. 746, Department of Veterans Affairs Website Accessibility Act of 
2019. 

It is important that disabled Veterans be able to navigate the various websites 
of the Department of Veterans Affairs and be able to access the information they 
need. However, we believe that VA should consult with various Veteran Service Or-
ganizations while updating their websites, and should not neglect the vast amount 
of expertise these organizations can provide VA in order to make sure these updates 
do not create new problems for Servicemembers and Veterans. 

S. 785: COMMANDER JOHN SCOTT HANNON VETERANS MENTAL HEALTH CARE 
IMPROVEMENT ACT OF 2019 

The Enlisted Association of the National Guard of the United States is generally 
supportive of S. 785, Commander John Scott Hannon Veterans Mental Health Care 
Improvement Act of 2019. 

EANGUS encourages the exploration of alternative treatment options and 
partnering with non-VA mental health providers, but desire to see these treatments 
and care extended to National Guard and Reserve members who have never been 
federally activated. 

Section 101, Expansion of Health Care Coverage for Veterans, uses the limiting 
term of ‘‘active service,’’ that only applies to active duty or full-time National Guard 
duty. We ask that the Committee change the proposed insert to Section 101, ‘‘(B) 
to any veteran during the one-year period following the discharge or release of the 
veteran from active military, naval, or air service; and’’ be changed to insert after 
the word service ‘‘and active status; and’’ which would include reserve component 
members leaving a participating reserve position as defined by Title 10, Section 101. 

We are highly supportive of tracking suicide-related data, and disaggregating data 
by potential contributing factors, such as Traumatic Brain Injury and anxiety. Addi-
tionally, we support this legislation’s aim to increase mental health assessments, 
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but desire to see mental health assessments provided during MEPS pre-examina-
tions in order to identify at-risk applicants, and screen out high-risk applicants. 

EANGUS supports this legislation, but we are concerned with the feasibility of 
its implementation. We suggest that it be implemented in incremental, achievable 
measures to evaluate its efficacy. 

S. 805: VETERAN DEBT FAIRNESS ACT OF 2019 

The Enlisted Association of the National Guard of the United States is supportive 
of S. 805, the Veteran Debt Fairness Act of 2019. 

For a variety of reasons, including delays in processing dependency changes, and 
communication errors between IT systems, VA sometimes makes overpayments to 
Veterans. Because these payments are automatic and monthly, these overpayments 
add up significantly over time, and they are not the fault of the Veteran. The Vet-
eran Debt Fairness Act of 2019 will limit VA’s ability to recoup overpayments only 
when it is the fault of the Veteran, and VA may withhold no more than 25 percent 
of a Veteran’s monthly benefit check—as opposed to withholding entire monthly 
checks from Veterans on fixed incomes. This provision safeguards Veterans and 
their families who depend upon their monthly benefits, while incentivizing VA to 
fix their erroneous data systems. Further, we support that this legislation requires 
VA to perform yearly audits in order to eliminate the systematic errors that cause 
overpayments. 

S. 850: HIGHLY RURAL VETERAN TRANSPORTATION PROGRAM EXTENSION ACT 

The Enlisted Association of the National Guard of the United States currently 
does not have a stance on S. 850, the Highly Rural Veteran Transportation Program 
Extension Act. 

S. 857: INCREASE SPECIAL PROVISIONS FOR MEDAL OF HONOR RECIPIENTS 

The Enlisted Association of the National Guard of the United States is highly sup-
portive of S. 857, Increase Special Provisions for Medal of Honor Recipients. These 
heroes deserve all the recognition and support we can give, and increasing their 
monthly pensions to $3,000 monthly will do much to alleviate undue economic 
stress. 

S. 980: HOMELESS VETERANS PREVENTION ACT OF 2019 

The Enlisted Association of the National Guard of the United States is supportive 
of S. 980, the Homeless Veterans Prevention Act of 2019. 

Alleviating economic stress for homeless Veterans and their dependents via Per 
Diem support allows for the exploration of permanent solutions, and ensures these 
Veterans have the ability to seek and access to further resources—whether that is 
mental, physical, or legal help. Private and public partnerships to provide legal 
counsel to homeless Veterans and their families provides another means of protec-
tion and stability, and will potentially prevent further homelessness among at-risk 
Veterans in the midst of financial or marital distress. 

EANGUS recommends that National Guard and members of the Reserve compo-
nents be disaggregated in collected data, as the nature of their homelessness differs 
from the active duty population. Understanding the differences between active duty 
population and the Reserve Component population will enable us to determine cor-
relative factors that contribute to each population’s homelessness, and to draft bet-
ter legislation to strengthen preventative measures. 

S. 1101: BETTER EXAMINER STANDARDS AND TRANSPARENCY FOR VETERANS ACT OF 2019 

The Enlisted Association of the National Guard of the United States supports 
S. 1101, Better Examiner Standards and Transparency for Veterans Act of 2019. 

When evaluated for disability ratings, Veterans should be confident their exam-
iner is a licensed health care provider that is professionally qualified to conduct an 
accurate analysis and give trustworthy recommendations. Anything less would be 
an insult to these Veterans. 

S. 1154: DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH RECORD ADVISORY 
COMMITTEE ACT 

The Enlisted Association of the National Guard is generally supportive of S. 1154, 
the Department of Veterans Affairs Electronic Health Record Advisory Committee 
Act. 
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Generally, members of the National Guard are not seen at military facilities, and 
it becomes incumbent on National Guard members to ensure their medical records 
from civilian providers are placed in their military medical records—something rare-
ly done. Our understanding is that, as GENESIS matures, the plan is for it to in-
clude the EHR from several private commercial health plans for even more access 
to civilian medical records by DOD and VA. It must include Guard and Reserve 
members to be effective. EANGUS therefore recommends that National Guard and 
Reserve Component be represented on the EHR advisory committee to ensure that 
our members’ medical records are properly integrated. 

S. ___: JANEY ENSMINGER ACT OF 2019 

The Enlisted Association of the National Guard of the United States does not 
have a stance on the Janey Ensminger Act of 2019. 

S. ___: PAY EDUCATIONAL ASSISTANCE ETC. 

The Enlisted Association of the National Guard of the United States is highly sup-
portive of this yet untitled bill submitted by Senator Cassidy. 

In the wake of multiple closures of institutions of higher education, Student Vet-
erans have had no recourse for reimbursement, nor the necessary benefits to transi-
tion into another program. This piece of legislation will empower the Secretary of 
VA to continue to pay subsistence allowances and educational assistance for up to 
eight weeks, greatly aiding Student Veterans to weather temporary closures, or pro-
vide them the resources necessary to transition and persist at another institution 
of higher education. 

LETTER FROM CAROL WILD SCOTT, ESQ., LEGISLATIVE AND VETERANS AFFAIRS CHAIR, 
VETERANS & MILITARY LAW SECTION, FEDERAL BAR ASSOCIATION 

FEDERAL BAR ASSOCIATION. 
Hon. JOHNNY ISAKSON, Chairman, 
Hon. JON TESTER, Ranking Member, 
Committee on Veterans’ Affairs, 
U.S. Senate, Washington, DC. 

RE: COMMENTS ON S. 785 

DEAR CHAIRMAN ISAKSON AND RANKING MEMBER TESTER: The Veterans & Mili-
tary Law Section (V&MLS) of the Federal Bar Association respectfully submits the 
following comments for the record on this important legislation addressing the im-
provement of mental health care provided by the Department of Veterans Affairs 
(VA). V&MLS asks the Senate Committee on Veterans’ Affairs to review and then 
respond to our carefully crafted recommendations to improve and enhance S. 785, 
a bill V&MLS strongly supports. 

For several years, V&MLS has brought our concerns to Congress regarding the 
diminished availability of VA programs, benefits, and health care to Native Amer-
ican veterans, particularly those located on or near tribal lands in rural areas. We 
are pleased to see the inclusion of Native American veterans in S. 785. 

V&MLS recommends the inclusion of Native Americans should be specific in sev-
eral provisions of the legislation. This is of paramount importance because veteran 
suicide in Indian Country is largely unidentified. V&MLS understands that VA 
keeps no record of Native American veteran suicides. As a result, this vital informa-
tion is not included in VA’s national statistics. We believe that tracking mental 
health care and suicide among Native American veterans, including for those with 
other than honorable discharges is crucial, as they appear to be more prevalent 
among Native American veterans. 

We also believe that it is essential for VA to do much more than VA currently 
does to provide prompt access as well as to furnish culturally competent health and 
mental health care to this underserved segment of the veteran community. Thus, 
V&MLS recommends the following changes to the bill, as shown in italics: 

COMMENTS FOR TITLES I–IV: 

Title I, Sec. 104(c)(iv) (Add: ‘‘including identified tribal reservations;’’ 
Title II, Sec. 1720J(b)(4) (Add: ‘‘(v) to coordinate and tailor culturally competent 

mental health needs of Native American veterans. 
Title II, Sec. 204(a) (Add a provision that requires the development, in partnership 

with Indian Health Service, Tribal Health Systems and Bureau of Indian Af-
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fairs metrics for identifying and tracking Native American veteran suicide on 
tribal lands.) 

Title II, Sec. 205(b) [Renumber (5) as (6) and insert (5) Traditional Native American 
healing.] 

Title II, Sec. 206(c)(2) [Add: ‘‘(3) or has received health care through IHS or a Tribal 
Health System (THS) during the two year period preceding the initial participa-
tion of the veteran in the program’’] 

Title III Sec. 301(b) [Add: ‘‘(3) or has received health care from IHS, a THS during 
the two-year period preceding the initial participation of the veteran in the pro-
gram] 

Title III Sec. 304(b)(1) [Add: ‘‘(E) Ethnic gender-specific risk factors for suicide and 
suicide ideation; (F) Ethnic gender-specific treatment efficacy for depression and 
suicide prevention; (G) Gender-specific efficacy of Native American traditional 
healing when provided for Native American veterans] 

Title III Sec. 304(b)(2)(A) [Renumber (x) as (xi) and insert: (x) Traditional Healing 
for Native American veterans.] 

Title IV Sec. 401(b)(2) [Add: to (A): ‘‘ . . . including Native American tribal lands.’’] 
Title IV Sec. 405(b) (1) (Add: ‘‘and culturally competent tradition-based mental 

health care.’’) 
Title IV Sec. 405(b)(2)(D) (Add: ‘‘and culturally competent tradition-based mental 

health care.’’) with conforming additions to (D)(i) and (ii). Include as well the 
addition of ‘‘culturally competent tradition-based’’ to (E)-(G). 

Title IV Sec. 406(a)(2)(B)(iv) (Add: ‘‘ . . . including those of Native American service-
members.’’) with conforming addition to (a)(2)(C)(iv). 

Title IV Sec. 406(a)(2)(E) (Add: ‘‘including Native Americans.’’ 

COMMENTS FOR TITLE V: 

V&MLS believes the single greatest barrier to mental health care for Native 
American veterans is the nearly total lack of mental health professionals capable 
of delivering culturally competent mental health care on or near tribal lands. Ac-
cording to VA data, there are only 12 Native American psychologists employed by 
VA. V&MLS was unable to obtain data on the number of psychiatrists employed by 
VA. The majority of Native Americans, veterans or not, often seek care from tradi-
tional healers. However, VA medical providers and claims adjudicators do not recog-
nize traditional care. It is critical to this population of veterans that VA actively re-
cruit Native American mental health providers at all levels of licensure and recog-
nize traditional healers and healing for both treatment and disability claim 
decisions. 
Title V Sec. 502(a). (Add: ‘‘ . . . a plan to address staffing shortages of psychiatrists 

and psychologists, including Native American psychologists and psychia-
trists . . . ’’) 

Title V Sec. 504(a)(2)(B) (Add: ‘‘to include Native American women’’) 
Title V Sec. 504(a)(2)(C) (Add: ‘‘The number and proportion of women peer special-

ists to include Native American women peer specialists . . . ’’) 
Title V Sec. 504(c)(1) (Add: ‘‘ . . . to hire additional qualified peer specialists who are 

women, to include Native American women . . . ’’ 
Sec. 7699(a) (Add: ‘‘In General-An individual, including a Native American . . . ’’ 
Title V Sec. 506(b)(1) (Add: ‘‘ . . . other services provided at Vet Centers, including 

those located on or mobile to tribal lands . . . ’’ 
Title V Sec. 506(b)(2) (Add: ‘‘ . . . for how outreach efforts can be improved, including 

such efforts on tribal lands.’’ 
Title V Sec. 506(b)(7) (Add: ‘‘ . . . how better to reach those family members, including 

those on tribal lands.’’ 
Title V Sec. 507: 

The reporting requirements on Readjustment Counseling Services (RCS) 
should include requirements for detailed accounts of efforts made to bring RCS 
treatment to tribal lands. V&MLS was present at Pine Ridge Reservation in 
May 2018, meeting with the Tribal Veteran Service Officer (TVSO) and local 
veterans when a mobile Vet Center vehicle arrived along with representatives 
from other VA programs and services. No one on the Reservation had ever seen 
any of these people or these VA programs before. 

The poverty on or near many reservations and tribal lands because of the lack 
of a viable economy presents significant barriers to the ability to purchase fuel 
or even borrow transportation for a Native American Veteran to travel from the 
reservation to a VA facility for health care. With Vet Centers, it is possible to 
provide mental health care on tribal lands in settings comfortable for veterans 
who by and large do not trust U.S. Government. The Vet Centers should be 
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staffed with those able to provide culturally competent counseling and provide 
an opportunity for interface with Traditional Healers, which requires recruiting 
counselors with cultural skills. 

Our recommendations are worthy of the Committee’s attention because they im-
pact hundreds of thousands of Native American Veterans. In 2017, VA’s ‘‘Vantage 
Blog’’ noted that, ‘‘Native Americans serve in the military among the highest rate, 
per capita, compared to other groups . . . .’’ According to the 2010 Census, there were 
more than 150,000 American Indian and Alaska Native Veterans (Kevin Gover, Di-
rector, Smithsonian National Museum of the American Indian, Huffington Post, 
May 22, 2015). 

The Veterans & Military Law Section of the Federal Bar Association is honored 
to provide the Committee with our comments on this vital legislation. The recom-
mendations are the product of V&MLS only. In summary, we believe S. 785 provides 
a meaningful opportunity to provide for the development of culturally competent 
mental health care to Native American veterans who have earned VA care through 
their sacrifice and service to our country. 

Respectfully submitted, 
CAROL WILD SCOTT, ESQ. 

Legislative and Veterans Affairs Chair, 
Veterans & Military Law Section. 
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LETTER FROM FEDERATION OF STATE MEDICAL BOARDS SUBMITTED BY 
HON. CORY GARDNER, U.S. SENATOR FROM COLORADO 
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LETTER FROM ALIE MUOLO, STAFF ATTORNEY AND MICHELE LEVY, MANAGING 
ATTORNEY, HOMELESS ADVOCACY PROJECT 
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PREPARED STATEMENT OF THE INSTITUTE FOR VETERANS & MILITARY FAMILIES 
SYRACUSE UNIVERSITY, SYRACUSE, NY 

The Institute for Veterans and Military Families (IVMF) at Syracuse University 
is grateful to Chairman Isakson, Ranking Member Tester, and the Members of the 
Committee for the opportunity to submit written testimony on the subject of S. 785 
or, be it enacted, the Commander John Scott Hannon Veterans Mental Health Care 
Improvement Act of 2019. 

Over the past decade, the research and programmatic efforts of the IVMF have 
generated actionable insights into the social and economic determinants of veteran 
health and wellness, particularly as impacted by the servicemember’s lived experi-
ence navigating the transition from military to civilian life. For that reason, it is 
our position that those insights are uniquely positioned to inform the focus and sub-
stance of the Act as currently proposed. It is our hope that this testimony contrib-
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utes to your ongoing efforts to meaningfully address the critically important issues 
impacting the transition from military to civilian life—and by doing so, advance the 
mental and physical well-being of our Nation’s veterans. 

Today the IVMF operates vocational and community coordination programs across 
the United States, designed to complement public-sector efforts in support of a holis-
tic transition from military to civilian life for our servicemembers, veterans, and 
their families. Each year more than 25,000 servicemembers, veterans, and their 
families leverage IVMF programs as a means to navigate the transition out of uni-
form and toward civilian careers, schools, and communities. Those programs include 
interventions designed to support business ownership, career preparation, vocational 
skills training, and also the effective and efficient provision of social services within 
the communities our veterans call home. 

Importantly, all IVMF programs are available to servicemembers, veterans, and 
their families without any financial barriers to access. It is through the generosity 
of the IVMF’s corporate and foundation partners—such as JPMorgan Chase, the 
Schultz Family Foundation, First Data, Walmart, USAA, and many others—that 
we’re able to design and deliver our vocational and community coordination pro-
grams without any cost to those who benefit. 

Most simply, acting on the opportunity to enhance and improve the transition ex-
perience for servicemembers and their families is the mission of the IVMF. For that 
reason, we have leveraged the academic resources of Syracuse University and other 
partners, to conduct extensive research related to the social, cultural, and economic 
factors that impede or enhance the transition from military to civilian life. 

One consistent finding from that research is a clear and enduring linkage between 
the lived transition experience of servicemembers and their families, and the overall 
mental and physical health of the veteran, both during and long-after transition. 

For example, recent findings from the annual Blue Star Families Military Family 
Lifestyle Survey, conducted in partnership with the IVMF, suggests a strong rela-
tionship between transition experience, preparation for transition, and stress. Spe-
cifically, this research illustrates a strong correlation between the transition experi-
ence and mental distress (i.e. stress), which is heightened in instances where plan-
ning and time pressures are compressed. High levels of stress, in turn, significantly 
compromise mental health. This is likely why complementary research demonstrates 
higher rates of suicidal ideation among veterans within five years of military sepa-
ration, as compared to populations five or more years removed from the transition 
experience. 

In short, our research—and related research conducted by others—demonstrates 
clearly that ‘getting transition right’ is central to mitigating those factors likely to 
otherwise compromise long-term wellness and mental health among veterans. Alter-
natively, a negative transition experience is highly likely to set a veteran (and the 
veteran’s family) on a trajectory of compromised wellness and mental health, from 
which it is often exceedingly difficult to recover.1 

For this reason, it is our position that the substance and intent of the proposed 
legislation must be framed in the context of the lived transition experiences of vet-
erans and military families. Such a framework is most likely to generate actionable 
strategies, best positioned to positively impact long-term mental health outcomes for 
our community. 

Accordingly, our programmatic and research experiences suggest three areas of 
focus most strongly aligned with enhancing the transition experience, in a way that 
powerfully undercuts the social and economic factors demonstrated by research to 
erode the mental health of transitioning servicemembers and veterans. Those three 
areas of focus, we suggest to be critical to consider relative to the intent and admin-
istration of S. 785 as proposed, are as follows: 

1. Support for effective and efficient navigation—by or on behalf of the veteran— 
to public and private sector resources positioned to bolster the economic and social 
determinants of wellness and mental health. 

2. Enhanced access to educational and vocational services and supports—before, 
during, and after transition—most strongly aligned with post-service job and career 
opportunity. 

3. Purposeful and robust pathways connecting veterans and their families to the 
communities in which they live, work, and raise their families. 
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In what follows we address each area of focus, and the associated implications for 
S. 785 or, be it enacted, the Commander John Scott Hannon Veterans Mental 
Health Care Improvement Act of 2019. 

ISSUE AREA 1: 

Support for effective and efficient navigation to public and private sector resources, 
positioned to bolster the economic and social determinants of wellness and men-
tal health. 

A major study conducted by the IVMF and focused on the transition experiences 
of more than 8,000 servicemembers, found that effective and efficient navigation of 
available services, resources, and benefits to be the most commonly cited challenge 
associated with the transition from military to civilian life.2 Further, robust data 
generated by the IVMF’s AmericaServes initiative highlights that nearly half of 
those who transition experience co-occurring needs for transition support—needs 
that typically require assistance from multiple providers and across multiple sectors 
and domains (e.g. employment and education; health and transportation). 

The issue of co-occurrence is critically important to acknowledge and understand 
in the context of any legislation proposed for the purpose of enhancing mental 
health outcomes for veterans and their families. This is because any clinical mental 
health intervention is most effective when aligned with quality housing, financial 
stability, social connectivity, and employment supports.3 Importantly, it is often the 
case that such complementary services and supports ARE ALREADY FUNDED AND IN 
PLACE within the communities our veterans call home, however those resources are 
too often unknown or inaccessible to veterans. 

In fact, this insight represents the seminal premise of the IVMF’s AmericaServes 
program; that is, the recognition that the physical and mental health of our vet-
erans is impacted in ways that go beyond clinical care, but extends to the many so-
cial determinants of health and mental well-being. These social determinants in-
clude meeting basic needs (food, shelter), vocational success and fulfillment, and re-
gaining positive connections with family, friends, and the broader community, 
among others. 

Importantly, acknowledging these co-occurring needs is, by itself, insufficient. 
Instead, government, industry, and non-profit partners must act with intent to 

support effective and efficient navigation to public and private sector resources, po-
sitioned to bolster the economic and social determinants of health and mental well- 
being. The IVMF’s AmericaServes program, and other initiatives like America-
Serves, represent practical validation of this premise. 

Today, in 17 communities across the U.S.—including New York City, Pittsburgh, 
Charlotte, San Antonio, and Dallas—AmericaServes provider networks represents 
the backbone infrastructure supporting effective and efficient navigation to public 
and private sector resources aligned to advance social, economic, and wellness out-
comes for veterans and their families. To date, more than 25,000 veterans have reg-
istered more than 52,000 requests for community-connected, human service support 
(spanning 20 health and human service categories) through the navigation and care 
coordination infrastructure provided by the AmericaServes network. 

All of this is to assert that, for the intent of the proposed legislation to be realized, 
it is critical to consider the means and mechanisms appropriate to empower those 
veterans seeking care and services, to efficiently and effectively navigate the full 
complement of services and supports available to them. 

Summary Conclusion: As drafted, S. 785 includes (Title II) funding for robust and 
meaningful tools that undercut the crisis of veteran suicide, such as grants to local 
providers, feasibility studies related to complementary mental health services, and 
new interventions including outdoor therapy. Yet, as currently drafted, S. 785 could 
include a greater acknowledgement—and therefore practical focus—related to the 
persistent challenges cited by veterans associated with navigation and coordination, 
in the context of the holistic provision of wellness, mental health, and associated 
social services. 

Most simply, to maximize the efficacy and impact of the investments detailed in 
S. 785 as currently drafted, our research and practical experience suggest that it is 
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imperative to engage local community and government organizations, capable and 
willing to provide care coordination and navigation services at the community level. 
The objective of such a focus should be to transparently connect veterans experi-
encing compromised mental health, to local providers representing the full spectrum 
of human service categories. Examples of how this engagement could proceed in-
clude incorporating specific grant funding to support care coordination and naviga-
tion services in local communities; making funding accessible to local government 
to support city and or county-level care coordination; and funding for community- 
level resource mapping, aligned with the objective of enhancing information avail-
able to veterans related to the full spectrum of public, private, and non-profit pro-
viders of social and human services within a given community. 

ISSUE AREA 2: 

Enhanced access to educational and vocational services—before, during, and after 
transition—aligned with post-service jobs and careers 

Another opportunity, often less understood in the context of efforts to enhance 
mental health outcomes for veterans, relates to the importance of employment and 
associated vocational training at the time of transition. The consequences of unem-
ployment and under-employment for the veteran and his or her family, particularly 
immediately following the transition to civilian life, are profound and well- 
documented. 

For example, unemployment or underemployment at the time of transition has 
been demonstrated to undermine the long-term financial health of the family unit, 
contribute to marginalized health outcomes, and has even been linked to an in-
creased rate of suicidal ideation among veterans.4 5 The IVMF’s research has con-
tributed to this strongly supported finding, particularly as situated in the post-9/11 
generation of veterans and military-connected families. 

For example, research conducted jointly between Blue Star Families and the 
IVMF recently found that 16% of veteran respondents who were not currently work-
ing, but were seeking employment, reported (serious) suicidal ideations in the past 
year. This compares to 7% of those who were currently working full-time (who seri-
ously considered suicide in the past year), 8% of those working part time, 9% of 
those who were not currently working and not seeking employment, and 7% of those 
who were retired.6 

Veteran unemployment is low, but some research suggests that the economic and 
financial gains of military families may be slowing.7 In fact, employment data alone 
reveals very little about the nature of the employment secured by those veterans 
who are successful finding work after service. In truth, a great many veterans find 
themselves underemployed with respect to their level of skill, experience, and edu-
cation.8 Further, recent studies reveal that more than 50% of veterans leave their 
first job after the military within a year, suggesting a sub-optimal employment tran-
sition with regard to issues of ‘fit.’ 9 

Given the compelling relationship between employment and mental health, it is 
imperative that we remain focused on the importance of employment and associated 
vocational training at the point of transition. While approximately 65% of veterans 
report participating in the Transition GPS or some type of government- sponsored 
transition programming, only half (50%) of those who attended felt that the pro-
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gramming prepared them to successfully transition from active duty to civilian 
life.10 

The IVMF’s Onward to Opportunity (O2O) represents a blueprint for what is pos-
sible when public-private partnership is positioned to address the relationship be-
tween post-service jobs and careers, and veteran health and well-being. 

The O2O program is a first-of-its-kind transition initiative, built to support a ho-
listic approach to post-service career preparation, search, and placement. The O2O 
model supports participant access to specialized training and certification opportuni-
ties—both in-residence at 18 military installations, and online—representing 32 in- 
demand learning pathways, and a network of more than 800 post-training partners 
and employers across the United States and the globe. Today the O2O program rep-
resents the largest national footprint among the DOD approved Career Skills Pro-
grams. Specifically, since the program’s inception in 2015, the O2O program has 
served as a pathway to jobs and careers for more than 13,000 veterans, transition-
ing servicemembers, and spouses, and supported thousands more to higher-edu-
cation and vocational training. 

Most simply, the intent of the O2O program is to complement TAP GPS, in a way 
that is aimed at improving the long term career trajectory of our veterans. Certifi-
cations like project management, cybersecurity and IT provide participants with ac-
tionable skills training that will improve their immediate job marketability and set 
them up for long term employment success. 

A long-term focus on employability at transition—made possible by programs such 
as Onward to Opportunity—is critically important both for the veteran, and for all 
Americans. 

Current projections related to the costs associated with veteran’s benefits—to in-
clude unemployment compensation—are expected to exceed $1 trillion.11 Moreover, 
given the strong linkage between employment and wellbeing, this estimate would 
trend significantly higher in the face of any extended period of economic depression, 
which would in turn create an additional financial burden on the Department of 
Veterans Affairs, private health care systems, and on other Federal supportive 
services. 

Most simply, sustained and meaningful employment represents a seminal build-
ing block supporting a happy and healthy post-service life. Given purposeful efforts 
to address moralized mental health and suicide among veterans, it is therefore im-
portant to assume a broad view of the means and mechanisms positioned to bolster 
mental health outcomes associated with the veterans’ community. 

That broad view must include enhanced access to educational and vocational serv-
ices aligned with post-service jobs, careers, and long-term employability. Without 
qualification, employment represents a central pillar supporting the foundation of 
mental wellness during and after the transition to civilian life. 

Summary Conclusion: Title I of this Act, focused on improvement of transition ex-
perience for veterans, offers an opportunity to draw a legislatively mandated connec-
tion between improved mental health and quality employment transition programs. 
Our experiences have shown us that quality employment programs are also suicide 
prevention programs. As drafted, section 103 calls for a study of community-based 
transition programs. While this is an important step, the opportunity for more im-
mediate action is real and should be considered by the Committee. 

Mental health related dollars would be best directed for impact, in those instances 
where funding is aligned with complementary efforts to support long-term employ-
ability of veterans, in the face of a rapidly changing workforce. We emphasize the 
role of non-public organizations because government services can be even more ef-
fective when enhanced and supplemented by the ecosystem of other service 
providers. 

Specifically, the Committee should explore opportunities to work with the Com-
mittee on Armed Services to assess and, where appropriate, expand the current 
SkillBridge authority as a strategy to enhance connections between veterans, em-
ployers, and those non-public entities already equipped to deliver employment serv-
ices to veterans and their families; create new and enhanced access to TAP GPS 
for the Nation’s employers; incorporate grant opportunities to expand the scale and 
scope of those non-public entities already equipped to deliver employment services 
to veterans and their families; and mandate and fund a longitudinal study focused 
on informing the relationship between TAP GPS and related access to employment 
programs, and the long-term mental health situation of veterans and their families. 
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ISSUE AREA 3: 

Purposeful and robust pathways connecting veterans and their families to the com-
munities where they live, work, and raise their families 

Less acknowledged in the context of both veterans policy and public discourse, is 
the fact that our post-9/11 wars are the first in the Nation’s history to be shouldered 
by a military composed entirely of volunteers. One consequence of that fact is a real 
and significant social and cultural divide, present between those who have served, 
and those who have not. This ‘‘civilian-military divide’’ serves to, in insidious ways, 
foster among some veterans a feeling of social isolation and disconnectedness. Social 
disconnectedness, in turn, is powerfully and directly linked to compromised mental 
health and suicide among veterans. 

Decades of scholarly research highlight how and why enhancing social connected-
ness—for all people—correlates directly to enhanced mental and even physical 
health. Research specifically situated in the veterans’ community demonstrates that 
social and community connectedness during transition is strongly associated with 
the quality of a veteran’s mental health. This is true even among servicemembers 
long out of the military, indicating that transition experiences, particularly tied to 
one’s sense of belonging to broader community, have a long-term impact on health 
and well-being.12 

Too often, well-intentioned policy fails to leverage opportunities to purposefully 
engage the community of non-public sector providers, for the specific purpose of 
‘building community’ in a way that fosters social and community connectedness 
among veterans. With approximately 45,000 nonprofit organizations serving vet-
erans and military families—and tens of thousands more providing social services 
to the general public—a tremendous opportunity exists for the private and inde-
pendent sectors to work in partnership with government on the issue of enhancing 
social connectedness in support of the wellness needs of veterans and their 
families.13 

For veterans, effective interventions supporting social connectedness must be root-
ed in their communities, alongside an integrated continuum of supportive services. 
Yet, we know from research and practice that these and other services are often 
fragmented and siloed. We also know that many community-based organizations 
and service providers lack the ability to offer culturally competent care to veterans 
in their community, simply because the opportunity to learn and understand the 
military service experience isn’t broadly available to many of those who would other-
wise act in support of this community. 

Any and all efforts to improve transition—and to improve veteran mental health 
outcomes—must be foundationally grounded in support for community-based organi-
zations and service providers, so as to enable those organizations and providers to 
offer culturally competent care and better integrate and coordinate their activities 
across a culturally competent continuum of supportive services in the places where 
our veterans live, work, and raise their families. When providers and communities 
are able to create a culturally competent continuum of supportive services, such ac-
tion fosters trust, connectedness, and enhanced mental and physical health. 

Summary Conclusion: There is an extensive ecosystem of providers across the 
country equipped to serve veterans and improve their mental wellness. As drafted, 
this legislation makes considerable investment in new public sector programs, deliv-
ered through the VA, and developing the workforce needed to deliver them. While 
this enhanced support is needed and appropriate, it must be paired with focused ef-
fort to leverage and maximize existing capacities of local providers across the 
country. 

It is our recommendation that investment focused toward enhancing the clinical 
workforce equipped to deliver service through the VA, should be complemented with 
investments positioned to educate and engage non-public sector providers—specifi-
cally those entities and organizations who offer services and supports positioned to 
foster social and community connectedness among veterans. Doing so would prove 
cost effective over the long-term, and generate enduring gains related to the mental 
health of our veterans. 

In practice, this suggests the current legislation should consider mechanisms to 
incentivize local providers to bridge there services and supports to veterans in their 
community; enhanced opportunity for community organizations and non-profit pro-
viders to access military cultural competency training; enhanced opportunity for em-
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ployers and educational institutions to engage veterans and their families prior to 
and during the transition to civilian life; a purposeful public information campaign, 
targeted toward human service providers and local governments, focused on the op-
portunities associated engaging veterans across the spectrum of community issues 
and concerns. 

CONCLUSION 

In conclusion, on behalf of the veterans and military-connected families we serve 
in partnership with this Committee, thank you for the opportunity to provide writ-
ten testimony on S. 785, be it enacted, the Commander John Scott Hannon Veterans 
Mental Health Care Improvement Act of 2019. 

Our testimony reflects the accumulated insights of our research and pro-
grammatic experience, supporting the transition experience of veterans and their 
families over the past decade. Those learnings suggest that central to any holistic 
strategy positioned to support the overall mental wellbeing of our veterans, are ef-
fective and efficient navigation to community-connected wellness and mental health 
resources, enhanced access to educational and vocational services and supports, and 
accessible pathways connecting veterans and their families to their communities. 

To that end, grant-making represents a powerful mechanism of the Federal Gov-
ernment related to driving community action on an issue such as mental health and 
suicide prevention. Federal grants like Supportive Services for Veteran Families 
(SSVF) can serve as a model for how Federal action can empower communities to 
act—with intent and accountability—related to impacting this nationally important 
issue. 

In that vein, we respectfully suggest that S. 875 can be further enhanced by grant 
funding opportunities beyond clinical interventions, to include expanded access to 
complementary human services and vocational supports, and also innovations en-
hancing community-connected care coordination and navigation. An investment of 
this type will enhance and extend the impact of funds directed to clinical mental 
health interventions, and most importantly best serve the enduring health and 
wellness concerns of our veterans and their families. 
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LETTER FROM NEAL LOIDOLT, PRESIDENT/CEO, MINNESOTA ASSISTANCE COUNCIL 
FOR VETERANS 
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STATEMENT FROM MILITARY OFFICERS ASSOCIATION OF AMERICA 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE SENATE 
COMMITTEE ON VETERANS’ AFFAIR, The Military Officers Association of America 
(MOAA) is pleased to submit its views on pending veterans’ legislation under consid-
eration. 

MOAA does not receive any grants or contracts from the Federal government. 

EXECUTIVE SUMMARY 

On behalf of the 350,000 members of the Military Officers Association of America, 
the largest military service organization representing the seven uniformed services, 
including active duty and Guard and Reserve members, retirees, veterans, and sur-
vivors and their families, thank you for holding this hearing and for your continued 
commitment to the Department of Veterans Affairs (VA) and support to our Nation’s 
servicemembers and veterans and their families. 

MOAA offers our position on the following bills: 
• S. 318, VA Newborn Emergency Treatment Act 
• S. 514, Deborah Sampson Act 
• S. 711, Care and Readiness Enhancement for Reservists Act of 2019 
• S. 746, Department of Veterans Affairs Website Accessibility Act of 2019 
• S. 785, Commander John Scott Hannon Veterans Mental Health Care Improve-

ment Act of 2019 
• S. 850, Highly Rural Veteran Transportation Program Extension Act 
• S. 1154, Department of Veterans Affairs Electronic Health Record Advisory Com-

mittee Act 
• DRAFT Bill, Janey Ensminger Act of 2019 
The association recommends funding be appropriated to support any legislative 

provisions directing expansion of VA programs or services in the bills listed above, 
where funding has not been identified but will be required, or for the establishment 
of new programs and services not already provided for in VA’s current and advance 
budget authorities. 

MOAA takes no position on: S. 123, Ensuring Quality Care for Our Veterans Act; 
S. 221, Department of Veterans Affairs Provider Accountability Act; S. 450, Vet-
erans Improved Access and Care Act of 2019; S. 524, Department of Veterans Af-
fairs Tribal Advisory Committee Act of 2019; S. 805, Veteran Debt Fairness Act of 
2019; S. 857, A bill to amend title 38, United States Code, to increase the amount 
of special pension for Medal of Honor recipients, and for other purposes; S. 980, 
Homeless Veterans Prevention Act of 2019; S. 1101, Better Examiner Standards and 
Transparency for Veterans Act of 2019; and, Draft Bill, A bill to amend title 38, 
United States Code, to extend the authority of the Secretary of Veterans Affairs to 
continue to pay educational assistance or subsistence allowances to eligible persons 
when educational institutions are temporarily closed, and for other purposes. These 
bills are outside of our scope of expertise or familiarity with the current state of the 
issues. 

PENDING LEGISLATION 

S. 318, VA Newborn Emergency Treatment Act (Senator Patty Murray, D-Wash.) 
MOAA supports the legislation. 
The association has long supported legislation to extend health care coverage to 

newborn children of women veterans. This bill would: 
• allow VA to furnish medically necessary transportation for newborns, 
• provide a waiver process for the extension of that care if there is a medical 

need, 
• allow the Secretary to waive the current seven-day restriction on health care 

coverage, and 
• close an existing gap to allow newborn coverage for mothers who delivered be-

fore they reached the hospital, who would otherwise qualify for the coverage. 
MOAA is appreciative of the Committee’s work in recent years to provide care and 

services for a growing population of women veterans who are of child-bearing age. 
This bill is not only critical to the long-term health of both the child and mother, 
but also will help new parents avoid the hardships and significant costs associated 
with delivery under emergency conditions. 

The association would respectfully request the Committee consider adding to the 
bill an extension of care from the mandatory seven days to 14 days to cover all 
newborns. This change would align with S. 514, the Deborah Sampson Act, under 
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consideration by the Committee today and supported by MOAA and other veterans’ 
organizations during the last two congressional sessions. 
S. 514, Deborah Sampson Act (Senator Jon Tester, D-Mont.) 

MOAA supports the legislation as we endorsed in the 115th Congress. 
The measure would improve a number of services and benefits provided by VA 

to women veterans. Generally it would: 
• expand group counseling and the department’s women veterans call center ca-

pabilities, 
• expand the number of days of maternity care, including newborn care, from 

seven to 14 days, 
• increase staffing of gender-specific health care providers and training to non- 

VA community providers, 
• retrofit existing medical facilities to improve privacy and environmental care 

conditions for women veterans, and 
• increase grants for organizations supporting low-income women veterans, in-

cluding legal services and additional resources for homeless women and their fami-
lies. 

While VA has worked hard in recent years to get ahead of the growing demand 
of women seeking health care in the department’s medical facilities (at higher rates 
than their male peers), barriers still exist preventing women from accessing medical 
care or feeling welcomed and safe. 

Eliminating these barriers will require additional funding and resources to imple-
ment massive system improvements and services in order to meet the current and 
future needs of women veterans. MOAA is pleased the Committee and VA continue 
to work hard to provide the authorizations and appropriations necessary to help the 
department succeed. This legislation starts to put in place the parameters and gov-
ernance needed to monitor and evaluate VA’s progress in addressing the needs of 
this unique veteran population. 
S. 711, Care and Readiness Enhancement for Reservists Act of 2019 (Senator Jon 

Tester, D-Mont.) 
MOAA supports the legislation. 
The bill would expand eligibility for mental health services in VA for reservists 

of the Armed Forces. In consultation with the Department of Defense (DOD), the 
VA may furnish a comprehensive assessment and counseling to any member of the 
reserve components who has a behavioral health condition or psychological trauma. 
DOD may fund the needed care regardless of whether the reservist is within his 
or her pre-deployment window. 

Guard and Reserve members also may access confidential VA readjustment coun-
seling services, known as ‘‘Vet Centers,’’ for mental health screening and counseling, 
employment assessments, education training, and other services to help them tran-
sition successfully back to civilian life. 

MOAA considers this legislation critical and timely to addressing the mental 
health needs of the total force and not just active duty servicemembers. However, 
MOAA urges the Committee to expand the legislation to include servicemembers of 
all the uniformed services, as the U.S. Public Health Service and the National Oce-
anic and Atmospheric Administration Commissioned Corps also play a vital role in 
national security and emergency response efforts. 

This legislation will complement VA’s current efforts aimed at improving mental 
health care and support to Guard and Reserve members and help mitigate the ris-
ing rates of mental health conditions and suicides being reported in the reserve com-
ponents. 
S. 746, Department of Veterans Affairs Website Accessibility Act of 2019 (Senator 

Robert Casey, D-PA.) 
MOAA supports the legislation. 
The measure would require the Secretary to conduct a study of the accessibility 

of VA websites to individuals with disabilities. 
MOAA and veterans service organizations (VSOs) continue to hear from veterans 

with disabilities, particularly those with hearing or visual impairments, about their 
difficulty accessing information, products, and services in a manner that helps them 
effectively communicate with VA in appropriate accessible formats. Accessing VA 
website information has frequently been a source of frustration to this population 
of veterans, who believe VA has not been able to keep up with the technological 
changes and/or has not devoted adequate resources to ensure compliance with Sec-
tion 508 of the Rehabilitation Act of 1973, 29 U.S.C. 794d, which ‘‘applies to all Fed-
eral agencies when developing, procuring, maintaining, or using electronic and infor-
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mation technology. Under Section 508, agencies must give disabled employees and 
members of the public access to information comparable to the access available to 
others.’’ 

The department would be required to conduct a study of all websites within 180 
days after enactment of the Act and to submit a report to both the Senate and 
House Veterans’ Affairs Committees, to include a list of websites not accessible to 
individuals with disabilities and a plan for bringing the sites into compliance or 
identifying barriers preventing VA from meeting the requirements of Section 508. 
S. 785, Commander John Scott Hannon Veterans Mental Health Care Improvement 

Act of 2019 (Senator Jon Tester, D-Mont., and Senator Jerry Moran, R-Kan.) 
MOAA supports the legislation. 
The association is grateful for this comprehensive and innovative piece of legisla-

tion aimed at improving mental health care delivered in the VA health system by: 
• providing care for transitioning servicemembers, 
• providing suicide prevention resources, 
• launching programs and studies on mental health, 
• increasing oversight of mental health care and suicide prevention efforts, and 
• enhancing medical workforce and telehealth services. 
MOAA is particularly pleased to see the incorporation of a variety of ideas and 

contributions from multiple stakeholders, including veterans’ organization like ours, 
mental health awareness groups, and other advocacy organizations to produce this 
landmark bill. 

As stated in our testimony at the Senate and House Veterans’ Affairs Committee 
Hearing March 12, 2019, there is no doubt VA has made great strides in expanding 
its health care services to help veterans with mental health conditions. However, 
these efforts aren’t enough to address the growing demand for mental health serv-
ices and the frightening statistics related to veteran suicides. 

This legislation is exactly what is needed to close existing gaps so VA can deliver 
the kind of wrap-around services and continuity of care so desperately needed by 
veterans suffering from mental health or traumatic conditions. 
S. 850, Highly Rural Veteran Transportation Program Extension Act (Senator Dan 

Sullivan, R-Ark.) 
MOAA supports the legislation. 
This legislation would extend VA’s authority to award grants to VSOs who pro-

vide transportation to veterans in highly rural areas. 
Extending the program helps ensure coverage of underserved populations, includ-

ing American Indians and Alaska Natives. 
Additionally, transportation for aging veterans and those with disabilities con-

tinue to be a barrier to accessing care in VA. This legislation not only builds on the 
existing work the VA has undertaken to improve access for Native Americans and 
rural veterans but also supports the larger and growing population of aging vet-
erans who not only have mobility issues but also are at or below poverty level or 
live on fixed incomes, preventing them from seeking critical health care services. 

Currently, VA covers travel expenses for care at VA medical centers and commu-
nity-based outpatient clinics. Vet Centers provide a critical capability within VA’s 
health system, thus inclusion of these facilities for purposes of payment for bene-
ficiary travel and allowances should also be a covered benefit for consistency and 
continuity of care throughout the system. 

MOAA recommends funds be appropriated to support the extension of the pro-
gram to continue providing grants to VSOs to help augment VA’s current efforts to 
provide transportation to this unique population of highly rural veterans with spe-
cial needs. We believe medical care and services, including associated travel ex-
penses and allowances, are central components to opening up access and delivering 
high-quality health care to our veterans. 
S. 1154, Department of Veterans Affairs Electronic Health Record Advisory Com-

mittee Act (Senator Jon Tester, D-Mont.) 
MOAA supports the legislation. 
This bill would require the establishment of an advisory committee to provide 

guidance to the Secretary and Congress on the implementation of the electronic 
health record (EHR) and the department’s transition to the new system. Duties of 
the advisory committee include touring VA facilities as those medical centers begin 
using the electronic health record to analyze implementation and to solicit feedback 
from employees. MOAA believes it is important to ensure the voices of stakeholders, 
veterans, and other participants in the transition process of moving to a new EHR 
are heard and elevated to leadership. 
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We are encouraged and view this legislation as a positive step toward providing 
better accountability through enhanced stakeholder representation, which impor-
tantly includes clinical and technical expertise, as well as key VSOs. It is important 
to have a committed external audience reviewing the EHR implementation actions 
to help identify and mitigate risks for veterans. 

MOAA believes successful transformation to a more veteran-centric health care 
system will only occur once VA fully implements and achieves an integrated, inter-
operable EHR system—something MOAA, Congress, and other veterans stake-
holders have been pressing hard to achieve for two decades. 
Draft Bill, Janey Ensminger Act of 2019 (Senator Richard Burr, R-N.C.) 

MOAA supports the legislation. 
This measure would require the VA to provide medical care for all diseases sci-

entifically associated with exposure to toxic chemicals found at Camp Lejeune, N.C. 
The bill also requires the Agency for Toxic Substances and Disease Registry, an 
agency within the Centers for Disease Control and Prevention, to review all signifi-
cant scientific literature every three years to determine if links have been found be-
tween toxic exposures found at Camp Lejeune and additional diseases and condi-
tions. 

Establishing a national center for research on the diagnosis and treatment of 
health conditions of the descendants of individuals exposed to toxic substances dur-
ing service is a reasonable manner in which to collect information related to the 
long-term health effects of these exposures. An advisory board taking responsibility 
for advising the national center, determining health conditions that result from toxic 
exposure, and studying and evaluating cases of exposure is also a reasonable mecha-
nism to ensure VA weighs the relevant evidence and information in its implementa-
tion and continued engagement. 

CONCLUSION 

MOAA greatly appreciates the hard work of the Committee in holding this hear-
ing. We are especially grateful for your efforts in bringing forward legislation from 
previous years for consideration, and for introducing new bills—all aimed at improv-
ing the health and well-being of our uniformed servicemembers, veterans, and their 
family members. The association looks forward to working with the Committee to 
ensure swift passage of the bills through Congress. 

LETTER FROM JOHN P. MOSER, MSGT USAF (RET.) TO HON. SHERROD BROWN, 
U.S. SENATOR FROM OHIO 

SENATOR BROWN, I wish to convey to you my personal interest in Veteran’s Debt 
Fairness Bill. 

My interest in this bill stems from 10 years of over payments by the VA totaling 
some $26,000. These over payments were the result of negligence by the VA regard-
ing adjusting compensation due to concurrent receipt of Air Force Reserve Drill Pay 
and VA Compensation. I received the notices each year from Defense Manpower 
stating that I had served so many days and did I wish to waive my drill pay or 
my VA Comp. Each year I waived comp as it was considerably less than my reserve 
pay. Each year nothing would happen. The compensation was never adjusted and 
the VA never sent any notices stating they were going to adjust for concurrent re-
ceipt. After several years, multiple phone calls, etc., I gave up. I noticed on the ‘‘no-
tice of concurrent receipt,’’ a statement, which I took to heart. It stated, ’’ Should 
we not receive your waiver request, we will assume you waive your VA compensa-
tion for the year and days indicated.’’ It was then I decided that I do not need to 
waste my time, my commander’s time, effort, etc. if the compensation was to be 
waived anyway. The compensation was never adjusted. 

I retired in September 2015. After 23 years of faithful and honorable service, some 
11 deployments (that I can remember), 50 combat and combat support missions in 
the Middle East, the VA determined that it was time to collect for every year I re-
ceived concurrent benefits, 2005–2015. The debts/overpayments totaled some 
$26,000. $3000 or so was the result of an education benefit error on my part, which 
I accepted responsibility for and paid. In September 2016, the VA took my entire 
monthly benefit. I counted on that compensation for car payments. I had received 
a couple of letters/notices in the mail stating the benefit would be reduced and that 
I had an overpayment. Each notice of overpayment/debt was very confusing and dif-
ficult to understand. When I called the VA Regional office, they were of no help. 
I only grew more confused. In January 2018, I finally have a payment plan in place 
with Debt Management. It only took some 18 months to settle and the burden of 
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proof was 100% on me. Ironically, it only took the VA less than 60 days to start 
garnishing my compensation once they found the overpayment. I currently have an 
active waiver claim on file with the VA and process can take 3–7 years. Is this fair 
to our Nation’s veterans? 

Sir, it is my belief that the Veteran’s Debt Fairness Bill would prevent this from 
happening to future veterans and maybe even help current ones as well. It states 
in the proposed legislation that if there is no fault of the veteran then the VA can 
do nothing about that over payment. The VA also has no timetable to recoup these 
over payments. The bill would limit their time to 5 years if my understanding is 
correct. It is also my understanding and experience that the VA can withhold a vet-
eran’s entire benefit until debts are recovered. I ask you Sir, is this fair? What if 
that veteran’s only income was VA compensation? What if he/she was already deal-
ing with a failed marriage, PTSD, struggling to reintegrate to society after serving, 
or homeless? What then Sir? This bill would limit the amount the VA can garnish 
to 25% of the veteran’s compensation. 

The VA is in dire need of reform. I truly believe this bill is an excellent start. 
I would be willing to testify before your committee about my experiences and 

tribulations with the VA and its debt collection practices to support this bill. 
I have been involved with many veterans who share my experiences. In 2016 

alone, some 200,000 over payments totaling over $1.06 trillion dollars were sent to 
veterans. These over payments can not all be the fault of the veteran. Let’s change 
this! 

Thank you for your attention in this matter and for your considerations of my tes-
tifying in support of Veteran’s Debt Fairness Bill. Our veterans deserve it! 

Sincerely, 
John P Moser, 

MSgt USAF (Ret.). 

PREPARED STATEMENT OF ANGELA KIMBALL, ACTING CHIEF EXECUTIVE OFFICER, 
NATIONAL ALLIANCE ON MENTAL ILLNESS 

CHAIRMAN ISAKSON AND RANKING MEMBER TESTER, on behalf of the National Alli-
ance on Mental Illness (NAMI), I am pleased to offer our organization’s strong sup-
port for the Commander John Scott Hannon Veterans Mental Health Care Improve-
ment Act of 2019 (S. 785). NAMI urges this Committee to advance this important 
bipartisan effort to reduce veteran suicide and improve mental health outcomes 
through expanded access to care, better diagnostic tools, and increased oversight of 
U.S. Department of Veterans Affairs (VA) programs. 

NAMI is the Nation’s largest grassroots mental health organization, dedicated to 
building better lives for the millions of Americans affected by mental illness. NAMI 
envisions a world where all people affected by mental illness experience resiliency, 
recovery, and wellness. 

NAMI commends both you, Senator Tester, and your colleague Senator Moran for 
introducing S. 785. We are proud to join you in celebrating the legacy of retired 
Navy SEAL Commander John Scott Hannon, who served for 23 years and fought 
a courageous battle with post-traumatic stress, Traumatic Brain Injury, and bipolar 
disorder. CDR Hannon embodies the strength of veterans living with mental health 
conditions, and this bill exemplifies his passion and efforts to improve access to vet-
erans’ mental health care as a member of NAMI Montana. 

NAMI is proud to have worked with a bipartisan group of legislators on key com-
ponents of the bill, including increasing access and continuity of care for veterans 
in need of coordinated support. NAMI advocates for improving mental health and 
brain condition diagnostics because an accurate, quick, and early diagnosis has the 
potential to save countless lives and is a critical step to effective care. We are dedi-
cated to working with the VA, legislators, and researchers to improve the process 
and get veterans the treatment and care they need for their recovery. 

As NAMI Montana Executive Director Matt Kuntz has noted about his friend 
CDR Hannon, ‘‘He was a long-time mental health advocate for America’s veterans 
and believed strongly that the VA mental health care system, like every system, 
needs to take concrete steps to improve its ability to conduct its mission.’’ This bill 
is a tangible step in the right direction to ensure that every veteran has the right 
care available to them at the right time. 

S. 785 seeks to improve veterans’ mental health outcomes by increasing veterans’ 
access to mental health care, particularly during transition, supporting innovative 
suicide prevention initiatives, launching programs and studies on mental health, in-
creasing oversight of VA’s mental health care and suicide prevention efforts, and en-
hancing VA’s medical workforce and telehealth services. This legislation builds upon 
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the President’s Executive Order Number 13822 and recommendations from mental 
health organizations, Veterans Service Organizations, the U.S. Government Ac-
countability Office, and VA Advisory Committees. 

This bill aims to make improvements to VA mental health care that will have a 
lasting effect on the future of the diagnosis and treatment for mental health condi-
tions. Among the many important provisions in this bill, NAMI is particularly grate-
ful for the inclusion of the following in S. 785: 

• Extending VA health care eligibility to veterans for a full year after transition-
ing from the Armed Forces and requiring the promotion of this eligibility during the 
Transition Assistance Program (TAP) and on VA’s website. 

• Directing the VA to conduct a computerized Cognitive Behavioral Therapy 
(CBT) program as a supplement to VA mental health care and carry out a study 
of veterans living at high altitudes who might be at an increased risk for dying by 
suicide. 

• Creating the Precision Medicine for Veterans Initiative, modeled after the Na-
tional Institutes of Health’s All of Us program, in order to identify and validate 
brain and mental health biomarkers, with a focus on Post Traumatic Stress Dis-
order, Traumatic Brain Injury, depression, and severe anxiety disorders. 

• Directing the GAO to conduct a management review of the Office of Mental 
Health and Suicide Prevention, report on how VA manages patients at high-risk for 
suicide, and report on the effectiveness of VA’s efforts to integrate mental health 
care into a primary care setting, both within VA and between VA and community- 
based providers. 

• Providing $10 million in funding to increase the number of locations for VA 
telehealth care. 

Mr. Chairman, NAMI is grateful to this Committee for the continued focus on 
ending veteran suicide and improving the lives and care of America’s veterans. We 
wish to express our gratitude to the Committee for the invitation to submit a state-
ment for the record on S. 785. It is a devastating tragedy that our Nation continues 
to lose an average of 20 veterans each day to suicide. We continue to commit our 
organization to working shoulder-to-shoulder with Congress, VA, the Department of 
Defense, and our advocacy partners to achieve our shared goal of the reduction, and 
eventual elimination, of suicide among veterans in America. 

NAMI congratulates Senators Tester and Moran for bringing forward this impor-
tant legislation. We urge swift passage of S. 785 to improve mental health care 
among our Nation’s veterans and advance the important cause of suicide prevention. 

PREPARED STATEMENT OF THE NATIONAL CONGRESS OF AMERICAN INDIANS 

INTRODUCTION 

On behalf of the National Congress of American Indians (NCAI), thank you for 
holding this hearing on legislation to support veterans. Founded in 1944, NCAI is 
the oldest and largest representative organization serving the broad interests of 
tribal nations and communities. Tribal leaders created NCAI in 1944 in response 
to termination and assimilation policies that threatened the existence of American 
Indian and Alaska Native (AI/AN) tribal nations. Since then, NCAI has fought to 
preserve the treaty and sovereign rights of tribal nations, advance the government- 
to-government relationship, and remove historic structural impediments to tribal 
self-determination. 

NCAI is grateful for the Committee’s consideration of legislation intended to bet-
ter fulfill the Federal Government’s commitment to providing for the wellbeing of 
Native veterans when they return home. 
S. 524, the Department of Veterans Affairs Tribal Advisory Committee Act of 2019 

Tribal nations have always held tribal citizens that serve in all branches of the 
U.S. Armed Forces in the highest esteem. Per capita, American Indians and Alaska 
Natives (AI/ANs) serve at a higher rate than any other group of Americans and 
have served in all of the Nation’s wars since the Revolutionary War. Despite this 
long history of service, too often Native veterans have difficulty accessing the bene-
fits they earned through their military service. 

S. 524, the Department of Veterans Affairs Tribal Advisory Committee Act of 
2019, would begin to help address the challenges faced by Native veterans. This leg-
islation establishes the Veterans Affairs Tribal Advisory Committee (VATAC), which 
would provide vital opportunities for collaboration, communication, and coordination 
between the Department of Veterans Affairs (VA) and tribal nations. Specifically, 
the VATAC would advise the Secretary on how to improve programs and services 
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for Native veterans, identify timely issues related to Department programs, propose 
solutions to identified issues, provide a forum for discussion, and help facilitate get-
ting useful feedback from across Indian Country. 

Building a strong relationship between the VA and tribal nations will increase 
awareness and understanding across the VA of the unique issues affecting Native 
veterans in tribal communities. This awareness, paired with more direct interaction 
with tribal leaders who regularly hear from Native veteran constituents will ulti-
mately produce faster solutions and better services for AI/ANs that have served this 
country. 

Accordingly, NCAI supports the immediate passage of S. 524. 

S. 785 and S. 980 
NCAI would also like to provide testimony on two other bills: S. 785, the Com-

mander John Scott Hannon Veterans Mental Health Care Improvement Act of 2019; 
and S. 980, the Homeless Veterans Prevention Act of 2019. Although not tribal-spe-
cific, each of these bills includes provisions that would help address significant 
issues impacting Native veterans across the United States. 

American Indians and Alaska Natives experience high rates of depression and 
psychological distress, which contributes to Native people having the highest suicide 
rate of any group in the United States.1 Suicide continues to be a major concern 
for AI/AN veterans. S. 785 includes provisions that could support mental health 
wellness services to Native veterans who face barriers in accessing mental health 
care services directly from the VA. Building capacity and increasing accessible men-
tal health care services for Native veterans is a positive step toward ending this epi-
demic and ensuring a healthy future for tribal citizens that served this country. 
NCAI would like to work with the Committee to ensure that the provisions of this 
legislation will significantly reduce suicide rates among Native veterans. 

Additionally, when Native veterans return home from their military service, it is 
all too common that they face barriers to reestablishing themselves in civilian life, 
especially when it comes to obtaining safe and affordable housing. S. 980 would help 
eliminate those barriers by expanding access to legal assistance for housing and 
other purposes. Creating partnerships to increase access to legal services for Native 
veterans who are homeless or at risk of being homeless will help ensure that Native 
veterans can find housing and utilize other benefits provided through the VA. 

CONCLUSION 

Thank you for the opportunity to provide testimony on this legislation, and we 
greatly appreciate the work of this Committee to address the many challenges and 
barriers faced by Native veterans. We look forward to working with this Committee 
to pass S. 524 and advance other Federal policies that support those who have 
served our Country. 
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LETTER FROM DAVID C. BENTON, RGN, PHD, FRCN, FAAN, 
CHIEF EXECUTIVE OFFICER, NATIONAL COUNCIL OF STATE BOARDS OF NURSING 
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PREPARED STATEMENT OF PARALYZED VETERANS OF AMERICA 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE COM-
MITTEE, Paralyzed Veterans of America (PVA) would like to thank you for the oppor-
tunity to submit our views on the broad array of pending legislation impacting the 
Department of Veterans Affairs (VA) that is before the Committee. No group of vet-
erans understand the full scope of care provided by the VA better than PVA’s mem-
bers—veterans who have incurred a spinal cord injury or disorder. Most PVA mem-
bers depend on VA for 100 percent of their care and are the most vulnerable when 
access and quality of care is threatened. Several of these bills will help to ensure 
veterans receive timely, quality care and services. 

S. 123, THE ‘‘ENSURING QUALITY CARE FOR OUR VETERANS ACT’’ 

PVA supports S. 123. This legislation requires VA to establish a third party proc-
ess for the review of any instance in which a veteran has been treated by a VA pro-
vider later found to have a revoked license. It also requires VA to notify veterans 
if it is determined that an episode of care or services they received was below estab-
lished levels for acceptable care. PVA supports this common sense approach to help 
protect the health and well-being of our Nation’s veterans. 

S. 221, THE ‘‘DEPARTMENT OF VETERANS AFFAIRS PROVIDER ACCOUNTABILITY ACT’’ 

PVA supports S. 221, which requires VA to report major adverse personnel ac-
tions involving certain health care employees to the National Practitioner Data 
Bank and to applicable state licensing boards. We believe the key to providing ex-
ceptional health care to veterans starts with quality providers. If those providers 
have major adverse personnel actions, they should be reported to the proper licens-
ing authorities to ensure they are unable to practice elsewhere within the VA health 
care system. 

S. 318, THE ‘‘VA NEWBORN EMERGENCY TREATMENT ACT’’ 

PVA strongly supports S. 318. This legislation would correct a cruel oversight in 
newborn care furnished by VA. While women veterans’ newborns may receive health 
care coverage up to seven days after birth, VA is not authorized to pay for any 
emergency transportation that a newborn may require to reach a different medical 
facility. Currently, veterans must pay the full cost of any ambulance or helicopter 
transportation needed to transport their newborns for emergency medical care. This 
legislation will ensure no veteran receives bills for this type of care again. Addition-
ally, this legislation would waive any outstanding debts associated with medically- 
necessary emergency transportation services for a newborn. It would also expand 
the seven days of VA provided coverage through a waiver process for medically nec-
essary care. We urge Congress to move quickly to advance this crucial legislation. 

S. 450, THE ‘‘VETERANS IMPROVED ACCESS AND CARE ACT OF 2019’’ 

PVA supports many efforts to bolster staffing levels at VA facilities, particularly 
within the Spinal Cord Injury System of Care, which historical data shows is one 
of the most difficult areas to recruit and retain nursing staff. S. 450 would create 
a limited pilot project to expedite the onboarding process for new medical providers. 
PVA agrees with this legislation’s intent, but believes a pilot program unnecessarily 
delays this critical need at a time when Congress should be enacting legislation that 
directs VA to expedite its hiring processes department-wide. 

S. 514, THE ‘‘DEBORAH SAMPSON ACT’’ 

PVA supports S. 514, which helps address some of the quality of care barriers 
that are unique to women veterans. From transition services, to health care access, 
to the availability of prosthetics, this bill is a critical and timely step to enhancing 
the health and well-being of women veterans and their families. As women veterans 
are the fastest growing population of veterans, we urge Congress to enable VA to 
fully meet the need for specialized services for women. 

This bill would initiate a program for peer-to-peer counseling for women veterans 
transitioning out of the military and make permanent the availability of readjust-
ment counseling services in group retreat settings. Of the existing readjustment 
counseling retreats provided through VA, participants consistently showed better 
understanding of how to develop support systems and to access resources at VA and 
in their communities. They work with counselors and peers, building on existing 
support. 
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If needed, there is financial and occupational counseling. These programs are 
marked successes and the feedback is overwhelmingly positive for women veterans, 
who show consistent reductions in stress symptoms as a result of their participation. 
Other long lasting improvements included increased coping skills. It is essential for 
women veterans that Congress make this program permanent. We believe the value 
and efficacy is undeniable. 

Importantly, the bill would also authorize hospital stays of up to 14 days for 
newborns under VA care. VA currently allows a maximum stay of seven days. As 
the average stay for a healthy newborn is two days, any newborn needing additional 
coverage is likely to be facing complications immediate after birth or a severe infant 
illness. The current seven day coverage is in a non-department facility for eligible 
women veterans who are receiving VA maternity care. Beyond the seven days, the 
cost of care is the responsibility of the veteran and not VA, even if complications 
require continued care beyond the coverage period. Post-natal health is critical to 
newborn health which directly impacts the lives and well-being of veterans and 
their families. PVA is particularly concerned about those veterans with catastrophic 
disabilities that can cause high-risk pregnancies or pre-term deliveries. A seven day 
limit arguably impacts veterans with disabilities at a greater rate than other vet-
erans. Extending newborn coverage to 14 days is the right thing to do. 

The legislation also aims to eliminate barriers to care. For example, it would en-
sure that every facility has at least one full-time or part-time women’s health pro-
vider. Furthermore, an additional $20 million would be authorized to carry out the 
retrofitting of existing facilities to improve privacy, safety, and environmental needs 
for women veterans. Finally, the bill would require data collection and reporting by 
gender and minority status on VA programs serving veterans and a reporting re-
quirement on prosthetic availability for women veterans. 

This bipartisan legislation ensures women veterans receive the care and benefits 
they earned and we support its swift passage. 

S. 524, THE ‘‘DEPARTMENT OF VETERANS AFFAIRS TRIBAL ADVISORY COMMITTEE 
ACT OF 2019’’ 

PVA supports S. 524 which seeks to establish a VA Advisory Committee on Tribal 
and Indian Affairs. This advisory committee would help to foster better communica-
tion and understanding between VA and Tribal governments. The result will be im-
proved access to VA health care programs, benefits, and services for Native Amer-
ican veterans. 

S. 711, THE ‘‘CARE AND READINESS ENHANCEMENT FOR RESERVISTS ACT OF 2019’’ 

PVA supports S. 711, which allows the Department of Defense (DOD) to fund be-
havioral or mental health care for reservists, regardless of whether they are within 
the 180 day pre-deployment window, or have never deployed. It also directs VA to 
furnish mental health services for members of the National Guard and Reserves, 
and allows them to access veteran centers for mental health screening and coun-
seling, employment assessments, education training, and other services to help them 
successfully transition to civilian life. 

Access to mental health services is a universal issue and we need to make certain 
that everyone who is serving or has served in uniform has access to the behavioral 
health services needed to help ensure no veteran is lost to suicide. This legislation 
compliments existing efforts to reduce this unnecessary loss of life by ensuring all 
members of the Reserve components have access to needed care. 

S. 746, THE ‘‘DEPARTMENT OF VETERANS AFFAIRS WEBSITE ACCESSIBILITY ACT OF 2019’’ 

PVA supports S. 746, which directs VA to study the accessibility of its website and 
related resources for veterans with disabilities and provide a report of its findings 
to Congress. Following the study, VA would be required to identify applications that 
are not accessible to such individuals and VA’s plan to make each of them acces-
sible. 

Section 508 of the Rehabilitation Act of 1973 requires Federal Government agen-
cies to develop and maintain information and communication technology that is ac-
cessible to persons with disabilities. A formal review of VA’s website and related re-
sources to ensure compliance with the law is appropriate. 

S. 785, THE ‘‘COMMANDER JOHN SCOTT HANNON VETERANS MENTAL HEALTH CARE 
IMPROVEMENT ACT OF 2019’’ 

PVA supports S. 785, which seeks to strengthen and improve VA’s mental health 
care services. Passage of this bill would enable VA’s mental health workforce to 
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serve more veterans by giving VA direct hiring authority for more mental health 
professions, offering scholarships to mental health professionals to work at Vet Cen-
ters, and placing at least one Suicide Prevention Coordinator in every VA medical 
center. It also improves rural veterans’ access to mental health care by increasing 
the number of locations at which veterans can access VA telehealth services and 
offer grants to non-VA organizations that provide mental health services or alter-
native treatment to veterans. 

This legislation also provides greater support and assistance to servicemembers 
transitioning out of the military by giving them a full year of VA health care when 
they leave the military and improves services that connect transitioning veterans 
with career and education opportunities. We are further pleased that it expands vet-
erans’ access to animal, outdoor, or agri-therapy, yoga, meditation, and acupuncture, 
and investing in VA mental health research. Most importantly, it includes a host 
of studies and resources provisions specially targeted toward evaluating and improv-
ing VA mental health care programs and service with the goal of reducing veteran 
suicides in mind. 

We lose too many veterans each day to suicide and a concerted approach to reduc-
ing these numbers is badly needed. S. 785 offers a comprehensive approach toward 
improving the diagnosis and treatment for mental health conditions which, in the 
long term, will undoubtedly save lives. 

S. 805, THE ‘‘VETERAN DEBT FAIRNESS ACT OF 2019’’ 

PVA supports S. 805. Failure to resolve debt issues in a timely manner can have 
a lasting, catastrophic impact on a veteran. If the Veterans Benefits Administration 
(VBA) sends out a notice of an overpayment of benefits, or some other circumstance 
producing a debt owed by the veteran, it is essential that VBA know whether that 
notice actually reached the veteran prior to the veteran going into default. Unfortu-
nately, it is not uncommon for veterans to find that one part of VA has updated 
their contact information, while other parts of VA have not. 

We understand and support the Secretary’s need to recover on debts, however, it 
must be done in a manner that maintains due process rights and is not unduly det-
rimental to the veteran. It is important to ensure that veterans are not going into 
default for lack of notice, especially in circumstances where the debt itself is a prod-
uct of VA’s mistakes and overpayments. 

S. 850, THE ‘‘HIGHLY RURAL VETERAN TRANSPORTATION PROGRAM EXTENSION ACT’’ 

PVA supports extending the authorization of appropriations to VA for purposes 
of awarding grants to veterans service organizations for the transportation of highly 
rural veterans. Access to transportation is critical to ensuring that veterans receive 
the health care that they need in a timely manner. 

S. 857, A BILL TO INCREASE THE SPECIAL PENSION FOR MEDAL OF HONOR RECIPIENTS 

PVA supports S. 857. It has been close to fifteen years since the pension amount 
for Medal of Honor recipients was increased. With the great honor of this award 
comes a responsibility from them to share their stories and inspire their fellow citi-
zens. Often times, this requires traveling and participating in events around the 
country. This responsibility should never become a financial burden on those who 
have already sacrificed so much. We support this bill which more than doubles the 
current pension amount to $3,000.00 per month. 

S. 980, THE ‘‘HOMELESS VETERANS PREVENTION ACT OF 2019’’ 

PVA generally supports S. 980. Specifically, we support the provisions in this bill 
that would help keep veteran families together by allowing VA to house the children 
of homeless veterans in transitional housing programs; direct VA partnerships with 
public and private entities to provide legal services for homeless veterans and vet-
erans at risk of becoming homeless; and grant VA the authority to provide dental 
care to homeless veterans. 

However, we do not support the provision allowing VA to stop reporting annually 
on its assistance programs for homeless veterans. The most recent figures show that 
38,000 veterans across the country are without stable housing on any given night 
in America. Congress needs to continue to hold VA accountable, and require them 
to report on what programs are being provided. 
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S. 1101, THE ‘‘BETTER EXAMINER STANDARDS AND TRANSPARENCY FOR VETERANS 
ACT OF 2019’’ 

PVA supports S. 1101, which would ensure that only licensed health care pro-
viders are conducting medical disability examinations on behalf of VA. Veterans 
must be able to receive their disability examinations from providers they can trust. 
We support its swift passage. 

S. 1154, THE ‘‘DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH RECORD 
ADVISORY COMMITTEE ACT’’ 

S. 1154 creates an additional layer of accountability and oversight to ensure the 
development and roll out of the new Electronic Health Record (EHR) goes smoothly. 
The 11-member Committee would operate separately from VA and DOD and would 
be made up of medical professionals, Information Technology and interoperability 
specialists, and veterans currently receiving care from the VA. The Committee will 
analyze the VA’s strategy for implementation; develop a risk management plan; tour 
VA facilities as they transition to the new system; and ensure veterans, VA employ-
ees and medical staff, and other participants have a voice in the process. 

The development of an integrated DOD/VA electronic health record has been beset 
with problems for years. We support the intent of S. 1154 because it is a positive 
step forward. We suspect, however, the Committee’s efforts will only be successful 
if they are given equal latitude to work with, evaluate, and advise DOD on its por-
tion of the EHR as well. 

S. ___, THE ‘‘JANEY ENSMINGER ACT OF 2019’’ 

PVA understands and supports the intent of the draft legislation known as the 
‘‘Janey Ensminger Act of 2019.’’ This legislation would amend the Public Health 
Service Act with respect to the Agency for Toxic Substances and Disease Registry’s 
(ATSDR) review and publication of illnesses and conditions relating to veterans sta-
tioned at Camp Lejeune, North Carolina, and their families. The bill would require 
the ATSDR Administrator to review the scientific data pertaining to the relationship 
between individuals at Camp Lejeune and the suspected resulting illness or condi-
tion. The ATSDR Administrator would be required to determine each condition that 
may be caused by toxic exposure, categorize the level of evidence for these condi-
tions into three categories: sufficient with reasonable confidence that the exposure 
is a cause of the illness or condition, modest supporting causation, or no more than 
limited supporting causation. This information would then be published and contin-
ually updated on the Department of Health and Human Services’ website. Newly 
registered veterans and family members would receive care based on the list pro-
vided by the ATSDR Administrator. 

Research regarding toxic exposures and the subsequent credibility of presumptive 
conditions has traditionally been the charge of the Institute of Medicine (IOM). The 
bill does not discuss the processes that should be implemented if the ATSDR con-
flicts with the findings of the IOM and we hope you will consider this in your delib-
erations on this measure. That aside, PVA supports this effort to ensure periodic 
literature reviews of the existing body of research on the relationship between toxic 
exposures at Camp Lejeune and adverse health conditions. 

S. ___, A BILL TO AMEND TITLE 38, UNITED STATES CODE, TO EXTEND THE AUTHORITY 
OF THE SECRETARY OF VETERANS AFFAIRS TO CONTINUE TO PAY EDUCATIONAL AS-
SISTANCE OR SUBSISTENCE ALLOWANCES TO ELIGIBLE PERSONS WHEN EDUCATIONAL 
INSTITUTIONS ARE TEMPORARILY CLOSED, AND FOR OTHER PURPOSES. 

PVA generally supports this draft language which would extend educational 
assistance or subsistence allowances for a brief period of up to two months to ensure 
stability of Forever GI Bill users when their educational institution closes unex-
pectedly. 

PVA would once again like to thank the Committee for the opportunity to submit 
our views on the legislation considered today. Enactment of much of this proposed 
legislation will significantly enhance the health care services and benefits available 
to veterans, servicemembers, and their families. We look forward to working with 
the Committee on their passage, and would be happy to take any questions you 
have for the record. 
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LETTER FROM JAMES POWERS, VETERAN, COLUMBUS, OH 

STATEMENT OF SUPPORT FOR S. 805 VETERAN DEBT FAIRNESS ACT OF 2019 

Here we are, 18 months after I came before this Committee and gave a veteran’s 
perspective of VA services in Ohio. Never did I expect that elements of my field 
hearing on a November day in Columbus, Ohio would find their way into purposeful 
legislation to prevent unnecessary hardship for Veterans. 

S. 805 puts measures into place to prevent financial hardship on Veterans that 
incur from an overpayment of benefits. The current policies in place provide little 
protection the Veteran. The appeals process is one-sided, and the collection proc-
esses is a nightmare. In my own case that I spoke of in my testimony, had an audit 
process been in place my debt far more easily could have resolved itself. If the VA’s 
IT systems allowed for a veteran to make dependency changes that immediately up-
dated benefit amounts, many of these overpayments could be avoided. This bill is 
as much about helping Veterans as it is about improving the agency that is here 
to serve Veterans. It is common sense to want a government agency to do a better 
job handling this country’s money. Especially when it is for our Veterans. Error or 
not, government money should not be able to cause a hardship. The VA is currently 
doing just that by not automatically capping monthly repayment at 25%. Had the 
VA followed their normal debt collection method in my case, I would have gone 3+ 
months with no benefits payments. This easily would have caused me to need emer-
gency financial assistance. That assistance would have come from state and local 
resources—resources that could be better appropriated to helping veteran homeless-
ness, suicide prevention, and outreach. But, instead, it gets used to pay rent or util-
ity bills for the Veteran who is getting all of his disability compensation garnished. 
It seems counterproductive when you look at it like that. Especially when the solu-
tion is right here in this bill. 

Section 3 of this bill builds on a practice already in place to prevent overpayment 
of DOD and VA benefits. Currently, when a servicemember retires the DOD auto-
matically verifies VA compensation amounts to prevent overpayment of retirement 
benefits. With this bill, the DOD would quarterly verify Drill pay for guard/reservist 
to the VA. This simple reconciliation would remove the reporting/recording issue fac-
ing the Veteran/VA. No longer would the VA find itself recouping benefits that oc-
curred over a long period of time. 

Many of these policies are not new to the Federal Government. They exist in simi-
lar context within the Social Security Administration. Many of these debt collection 
practices also come straight from similar protections a Veteran may find when deal-
ing with a private debt and the CFPB. 

So, I ask this Committee to continue ‘‘to not let my words fall upon deaf ears’’ 
as I said in my previous testimony, but to work toward making S. 805 Veteran Debt 
Fairness Act of 2019 the next law showing this country’s continued commitment to 
honor, care for, and in this case, protect its Veterans. 

Previous Committee testimony: https://www.veterans.senate.gov/download/powers- 
testimony_11212017 

Signed, 
James Powers. 

PREPARED STATEMENT OF STUDENT VETERANS OF AMERICA 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER AND MEMBERS OF THE COMMITTEE: 
Thank you for inviting Student Veterans of America (SVA) to submit our testimony 
on pending legislation before the Committee. 

Established in 2008, SVA is a national nonprofit founded to empower student vet-
erans as they transition to civilian life by providing them with the resources, net-
work support, and advocacy needed to succeed in higher education. With over 1,500 
Campus Chapters across the U.S. and in four countries overseas, serving 750,000 
student veterans, SVA establishes a lifelong commitment to each student’s success, 
from campus life to employment, through local leadership workshops, national con-
ferences, and top-tier employer relations. As the largest chapter-based student orga-
nization in America, we are a force and voice for the interests of veterans in higher 
education, and SVA places the student veteran at the top of our organizational 
pyramid. 

Edward Everett, our Nation’s 20th Secretary of State, and the former President 
of Harvard University was famously quoted as stating, ‘‘Education is a better safe-
guard of liberty than a standing army.’’ While we have the finest military that the 
world has ever known, the sentiment remains; the importance of education to our 
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Nation’s national security continues to be critical and we thank the Committee for 
putting forth thoughtful legislation that speaks to this importance. 

S. 805, VETERAN DEBT FAIRNESS ACT OF 2019 

The Veteran Debt Fairness Act of 2019 would make certain improvements to the 
Department of Veterans Affairs (VA) debt collection process and limit the authority 
of VA to recover overpayments made to veterans due to VA accounting errors. 

VA sends out up to 200,000 overpayment notices to veterans every year.1 Most 
are health-related, but based 2015 GAO study, roughly one out of every four vet-
erans using the Post-9/11 GI Bill also received an overpayment notice.2 These no-
tices demand the debt—a number we have seen reach as high as $75,000—be repaid 
in full within thirty days or the veteran’s benefits will be withheld.3 This short win-
dow of time to respond to a wholly unexpected and life-changing letter can be a 
challenge for veterans on its own, but is also further reduced by VA’s outdated and 
disconnected address databases and years-long reliance on physical mail, meaning 
many veterans have not received these notifications in time to engage in their ap-
peals or repayment options.4 

The causes of overpayments and poor dissemination of these notices due to inad-
equate infrastructure is a well-worn discussion, but in some cases the root issue is 
not related to IT but VA’s internal processes. The VA’s Office of the Inspector Gen-
eral released a report in December of last year regarding 1,300 disabled veterans 
receiving Dependent’s Educational Assistance (DEA) overpayment notices totaling 
$4.5 million—an average of $3,400 each.5 The report found that 25 of the 58 re-
gional VA offices had roughly 4,600 unread emails in their respective DEA inboxes 
dating back to August 2016, sixty-seven percent of which (∼3,100) were about DEA 
benefits.6 7 Seven of the offices reported not checking those inboxes at all because 
there was no VBA standard in place.8 

With overpayment letters on the rise—nearly tripling from 2013 to 2017—an ever- 
increasing number of our veterans and families are being threatened with or experi-
ence financial harm.9 The serious nature of these notices and the impact they can 
have on families requires that stronger guardrails be placed around the processes 
that enable them. This bill is a step in that direction. 

SVA strongly supports the bill’s language on limiting VA’s recoupment of debts 
to only those made by errors from the veteran or beneficiary, capping the benefit 
deduction at 25%, and only those debts that were incurred in the last five years. 

SVA also supports the requirement that the VA provide veterans with the ability 
to update their dependency information online, which eliminates a potential proc-
essing delay and cause of overpayments. We continue to emphasize VA’s need to im-
prove and modernize its IT infrastructure and see this as another opportunity to 
provide greater service to our veterans. 

DRAFT LEGISLATION, TO AMEND TITLE 38, UNITED STATES CODE, TO EXTEND THE AU-
THORITY OF THE SECRETARY OF VETERANS AFFAIRS TO CONTINUE TO PAY EDU-
CATIONAL ASSISTANCE OR SUBSISTENCE ALLOWANCES TO ELIGIBLE PERSONS WHEN 
EDUCATIONAL INSTITUTIONS ARE TEMPORARILY CLOSED. 

This legislation would extend the period that VA is able to continue paying hous-
ing allowances during a school’s temporary closure due to an Executive order of the 
President or because of an emergency situation from four weeks to eight. 
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As has been made all too clear in the past few years, natural disasters dramati-
cally impact the lives of students and the communities that surround them. In 2017 
and 2018, we saw at least 43 separate college and university closures of over 10 
days. In Georgia, those included Albany Technical College, East Georgia State Col-
lege, Georgia Southern University-Armstrong, and the Savannah School of Art and 
Design. In North Carolina, Fayetteville Technical Community College and Craven 
Community College temporarily shuttered. And some, like Lone Star College’s 
Kingwood and Atascocita campuses, closed for a full month. When schools close in 
the aftermath of a catastrophic event, student veterans must navigate their own re-
covery while the ticking clock of the four-week benefits extension hangs over their 
head. 

It is important to understand that significant disaster events are occurring more 
frequently and more intensely than ever before. Since 1980, the United States has 
faced an average of six billion-dollar storms in a given year.10 In the past 5 years, 
however, we have faced an average of thirteen.11 It is clear our students face a 
growing threat from the environment and we believe that preparing policy to more 
adequately, and proactively, address these issues is the best option. We should not 
wait until our veterans are suffering to enact this positive change. 

SVA strongly supports giving VA the authority to extend the current timeframe 
when natural disasters are so severe an institution needs more than a month to re-
open campus. We believe this is a common-sense, proactive policy change providing 
student veterans more than a few weeks’ time to figure out a new plan when facing 
catastrophes. 

If the Committee would like to continue the conversation on ways to better serve 
our student veterans responding to natural disasters, one area that students still 
need relief is with post-disaster relocation. If a student must relocate due to a nat-
ural disaster and cannot immediately return to school upon reopening, VA is unable 
to continue making payments to them or assist with relocation needs. This com-
pounds the student’s existing problems and causes undue hardship. 

We would also like to encourage the Committee to consider ways to provide assur-
ances for housing allowances in the wake of natural disasters without having to lose 
a month or more of educational assistance eligibility due to circumstances beyond 
students’ control. 

We applaud Congress’ efforts thus far to provide common-sense relief to our stu-
dent veterans who are impacted by natural disasters. With each proactive step, Con-
gress sends a powerful message to our veterans that our country is committed to 
serving them when they need help the most. 

In addition to the legislation listed above, SVA also supports S. 785, the Com-
mander John Scott Hannon Veterans Mental Health Care Act of 2019, which makes 
continued improvements to the Transition Assistance Program and authorizes a 
scholarship program for veterans seeking certain degrees. 

The success of veterans in higher education is no mistake or coincidence. Research 
consistently demonstrates this unique population of non-traditional students is far 
outpacing their peers in many measures of academic performance.12 Further, this 
success in higher education begets success in careers, in communities, and promotes 
family financial stability, holistic well-being, and provides the all-volunteer force 
with powerful tools for recruitment and retention when recruits know military serv-
ice prepares them for success after service. 

We thank the Chairman, Ranking Member, and the Subcommittee Members for 
your time, attention, and devotion to the cause of veterans in higher education. As 
always, we welcome your feedback and questions, and we look forward to continuing 
to work with this Committee, the Senate Veterans’ Affairs Committee, and the 
whole of Congress to ensure the success of all generations of veterans through 
education. 
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PREPARED STATEMENT OF CARLOS FUENTES, DIRECTOR, NATIONAL LEGISLATIVE 
SERVICE, VETERANS OF FOREIGN WARS OF THE UNITED STATES 

CHAIRMAN ISAKSON, RANKING MEMBER TESTER, AND MEMBERS OF THE COM-
MITTEE, On behalf of the men and women of the Veterans of Foreign Wars of the 
United States (VFW) and its Auxiliary, thank you for the opportunity to offer our 
views on legislation pending before the Committee. 

S. 123, ENSURING QUALITY CARE FOR OUR VETERANS ACT 

The VFW supports this legislation which would require the Department of Vet-
erans Affairs (VA) to conduct a clinical review of care furnished by VA health care 
professionals who had their licenses to practice terminated for cause. 

It is unacceptable to endanger the lives of our Nation’s veterans by hiring health 
care professionals with suspended licenses. There have been several egregious exam-
ples of VA doctors who commit malpractice under VA’s watch, but should never 
have been allowed to provide care to veterans. This bill would rightfully ensure VA 
health care professionals who had their licenses terminated in the past and are cur-
rently employed by VA are providing high-quality care. If not, VA would be required 
to provide a clinical disclosure of adverse events to impacted patients. Doing so 
would ensure patients know their rights and options for recourse. 

S. 221, DEPARTMENT OF VETERANS AFFAIRS PROVIDER ACCOUNTABILITY ACT 

The VFW supports the intent of this legislation, which would codify VA’s report-
ing requirements to the National Practitioner Data Bank and state licensing boards, 
and has suggestions to improve it. 

Several instances of VA medical errors have been made public in the past couple 
of years, where VA health care providers have been held accountable or fired, but 
the instances were never reported to state licensing boards or the National Practi-
tioner Data Bank. This legislation would ensure such providers are not allowed to 
continue to endanger the lives of their patients, whether it is at VA or outside of 
VA, by requiring VA to report all major adverse actions to the National Practitioner 
Data Bank within 30 days of such actions. This legislation would also prohibit VA 
from purging negative records from personnel files except in situations where the 
record is found not to be legitimate by the Office of Accountability and Whistle-
blower Protection. 

The VFW urges the Committee to amend the legislation to require VA to report 
incidents VA is investigating. It is common practice for private sector health care 
facilities to report incidents to state boards when the facility begins a medical error 
investigation and when adverse actions have been carried out. This legislation only 
requires VA to report medical errors after the adverse actions have taken place. 
This is a particular concern in instances where a provider may choose to retire be-
fore an adverse action is carried out. In such instances, the state medical board 
where the provider is licensed may investigate and discipline the provider even 
though VA has lost its opportunity to do so. 

S. 318, VA NEWBORN EMERGENCY TREATMENT ACT 

The VFW supports this legislation which would expand VA’s current authority to 
cover the cost of emergency transportation for eligible newborn babies. Under cur-
rent law VA is authorized to provide seven days of medical coverage for newborn 
children, but that coverage does not include emergency transportation. 

The VFW has long supported expanding the length of time a veteran’s newborn 
child is provided medical coverage by VA, and believes also expanding current legis-
lation to include emergency transportation is common sense. If a veteran gives birth 
to a child who then has an emergency medical situation which the birthing facility 
is unable to address, VA must be able to cover the cost of transporting such new-
born to a facility that can provide the required care. Veterans in this situation are 
already under a great deal of stress, and it is unjust to then add the burden of 
emergency transportation costs. 

During the first seven days, the transportation must be covered as it is part of 
the treatment. Medical services and surveillance would be needed during the trans-
port as a matter of life or death to the infant. This legislation provides Congress 
with an easy way to increase the quality of care women veterans rightfully deserve. 
The VFW urges the Committee to swiftly pass this bill. 
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S. 450, VETERANS IMPROVED ACCESS AND CARE ACT OF 2019 

The VFW supports this legislation to require VA to assess the feasibility of expe-
diting the process of onboarding new medical providers and require VA to create a 
plan to reduce the hiring process for health care professionals. 

The VFW continues to hear that VA’s licensing and credentialing process is exces-
sively long and should be modified to make certain VA is able to hire high-quality 
doctors on a timely basis. The VFW has also heard from providers who work at VA 
that they face delays transferring to underserved areas because they are required 
to undergo burdensome onboarding processes again, even though VA policy author-
izes streamlined transfers between VA medical facilities. Veterans want more doc-
tors at their VA medical facilities. Requiring doctors who want to serve veterans to 
jump through hoops deters them from doing so. 

S. 514, DEBORAH SAMPSON ACT 

The VFW supports this legislation to improve VA benefits and services for women 
veterans. The VFW has adamantly worked alongside Congress and VA to improve 
access, care, and benefits to women veterans. This legislation would address issues 
and concerns regarding access to care, recognition, and homelessness which the 
VFW has identified in direct feedback from women veterans. 

As the women veteran population continues to grow, VA must ensure it provides 
care and services tailored to their unique health care needs. Women veterans de-
serve access to the best treatment and care this Nation has to offer. That is why 
it is crucial VA outfit existing facilities with basic necessities, such as curtains for 
privacy in women’s clinics. These clinics also need to maintain at least one primary 
care provider with expertise in women’s health who is able to train others. However, 
the VFW recommends removing the option of one part-time provider. A part-time 
provider would limit access to care for women veterans and decrease the provider’s 
ability to maintain gender-specific expertise. 

For women veterans who rely on VA for postnatal care, the VFW urges Congress 
to extend the number of days newborn care is covered by VA. Currently, VA only 
covers newborn care for seven days. One week is not enough to provide coverage 
for critical care that may be necessary in the first weeks of a child’s life—especially 
in the relatively common instance of false-positive newborn disease testing—nor is 
it enough to ease the new mother of unnecessary stress. The VFW supports the pro-
vision of this bill which would expand newborn coverage for veterans who use VA 
while receiving maternity care. 

In addition, this legislation would provide many other improvements to women 
veterans’ needs within VA. Some of these improvements include analysis of staffing 
needs, the establishment of a women veteran training module for non-VA health 
care providers, expansion of legal services for women veterans, and information to 
be added to the VA website relating to women veteran programs. 

S. 711, CARE AND READINESS ENHANCEMENT FOR RESERVISTS ACT OF 2019 

The VFW supports this legislation to expand eligibility for VA Vet Centers for 
members of the reserve component of the U.S. Armed Forces. 

According the Department of Defense Suicide Events Report, members of the re-
serve component have higher rates of suicide than active duty servicemembers. Lack 
of access to mental health care and possible impact on career are common reasons 
reserve component servicemembers do not receive the care they need to cope with 
mental health conditions, despite their high frequency of deployment. This bill 
would ensure they have access to the high-quality and confidential care provided by 
VA’s more than 300 Vet Centers around the country. 

S. 746, DEPARTMENT OF VETERANS AFFAIRS WEBSITE ACCESSIBILITY ACT OF 2019 

The VFW supports this legislation which would require VA to ensure its websites 
and kiosks meet accessibility requirements. With VA’s increased reliance on 
websites to communicate with veterans, and kiosks at VA medical centers to check 
in for appointments, VA must ensure all veterans have the ability to utilize such 
modalities. 

S. 785, COMMANDER JOHN SCOTT HANNON VETERANS MENTAL HEALTH CARE 
IMPROVEMENT ACT OF 2019 

The VFW supports this comprehensive legislation which would significantly im-
prove VA’s suicide prevention efforts. 

Eliminating suicide among our Nation’s veterans continues to be a top priority for 
the VFW. The most recent analysis of veteran suicide data from 2016 found suicide 
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has remained fairly consistent within the veteran community in recent years. An 
average of 20 veterans and servicemembers die by suicide every day. While this 
number must be reduced to zero, it is worth noting that the number of veterans who 
die by suicide has remained consistent in recent years, while non-veteran suicides 
have continued to increase. 

The Office of Inspector General report determining Veterans Health Administra-
tion staffing shortages continues to list psychiatry clinics as having the most need, 
with the fourth being psychology. Out of 141 facilities surveyed, 98 had a shortage 
for psychiatrists and 58 had a shortage for psychologists. By not adequately staffing 
VA, the capacity to serve veterans and provide the necessary access to mental 
health care needed by so many will continue to be limited. With the entire nation 
experiencing a critical shortage of mental health care providers, such need cannot 
be sufficiently addressed by simply increasing use of community care. This legisla-
tion would make improvements to VA’s mental health care workforce to ensure vet-
erans with mental health care concerns have timely access to high-quality care. 

The VFW is proud to be part of the solution. Through Project Advancing Tele-
health through Local Access Stations (ATLAS), the VFW has worked with VA and 
Philips to leverage VA’s anywhere to anywhere authority to expand telehealth op-
tions for veterans who live in rural areas. In this partnership, VA has identified 
highly rural areas where veterans must travel far distances to receive VA health 
care. The VFW identifies posts in those areas to serve as access points for VA health 
care. Once the post is modified to VA’s specifications, it is equipped with Philips- 
donated telehealth technology to provide veterans access to VA health care at a con-
venient veteran-centric location. More than 20 VFW posts have been identified as 
possible telehealth centers. The primary use for the first Project ATLAS site in Eu-
reka, Montana, will be for mental health care. Veterans in Eureka must travel more 
than 70 miles to the nearest VA clinic for mental health care. The VFW is glad this 
legislation would expand such opportunities through a grant program. Doing so 
would provide veterans the ability to receive VA health care closer to home. 

VA is making concerted efforts to ensure it appropriately uses pharmaceutical 
treatments when providing mental health care. Under the Opioid Safety Initiative, 
VA has reduced the number of patients to whom it prescribes opioids. Prescribed 
use of opioids for chronic pain management has unfortunately led to addiction to 
these drugs for many veterans, as well as for many other Americans. VA uses evi-
dence-based clinical guidelines to manage pharmacological treatment of Post Trau-
matic Stress Disorder and substance use disorder to ensure better health outcomes. 
However, many veterans report being abruptly taken off opioids they have relied on 
for years to cope with their pain management, without a proper treatment plan to 
transition them to alternative therapies. Doing so leads veterans to seek alter-
natives outside of VA or to self-medicate. VA must continue to expand research of 
non-traditional medical treatments, such as medical cannabis and other holistic ap-
proaches, for mental health care conditions. This bill would require VA to expand 
access to such therapies to ensure veterans are able to access care that works best 
for them. 

S. 805, VETERAN DEBT FAIRNESS ACT OF 2019 

The VFW supports this legislation which would improve the processing of vet-
erans benefits by VA, limit the authority of the Secretary of Veterans Affairs to re-
cover overpayments made by the Department and other amounts owed by veterans 
to the United States, and improve the due process afforded veterans with respect 
to such recovery. 

While the VFW understands that overpayments must be recouped in order for 
benefit programs to work efficiently, it is important for debt notices to be clear and 
provide concise information regarding what steps veterans must take in order to re-
solve any outstanding debts as soon as possible. Ultimately, a veteran should be re-
sponsible for repaying the overpayment, if it is indeed legitimate. Due to the incon-
sistencies regarding communication of overpayments from VA, as well as the gen-
eral lack of information regarding the nature of such debt, many veterans are sim-
ply unable to meet the deadline imposed on them by VA. To further complicate 
things, the VFW’s interaction with VA’s Debt Management Center personnel has 
made it very clear that VA employees lack a proper understanding of VA policy and 
procedures regarding debt recoupment. The VFW believes this legislation would ad-
dress these concerns, and strongly urge Members of this Committee to support its 
passage. 
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S. 850, HIGHLY RURAL VETERAN TRANSPORTATION PROGRAM EXTENSION ACT 

The VFW strongly supports this legislation, which would expand the authority for 
VA to partner with veterans service organizations and state veterans agencies to 
provide transportation services for veterans in rural areas. 

Lack of transportation is a significant barrier to accessing health care for veterans 
who live in rural and remote areas. Such veterans often do not have the opportunity 
to use public transportation like their fellow veterans who live in urban areas. 
While VA provides benefits for veterans who travel long distances for care, veterans 
may not have the resources to pay for the cost of travel up front. VFW posts and 
departments in North Dakota, Maine, California, and Texas have partnered with 
VA through the Highly Rural Transportation Grants to eliminate this barrier for 
veterans. The VFW supports a one-year expansion of this important program, but 
urges this Committee to make it permanent. 

S. 857, TO INCREASE THE AMOUNT OF SPECIAL PENSION FOR 
MEDAL OF HONOR RECIPIENTS 

This legislation would increase the Medal of Honor pension. The VFW supports 
this legislation and has a recommendation to improve it. 

Veterans who have been awarded the Medal of Honor have made extraordinary 
sacrifices for our country and are rightfully awarded a special pension for those he-
roic acts. The special pension for Medal of Honor recipients has been increased to 
adjust to cost of living increases, but has not been significantly increased since 2002. 
The VFW agrees that it is time to update this modest benefit for America’s most 
cherished heroes. 

The loved ones of our most honored heroes often forgo careers to become full time 
caregivers. This means they become dependent on the Medal of Honor pension to 
make ends meet. However, the Medal of Honor pension ends with the death of the 
recipient and their spouses often do not qualify for VA benefits upon that death. 
Our nation has continued pensions for surviving spouses in the past, such as pen-
sions for members of the Grand Army of the Republic. It is fitting that our Medal 
of Honor veterans’ spouses should continue to receive Medal of Honor pensions until 
their remarriage or death. The VFW recommends this Committee authorize the con-
tinuation of the pension for the Medal of Honor recipient’s surviving spouse until 
the surviving spouse remarries or dies. 

S. 980, HOMELESS VETERANS PREVENTION ACT OF 2019 

This legislation would improve benefits afforded to homeless veterans. The VFW 
supports this legislation and would like to offer a suggestion to strengthen section 3. 

The VFW firmly believes that no veteran who has honorably served this Nation 
should have to suffer the indignity of living on the streets. We praise the great 
progress that has been made in reducing veterans’ homelessness in recent years as 
a direct result of coordinated efforts across multiple government agencies to provide 
transitional housing, rapid rehousing, and employment programs for veterans in 
need. 

The VFW generally supports section 3 of the bill which would allow the Secretary 
to enter into partnerships with public or private entities to fund a portion of certain 
legal services for homeless veterans. While the VFW recognizes that legal issues are 
often a significant barrier to homeless reintegration and must be addressed, we are 
concerned that some for-profit legal entities would view this program as an oppor-
tunity to exploit the availability of government resources in exchange for poor or in-
adequate services. For this reason, we suggest that the language in this section be 
changed to allow VA to enter into partnerships with only public or non-profit private 
legal entities that provide services to homeless veterans. 

S. 1101, BETTER EXAMINER STANDARDS AND TRANSPARENCY FOR VETERANS ACT OF 2019 

The VFW supports this legislation which would require VA to ensure contracted 
health care providers who perform VA compensation and pension examinations are 
qualified to conduct such important examinations. 

Veterans are dependent on the medical opinion of contract physicians who per-
form their disability evaluations to access their earned VA care and benefits. To 
maximize the effectiveness of the contracted compensation and pension examina-
tions, Congress authorized a national license to practice for such providers, similar 
to VA health care providers. This means contracted providers may perform an ex-
amination in a state other than the one where they are licensed. This legislation 
would rightfully prohibit health care providers who have their licenses revoked in 
any state from conducting important compensation and pension examinations for 
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veterans. Doing so would ensure veterans do not receive inaccurate examinations, 
which could lead to the wrongful denial of much-needed benefits. 

S. 1154, DEPARTMENT OF VETERANS AFFAIRS ELECTRONIC HEALTH RECORD 
ADVISORY COMMITTEE ACT 

The VFW supports this legislation, which would establish an Electronic Health 
Record Advisory Committee to oversee VA’s Electronic Health Records Moderniza-
tion. 

This bill would authorize the advisory committee to conduct periodic risk assess-
ments and evaluations, and develop recommendations to mitigate prominent risks. 
It would also require the Committee to submit annual reports to the Secretary of 
Veterans Affairs and the House and Senate Committees on Veterans’ Affairs. These 
would contain recommendations for legislative actions as they see appropriate. This 
legislation would also provide the ability for impacted stakeholders to participate in 
oversight of the implementation VA electronic health record modernization. 

DRAFT LEGISLATION, JANEY ENSMINGER ACT OF 2019 

This legislation would require the Agency for Toxic Substances and Disease Reg-
istry (ATSDR) to conduct periodic literature reviews of the existing research regard-
ing the relationship between exposure to toxic water at Camp Lejeune and adverse 
health conditions. The VFW supports the intent of this legislation, but has a serious 
concern with the threshold it sets for medical research, which we hope this Com-
mittee will address before advancing this legislation. 

The approximately 650,000 veterans and family members who served on Camp 
Lejeune between 1953 and 1987 deserve to know if their health conditions are re-
lated to water they drank that was contaminated with trichloroethylene, tetrachlo-
roethylene, vinyl chloride, and other toxins. That is why the VFW fully supports 
periodic literature reviews of the existing body of research on the relationship be-
tween contaminated water at Camp Lejeune and the health conditions prevalent 
among veterans and family members exposed to such toxic substances. 

However, this legislation would require the ATSDR to evaluate whether a health 
condition is caused by exposure to contaminated Camp Lejeune water, which is an 
unreasonably high bar for determining a relationship between adverse health condi-
tions and toxic exposure. This legislation would require the ATSDR to place related 
health care conditions into three categories: sufficient with reasonable confidence 
that the exposure is a cause of the illness or condition; modest supporting causation; 
or no more than limited supporting causation. This would mean that the majority 
of the health conditions the ATSDR considers to be associated with exposure to tri-
chloroethylene, tetrachloroethylene and vinyl chloride in drinking water would fail 
to meet this threshold. 

Research regarding toxic exposures has traditionally used the Institute of Medi-
cine’s (IOM) six categories of associations: sufficient evidence of a causal relation-
ship; sufficient evidence of an association; limited/suggestive evidence of an associa-
tion; insufficient evidence to determine whether an association exists; inadequate/ 
insufficient evidence; and limited/suggestive evidence of no association. These six 
categories are aligned with the nature of epidemiological research and can be used 
to guide future research. The VFW strongly urges this Committee to reduce the 
threshold from causation to IOM’s six categories of association. 

Æ 


