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Prologue

s the United States absorbs the aftereffects of more than a decade of continuous war,

and in the face of the planned draw-down of military personnel, the Department of

Veterans Affairs (VA) will be stressed to continue to meet the growing health-care
needs of the nation’s veterans. Even with the lessening of hostilities and eventual with-
drawal of combat troops from Iraq, Afghanistan, and other hostile assignments, the most
recent cohort of veterans will grow for the foreseeable future, pressing VA for services.
Long after our uniformed personnel repatriate from their deployments, their long-term
wounds, whether physical or psychological, will need to be attended to by VA. This is a
responsibility that cannot and should not be minimized.

Thanks to swift triage and aeromedical evacuations, and improvements in battlefield
trauma medicine and surgical procedures, more combat-wounded personnel than ever
before are surviving military action, and their injuries are in need of highly specialized,
lifelong care, sophisticated prosthetics, and other vital equipment and services. Providing
for these veterans, who voluntarily sacrificed themselves for the greater good of the nation,
is a firm and lasting commitment, not only by VA but by all Americans, to restore their
lives and return them to a state of optimal health.

The Independent Budget is a comprehensive budget and policy document created by vet-
erans for veterans for VA. This budget is dedicated to veterans of all branches of military
service, who have confronted our nation’s enemies on behalf of those who could not, or
would not, serve. The Independent Budget veterans service organizations (IBVSOs)—
AMVETS (American Veterans), Disabled American Veterans (DAV), Paralyzed Veterans
of American (Paralyzed Veterans), and Veterans of Foreign Wars of the United States
(VFW)—are proud to offer The Independent Budget for Fiscal Year 2014 to review the
critical issues associated with that important submission, to be released concurrent to the
Administration’s budget for FY 2014.

The four co-authors believe our mandate has remained steadfast over the years to ensure
that VA provides:

e competent, compassionate, and consistently high-quality health care to all eligible
veterans, and to their eligible families and survivors;

e timely and accurate delivery of all earned benefits to veterans, dependents, and survi-
vors, including disability compensation, pensions, education, housing assistance, and
other necessary supports; and

e dignified memorial services to all eligible veterans, preserving our national cemeteries
as shrines to those lost in or following service to the nation.

(Continued)
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The Independent Budget is intended to be a reference and an instrument to inform and educate not only VA
and its veteran stakeholders, but the general public, the Administration, and Congress, about the most press-
ing issues affecting VA health care, benefits, and their timely and accurate delivery, as well as a variety of
memorial services. These issues make up some of the greatest concerns facing VA and the veteran community,
and our detailed recommendations for improvements are provided in an effort to assist veterans in gaining
and keeping access to services and benefits from a delivery system created solely for them.

The IBVSOs submit this document in the hope that legislators and VA policymakers will consider and incor-
porate our recommendations in developing legislation and making policy changes affecting VA for FY 2014
and beyond and for developing advance appropriations in VA health care for FY 2015. We believe that by
capitalizing on the strong foundation this document provides VA will be better able to improve its benefits
and services and achieve operational excellence.

As our nation’s economy continues to be plagued by numerous fiscal and economic challenges of grave con-
cern, especially in light of the failure last year of the Joint Select Committee on Deficit Reduction, the IBVSOs
are justifiably apprehensive about the looming threat of sequestration and its effects on VA and the veterans
it serves. We strongly believe that whatever happens in the upcoming year regarding the disposition of the
sequestration mandate that the veterans and families VA serves should not be forced to sacrifice any of the
benefits they so clearly earned.

The IBVSOs will not support any backsliding on the outlay of funds needed for investment in essential VA
programs and infrastructure, so as to retain the valuable and expensive progress made in these areas over the
past several years. If the nation expects to continue to attract and retain willing and talented candidates to
serve in the military, we must commit to providing the earned benefits and health-care services to those men
and women who have made selfless sacrifices for the nation. We must emphasize that freedom is expensive not
only to achieve, but to sustain, and this cost is often life altering and may be life ending.

Our veterans have always stepped forward when we needed them to do the tough jobs, often in the worst
conditions imaginable, and while making numerous personal sacrifices and enduring physical and emotional
pain. Veterans have paid their dues in full. We should ask nothing further of them. Veterans do not need or
want handouts, but many need a hand up, and all deserve what they were promised and earned through their
military service to America.
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Independent
Budget Authors

Independent Budget to honor veterans and their service to our country. Throughout

the year, each organization works independently to identify and address legislative
and policy issues that affect the organizations’ memberships and the broader veterans
community.

The four coauthoring organizations have worked in collaboration for 27 years on The

AMVETS

Since 1944, AMVETS has been preserving the freedoms secured by America’s armed
forces, and providing support for veterans and the active military in procuring their
earned entitlements, as well as community service and legislative reform that enhances
the quality of life for this nation’s citizens and veterans alike. AMVETS is one of the
largest Congressionally chartered veterans service organizations in the United States, and
includes members from each branch of the military, including the National Guard and
Reserves.

DISABLED AMERICAN VETERANS

The Disabled American Veterans (DAV), founded in 1920 and chartered by Congress in
1932, is dedicated to a single purpose—empowering veterans to lead high-quality lives
with respect and dignity. This mission is carried forward by ensuring that veterans and
their families can access the full range of benefits available to them; fighting for the inter-
ests of America’s injured heroes on Capitol Hill; and educating the public about the great
sacrifices and needs of veterans transitioning back to civilian life. DAV members also
provide voluntary services in communities across the country.

PARALYZED VETERANS OF AMERICA

Paralyzed Veterans of America (Paralyzed Veterans), founded in 1946, is the only
Congressionally chartered veterans service organization dedicated solely to serving the
needs of veterans with spinal cord injury or dysfunction (SCI/D). Paralyzed Veterans’
mission is to maximize the quality of life for its members and all people with disabilities.
Paralyzed Veterans is a leading advocate for health care, SCI/D research and education,
veterans’ benefits, sports and recreational rehabilitation opportunities, accessibility and
the removal of architectural barriers, and disability rights. Paralyzed Veterans is com-
posed of 34 chapters that work to create an America where all veterans and people with
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disabilities, and their families, can achieve their independence and thrive. Paralyzed Veterans represents more
than 19,000 veterans in all 50 states, the District of Columbia, and Puerto Rico.

VETERANS OF FOREIGN WARS oF THE U.S.

The Veterans of Foreign Wars of the U.S. (VFW), founded in 1899 and chartered by Congress in 1936, is the
nation’s largest organization of combat veterans and its oldest major veterans service organization. Its 1.5 mil-
lion members include veterans of past wars and conflicts, as well as those who currently serve in the active,
Guard, and Reserve forces. Located in 7,900 VFW Posts worldwide, the VFW and the 600,000 members of
its Auxiliaries are dedicated to “honoring the dead by helping the living.” They accomplish this mission by
advocating for veterans, service members, and their families on Capitol Hill as well as state governments;
through local community and national military service programs; and by operating a nationwide network of
service officers who help veterans recoup more than $1 billion annually in earned compensation and pension.

Individually, each of the coauthoring organizations serves the veterans community in a distinct way. However,
the four organizations work in partnership to present this annual budget request to Congress with policy rec-
ommendations regarding veterans’ benefits and health care, as well as funding forecasts for the Department
of Veterans Affairs.
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Guiding Principles

Veterans must not have to wait for benefits to which they are entitled.
Veterans must be ensured access to high-quality medical care.

Veterans must be guaranteed timely access to the full continuum of
health-care services, including long-term care.

Veterans must be assured burial in state or national cemeteries in
every state.

Specialized care must remain the focus of the Department of
Veterans Affairs.

VA’s mission to support the military medical system in time of war
or national emergency is essential to the nation’s security.

VA’s mission to conduct medical and prosthetic research in areas
of veterans’ special needs is critical to the integrity of the veterans’

health-care system and to the advancement of American medicine.

VA’s mission to support health professional education is vital to the
health of all Americans.
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Introduction

ith America’s armed forces now withdrawn from Iraq, and as we begin to plan

our withdrawal from the long conflict in Afghanistan, the numbers of new vet-

erans and disabled veterans entering the Department of Veterans Affairs (VA)
health-care and benefits systems continues to steadily increase. Tens of thousands of sol-
diers, sailors, airmen, marines, and coastguardsmen have experienced injury or illness
associated with their service during the global war on terrorism; meanwhile, the responsi-
bility that this country has to take care of those men and women continues to grow.

With the concerns and issues of these valiant men and women ever-present in our minds,
the four co-authors of The Independent Budget —AMVETS, Disabled American Veterans,
Paralyzed Veterans of America, and the Veterans of Foreign Wars—offer our budget and
program recommendations based upon our unique expertise and experience concerning
the resources that will be necessary to meet the needs of America’s veterans in fiscal year
(FY) 2014 and beyond. These recommendations are designed to meet the needs of the
thousands of young veterans currently serving in America’s armed services who will soon
have earned and require VA health care and financial benefits and to meet the needs of
the millions of veterans from previous conflicts and service who currently depend on VA.

We are proud of the fact that the FY 2014 edition of The Independent Budget represents
the 27th consecutive year that our partnership of veterans service organizations produced
a comprehensive budget document that highlights the needs of elderly veterans and those
of younger men and women who join their ranks each year as they return from active
duty. During that time, The Independent Budget has expanded its scope extensively and
drawing greater attention to a wider array of issues facing veterans of all eras.

The Veterans Health Administration, similar to private sector health-care providers and
other federal health-care programs, including Medicare, Medicaid and TRICARE, is fac-
ing growing demand for services, as America ages, and medical treatment and administra-
tive costs spiral upward. With the soon-coming broad implementation of comprehensive
health-care reform, more veterans may turn to VA as acceptable coverage for their health-
care needs. Meanwhile, the influx of new, and often severely disabled, veterans entering
the VA system each month brings new demands for sophisticated medical care each year.
These considerations make accurate financial and personnel resource forecasting difficult
but even more important each year.

Year after year the co-authors of The Independent Budget conduct comparative analysis
(Continued)
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Introduction

of VA workload information and carefully review medical and administrative cost data that form the founda-
tion of The Independent Budget’s recommendations. We then call upon Congress and the Administration to
provide sufficient funding to meet the health-care and benefit needs of veterans in a timely and predictable
manner. This has proved to be a difficult, but welcome, challenge, particularly in light of recent economic
conditions, as we seek to ensure that the needs of all veterans are properly met.

Fortunately, the enactment of advance appropriations has shielded the VA health-care system from the politi-
cal wrangling and legislative deadlock that continues to impair Washington. However, the larger VA system
is still negatively affected by the incomplete—and simply broken—appropriations process. VA still faces
the daunting task of meeting ever-increasing health-care demand as well as demand for benefits and other
services.

With regard to veteran’s benefits, The Independent Budget co-authors believe that VA must fast-track real
steps that will help ameliorate nagging claims-processing barriers. Continuing studies to find solutions must
be replaced by real action plans that produce positive results. Veterans and their families deserve prompt deci-
sions regarding the benefits that they have earned and deserve. These benefits are part of a covenant between
our nation and the men and women who have defended it. Veterans have fulfilled their part of the covenant.
Now VA must avoid further delay and move forward to meet its obligations in a timely manner.

The Independent Budget for Fiscal Year 2014 provides recommendations for consideration by our
nation’s elected leadership that are based upon rigorous and rational methodology designed to support the
Congressionally authorized programs that serve our nation’s veterans. We are proud that more than 50 vet-
eran, military, medical service, and disability organizations have endorsed this document. The Independent
Budget’s primary purpose is to inform and encourage the United States Government to provide the necessary
resources to care for the men and women who have answered the call of our country and taken up arms to
protect and defend our way of life.

2 Independent Budget ¢ Fiscal Year 2014
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Table 1. VA Accounts FY 2014 (Dollars in Thousands)

(Including Medical Collections)

FY 2014 FY 2015 FY 2015 IB
FY 2013* FY 2014** | Independent | Advance Advance
Appropriation | Administration | Budget (IB)* Approp. Approp.
Veterans Health Administration (VHA)
Medical Services 41,354,000 | 43,557,000 | 47,412,078 49,823,907
Medical Support and Compliance 5,746,000 6,033,000 5,844,255 6,135,699
Medical Facilities 5,441,000 4,872,000 5,570,433 5,687,956
Subtotal Medical Care, Discretionary 52,541,000 | 54,462,000 | 58,826,766 61,647,562
Medical Care Collections 2,966,000 3,051,000
Total, Medical Care Budget Authority 55,507,000 | 57,513,000 | 58,826,766 61,647,562
(including Collections)
Medical and Prosthetic Research 582,674 611,000
Total, Veterans Health Administration 56,089,674 59,437,766
General Operating Expenses (GOE)
Veterans Benefits Administration 2,164,074 2,390,400
General Administration 416,737 430,560
Total, General Operating Expenses (GOE) 2,580,811 2,820,960
Departmental Admin. and Misc. Programs
Information Technology 3,327,444 3,391,770
National Cemetery Administration 258,284 263,057
Office of Inspector General 113,000 115,053
Total, Dept. Admin. and Misc. Programs 3,698,728 3,769,880
Construction Programs
Construction, Major 532,470 1,100,000
Construction, Minor 607,530 1,000,000
Grants for State Extended-Care Facilities 85,000 100,000
Grants for State Vets Cemeteries 46,000 51,000
Total, Construction Programs 1,271,000 2,251,000
Other Discretionary 158,160 161,007
Total, Discretionary Budget Authority 63,798,373 68,440,613

appropriations bill.

February 2012.

*FY 2013 appropriations amounts for health care reflect advance appropriations that were provided in the FY 2012 Military Construction and Veterans Affairs

**The FY 2014 Administration health care accounts reflect the advance appropriations recommendations included in the FY 2013 budget request released in
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Benefit Programs

he Department of Veterans Affairs (VA) is the primary federal agency providing a variety of

benefits to our nation’s veterans. These include but are not limited to disability compensation,

dependency and indemnity compensation, education benefits, home loans, ancillary benefits
for service-connected disabled veterans, life insurance, and burial benefits. From its headquarters
in Washington, D.C., and through a nationwide system of field offices VA administers its veterans’
benefits programs. Responsibility for the various benefits programs is divided among six business
lines within the Veterans Benefits Administration (VBA): Compensation, Pension and Fiduciary,
Vocational Rehabilitation and Employment, Education, Loan Guaranty, and Insurance. The offices
of the Secretary of Veterans Affairs and the Assistant Secretaries provide departmental management
and administrative support. These offices, along with the Office of General Counsel and the Board
of Veterans’ Appeals (BVA), are the major activities under the General Administration portion of the
General Operating Expenses appropriation. This appropriation funds the benefits delivery system—
the VBA and its constituent line, staff, and support functions—and the functions under General
Administration.

Disability compensation payments are intended to provide relief for some of the socioeconomic and
other losses veterans experience as a result of service-connected diseases and injuries. When service
members die on active duty or veterans’ lives are cut short as a result of a service-connected cause
or following a substantial period of total service-connected disability, eligible family members may
receive dependency and indemnity compensation. Different from disability compensation, veterans’
pensions provide some measure of financial support for disadvantaged veterans of wartime service
who are totally disabled and unable to work as a result of nonservice-connected causes, or who have
reached the age of 65; death pensions are paid to eligible survivors of these wartime veterans who
have extremely low incomes.! Burial benefits assist families in meeting the costs of veterans’ funerals
and burials, and provide for burial flags and headstones or grave markers. Other special allowances
are provided for select groups of veterans and dependents (e.g., children of Vietnam veterans who
suffer from spina bifida).

In recognition of the disadvantages that result from the interruption of the civilian lives of indi-
viduals to perform military service, Congress authorized certain benefits to aid veterans in their
readjustment. These readjustment benefits provide monetary assistance to veterans who choose to
participate in educational or vocational rehabilitation programs and to seriously disabled veterans
in acquiring specially adapted housing and automobiles. Educational benefits are also available for
children and spouses of veterans who are permanently and totally disabled or die as a result of a
service-connected disability.

(Continued)
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Under its home loan program, VA guarantees home loans for veterans, certain surviving spouses, certain
service members, and eligible reservists and National Guard personnel. VA also makes direct loans to supple-
ment specially adapted housing grants, as well as direct housing loans to Native Americans living on trust
lands.

Under several different plans, VA offers limited life insurance to eligible disabled veterans. Mortgage life
insurance protects the families of veterans who have received specially adapted housing grants.

These programs have been adopted by Congress, as representatives of a grateful nation, to recognize the
sacrifices of those who serve our nation in both peace and war. The veterans organizations comprising The
Independent Budget for Fiscal Year 2014 have worked for a century or more to ensure that veterans and their
families are not forgotten once the last soldier, sailor, airman, marine, or coastguardsman returns home, or
is laid to rest in some distant land.

Thisis why The Independent Budget veterans service organizations work with Congress and the Administration
to ensure that these carefully crafted benefit programs provide for the needs of these selfless men and women.

Veterans’ programs must remain a national priority, being viewed in context of the service of those who
have sacrificed so much for this great nation. In addition to maintaining and protecting existing veterans’
programs, Congress must ensure that these programs are modified and improved as necessary. VA benefit
programs achieve their intended purposes only if the benefits are delivered to entitled beneficiaries in a timely
manner and at a sufficient level. In order to maintain or increase their effectiveness, we offer the following
recommendations in this Independent Budget.

6 Independent Budget ¢ Fiscal Year 2014



Benefit Programs

ENSURE SUFFICIENT STAFFING FOR THE VETERANS BENEFITS
ADMINISTRATION AND THE BOARD OF VETERANS’ APPEALS
Congress must provide sufficient resources to ensure adequate staffing levels in the Veterans
Benefits Administration and the Board of Veterans’ Appeals to address increasing workloads.

COMPENSATION SERVICE

ver the past five years, the Veterans Benefits

Administration (VBA) has seen a significant
staffing increase because Congress recognized that
rising workload, particularly claims for disability
compensation, could not be addressed without addi-
tional personnel and thus provided additional re-
sources each year to do so. More than 5,000 full-time
employee equivalents (FTEEs) were added to the
VBA over the past five years, a 33 percent increase,
with most of that increase going to the Compensation
Service. In fiscal year 2013, the VBA’s budget sup-
ports an additional 450 FTEEs above the FY 2012
authorized level, assuming that budget level is con-
tinued for the balance of the year beyond the six-
month continuing resolution approved in September
2012. By contrast, the workload at the VBA, primar-
ily claims for disability compensation, has grown at
almost twice that rate, from approximately 850,000
in 2008 to approximately 1.4 million in 2012, an
increase of 65 percent. Over the past two years the
VBA also has had to manage a surge of claims result-
ing from the addition of three new presumptive con-
ditions related to Agent Orange exposure (ischemic
heart disease, B-cell leukemia, and Parkinson’s dis-
ease) and approval of previously denied claims result-
ing from the Nebmer decision, although that work is
now completed.

In addition, during the past three years, the VBA has
been in the process of comprehensively transforming
its claims-processing system, with national deploy-
ment taking place throughout FY 2013. At the core
of the new system is a new organizational model
and new information technology (IT) system, the
Veterans Benefits Management System (VBMS), that
will change the roles and responsibilities of thousands
of VBA employees at each of the 57 Department of
Veterans Affairs regional offices (VAROs) across the
country. While this transformation is taking place, it
is difficult to determine whether the Compensation
Service’s staffing levels are sufficient now and for the
future, or whether they require additional or even
fewer personnel to address the workload they need

to process. For this reason, The Independent Budget
does not recommend a specific staffing increase for
FY 2014, although it is important that Congress and
the VBA be certain that staffing levels are regularly
adjusted to remain aligned with changes in workload
and productivity.

In this regard, it is imperative that the VBA and
Congress continue to closely monitor the Compensa-
tion Service’s actual and projected workload, and
measurable and documented increases in produc-
tivity resulting from the new organizational model
and the VBMS, as well as personnel changes, such as
attrition, in order to ensure that staffing is sufficient.
Furthermore, the VBA must develop a better, more
consistent, and data-driven method of determin-
ing future staffing requirements to more accurately
inform future funding requirements.

BOARD OF VETERANS’ APPEALS

The Board of Veterans’ Appeals makes final deci-
sions on behalf of the Secretary on appeals from
decisions of local VA regional offices. It reviews all
appeals for benefit entitlement, including claims for
service connection, increased disability ratings, total
disability ratings, pension, insurance benefits, edu-
cational benefits, home loan guaranties, vocational
rehabilitation, dependency and indemnity compensa-
tion, and health-care delivery, primarily dealing with
medical care reimbursement and fee-basis claims.
The BVA’s mission is to conduct hearings and issue
timely, understandable, and accurate decisions for
veterans and other appellants in compliance with the
requirements of law. While the BVA controls juris-
diction over a host of issues, historically 95 percent
of appeals considered involve claims for disability
compensation or survivor benefits.

In FY 2012, the BVA conducted 12,334 hearings,
about 2,400 less than the prior year, and issued
44,300 decisions, about 4,300 less than in FY 2011.
The average cycle time from receipt to decision was
117 days, 2 days fewer than the year prior. The BVA’s
accuracy rate for FY 2012 was 91 percent, about the
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same as the prior year. While the number of appeals
filed fell from 38,606 to 37,326 in FY 2012, the num-
ber of appeals docketed at the BVA increased from
47,763 in FY 2011 to 49,611 in FY 2012.

Based on historical trends, the number of new
appeals to the BVA averages approximately 5 percent
of all claims received; as the number of claims pro-
cessed by the VBA is expected to rise significantly,
so, too, will the BVA’s workload rise accordingly. It
is worth noting that in both FY 2011 and FY 2012
a significant number of VA regional office employees
who would otherwise have normally worked on cer-
tifying appeals to the BVA were instead focused on
processing Nebhmer and other Agent Orange—-related
cases, creating a backlog of appeals to be certified. In
addition, while the VBA is continuing the implemen-
tation of its new organizational model and VBMS
system, the focus on processing claims has also
shifted away from certifying appeals to the Board.
With the Nehmer work now finished, and as the
transformation process winds down over the course
of the year, the Department of Veterans Affairs is
expected to turn to the backlog of pending appeals,
leading to a surge of new appeals being sent to the
BVA in the next couple of years, further straining its
already resource-constrained capacity to handle the
rising workload.

Yet, despite the fact that workload is rising, and is
projected to grow significantly as the VAROs begin
to process both the backlog of claims and pending
appeals, the budget provided to the BVA has been
declining, forcing it to reduce the number of employ-
ees. Although the VBA had been authorized to have
up to 544 FTEEs in FY 2011, its appropriated bud-
get could support only 532 FTEEs. In FY 2012 that
number was further reduced to 510. At present, due
to cost-savings initiatives, the VBA may be able to
support as many as 518 FTEEs with the FY 2013
budget. However, this does not break the downward
trend over the past several years, even as workload
continues to rise. Based on the expected workload
increase in FY 2014, and even adjusting for produc-
tivity gains, the IBVSOs believe that the VBA should
have at least 544 FTEEs in FY 2014 in order to
reduce its backlog.

8 Independent Budget ¢ Fiscal Year 2014

VOCATIONAL REHABILITATION
AND EMPLOYMENT SERVICE

VA’s Vocational Rehabilitation and Employment
(VR&E) program, also known as the VetSuccess
program, is authorized by Congress under title 38,
United States Code, chapter 31. The VetSuccess pro-
gram provides critical counseling and other adjunct
services necessary to enable service-disabled veter-
ans to overcome barriers as they prepare for, find,
and maintain gainful employment. VetSuccess offers
services along five tracks: reemployment, rapid
access to employment, self-employment, employ-
ment through long-term services, and independent
living. In FY 2012, there were more than 121,000
participants in one or more of the five assistance
tracks of VR&E’s VetSuccess program, an increase
of 12.3 above the FY 2011 participation level of
107,925 veterans. In FY 2012, VR&E had a total of
1,446 FTEEs and anticipates an increase of approxi-
mately 150 FTEEs for FY 2013. Given the estimated
10 percent workload increases for both FY 2013 and
FY 2014, The Independent Budget estimates that
VR&E would need an additional 230 counselors in
FY 2014 in order to reduce its counselor-to-client
ratio down to the stated goal of 1:125.

An extension for the delivery of VR&E assistance at
a key transition point for veterans is the VetSuccess
on Campus program. This program provides sup-
port to student veterans in completing college or
university degrees. VetSuccess on Campus has devel-
oped into a program that places a full-time voca-
tional rehabilitation counselor and a part-time Vet
Center outreach coordinator at an office on campus
specifically for the student veterans attending that
college. These VA officers are there to help the tran-
sition from military to civilian and student life. The
VetSuccess on Campus program is designed to give
needed support to all student veterans, whether or
not they are entitled to one of VA’s education benefit
programs.

In FY 2012, VR&E added 110 FTEEs to work at
the Integrated Disability Evaluation System sites. In
addition, VA added 20 FTEEs on college campuses
to expand the VetSuccess on Campus program.



However, with no additional FTEEs placed in
VAROs, and with workload increasing by almost
10,000 in FY 2012, VA’s counselor to client ratio
is now above 1:145. In order to reduce this to meet
VR&E’s standard of 1:125, an additional 230 new
counselors must be hired for FY 2014.

Based on its success and demand, VA is expected to
increase its VetSuccess on Campus program from 34
colleges in FY 2012 to 50 colleges in FY 2013. With
increasing numbers of veterans returning to college
campuses thanks to the Post-9/11 GI Bill, the highly
regarded VetSuccess on Campus program should
also continue to grow in order to support these stu-
dent veterans. In FY 2014, VR&E should expand to
create a presence on a total of at least 70 college cam-
puses, which would require approximately 20 addi-
tional FTEEs.

Recommendations:

The VBA and Congress must carefully moni-
tor both workload and productivity in the
VBA’s Compensation Service, particularly as the
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transformation is completed in 2013, so that staff-
ing levels can be adjusted annually to reflect such
changes.

The VBA must develop an accurate model to measure
and project claims-processing workload and produc-
tivity, as well as a data-driven model to determine
resource and staffing requirements.

Congress must ensure that funding for the VBA rises
at a rate commensurate with its increasing workload
so that it remains properly staffed to decide veterans’
appeals accurately and in a timely manner.

Congress must provide the Vocational Rehabilitation
and Employment Service with sufficient funding to
support an additional 230 full-time employee equiva-
lents (FTEEs) to meet growing demand and achieve
its current caseload target of one counselor for every
125 veteran clients.

Congress should authorize at least 20 new FTEEs
in FY 2014 to support the VR&E’s expanding
VetSuccess on Campus program at a total of at least
70 colleges.

THE VETERANS BENEFITS ADMINISTRATION MusT COMPLETE
THE TRANSFORMATION AND IMODERNIZATION OF THE VETERANS
BenNEriTs CLAIMS-PROCESSING SYSTEM THis YEAR
After three years of planning and testing, the Veterans Benefits Administration will
complete the national rollout of a new claims-processing system in 2013, and Congress
must provide it with the resources, support, and oversight required to ensure its success.

In 2013, the Veterans Benefits Administration (VBA)
plans to fully implement a new organizational model
and information technology (IT) system in order to
fix the broken veterans benefits claims-processing
system. For more than three years, the VBA has been
engaged in a comprehensive transformation process
designed to transition from paper-based processing
of claims for veterans benefits, particularly disabil-
ity compensation, to a modern, digital, and intelli-
gent I'T-based processing system. While it is still too

early to judge whether the VBA will be successful,
there has been sufficient progress to merit continued
support of the current transformation efforts. Over
the next year, Congress must provide the resources
necessary to complete this essential transformation
as currently planned, while continuing to exercise
strong oversight to ensure that the VBA remains
focused on the long-term goal of creating a new
claims-processing system that decides each claim cor-
rectly the first time.
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BACKGROUND OF CLAIMS-
PROCESSING REFORM

The problems plaguing the VBA claims system are
well known: the number of claims filed each year is
growing, the complexity of claims filed is increasing,
the backlog of claims pending is staggering, and the
quality of the claims decisions remains far too low.?
Over the past dozen years, the number of veterans fil-
ing claims for disability compensation has more than
doubled, rising from nearly 600,000 in 2000 to more
than 1.4 million in 2012; in 2013 the VBA expects to
receive another 1.4 million claims. The influx of hun-
dreds of thousands of claims from new presumptive
conditions related to Agent Orange exposure (isch-
emic heart disease, B-cell leukemia, and Parkinson’s
disease) and previously denied claims resulting from
the Nebmer decision created a workload surge over
the past two years that only recently has receded. To
address the steady growth in workload, the VBA’s
workforce has grown by slightly more than 50 per-
cent, rising from 13,500 full-time employee equiva-
lents (FTEEs) in 2007 to 20,750 FTEEs today.

Yet, despite the hiring of thousands of new employ-
ees, the number of pending claims for benefits, often
referred to as the backlog, continues to grow. As of
January 12,2013, there were 903,789 pending claims
for disability compensation and pensions awaiting
decisions by the VBA. Compared to four years ago,
that is a rise of 518,108 claims pending, more than
a 130 percent increase. Over the past year the VBA’s
expanded capabilities and efforts have slowed and
almost stopped the rise of the backlog, which has lev-
eled off and total claims pending are only two percent
higher than one year ago. However, the number of
claims pending for longer than 125 days, the VBA’s
official target for completing claims, was 627,039 on
January 12, 2013, which is double the number from
two years prior, although this rising number has also
slowed and is about 9 percent higher than one year
ago. More than 69 percent of all claims pending at
the VBA have been there more than the target of
125 days and the average time it takes the VBA to
process claims is now more than 270 days. But more
important than the number of claims processed is
the number of claims processed correctly. The VBA
quality assurance program, known as the Systematic
Technical Accuracy Review (STAR), which is pub-
licly available on VA’s ASPIRE Dashboard, shows
that over the most recent 12-month period ending
in November 2012, rating claims accuracy has been
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86.3 percent, a slight improvement over the prior
year. During the most recent three-month period the
error rate has risen slightly.

While tremendous attention remains focused on
the size of the VBA claims backlog, it is important
to recognize that eliminating the backlog does not
necessarily reform the claims-processing system, nor
does it guarantee that veterans will be better served
by the Department of Veterans Affairs. The back-
log is a symptom, not the root cause of the VBA’s
claims-processing problems. In order to achieve real
and lasting success, the VBA must remain focused on
creating a claims-processing system that is carefully
designed to decide each claim correctly the first time.

Recognizing that its infrastructure was outdated and
ineffective, and that a rising workload could no lon-
ger be managed, VBA leadership in 2010 determined
that it would be necessary to completely and com-
prehensively rebuild and modernize its claims infra-
structure and processes. The Secretary of Veterans
Affairs established an ambitious goal of zero claims
pending more than 125 days, and all claims com-
pleted to a 98 percent degree of accuracy standard;
the VBA outlined a three-year strategy to achieve
that goal. Notwithstanding the fact that the VBA has
attempted to modernize its claims-processing system
without success numerous times over the past half
century, The Independent Budget veterans service
organizations (IBVSOs) see hopeful progress toward
a successful transformation.

The VBA’s latest transformation efforts began with a
comprehensive review of the existing claims process,
which included extensive outreach to veterans service
organizations (VSOs). The VBA launched dozens of
experimental pilot programs and initiatives to test
changes that might streamline operations or increase
the quality and accuracy of decisions. In the second
year, the VBA analyzed and synthesized the results of
this study and experimentation and finalized a com-
prehensive strategy to re-engineer the entire claims
process, focusing on three critical areas: people, pro-
cess, and technology. Over the past year, the VBA
further developed, refined, and has now begun to
deploy a new organizational model and a new IT
system, known as the Veterans Benefits Management
System (VBMS), based on lessons learned. By the end
of 2012, the VBA rolled out the new organizational
model to all but a few VA regional offices (VAROs),
and the VBMS is now operational in 16 of them, with



full national deployment scheduled to be completed
by the end of 2013.

PARTNERSHIP WITH VSO STAKEHOLDERS

Perhaps as important as the VBA’s decision to rebuild
and replace the current claims process was its deci-
sion to reach out and partner with VSOs accredited
by VA, including the IBVSOs, that possess signifi-
cant knowledge and experience in the claims process
to help veterans file claims, Because collectively our
organizations hold power of attorney (POA) for mil-
lions of veterans who are filing or have filed claims, the
VBA recognized that close collaboration with VSOs
could reduce its workload and increase the quality
of its work. VSOs can make the VBA’s job easier by
helping veterans prepare and submit better claims,
thereby requiring less time and resources to develop
and adjudicate them. The IBVSOs have been increas-
ingly consulted on initiatives proposed or under way
at the VBA, including fully developed claims (FDCs),
disability benefits questionnaires (DBQs), the VBMS,
the Stakeholder Enterprise Portal (SEP), the update
of the VA Schedule for Rating Disabilities (VASRD),
and many of the pilots being conducted at VAROs.
Consistent with the path set forth by both VBA and
VA leadership, the VBA must continue to reach out
to its VSO partners, both at the national and local
levels, in order to consolidate and sustain a fruitful
partnership that results in better service and out-
comes for veterans.

PEOPLE: BUILDING A CULTURE OF
QUALITY AND ACCOUNTABILITY

With almost 1 million veterans waiting more than
250 days on average for decisions on claims for ben-
efits, it is not surprising that most of the media and
Congressional attention also focuses on the size of
the backlog. As a consequence, VBA leadership and
management too often focus on production, which
places tremendous pressure on VBA employees—vet-
erans service representatives (VSRs), rating veterans
service representatives (RVSRs), and decision review
officers (DROs)—to meet production goals even if it
is to the detriment of accuracy. Such an approach may
lower the backlog temporarily, but in the end, more
bad decisions will lead to more appeals and more
re-filed claims, and veterans are not better served.
While new operating procedures and technologies
can and must be deployed, the VBA cannot expect to
be successful in helping veterans receive timely and
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accurate decisions on benefits claims until it succeeds
in building a work culture focused on quality and
accountability. That process begins with an unwav-
ering commitment to education and training.

The VBA must increase the quality of and hours
devoted to annual training for all employees, coaches,
and managers. In recent years, the VBA has changed
its training program for new employees, who are
now required to complete eight weeks of “challenge”
training from specially trained instructors. In addi-
tion, the VBA requires that all employees take and
pass a skills certification examination every two years
(every year for DROs), although it is not yet clear
what happens to an employee who repeatedly fails
to pass the test. The VBA must ensure that its testing
regime is adequate to measure appropriate job skills,
and that appropriate human resources accountability
measures are in place in cases of repeated failure to
pass skills certification examinations.

One of the more hopeful signs of culture change over
the past year at the VBA is the creation of quality
review teams (QRTs) at every regional office. There
are now 600 quality review specialists (QRSs) serv-
ing in VAROs who are focused on measuring and
improving the quality and accuracy of the claims
process. QRTs administer local STARs at VAROs
and also conduct what are referred to as “mulligan
reviews,” in which they focus on finding and cor-
recting errors in process, rather than on penalizing
employees for having made errors after the process is
complete. This renewed focus on and commitment to
quality control throughout the claims process is an
essential step toward creating a work culture within
the VBA that places the highest priority on quality
and accuracy, rather than speed and production.

In order to embed this cultural change within the
VBA, itis important that the organization also change
how it measures and rewards performance in a man-
ner designed to achieve the goal of getting it right the
first time. Unfortunately, most of the metrics that the
VBA employs today are based primarily on measures
of production, rather than quality. For example, the
most common way to measure the VBA’s progress
is through its Monday Morning Workload Reports,’
which contain measures of production, but not accu-
racy or quality. Another major tool used to review
the VBA’s status is its “ASPIRE Dashboard,” which
provides current performance statistics for each
VARO, as well as national totals. Like the Monday
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Morning Workload Reports, however, the ASPIRE
Dashboard metrics are primarily related to pending
work inventory and production times, with only a
few measures of accuracy included.

A similar focus on production is reflected in perfor-
mance standards for VBA employees. While accu-
racy has been and remains one of the performance
standards that must be met by all employees, cur-
rent performance standards adopted in recent years
have done little to create new incentives to promote
quality above production. In fact, given the high per-
centages of VSRs and RVSRs who have struggled to
meet the new performance standards, the VBA has
acknowledged that adjustments need to be made to
ensure that they fairly measure current job perfor-
mance. Furthermore, the implementation of a new
organizational model is changing the roles and
workloads of VSRs and RVSRs and consequently
requires adjustments be made to their performance
standards. Employees handling complex Special Ops
claims should not be held to the same performance
levels in terms of claims as those handling simpler
Express claims. Furthermore, as new processes and
technologies come online, it is imperative that the
VBA be able to make timely adjustments to perfor-
mance standards to ensure that production pressures
do not outweigh the goals of accuracy and quality.
The VBA would benefit greatly if it developed a sys-
tematic method to measure average work output so
that it could better determine its FTEE requirements
as workload rises and falls in the future.

PROCESS: IMPLEMENTING A NEW
ORGANIZATIONAL MODEL

Over the past three years, the VBA has conducted and
evaluated dozens of pilots to improve its claims-pro-
cessing system, bringing together the most promising
initiatives at its “I-Labs” to create a new organiza-
tional model. The result is an evolutionary change in
how the VBA processes claims for disability compen-
sation by segmenting claims based on their complex-
ity. At the beginning of the new process, the VBA’s
traditional triage function has been replaced with a
new Intake Processing Center that puts an experi-
enced VSR at the front end of the process to divide
claims along three separate “lanes:” Express, Core,
and Special Ops. The Express lane is for simpler
claims, such as fully developed claims, claims with
one or two contentions, etc. The Special Ops lane
is for more difficult claims, such as those with eight
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or more contentions; long-standing pending claims;
complex conditions, such as traumatic brain injury
and special monthly compensation; and other claims
requiring extensive time and expertise. The Core
lane is used for the balance of claims involving three
to seven contentions, as well as claims for individual
unemployability.

Based on the early implementation in VAROs, the
VBA estimates that about 30 percent of claims will
go to the Express lane, about 60 percent will go
through the Core lane, and about 10 percent will
go to the Special Ops lane. In each of these lanes,
integrated teams comprised of VSRs, RVSRs, and
DROs will work in close proximity so that they can
better coordinate their efforts and increase produc-
tion through synergistic effects. Although the VBA
has measured early increases in both production and
quality at some of the first VAROs using the new
organizational model, the IBVSOs caution that until
it is fully deployed and thoroughly tested, it would be
premature to make firm judgments about its efficacy.

There are several other aspects of the new organi-
zational model that must be carefully monitored by
both the VBA and Congress as it is implemented
nationwide to avoid unintended consequences. First,
the VBA must avoid the temptation to put more
resources and personnel in the Express lanes in order
to generate greater production and artificially lower
the pending backlog of claims. While such a redis-
tribution of VBA resources would allow the VBA to
move a larger number of simple claims more quickly
and thus lower the number of pending claims, it
would force much longer delays for veterans await-
ing decisions on the more complex claims, including
those with eight or more contentions, or those suf-
fering from post-traumatic stress disorder (PTSD).
Similarly, the VBA must ensure that new performance
standards are developed for VSRs and RVSRs work-
ing different tracks in the new organizational model
in order to continue incentivizing quality and accu-
racy along each track. Understanding that this model
will continue to evolve as technology evolves simulta-
neously, it would be wise for the VBA to consult with
the American Federation of Government Employees
and other labor representatives in developing a mutu-
ally acceptable framework for adjusting performance
standards in the future as conditions merit. In addi-
tion, the VBA should develop a systemic approach to
rotating VSRs and RVSRs through each of the tracks
so that they have sufficiently trained and experienced



employees able to make adjustments in the organiza-
tional model in the future.

The VBA will continue to incorporate many process
changes that have been tested and rolled out over
the past few years in the new organizational model,
including FDCs, DBQs, and simplified notifica-
tion letters (SNLs). There are also several statutory
changes recently enacted that will modify notifica-
tion and duty-to-assist requirements, as well as pend-
ing and proposed legislative proposals that could
impact the new organizational model.

The IBVSOs remain fully supportive of the FDC ini-
tiative and have worked to promote it to veterans for
whom we hold POA, as well as in our communica-
tions and outreach efforts. One key to the success of
the FDC program is the ability of veterans to use pri-
vate medical evidence to satisfy a claim, rather than
be forced to utilize and rely on VA examinations.
DBQs, most of which were developed in consultation
with IBVSO experts, have enabled private physicians
to submit medical evidence on behalf of veterans they
treat in a format designed by the VBA. However,
there are still numerous credible reports from across
the country that many VSRs and RVSRs do not
accept the adequacy of DBQs submitted by private
physicians, which continues to result in redundant
VA medical examinations as well as the rejection of
valid evidence supporting veterans’ claims.

The IBVSOs have long encouraged VA to use pri-
vate medical evidence when making claims decisions
because it saves VA and the veteran time in terms of
development, and VA the cost of unnecessary exami-
nations. Although there are currently 81 approved
DBQs, the VBA has only released 71 of them to the
public for use by private physicians. In particular, the
VBA should release the DBQ for allowing medical
opinions about the relation of injuries and disabilities
to service, as well as the DBQ for PTSD, which it is
currently prevented from doing due to rules requir-
ing only VA physicians to make PTSD diagnoses. In
order to further support efforts to encourage the use
of private medical evidence, Congress should amend
title 38, United States Code, section 5103A(d)(1) to
provide that, when a claimant submits private medi-
cal evidence, including a private medical opinion,
that is competent, credible, probative, and otherwise
adequate for rating purposes, the Secretary shall not
request a VA medical examination.
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Over the next year, the VBA will develop and begin
to implement regulations resulting from sections
504 and 505 of P.L. 112-154, to modify VA’s duty
to notify and duty to assist claimants. The intent of
the legislation is to reduce the time spent by VBA
personnel in pursuing private medical evidence that
may not exist, may not be relevant, or may not result
in an additional benefit to the veteran. While the
IBVSOs agree with the goal of eliminating unneces-
sary steps in the claims process when they are highly
unlikely to result in any greater benefit to the claim-
ant, it is important that the VBA carefully implement
this authority as Congress intended, as written in the
Joint Explanatory Statement accompanying the legis-
lation. As long as there is a reasonable possibility that
a veteran could benefit from notice or assistance, the
VBA must be required to fulfill those duties.

Finally, the IBVSOs remain concerned about the
VBA’s implementation of SNLs, which provide auto-
mated rating decision and notification letters. SNLs
use calculators and evaluation builders to guide rat-
ing decisions and then rely on coded, standardized
text to generate notification letters and rating deci-
sions. SNLs also contain a free text field to provide
additional specific information that allows veterans
and their representatives to understand the reasons
and bases for VBA rating decisions. Alarmingly,
early SNLs produced by the VBA contained little
information or explanation for veterans to under-
stand the decision or make an informed decision
about whether to accept the decision or appeal it.
When veterans see no reasonable basis for denial of a
benefit, it is much more likely that they will exercise
their right to appeal that decision, particularly since
there is no cost to do so.

We were pleased that VBA leadership sought to
address the criticism presented by the IBVSOs and
others by directing RVSRs to place greater emphasis
on use of the free text field in order to provide suffi-
cient reasons and bases for rating decisions. However,
based on our reviews, there are still wide variations in
how this directive is being implemented from VARO
to VARO, sometimes even within a VARQO, and there
are still too many SNLs that fail to meet an accept-
able standard. Despite some improvements made by
the VBA pursuant to concerns we have expressed,
SNLs do not yet adequately or consistently provide
sufficient information required by rating decisions.
While we certainly want rules-based decision sup-
port to be a central part of the new claims process,
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the VBA must not use technological automation to
eliminate essential manual steps, such as the inclu-
sion of sufficiently detailed free text explanations.
We believe that requiring raters to provide detailed,
plain English explanations of their decisions will not
only better inform veterans (and their representa-
tives), but will also lead to better-reasoned and more
accurate decisions by the raters themselves.

TECHNOLOGY: DEVELOPING NEW
DIGITAL CLAIMS-PROCESSING SYSTEMS

Central to the VBA transformation strategy is
the development of new technology, including the
VBMS, the Stakeholder Enterprise Portal (SEP), an
expanded e-Benefits system with VONAPPS Direct
Connect (VDC), and the Virtual Lifetime Electronic
Record initiative. Among these, the most important
is the VBMS, which is the paperless, rules-based
claims-processing work tool that the VBA will use
to create electronic claims files, manage workflow,
and increase production, timeliness, and quality for
more than a million claims filed annually, 4 million
claims files already located in VAROs, and millions
more in archives. Whether the VBMS will “revolu-
tionize” VBA claims processing cannot be known for
years to come; however, the transition from paper-
based processing to an intelligent, digital processing
system is inevitable, and the VBA must complete it
successfully.

From the beginning of VBMS development, the
IBVSOs have been pleased with the VBA’s efforts to
incorporate our perspectives, experience, and exper-
tise throughout the IT development process, includ-
ing accommodating the important role that VSO
service officers play in the claims process. Although
there have been some obstacles to overcome in pro-
viding full access to claims decisions for VSO POA-
holders, the VBA continues to work in partnership
with VSOs to ensure that claimants will be fully rep-
resented in the new digital environment.

The VBMS is designed to replace the old VETSNET
suite of applications used by the VBA, including
Share, MAP-D, RBA-2000, Awards, and FAS. The
current iteration of the VBMS, version 4.0, creates an
entirely paperless claims process, from the creation
of an electronic claims file through the development
and rating process. When a claim is received at a
VARO, it is established and then immediately sent
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to a scanning center where it, and any other existing
parts of that veteran’s file that may exist, are con-
verted into digital data as part of a new electronic
claims file. The VBMS 4.0 also allows direct elec-
tronic submission of claims from e-Benefits’ VDC,
thereby saving time and money required to scan
paper documents. The VBMS does not yet include the
Awards process, which continues to be done through
its stand-alone application, but it will be integrated
into the VBMS with an undetermined future release.
By the end of 2012, the VBMS had been rolled out to
18 of the 57 VAROs and is planned to be deployed to
the remaining VAROs by the end of 2013.

Over the next year, Congress and the VBA must
ensure that the VBMS development and deployment
receives all of the resources it needs to be success-
ful. New software improvements and updates are
planned to be released about every two months in
order to expand functionality and capacity, improve
usability, and correct problems or bugs in the system.
Congress and the VBA must ensure that both the
IT and general operating expenses budgets contain
sufficient funding for the VBMS, and that funding
intended to be used for the VBMS actually goes to
that purpose.

A major IBVSO concern throughout the develop-
ment of the VBMS has been whether the VBA would
commit to an all-digital processing environment, or
whether it would attempt to process new claims in
a digital environment while legacy claims were pro-
cessed in a paper or hybrid digital-paper environ-
ment. Currently, the VBA has indicated that, once a
VARO implements the VBMS, all future claims pro-
cessing will be done through this fully digital system.
The VBA will seek to encourage as many claimants
as possible to file their claims electronically, either
through e-Benefits, or via a POA-holder, such as a
VSO, through the SEP. But those who filed on paper,
or those who file electronic claims but also have
existing paper claims files, will have all of their paper
files sent to a scanning center and converted into elec-
tronic files for fully digital processing in the VBMS.
This decision may require more upfront investment
by the VBA in terms of resources, but in the long
run it will pay dividends for both the VBA, and more
important, the veterans themselves. As the VBA rolls
out the VBMS to the remaining VAROs throughout
2013, the resources required for digital conversion of
claims files will be sufficient for FY 2013; however,



it is imperative that the VBA be supplemented in FY
2014 to ensure the VBA’s budget can make a smooth
transition.

Finally, the VBA must be provided with sufficient
resources to incorporate other elements of the dis-
ability compensation claims process into the VBMS,
beginning with the Appeals Management Center,
the Board of Veterans Appeals (BVA), and the Court
of Appeals for Veterans Claims. Subsequently, the
VBMS should incorporate its other business lines
(pension and fiduciary, vocational rehabilitation and
employment, education, insurance and loan guar-
anty) in order to create a single, unified benefits-pro-
cessing system.

Over the past three years, the VBA has made signifi-
cant progress in designing, testing, developing, and
now deploying a comprehensive new claims-process-
ing system. At the same time, through expanded
resources and greater focus, the VBA has slowed
the rise of the backlog of pending claims for the first
time in years. The question now is whether the VBA’s
transformation process, which is centered around a
new IT system, a new organizational model, and a
new culture of quality, will be able to simultaneously
improve accuracy and increase production so that
every veteran can expect each claim for benefits to
be decided correctly the first time. It will be impera-
tive that Congress not only provide sufficient funding
to meet these challenges, but aggressively oversee the
implementation of the VBA’s transformation plans
in order for VA to finally fix the claims-processing
system.

Recommendations:

The VBA must continue to work closely with its vet-
erans service organization partners in reforming and
completing claims-processing work.
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The VBA must continue to look for ways to increase
the quality and hours devoted to annual training,
strengthen certification examinations, and in consul-
tation with labor representatives, develop account-
ability measures for employees who repeatedly fail to
pass the exams.

The VBA must change how it measures and rewards
performance at every level in order to create a culture
focused on quality and accuracy rather than speed
and production.

In implementing its new organizational model, the
VBA must ensure that it properly balances resources
provided to each of the three processing lanes so that
both complex and simple claims receive equitable
consideration.

The VBA should encourage the use of private medi-
cal evidence by releasing disability benefits question-
naires for medical opinions and post-traumatic stress
syndrome claims.

Congress should pass legislation requiring VA to give
due deference to private medical evidence that is com-
petent, credible, probative, and otherwise adequate
for rating purposes.

The VBA must faithfully implement sections 504 and
505 of P.L. 112-154 as Congress intended in order
to protect veterans’ rights during the claims process.

The VBA must ensure that simplified notification
letters or any other automated rating process con-
tinue to provide sufficient and specific information
to inform veterans and their advocates about the rea-
sons and bases for rating decisions.

Congress must ensure that the VBA is provided with
sufficient funding to complete the development and
implementation of the Veterans Benefits Management
System, as well as the digital conversion of all active
paper claims files.
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UPDATING AND REVISING THE RATING SCHEDULE
As the Veterans Benefits Administration continues working to update and revise the
VA Schedule for Rating Disabilities, it should continue to seek broad input and must ensure that the
proposed rules follow both the letter and spirit of the law establishing disability compensation.

The amount of disability compensation paid to a
service-connected disabled veteran is determined
according to the VA Schedule for Rating Disabilities
(VASRD), which is divided into 15 human body sys-
tems with more than 700 diagnostic codes found
in title 38, Code of Federal Regulations, part 4. In
2007, both the Congressionally mandated Veterans
Disability Benefits Commission, established by the
National Defense Authorization Actof 2004 (P.L.108-
136), as well as the Institute of Medicine Committee
on Medical Evaluation of Veterans for Disability
Compensation in its report, A 21st Century System
for Evaluating Veterans for Disability Benefits, rec-
ommended that the Department of Veterans Affairs
regularly update the VASRD to reflect the latest
understanding of disabilities and how disabilities
affect veterans’ earnings capacity.

In line with these recommendations, the Veterans
Benefits Administration (VBA) is currently engaged
in the process of updating all 15 body systems in the
VASRD. Additionally, it has committed to review and
update the entire VASRD every five years thereafter.

To help implement the recommendations of
the VDBC, Congress established the Advisory
Committee on Disability Compensation (ACDC) in
P.L. 110-389 to advise the Secretary on “...the effec-
tiveness of the schedule for rating disabilities...and...
provide ongoing advice on the most appropriate
means of responding to the needs of veterans relating
to disability compensation in the future.” In its 2009
“Interim Report” and its first “Biennial Report”
dated July 27, 2010, the committee recommended
that the VBA follow a coordinated and inclusive
process while reviewing and updating the Schedule
for Rating Disabilities. Specifically, the ACDC rec-
ommended that veterans service organization (VSO)
stakeholders be consulted several times throughout
the review and revision process, particularly before
any proposed rule is published for public comment.

The VSOs help hundreds of thousands of veterans
each year with their claims for benefits before VA.
Collectively, they spend millions of dollars each year
training service officers in the laws, regulations,

16 Independent Budget ¢ Fiscal Year 2014

policies and practices used by VA to make benefit
determinations to ensure that those they represent
receive every benefit to which they are entitled under
the law. VSO service officers have a unique under-
standing of the VASRD and other regulations used
by VA to make claims decisions. Historically, revi-
sions to the VASRD have been completed behind
closed doors, with the first indication of changed cri-
teria for evaluating specific disabilities being the pub-
lication of a proposed rule. It is imperative that the
regulatory process, especially in an area as critical as
the VASRD, be as open to public scrutiny as possible.
Over the past year, however, the VBA has listened to
our concerns and opened up the process and decided
to include VSO representatives on many of the com-
mittees formed to propose changes to the VASRD.

The VBA subsequently decided to provide additional
information concerning half of the body systems
under review in a public forum. During this forum,
members of the public, including VSOs, were allowed
to review the draft regulations and provide feedback
and suggestions concerning the proposed changes.

While most of the proposals to update the VASRD
were based on changes in medicine, medical treat-
ment, advances in rehabilitation, and the under-
standing of the long-term effects of service-connected
disabilities, the IBVSOs found some significant prob-
lems that needed to be corrected, particularly in the
proposed revision to the section on mental health.
The mental health working group proposal con-
tained so many flaws that its implementation would
have been devastating to veterans who suffered psy-
chological injuries during their service.

Under the working group’s proposal, veterans’ dis-
ability ratings would have been based on estimated
individual reductions in earnings capacity, rather
than the “average impairments of earnings capacity”
required by statute. This, in turn, would have led to
several unacceptable consequences:

Veterans with the same disability and severity of
symptoms would receive different levels of com-
pensation depending on their success at work.



Veterans able to work successfully despite their
disabilities would receive less compensation than
veterans who, for whatever reason, did not
work.

All of the myriad obstacles and challenges that
disabled veterans face in every aspect of their daily
lives, other than those that occur in the workplace,
would no longer be considered relevant when deter-
mining ratings.

The working group’s proposal would have also
limited the consideration of impairments only to
situations in which the VBA adjudged them to be
“occupationally-relevant,” which would have the
effect of redefining and limiting the role of “func-
tional impairment” in existing statute and regula-
tion. Unfortunately, this redefinition and misuse of
“functional impairment” in the mental health pro-
posal is also embedded in many of the other body
systems’ proposed draft rules, either explicitly in the
preamble or implicitly in proposed rating criteria,
and must also be corrected.

The VSOs provided the VBA with detailed criticisms
and concerns about the proposed mental health
changes, as well as the other proposed changes. As
a result, the VBA decided that significant additional
work was needed on the mental health section of the
VASRD, and withdrew that proposal. The VBA also
determined it was necessary to create a new working
group that included VSO representatives, to restart
the process from the beginning.

The VBA’s unprecedented transparency and willing-
ness to solicit views and opinions of stakeholders
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during the information development and policy
formulation stages is likely to produce changes to
the VASRD that accomplish the goals of moderniz-
ing the rating schedule so that it can appropriately
evaluate the long-term residuals of service-connected
disabilities.

However, Congress should closely examine any
changes to the VASRD proposed by the VBA in order
to ensure that revisions adhere strictly to the exist-
ing statute, which requires that the levels of disability
compensation be based on the “average loss of earn-
ings capacity.” Any changes to this long-standing
and well-tested standard would have severely nega-
tive consequences for the VA disability compensation
system, and especially for the millions of disabled
veterans who rely upon it.

Recommendations:

The VBA should continue the involvement of the
veterans service organizations (VSOs) in the VA
Schedule for Rating Disabilities (VASRD) revision
process.

Congress should carefully review any proposed rules
that would change the VASRD, particularly if such
rules would change the purpose or basic nature of
veterans’ disability compensation, including the aver-
age impairments of earnings capacity standard.

The VBA should conduct regular after-action reviews
of the VASRD update process, with VSO participa-
tion, so that it may apply lessons learned to future
body system updates in the VASRD.
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CoMPENSATION FOR QuALITY oF LiIFE AND NoNEcONOMIC Loss
In conjunction with the ongoing update and revision of the VA Schedule for Rating Disabilities,
the Department of Veterans Affairs should develop and implement a system to compensate
service-connected disabled veterans for loss of quality of life and noneconomic loss.

In 2007, the Institute of Medicine (IOM) Committee
on Medical Evaluation of Veterans for Disability
Compensation published a report, A 21st Century
System for Evaluating Veterans for Disability
Benefits, recommending that the current VA dis-
ability compensation system be expanded to include
compensation for nonwork disability (also referred to
as “noneconomic loss”) and loss of quality of life.
The report touched upon several systems that could
be used to measure and compensate for loss of qual-
ity of life, including the World Health Organization-
devised International Classification of Functioning,
Disability, and Health; the Canadian Veterans’
Affairs disability compensation program; and the
Australian Department of Veterans’ Affairs disabil-
ity compensation program.®

The IOM distinguished between the purpose of dis-
ability benefits and the operational basis for those
benefits.” The report grouped the operational mea-
sures used for compensating disabilities into seven
categories and subcategories:

IA. Medical impairment: anatomical loss refers
to impairment ratings that are based on anatomi-
cal loss, such as amputation of the leg.

IB. Medical impairment: functional loss refers to
impairment ratings that are based on the extent
of functional loss, such as loss of motion of the
wrist.

II. Limitations in the activities of daily living
refers to limitations on the ability to engage in the
activities of daily living, such as bending, kneel-
ing, or stooping, resulting from the impairment,
and to participate in usual life activities, such as
socializing and maintaining family relationships.

IIA. Work disability: loss of earning capacity
refers to the presumed loss of earning capacity
resulting from the impairment and limitations in
the activities of daily living.
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IMIB. Work disability: actual loss of earnings
refers to the actual loss of earnings resulting from
the impairment and limitations in the activities of
daily living.

IV. Nonwork disability refers to limitations on the
ability to engage in usual life activities other than
work. This includes ability to engage in activi-
ties of daily living, such as bending, kneeling, or
stooping, resulting from the impairment, and to
participate in usual life activities, such as reading,
learning, socializing, engaging in recreation, and
maintaining family relationships.

V. Loss of quality of life refers to the loss of phys-
ical, psychological, social, and economic well-
being in one’s life.®

The report organized these categories into the rela-
tionship shown in figure 1.

Under the current VA disability compensation sys-
tem, the purpose of the compensation is to make up
for average loss of earning capacity (IIIA), whereas
the operational basis of the compensation is usually
based on medical impairment (IA and IB).” Neither
of these models generally incorporates noneconomic
loss or quality of life into the final disability ratings,
although special monthly compensation does in some
limited cases. The IOM report stated:

In practice, Congress and VA have implicitly
recognized consequences in addition to work
disability of impairments suffered by veter-
ans in the Rating Schedule and other ways.
Modern concepts of disability include work dis-
ability, nonwork disability, and quality of life
(QOL)...” [and that] “This is an unduly restric-
tive rationale for the program and is inconsis-
tent with current models of disability.”!°

The Congressionally mandated Veterans Disability
Benefits Commission (VDBC), established by the
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Figure 1. I0M Disability Model
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National Defense Authorization Act of 2004 (P.L.
108-136), spent more than two years examining
how the Rating Schedule might be modernized and
updated. Reflecting the recommendations of a com-
prehensive study of the disability rating system by the
IOM, the VDBC in its final report issued in 2007

recommended:

The veterans disability compensation pro-
gram should compensate for three conse-
quences of service-connected injuries and
diseases: work disability, loss of ability to
engage in usual life activities other than
work, and loss of quality of life."

The IOM report, the VDBC (and an associated
Center for Naval Analysis study), and the Dole-
Shalala Commission (President’s Commission on
Care for America’s Returning Wounded Warriors)

all agreed that the current benefits system should be
reformed to include noneconomic loss and quality of
life as factors in compensation.

Recommendations:

Congress should amend title 38, United States Code,
to clarify that disability compensation, in addition
to providing compensation to service-connected
disabled veterans for their average loss of earnings
capacity, must also include compensation for noneco-
nomic loss and loss of quality of life.

Congress and VA should determine the most practi-
cal and equitable manner in which to provide com-
pensation for noneconomic loss and loss of quality
of life and move expeditiously to implement this
updated disability compensation program.
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STANDARD FOR SERVICE CONNECTION
Standards for determining service connection should remain grounded in the
existing statute, which recognizes the 24-hour nature of military service.

Disability compensation is paid to a veteran who is
disabled as the result of an injury or disease (includ-
ing aggravation of a condition existing prior to
service) while in active service if the injury or the
disease was incurred or aggravated in line of duty.!?
Compensation may also be paid to National Guard
and reserve service members who suffer disabilities
resulting from injuries while undergoing training.

Periodically a committee, commission, government
agency, or member of Congress proposes that mili-
tary service should be treated as if it were a day job:
if a service member happens to get sick or injured
while working a shift, he or she may be eligible, after
discharge, for medical treatment and, perhaps, com-
pensation from the Department of Veterans Affairs.
Conversely, if a service member is injured before or
after work, or becomes ill from a disease that isn’t
obviously related to military service, he or she would
not be eligible for service connection at all. Further,
medical care after service would be the responsibility
of the veteran alone.

The military does not distinguish between “on duty”
and “off duty.” A service member on active duty is
always at the disposal of military authority and is
essentially on call 24 hours a day, 365 days a year. A
soldier on leave can be playing with her children in the
morning and be ordered back to base to be deployed
that same afternoon. A ship returning from a six-
month tour in the Persian Gulf can be turned around
in mid-ocean to undertake a new mission that will
keep its crew away from home for additional weeks
or months. The ground crews that prepared planes in
support of missions in Iraq, Afghanistan, and Libya
worked not just from 9 to 5, but anytime they were
needed, day or night. No one “asks” them if they can
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work overtime; they are ordered to report and work
as long as required to get the job done. Unlike a day
job, they cannot quit. Servicemen and -women are
there when needed, every day. Far too often they are
put at risk of injury, disease, or death in defense of
all Americans.

Congress created the Veterans’ Disability Benefits
Commission (VDBC) to carry out a study of “the
benefits under the laws of the United States that are
provided to compensate and assist veterans and their
survivors for disabilities and deaths attributable to
military service....” After more than 30 months of
hearings, study, analysis, and debate, the VDBC
unanimously endorsed the current standard for
determining service connection.'?

Current law requires only that an injury or disease
be incurred coincident with active military service.
There is no requirement that a veteran prove a causal
connection between military service and a disability
for which service connection is sought.

The Independent Budget veterans service organi-
zations believe current standards defining service
connection for veterans’ disabilities and deaths are
practical, sound, equitable, and time-tested. We urge
Congress to reject any revision to this long-standing
policy.

Recommendation:
Congress should reject suggestions from any source

that would change the definition of service connec-
tion for veterans’ disabilities and death.
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ReLAxeED EVIDENTIARY STANDARDS FOR PROVING PosT-TRAUMATIC
StRESs SYNDROME AND MILITARY SEXUAL TRAUMA CLAIMS
The Department of Veterans Affairs should accept a diagnosis of post-traumatic
stress disorder from a private mental health professional in the same manner as
it accepts a diagnosis of PTSD from a VA mental bealth professional.

For years, The Independent Budget veterans service
organizations (IBVSOs) asked Congress to expand
the provisions of title 38, United States Code, section
1154 to any veteran who served in a combat zone in
order to both ease the evidentiary burden on veterans
and reduce time-consuming development required of
the Department of Veterans Affairs so that veterans
could more readily obtain service connection for
certain disabilities related to service, especially post-
traumatic stress disorder (PTSD). In combat zones,
seemingly minor injuries are often overlooked while
medical treatment is provided to those more seriously
injured. Further, many combat service members tend
to trivialize their own injuries when in the presence
of more severely injured comrades. The result is that
many injuries occurring in combat zones go unre-
ported and unrecorded.

In 2010 VA validated this Independent Budget rec-
ommendation when it amended title 38, Code of
Federal Regulations, paragraph 3.304 to eliminate:

...the requirement for corroborating that
the claimed in-service stressor occurred if a
stressor claimed by a veteran is related to the
veteran’s fear of hostile military or terrorist
activity and a VA psychiatrist or psychologist,
or a psychiatrist or psychologist with whom
VA has contracted, confirms that the claimed
stressor is adequate to support a diagnosis of
PTSD and that the veteran’s symptoms are
related to the claimed stressor, provided that
the claimed stressor is consistent with the
places, types, and circumstances of the vet-
eran’s service.!*

This change effectively removed the single great-
est barrier to the proper and timely adjudication of
claims involving PTSD incurred while in combat.

However, under this regulation VA will not accept
a diagnosis of PTSD from a private psychiatrist or
psychologist if the stressor is related to service in a

combat zone. It requires a separate examination and
confirmatory opinion from a VA mental health pro-
fessional before it will consider a grant of service
connection for PTSD. In our view this is an unwar-
ranted waste of scarce mental health resources, sig-
nificantly delays adjudication of claims, and puts an
undue burden on veterans.

In recent years the Veterans Benefits Administration
(VBA) has repeatedly stated that it will accept
evidence from private physicians in lieu of a VA
examination if that evidence is adequate for rating
purposes. VA has developed scores of disability ben-
efits questionnaires that can be completed by private
physicians for this purpose. This policy change has
saved VA millions of dollars in unnecessary exami-
nation costs and substantially speeded the adjudica-
tion of some disability claims.

Further, the VBA encouraged veterans service orga-
nizations in 2012 to submit what it calls “fully devel-
oped claims” with the promise of expedited claims
processing. A vital part of a fully developed claim
involves the submission of current medical evidence
from private physicians.

While the IBVSOs recognize that VA mental health
professionals have, by necessity, developed an exper-
tise in treating veterans with PTSD, the require-
ment that only they are capable of confirming that
a veteran suffers from PTSD and that the stressor is
related to military service is both wrong and wasteful
of scarce mental health resources.

An additional anomaly is this: the regulation states
that a psychiatrist contracted to perform compen-
sation examinations is able to diagnose PTSD and
confirm the relationship of the stressor to service.
However, the VBA would apparently not accept a
diagnosis and confirmation if that same psychiatrist
diagnoses and treats a veteran in his or her private
practice.
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The savings to VA would be substantial if the accep-
tance of information from private health-care profes-
sionals allowed VA to avoid scheduling unnecessary
examinations.

MILITARY SEXUAL TRAUMA

Evidentiary standards for establishing a service-
connected disability resulting from military sexual
trauma should be relaxed. One in five female vet-
erans and one in 100 male veterans reported to VA
that they experienced military sexual trauma (MST)
while on active duty." A recent study examined MST
in men and women deployed in the wars in Iraq and
Afghanistan. A sample of 470 service members (408
men and 62 women) completed anonymous self-
report questionnaires. Seventy-seven of the 470 sur-
veyed reported MST: 51 (12.5 percent of men) and
26 (42 percent of women).'®

VA defines MST as—

...psychological trauma, which in the judg-
ment of a VA mental health professional,
resulted from a physical assault of a sexual
nature, battery of a sexual nature, or sexual
harassment which occurred while the Veteran
was serving on active duty or active duty for
training.

Sexual harassment is further defined as—

...repeated, unsolicited verbal or physical
contact of a sexual nature which is threaten-
ing in character.”

Numerous studies have shown that a majority of
veterans fail to report rape, attempted rape, or
other forms of MST. According to the Department
of Defense Sexual Assault Prevention and Response
Office, 86.5 percent of sexual assaults go unre-
ported, meaning that official documentation of many
assaults may not exist.

Sexual assault is one of the most devastating crimes
that can happen to a person. Long after physical inju-
ries heal, psychological wounds can develop. While the
long-term effects of rape can vary greatly among vic-
tims, many experience anxiety, depression, and PTSD.

For decades VA treated claims for service connec-
tion for a psychiatric problem resulting from MST
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in the same way it treated all claimed conditions: the
burden was on the claimant to prove that the condi-
tion was related to service. Without medical or police
records, claims were routinely denied.

More than a decade ago VA relaxed its policy of
requiring medical or police reports to show that
MST occurred.'® Rating personnel are instructed
to consider evidence showing a sudden change in
behavior, a request for transfer from a unit, and cor-
respondence to, or statements of, friends or relatives
as secondary evidence that could be used to support
the assertion of an assault during service.

Nevertheless, thousands of claims for service connec-
tion for PTSD resulting from MST have been denied
since 2002 because claimants were unable to produce
evidence that assaults occurred.

The extraordinarily high incidence of sexual trauma
on active duty in the military, the persistent fail-
ure of victims to report such trauma to medical or
police authorities, and the resulting disproportion-
ate burden placed on veterans to produce evidence of
MST—often years after the event—in order to obtain
service connection for PTSD, leads the IBVSOs to the
conclusion that current VA regulations and policies
with regard to MST lead to a high level of denials of
claims for PTSD in female veterans. The VA Under
Secretary for Benefits recently acknowledged this dis-
parity compared to PTSD claims due to causes other
than MST.

Years ago Congress recognized that events experi-
enced in combat zones were often not documented,
resulting in the denial of thousands of otherwise
legitimate claims for service connection. Congress
amended 38 U.S.C. 1154 to ease the evidentiary
burden on veterans who suffered injury in combat.
VA followed with an amendment to title 38, Code
of Federal Regulations, 3.304 to allow VA to accept
a veteran’s statement of a stressor if it occurred in
combat and a mental health professional diagnosed
PTSD and concluded that the alleged stressor causing
the PTSD occurred in combat."”

Given the high incidence of female veterans expe-
riencing sexual trauma while on active duty, the
IBVSOs believe it reasonable to consider military ser-
vice to be the equivalent of an active combat zone for
MST claims and grant the same reduced evidentiary
burden as provided in 38 CFR 3.304(f)(3) to them.



Recommendations:

Congress and VA should amend the existing stan-
dard to allow veterans to submit, and VA to accept,
the diagnosis of PTSD by a qualified private clinician
along with confirmation that the stressor is directly
related to PTSD and military service.

VA should amend 38 CFR 3.304 to read as follows:
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If a stressor claimed by a veteran is related to military
sexual trauma and a mental health practitioner con-
firms that the claimed stressor is adequate to support a
diagnosis of post-traumatic stress disorder and that the
veteran’s symptoms are related to the claimed stressor,
in the absence of clear and convincing evidence to the
contrary, and provided the claimed stressor is consis-
tent with the places, types, and circumstances of the
veteran’s service, the veteran’s lay testimony alone
may establish the probity of the stressor.

CoNCcURRENT ReceEIPT oF COMPENSATION AND
MiLTaARY LoNGEVITY RETIRED PAY

All military retirees should be permitted to receive military longevity
retired pay and VA disability compensation concurrently.

Many veterans retired from the armed forces based
on longevity of service must forfeit a portion of their
retired pay, earned through faithful performance of
military service, before they receive VA compensa-
tion for service-connected disabilities. This is ineq-
uitable—military retired pay is earned by virtue of
a veteran’s career of service on behalf of the nation,
careers of usually more than 20 years.

Entitlement to compensation, on the other hand, is
paid solely because of disability resulting from mili-
tary service, regardless of the length of service. Most
nondisabled military retirees pursue second careers
after serving in order to supplement their income,
thereby justly enjoying a full reward for completion
of a military career with the added reward of full
civilian employment income. In contrast, military
retirees with service-connected disabilities do not
enjoy the same full earning potential. Their earning
potential is reduced commensurate with the degree
of service-connected disability.

In order to place all disabled longevity military
retirees on equal footing with nondisabled military
retirees, there should be no offset between full mili-
tary retired pay and VA disability compensation.
To the extent that military retired pay and VA dis-
ability compensation offset each other, the disabled
military retiree is treated less fairly than a nondis-
abled military retiree by not accounting for the loss
in earning capacity. Moreover, a disabled veteran
who does not retire from military service but elects
instead to pursue a civilian career after completing a

service obligation can receive full VA disability com-
pensation and full civilian retired pay—including
retirement from any federal civil service position. A
veteran who honorably served and retired after 20 or
more years who suffers from service-connected dis-
abilities should not be penalized for becoming dis-
abled in service to America.

A longevity-retired disabled veteran should not suffer
a financial penalty for choosing a military career over
a civilian career, especially when, in all likelihood, a
civilian career would have involved fewer sacrifices
and quite likely greater financial rewards. While
Congress has made progress in recent years in cor-
recting this injustice, current law still provides that
service-connected veterans rated less than 50 percent
disabled who retire from the armed forces on length
of service may not receive disability compensation
from the Department of Veterans Affairs in addition
to full military retired pay. The Independent Budget
veterans service organizations believe the time has
come to finally remove this prohibition completely.

Recommendation:

Congress should enact legislation to repeal the ineq-
uitable requirement that veterans’ military longev-
ity retired pay be offset by an amount equal to the
disability compensation awarded to disabled veter-
ans rated less than 50 percent, the same as exists for
those rated 50 percent or greater.
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ANNUAL CosT-OF-LIVING ADJUSTMENT
Congress should authorize an automatic adjustment of disability
compensation and dependency and indemnity compensation benefits
annually and end the practice of rounding down such increases.

Congress has annually authorized increases in com-
pensation and dependency and indemnity compensa-
tion (DIC) by the same percentage that Social Security
is increased. Increases in Social Security benefits are
based on the Consumer Price Index (CPI). Disability
compensation is paid to the men and women who
returned home from military service with the residu-
als of disease or injury incurred coincident with their
service. Compensation was designed to replace the
earnings capacity lost because of service-connected
disabilities. DIC is paid to the surviving spouse and
minor or school age children of a service member
who died on active duty or a veteran who died from
a service-connected disability.

Inflation erodes the value of these benefits. Under cur-
rent law the government monitors inflation through-
out the year, and if it occurs automatically increases
Social Security by the percent of increase for the fol-
lowing year. Over the years Congress has amended
laws governing most other benefit programs to ensure
that they are adjusted each year by the same percent-
age that Social Security is increased. This approach
eases the burden of work on Congress and ensures
that individuals who are entitled to these benefits are
assured of a timely adjustment in their benefits and
are not further harmed by the impact of inflation.

Congress has not enacted legislation to automati-
cally increase compensation and DIC by the amount
of increase of inflation in the previous year. While
Congress has always increased compensation and
DIC based on inflation, there have been years when
such increases were delayed, which increases the
financial strain on veterans and their survivors.
Delays also introduce unnecessary stress on those
who have already sacrificed themselves or their loved
ones in service to our nation.

The Independent Budget veterans service organiza-
tions (IBVSOs) urge Congress to enact legislation
indexing compensation and DIC to Social Security
cost-of-living (COLA) increases. The IBVSOs also
note that the CPI index used for Social Security does
not include increases in the cost of food or gasoline,
both of which have risen significantly in recent years.
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While no inflation index is perfect, the IBVSOs
believe that the Department of Veterans Affairs
should examine whether there are other inflation
indices that would more appropriately correlate with
the increased cost of living experienced by disabled
veterans and their survivors.

VETERANS’ AND SURVIVORS’ BENEFITS
PAYMENT ROUNDED DOWN

In 1990, Congress, in an omnibus reconciliation
act, mandated that veterans’ and survivors’ benefit
payments be rounded down to the next lower whole
dollar. While this policy was initially limited to a
few years, Congress eventually made it permanent.
Rounding down veterans’ and survivors’ benefit pay-
ments to the next lower whole dollar reduces the
payments by up to $12 per year. Each year’s COLA
is calculated on the rounded-down amount of the
previous year’s payments. While not significant in
the short run, the cumulative effect over time results
in a significant loss to beneficiaries. For example, a
veteran totally disabled from service-connected dis-
abilities would have received $1,823 per month in
1994. Today that benefit is paid at $2,769 per month.
However had that veteran received the full COLA
each year as shown in the CPI, that benefit would now
be $2,846.2° A reduction of $47 per month means that
the veteran receives $564 less each year. The cumu-
lative effect of this provision of the law effectively
levies a tax on totally disabled veterans and their sur-
vivors, costing them hundreds of dollars per year.

Recommendations:

Congress should index compensation and depen-
dency and indemnity compensation benefits to Social
Security to ensure the timely adjustment of benefits
resulting from inflation.

Congress should repeal the current policy of round-
ing down veterans’ and survivors’ benefits payments.

VA should conduct a study to determine if there are
other inflation indices that more appropriately mea-
sure the erosion of disability compensation benefits.
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MoRe EquiTaBLE RULES FOR SERVICE
CoNNEcTION oF HEARING Loss AND TINNITUS

For combat veterans and those with military occupations that typically involved acoustic
trauma, service connection for hearing loss or tinnitus should be presumed.

Many veterans exposed to acoustic trauma during
service now suffer from hearing loss and/or tinnitus.
Too often, they are unable to prove that their hear-
ing problems began in or were caused by military
service, often because of inadequate in-service test-
ing procedures, lax examination practices, or poor
recordkeeping. The presumption requested herein
would resolve this long-standing injustice.

The Institute of Medicine issued a report in September
2005 titled Noise and Military Service: Implications
for Hearing Loss and Tinnitus. The IOM found that
patterns of hearing loss consistent with noise expo-
sure can be seen in cross-sectional studies of mili-
tary personnel. Because noise exposure is endemic to
military service, the total number of veterans who
experience noise-induced hearing loss as a result of
military service may be substantial.

Hearing loss and tinnitus are common among com-
bat, combat arms, combat support, and combat ser-
vice support veterans. These veterans were typically
exposed to prolonged, frequent, and exceptionally
loud noises from such sources as gunfire, tanks and
artillery, explosive devices, and aircraft. Exposure
to acoustic trauma is a well-known cause of hearing
loss and tinnitus. Yet many combat veterans are not
able to document their in-service acoustic trauma,
nor can they prove their hearing loss or tinnitus was
due to military service. World War II veterans are
particularly at a disadvantage because testing by spo-
ken voice and whispered voice (the standard practice
in the 1940s) was universally insufficient to detect all
but the most severe hearing loss.

Further, certain noncombat jobs are known to involve
work around extremely loud machinery. Prolonged
exposure to noise from tanks, trucks and engines,
and machinery on ships, for instance, can cause hear-
ing loss and/or tinnitus.

Audiometric testing in the service was insufficient;
therefore, confirming records are lacking for a vari-
ety of reasons. Congress has made special provisions
for other deserving groups of veterans whose claims
are unusually difficult to establish because of cir-
cumstances beyond their control. Congress should
do the same for veterans exposed to acoustic trauma,
including combat veterans. Congress should instruct
the Department of Veterans Affairs to develop a list
of military occupations that are known to expose ser-
vice members to noise. VA should be required to pre-
sume noise exposure for anyone who worked in one
of those military occupations and grant service con-
nection for those who now experience documented
hearing loss or tinnitus. Further, this presumption
should be expanded to anyone who is shown to have
been in combat.

Recommendation:

Congress should create a presumption of service-
connected disability for combat veterans and vet-
erans whose military duties exposed them to high
levels of noise and who subsequently suffer from tin-
nitus or hearing loss.
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CompPENSABLE DisaBILITY RATING FOR HEARING
Loss NECESsSITATING A HEARING AID

The VA Schedule for Rating Disabilities should provide a minimum 10 percent
disability rating for bearing loss that requires use of a hearing aid.

The VA Schedule for Rating Disabilities (VASRD)
contained in title 38, Code of Federal Regulations,
part 4 does not provide a compensable rating for
hearing loss at certain levels severe enough to require
the use of hearing aids. The minimum disability rat-
ing for any hearing loss severe enough to require
use of a hearing aid should be 10 percent, and the
VASRD should be amended accordingly.

A disability severe enough to require use of a pros-
thetic device should be compensable. Beyond the
functional impairment and the disadvantages of
artificial hearing restoration, hearing aids negatively
affect the wearer’s physical appearance, similar to
scars or deformities that result in cosmetic defects.
Also, it is a general principle of VA disability com-
pensation that ratings are not offset by the function
artificially restored by a prosthetic device.

For example, a veteran receives full compensation
for amputation of a lower extremity although he
or she may be able to ambulate with a prosthetic
limb. Additionally, a review of 38 Code of Federal
Regulations, Part 4, Schedule for Rating Disabilities,
shows that all disabilities for which treatment war-
rants an appliance, device, implant, or prosthetic,
other than hearing loss with hearing aids, receive a
compensable rating.

Assigning a compensable rating for medically pre-
scribed hearing aids would be consistent with mini-
mum ratings provided throughout the VASRD. Such
a change would be equitable and fair.

Recommendation:
VA should amend its Schedule for Rating Disabilities

to provide a minimum 10 percent disability rating for
any hearing loss medically requiring a hearing aid.

AGENT ORANGE IN KOREA
The presumptive service connection end date for veterans who served
on the Korean demilitarized zone should be extended.

The delineating dates for presumptive service con-
nection due to exposure to herbicides (Agent Orange)
in Korea should be established in the same manner
as they are for Vietnam veterans. If a veteran served
in the Korean demilitarized zone (DMZ) north of
the Imjin River at any time after Agent Orange was
applied, presumptive service connection should be
granted for the conditions contained in title 38, Code
of Federal Regulations, section 3.309(e).

Currently, certain military personnel who were
assigned to units operating in or near the DMZ in
Korea from April 1968 to August 1971 are presumed
to have been exposed to herbicides.?' Veterans with
qualifying service in Korea may be granted service
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connection on a presumptive basis if they suffer from
one or more of the disabilities enumerated in title 38,
Code of Federal Regulations, section 3.309(e).

The ending date of August 1971 was established by
P.L. 108-183 and is found in title 38, United States
Code, section 1821. While The Independent Budget
veterans service organizations applaud the action of
Congress and the Department of Veterans Affairs to
extend the ending date for this presumption of expo-
sure from 1969 to 1971, we do not believe that it is
sufficient to recognize the length of time that dioxin
remains in the soil and potentially harmful to U.S.
military personnel.



The Environmental Protection Agency (EPA) reports
that “the persistence half-life of TCDD [tetrachloro-
dibenzodioxin] on soil surfaces may vary from less
than one year to three years, but half-lives in soil
interiors may be as long as 12 years. Screening stud-
ies have shown that TCDD is generally resistant to
biodegradation.”??

The EPA has concluded:

The toxicity of dioxin is such that it is capa-
ble of killing newborn mammals and fish at
levels as small as 5 parts per trillion (or one
ounce in 6 million tons). Its toxic properties
are enhanced by the fact that it can enter the
body through the skin, the lungs, or through
the mouth.?3

Benefit Programs

The dioxin on the Korean DMZ did not lose its effi-
cacy on August 1, 1969, but continued to be absorbed
into the bodies of the troops who were operating
north of the Imjin River, and wreaks havoc on those
veterans today just as it does on Vietnam veterans.

Recommendation:

Congress should change the dates of eligibility for
Agent Orange-presumed disabilities in veterans who
served in the Korean demilitarized zone at any time

beginning in April 1968.

SuPPLEMENTAL GRANT FOR ADAPTATION OF A NEw HomE
Grants should be established for special adaptations to homes that
veterans purchase to replace initial specially adapted homes.

Adapted housing grants for eligible service-con-
nected disabled veterans literally open doors to inde-
pendence. Prevailing societal and structural barriers
to access outside the home become easier to confront
once the limitations brought on by a veteran’s dis-
ability are mitigated by living circumstances that
promote confidence and freedom of movement. VA
adapted-housing grants currently given to eligible
veterans are provided on a once-in-a-lifetime basis.
However, homeowners sell their homes for any
number of reasons, both foreseeable and unforesee-
able (e.g., change in the size of families, relocation
for career or health reasons, etc.). Once the housing
grant is used, veterans with service-incurred disabili-
ties who own specially adapted homes must bear the
full cost of continued accessible living should they

move or modify a home. Those same veterans should
not be forced to choose between surrendering their
independence by moving into an inaccessible home or
staying in a home simply because they cannot afford
the cost of modifying a new home that would both
mitigate their service-incurred disability and better
suit their life circumstances.

Recommendation:

Congress should establish a supplementary housing
grant that covers the cost of new home adaptations
for eligible veterans who have already used their ini-
tial grants.
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ADMINISTRATION OF THE SPECIALLY ADAPTED HousING GRANT
SHouLb BE EXPEDITED FOR ELIGIBLE, TERMINALLY ILL VETERANS

Terminally ill veterans and their families should not have to endure red tape, and in some
cases die, before enjoying the benefit of their Specially Adapted Housing Grants.

On September 23, 2008, the Department of Veterans
Affairs published regulations establishing amyo-
trophic lateral sclerosis (ALS) as a service-connected
disease. The new regulation provides that “[t]he devel-
opment of ALS at any time after discharge or release
from active military, naval, or air service is sufficient
to establish service connection for that disease.”?*
This gave veterans who suffer from this progres-
sive neurodegenerative disease additional monetary
resources and access to health care. The problem was
many did not live long enough to enjoy it. Those that
did not quickly die from the illness often deteriorated
to a point where a wheelchair and related ancillary
benefits were needed in order to live. Those ancillary
benefits include Specially Adapted Housing (SAH)
grant funding for home modifications made available
to severely disabled veterans or service members who
suffered the service-connected loss of mobility.

According to a Government Accountability Office
report, the median number of days from the submis-
sion of an SAH grant application to VA’s approval
of the grant was 299.2° After a claimant submits
an application for adaptive housing assistance and
decides to take advantage of the benefit, he or she
must make a number of decisions related to the proj-
ect—including arranging for mortgage and construc-
tion financing, hiring architects, working with VA
to review and approve adaptation plans, and solicit-
ing bids from and selecting contractors—before VA
approves the grant. VA maintained that the length of
time from application to approval is often driven by
the amount of time needed by the veteran for project
design. However, the project design phase often con-
sists of stringent requirements and lengthy approval
processes imposed by VA.

To its credit, VA acknowledged the terminal and
quickly debilitating nature of the ALS by raising the
minimum disability rating for those with the disease
from 30 percent to 100 percent, which spared the vet-
eran from having to go through the protracted claims
process in order to receive a higher disability evalua-
tion.?® But the same regard was not applied to the
process for administering the SAH grant. As a result,
veterans who have service-connected ALS and become
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eligible for the SAH benefit, often die while undergo-
ing the lengthy application and approval process.

Terminally ill veterans must have expedited access
to SAH benefits. A statutory expedited SAH grant
process for veterans with service-connected disabili-
ties rated 100 percent would allow veterans who
have received a doctor’s prognosis of a terminal ill-
ness that will result in the loss of use of upper or
lower limbs to receive immediate eligibility for SAH.
This expedited process would include veterans who
are fully eligible for SAH and those veterans, such as
ALS veterans, who are rated 100 percent but who do
not yet meet the loss of use requirement of SAH. This
expedited authority would allow veterans who either
met or will meet the loss of use requirements due to
a service-connected terminal illness to avoid certain
bid requirements, payment delays, and other pro-
gram requirements that create delays. A veteran who
has acquired a spinal cord injury but who is in oth-
erwise good health has needs different from those of
a veteran who has a terminal illness that will quickly
lead to loss of function. Consequently, these veterans
should have greater authority to more easily waive cer-
tain adaptations that are typically required by VA to
ensure that their most immediate needs are addressed
as quickly as possible such as adapting a bathroom
or creating an accessible exit. Similarly, to the current
Temporary Residence Adaptation grant, the expedited
SAH process would be available on a one-time basis
and would count against veterans’ SAH benefits.

Recommendation:

Congress should authorize an expedited SAH bene-
fits process that provides immediate access to housing
adaptation benefits for veterans who have a service-
connected terminal illness that is rated at 100 percent
and will result in loss of use of limbs. For veterans
(including those with terminal illnesses) who already
meet all SAH requirements, Congress should require
VA to expedite the approval process and provide vet-
erans with common sense waivers that will ensure
that they are able to actually benefit from the adapta-
tions prior to the end of their lives.
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SuPPLEMENTAL ENTITLEMENT TO AN AuTO GRANT FOR ELIGIBLE VETERANS
The cost of replacing modified vebicles purchased through the VA automobile
grant presents a financial hardship for veterans who must bear the full
replacement cost once the adapted vebicle has exceeded its useful life.

The Department of Veterans Affairs provides finan-
cial assistance in the form of grants to eligible veter-
ans toward the purchase of a new or used automobile
to accommodate a veteran or service member with
certain disabilities that resulted from a disabling
condition incurred or aggravated during active mili-
tary service. In December 2011, VA increased this
one-time auto grant from $11,000 to $18,900, thus
giving service-disabled veterans who need a modi-
fied vehicle increased purchasing power. While the
Independent Budget veterans service organizations
recognize the benefit to those veterans who have not
yet used the grant, veterans who have exhausted the
grant are left to replace modified vehicles, once those
vehicles have surpassed their useful life, at their own
expense and at a higher cost than the first adapted
vehicle due to inflation.

VA acknowledged the impact that higher cost of
living had on the intrinsic value of another critical,
one-time VA benefit. P.L. 109-233 authorized up to
three usages of the Specially Adapted Housing (SAH)
grant. P.L. 110-289 provided for annual increases
in the maximum grant amount, to keep pace with
the residential cost-of-construction index. When the
maximum grant amounts are increased, veterans or
service members who have not used the assistance
available to them up to the allowable three times
may be entitled to a grant equal to the increase in

the grant maximum amount at that time. This means
a veteran who previously used the grant is entitled
to additional SAH entitlement—the current rate of
maximum entitlement minus what was previously
used. The intent of this one-time grant, which allows
for prorated supplementary funding as it increases,
was to provide veterans with a means to overcome
service-incurred disabilities in the home. The same
calculus should be applied to the automobile grant.

The Department of Transportation reports the
average life span of a vehicle is 12 years, or about
128,500 miles. The cost to replace modified vehicles
ranges from $40,000 to $65,000 new and $21,000 to
$35,000 used, on average. These tremendous costs,
compounded by inflation, present a financial hard-
ship for many disabled veterans who need to replace
their primary mode of transportation once it exceeds
its expected life.

Recommendation:

VA should provide a supplementary automobile grant
to eligible veterans in an amount equaling the differ-
ence between the total amount they previously used
and the current grant maximum in effect at the time
they are replacing their vehicle.
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VALUE oF PoLicies ExcLUDED FROM CONSIDERATION AS INCOME OR ASSETS
The cash value of life insurance policies should not be counted as assets,
nor should dividends and proceeds be considered income, for the purpose of
establishing a veterans’ eligibility for other government programs.

Life insurance provides the surviving spouses and
dependents of veterans with a means of maintaining
financial stability after the sponsor’s death. In some
cases, however, veterans are forced to surrender their
government life insurance policies and apply the cash
value of policy surrender toward the cost of nursing
home care as a condition of Medicaid coverage. When
this occurs, these policies become nothing more than
a funding vehicle for the veteran’s care prior to death
masquerading as a form of protection for survivors.
As a result, the government is either paying for a

veteran’s care in life or paying proceeds to survivors,
instead of fulfilling both sacred obligations.

Recommendation:

Congress should enact legislation that exempts the
cash value of VA life insurance policies, and all
directly resulting dividends and proceeds, from
consideration in determining veteran entitlement to
health care under Medicaid.

Lower PREMIUM ScHEDULE FOR SERVICE-DiSABLED VETERANS’ INSURANCE
Improved life expectancy and new mortality tables should lower
premiums for Service-Disabled Veterans’ Insurance.

Congress created the Service-Disabled Veterans’
Insurance (SDVI) program for veterans who faced
difficulty obtaining commercial life insurance due to
their service-connected disabilities. At the program’s
outset in 1951, its rates were based on contempo-
raneous mortality tables and remained competitive
with commercial insurance.

Since that time, reductions in commercial mortal-
ity rates reflected improved life expectancy as illus-
trated by updated mortality tables. However, the
Department of Veterans Affairs remains bound to
outdated mortality tables. This results in rates and
premiums that are no longer competitive with com-
mercial insurance offerings, which deviates from the
intended benefit of providing the SDVI to veterans
with service-incurred disabilities who cannot obtain
commercial life insurance due to disability.

30 Independent Budget ¢ Fiscal Year 2014

This inequity is compounded by the fact that eligible
veterans must pay for supplemental coverage and
may not have premiums waived for any reason. Even
though The Independent Budget veterans service
organizations are thankful that Congress authorized
an increase from $20,000 to $30,000 in the supple-
mental amount available with the passage of P.L.
111-275, “Veterans Benefits Act of 2010,” Congress’s
intent will not be met under the current rate sched-
ule because many service-disabled veterans cannot
afford VA premiums.

Recommendation:
Congress should enact legislation that authorizes VA

to revise its premium schedule for Service-Disabled
Veterans’ Insurance based on current mortality tables.



Benefit Programs

PensioN FOR NoNseRVICE-CONNECTED DisABILITY
Congress should extend basic eligibility for nonservice-connected pension benefits to veterans
who served in combat environments, regardless of whether or not a period of war was defined.

Pension is payable to a veteran who is 65 years of age
or older or who is permanently and totally disabled
as a result of nonservice-connected disabilities, and
who has at least one day’s service during a period of
war and has a qualifying low income.?’

Although Congress has the sole authority to make
declarations of war, the President, as commander in
chief, may send servicemen and -women into hostile
situations at any time to defend American interests.
While some of these incidents occur during periods
of war (e.g., Somalia, 1992-95) many other military
actions take place during periods of “peace” (e.g.,
Granada, 1983; Lebanon, 1982-87; Panama, 1989).
Even the Mayaguez Incident, May 12-15, 1975, falls
outside the official dates of the Vietnam War, which
ended May 7, 1975.

It is quite apparent that the sole service criteria for
eligibility to pension, at least one day of service dur-
ing a period of war, too narrowly defines military
activity in the last century. Expeditionary medals,
combat badges, and the like can better serve the pur-
pose of defining combat or warlike conditions when

Congress fails to declare war and when the President
neglects to proclaim a period of war for veterans’
benefits purposes.

Congress should amend the law so that the receipt
of hostile fire pay, award of an expeditionary medal,
campaign medal, combat action ribbon, or similar
military decoration will qualify an individual for VA
pension benefits. This action would ensure that veter-
ans who served during periods of peace but who were
placed in hostile situations are eligible for nonservice-
connected pension if they are otherwise eligible.

Recommendation:

Congress should change the law to authorize eli-
gibility to nonservice-connected VA pension for
veterans who have been awarded the Armed Forces
Expeditionary Medal, Purple Heart, Combat Infantry-
man’s Badge, or similar medal or badge for participa-
tion in military operations that fall outside officially
designated periods of war.
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Survivor Benefits

In addition to providing disability compensation
and other benefits to veterans, the Department of
Veterans Affairs provides a multitude of benefits to
eligible survivors, predominately surviving spouses,
upon the death of the veteran. Benefits available
to eligible survivors may include burial allowance,

dependency and indemnity compensation, nonser-
vice-connected death pension, life insurance, and
dependents educational assistance. Eligibility for
many of the survivor benefits available through the
VA is generally determined by whether the veteran
was rated totally disabled prior to death or whether
the death was incurred in service or as a direct result
by way of a service connected disability.

INCREASE OF DEPENDENCY AND INDEMNITY COMPENSATION
FOR SURVIVING SPOUSES OF SERVICE MEEMBERS
The current rate of compensation paid to the survivors of deceased members is
inadequate and inequitable when measured against other federal programs.

Under current law, Dependency and Indemnity
Compensation (DIC) is paid to an eligible surviving
spouse if the military service member died while on
active duty or the veteran’s death resulted from a ser-
vice-related injury or disease.

DIC payments were intended to provide surviving
spouses with the means to maintain some semblance
of economic stability after the loss of their loved one.
The rate of payment for in-service deaths and certain
service-related deaths occurring after service should
equal what is provided in other federal programs. All
surviving spouses, regardless of the status of their
sponsors at the time of death, face the same financial

hardships.

Therefore, The Independent Budget veterans service
organizations believe that the rate of DIC should be
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increased from 43 percent to 55 percent of a 100 per-
cent disabled veteran’s compensation for all eligible
surviving spouses. This amount would increase DIC
by approximately $300 per month and is in line with
survivor benefits of federal workers and other federal
programs.

Recommendation:

Congress should authorize dependency and indemnity
compensation eligibility increases for all survivors.
Congress should increase DIC equal to that of other
federal programs. The amount of increase should be 55
percent of VA disability compensation for a 100 percent
disabled veteran.
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RePeEAL oF OFFSET AGAINST THE SURVIVOR BENEFIT PLAN
The current requirement that the amount of an annuity under the Survivor Benefit Plan be reduced
on account of, and by an amount equal to, dependency and indemnity compensation is inequitable.

A veteran disabled in military service is compensated
for the effects of service-connected disability. When
a veteran dies of service-connected causes, or fol-
lowing a substantial period of total disability from
service-connected causes, eligible survivors or depen-
dents receive dependency and indemnity compensa-
tion (DIC) from the Department of Veterans Affairs.
This benefit indemnifies survivors, in part, for the
losses associated with the veteran’s death from ser-
vice-connected causes or after a period of time when
the veteran was unable because of total disability to
accumulate an estate for inheritance by survivors.

Career members of the armed forces earn entitle-
ment to retired pay after 20 or more years of service.
Survivors of military retirees have no entitlement to
any portion of the veteran’s military retirement pay
after his or her death, unlike many retirement plans
in the private sector. Under the Survivor Benefit Plan
(SBP), deductions are made from the veteran’s military
retirement pay to purchase a survivor’s annuity. This is
not a gratuitous benefit, but is purchased by a retiree.

Upon the veteran’s death, the annuity is paid monthly
to eligible beneficiaries under the plan. If the veteran
died from other than service-connected causes or was
not totally disabled by service-connected disability
for the required time preceding death, beneficiaries
receive full SBP payments. However if the veteran’s
death was a result of military service or after the req-
uisite period of total service-connected disability, the
SBP annuity is reduced by an amount equal to the

DIC payment. When the monthly DIC rate is equal
to or greater than the monthly SBP annuity, benefi-
ciaries lose the SBP annuity in its entirety.

The Independent Budget veterans service organi-
zations believe this offset is inequitable because no
duplication of benefits is involved. Payments under
the SBP and DIC programs are made for different
purposes. Under the SBP, coverage is purchased by
a veteran and at the time of death, paid to his or
her surviving beneficiary. On the other hand, DIC
is a special indemnity compensation paid to the sur-
vivor of a service member who dies while serving
in the military, or a veteran who dies from service-
connected disabilities. In such cases DIC should be
added to the SBP, not substituted for it. Surviving
spouses of federal civilian retirees who are veterans
are eligible for DIC without losing any of their pur-
chased federal civilian survivor benefits. The offset
penalizes survivors of military retirees whose deaths
are under circumstances warranting indemnifica-
tion from the government separate from the annuity
funded by premiums paid by the veteran from his or
her retired pay.

Recommendation:

Congress should repeal the inequitable offset between
dependency and indemnity compensation and the
Survivor Benefit Plan because there is no duplication
between these two distinct benefits.
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ReTENTION OF REMARRIED SURVIVORS’ BENEFITS AT AGE 55
Congress should lower the age required for remarriage for survivors of veterans who have died
on active duty or from service-connected disabilities to be eligible for retention of dependency

and indemnity compensation to conform with the requirements of other federal programs.

Current law allows retention of dependency and
indemnity compensation (DIC) on remarriage at age
57 or older for eligible survivors of veterans who die
on active duty or of a service-connected injury or
illness. Although The Independent Budget veterans
service organizations (IBVSOs) appreciate the action
Congress took to allow restoration of this rightful ben-
efit, the current age threshold of 57 years is arbitrary.

Remarried survivors of retirees of the Civil Service
Retirement System, for example, obtain a similar
benefit at age 55. This would also bring DIC in line
with SBP rules that allow retention with remarriage

at the age of 55. The IBVSOs believe no eligible survi-
vors should be penalized for remarriage. Equity with
beneficiaries of other federal programs should govern
Congressional action for this deserving group.

Recommendation:

Congress should enact legislation to enable survi-
vors to retain dependency and indemnity compensa-
tion on remarriage at age 55 for all eligible surviving
spouses.

NoTESs

Improved Death Pension Rate Table; http://www.vba.va.gov/bln/21/Rates/

pen02.htm.

“VA Struggling with Disability Claims,” Washington Post, November 11,2012.

www.vba.va.gov/reports/mmwr.

www.vba.va.gov/reports/aspiremap.asp.

Committee on Medical Evaluation of Veterans for Disability Compensation,

Institute of Medicine of the National Academies, A 21st Century System for

Evaluating Veterans for Disability Benefits (2007).

Ibid., 78-81.

Tbid., 116.

Ibid., 116-17 (emphasis in original).

Ibid., 117, fig.4-1.

10 Thid., 117-18.

! Veterans’ Disability Benefits Commission, Honoring The Call To Duty:
Veterans’ Disability Benefits in the 21st Century (2007), 3.

12 Title 38 CFR 2.4(b)(1).

13 Veterans’ Disability Benefits Commission, Honoring the Call to Duty:
Veterans Benefits in the 21st Century, (October, 2007), p. 98, section 1.2.B.

“ Federal Register 75, no. 133 (July 13, 2010), 39843.
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16 Military Sexual Trauma During Deployment to Iraq and Afghanistan:
Prevalence, Readjustment, and Gender Differences; http://www.ingenta-
connect.com/content/springer/vav/2012/00000027/00000004/art00003.

17 Ibid.

18 38 CFR 3.304(f)(5); http://www.gpo.gov/tdsys/pkg/FR-2002-03-07/html1/02-
5376.htm; http://www.law.cornell.edu/cfr/text/38/3.304.

19 38 CFR 3.304(f)(3).

20 This amount was calculated using the Bureau of Labor Statistics CPI calcula-
tor found at http://www.bls.gov/data/inflation_calculator.htm.

2 Title 38 CER section 3.307(a)(6)(iv).

22 Technical Factsheet on DIOXIN 3,7,8-TCDD) (2,3,7,8-TCDD); http:/
www.epa.gov/ogwdw/pdfs/factsheets/soc/tech/dioxin.pdf, p. 2.

23 http://www.vn-agentorange.org/newsletters.html.

24 38 CFR § 3.318.

25 http://www.gao.gov/new.items/d10786.pdf.

26 http://www.gpo.gov/fdsys/pkg/FR-2011-12-20/htm1/2011-32531.htm.

7 The requirements for pension, along with applicable definitions, are found
throughout title 38, United States Code (e.g., sections 101 (15), 1521, 1501)).



Judicial Review

rom its creation in 1930, decisions of the Veterans Administration, now the

Department of Veterans Affairs (VA), could not be appealed outside VA except on

rare Constitutional grounds. This was thought to be in the best interests of veter-
ans, in that their claims for benefits would be decided solely by an agency established to
administer veteran-friendly laws in a paternalistic and compassionate manner. At the time,
Congress also recognized that litigation could be very costly and sought to protect veter-
ans from such expense.

For the most part, VA worked well. Over the course of the next 50 years, VA made decisions
in millions of claims for benefits. This resulted in VA providing millions of sick and disabled
veterans the monetary compensation and medical care to which they were entitled.

Over time, however, complaints from veterans grew in both number and volume. The
VA regulatory process and the application of laws to claims was not always accurate or
even uniform. While most veterans received benefits the law provided, veterans who were
denied benefits felt that, since only VA employees decided their claims and appeals, they
could not be assured that the decisions in their cases were correct.

Congress eventually came to realize that without judicial review the only remedy available
to correct VA’s misinterpretation of laws, or the misapplication of laws to veterans’ claims,
was through the unwieldy hammer of new legislation. Thus, in 1988, Congress enacted
legislation to authorize judicial review and created the United States Court of Appeals for
Veterans Claims (Court) to hear appeals from VA’s Board of Veterans’ Appeals (BVA).

Today VA decisions on claims are subject to judicial review in much the same way as a
trial court’s decisions are subject to review on appeal. This review process allows an indi-
vidual to challenge not only the application of law and regulations to an individual claim,
but, more important, to contest whether VA regulations accurately reflect the meaning
and intent of the law. When Congress established the Court, it added another beneficial
element to appellate review by creating oversight of VA decision making by an indepen-
dent, impartial tribunal from a different branch of government. As a result, veterans are
no longer without a remedy for erroneous BVA decisions.

Judicial review of VA decisions has, in large part, lived up to the positive expectations of
its proponents. Nevertheless, based on past recommendations in The Independent Budget,
Congress has made some important adjustments to the judicial review process based on
lessons learned over time. However, more-precise adjustments are still needed so judicial
review conforms to Congressional intent. Accordingly, The Independent Budget veterans
service organizations make the following recommendations to improve the processes of
judicial review in veterans’ benefits matters.
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ENFORCE THE BENEFIT-OF-THE-DouBT RULE
To achieve the law’s intent that the Court of Appeals for Veterans Claims enforce the
benefit-of-the-doubt rule on appellate review, Congress must enact more precise and
effective amendments to the statute setting forth the Court’s scope of review.

itle 38, United States Code, section 5107(b) grants

VA claimants a statutory right to the “benefit of
the doubt” with respect to any benefit under laws
administered by the Secretary of Veterans Affairs
when there is an approximate balance of positive and
negative evidence regarding any issue material to the
determination of a matter. Yet the Court of Appeals
for Veterans Claims (CAVC) has affirmed many
Board of Veterans’ Appeals (BVA) findings of fact
when the record contains only minimal evidence nec-
essary to show a plausible basis for such finding. The
Court upholds VA findings of material fact unless
they are clearly erroneous, and it has repeatedly held
that when there is a “plausible basis” for the BVA’s
factual finding, it is not clearly erroneous. This makes
a claimant’s statutory right to benefit of the doubt
vacuous because claims can be denied and the denial
upheld when supported by far less than a preponder-
ance of evidence. These actions render Congressional
intent under section 5107(b) meaningless.

To correct this situation, Congress amended the
law with the enactment of the Veterans Benefits
Improvement Act of 2002 to expressly require the
CAVC to consider whether a finding of fact is con-
sistent with the benefit-of-the-doubt rule.! However,
this intended effect of section 401 of the Veterans
Benefits Act of 2002 has not been used in subsequent
Court decisions.?

Prior to the Veterans Benefits Act, CAVC case law
provided (1) that the Court was authorized to reverse
a BVA finding of fact when the only permissible view
of the evidence of record was contrary to that found
by the BVA, and (2) that a BVA finding of fact must
be affirmed where there was a plausible basis in the
record for the BVA’s determination.

As a result of Veterans Benefits Act section 401
amendments to section 7261(a)(4), the CAVC is
now directed to “hold unlawful and set aside or
reverse” any “finding of material fact adverse to
the claimant...if the finding is clearly erroneous.”
Furthermore, Congress added entirely new language
to section 7261(b)(1) that mandates the Court to
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review the record of proceedings before the Secretary
and the BVA pursuant to section 7252(b) of title 38
and “take due account of the Secretary’s application
of section 5107(b) of this title....” The Secretary’s
obligation under section 5107(b), as referred to in
section 7261(b)(1), is as follows:

(b) BENEFIT OF THE DOUBT—The
Secretary shall consider all information and
lay and medical evidence of record in a case
before the Secretary with respect to benefits
under laws administered by the Secretary.
When there is an approximate balance of
positive and negative evidence regarding any
issue material to the determination of a mat-
ter, the Secretary shall give the benefit of the
doubt to the claimant.’

Congress wanted the CAVC to take a more proactive
and less deferential role in its BVA fact-finding review,
asdetailed in a joint explanatory statement of the com-
promise agreement contained in the legislation:

[T]he Committees expect the Court to reverse
clearly erroneous findings when appropriate,
rather than remand the case. The new sub-
section (b) [of section 7261] would maintain
language from the Senate bill that would
require the Court to examine the record of
proceedings before the Secretary and BVA
and the special emphasis during the judicial
process on the benefit-of-doubt provisions of
section 5107(b) as it makes findings of fact in
reviewing BVA decisions...The combination
of these changes is intended to provide for
more searching appellate review of BVA deci-
sions, and thus give full force to the “benefit-
of-doubt” provision.®

With the foregoing statutory requirements, the CAVC
should no longer uphold a factual finding by the BVA
solely because it has a plausible basis, inasmuch as
that would clearly contradict the requirement that the
Court’s decision must take due account of whether
the factual finding adheres to the benefit-of-the-doubt



rule. Yet such Court decisions upholding BVA denials
because of the “plausible basis” standard continue as
if Congress never acted.

Congress clearly intended a less deferential standard
of review of the BVA’s application of the benefit-
of-the doubt rule when it amended title 38, United
States Code, section 7261 in 2002, yet there has been
no substantive change in CAVC practices. Therefore,
to clarify the less deferential level of review that the
Court should employ, The Independent Budget vet-
erans service organizations believe Congress should
amend section 7261(a) by adding a new section, (a)(5),
that states, “In conducting review of adverse findings
under (a)(4), the Court must agree with adverse fac-
tual findings in order to affirm a decision.”

Congress should also require the Court to consider
and expressly state its determinations with respect to
the application of the benefit-of-the-doubt doctrine
under title 38, United States Code, section 7261(b)(1)
when applicable.

Judicial Review

Recommendation:

Congress should reaffirm its intentions concerning
changes made to title 38, United States Code, section
7261, by the Veterans Benefits Act of 2002, indicat-
ing that it was and still is its intent for the Court
of Appeals for Veterans Claims to provide a more
searching review of Board of Veterans’ Appeals find-
ings of fact, and in doing so ensure that it enforces a
VA claimant’s statutory right to benefit of the doubt.
Congress should amend 7261(a) by adding a new sec-
tion, (a)(5), that states: “In conducting a review of
adverse findings under (a)(4), the Court must agree
with adverse factual findings in order to affirm a
decision.” Congress should require the CAVC to
consider and expressly state its determinations with
respect to the application of the benefit-of-the-doubt
doctrine under section 7261(b)(1), when applicable.

THE CouRT’s BACKLOG
Congress should require the Court of Appeals for Veterans Claims to amend its
Rules of Practice and Procedure so as to preserve its limited resources.

Congress is aware that the number of cases appealed
to the Court of Appeals for Veterans Claims (CAVC)
has increased significantly over the past several years.
Nearly half of those cases are consistently remanded
to the Board of Veterans’ Appeals (BVA).

The CAVC has attempted to increase its efficiency
and preserve judicial resources through a media-
tion process, under Rule 33 of the Court’s Rules
of Practice and Procedure, to encourage parties to
resolve issues before briefing is required. Despite this
change to CAVC rules, VA general counsel routinely
fails to admit error or agree to remand at this early
stage, yet later seeks remand, thus utilizing more of
the Court’s resources and defeating the purpose of
the program.

In this practice, VA usually commits to defend the
BVA’s decision at the early stage in the process.

Subsequently, when VA general counsel reviews the
appellant’s brief, it often changes its position, admits to
error, and agrees to or requests a remand. Likewise, the
Department of Veterans Affairs agrees to settle many
cases in which the CAVC requests oral argument, sug-
gesting acknowledgment of an indefensible VA error
through the Court’s proceedings. VA’s failure to admit
error, to agree to remand, or to settle cases at an ear-
lier stage of the Court’s proceedings does not assist the
CAVC or the veteran. This failure merely adds to the
Court’s backlog; therefore, Congress should enact leg-
islation to help preserve CAVC resources. Such an act
could be codified in a note to section 7264. For exam-
ple, the new section could state:

1. Under title 38, United States Code, section 7264(a),
the Court shall prescribe amendments to Rule 33 of
the Court’s Rules of Practice and Procedure. These
amendments shall require the following;:
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(a) If no agreement to remand has been reached
before or during the Rule 33 conference, the
Department, within seven days after the Rule 33
conference, shall file a pleading with the Court and
the appellant describing the bases upon which the
Department remains opposed to remand.

(b) If VA later determines a remand is necessary,
it may only seek remand by joint agreement with
the appellant.

(c) No time shall be counted against the appellant
where stays or extensions are necessary when the
Department seeks a remand after the end of seven
days after the Rule 33 conference.

(d) Where the Department seeks a remand after
the end of seven days after the Rule 33 conference,
the Department waives any objection to and may
not oppose any subsequent filing by appellant for
Equal Access to Justice Act fees and costs under
title 28, United States Code, section 2412.

2. The Court may impose appropriate sanctions, in-
cluding monetary sanctions, against the Department
for failure to comply with these rules.

Recommendation:

Congress should enact legislation as described herein
to preserve the limited resources of the Court of Appeals
for Veterans Claims and reduce the Court’s backlog.

CouRTHOUSE AND ADJUNCT OFFICES
The United States Court of Appeals for Veterans Claims should be housed in its own
dedicated building, designed and constructed to its specific needs, and in a location
befitting its authority, status, and function as an appellate court of the United States.

During the 21 years since the Court of Appeals for
Veterans Claims (CAVC) was formed in accordance
with legislation enacted in 1988, it has been housed
in commercial office buildings. It is the only Article I
court that does not reside in its own courthouse.

The CAVC should be accorded at least the same
degree of respect enjoyed by other appellate courts
of the United States. Congress allocated $7 million in
fiscal year 2008 for preliminary work on site acqui-
sition, site evaluation, preplanning for construction,
architectural work, and associated other studies and
evaluations. No further funding has been provided.

The issue of providing the proper court facility must
move forward.

Recommendation:

Congress should provide all funding as necessary to
construct a courthouse and justice center in a loca-
tion of honor and dignity to the men and women who
served and sacrificed so much to this great nation, in
a location befitting the authority and prestige of the
Court of Appeals for Veterans Claims.

NoTESs

' P.L.107-330, § 401, 116 stat. 2820, 2832.

2 Section 401 of the Veterans Benefits Act, effective December 6, 2002; 38
U.S.C. §§ 7261(a)(4) and (b)(1).

3 38 U.S.C. § 7261(a)(4). See also 38 U.S.C. § 7261(b)(1).

4+ 38 U.S.C. § 7261(b)(1).

5 38 U.S.C. § 5107(b).
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6 148 Congressional Record S11337, H9007; 148 Congressional Record S11337,
H9003 (daily ed. November 18, 2002) (emphasis added). (Explanatory state-
ment printed in Congressional Record as part of debate in each body imme-
diately prior to final passage of compromise agreement.)
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in the nation. The VHA provides the most extensive training environment for health profes-

sionals and is the nation’s most clinically focused setting for medical and prosthetics research.
Additionally the VHA is the nation’s primary backup to the Department of Defense (DOD) in time
of war or domestic emergency.

The Veterans Health Administration (VHA) is the largest direct provider of health-care services

Providing primary care and specialized health services is an integral component of the core mission
of the Department of Veterans Affairs (VA) and its responsibility to veterans. Across the nation, VA
is a model health-care provider that has led the way in various areas of medical research, specialized
services, and health-care technology. VA’s unique system of care is one of the nation’s only health-
care systems to provide developed expertise in a broad continuum of care. Currently, the VHA
provides specialized health-care services that include program-specific centers for care in the areas
of spinal cord injury/dysfunction, blind rehabilitation, traumatic brain injury, prosthetic services,
mental health, and war-related polytraumatic injuries. Such quality and expertise on veterans health
care cannot be adequately duplicated in the private sector. The Institute of Medicine has cited the
VHA as the nation’s leader in tracking and minimizing medical errors. Any reduction in spending
on VA health-care programs would only serve to degrade these critical services.

In fiscal year 2013, VA anticipates enrolling more than 8.8 million veterans. Additionally, VA proj-
ects enrollment growing to nearly 9 million veterans by FY 2014. Of the more than 8 million veter-
ans that VA projects for enrollment, it plans to provide health-care services to more than 6 million
unique patients in FY 2013 and FY 2014. The VHA also projects more than 91 million unique
outpatient visits during the course of this fiscal year, and more than 94 million visits in FY 2014.

Although the VHA makes no profit, pays no insurance premiums, and compensates its physicians
and clinical staff significantly less than private-sector health-care systems, it is the most efficient
and cost-effective health-care system in the nation. The VHA sets the standards for quality and
efficiency, and it does so at or below Medicare rates, while serving a population of veterans that is
older, sicker, and has a higher prevalence of mental and related health problems.

Ultimately, the policy proposals The Independent Budget veterans service organizations present and
the funding recommendations we make serve to enhance and strengthen the VA health-care system.
It is our responsibility, along with Congress and the Administration, to vigorously defend a system
that has set itself above all other major health-care systems in this country. For all of the criticism
that the VA health-care system receives, it continues to outperform, both in quality of care and
patient satisfaction, every other health-care system in America.
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Finance Issues

SuFFICIENT, TIMELY, AND PREDICTABLE FUNDING FOR VA HEAaLTH CARE
The Department of Veterans Affairs must receive sufficient funding for veterans health care,
and Congress must fully and faithfully implement the advance appropriations process to
ensure sufficient, timely, and predictable VA bealth-care funding. Additionally, Congress must
preserve critically needed VA health-care funding in the face of deficit reduction pressures.

As the country faces a difficult and uncertain fis-
cal future, the Department of Veterans Affairs like-
wise faces significant challenges ahead. Congress
and the Administration continue to face immense
pressure to reduce federal spending. Although The
Independent Budget veterans service organizations
(IBVSOs) understand that the Administration and
Congress have voiced opposition to any sequestra-
tion cuts that could impact VA in the near term, the
future for VA spending remains much less clear. We
know that VA, just like any other federal agency, is
under pressure to hold down spending in the com-
ing years as a result of the larger federal debt and
deficit. However, this philosophy ignores the fact
that VA still must meet growing demand for health-
care services for veterans of past conflicts as well
as those who have gallantly served over the past
decade in Iraq and Afghanistan. Any cuts to VA
programs, particularly in light of ongoing concerns
about sufficient funding for VA, could have devas-
tating consequences for the delivery of health care
and benefits services.

Discretionary spending in VA accounts for approx-
imately $64 billion. Of that amount, nearly 90 per-
cent of that funding is directed toward VA medical
care programs. The VA is the best health-care pro-
vider for veterans. Providing primary care and spe-
cialized health services is an integral component of
VA’s core mission and responsibility to veterans.

Across the nation, VA is a model health-care pro-
vider that has led the way in various areas of medi-
cal research, specialized services, and health-care
technology. VA’s unique system of care is one of
the nation’s only health-care systems that provides
developed expertise in a broad continuum of care.
Currently, the Veterans Health Administration
serves more than 8 million veterans and provides
specialized health-care services that include pro-
gram specific centers for care in the areas of spinal
cord injury/disease, blind rehabilitation, traumatic
brain injury, prosthetic services, mental health,
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and war-related polytraumatic injuries. Such qual-
ity and expertise on veterans’ health care cannot
be adequately duplicated in the private sector. Any
reduction in spending for VA health care programs
would only serve to degrade these critical services.

Moreover, the IBVSOs remain concerned about steps
VA has taken in recent years in order to generate
resources to meet ever-growing demand on the VA
health-care system. The Administration continues to
rely upon “management improvements,” a popular
gimmick that was used by previous Administrations to
generate savings and offset the growing costs to deliver
care. Unfortunately, these savings were often never real-
ized, leaving VA short of necessary funding to address
ever-growing demand on the health-care system.

Additionally, VA continues to overestimate and under-
perform in its medical care collections. Overestimating
collections estimates affords Congress the opportu-
nity to appropriate fewer discretionary dollars for the
health care system. However, when VA fails to achieve
those collections estimates, it is left with insufficient
funding to meet the projected demand. As long as
this scenario continues, the Department of Veterans
Affairs will find itself falling farther and farther
behind in its ability to care for the men and women
who have served and sacrificed for this nation.

The IBVSOs are also disappointed that the broken
appropriations process continues to have a negative
impact on VA operations. Again this year Congress
failed to fully complete the appropriations process in the
regular order, instead choosing to fund the federal gov-
ernment through a six-month Continuing Resolution.
As a result of the enactment of advance appropria-
tions, the health-care system is generally shielded from
the difficulties associated with late appropriations (an
occurrence that has become the rule, not the excep-
tion). However, we cannot be certain that health-care
spending will not be negatively impacted by this six-
month continuing resolution. The unacceptable man-
ner with which the FY 2014 advance appropriations



funding was handled in the continuing resolution for
FY 2013 reaffirms this concern.

In February 2012, the Administration released its bud-
get submission for VA for FY 2013, recommending an
overall discretionary funding authority of $64 billion,
approximately $4 billion less than The Independent
Budget recommended last year. The Administration’s
recommendation included a revised estimate for total
medical care of approximately $56.3 billion for FY
2013, including approximately $3 billion in medical
care collections. The budget also included $583 mil-
lion in funding for medical and prosthetic research.

The IBVSOs expressed serious concerns once again
about the sufficiency of the proposed revisions to the
medical care estimates for FY 2013, amounts that
had been previously approved as an advance appro-
priation. We have serious concerns about whether or
not the Administration is properly reviewing its previ-
ous year’s advance appropriations estimates as for the
second year in a row the medical care revision nearly
matches the previous year’s advance appropriations
request.

Additionally, we continue to have real concerns
about the continued trend of revising the medical
care collections estimates down. In fact, last year the
Administration projected collections of approximately
$3.3 billion; however, this year that estimate was
revised down to approximately $3 billion. Given this
revision in estimates, the IBVSOs believed then, as we
do now, that the VA budget request and ultimately the
funding provided through the appropriations process
remains insufficient to meet the demand on the health-
care system.

For FY 2013, The Independent Budget recommended
that the Administration and Congress provide $68
billion in discretionary funding to VA, an increase of
$6.8 billion above the FY 2012 operating budget level,
to adequately meet veterans’ health-care and benefits
needs as well as address the infrastructure needs of the
VA system. Those recommendations included $57.2
billion for health care and $611 million for medical
and prosthetic research.

Funding for FY 2014
For FY 2014, The Independent Budget recom-

mends approximately $58.8 billion for total medical
care, an increase of $3.3 billion over the FY 2013
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operating budget. Meanwhile, the Administration
recommended an advance appropriation for FY
2014 of approximately $54.4 billion in discretion-
ary funding for VA medical care. When combined
with the $3.1 billion Administration projection for
medical care collections, the total available operat-
ing budget recommended for FY 2014 is approxi-
mately $57.5 billion.

The medical care appropriation includes three sep-
arate accounts—medical services, medical support
and compliance, and medical facilities—that com-
prise the total VA health-care funding level. For
FY 2014, The Independent Budget recommends
approximately $47.4 billion for medical services,
which includes the following:

Current services estimate $45,552,079,000
Increase in patient workload $1,184,999,000
Additional medical care program costs $675,000,000
Total FY 2014 medical services $47,412,078,000

The growth in patient workload is based on a
projected increase of approximately 81,232 new
unique patients—priority groups 1-8 veterans and
covered nonveterans. We estimate the cost of these
new unique patients to be approximately $827 mil-
lion. The increase in patient workload also includes
a projected increase of 96,500 new veterans of
Operations Enduring Freedom/Iraqi Freedom
(OEF/OIF), and New Dawn (OND), at a cost of
approximately $358 million. These recommenda-
tions represent an increase in projected workload
in this population of veterans over previous years
as a result of the withdrawal of forces from Iraq,
the drawdown of forces in Afghanistan, and a
potential drawdown in the actual number of ser-
vice members currently serving in the armed forces.

Finally, the IBVSOs believe there are additional
projected funding needs for VA. Specifically, we
believe there is real funding needed to address
issues in the VA’s long-term-care program and to
provide additional centralized prosthetics funding
(based on actual expenditures and projections from
the VA’s prosthetics service). In order to support
the rebalancing of VA long-term care in FY 2014,
$112 million should be provided. Additionally,
$75 million should be targeted at the VA’s Veteran
Directed-Home and Community Based Services
(VD-HCBS) program. The remainder of the $375
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million recommended for long-term-care services
would begin to restore VA’s long-term-care capac-
ity to the level mandated by P.L. 106-117, the
“Veterans Millennium Health Care and Benefits
Act.” In order to meet the increase in demand for
prosthetics, The Independent Budget recommends
an additional $300 million. This increase in pros-
thetics funding reflects an increase in expenditures
from FY 2012 to FY 2013 and the expected contin-
ued growth in expenditures for FY 2014.

For medical support and compliance, The
Independent Budget recommends approximately
$5.844 billion, and for medical facilities approxi-
mately $5.57 billion. While the recommendation
does not include an additional increase for non-
recurring maintenance (NRM), it does reflect a
FY 2014 baseline of approximately $750 million.
The IBVSOs appreciate the significant increases in
the NRM baseline over the past couple of years;
however, total NRM funding still lags behind
the recommended 2 percent to 4 percent of plant
replacement value. In fact, VA should actually be
receiving at least $1.7 billion annually for NRM
(refer to “Increase Spending on Nonrecurring
Maintenance” in this Independent Budget).

Advance Appropriations for FY 2015

P.L. 111-81 required the President’s budget submis-
sion to include estimates of appropriations for the
medical care accounts for FY 2013 and subsequent
fiscal years. With this in mind, the VA Secretary is
required to update the advance appropriations pro-
jections for the upcoming fiscal year (FY 2014) and
provide detailed estimates of the funds necessary
for the medical care accounts for FY 2015. The law
also requires a thorough analysis and public report
of the Administration’s advance appropriations pro-
jections by the Government Accountability Office
(GAO) to determine if that information is sound
and accurately reflects expected demand and costs.

For the first time, The Independent Budget offers
baseline projections for funding for the medi-
cal care accounts for FY 2015. While the IBVSOs
have previously deferred to the Administration and
Congress to provide sufficient funding through the
advance appropriations process, we have growing
concerns that this responsibility is not being taken
seriously. The fact that for two consecutive fiscal
years the Administration recommended funding
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levels that were not changed in any appreciable way
upon review, and the fact that Congress simply
signed off on those recommendations without thor-
ough analysis, leads us to conclude that VA funding
is falling farther and farther behind the growth in
demand for services. We believe the continued feed-
back from veterans around the country about long
wait times and lack of access to services affirms this
belief. Thus, we have decided to offer our own esti-
mates of what we believe the true resource needs will
be for the VA health-care system in FY 20135.

For FY 2015, The Independent Budget recom-
mends approximately $61.6 billion for total medi-
cal care. Unfortunately, the Administration has yet
to provide its FY 2014 budget request, which will
include an advance appropriation recommendation
for FY 2015 for VA health care.

For FY 2015, The Independent Budget recom-
mends approximately $49.8 billion for medical ser-
vices, which includes the following:

$48,042,797,000
$1,106,110,000

Current services estimate

Increase in patient workload

Additional medical care
program costs

Total FY 2015 medical services

$675,000,000
$49,823,907,00

The growth in patient workload is based on a pro-
jected increase of approximately 60,000 new unique
patients—priority groups 1-8 veterans and covered
nonveterans. The IBVSOs estimate the cost of these
new unique patients to be approximately $737 mil-
lion. The increase in patient workload also includes a
projected increase of 96,500 new OEF/OIF/OND vet-
erans at a cost of approximately $369 million.

Last, the IBVSOs believe there are additional projected
funding needs for VA. In FY 2015, The Independent
Budget once again recommends that $375 million
should be directed toward VA’s long-term-care pro-
gram. Similar to FY 2014, in FY 2015 $122 million
is needed to support the rebalancing of VA long-term
care. An additional $75 million should be targeted
at the VD-HCBS program. Finally, the remainder of
our $375 million recommendation should be used to
begin to restore VA’s long-term-care capacity to the
level mandated by P.L. 106-117. Additionally, the
IBVSOs believe a continued increase in centralized



prosthetics funding will be essential. In order to meet
the continued increase in demand for prosthetics,
The Independent Budget recommends an additional
$300 million; for medical support and compliance,
approximately $6.136 billion; and for medical facili-
ties, approximately $5.688 billion.

Strengthening Advance Appropriations

To build on the success of the advance appropriations
law for veterans’ health-care funding, Congress needs
to enact additional legislation to reauthorize the GAO’s
role. Under the provisions of P.L. 111-81, the GAO was
required to study and report on the Administration’s
VA medical care budget submitted in 2011, 2012, and
2013. In each of these years, the GAO reported sig-
nificant findings that Congress has been and should
be considering in determining VA health-care fund-
ing levels and the accuracy of VA’s Enrollee Health
Care Projection Model that makes budget projections.
Congress should permanently reauthorize the GAO
reporting requirement.

While P.L. 111-81 authorized advance appropriations
for VA health-care funding, Congressional budget
rules prohibiting advance appropriations generally
still require that a budget waiver be approved for each
year in which advance appropriations are made. While
Congress has provided such a waiver against points of
order for each of the past three budget cycles, in order
to allow advance appropriations for VA health care
to continue regardless of unrelated budget and politi-
cal battles in the future, Congress should amend the
Congressional Budget and Impoundment Control Act
of 1974 to provide a permanent waiver against points
of order for all advance appropriations provided to VA.

Finally, while the provision of advance appropriations
for VA medical care funding has been successful in
helping the VA health-care system operate more effi-
ciently and rationally during budget stalemates, other
VA accounts have gotten caught up in such fights. For
example, although VA medical care funding may pro-
vide the assurance that a new outpatient clinic can
open, the fact that VA’s information technology fund-
ing is still provided through the regular annual appro-
priations process can mean that computers or other IT
systems might not be available for a new clinic until
Congress completes the work on its regular appropria-
tions bills. Similarly, some of the funding for medi-
cal and prosthetics research directly contributes to
clinical care, but it is out of sync with the provision
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of medical care funding done through advance appro-
priations. Moreover, the funding for VA construction
accounts, providing the infrastructure necessary for
the VA health-care system, might be more efficient if
it too were provided through advance appropriations.
Finally, the Veterans Benefits Administration’s ability
to address the backlog of pending claims and trans-
form itself into a modern 21st century organization
might be hindered by annual budget fights and end-
less continuing resolutions. It, too, could benefit from
advance appropriations. Given the universally recog-
nized success of advance appropriations for VA health
care, Congress and VA should study and determine
whether some or all of the other VA funding accounts
should be done through advance appropriations.

Recommendations:

The Administration and Congress must provide suf-
ficient funding for VA health care to ensure that all eli-
gible veterans are able to receive VA medical services
without undue delays or restrictions.

Congress and the Administration must work together
to ensure that advance appropriations estimates for
FY 2014 are sufficient to meet the projected demand
for veterans’ health care and authorize those amounts
in the FY 2014 appropriations act.

Congress and the Administration must ensure that
sufficient funding is recommended and appropriated
for the medical care accounts in its advance appropria-
tion request for FY 2015.

To help ensure that advance appropriations contain
sufficient funding for VA health care, Congress should
permanently authorize a role for the GAO in monitor-
ing and reporting on VA budget formulation in the
advance appropriations process.

Congress should amend the Congressional Budget
and Impoundment Control Act of 1974 to perma-
nently authorize advance appropriations for VA
health care to eliminate the need for an annual bud-
get waiver to be crafted against points of order.

Congress should debate and consider authorizing
advance appropriations for all VA accounts, not only
for those associated with VA health care but also for
those covering programs of all other benefits and ser-
vices that VA provides to sick and disabled veterans.

Medical Care 43

J4v9 1VIIa3 |\



MebpicaL CARE

44

Medical Care

INAPPROPRIATE BILLING
Service-connected and nonservice-connected veterans and their insurers
are continually frustrated by inaccurate and inappropriate billing for
services related to conditions secondary to their disability.

The Department of Veterans Affairs was granted
the authority to collect payments from the health
insurers of veterans who receive VA care for non-
service-connected conditions, as well as other rev-
enues such as veterans’ copayments and deductibles,
and manage these collections through the Medical
Care Collections Fund (MCCF).! These funds are
then to be used to augment spending for VA medi-
cal care and services, and for paying departmental
expenses associated with the collections program.
MCCEF funds are transferred to a no-year medical
care service account? and allocated to the medical
centers that collect them one month in arrears. The
Independent Budget veterans service organizations
(IBVSOs) have expressed concern about ever-increas-
ing budget estimates for medical care collections as
well as with dramatically revised estimates of collec-
tions from one fiscal year to the next. Moreover, we
have serious concerns about the need of local facili-
ties to meet collections estimates to ensure they have
adequate resources leading to unnecessary and inap-
propriate billing.

In recent years, as there have been significant increases
in both medical care collections estimates and the
actual dollars collected, the IBVSOs have received an
increasing number of reports from veterans who are
being inappropriately billed by the Veterans Health
Administration (VHA) for their care. Reports con-
tinue to surface within our organizations of veterans
with service-connected amputations being billed for
the treatment of pain associated with amputation,
and veterans with service-related spinal cord injuries
being billed for treatment of urinary tract infections
or decubitus ulcers, two of the most common sec-
ondary conditions associated with the spinal cord
injured. Inappropriate billing for such secondary
conditions forces service-connected veterans to seek
readjudication of claims for the original service-con-
nected rating. This process is an unnecessary burden
to both veterans and an already backlogged claims
system.

Moreover, this is not a problem being experienced
by just service-connected disabled veterans, but
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nonservice-connected disabled veterans as well. The
Independent Budget has repeatedly focused atten-
tion on this issue. Unfortunately, little action has
been taken to address this problem while medical
care collections continue to grow at an alarming
rate. Inappropriate charges for VA medical services
places unnecessary financial stress on individual vet-
erans and their families. These inaccurate charges
are not easily remedied and their occurrence places
the burden for correction directly on the veterans,
their families or caregivers.

SERVICE-CONNECTED VETERANS

Service-connected veterans face the scenario of being
billed for treatment of a service-connected condi-
tion (first-party billing) or having their insurance
company billed (third-party billing). The VA Office
of Inspector General (OIG) issued a report in 2004
evaluating first-party billings and collections for
veterans who are service connected at 50 percent
or higher or in receipt of a VA pension.’ Four rec-
ommendations were made as a consequence of the
report. VA’s action plan included developing infor-
mation-sharing initiatives targeted at improving
billing practices and address inappropriate billing
such as the timely sharing of information across the
VHA and with the Veterans Benefits Administration
(VBA). Specifically, VA medical centers are to have
the proper tools to ensure that first-party debts are
appropriate before bills are issued and to identify
for cancellation or reimbursement inappropriate
bills that have been sent to veterans. In addition, the
Office of Compliance and Business Integrity would
monitor copayment charges issued to certain veter-
ans* and for facility revenue and the associated busi-
ness office staff would take corrective action when
inappropriate bills were identified.

The VA OIG indicated that until the VHA has dem-
onstrated a billing error rate of less than 10 percent
for two consecutive quarters, it will continue to
monitor this activity. On March 4, 2010, the VHA
issued a notice rescinding the First Party Co-Payment
Monitoring Policy, and recommendations made by



the OIG were closed. According to the December 18,
2009, memorandum to Veterans Integrated Service
Networks (VISNGs), effective January 1, 2010, facili-
ties that have met the 10 percent performance target
for two consecutive quarters are no longer required to
continue First Party Copayment Monitoring for pri-
ority group 1 and 5 veterans. Per the rescission, there
is no longer any collection of national performance
data; however, the VHA’s Office of Compliance and
Business Integrity will continue to provide quarterly
reports identifying priority group 1 or § veterans
who have been potentially inappropriately billed and
referred to the VA Debt Management Center to the
VISNs for action. The success of this monitoring
has resulted in dramatic reductions in inappropri-
ate referrals from 89 percent at the time of the OIG
report to 16 percent in fiscal year 20009.

However, these corrective measures do not cover all
adversely affected veterans—only those veterans in
priority groups 1 and 5 who have been referred to the
VA Debt Management Center for collection action.
Current law requires VA to collect copayments for
medical care and medications provided to certain vet-
erans for nonservice-connected conditions. While the
OIG report focused on the appropriateness of debts,
for veterans receiving compensation for service-con-
nected disabilities rated 50 percent or higher or VA
pensions the IBVSOs do not believe VA responsibility
should be limited to the OIG’s focus.

While the OIG will close the recommendations con-
tained in its report once the error rate decreases to a
significantly low level (less than 10 percent) and that
level is sustained for at least two consecutive quar-
ters, we urge this office to conduct a follow-on evalu-
ation and expand its focus to all service-connected
disabled veterans who use the VA health-care system.

Prior to these most recent initiatives, inappropriate
billing of veterans for VA medical care was a result
of a lack of controls, such as oversight on billing and
coding, or adequate reviews of whether the medical
care provided was for a service-connected disabil-
ity or not. In fact, the Government Accountability
Office (GAO) outlined reasons that veterans with
service-connected disabilities received inappropriate
bills based on an analysis it conducted. The GAO
explained in a report (GAO-11-795) released to the
House and Senate Committees on Veterans’ Affairs
in August 2011:
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VHA [Veterans Health Administration] offi-
cials said that the cause for the incorrect data
related to the data transfer from the VBA to
VHA’s HEC [Health Eligibility Center] and
local medical centers.... [Additionally], the
disability rating recorded in HEC’s and the
medical centers were inconsistent, resulting
in the medical center having the veteran in an
incorrect priority group.’

Other causes of inappropriate billing include incor-
rect compensation and pension status information,
such as the incomplete listing of service-connected
disabilities that can be viewed by MCCEF staff in the
information system or when the system shows an
incorrect effective date of claims for service connec-
tion, which may have been pending when the vet-
eran sought treatment, making the veteran subject
to copayments. Clearly, information management
is crucial if inappropriate first-party billing is to be
avoided. Although such simple information is readily
available in the VBA information system, it may not
be easily accessible by MCCEF staff in a VHA facil-
ity. The VHA has certainly made progress linking
these two systems to provide more accurate and up-
to-date information; however, the IBVSOs continue
to receive reports of inappropriate billing from our
members.

NONSERVICE-CONNECTED VETERANS

We also continue to receive reports of nonservice-
connected disabled veterans receiving inappropriate
bills. The most common occurrence for nonservice-
connected disabled veterans is that they are usually
billed multiple times for the same treatment episode
or have difficulty getting their insurance companies
to pay for treatment provided by VA. In addition,
nonservice-connected veterans experience inappro-
priate charging for copayments.

Inappropriate bill coding is causing major problems
for veterans subject to VA copayments. Veterans
using VA specialized services, outpatient services,
and VA’s Home Based Primary Care programs are
reporting multiple billings for a single visit. Often
these multiple billing instances are the result of fol-
low-up medical team meetings at which a veteran’s
condition and treatment plan are discussed. These
discussions and subsequent entries into a veteran’s
medical record trigger additional billing. In other
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instances, simple phone calls from VA health-care
professionals to individual veterans to discuss their
treatment plan or medication usage can also result in
copayment charges when no actual medical visit has
even occurred.

Veterans who are astute enough to scrutinize their VA
billing statements to identify erroneous charges have
just begun a cumbersome process to actually correct
the problem and receive a credit for the error on a VA
subsequent billing statement. It has become the vet-
eran’s responsibility to seek VA assistance wherever
possible. This is not an easy task for veterans, as VA
billing statements are often received months after an
actual medical care encounter and subsequent credit
corrections only appear months after corrective
intervention has taken place. It is often difficult for
veterans to remember medical care treatment dates
and match billing statements that arrive months after
treatment to search for billing errors.

THIRD-PARTY BILLING

VA has implemented more effective billing practices
and systems, but has been unable to meet its collection
goals.® Equal to the need for accurate information on
the compensation and pension status of veterans is
that for third-party insurance information, in order
to avert inappropriate third-party billing. The type
of policies and the types of services covered by the
insurers, patient copayments and deductibles, and
preadmission certification requirements are vital to
VA’s MCCF program.

VA’s ability to accurately document the nonservice-
connected care provided to insured veterans and
assign the appropriate codes for billing purposes is
essential to improving the accuracy of third-party
collections. Failure to properly document care can
lead to missed opportunities to bill for care, billing
backlogs, overpayments by insurers, or denials of VA
invoices. More important, although VA is authorized
to bill third parties only for nonservice-connected
care, the IBVSOs continue to hear reports from ser-
vice-connected disabled veterans, their spouses, and
caregivers that VA is billing their insurance compa-
nies for treatment of service-connected conditions.
At times, notifying the billing departments of their
local VA medical centers is sufficient to correct this.
In other instances, however, the inappropriate third-
party billing continues for the same condition or
treatment.
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Last, the GAO explained in its report that VHA bill-
ing errors did not appear to be significantly high. The
GAO recommended that the VHA establish a perfor-
mance measure for copayment accuracy rates and to
periodically assess the accuracy and completeness of
its copayment charges, stating that:

VHA would be able to make informed deci-
sions concerning the rates and causes of erro-
neous copayment charges, including whether
any actions are needed to lower its overall
error rate. Such periodic assessments could
be integrated into VHA’s existing quality
assurance monitoring efforts and provide
meaningful management information on var-
ious aspects of its copayment billing systems
and processes, including whether key veteran
data were consistently and correctly recorded
in VHA records and systems ... having mean-
ingful performance information regarding
copayment accuracy to provide to stakehold-
ers, including veterans organizations and
Congress, could assist VA in responding to
any questions concerning the accuracy and
completeness of copayment charges.”

Ultimately, the IBVSOs believe all inappropriate bill-
ing is unacceptable. We look forward to continued
oversight by Congress and the GAO to ensure that
these occurrences do not continue. Additionally, we
must emphasize that the burden to avoid and cor-
rect inappropriate billing should rest on VA—not the
veteran. This undue burden is particularly egregious
when placed on veterans whose disabilities are rated
permanent and total, and who suffer from conditions
reasonably certain to continue throughout their life-
times and render them unable to maintain substan-
tial gainful employment.

Recommendations:

Congress should enact legislation that exempts veter-
ans who are service connected with permanent and
total disability ratings from being subjected to first-
or third-party billing for treatment of any condition.

VA’s Under Secretary for Health should establish
policies and monitor compliance to prevent veter-
ans from being billed for service-connected condi-
tions and secondary symptoms or conditions that are
related to service-connected disabilities.



VA’s Under Secretary for Health should establish
and enforce a national policy describing the required
action(s) a VA facility must take when a veteran iden-
tifies inappropriate billing as having occurred. When
such actions are taken, their resolution(s) must be
reported to a central database for oversight purposes.

VA’s Veterans Benefits Administration-Veterans
Health Administration eligibility data interface must
be improved and simplified, to ensure the informa-
tion available to the VHA is accurate, up to date,
and accessible to staff responsible for VHA billing
and revenue.
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The VA Office of Inspector General should conduct
a follow-up evaluation of its December 2004 report
on Medical Care Collections Fund first-party billings
and collections for all service-connected disabled
veterans.

The VHA must establish a performance measure for
copayment accuracy rates and to periodically assess
the accuracy and completeness of its copayment
charges.

HomEeLAaND SecuRrITY/FunNDING FOR THE FOURTH MlissioN
The Veterans Health Administration is playing a major role in homeland security
and bioterrorism prevention. The Administration must request and Congress
must appropriate sufficient funds to support the fourth mission.

The Department of Veterans Affairs has four critical
health-care missions, the first of which is to provide
health care to veterans. Its second mission is to edu-
cate and train health-care professionals. VA’s third
mission is to conduct medical research, and its fourth
is to serve civilians—both domestic and foreign—in
times of national emergency. Whether precipitated by
a natural disaster, a terrorist act, or a public health
contagion, the federal preparedness plan for national
emergencies, known as the National Response
Framework, involves multiple agencies. VA is the
second-largest department in the federal govern-
ment, with medical facilities in cities and communi-
ties all across the nation. Moreover, its medical staff
is second to none, and is leading the way in many
areas on medicine. The Department is uniquely situ-
ated to provide emergency medical assistance across
the country and plays an indispensable role in our
national emergency preparedness strategy.

In no area is this supporting role more important
than in VA’s support of the Department of Defense
(DOD). VA has statutory authority to serve as the
principal medical care backup for military health
care “[d]uring and immediately following a period
of war, or a period of national emergency declared
by the President or the Congress that involves the
use of the Armed Forces in armed conflict[.]” On
September 18, 2001, in response to the terrorist

attacks of September 11, 2001, the President signed
P.L. 107-40, “Authorization for Use of Military
Force,” which constitutes specific statutory authori-
zation within the meaning of section 5(b) of the War
Powers Resolution. P.L. 107-40 satisfies the statu-
tory requirement that triggers VA’s responsibilities to
serve as a backup to the DOD.

VA’s role in homeland security and response to
domestic emergencies was established by P.L. 107-
188, “Public Health Security and Bioterrorism
Preparedness Response Act of 2002,” and the sub-
sequently created National Disaster Medical System
(NDMS) that combines federal and nonfederal
resources into a unified response. The NDMS, an
interagency partnership among the Department of
Health and Human Services (HHS), the Department
of Homeland Security (DHS), the DOD, and VA,
was instituted in a 2005 memorandum of agreement
between the agencies. VA is involved in the mainte-
nance and evaluation of the NDMS and has assigned
“area emergency managers” at each VISN to support
the effort. The NDMS was most recently activated
in 2010 during the Haitian earthquake, and VA was
fully involved. Specifically, VA provided personnel
to completely staff two federal medical stations and
coordinated the receipt and distribution of patients
who were evacuated to Florida and Georgia to receive
life-saving care.
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In addition, P.L. 107-188 required VA to coordinate
with the HHS to maintain a stockpile of drugs, vac-
cines, medical devices, and other biological products
and emergency supplies. In response to this mandate,
VA created 143 internal pharmaceutical caches at VA
medical centers. Ninety of those stockpiles are large,
able to supply medications to 2,000 casualties for
two days, and 53 stockpiles can supply 1,000 casual-
ties for two days. VA’s National Acquisition Center
manages four pharmaceutical and medical sup-
ply caches for the DHS and the Federal Emergency
Management Agency as a part of its NDMS require-
ments, as well as two special caches for other federal
agencies. The Secretary was also directed to enhance
the readiness of medical centers and provide men-
tal health counseling to individuals in communities
affected by terrorist activities.

In2002, Congressalsoenacted P.L. 107-287, “Depart-
ment of Veterans Affairs Emergency Preparedness
Act.” This law directed VA to establish four emer-
gency preparedness centers. These centers were to be
responsible for research toward developing methods of
detection, diagnosis, prevention, and treatment from
the use of chemical, biological or radiological threats
to public health and safety. In addition, the centers
were to provide education, training, and advice to
health-care professionals while providing laboratory,
epidemiological, medical, and other appropriate assis-
tance to federal, state, and local health-care agencies
and personnel involved in or responding to a disaster
or emergency. Although authorized by law at a fund-
ing level of $100 million, these centers did not receive
any funding and were not established.

Hurricanes Katrina and Rita put many of the prepa-
ratory measures after September 11 to the test, and
VA both performed well and saw areas for improve-
ment. In the eight weeks after Hurricane Katrina, VA
cared for approximately 15,000 patients—11,000 of
whom were not veterans—using 13 mobile medical
clinics. The provision of pharmaceuticals and pri-
mary care was of inestimable value. VA also saw the
need to improve upon its capabilities and developed
the deployable medical unit, the deployable phar-
macy unit, and the response support unit. These
assets are designed to be self-sustainable and fully
capable of responding to emergencies wherever they
may occur. Most recently, they were utilized as part
of the response to Hurricanes Tke and Gustav in 2008.
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In 2011 federally declared natural disasters set a
record in the United States, both in terms of over-
all number and cost. Similarly, while weather-related
events were not as destructive in 2012, events such
as those surrounding the devastation associated with
the landfall of Hurricane Sandy along the northeast
coast (particularly in New Jersey and New York) in
October 2012 further reinforce the need for VA to be
prepared to handle any situation. Furthermore, the
specter of terrorism has not diminished, and public
health emergencies are impossible to predict. It is
more important than ever for our nation to have a
comprehensive plan in place and to responsibly lever-
age existing assets to maximize our potential to save
lives and property.

The Independent Budget veterans service organiza-
tions believe that the Administration must request
and Congress must appropriate sufficient funds in
order for VA to meet these responsibilities in FY
2014. Additionally, we continue believe that these
funds should be provided outside the medical ser-
vices appropriation. Without additional funding and
resources, VA may encounter difficulties in becoming
a resource in a time of national crisis. VA has also
invested considerable resources to ensure that it can
support other government agencies when a disaster
occurs. However, VA has not received any designated
funding for the fourth mission. Homeland security
funding is simply taken from the medical services
appropriation. This arrangement diverts resources
needed to meet the health-care needs of veterans. VA
will make every effort to perform the duties assigned
it as part of the fourth mission, but if sufficient fund-
ing is not provided resources will continue to be
diverted from direct health-care programs.

Recommendations:

Congress should provide the funds necessary in the
VHA FY 2014 appropriation to fund VA’s fourth

mission.

Because the fourth mission is increasingly important
to our national interests, VA should request appro-
priate funding separately from the medical services
appropriation.



Mental Health Issues

Medical Care

MEeNTAL HEALTH SERVICES
The Department of Veterans Affairs faces significant challenges ensuring that newly returning
war veterans gain access to post-deployment readjustment services and specialized treatments,
while ensuring that the mental bealth needs of all other enrolled veterans are met.

The Independent Budget veterans service organiza-
tions (IBVSOs) recognize the significant efforts made
by the Department of Veterans Affairs in recent years
to improve mental health services for our nation’s
veterans. However despite the Department’s obvious
efforts and progress, the IBVSOs believe much still
needs to be accomplished to fulfill the nation’s obliga-
tions to veterans who are affected by serious mental
illness and post-deployment mental health readjust-
ment needs. We are, however, pleased that through
its national Mental Health Strategic Plan VA is com-
mitted to reforming its mental health programs.

Over the past five years, VA’s Office of Mental
Health Services (OMHS) has strived to develop and
provide a comprehensive set of mental health services
throughout the VA health-care system while accom-
modating a 35 percent increase in the number of vet-
erans receiving mental health services and managing
a 41 percent increase in mental health staff. Last year
VA provided patient-centered specialty mental health
services to 1.3 million veterans. These services were
integrated into the basic care of the patients using VA
primary care.®

VA offers a wide array of mental health services
that range from treating veterans with milder forms
of depression and anxiety in primary care settings
to intensive case management of veterans with seri-
ous chronic mental illness, such as schizophrenia
and bipolar disorder. VA also offers specialized pro-
grams and treatments for veterans struggling with
substance-use disorders and post-deployment mental
health readjustment difficulties, including provid-
ing evidence-based treatments for post-traumatic
stress disorder (PTSD) for combat veterans and
for veterans who have experienced military sexual
trauma (MST). VA has placed special emphasis on
suicide prevention efforts, an aggressive anti-stigma

and outreach campaign, and services for veterans
involved in the criminal justice system. Peer-to-peer
services, mental health consumer councils, and fam-
ily and couples services have also been evolving and
spreading throughout VA.

The development of the VA Mental Health Strategic
Plan and the Uniformed Mental Health Services
(UMHS) policy’ provides a comprehensive and ambi-
tious roadmap for Veterans Health Administration
(VHA) transformation. However, the IBVSOs have
expressed continued concern about the degree of
variation in implementation of these services across
VA’s 153 systems of care, the timeliness of progress,
and the need for continued oversight, not only by VA
executives but by Congress as well.

Historically, VA has been plagued with wide varia-
tions among VA medical centers and their commu-
nity-based outpatient clinics (CBOCs) in adequacy
and availability of specialized mental health services.
To address these concerns, over the past several bud-
get cycles VA has provided facilities with targeted
mental health funds to augment specialized mental
health services. This funding was intended to address
VA’s recognized gaps in access to and availability of
mental health and substance-use disorder services,
to address the unique and growing needs of veter-
ans who served in Operations Enduring and Iraqi
Freedom and New Dawn (OEF/OIF/OND), and to
create a comprehensive mental health and substance-
use disorder system of care within the VHA that is
focused on recovery. Experts note that timely, early
intervention services can improve veterans’ quality of
life, address substance-use problems, prevent chronic
illness, promote recovery, and minimize the long-
term disabling effects of untreated mental health
problems. According to VA, more than $5.7 billion
was obligated for mental health services in fiscal year
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2011, not including services provided by Vet Centers
or in primary care clinics. The amount for these
mental health programs requested in the President’s
budget for FY 2012 totaled $6.15 billion'® (latest
data available). Despite this 39 percent increase in
resources since 2009, VA continues to struggle to
meet demand and provide timely mental health ser-
vices to many veterans.!!

The IBVSOs are concerned about VA’s apparent plan
to cease separately accounting for mental health
expenditures beginning in FY 2013, and instead
include all mental health funds in VA’s global case-
mix-based allocation system. The unintended effects
of this shift may diminish VA’s intensity in provid-
ing for veterans’ mental health and post-deployment
readjustment services at a time when needs continue
to rapidly escalate and program implementation is
incomplete. It may also inadvertently increase the
variation in veterans’ access to mental health and
substance-use disorder services. It is well accepted
that setting strategic goals and objectives, allocat-
ing and tracking budget expenditures, and measur-
ing performance against those objectives results in
demonstrable progress and improved health-care
quality. We recommend that the VHA continue to
utilize these principles in managing mental health
and substance-use disorder programs. We intend to
monitor this shift to determine the effects on veter-
ans who need effective services, and we ask Congress
to provide oversight to ensure that VA continues to
meet its mental health mission.

Additionally, the IBVSOs remain concerned about
how VA plans to resolve its mental health staffing
issues to meet demand for these critical services. The
bureaucratic and cumbersome human resources pro-
cess in VA, especially in credentialing new provid-
ers, continues to hamper VA’s ability to quickly put
newly hired professionals on the front lines caring
for patients. It is essential that VA develop a proper
triage and staffing model to help clinicians manage
their patient workloads and meet the unique treat-
ment needs of each veteran. VA must be flexible and
creative in its approach to solving this pressing issue
and use the wide range of treatment options from
nontraditional alternative and complementary care
to traditional evidence-based therapies for those who
need them.
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CURRENT CHALLENGES

Over the past several years timely access to VA men-
tal health services and the quality of that care have
been the topic of numerous Congressional hearings
and government reports, with intense media scrutiny.
VA indicates that it is developing methods to improve
access and address barriers, but veterans who seek
VA assistance while struggling with mental health
challenges too often face difficulty gaining timely
appointments, despite VA official policies governing
24/7 access for emergency mental health care and
scheduling of mental health specialty visits within 14
days of initial contact. In April 2012, the Secretary
announced VA would add approximately 1,600 men-
tal health clinicians and 300 support staff to its exist-
ing mental health staff of 20,590 in an effort to help
VA facilities meet these policies.'?

As a consequence of a July 2011 Senate Veterans’
Affairs Committee oversight hearing, and pressed to
reconcile the disparity between VA policy and prac-
tice on waiting times, VA surveyed mental health pro-
viders across the system. Nearly 40 percent responded
they could not schedule an appointment in their own
clinics for new patients within 14 days. A startling
70 percent responded that their sites lacked both ade-
quate staff and space to meet current demands, and
46 percent reported lack of off-hour appointments
to be a barrier to care. In addition, more than 50
percent reported that growth in patient workloads
contributed to mental health staffing shortages and
one in four respondents stated that demand for com-
pensation and pension examinations diverted clinical
staff away from direct care.”® Based on the results of
this internal VA survey and continuing reports from
veterans themselves, it appears that despite the sig-
nificant progress—specifically an increase in mental
health programs and resources, and the number of
mental health staff hired by VA in recent years—sig-
nificant gaps still plague VA efforts in mental health
care. The impact of these gaps may fall most heavily
on our newest war veterans, many of whom are in
urgent need of services.

In October 2011 the Government Accountability
Office (GAO) issued VA Mental Health: Number
of Veterans Receiving Care, Barriers Faced, and
Efforts to Increase Access, a report that covered vet-
erans who used VA from FY 2006 through FY 2010.



Approximately 2.1 million unique veterans received
mental health care from VA during this period.
Although the number steadily increased due primar-
ily to growth in OEF/OIF/OND veterans seeking
care, the GAO noted that veterans of other eras still
represent the vast majority of those receiving men-
tal health services within VA. In 2010, 12 percent
(139,167) of veterans who received mental health
care from VA served in our current conflicts, and
88 percent (1,064,363) were veterans of earlier mili-
tary service eras. The GAO noted that services for
the OEF/OIF/OND group had caused growth of only
2 percent per year in VA’s total mental health case-
load since 2006. Given these findings, the IBVSOs
believe there is a misperception that the majority of
the recent mental health resources are needed for the
OEF/OIF/OND population. We understand from VA
officials that the overall improvements in VA mental
health services over the past five years have benefited
all eras of veterans—particularly older veterans and
Vietnam era veterans, many of whom are accessing
VA mental health services for the first time. Increased
resources from Congress have been beneficial for all
VA patients and should be sustained. One of the more
obvious benefits is universal mental health screening
in primary care with direct access to services within
that care setting.

Key barriers identified in the GAO report that hin-
der veterans from seeking mental health care differed
from the barriers that VA found in its August 2011
query; these included stigma, lack of understanding
or awareness of mental health care, logistical chal-
lenges to accessing care, and concerns that VA’s care
is primarily for older veterans. VA indicates it is
aware of these barriers and continues to implement
efforts to increase veterans’ access to mental health
care.

Additionally, RAND Corporation released a techni-
cal report in October 2011 titled Veterans Health
Administration Mental Health Program Evaluation,
which identified 836,699 veterans in 2007 with at
least one of five mental health diagnoses (schizophre-
nia, bipolar disorder, PTSD, major depression, and
substance-use disorders). While this group represents
only 15 percent of the VHA patient population, these
veterans accounted for one-third of all VHA medical
care costs because of their high rate and intensity of
use of medical services. These high costs of mental
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health services may not be adequately recognized
in VA’s national allocation system. It is interesting
that the majority of health care received by veterans
with these diagnoses was for nonmental health con-
ditions, reflecting the high degree to which veterans
with mental health and substance-use conditions also
face difficulties maintaining their general health.

RAND?’s research team surveyed all VA facilities
nationwide about the availability of basic and special-
ized services in 2007 and again in 2009 and found
that by 2009 basic and specialized services were
widely available. RAND also found the use of evi-
dence-based practices, which are linked to improved
mental health outcomes, also increased substantially
over the two-year period.

The RAND research team concluded that the quality
of VA mental health care is generally as good as, or
better than, care delivered by private health plans,
but that VA does not always meet its own explicit
guidelines for local performance. One notable find-
ing was that the documented treatment of veterans
using evidence-based practices was well below the
reported capacity of VA facilities to deliver this treat-
ment. For example, only 20 percent of veterans with
PTSD and 31 percent of those with major depression
were reported to have received this type of treatment.
The research team also found variances in quality of
care across regions and populations; however, when
most veterans were asked to express satisfaction with
their care, 42 percent rated their care at 9 or 10 on a
10-point scale, but only 32 percent perceived improve-
ment in their symptoms as an outcome of care.

This level of variation causes concern, particularly
given the emerging needs of our newest generation of
war veterans yet to be recipients of VA mental health
services. However, although these numbers appear
low, VA mental health sources indicate that a num-
ber of reasons cause this trend. VA is in the process
of collecting data from providers about how many
patients have been offered evidence-based treatments
compared to those who accept or decline such ser-
vices. Barriers to this type of specialized care include
a significant time commitment from the veteran
(weekly 90-minute sessions over a 12- to 15-week
period) for certain conditions, which can interrupt
job and family life. Additionally, some veterans find
this type of treatment emotionally challenging and
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are not willing to take on intensive, self-exposing
therapy even when it has proven to be effective. VA
notes that improvements can and should be made
to ensure that VA mental health providers learn to
improve their skills to “coach” or encourage veterans
into appropriate treatment with the best chance of
achieving recovery.

MENTAL HEALTH SERVICES FOR A NEW
GENERATION OF WAR VETERANS

Eleven years of war have taken a toll on the men-
tal health of American military forces. Combat
stress, PTSD, and other combat- or stress-related
mental health conditions are prevalent among veter-
ans who have deployed to the conflicts in Iraq and
Afghanistan, and some of these veterans have been
severely disabled. The IBVSOs believe that all enrolled
veterans—particularly service members, National
Guardsmen, and reservists returning from contin-
gency operations overseas—should have maximum
opportunity to recover and successfully readjust to
civilian life. They must be able to gain user-friendly
and timely access to VA mental health services that
have been validated by research evidence to offer
them the best opportunity for full recovery.

Regrettably, as was learned from experiences in other
wars, especially the Vietnam conflict, psychologi-
cal reactions to combat exposure are common and
could even be called expected. Experts note that if
not readily addressed, these problems can easily com-
pound and become chronic. Over the long term, the
costs mount due to impact on personal well-being,
family relationships, educational and occupational
performance, and social and community engagement
of those who have served. Delays in addressing these
problems can culminate in self-destructive behav-
iors, including substance-use disorders and suicide
attempts, and can result in incarceration. Increased
access to mental health services for many of our
returning war veterans is a pressing need, particu-
larly in early intervention services for substance-use
disorders and provision of evidence-based care for
those diagnosed with PTSD, depression, and other
consequences of combat exposure.

Unique aspects of deployments to Iraq and
Afghanistan, including the frequency of deployments,
decreased time between deployments, intensity of
exposure to combat, perception of danger, guerilla
warfare in urban environments, and suffering or
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witnessing violence, are strongly associated with a
risk of chronic PTSD. Applying lessons learned from
earlier wars, VA anticipated such risks and mounted
earnest efforts for early identification and treatment
of post-deployment behavioral health problems expe-
rienced by returning veterans. VA instituted system-
wide mental health screenings, expanded mental
health staffing, integrated mental health into pri-
mary health care, added new counseling and clinical
sites, and conducted wide-scale training on evidence-
based psychotherapies. VA also has intensified its
research programs in mental health. However, criti-
cal gaps remain today, and the mental health toll of
these conflicts is likely to grow over time for those
who have deployed more than once, those who do
not seek or receive needed services, or those who face
increased stressors in their personal lives following
deployment.'*

Much debate has occurred about VA’s ability to man-
age the new wartime population and provide timely
access to the variety of VA’s specialized mental health
services. The primary question is whether VA should
outsource or partner with community mental health
sources to provide this care when local waiting times
exceed VA’s own policies. VA has the authority to
develop contracts for veterans to receive mental
health services in the community if it cannot pro-
vide such care. However, when a veteran acknowl-
edges the need for mental health services and agrees
to engage in treatment, it is important to establish
a consistent, continuous-care relationship with that
individual. Once a trusting therapeutic relationship
is established, it should not be disrupted because of
a lack of VA resources or for the convenience of the
organization. Clearly, VA has the highest number of
mental health providers with the expertise in success-
fully treating post-deployment-related mental health
conditions in veterans, such as PTSD. VA is also able
to coordinate a comprehensive set of primary and spe-
cialty services for substance-use disorders, traumatic
brain injury (TBI) and other co-occurring disorders
that are designed to meet veterans’ complex needs.
VA should re-engineer its mental health service deliv-
ery system to maximize utilization of its integrated
health care and delivery of high-quality, accessible
care to meet the dynamic needs of veterans. This may
mean adoption of new systems of care and technol-
ogy such as telemedicine and mobile applications for
home care, as well as ensuring that it has expert men-
tal health and substance-use disorder providers. The
IBVSOs prefer VA to be the provider of such services



when possible, but access to care is a critical factor
and must be maintained. We believe VA should make
a determination for each patient based on the unique
treatment needs presented, and develop a treatment
plan that meets those needs.

The VA OMHS introduced a public health model for
meeting the mental health needs of OEF/OIF/OND
veterans with the knowledge that most war veter-
ans will not develop mental illness if proper focus is
concentrated in primary and secondary prevention,
early treatment intervention, and the use of effective
mental health models along with increased outreach
efforts with this population and efforts to destigma-
tize their seeking VA’s help. The goal is to promote
healthy outcomes and strengthen families, with a
particular focus on resilience and recovery. This ini-
tiative requires VA to shift from its more traditional
“medical model” approach to earlier nondisease-
based approaches that focus on coping, readjust-
ment to civilian life, and helping veterans and their
families retain or regain an overall balance in their
physical, social, and mental well-being. Most impor-
tant, it calls for VA to reach out to veterans in their
communities, adjust its message, make access easy
and on these veterans’ terms, and reformat programs
and services to meet the needs of veterans and their
families, rather than expecting veterans to fit into its
traditional array of available services.!

THE INVISIBLE WOUNDS OF WAR

From October 2001 through June 30, 2012, approxi-
mately 2.4 million service members from the active
and reserve components have deployed for combat
service in OEF/OIF/OND. Since FY 2002, more than
1.5 million individuals, most of whom had combat
deployments to these war zones, left active duty and
became eligible for VA health care and other VA ben-
efits. Of the 1,515,707 separated OEF/OIF/OND vet-
erans, 834,463 (55 percent) have obtained VA health
care since FY 2002.%

According to the VA Office of Inspector General,
the percentage of OEF/OIF/OND veterans enrolled
in the VA health-care system is historically higher
than that of veterans of prior military service eras—
and among these veterans, more than 53 percent
have received a mental health diagnosis under the
International Classification of Diseases, 9th edition,
disease category. These include PTSD, depressive dis-
orders, and alcohol dependence syndrome, among
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others. Rates of PTSD and depression have also risen
as a result of the nature of contemporary warfare and
multiple deployments for many service members.!”

These conflicts have produced a number of severe
and multisystem injuries, or “polytrauma,” in ser-
vice members, many involving TBI. The more visible
head injuries obvious to medical personnel are being
properly treated; however, the IBVSOs believe gaps
remain within the DOD and VA health-care systems
in the recognition, diagnosis, treatment, and rehabil-
itation of the less-visible injuries such as mild to mod-
erate TBI, subsyndromal'® mental health conditions,
and complex combinations of TBI, mental health,
and substance-use disorders."”

TRAUMATIC BRAIN INJURY

According to the Defense and Veterans Brain Injury
Center, a DOD center that collects and analyzes
information from electronic medical records in coop-
eration with the Armed Forces Health Surveillance
Center, the cumulative number of actual medical
diagnoses of TBI that occurred anywhere U.S. forces
were stationed or deployed from 2002 through the
second quarter of 2012, is 230,537. Official TBI
diagnoses rose sharply beginning in 2007 and have
steadily increased each year, with 2011 producing the
highest number—33,149 confirmed TBIs. The year
2012 is likely to result in more TBIs than 2011, with
17,136 reported in the first two quarters of the year.?°

In November 2012, VA reported that between April
2007 and August 2012, approximately 647,197
OEF/OIF/OND veterans had been screened for pos-
sible mild TBI, of whom 121,515 screened positive
and consented to additional evaluation. Among that
group, 91,550 have received completed evaluations
and 51,159 were given a confirmed diagnosis of mild
TBI. VA reported that in its polytrauma programs,
2,160 active duty service members and veterans have
been treated at its designated polytrauma rehabilita-
tion centers. More than 66 percent of these patients
were ultimately discharged to their homes, with
functional improvements comparable to private-
sector rehabilitation rates. VA provided outpatient
care to 20,052 veterans with TBI/polytrauma in FY
2010, for an accumulated 56,992 patient encounters.
Additionally, VA reported a significant increase in
telerehabilitation services for polytrauma: a 311 per-
cent increase over FY 2009.%
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Since 2003, a number of studies have been published
that examined the percentages of returning veterans
and service members with PTSD and/or depression,
or the percentage reporting that they experienced
a TBI. For example, RAND Corporation’s 2008
Invisible Wounds of War report noted that 18.4 per-
cent of all post-deployed service members presented
conditions that met criteria for either PTSD or major
depression, and that 19.5 percent reported experienc-
ing a probable TBI during their deployments. This
may be compared to a more recent RAND study,
A Needs Assessment of New York State Veterans,
that found that 22 percent of the sampled population
(OEF/OIF/OND veterans who had separated from
the military and were eligible for VA care) met criteria
for probable PTSD and major depression. While the
prevalence results may vary depending on the study
populations as well as the methodology and timing of
assessment, studies consistently show that the range
of post-deployment mental health problems among
returning service members is about 15-20 percent.
These findings imply that about 420,000 OEF/OIF/
OND veterans present conditions that meet criteria
for PTSD or depression. The number who may have
experienced a probable TBI during deployment could
be roughly equal.??

Experts note that the effects of TBI are complex.
Within VA many veterans have a dual diagno-
sis of TBI and PTSD with overlapping symptoms.
Treatment protocols and evidence-based treatment
guidance for those with comorbid TBI, PTSD, and
other mental health conditions are still evolving. VA
is currently addressing the treatment of these vet-
erans with multidisciplinary teams of TBI and psy-
chological specialists who work together to meet the
complex needs and problems faced by these individu-
als. VA is accruing evidence related to best practices
and is adjusting its practice guidelines based on both
clinical and research findings as they occur. The
IBVSOs appreciate that progress but unfortunately,
we continue to hear complaints from veterans about
the fragmentation and lack of continuity of their
care—especially for patients who exhibit TBI-related
behavioral problems. Although the DOD and VA
have initiated new programs and services to address
the needs of TBI patients, gaps in services are still
troubling.

The IBVSOs urge continuing development of treat-
ment protocols and guidelines and support services
to better assist these veterans and their families to
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manage the tumultuous challenges that accompany
brain injury, often attended by other severe physical
injuries.

POST-TRAUMATIC STRESS DISORDER

Newly returning veterans’ post-deployment men-
tal health challenges have resulted in a surge in use
of VA’s specialized PTSD mental health services.
According to VA, among OEF/OIF/OND personnel,
PTSD is estimated to affect approximately 15 percent
of deployed service members. Additionally, data from
a number of sources have shown rising rates of PTSD
associated with multiple deployments, and that ser-
vice members with PTSD exhibit more problems with
post-deployment readjustment, including problems
with marital instability, divorce, family problems,
homelessness, and higher unemployment rates.?* The
cumulative Report on VA Facility Specific Operation
Enduring Freedom (OEF), Operation Iraqi Freedom
(OIF), and Operation New Dawn (OND) Veterans
Coded with Potential PTSD from September 2012
indicates that as of June 30, 2012, a total of 228,875
OEF/OIF/OND veterans were coded with PTSD at
VA medical centers (VAMCs) and 51,173 veterans
received Vet Center counseling services for PTSD.
Of these, 196,070 were seen only at VAMCs; 18,368
only at Vet Centers; and 32,805 were seen at both
types of VA facilities. In summary, based on the
electronic patient records available through June 30,
2012, a grand total of 247,243 OEF/OIF/OND vet-
erans were seen for potential PTSD at VA facilities
following their returns from Iraq or Afghanistan.?*
The most common mental health diagnoses for OEF/
OIF/OND veterans were PTSD, depressive disorders,
and neurotic disorders, as contrasted with all other
veterans using VA mental health services, who are
most commonly diagnosed with depressive disorders,
adjustment reaction (to include PTSD), and neurotic
disorders.>

Dr. Charles W. Hoge, a leading DOD researcher on
the mental health toll on military service personnel
from the conflicts in Afghanistan and Iraq, observes
that VA is still not reaching large numbers of return-
ing veterans, and that high percentages drop out of
treatment. Hoge wrote, “...veterans remain reluctant
to seek care, with half of those in need not utilizing
mental health services. Among veterans who begin
PTSD treatment with psychotherapy or medication,
a high percentage drop out....With only 50 percent of
veterans seeking care and a 40 percent recovery rate,



current strategies will effectively reach no more than
20 percent of all veterans needing PTSD treatment.”?¢

The IBVSOs agree with Dr. Hoge’s view that VA
must develop a strategy of expanding the reach of
treatment to include greater engagement of veterans,
understanding the reasons for veterans’ negative per-
ceptions of mental health care, and “meeting veter-
ans where they are.””” Until recently, little had been
known about recently returned veterans’ actual uti-
lization of VA mental health care. A recent, compre-
hensive study found that of nearly 50,000 OEF/OIF/
OND veterans with new PTSD diagnoses, fewer than
10 percent appeared to have received VA evidence-
based treatment for PTSD (defined by researchers as
attending nine or more evidence-based psychother-
apy sessions in 15 weeks) and 20 percent of those
veterans did not have a single mental health follow-
up visit in the first year after diagnosis.?® In a recent
study of VA mental health treatment, OEF/OIF veter-
ans had a shorter duration of treatment and received
fewer mental health services compared to veterans of
the Vietnam era. Treatment retention period and the
total numbers of mental health visits were found to
be lower among OEF/OIF veterans, were primarily
associated with age and comorbid conditions, and
were not found to be correlated independently with
the veteran’s era of service.”” In order to maximize
the effectiveness of evidence-based treatments, VA
should design interventions to reduce barriers to care
that interfere with continued engagement in mental
health services.

The VA health-care system operates a nationwide
network of specialized PTSD outpatient treatment
programs, including specialized PTSD clinical teams
and/or PTSD specialists at each VAMC. The VA
also operates a National Center for PTSD, which
oversees a mentoring program that works with the
specialty PTSD programs throughout the system.
Care is available for veterans who have substance-
use disorders as well as PTSD, with substance-use
disorder specialists being placed in each PTSD spe-
cialty outpatient program.*® As noted in our discus-
sion of TBI, co-occurring conditions are a common
phenomenon. VA notes that recovery from PTSD is
usually complicated by co-occurring disorders such
as TBI, depression, chronic pain, and substance-use
disorders, and that treatment for co-occurring con-
ditions must take place concurrently. Additionally,
VA notes that although it has excellent treatment
programs for PTSD alone, it is still in the early
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stages of developing evidence-based treatment for
co-occurring conditions such as PTSD and chronic
pain.?! We learned recently, however, that VA is now
successfully using cognitive behavioral therapy for
insomnia—a frequently troubling co-occurring con-
dition. The IBVSOs recognize the need for additional
research in these critical areas and recommend that
VA pursue investigations of the effectiveness of treat-
ments for comorbid mental health conditions.

SUBSTANCE-USE DISORDERS

Misuse of alcohol and other substances, including
overuse of prescription drugs, is a recognized prob-
lem for many veterans enrolled in VA care, including
many OEF/OIF/OND veterans. VA reports that for
FY 2011, 97 percent of VA patients were screened
annually for at-risk drinking. The annual prevalence
of substance-use disorder among all VA users was
8.5 percent (almost 500,000 veterans). VA offers
these patients a wide variety of treatment options,
from motivational counseling in the primary care
setting to more intensive inpatient and outpatient
services. Unfortunately there are a number of barri-
ers to seeking or accessing treatment for substance-
use disorder, including patients’ perception that there
is no need for treatment, belief that treatment won’t
work, perceived stigma of acknowledging that sub-
stance use is a problem, and other family-related con-
cerns.’? Experts note that an untreated substance-use
disorder can result in emotional decompensation, an
increase in health-care and legal costs, additional
stress on families, loss of employment, homeless-
ness, and even suicide. Therefore, readily accessible
pharmacotherapy and psychosocial interventions are
important treatment options for veterans with sub-
stance-use disorder.

A study that reviewed more than 456,000 OEF/
OIF/OND veterans who were enrolled in VA health
care between 2002 and 2009 found that 11 percent
of these patients received a diagnosis of alcohol or
drug-use disorders. Of that group, up to three-quar-
ters also received a diagnosis of PTSD or depression.
Researchers note that this finding indicates these vet-
erans, diagnosed with PTSD or depression, are four
times more likely to have a drug or alcohol problem.
The rates found in the study were considered close to
those seen in earlier studies of Vietnam veterans, and
these findings support the need for increased avail-
ability of integrated treatment that simultaneously
treats these co-occurring conditions.?* Other studies
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indicate that co-occurrence of substance-use disorder
and PTSD ranges from 25 to 50 percent in OEF/OIF/
OND veterans, and that prognosis for both condi-
tions is worse when the conditions are co-occurring
rather than independent.?*

For these reasons, VA acknowledges that it should
focus on ways to enhance access to its substance-use
disorder programs, with a particular emphasis on
the needs of OEF/OIF/OND populations, especially
women, justice-involved, and homeless veterans. A
notes that the best resolution for substance-use disor-
der problems comes from early intervention. There is
also a need to reduce stigma associated with seeking
care for a substance-use disorder, and treatments for
co-occurring conditions should be coordinated and
done simultaneously. VA recommends that a com-
munity of substance-use disorder/PTSD specialists
should be created and that family involvement can
be very helpful in the treatment of both conditions.
Additionally, VA indicates that the attractiveness of
substance-use disorder services should be enhanced
and that more computerized aids and the Internet
should be used to provide or supplement substance-
use disorder services. VA also acknowledges that its
traditional reliance on the Alcoholics Anonymous
model may be counterproductive for younger veterans
with substance-use challenges. Most important, the
IBVSOs believe that integration of services should be
employed to address complex problems presented in
patients with combinations of substance-use disorder
and TBI, chronic pain, homelessness, nicotine depen-
dence, and community/family readjustment deficits.
VA reported that about two-thirds of patients with
a substance-use disorder diagnosis are treated in a
VA primary care or mental health clinic rather than
in substance-use disorder specialty services.>* The
OMHS reports that a substance-use disorder/PTSD
specialist has been funded in each VA medical center
to promote integrated care but that currently there
is no “gold standard” treatment developed for co-
occurring substance-use disorder/PTSD.3*

The GAO noted in a March 2010 report, VA Faces
Challenges in Providing Substance Use Disorder
Services and Is Taking Steps to Improve These
Services for Veterans, that the three main chal-
lenges VA faces in providing care for veterans with
substance-use disorder are (1) accessing services,
(2) meeting specific treatment needs, and (3) assess-
ing the effectiveness of treatments. VA has recently
begun a number of national efforts to address these
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challenges, including increasing veterans’ access to its
services, promoting the use of evidence-based treat-
ments, and assessing services and monitoring treat-
ment effectiveness.?’

In summary, while VA has a continuum of ser-
vices across settings to improve engagement into
evidence-based care for ever-increasing numbers of
veterans with substance-use disorder, the implemen-
tation of evidence-based practices is still ongoing.
The IBVSOs recommend continued research in this
area to improve quality and effectiveness of care for
substance-use disorder, particularly for war veterans
with other co-occurring conditions.

SUICIDE PREVENTION PROGRAM

During the past 11 years of war, the suicide rate of
members of our armed forces has steadily increased,
and hit another high in 2011.%% Military suicides in
2012 are on track to surpass 2011 rates with more
than one Army soldier committing suicide daily in
July, which led to the highest one-month tally in recent
Army history with 38 suspected and confirmed sui-
cides. The fact that the Army suicide pace for 2012 is
surpassing 2011—particularly among active-duty sol-
diers; there is a 22 percent increase, with 116 deaths
so far this year versus 95 during the same seven
months last year—has spawned increased interven-
tions and action in the DOD and VA, in addition to
the programs in place designed to prevent suicides. ¥

VA reports that 18 veterans take their own lives each
day, which translates into 6,750 suicides per year, or
almost 75,000 in the 11 years since the conflicts in
Afghanistan and Iraq began. VA estimates that on
an annual basis, less than 25 percent of veteran sui-
cides were enrollees receiving health care from VA.*
In 2008, the last year when official data were used to
identify veterans’ suicide by matching suicides from
the National Death Index with the roster of veterans
in VA administrative data, the rate of suicide was 38
per 100,000 for OEF/OIF male and female veterans
enrolled in VA health care. These data do not include
unsuccessful suicide attempts.*! As a comparison, the
current Army suicide rate seven months into 2012
is 29 deaths per 100,000 soldiers. The veteran and
active duty suicide rates greatly surpass the 2009
civilian rate—the latest available data—of 18.5 per
100,000.42



Beginning in 2010, the development of a VA/DOD
Integrated Mental Health Strategy (IMHS) was
approved. The IMHS consists of 28 strategic actions
within specific milestones and outputs agreed on
by both departments. One of these actions specifi-
cally addresses suicide risk and prevention, and all
are designed to improve mental health care and out-
reach to service members and veterans. VA and the
DOD have also partnered in hosting annual suicide
prevention conferences where the goals are informa-
tion sharing and strengthening the provider network
between the two health-care systems.*

With news that suicide rates are ever increasing, in
September 2012 a new national strategy for reducing
the number of deaths by suicide by better identify-
ing and reaching out to those at risk was released by
the U.S. Surgeon General and the National Action
Alliance for Suicide Prevention. The 2012 National
Strategy for Suicide Prevention report includes com-
munity-based approaches to curbing the incidence of
suicide, details new ways to identify people at risk
for suicide, and outlines national priorities for reduc-
ing the number of suicides over the next decade. In
conjunction with the report, the Secretary of Health
and Human Services announced $55.6 million in
new grants for suicide prevention programs.** VA
and the DOD also announced a new public aware-
ness campaign, Stand by Them: Help a Veteran, as
part of the national strategy on suicide prevention
in the veteran and military populations. The cam-
paign stresses the influence family members, friends,
and colleagues can have in stopping suicide and aims
to get those who know troubled service members or
veterans to call the Veterans Crisis Line, 1-800-273-
TALK (8255), to obtain information and alert VA
of the need for possible intervention.* The IBVSOs
applaud these developments and urge their continua-
tion and expansion.

This new intensity began after a February 2011 report
from the RAND Corporation, The War Within:
Preventing Suicide in the U.S. Military, that was pro-
duced at the request of the DOD to evaluate informa-
tion and data on service member suicides, identify
the agreed-upon elements that should be part of a
state-of-the-art suicide prevention strategy, and rec-
ommend ways to make sure the programs and poli-
cies provided by each military service branch reflect
best practices. Evidence suggests the focus should
remain on the delivery of high-quality care for those
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with behavioral health problems and those who are
determined to be at imminent risk of suicide.*®

RAND analysis suggests needed changes include
making service members aware of the advantages
of using behavioral health care, ensuring that pro-
viders are delivering high-quality care, and ensuring
that service members can receive confidential help
for their problems. Despite these efforts and progress
made, this issue still remains a significant concern to
the IBVSOs, and we urge Congress to provide clear
oversight to ensure adequate focus and attention
remains on this issue.*’

In October 2011, the Center for a New American
Security issued a report, Losing the Battle: The
Challenge of Military Suicide, which drew stark
conclusions about the potential for suicide risk in
the post-deployed active duty population, especially
given the many years of deployments to conflicts in
Iraq and Afghanistan. This report makes a series of
recommendations for military commanders and indi-
rectly for VA leadership to better address suicide risk,
self-destructive behaviors, and suicide attempts.* The
IBVSOs strongly endorse these recommendations.

According to VA, for each veteran identified as being
at high risk for suicide, a suicide prevention safety
plan is developed and the veteran’s medical record
is flagged. Additionally, every VAMC is staffed with
a suicide prevention coordinator. VA makes great
efforts in promoting its Veterans Crisis line as well as
an online suicide prevention resource center and chat
service maintained jointly with the DOD.* Since its
launch in 2007, the Veterans Crisis line has answered
more than 650,000 calls and has made more than
23,000 life-saving rescues. Since 2009, when VA
added the anonymous chat line, more than 65,000
people have been helped.*°

VETERANS JUSTICE PROGRAM

VA also reports it is increasing its justice outreach
efforts by working in collaboration with a number
of state-based veterans’ courts to assist in determin-
ing the appropriateness of diversion for treatment
rather than incarceration as a consequence of veter-
ans’ behaviors. Likewise, VA reports it is participat-
ing in crisis intervention training with local police
departments to help train and provide guidance to
police officers on approaches to deal effectively with
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individuals who exhibit mental health problems
(including veterans) in crisis situations. VA is work-
ing with veterans nearing release from prison and jail
to ensure that needed health-care and social support
services are in place at the time of release. Finally, each
VAMC has been asked to designate a facility-based
veterans’ justice outreach specialist, responsible for
direct outreach, assessment, and case management
for justice-involved veterans in local courts and jails,
and in liaison with local justice system partners.

The IBVSOs salute VA mental health leaders for tak-
ing these proactive steps that not only can prevent
recurrence of involvement with the justice system but
are cost saving to local and state governments and
VA itself, and benefit society at large. Although this
program is only in its beginning stages, it appears to
have been beneficial for many veterans who have had
the opportunity to get needed treatment for PTSD,
TBI, depression, and substance-use disorders rather
than being punished by incarceration after commit-
ting wrongdoing against themselves, family, commu-
nity, or society. Thus, while we do not approve of
excusing felonious behavior by veterans, the IBVSOs
strongly support expansion of the elements of this
particular program because it offers a more humane
way to deal with postcombat veterans’ challenges
more than any justice program could accomplish, and
at a much lower cost. We also believe that the DOD
and VA should step up their primary and secondary
prevention efforts and programs to promote coping
and readjustment. These programs may reduce the
likelihood that veterans will engage in risky or vio-
lent behavior that results in contact with the military
or civilian justice systems.

IMPROVING MENTAL HEALTH CARE FOR
CATASTROPHICALLY DISABLED VETERANS

While the improvements cited here are much needed
and have helped many veterans, more must be done
to increase access to mental health services for veter-
ans with catastrophic illnesses and disabilities. This
population of veterans has unique needs that must be
acknowledged by VA so that appropriate care can be
provided.

VA must provide specialized mental health care
services for veterans with catastrophic disabilities
and injuries, such as spinal cord injury, blindness,
or amputation, that specifically address the mental
health needs that are the result of adjusting to life
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after a major injury, illness, or disability. Within the
VA health-care system, the cohort of veterans who
have incurred catastrophic injury or disability expe-
rience many mental health challenges due to severe
physical trauma. Often these veterans receive mental
health care that is targeted to a population that has
incurred an injury or disability as a result of combat,
or a war-related experience. The VA must provide a
broader delivery model that provides veterans with
care that directly addresses their mental health needs
related to learning how to live with a catastrophic
injury or disability, whether service connected or not.

Catastrophic injuries and disabilities are often per-
manent, and as veterans age, their physical abilities
decline and they have less independence and quality
of life. When veterans are adapting to these lifestyle
changes, VA should ensure that mental health profes-
sionals are available and properly trained to address
these issues effectively. The VA must ensure that
mental health professionals receive cultural training
and education that is specific to the mental health
care needs of veterans with catastrophic injuries and
disabilities.

Another area in need of improvement is the lack of
inpatient mental health services readily available to
veterans with catastrophic injuries or disabilities.
Inpatient care is not always available to these veter-
ans due to a lack of accessible space, or VA is not
able to provide the necessary physical and medical
assistance when a veteran has a catastrophic injury
or disability. When this is the case, these veterans are
referred to alternative methods of treatment that may
not always adequately meet their needs. VA must
work to provide all veterans with access to mental
health services when they seek help. A physical dis-
ability or multiple, complex health conditions should
not prevent veterans from receiving high-quality,
effective mental health care.

WOMEN VETERANS: UNIQUE
NEEDS IN VA’S POST-DEPLOYMENT
MENTAL HEALTH SERVICES

The number of women serving in our military forces
is unprecedented in U.S. history, and today women
are playing extraordinary roles in the conflicts in
Afghanistan and Iraq. They serve as combat pilots
and crew, heavy equipment operators, convoy truck
drivers, military police officers, civil affairs spe-
cialists, and in many other military occupational



specialties that expose them to the risk of serious
injury and death. To date more than 150 women
have been killed in action in the two current wars,
and women service members have suffered grievous
injuries, with almost 950 wounded in action, includ-
ing those with multiple amputations.” The current
rate of enrollment of women veterans in VA health
care constitutes the second most dramatic growth of
any subset of veterans. In fact, VA projects the num-
ber of women veterans coming to VA for health-care
services is expected to double in the next two to four
years. According to VA, as of June 2012, 56.2 per-
cent of female OEF/OIF/OND veterans have received
VA health care. Of this group, 89.4 percent have used
VA health-care services more than once; 53.5 percent
have used VA health care 11 or more times.*?

As the population of women veterans undergoes
exponential growth over the next decade, VA must
act to prepare to meet their specialized mental health
needs, especially for those who served in combat.
Women service members’ unique involvement in
Lioness teams, and now in Female Engagement
Teams, requires that VA mental health profession-
als educate themselves on what the contemporary
deployment experience is like for women, as well as
the readjustment challenges they face in the military
and upon returning to civilian life. VA researchers
have been studying the impact of war on the physical
and mental health of women to determine how to best
address their needs. The National Center for PTSD
has established a number of specialized groups and
evidenced-based treatments for women with combat-
related PTSD, veterans of both sexes who have expe-
rienced military sexual trauma, or who have a dual
diagnosis of combat-related PTSD and PTSD related
to military sexual trauma. This research will help VA
providers develop better programs to meet their needs.

According to VA, 37 percent of women veterans
using VA outpatient services also used mental health
services in 2009; 12 percent of these women had
more than six mental health visits, compared with
7 percent of men. Researchers have found that OEF/
OIF/OND women veterans are more likely than their
male counterparts to have mild or major depression
and adjustment disorders.*3 Studies have shown that
women who exhibit PTSD are more likely to have
psychological reactivity to trauma cues, a startle
response, restricted affect, depression, and an avoid-
ance of trauma cues. Women may also be more
likely to present with the specific comorbidities of

Medical Care

depression, panic attacks, eating disorders, and phys-
ical complaints. When it comes to treating women
with PTSD, studies have shown that women may
develop chronic PTSD and may have slower recover-
ies than men, but may be more likely to seek treat-
ment. The treatments noted for being most successful
include cognitive behavioral therapy with a combi-
nation of psychotherapy and pharmacotherapy, pro-
longed exposure, cognitive processing therapy, and
family therapy.’* VA notes that women who use VA
mental health services tend to make many visits,
suggesting that mental health care for women often
requires more high-intensity services.>

Researchers have found that many women veterans
need help reintegrating into their prior lives after
repatriating from war. Some women have reported
feeling isolated, difficulties in communicating with
family members and friends, and not getting enough
time to readjust. Post-deployed women often com-
plain of difficulties reestablishing bonds with their
spouses and children and resuming their role as pri-
mary parent, caretaker of children, and disciplinar-
ian. Women reported feeling out of sync with their
families and that they had missed a lot during their
absences. Additionally, it appears that women are at
higher risk for suicide. A National Institute of Mental
Health five-year research study with the goal of iden-
tifying Army soldiers most at risk of suicide released
findings in 2011 and noted that women soldiers’ sui-
cide rate triples in wartime from five per 100,000 to
15 per 100,000.%¢

For these reasons, it is vitally important that VA
continue its outreach to women veterans and adopt
and implement policy changes to help women veter-
ans fully readjust. P.L. 111-163 includes provisions
that require VA to conduct a pilot program of group
counseling in retreat settings for women veterans
newly separated from the armed forces. VA reports
that a total of 67 women were served in FY 2011 in
three retreats, and that three additional events were
completed in 2012.°7 VA’s Readjustment Counseling
Service (RCS), or Vet Center program, worked with
the Women’s Wilderness Institute to develop the
locations and agenda for the retreats. We understand
feedback from women veterans participating in the
retreats thus far has been very positive and we expect
the remaining retreats will be very successful. The
IBVSOs recommend that an interim report be issued
to Congress on the retreats to include the number
of women served and overall satisfaction of women
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veterans with the retreats, as well as any recom-
mendations from VA’s RCS director on extension or
expansion of the retreats.

Given the unique post-deployment challenges women
veterans face, all of VA’s specialized services and
programs—including those for transitional services,
substance-use disorders, domestic violence, and
post-deployment readjustment counseling—should
be evaluated to ensure women have equal access to
services. Likewise, VA researchers should continue to
study the impact of war and gender differences on
post-deployment mental health care to determine the
best models of care and rehabilitation, to address the
unique needs of women veterans.

MANDATORY MENTAL HEALTH SCREENING

P.L. 111-84, “National Defense Authorization Act
for Fiscal Year 2010,” included a critical provision
requiring mandatory, person-to-person, confidential
mental health screenings for every service member
returning from a combat deployment at specified
intervals up to 18 months, either by a mental health
professional or other personnel trained and certified
to provide such assessments. Since that important
provision was signed into law, the service branches of
the military and VA have implemented this mandate.
Work remains, however, to ensure that all service
members and veterans receive the three mandatory
screenings, that screeners are qualified to do these
assessments, and that follow-up care occurs and is
contiguous across agencies.

The significant rates of PTSD, depression, and trau-
matic brain injury among new veterans and stigma
associated with seeking care make these mandatory
screenings critical. Almost half of the Army soldiers
and one-third of Marine Corps personnel studied
in Afghanistan who screened positive for a mental
health condition were concerned that they would be
seen as weak by their fellow service members, and
more than one in four of these personnel expressed
worry about the effect of a mental health diagnosis
on their military careers.*®

As of September 2012, all branches of service are in
full compliance with the mandatory screenings. Data
show that during the past 12 months the number of
returned service members who rated their health as
“fair” or “poor” was 8-10 percent on post-deploy-
ment health assessment questionnaires, and 10-13
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percent on the post-deployment health reassessment
questionnaires. At the time of return from deploy-
ment, soldiers serving in the active component of the
Army were the most likely of all personnel to receive
mental health referrals; three to six months after
returning, reservists in all services were more likely
than their active component counterparts to receive
mental health referrals. During the past three years,
reserve component members have been more likely
than active component service members to report
“exposure concerns” on post-deployment assess-
ments and reassessments.*’

Another concern is lack of follow-up care. As the
military services and VA’s Readjustment Counseling
Service conduct the one-on-one screenings, they
must also ensure that service members and veterans
obtain their referrals and receive the care they need.
Ensuring that this happens will require coordina-
tion between the DOD and VA and in some cases
the establishment of a continuum of care. Our goal
remains for veterans to have a more seamless tran-
sition experience between the departments as they
reenter civilian life.

READJUSTMENT COUNSELING
SERVICE: VET CENTERS

VA also offers mental health services to eligible vet-
erans in community-based outpatient clinics and psy-
chological readjustment services in VA’s readjustment
counseling centers, known as Vet Centers. VA has
more than 300 community-based Vet Center sites of
care and more than 50 mobile centers. The staff at Vet
Centers are composed of combat veterans from mul-
tiple service eras as well as family members of com-
bat veterans. One-third of current Vet Center staff
served in Iraq, Afghanistan, or both. Additionally,
more than 42 percent of Vet Center staff are women
veterans, many of them with combat deployments.

Vet Centers are reporting rapidly growing enroll-
ments in their programs. In FY 2012 the centers
provided services to 193,665 veterans and family
members in more than 1.5 million visits.

RCS operates the Vet Center Combat Call Center,
877-WAR-VETS, which is a confidential, around-
the-clock call center where veterans and their fami-
lies can call and talk about their military experiences
or transitions home as well as get connected to Vet
Center services. The call center is staffed by combat



veterans from all eras and family members of combat
veterans.

Although VA has steadily increased the number of
Vet Centers to meet workload growth, the IBVSOs
believe that Vet Centers should also be provided
additional funding to further bolster their staffing
to ensure that all the centers can meet their expand-
ing caseloads. In addition to traditional counseling,
they also provide outreach, bereavement counseling
for families of active duty service personnel killed in
action in Iraq and Afghanistan, and counseling for
victims of military sexual trauma. Additional funds
would also allow them to expand the current fleet
of 70 mobile Vet Centers (if found cost effective) to
support readjustment counseling for combat veter-
ans and their families throughout the United States
in rural communities and areas where VA facilities
may not be accessible. There is also an around-the-
clock confidential call center where combat veterans
and their families can call to talk about their military
experiences or other issues they are facing in their
readjustment to civilian life.®®

Section 401 of P.L. 111-163 authorizes active duty ser-
vice personnel and serving members of the National
Guard and reserve components who have deployed
to combat zones to receive psychological and read-
justment counseling in VA Vet Centers. Section 402
also permits Vet Centers to help individuals with
problematic military discharges by referring them to
counseling services outside VA or for assistance with
character of discharge correction when appropri-
ate. The IBVSOs are very encouraged by these new
approaches; however, we understand these provisions
are going through the lengthy joint-concurrence pro-
cess. We ask that VA expedite the implementation of
section 401 of the act so that these services may be
provided. Given the existence of stigma within the
military ranks, we urge VA to make strong outreach
efforts to active duty, National Guard, and reserve
components to make them aware of the availability
of the benefit and to welcome them into Vet Centers.
Also, we hope this outreach emphasizes that such
counseling would be confidential and unreportable
to their military line commanders or armories, or
even to VA medical authorities. As workloads related
to this new authority grow, we urge VA to ensure that
Vet Centers maintain proper staffing to carry out the
intent of Congress in providing this important ser-
vice to our newest generation of wartime veterans.

Medical Care

VA attempts to meet the needs of wartime veter-
ans with post-deployment mental health challenges
through two parallel mental health systems: a
nationwide network of medical centers and clinics,
and community-based Vet Centers across the nation
that provide readjustment counseling and related ser-
vices to combat veterans of all eras and their immedi-
ate family members. In some areas, the two systems
work closely together; in others, there is only lim-
ited coordination. The differences in approach allow
veterans increased access, choice, and flexibility in
receiving readjustment services and outreach.

New veterans generally report having had positive
experiences with Vet Centers and their staffs, a high
percentage of whom are themselves combat veterans
and who convey an understanding and acceptance of
combat veterans’ problems. While these centers do
not provide comprehensive mental health services,
their strengths tend to highlight perceived limitations
with experiences young veterans report regarding
mental health care at VA medical centers and clinics.

Dr. Hoge echoes several of these points in urging
what amounts to a call for a more veteran-centric
approach to treating PTSD and other war-related
conditions:

Improving evidence-based treatments...must
be paired with education in military cultural
competency to help clinicians foster rapport
and continued engagement with professional
warriors...(m)atching evidence-based com-
ponents of therapy to patient preferences and
reinforcing narrative processes and social
connections through peer-to-peer programs
are encouraged. Family members, who have
their own unique perspectives, are essential
participants in the veteran’s healing process
and also need their own support.®!

PEER SUPPORT

Oneimportantarea for revised focus should be greater
outreach to post-deployed veterans who are reluctant
to seek needed help. VA has increased its efforts to
provide returning veterans with information about
its benefits and services, but with the exception of
Vet Center efforts, the Department does little direct
one-on-one outreach, even to those at greatest risk of
combat-related mental health problems. VA is evolv-
ing in its implementation of provisions of the 2010
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law directing the Secretary to employ returning vet-
erans at VA medical care facilities to conduct out-
reach to their peers. ®> VA states its current goals as
developing the peer support workforce, integrating
peers among all mental health programs, educating
the field about the hiring of peers, and establishing
“VA competency standards” for peers. VA notes that
250 peer specialists have been hired, that competen-
cies and documentation standards have been devel-
oped, that e-mail groups/conference calls and VA
standards for certification are established, and that
a VA peer specialist/supervisor training manual, as
well as a peer support handbook, have been pub-
lished. The new peer specialist job classification has
been designated as a GS-102 job series with grade
levels from GS-6 to GS-9, with an entry-level peer
apprentice position at grade 5. VA expects the contract
for peer certification training to be awarded before the
end of this fiscal year, and states that funding is secured
to hire and train 800 peer specialists by the end of 2013.
VA has initially targeted facilities with volunteer peer
support or with a single employed peer and has the
goal of a minimum of three peer specialists at every
VAMC and two at every significant community-based
outpatient clinic (CBOC). The IBVSOs support this
program and believe this is a good start. We encour-
age VA to proceed at a rapid pace in order to best serve
veterans in this highly effective peer-to-peer method.®

THE WAY FORWARD: GAPS MUST BE CLOSED

The IBVSOs agree that VA must do a great deal
more to meet veterans where they are, and must also
improve access and timeliness of mental health care
within VA facilities, reducing and hopefully elimi-
nating gaps between national policies and variations
in practice. To illustrate, in 2007, VA developed an
important policy directive that identifies the wide
range of mental health services that VA facilities
should make available to all enrolled veterans who
need them, no matter where they receive care.®* But
more than five years later VA has acknowledged in
testimony based on external reviews that the direc-
tive is still not fully implemented.®® However, we
understand that VA is still conducting self-assess-
ment surveys followed up with site visits from VA
Central Office officials to verify progress and to help
resolve any gaps in services; in FY 2012, all VAMCs
were visited and overall progress was observed. The
IBVSOs recommend the Office of Mental Health
Services brief Congress on these findings to continue
fully funding VA mental health programs.
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VA faces a particular challenge in providing rural
veterans access to mental health care. Almost half
of VA’s rural facilities are small, community-based
outpatient clinics that offer limited mental health ser-
vices.®® Access also remains a problem and geographic
barriers are often the most prominent obstacle.
Research suggests that veterans with mental health
needs are generally less willing to travel long dis-
tances for needed treatment than veterans with other
types of health problems. The timeliness of treatment
and the intensity of the services a veteran ultimately
receives are affected by the geographic accessibility of
that care.®” VA policy directs that facilities contract
for mental health services when they cannot provide
the care directly, but some facilities have apparently
made only very limited use of that authority. ® VA
also must do more to adapt to the circumstances fac-
ing returning veterans, who are often struggling to
re-establish community, family, and occupational
connections and associated challenges. These chal-
lenges may compound the difficulties of pursuing
and sustaining mental health care.® VA has proven
that PTSD and other war-related mental health prob-
lems can be successfully treated, but if returning rural
veterans are to overcome combat-related mental health
issues and begin to thrive, critical gaps in the VA mental
health care system must be closed.

SUMMARY

The IBVSOs applaud efforts made by VA and the
DOD to improve the safety, consistency, and effec-
tiveness of mental health care programs for veter-
ans. We also appreciate that Congress is continuing
to provide increased funding in pursuit of a com-
prehensive package of services to meet the mental
health needs of veterans, in particular veterans with
wartime service and post-deployment readjustment
needs. The IBVSOs are pleased with VA’s progress
in implementing its Mental Health Strategic Plan, yet
we have concerns that these laudable goals may be
frustrated unless proper oversight is provided and VA
enforces mechanisms to ensure its policies at the top
are reflected as results on the ground in VA facili-
ties. In that regard, we are deeply concerned that
substance-use disorder programs in VA are focused
primarily on chronic and severe addictions and rely
on the Alcoholics Anonymous model, rather than
on advancing prevention and early intervention in
the cases of new veterans home from combat. Given
the significant indications of rising self-medication,
problem drinking, and other substance-use disorder



problems in the OEF/OIF/OND population, the
IBVSOs urge VA to aggressively initiate these early
intervention programs to prevent chronic, long-term
substance-use disorder in this population. We are
convinced that efforts expended early in this popula-
tion can prevent and offset much larger costs to VA
and American society in the future.

The IBVSOs also urge closer cooperation and coor-
dination between VA and the DOD and between
VAMCs and Vet Centers within their areas of
operations. We recognize that the Readjustment
Counseling Service is independent from the VHA
by Congressional intent, and in fact by statute, and
conducts its readjustment counseling programs out-
side the traditional medical model. We respect that
division of activity, and it has proven itself to be
highly effective for more than 30 years. However,
in addition to having concerns about VA’s ability to
coordinate with community providers in caring for
veterans at VA expense, we believe veterans will be
best served if better ties and at least some mutual
goals govern the relationship of Vet Center counsel-
ing and VA medical center mental health programs.

One overarching concern of the IBVSOs is the lack of
clear and unambiguous data to document the rate of
change occurring in VA’s mental health programs, as
noted in the May 2010 GAO report VA Health Care:
Reporting Spending and Workload for Mental Health
Services Could Be Improved. We have indicated in a
number of interactions, as well as in Congressional
testimony, that VA needs more effective measures
to record and validate progress. Congress and the
Administration have invested enormous resources in
VA mental health over the past decade. Transparent,
validated data and information sharing would go a
long way toward reinforcing our confidence that VA
is moving forcefully to adopt recovery for older vet-
erans suffering from the challenges of chronic men-
tal illnesses, and assertively embracing the transition
and readjustment mental health needs of our newest
war veteran generation.””

The IBVSOs urge continued oversight by the
Committee on Veterans’ Affairs, Committee on
Appropriations, and the Secretary of Veterans
Affairs to ensure that VA’s mental health programs
and the reforms outlined in this discussion of The
Independent Budget meet their promise—not only
for those returning home from war now, but for all
veterans who need them.
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Recommendations:

Congress should require VA to develop performance
measures and provide an assessment of resource
requirements, expenditures, and outcomes in its
mental health programs, as well as a firm completion
date for full implementation of the components of its
reformed program and the full Uniformed Mental
Health Services package.

The IBVSOs recommend that VA develop a proper
triage and staffing model to help clinicians manage
their patient workloads and meet the unique treat-
ment needs of each veteran.

VA and the DOD must ensure that veterans and ser-
vice members receive adequate screening for their
mental health needs. When problems are identified
through screening, providers should use nonstigma-
tizing approaches to enroll these veterans in early
treatment in order to mitigate the development of
chronic mental illness and disability.

VA should focus intensive efforts to improve and
increase early intervention and the prevention of sub-
stance-use disorders in the veteran population—in
particular in younger combat veterans.

VA should provide training, evaluate the provider
skills, and monitor the treatment outcomes of veter-
ans who receive treatment for substance use disorder
from patient-aligned care teams.

VA should conduct health services research on effec-
tive stigma reduction, readjustment, prevention, and
treatment of acute post-traumatic stress disorder
and substance-use disorder in combat veterans, and
increase funding and accountability for evidence-
based treatment programs.

VA should conduct an assessment of the current
availability of evidence-based care, including services
for PTSD; identify shortfalls by sites of care; and
allocate the resources necessary to provide universal
access to evidence-based care.

VA should ensure that all professional staff are pro-
vided specialized training and orientation to the cur-
rent roles and experiences of women returning from
combat deployments and their unique post-deploy-
ment mental health challenges.
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VA should implement the Congressional requirement
to employ veterans of Operations Enduring and Iraqi
Freedom and Operation New Dawn at VA medical
centers as peer counselors, to provide both direct
one-on-one peer outreach to other new veterans of
Iraq and Afghanistan who might not otherwise seek
treatment and peer-to-peer support to help sustain
these veterans in treatment.

VA should increase staffing at Vet Centers and
expand the number of Vet Center sites, with emphasis
on locating new Vet Centers near military facilities,
and substantially improve patient care coordination
among Vet Centers, medical centers, and commu-
nity-based outpatient clinics.

VA should develop and carry out education and
training programs for clinical staff on military cul-
ture and combat exposure to help forge a more effec-
tive connection with young veterans returning from
combat theaters.

VA should increase its efforts to provide needed men-
tal health and counseling services to immediate fam-
ily caregivers and other family members whose own
mental health challenges may diminish their capacity
to provide emotional support for returning veterans.

VA should continue pilot programs to remove bar-
riers to care, and improve continuity of care and
retention of veterans in evidence-based PTSD treat-
ment programs. Some pilots should be established
to address the special needs of women veterans and
racial-ethnic minorities.

VA must provide mental health services that appro-
priately meet the needs of veterans who have incurred
catastrophic injury or disability. Such mental health
care should utilize approaches that focus on adapting
to life after a severe injury or disability.

VA must ensure that mental health professionals
receive cultural training and education that is specific
to the mental health care needs of veterans who have
catastrophic disabilities such as spinal cord injury/
dysfunction, amputations, and blindness.

VA must work to provide accessible space within VA
medical centers for catastrophically injured or dis-
abled veterans seeking inpatient mental health care.
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VA should provide periodic reports that include
facility-level accounting of the use of mental health
enhancement funds, with an accounting of over-
all mental health staffing, the filling of vacancies
in core positions, and total mental health expendi-
tures, to Congressional staff, veterans service orga-
nizations, and the VA Advisory Committee on the
Care of Veterans with Serious Mental Illness and its
Consumer Liaison Council.

The DOD and VA should ensure that service mem-
bers and veterans obtain their referrals from post-
deployment screenings and receive the care they need.

Consistent with strong Congressional oversight and
in consideration of the findings of the recent survey
of mental health practitioners, the Under Secretary
for Health should appoint a mental health manage-
ment work group to study the funding of VA mental
health programs and make appropriate recommen-
dations to the Under Secretary to ensure that the
VHA’s resource allocation system sustains adequate
funding for the full continuum of services mandated
by the Mental Health Enhancement Initiative and
UMHS handbook, and retains VA’s stated commit-
ment to recovery as the driving force of VA mental
health programs.

VA must increase access to veteran and family-cen-
tered mental health-care programs, including family
therapy and marriage and family counseling. These
programs should be available at all VA health-care
facilities and in sufficient numbers to meet the need.

Veterans and mental health consumer councils should
become routine standing committees at all VA medi-
cal centers. These councils should include the active
participation of VA providers and program manag-
ers, veteran health-care consumers, their families,
and their representatives.
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MiLiTARY SEXUAL TRAUMA
With increasing rates of military sexual trauma occurring with the military services, it has
become apparent that this is a problem being experienced by male and female service members.

Military sexual trauma (MST) is the term used by
the Department of Veterans Affairs to refer to expe-
riences of sexual assault or repeated, threatening
sexual harassment that a veteran experienced during
his or her military service. The definition used by VA
is “psychological trauma, which in the judgment of a
VA mental health professional, resulted from a phys-
ical assault of a sexual nature, battery of a sexual
nature, or sexual harassment which occurred while
the veteran was serving on active duty or active duty
for training.” Sexual harassment is further defined as
“repeated, unsolicited verbal or physical contact of
a sexual nature which is threatening in character.””!

WHAT IS THE DEPARTMENT OF
DEFENSE DOING ABOUT MST?

The Department of Defense (DOD) established the
Sexual Assault Prevention and Response Office
(SAPRO) in 2005 to ensure that each military ser-
vice program handling sexual assault complies with
DOD policy. The SAPRO serves as the single point of
oversight for these policies, provides guidance to ser-
vice branches, and facilitates resolution of common
issues that arise in military services and joint com-
mands. The objective of SAPRO is to enhance and
improve prevention through training and education
programs, ensure treatment and support of victims,
and enhance system accountability.”

Through SAPRO, the DOD has taken a number of
steps to improve the situation that confronts service
members who have been personally assaulted. These
include better reporting, enhanced training, and
more complete information about the scope of the
problem and what needs to be done about it through-
out the military command structure.”>7*

The President signed an Executive Order in December
2011 that added Military Rule of Evidence (MRE)
514 into military law, which took effect on January
12,2012. The DOD views MRE 514 as a confidence
builder structured to protect the communications
between a victim and a victim’s advocate when a case
is handled by a military court. This rule allows vic-
tims to trust that what is shared with professionals
will remain protected, whereas prior to MRE 514,

DOD victim advocates and sexual assault response
coordinators were compelled to testify about their
communications with victims.”

According to SAPRO, 86.5 percent of sexual assaults
go unreported, meaning that official documentation
of assaults may not exist. Prior to the new evidence
retention laws passed in the 2011 National Defense
Authorization Act (NDAA), the services routinely
destroyed all evidence and investigation records in
sexual assault cases after two to five years, leaving
gaping holes in MST claims filed prior to 2012.7%77

While good steps are being taken, recent media sto-
ries in many major publications do not lend confi-
dence that the DOD is succeeding in its goal of
reducing and eliminating MST. In April 2012 the
Secretary of Defense announced the establishment
of independent special victims units to investigate
incidents of MST in the military and indicated that
the DOD will address some of its historic problems
in archiving records. Central to the proposed regula-
tions is the elevation of the most serious reports to
the attention of a special court martial convening
authority, who is an officer holding at least the rank
of colonel or equivalent. In addition to new training
for uniformed personnel and their commanders, the
proposed regulations include new centralized records
of disciplinary proceedings stemming from incidents,
as well as more therapeutic outlets for victims. 7
Other actions are pending, including establishment
of special victims’ units in each service branch and
specialized training. Also, sexual assault policies
will be required to be explained to all service mem-
bers within 14 days of their entry into active duty.
The DOD has proposed that commanders will be
required to conduct annual organizational climate
assessments to measure whether they are meeting
the Department’s goal of a culture of professional-
ism and zero tolerance of sexual assault, and a man-
date will be enforced for wider public dissemination
of available sexual assault resources, such as DOD’s
Safe Helpline (https://www.safehelpline.org/).”

Victims of military sexual assault are also informed

by the military authorities that they now have the
option to request a permanent or temporary transfer

Medical Care 65

J4v9 1VIIa3p



MebpicaL CARE

66

Medical Care

from their assigned command or base, or to a dif-
ferent location within their assigned command or
base. Procedures for this new expedited transfer
option were issued in December 2011. The services
were also directed to make every reasonable effort
to minimize disruption to the normal career progres-
sion of a service member who reports that he or she
is a victim of sexual assault, and to protect victims
from reprisal or threat of reprisal for filing a report.®°

WHAT DATA DOES THE DOD HAVE
ON REPORTED SEXUAL TRAUMA?

The continued prevalence of MST is alarming and has
been the subject of numerous recent military reports,
Congressional hearings, documentaries, and media
stories. Many service members who experience MST
do not disclose it to anyone until many years after
the fact, but frequently experience lingering physical,
emotional, or psychological symptoms following the
trauma. When service members experience sexual
assault during military service there are a number
of factors that can prevent or discourage them from
coming forward and reporting the incident.®"-%2

A report required by the fiscal year 2011 NDAA for
the period from October 1, 2010, to September 30,
2011, showed the military branches received a total
of 3,192 reports of sexual assault during FY 2011.
Of these, 2,439 were unrestricted reports and 753
were restricted reports. This data represents a 1 per-
cent increase since FY 2010, when 3,158 reports
were filed, consisting of 2,410 unrestricted reports
and 748 restricted reports.

Commanders had sufficient evidence to take disci-
plinary action in 989 cases. Of these, 791 were disci-
plined for a sexual assault offense: 489 subjects had
courts-martial charges against them, 187 subjects
received nonjudicial punishment, 48 subjects were
administratively discharged, and 67 subjects received
other adverse administrative actions. In addition,
commanders took action against 198 subjects for
nonsexual assault offenses discovered during the
investigation. Other cases were still pending at the
time of this report, and will be included in forthcom-
ing reports.®

Independent Budget ¢ Fiscal Year 2014

WHAT DATA DOES VA HAVE ON
VETERANS WHO REPORT MST?

In the health-care system, VA screens all enrolled
patients for MST. National screening data show
that about one in five women and one in 100 men
responded that they had experienced MST. For
FY 2011, VA reported that 23 percent of women
(65,796) and 1.3 percent of men (52,907) treated
in VA facilities screened positive for MST, and of
OEF/OIF/OND veteran VHA users, 19.4 percent
of women and 0.9 percent of men screened positive.
Veterans who had experienced MST had a total of
792,813 MST-related outpatient encounters in FY
2011. Women veterans had 512,632, of which 80.9
percent of their visits were for mental health care;
male veterans had 280,181, of which 80.6 percent
were for mental health care. Although rates of MST
are higher among women because there are so many
more men than women who have served in the mili-
tary, significant numbers of both sexes enrolled in
VA report they have experienced MST. These rates
are almost certainly an underestimate of the actual
rate of MST, given that approximately 87 percent of
sexual trauma assaults go unreported. Also, these
data address only