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REEVALUATING THE TRANSITION FROM
SERVICEMEMBER TO VETERAN: HONORING
A SHARED COMMITMENT TO CARE FOR
THOSE WHO DEFEND OUR FREEDOM

Wednesday, March 28, 2012

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
SUBCOMMITTEE ON DISABILITY ASSISTANCE
AND MEMORIAL AFFAIRS,
Washington, D.C.

The Subcommittee met, pursuant to notice, at 10:05 a.m., in
Room 334, Cannon House Office Building, Hon. Jon Runyan,
[Chairman of the Subcommittee] presiding.

Present: Representatives Runyan, Stutzman, McNerney, Walz,
Carnahan.

OPENING STATEMENT OF CHAIRMAN JON RUNYAN

Mr. RUNYAN. Good morning and welcome, everybody. The Over-
sight Hearing of the Subcommittee on Disability Assistance and
Memorial Affairs will now come to order.

We are here today to examine the current framework in the on-
going efforts to streamline the transition process between active
duty soldier to veteran. The streamlining of this process has been
the implementation of the Integrated Disability Evaluation System,
otherwise known as IDES. This program was created in December
of 2007, following the recommendations of the Veterans Disability
Benefits Commission and the President’s Commission on Care for
American Returning Wounded Warriors, otherwise known as the
Dole-Shalala Commission.

The IDES goal was to improve the timeliness, effectiveness and
transparency of the former legacy DES review process which has
been in place for over 60 years. In October of 2010, the VA and the
DoD worked in concert to begin the permanent shift to IDES
around the country in 139 locations.

The ultimate objective remains to fully close the gap which oc-
curs between the separation from active duty service to the receipt
of VA benefits and compensation.

I am pleased to see the process being made to meet this objective
under the new system, specifically helping to cut the transition
time between active duty and veteran status. However, there are
several issues and unforeseen problems which need to be ad-
dressed. First, issues with the processing times remain problem-
atic; whereas some recovering warriors experience lengthy delays
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in their attempt to navigate through the IDES system, others are
rushed through without receiving the proper medical attention that
they need.

Secondly, many recovering warriors reported that they find the
IDES process to be extremely confusing and difficult to understand.
Further efforts must be made to work directly with our recovering
warriors to ensure that they are making the right decision for
themselves, their families and their futures.

Finally, IDES is not as simple in practice as the various Commis-
sion reports were hoping it would be when it was first proposed.
Now, nearly five years after its inception, it is important for both
the VA and the DoD to continue evaluating the system and their
efforts to achieve its goals of increasing transparency, improving
consistency and eliminating duplicate processes.

As a new generation of active duty servicemen and women return
home from conflicts overseas, we must be prepared to meet our
commitment to see that their transition to civilian and veteran life
is as efficient and as simple as possible. This is our duty to see that
their service is honored as best as our resources will permit.

It is my hope that this Oversight Hearing will shed some light
on some of the problems that we have encountered in the imple-
mentation of IDES so we may work together to find the best solu-
tion possible.

I want to thank the VA, the DoD, and the present VSOs, Dr.
Wilensky, Mr. Fisher and General Scott for their valuable input as
we work together to find important solutions.

We welcome today’s witnesses and we now call on the Ranking
Member for his opening statement.

[THE PREPARED STATEMENT OF CHAIRMAN JON RUNYAN APPEARS
IN THE APPENDIX]

OPENING STATEMENT OF HON. JERRY MCNERNEY,
RANKING DEMOCRATIC MEMBER

Mr. McNERNEY. Thank you, Mr. Chairman. I would like to thank
you for holding today’s hearing.

The purpose of this hearing is to focus on the transition process
of servicemembers to veterans, with a particular focus on the im-
plementation of the Integrated Disability Evaluation System, also
known as IDES, which is a joint VA/DoD examination and records
integration effort initiated in 2007 as a result of the fallout from
deplorable conditions and disjointed care found for our wounded
warriors at the Walter Reed Army Hospital.

This hearing will allow us to not just to assess the effectiveness
of the Integrated Disability Evaluation System, but other compo-
nents of the Pre-Discharge Program established by the Depart-
ments of Defense and Veterans Affairs to streamline
servicemembers’ transition from active duty to veterans’ status.

Today’s discussion on IDES also follows up on our work imple-
menting the Veterans’ Benefits Improvement Act of 2008, Public
Law 110-389, which also paved the way for a number of initiatives
targeting the VA claims backlog.

In 2007, the Dole-Shalala Commission, set recommendations for
the care of wounded warriors, and concluded that it is not nearly
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enough to patch a system for transition to civilian life, as has been
done in the past. The experiences of our men and women returning
home complaining about lack of a clear outline of access to care,
benefits, and services available to them highlighted the need for
fundamental changes in the care management and disability sys-
tems.

The Dole-Shalala findings marked the siren call for the creation
of a joint effort between DoD and VA to move to a one-exam plat-
form which today we know as the Integrated Disability Evaluation
System or IDES.

We must make every effort to focus our resources toward assist-
ing transitioning servicemembers with the comprehensive, coordi-
nated care and benefits that they deserve. This must occur at the
very beginning of a servicemember’s reintegration.

To this end, any member of the Armed Forces who has seen ac-
tive duty, including those in the National Guard or Reserves, is eli-
gible to apply for VA disability benefits prior to leaving military
service through the Benefits Delivery at Discharge, Quick Start, or
IDES pre-discharge programs.

During the application process, servicemembers can get help in
completing forms and preparing other required documentation from
VA personnel located at their bases. Additionally, IDES combines
the health exam required by the DoD upon exiting the military and
the VA Disabilities Assessment Exam into a single process, albeit
for different purposes.

In the meantime, in an effort to provide even greater transition
assistance, more elements and players, like the Federal Recovery
Coordination Program, have been added to assist our wounded
warriors.

I know the intent of these programs are well meaning and have
helped numerous veterans across our country, but I still hear from
veterans in my district who have gone through these programs and
continue to experience significant delays, confusion and other prob-
lems with effective reintegration.

In fact, to that end, I would like to mention that Mr. Barrow, my
colleague, has a helpful bill pending before the Health Sub-
committee, H.R. 3016, that would improve reintegration efforts and
require that the Federal Recovery Coordination Program operate
jointly under the DoD and VA.

Since its full implementation at the end of 2011, IDES has been
expanded from 3 military bases to more than 139 sites globally and
nationally.

With the draw down of troops over the next few years, I am par-
ticularly concerned by the fact that the average processing time
takes 400 days and that there are about 200,000 servicemembers
already in the system. We don’t need another backlog and want to
avoid that kind of outcome at all costs.

I look forward to having an open dialogue with the panels here
today, and with my colleagues, on ways to overcome challenges
within the IDES system, and to accelerate processing without sac-
rificing quality. Separating servicemembers should not wait more
than a year for assessments and benefits.

It is my hope that through our examinations of the IDES and
other pre-discharge programs today, coupled with the electronic in-
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tegration and other business reformation efforts accomplished over
the last few years, we will continue to improve and transform to-
day’s VA claims processing system and help our servicemembers
successfully transition back into our communities, and not into an-
other backlog.

I look forward to hearing from our esteemed witnesses, and I
thank you, Mr. Chairman. I yield back.

[THE PREPARED STATEMENT OF HON. MCNERNEY APPEARS IN THE
APPENDIX]

Mr. RunNYAN. Thank you, Mr. McNerney. With that being said,
in the order of business I would like to welcome our colleague, Mr.
Carnahan, here. I ask unanimous consent that he participate in
this hearing.

Hearing no objection, so ordered.

Do any other Member wish to make an opening statement?

Mr. Carnahan is recognized.

OPENING STATEMENT OF HON. RUSS CARNAHAN

Mr. CARNAHAN. Thank you, Mr. Chairman and Ranking Member
McNerney. I am pleased to be sitting with the Subcommittee today
and especially proud to have an organization from my district in
St. Louis that has grown nationally. I had the pleasure of working
with them. Testifying for them today will be their CEO, Eric
Greitens of The Mission Continues.

The Mission Continues is truly a remarkable organization that
empowers veterans to transform their lives and the lives of others
by participating in community service fellowships. The Mission
Continues fellows serve six months as community nonprofit organi-
zation and afterwards either obtain full-time employment, pursue
higher education or permanent roles in service.

This is truly a remarkable program that not only gives veterans
a much needed sense of purpose following military service, but also
eases an often extremely difficult transition to civilian life and is
an organization that is run by a Navy SEAL and many former
members of the military. The Mission Continues has a keen under-
standing of the many challenges facing our servicemembers when
they return home.

As this organization continues to make this model more acces-
sible and available to veterans across our country, my colleagues
and I stand ready to continue to support them and their work in
this life-changing mission for our veterans.

With that, Mr. Chairman, again, I want to thank you for allow-
ing me to join in the Subcommittee today. I look forward to hearing
the testimony, not only of The Mission Continues but the other or-
ganizations who are here today to talk about these important

issues.
I yield back.

[THE PREPARED STATEMENT OF HON. RUSS CARNAHAN APPEARS IN
THE APPENDIX]

Mr. RUNYAN. Thank you very much. I would like to welcome
panel one, now. First, we will be hearing from Mr. John Medve
with the Office of VA-DoD Collaboration and the Department of
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Veterans Affairs. And next we will hear from Mr. Jim Neighbors
who is the Director of Requirements and Strategic Integration of
Department of Defense.

Your complete written statements will be entered into the hear-
ing record. And Mr. Medve, you are now recognized for five min-
utes for your oral statement.

STATEMENT OF JOHN MEDVE, OFFICE OF VA-DOD COLLABO-
RATION, U.S. DEPARTMENT OF VETERANS AFFAIRS; JIM
NEIGHBORS, DIRECTOR, REQUIREMENTS AND STRATEGIC
INTEGRATION, U.S. DEPARTMENT OF DEFENSE.

STATEMENT OF JOHN MEDVE

Mr. MEDVE. Thank you, Mr. Chairman.

Good morning, Chairman Runyan, Ranking Member McNerney,
and Members of the Subcommittee. My name is John Medve, Exec-
utive Director of the Department of Veterans Affairs Office of VA—
DoD Collaboration within the VA’s Office of Policy and Planning.
I am pleased to be joined by Mr. Jim Neighbors from the Depart-
ment of Defense, as well as Mr. Michael McDonald from the Fed-
eral Recovery Care Coordination Program, Ms. Debbie Ender from
the VHA, Mr. Tom Murphy from VBA.

I ask that my complete statement be included in the record.

The Subcommittee asked that I focus my testimony on the status
of the transition process from DoD to VA, with an emphasis on the
Integrated Disability System, IDES, and the Federal Recovery Co-
ordination Program, FRCP, as well as VA’s Veterans Affairs Sched-
ule for Ratings Disabilities, VASRD, modernization efforts.

With respect to IDES, much has been accomplished to improve
the DoD disability process in the wake of the issues identified in
2007 at Walter Reed Army Medical Center.

In early 2007, VA partnered with DoD to make changes to DoD’s
legacy Disability Evaluation System, which resulted in the imple-
mentation of IDES. IDES is now the standard process for all
servicemembers who are being medically transitioned out of their
respective service.

The goals of the joint process were to eliminate the benefits gap,
increase transparency for servicemembers, reduce the processing
time and improve the consistency of ratings for those who are ulti-
mately medically separated. We have accomplished those goals. We
are now focused on continuing improvement to that process.

With respect to the Federal Recovery Coordination Program,
FRCP, it was created in October 2007 in direct response to the
Dole-Shalala Commission’s recommendation for improved care co-
ordination for wounded, ill and injured servicemembers. Federal
Recovery Coordinators, FRCs, are located in 12 facilities across the
country, including four military treatment facilities, two VA Med-
ical Centers, three VA poly-trauma centers, and three Wounded
Warrior Program offices.

FRCs assist severely wounded, ill, and injured servicemembers,
veterans and their families through each client’s recovery, rehabili-
tation, and reintegration. The FRC creates a Federal Individual Re-
covery Plan for each client based on the goals expressed by the cli-
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ent, with input from his or her family and/or caregiver and health
care team.

FRCP is unique to other programs in that once an FRC is as-
signed to a client, the FRC is the constant point of contact for that
client throughout all transitions.

With respect to the Veterans Affairs Schedule for Ratings Dis-
abilities, the VASRD, it is a regulatory framework through which
VA provides veterans with compensation for diseases and injuries
they incur while serving our Nation. It is this rating schedule that
guides the disability rating personnel of VA and DoD in making
the correct determination of the compensation benefit level applica-
ble for Veteran’s service-connected conditions.

VA has partnered with DoD and the academic community to col-
laborate on revisions to the rating schedule. The collaboration in-
volves public forums in which medical experts, members of the Ad-
visory Committee on Disability Compensation, DoD officials, Vet-
erans Service Organizations, and other stakeholders provide input
and subsequently form working groups to substantively revise the
rating schedule.

The VA remains fully committed to meeting the needs of our Na-
tion’s heroes and their families. VA and DoD are partners and will
continue to work together diligently to resolve transition issues
while aggressively implementing improvements and expanding ex-
isting programs.

Thank you again for your support of our wounded, ill and injured
servicemembers, veterans and their families. This concludes my
testimony and I will be happy to respond to any questions.

[THE PREPARED STATEMENT OF JOHN MEDVE APPEARS IN THE AP-
PENDIX]

Mr. RUNYAN. Thank you, Mr. Medve.
Mr. Neighbors, you are now recognized for your oral testimony.

STATEMENT OF JIM NEIGHBORS

Mr. NEIGHBORS. Good morning, Chairman Runyan, Ranking
Member McNerney and Members of the Committee. My name is
Jim Neighbors and I am the new Executive Director for DoD-VA
Collaboration Office within the Office of Personnel and Readiness.

It is my pleasure to be here with my friend, John Medve, to tes-
tify on the transition of our servicemember to veterans status. I
would also like to take this opportunity to thank John publicly for
helping to bring me up to speed on our very important work.

Taking care of our servicemembers is the highest priority of the
Department of Defense. Over the past five years, DoD and VA have
worked together with assistance and guidance from Congress to re-
form the cumbersome and often confusing bureaucratic processes
which provide care and benefits to our servicemembers when and
where they need them.

Working closely, deliberately and collaboratively, our depart-
ments have established governance at the highest levels to facili-
tate continuous improvements and to achieve our goal of seamless
transition from servicemember to veteran. The duty of VA to an ex-
ecutive council co-chaired by the Deputy Secretary of Veterans Af-
fairs and the Under Secretary of Defense for Personnel and Readi-
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ness is the body created by Congress to formalize the collaboration
between our departments ensuring interagency oversight to
streamline, deconflict and expedite efforts to improve health care,
disability processing and the seamless transition of servicemembers
to veteran status.

Additionally, the Secretary of Defense and the Secretary of Vet-
erans Affairs meet on a quarterly basis to discuss high priority
matters that span both departments such as the Integrated Dis-
ability Evaluation System and electronic health records. They will
continue the dialogue toward resolving any issues and critical
areas of collaboration between our departments.

There are three areas I would like to particularly highlight on
our work and focus on servicemembers. First, Recovery Care Co-
ordination Program was established by Congress to provide recov-
ery care coordinators or RCCs whose responsibilities include ensur-
ing servicemembers’ non-medical needs are met during recovery,
rehabilitation, reintegration and in addition to assisting with the
development and implementation of individual comprehensive re-
covery plans.

Currently, there are 171 RCCs and 198 Army advocates in 84 lo-
cations worldwide within the service Wounded Warrior Programs.
More than 3,800 servicemembers and families have received the as-
sistance of an RCC.

Second, the Integrated Disability Evaluation System, stream-
lining the DES process with servicemembers receiving a single set
of physical disability examinations conducted according to VA ex-
amination protocols, proposed disability ratings prepared by VA
that both DoD and VA can use and processing by both departments
to ensure the earliest possible delivery of disability benefits.

The IDES is in use at 139 locations across all services. The De-
partment is continuously monitoring statistics on IDES and explor-
ing ways to improve the system and drive down processing time to
reach our 295-day goal. As long as one servicemember is in the sys-
tem longer than perceived helpful, we are obligated and committed
to do all that we can to enhance the experience and make improve-
ments.

Finally, DoD and VA spearhead numerous interagency electronic
health data-sharing activities and delivering IT solutions that sig-
nificantly improve the secure sharing of appropriate electronic
health information. Interagency health information exchange capa-
bilities that levers the existing electronic health records of each de-
partment are in use today, and as both departments work to ad-
dress the need to modernize our EHRs, we are working together to
synchronize planning activities and identify a joint approach to
modernization.

To date, DoD has transmitted health data on more than
5,800,000 retired or separated servicemembers to VA. Of those, ap-
proximately 2,300,000 have presented to VA for care, treatment or
claims to termination.

Mr. Chairman, I cannot overstate how far DoD has come in part-
nership with VA in recent years and we realize there is still more
to do on these extremely important efforts. We will continue work
with all of our partners to do anything and everything we can to
provide our servicemembers with the absolute best care in treat-
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ment that they so rightfully deserve in return for their service to
our Nation.

Thank you again for the opportunity to be with you today. I look
forward to your questions.

[THE PREPARED STATEMENT OF JIM NEIGHBORS APPEARS IN THE
APPENDIX]

Mr. RUNYAN. Thank you very much. And with that, we will begin
questioning in the order of arrival, which I think everybody here
was at gavel call, or sitting in.

First of all, Mr. Neighbors, according to the DoD Recovering
Warrior Task Force 2011 Report, there is still work to be done
identifying the recovery team and acknowledging the role VA has
in the system. In previous hearings and testimony before this Com-
mittee, veterans seem to be confused on what part of the process
is VA and what is DoD. Can you really explain why this is hap-
pening because I'm going to drill into many avenues of confusion?
This is just the first one.

Mr. NEIGHBORS. I understand. Mr. Chairman, I apologize. The
Recovery Care Coordination Program that we have within DoD and
then the FOC program that VA has, we consider them very com-
plementary programs. We see different things that are involved
with what DoD brings to this process and what the VA brings to
the process.

As I stated in my oral remarks, we look at non-clinical kinds of
care things to help both the servicemember and the family. Now,
if I could, I would like to kind of put a philosophy or a statement
that we take very seriously and that is never alone known, as a
servicemember who has come through a very, very traumatic hap-
pening obviously with some traumatic injury that has occurred to
their body and even their mind, we take the efficacy very, very im-
portant to be very efficient, excuse me, very effective in what we
are doing. And we realize that does, at times, appear to be— what
is the word—redundant within our own selves and even across the
boards but we are going to look at the things that we provide to
a servicemember all along this continuum as that approach and
philosophy “never alone,” so there may be some things there where
we are making very good warm handoffs to the person, which I
think is very true between not only the DoD entities and the VA,
but there may be times when the person thinks they have four or
five people, but we will err on the side of being very, very effective
to that person 24 hours a day, seven days a week, always to have
somebody that they can call on even if it is one or two or three lev-
els deep within the points of contact that they have.

And we also ensure that there is a warm handoff. And what I
mean by that is there is notification through a number of channels
that VA knows very directly every servicemember goes from a RCC
to an FRC. Thank you, sir.

Mr. RUNYAN. And just talking to the FRC and the RCC, I have
experienced, through the veterans I have talked to, a lot of confu-
sion on who is the go-to guy, where do I go when I have a problem
if something is not working as I anticipated and/or the lack of the
communication throughout that process. Can you touch on that be-
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cause that obviously, is going to come up in a later panel with some
of the VSOs that have a lot more experience with it.

Mr. NEIGHBORS. I understand, sir, and I will obviously yield over
to my VA counterpart to talk about the FRC piece of this since this
is obviously within their daily work.

I grant you and we have within the DoD continuous process im-
provements efforts that are always ongoing and looking at different
things, not only within just the specific area, but with electronic
records and everything else in transition that we are talking about.
So I do recognize and agree that there are better ways to do things.
We do take inputs and we work those regularly with VA. In fact,
I think we have one coming up on Friday in which we are meeting
again to discuss outputs from some of the things we have had in
this area, so I agree, I guess, from my point of view as we are
working these continuously and moving forward.

Mr. MEDVE. Mr. Chairman, clearly if somebody is assigned a
Federal Recovery Coordinator, that person should be the prime in-
dividual for the veteran or servicemember to go to and should be
the one directing them across the whole set of issues that they are
dealing with.

The advantage of an FRC, clearly, is they handle both clinical
and nonclinical issues. They are masters trained, nurses, social
workers, and so part of the issue has been that the services want
to ensure that they got kind of activity with that servicemember,
and so the team of having an FRC and an RCC is complementary.
In talking to the program directors in the field, this seems to be
working better, that there is better coordination between the two,
that the Federal Recovery individual recovery plan that is devel-
oped is now aligning better so there isn’t confusion for the
servicemember on what the plan is since it is their plan.

So there have been confusions in the past. We believe we are see-
ing improvement and we are working, obviously, to continually im-
prove that.

Mr. RUNYAN. And how are you actually educating them— obvi-
ously we are talking about servicemember and veteran in transi-
tion, how are you educating them to the process so they can under-
stand it more when these problems do arise?

Mr. MEDVE. If you don’t mind, Mr. Chairman, I would defer to
Mr. McDonald who is here from the program to answer that ques-
tion because he has got more hands-on experience than I do.

Mr. RUNYAN. Okay.

Mr. McDONALD. Mr. Chairman, the purpose of the FRC to work
with the individual is to let them know what responsibilities the
FRC will handle. Being both clinical and non-clinical, they can
work on both sides there. They can work on the DoD side and the
VA side and what they try to do is to let the servicemember know,
the servicemember and the family in some cases, know what they
can do and what they can assist them with, and if they need that
assistance, they can reach out and touch them. They will, at a min-
imum, stay in contact with their folks every 30 days and a lot of
time when they are working on specific issues, that will be much
more often obviously. Does that answer your question, sir?

Mr. RUNYAN. Somewhat, but it goes back, just to make a point,
with what Mr. Medve said, who the point of contact should be. I
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think that part of the confusion is who is the go-to guy as we move
through this process, and I think making that definition clear to
everyone, because you said it three times in your answer to that
question.

Mr. McDoNALD. The problem, the reality is, sir, sometimes we
will tell them we are available to reach out and they will some-
times call someone else. That’s the reality. What we try to inform
them is, if they have an issue, let us know so we can be working
on it with all the members of the team, which will include the
RCC, the treatment team, the various case managers, such as that.

One of the things that the FRC does is a continuous availability
in terms of if they are assigned a client whether in the medical
treatment facility, they will stay with that client using various
transitions to other MPFs to PA poly-traumas, sometimes to pri-
vate treatment centers, and the same MRCC stays with that per-
son so that they are familiar, build a trust with the individual so
that they know that that is the person to come back and advise us.

In the first part, as with any relationship, is it is a developing
thing and sometimes it is not clear. We can explain to please let
us know what the issue is, but if they don’t come back to us, then
that is difficult sometimes to manage that relationship.

Mr. RUNYAN. Thank you. And I obviously, in dealing with it by
speaking to veterans, know that clarity in the way we move for-
ward in the process is essential—the process a lot of times is the
issue. The process is unclear to a lot of people and obviously it falls
on all of us not only to educate veterans, servicemembers and their
families, but to have the system as a resource to where, we can ac-
cess it and understand how we move through it, so thank you.

And with that I will recognize the Ranking Member, Mr.
McNerney for his questions.

Mr. McNERNEY. Thank you, Mr. Chairman. I think we made a
little progress here in your questioning, so good work there.

I think the goal is to make it seamless for the servicemember,
obviously that is the goal. Are there technical issues, like commu-
nication between computers or any of that? Is that a problem at
all? Can we just put that one to bed now, or do we need to talk
about that for a little while?

Mr. MEDVE. So, Congressman, thanks for the question. We are
working on that. You know, I am sure you are familiar with that
word, trying to develop or out on the boards developing an inte-
grated electronic health record which once that comes into fruition,
will, I think, be a great asset for us. In terms of the Integrative
Disability Evaluation System and moving people through that proc-
ess, we have one system called the Veterans Tracking Application
that we use to manage where people are in the process so that we
have the metrics and understand where they are at.

We monitor those things every two weeks at the VA. The VA
Chief of Staff holds a biweekly performance meeting with every
senior executive that manages a part of that process down to the
local level. As part of those discussions, if there are issues that we
are having in terms of transmissions of data or anything like that,
he immediately calls our Office of Information Technology to bore
in on the problem and to fix it.
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Mr. McNERNEY. Well, that sounds good. Except, I want to get an
idea of when these medical records are going to be standardized so
that we can get this transition, that part of it, out of the way. So
d(i1 yé)‘;l have an idea about when that can be expected to be fin-
ished?

Mr. MEDVE. Sir, I know the two secretaries, as Mr. Neighbors al-
luded to, meet every quarter. At the last meeting at the end of Feb-
ruary 27th, one of the marks on the wall is that we are putting the
Integrated Electronic Health Record at the James A. Lovell Federal
Health care Center. That’s the pilot site for it. They have required
that there be two additional sites be in place by 2014 in order to
build this, and so it is going to be a rolling development over the
next several years.

Mr. McNERNEY. That is not good enough. That is just not even
good enough. Yes, Mr. Neighbors.

Mr. NEIGHBORS. Sir, if I could chime in and thank you for your
question. DoD and VA are actually sharing more health informa-
tion right now than any two organizations in the Nation. If I could
just give you some statistics, please, on what that sharing is.

Servicemembers’ data, again, that has been shared with VAs
over a million times already, and what that turns into is for labora-
tory results. We have shared 23,000,000 of them to date, and these
are in IT form. This is machine readable things that we push for,
so they are not paper in this area— radiology, 3,600,000 million re-
ports; pharmacy, 24,000,000 records. And patients have engaged on
their medication, allergy information from what was about 27,000
to now 1,200,000, which is a significantly improving patient safety.

Those are just some areas. It is an entire IEHR.

So between our organizations, we actually are doing some of the
sharing already. And if I could, there are actually four locations
pilot-wise which we are including private providers, such as a Kai-
ser Permanente or something, what we would bring to them into
the fold here to.

So between governmental entities, we have that actually going
on right now. So you are right. We are not where we need to be.
We are not completely there, absolutely, but there is stuff going on
that is servicing our veterans.

And the second thing I would like to say, sir, if I could, please,
that is entity to entity. As far as giving a VA, excuse me, a veteran,
or even a servicemember their health records, we can do that right
now. We are working very closely with VA to enroll our
servicemembers as they come in the door, into a platform, an IT
platform called the E-Benefits Platform, that allows—we have got
1,400,000 of them already signed up right now, but at any point
in time after that from anywhere in the world, 24/7, they can actu-
ally download their medical records and hand them off to a private
provider or anybody that they are involved with through that con-
tinuum right now, and that’s called the blue button capability.
Maybe you have heard that or not.

Mr. McNERNEY. No, I haven’t heard that. One of the things that
Mr. Medve was saying is that you can track an individual through
the process, but is there an advocate for that individual or does
that get passed on and the individual finds himself or herself call-
ing in and getting the runaround.
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I mean, what we need is an advocate, whether it is DoD or VA
or the joint effort—Mr. McDonald started going into that—but an
ombudsman or an advocate or some coordinator that that person
can go to when they are in trouble from start to finish.

Mr. MEDVE. Sir, yes. Thank you for your question, again, Con-
gressman. In IDES, when someone is enrolled in it, there is the
PEBLO, the Physical Evaluation Board Liaison Officer. When that
individual is referred is who greets them at the entrance to that
process. That is the single point of contact that will shepherd them
through IDES. As they are in each different stage, they are briefed
by that person where they stand, whether they are medical, when
their medical evaluations are done, when they are supposed to ap-
pear before any boards, all that.

Once we get to a point where they are going to be determined
to be separated, we, the VA sitting with the DoD PEBLO, we call
the military service coordinators, that then sit down with the indi-
vidual as a team and explain to that individual what their VA ben-
efits are, so that is what happens inside the IDES.

Mr. McNERNEY. Does the servicemember or former
servicemember get to check off on that and say that they are okay
with that transition?

Mr. MEDVE. I will defer to Mr. Neighbors since that gets into the
military’s administrative process.

Mr. NEIGHBORS. Absolutely, sir. At any point in time when an
evaluation takes place, that servicemember has reclama capability
at a number of venues. Each one of the services has a local board
that does exactly what we are talking about here, which is the
evaluation of their disability and the rating. They can then take
that to a department-wide—excuse me, let me say this again. The
service-wide board is more of a formal activity in which they make
sure that the rulings have been applied equally across from the
local board itself.

If the servicemember doesn’t believe that is equitable, they actu-
ally can go to another level and they can actually go to what is
called the Board of Correction for Military Records level, also. So
there are a number of points that the person can say, you know
what, this wasn’t fair, I need another look, and they can be re-
versed or they can be upheld as any kind of board would do, but
yes, sir, there is.

Mr. McNERNEY. Okay. I am going to yield at this point.

Mr. RUNYAN. I thank the gentleman. Mr. Walls.

Mr. WALZ. Thank you, Mr. Chairman, for holding this hearing.
Thank you both for being here. This issue of singles transition, like
you, I feel like I have spent most of my adult life talking about it
and trying to get us there and I am please to see both of you sitting
here. It certainly is a move forward where we have both DoD and
VA, and I know the things you have talked about and trying to get
us there through electronic records, through the coordination and
collaboration. It is not only the right thing to do. It will save us
resources and money in the long run preparing for our veterans,
and so I appreciate what both of you do, and I know that you are
two representatives sitting there and if the Chairman will indulge
me a bit, I am going to—I am very thankful, I think, listening to
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the name of this hearing, honoring the Shared Commitment to
Care for those who defend our freedom.

I am thinking about this and watching the two of you set this
idea of a handoff or whatever, there was some more news this week
again. And those of you on this Committee, I have been here long
enough, I certainly don’t turn to the sensational to highlight this,
but I am going to highlight this issue of the discharges from DoD
on personality disorder.

I am truly troubled by this. If this is truly about honoring the
Commitment to Care, this is the third hearing I have set here
where we have talked on something like this. In 2007 we were
going to get this fixed. We were going to get it fixed in 2010, Sep-
tember 15th, and there is a report today and my friends over at
the Vietnam Veterans of America, through a Freedom of Informa-
tion Act, were at it again.

So we got soldiers. They go to war, they come back and they are
being diagnosed with adjustment disorder or personality disorder.
It gets stamped on their discharge papers, “Discharge for Person-
ality Disorder.” They are denied VA benefits and that is on their
permanent record to follow them for employment.

So Mr. Neighbors, I know this is not your area of expertise, if
I could say. I am not putting you on the spot for the entire Depart-
ment of Defense, but I would like you to—what do you think when
you hear this again because all the issues you are talking about,
I don’t want to distract us from this very, the broader issue, but
I do feel like I need to speak up for these 31,000. I do need to try
and figure out how we right this wrong because the idea that you
would be diagnosed with an adjustment disorder after being in Af-
ghanistan, I don’t know, if I could just turn it over to you, and I
thank you, and I know it is very general but it just troubles me.

Mr. NEIGHBORS. I understand and I really appreciate the ques-
tion. It is a very important issue. I am going to go out on the limb
a little bit here and try to narrow it a little bit. I think what you
are referring to is what has happened maybe at Madigan out on
the West Coast. Am I correct on that or is it

Mr. WaLz. Well, there was a new—I had the thing, we just had
a Freedom of Information Act request and the study was put to-
gether on this from Vietnam Veterans of America. I will make sure
we get a copy to youw

Mr. NEIGHBORS. Okay.

Mr. WALZ. —to let you see that. But it is pretty much we are on
the same pace as we have been in the last 10 years, releasing these
folks. This came to our attention when Joshua Kors wrote the
piece, “The Disposable Soldiers in the Nation.”

We had three hearings on it again. Vietnam Veterans brought it
up again, and it is probably the most striking example for me of
how somebody does fall through the cracks or how we are not
seamlessly to handing off folks and I am just curious on your part.

Mr. NEIGHBORS. Okay. And I appreciate that, sir.

Mr. WALZ. Yeah.

Mr. NEIGHBORS. If I could, I would like to yield back to one of
my EMES that I have brought that I think can more, give you
much——

Mr. WaLz. That would be greatly appreciated.
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Mr. BURDETT. Councilman, I think you are calling an issue—I
am Phillip Burdett. I work with.

Mr. RUNYAN. Would the gentleman, please, speak into the micro-
phone, please.

Mr. BURDETT. Councilman, I am Phillip Burdett and I am Mr.
Neighbors’ colleague and we work in the IDES system. And par-
ticularly, I think the behavioral health issue that you’ve high-
lighted is a critical one for us. As we have made non-visible injuries
a priority, we have seen them skyrocket in diagnosis, we struggle
to hire behavioral health professionals, and I think the answer to
your strategic question is how do we train those behavioral health
professionals correctly and then how do we administer the policies
and regulations, and we have made some great steps in 2010, think
we had this issue fixed, and when it flares up, I think it comes
back to training those behavioral health professionals, making sure
we have the right and adequate ones at our bases’ posting stations,
give them the diagnoses.

Mr. WALZ. Are we benchmarking now because my question, I
think what the public comes up to is how do you know that person
came in with a preexisting condition of a personality disorder? How
are you making that judgment?

Mr. BURDETT. I think two issues come to mind here. It is such
a new science in so many areas. We have talked of PTSD, directly
the TBI, and then the manifestation of both of those conditions
with the incredible physical problems at the same time, so as our
diagnoses have skyrocketed, we have invested a tremendous
amount, especially with our Assistant Secretary of Health Affairs.
The investments in that have been significant.

Now, we need to then recognize are we using some good medical
standards across the board, are we then making sure that our doc-
tors are using those diagnoses, following the regulations that we
have implemented in the accordance with the laws that you have
passed. We owe that. I think we have made a great effort in ac-
knowledging what we know and don’t know about behavioral issues
and then putting together solid policies and regulations.

Mr. WALZ. And I appreciate that and I do acknowledge the
progress we have made and this is a difficult area. And I guess my
question is how do we right what I think is an egregious wrong for
some for these folks? I think they went in and the horrific experi-
ence they experienced, they are coming out with what others have,
which I would say in some cases is a normal reaction. They have
been diagnosed with this, which is basically a black ball to them,
that they are not welcome at the VA, they are not welcome at the
employers.

Do you have a suggestion? And I appreciate your candidness
from both of you on this issue of trying to address it.

Mr. BURDETT. I think, Congressman, I would say that I think
that Mr. Neighbors highlighted is we have made this a
servicemember centric policy and regulations since the beginning
and the ability for a servicemember either on the VOD side of the
equation or the VA side to then challenge and come back and open
these cases and say I would like you to look at it again. Those have
not been abridged. They have been extended. And the opportunity
for those servicemembers to recognize, you know, I may have got-
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ten out in 2004 and then had this condition that I need to have
reevaluated.

The VA has done fantastic work at making those avenues avail-
able to those veterans to come back and say, let us look at that
case again.

Mr. WALZ. You think it is too harsh where VVA (Vietnam Vet-
erans of America) is just point blank calling these illegal dis-
charges?

Mr. BURDETT. I think the role of the VSOs is critical. I some-
times refer to them as our conscience, making sure, holding us ac-
countable to make sure that we understand things. I appreciate
their flexibility and also understanding that the behavioral health
issue is such a new area of science for the medical community, for
the policy makers, and then for the——

Mr. WaLz. Well, I am going to try and figure out a route to figure
out how we get these folks back, how we give a fair shake at them
because I think we got folks—and I say this again from the moral
perspective, but also from an economic perspective. They are prob-
ably not working. Our suicide rates can be tied to some of this.
There are just different issues that we have got to go back and cap-
ture them with the new data that has gone—and I will be the first
to tell you that I think in the ten years in seeing what we were
first doing in the war zones, what we are doing now, great kudos
to everybody involved, behavioral health and integration.

Mr. NEIGHBORS. I just want to add one other thing, Mr. Con-
gressman, to what Mr. Burdett said, and that is the basic military
training, you touched a little bit on preexisting conditions. There
is a vast array of medical diagnoses—not diagnoses, evaluations
that take place even as a person is coming in the door for basic
military training in which you alluded to preexisting conditions.
Those are all documented.

Mr. WALz. Why did we keep them then?

Mr. NEIGHBORS. Oh, no, no. There is a wash out period there
also, sir.

Mr. WALz. But you know, we got some of these folks that went,
they served their time, some up to eight years, went to Iraq, came
back and then they were stamped on their as a preexisting condi-
tion for personality disorder. Why the heck did we keep them if
that was the case? Why didn’t we get them out otherwise? I mean,
how do I respond to those people? You see where this is going?

Mr. NEIGHBORS. I do.

Mr. WALZ. And we are this close to a class action suit against
DoD on this. You feel that coming. My case is I just want to correct
the problem and make sure it doesn’t go forward.

Mr. NEIGHBORS. And I understand completely, sir. Again, they
have multiple avenues to go back to up to include Board of Correc-
tions for military records, which I sat on for the Air Force. I saw
many of those kinds of cases and saw some actually overturned
also, so there are avenues for people. You are absolutely correct.
There is more that needs to be done, and there are more things
that I believe we can do and we are working on those with the
services to move forward, but I do

Mr. WALZ. You think the avenues exist without us getting—my
take is is to help and figure out a channel through the proper exist-
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ing process of appeals or rectifying these. You think those set out
there and are ready to go?

Mr. NEIGHBORS. I will be happy to work with you. Obviously,
I

Mr. WALZ. Yeah, and we will be following up with others, but I
thank you, Mr. Chairman. I know you gave me extra time, but I
want to thank both of you for your candidness and attempt to get
out this. I appreciate it.

Mr. RUuNnYAN. I thank the gentleman. Mr. Carnahan.

Mr. CARNAHAN. Thank you, Mr. Chairman. I really just had one
quick question I wanted to ask our two witnesses. I understand
there have been some informal sessions for demobilized and sepa-
rating National Guard and Reserve members. Can you talk about
some of the unique challenges associated with educating and proc-
essing these servicemembers and do you have any thoughts on how
to deal with them more effectively? Go ahead. Jump in.

Mr. NEIGHBORS. I apologize. Sir, a great question. There is no
doubt that there are differences, especially in timeliness as far as
how servicemembers from the Guard Reserve come through the
IDES specifically, but I do know that we are taking, as for us, espe-
cially Recovery Care Coordinators, and things have a standardized
training regime. They all receive 40 hours of training or more to
make sure that they are engaging with servicemembers, not only
active duty, but Guard and Reserve, so that they understand all
the processing the same.

There is no doubt, as far as transition is concerned,
servicemembers that are Guard Reserve have issues of employment
that are in and out of their employment. There is a large—in fact,
thank you, gentlemen, for the VOW Act that you graciously gave
to the DoD last year. As far as transition is concerned, we are
working very hard. Some of, I think, what answers what you are
saying there is an involved in implementing that Act which we are
working with the White House on right now.

Many issues in making sure that Guards and Reservists get that
exact same training that is funding, that it’s moving forward in the
same way that the active duty is getting. We are working very
hard with the VA in ensuring that that transition takes place. Does
that kind of get to what we are talking here?

Mr. CARNAHAN. Yeah.

Mr. NEIGHBORS. Okay. All right, sir.

Mr. MEDVE. Congressman, again, thanks for the question. In
terms of overall in the process of demobilization, I know that we
have VA reps at the de-mobe sites there to work people through to
ensure they understand what they are eligible for. In terms of
IDES, you know, we currently have a major effort going down on
Pinellas Park with a number of Reservists’ records that are being
gone through to determine whether or not they had profiles that
had to be validated to see if they were such a level to require medi-
cally being separated from the service. We are working hand in
hand with DoD.

We have a number of Reservists and National Guard who do col-
lect VA benefits when they are off of active duty, and as part of
that process we share with the DoD as they are looking at these
records in terms of medically separating people to validate condi-
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tions that exist and all that, so we have got good information shar-
ing between the departments on that.

But a Reservist going through IDES gets the same attention
going through the process because they are still on active duty
when they are going through IDES, so the PEBLO that I talked
about before, they are walking them through the process. They
have access to the military’s service coordinators that go through
the process, so they are treated no different from our point of view,
than active duty, somebody who is on active duty all the time. serv-
icemen are going through the process.

Mr. CARNAHAN. Thank you, gentlemen. I yield back.

Mr. RUNYAN. Thank you, gentlemen—and on behalf of this Sub-
committee, I thank you for your testimony and your time. Obvi-
ously, we have a lot of work ahead of us trying to make sure that
we take care of our warriors, our true heroes of this country, so
with that being said, I look forward to working with you on that
and continuing to make this process what it truly deserves and
needs to be.

So with that being said, both of you are excused. Thank you.

I want to call the second panel to the witness table at this time.
At this time I welcome Dr. Gail Wilensky, a Senior Fellow with
Project HOPE. Dr. Wilensky also served as a Commissioner on the
Dole-Shalala Commission. And next we will hear from Mr. Ken
Fisher, Executive Officer of the Fisher House Foundation. Mr.
Fisher also served as a Commissioner on the Dole-Shalala Commis-
sion. And finally we will hear from Lieutenant General James
Terry Scott who served on the Advisory Committee on Disability
Compensation.

We appreciate all of your attendance here today. Your complete
and written statements will be entered into the hearing record.

And Dr. Wilensky, you are now recognized for five minutes for
your oral statement.

STATEMENTS OF DR. GAIL WILENSKY, SENIOR FELLOW,
PROJECT HOPE; KEN FISHER, CHIEF EXECUTIVE OFFICER,
FISHER HOUSE FOUNDATION, INC.; LIEUTENANT GENERAL
JAMES TERRY SCOTT USA, (RET.), CHAIRMAN, ADVISORY
COMMITTEE ON DISABILITY COMPENSATION.

STATEMENT OF GAIL WILENSKY

Ms. WILENSKY. Thank you, Chairman Runyan and Ranking
Member Mr. McNerney and Members of the Subcommittee.

I am pleased to be here to talk about the transition from
servicemember to veteran with particular emphasis on the Inte-
grated Disability Evaluation System.

As you mentioned, I am currently a Senior Fellow at Project
Hope, an International Health Education Foundation. I also serve
as a regent for the Uniformed Services University of the Health
Sciences, USUHS. I have had the honor and privilege of being on
the Dole-Shalala Commission as you mentioned. I was also a Co-
Chair of the congressionally mandated study on the future of mili-
tary health care and earlier in the decade I co-chaired the Presi-
dent’s task force to improve health care delivery for our Nation’s
veterans, initially with your colleague, Gerald Solomon, who unfor-
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tunately died early in that period, and then with John Paul Ham-
merschmidt. The views I am going to express are my own, however,
not those of these other organizations.

Before the introduction of the IDES, servicemembers needed first
to separate from his or her service and then to enter the VA proc-
ess, requiring as you have mentioned, two different exams. The
process and criteria for determining fitness differed across services.
They differed between the services and the VA. The result was real
and as important, perceived differences, in equity across the serv-
ices and between the services.

It was frequently a lengthy process, as you have mentioned. It
was also frequently a contentious process which was equally bound
to have happen.

The difference now with the IDES is that there is a single exam
done by a VA certified physician that serves both as the basis for
determining fitness to serve and also by the VA to establish a level
of disability. The services continue importantly to determine fitness
to service and the VA, the disability level.

The time has been reduced substantially, although not as much
as it should be. The goal that was talked about this morning of 295
days is a substantial improvement. Initially, there has been some
discussion of a goal of 100 days. That is obviously still a long way
out.

And there are some lengthy and inexplicable delays that occa-
sionally reported. Last summer at a Senate hearing there was a
discussion of a marine who had been in Afghanistan in 2010, lost
both his arms and legs and had his papers sitting on someone’s
desk for 70 days; clearly, not something acceptable to anyone.

There are some questions that remain in my mind as somebody
who had run Medicare and Medicaid in the early 1990s, as to why
it is taking quite so long to fully roll out the IDES, until the fall
of 2011. It has now happened and I am glad, but that length of
time is inexplicable to me.

There are also questions about what are the real goals of the pro-
gram, and that means not just reducing time but what actually is
it that you are trying to do.

I also want to talk for a minute about another area where we
had recommended change and that was the Disability and Com-
pensation System, trying to make sure that it was speedy with, re-
duced inequities and, most importantly, helped veterans return to
their productive lives as fully and completely as possible.

We recommended a transition payment be made while individ-
uals are receiving rehab and training, and that this was to be fol-
lowed up by an earnings-loss estimate which may remain after
training, but in our service-oriented information economy may not
remain. There was also to be a quality-of-life payment recognizing
that even if there was a loss, there was not a loss of earnings capa-
bility, there may well be a real quality of life decrement which
should be compensated.

Two of the young men on our Commission really fit into that
role. One was getting an MBA at Harvard. One was having a dou-
ble major at George Mason. Both of them would probably not expe-
rience earnings losses, but they had major injuries that would re-
sult in quality of life decrements.
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We also need to make sure that other recommendations that we
made in Dole-Shalala are carried out, making sure that care is
available for those needs of PTSD and TBI services. We recognize
that is going to be a challenge because of the shortage of mental
health providers and professionals in the country in general and,
therefore, afflicting those services as well.

And we have recommended extending respite care and extending
the FMLA, the Family Leave Act, for up to six months for spouses
and parents of seriously injured people. This, of course, is going to
be difficult in our fiscally challenged environment, but it is one
that is important.

Let me just end on a positive note. While the recommendations
we made are important and we are glad to see some of them being
carried out, we also noted that the problems were not quality-of-
care problems, but rather problems with the handoff, the
transitioning from inpatient to outpatient, from active duty to vet-
eran.

We, of course, need to make sure that both are appropriate for
our returning wounded warriors, but I would hate to have people
think that it was a quality of care that we found wanting after
2007. It was not. It was these other processes which we are pleased
that you are taking on.

Thank you.

[THE PREPARED STATEMENT OF GAIL WILENSKY APPEARS IN THE
APPENDIX]

Mr. RunyaN. Thank you very much. Mr. Fisher.

STATEMENT OF KEN FISHER

Mr. FisHER. Chairman Runyan, Members of the Committee, on
behalf of Co-Chairs Dole and Shalala who could not be with us
today, the Members of the Commission, and my fellow Commis-
sioner Gail Wilensky, I appreciate the opportunity to appear before
you today.

Both as a Commissioner and as Chairman of the Fisher House
Foundation, I have devoted the last 12 years of my life towards im-
proving both the care and the quality of life of our military, those
wounded, veterans and their families. Today’s hearing on the DES
and the seamless transition are critical to this Nations’ security
and I am proud to discuss my work on the Commission, rec-
ommendations and action steps, and how this system must be
made simple, easily understandable and easier to navigate.

But I must admit to being a bit confused. This is the greatest
Nation on earth, with the greatest equipped and best trained mili-
tary in the history of the world. What puzzles me is we are here
five years after the roll out of this report.

Before I begin, I feel compelled to preface my statement by ex-
plaining our mission. We were charged by President Bush to exam-
ine, evaluate, and analyze the care and process related to our re-
turning wounded global war on terror servicemen and women. We
looked at the system through the eyes of the wounded service peo-
ple. We were solution driven. We held numerous field hearings,
interviewed wounded, interviewed commanders, doctors, family
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members as well as others who played a role in the recovery proc-
ess.

We not only examined problems and inadequacies but also looked
for best practices that might help improve their care. Our goal was
to simplify and help eliminate the log jam, which was the result
of fighting lengthy two front wars with a VA that was already chal-
lenged by the weight of an intolerable bureaucratic system. And by
doing this, we sought to eliminate the backlog and claims that had
reached at the time approximately 800,000 to 900,000.

While the living conditions at Walter Reed were indeed horren-
dous, this was only the tip of a massive iceberg. We found hun-
dreds of troops waiting months for follow up appointments or
awaiting the ratings process. This gap in benefits caused massive
problems known to but a few.

The Commission was given six months to evaluate the entire dis-
ability evaluation system and our findings were thoughtful, inclu-
sive, and implementable. It was not our intention to put forth hun-
dreds of recommendations that would have been difficult to imple-
ment or too expensive as a whole.

And by the way, as a side bar I would like to join my colleague
and say that I want to compliment this Nation’s military health
care professionals whose work and use of the latest technologies re-
sulted in a battlefield survivor rate of better than 95 percent,
which is unprecedented.

Today, five years after our report was made public, there has
been progress, to be sure, but with all due respect, not nearly fast
enough, and with not nearly enough sense of urgency. Tracking the
results of the Commission has been difficult, as admittedly I would
not expect the process to be transparent. But again, the task we
were given with that of OEF/OIF, and I hope of its adoption would
have moved the system along faster.

Now, rather than go in and be redundant on points already cov-
ered, I would like to—we have heard about disability and the new
IDES, although I feel that there are staffing problems which are
causing problems in the implementation of IDES. I also am con-
fused as to why a VA doctor would be doing a DoD physical, but
I don’t want to get into that either at this point.

What I would like to discuss is the—pardon me—is the PTSD
and I would like to remove the word or the letter “D” because I
don’t believe that post-traumatic stress is a disorder. We rec-
ommended lifetime treatment for post-traumatic stress. These men
and women have endured multiple deployments, have been in in-
tense urban fighting, often against civilian insurgents who too
often hide behind innocent women and children. They have seen
horrific injuries caused by IEDs. And the stigma associated with
coming forward and asking for help leaves too many to suffer in si-
lence, and if they are home, their families to suffer as well.

We believed this was a major problem when our report was made
public, and it has been for any servicemember who has fought in
battle be it World War II, Korea, Vietnam or today.

Today it is evident why this was a major recommendation. Five
years after our report was made public, there have been well over
1000 suicides, outpacing the civilian population, domestic violence,
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and divorce, drug and alcohol abuse, homelessness, joblessness, all
at unacceptable levels.

Just the other day in USA Today, an article appeared discussing
alcohol within the ranks of the Army and the fact that they have
delayed for three years a confidential counsel program for treat-
ment. They had begun a pilot program in 2009, but it was ended
after a high dropout rate. According to the article, 25 percent had
a drinking problem.

In the interest of time, Mr. Chairman, I will end my statement
there, and I thank you for the opportunity to appear here and look
forward to your asking questions.

[THE PREPARED STATEMENT OF KEN FISHER APPEARS IN THE AP-
PENDIX]

Mr. RUNYAN. Thank you, Mr. Fisher.
General Scott.

STATEMENT OF LIEUTENANT GENERAL JAMES TERRY SCOTT
(RET.)

Lieutenant General ScOTT. Chairman Runyan, Ranking Member
McNerney and Committee Members, it is a pleasure to appear with
you today representing the Advisory Committee on Disability Com-
pensation and the Veterans Disability Benefits Commission that
met from 2005 to 2007 and reported out to you in October of that
year.

It is also a distinct honor to serve on a panel with Mr. Kenneth
Fisher whose contributions to servicemembers and veterans are
known and appreciated.

Mr. FisHER. Thank you.

Lieutenant General SCOTT. The Advisory Committee is chartered
by the Secretary of Veterans Affairs in compliance with Public Law
110-389 to advise the Secretary with respect to the maintenance
and periodic readjustment of the VA Schedule for Rating Disabil-
ities. Our charter is to, “Assemble and review relevant information
relating to the needs of veterans with disabilities; provide informa-
tion relating to the character of disabilities arising from service in
the Armed Forces; provide an on-going assessment of the effective-
ness of the VA’s Schedule for Rating Disabilities; and to provide on-
going advice on the most appropriate means of responding to the
needs of veterans relating to disability compensation in the future”.

Your letter asked me to testify on the Advisory Committee’s
views regarding the transition from servicemember to veteran, with
a particular focus on the implementation of the IDES.

At the time the Veterans Disability Benefits Commission was
created by the National Defense Appropriations Act of 2004 it was
already apparent that the peacetime system for transitioning sick
and injured servicemembers to veteran status was overwhelmed.
From the outset, and well before the reprehensible situations at the
Walter Reed Barracks and other locations were recognized, the
Commission saw the need for a rapid and seamless process that
protects the servicemember while he or she progressed to veteran
status. Transition became one of the major issues studied by the
Commission. Interim recommendations addressing transition issues
were offered as deliberations progressed.
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The VDBC examined the policies and processes within the De-
partments of Defense, Veterans Affairs, Labor, Health and Human
Services, and the Social Security Administration that affected sepa-
ration or retirement. Each of these entities plays a significant role
in the transition of veterans and their families.

Of the many recommendations the Commission made, many of
them pertained to improving the transition process. I am providing
for the record a list of the key transition recommendations and the
status of their implementation as I understand it.

Of the recommendations pertaining to transition of both the Vet-
erans Disability Benefits Commission and the Advisory Committee
on Disability Commission have offered, the one with the most po-
tential to reduce the time to process claims and improve accuracy
and consistency is the ongoing plan to revise the VASRD, the rat-
ing schedule. This complex, multi-year revision will incorporate
current medical knowledge and technology as well as streamline
the diagnosis, evaluation, and adjudication processes.

Another key recommendation with potential long term positive
effect is the movement to an electronic claims record. This is an-
other example of an extremely complex challenge that VA has ac-
cepted and is working on. When fully implemented, it will simplify
and expedite the claims process. As well, the Integrated Electronic
Health Record which was mentioned in the previous testimony.

The Advisory Committee on Disability Compensation took up
where the VDBC left off on making recommendations for improve-
ments to the systems and processes to transition servicemembers
to veteran status. Particular emphasis has been on the injured and
the ill servicemembers who are eligible for the IDES program.
However, the scope of our activities, it covers all servicemen
transitioning to veterans.

Our recommendations have included specific statutory and regu-
latory changes such as increased family support services, edu-
cational, vocational training and rehabilitative support. Many of
these recommendations have been adopted in whole or in part. We
have recommended the VA undertake an in depth longitudinal and
independent evaluation of the VR&E Program as soon as possible
to determine the effectiveness of the program in serving disabled
veterans. We believe there are significant opportunities for improv-
ing access offerings and management.

We have offered recommendation for reducing a number of con-
tact points a veteran must touch in order to understand and re-
ceive benefits, also mentioned in previous testimony. We are in the
process of reviewing the availability of mental health programs for
veterans. The Committee is also tasked to look at unique Reserve
and National Guard transition issues and we recently added a U.S.
Air Force Reserve medical officer to the Committee to assist us in
that regard.

The current IDES program incorporates many of the rec-
ommendations of the Veterans Disability and Benefits Commission
and the Advisory Committee on Disability Compensation. It rep-
resents a tremendous effort on the part of VA and DoD to focus on
the transition of members who are sick or injured to veteran sta-
tus.
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All parties, including the Congress, are frustrated by the average
time still required to complete the transition. From the perspective
of someone who has the opportunity to work on this effort over the
last eight years, I do believe that progress is significant and more
importantly that the progress will continue.

On behalf of the Advisory Committee, thank you for the oppor-
tunity to testify on this important matter.

[THE PREPARED STATEMENT OF LIEUTENANT GENERAL JAMES
TERRY SCOTT APPEARS IN THE APPENDIX]

Mr. RUNYAN. Thank you very much, General Scott, and I thank
you for your service to this country and your continuing service to
our heroes. I appreciate it.

With that, we will begin a round of questioning. My first ques-
tion is for Dr. Wilensky. In your testimony you mentioned the im-
portance of recognizing that there are different functions that med-
ical exams can serve and there are many different goals. How
would you incorporate your suggestion of the ongoing periodic med-
ical evaluations into a single disability exam process?

Ms. WILENSKY: It is a good question, Mr. Chairman. The reason
I mention that is having spoken with many medical officers, those
currently and previously in the military, they reminded me of the
different functions that a medical exam can fill, a physician maybe
determining the diagnosis or the process of treatment and then the
progress in terms of that individual over time, which may be on an
ongoing basis. When it comes to an exam that is done in order to
determine fitness to serve or a disability status, that is a moment
in time. I mean, it is an important moment in time. It needs to be
on a single basis as is being done. But it needs to be recognized
within the context that there will be ongoing periodic evaluations,
both in order to be able to treat the individual, whether he or she
returns to duty or becomes a veteran, and also periodically should
be done in order to establish whether or not the disability is con-
tinuing as it was initially established.

It’s important to recognize that a single exam may include dif-
ferent components, it will be a snapshot and a moment in time, but
it doesn’t mean that it is the only medical exam that will be occur-
ring over time. If you have a medical problem, you would want to
have your medical professional seeing you when carrying out the
course of treatment. It is to recognize that the focus on having this
one exam done by a VA certified physician is appropriate for the
particular purpose of establishing fitness to serve or a VA disability
as of that moment, but there will be, should be continuing medical
exams over time for these other purposes.

It’s really to remind people this is not once and never again will
you have a medical exam because that would not provide optimal
care.

Mr. RUNYAN. Thank you for that. And also, talking about dis-
ability and payment steps as we begin to deal with the transition
and then loss of earnings and finally quality of life, can you give
your assessment of the current state of these steps and how we can
improve that process?

Ms. WILENSKY. Thank you very much, Mr. Chairman. This is an
area that for me as an economist was particularly important. We
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on our Commission recognize that the payment, the orientation and
thinking of the disability payment was heavily tied to post-World-
War-II thinking where the loss of a limb or a certain type of injury
could have very major impacts on earnings-potentials of individuals
of post World War II, Korean and Vietnam eras.

We were recognizing that we are now in an information and
service oriented economy. And what that means is that with the
help of the VA, the GI bill and others, even seriously injured indi-
viduals can be helped to reach a higher functioning state with the
proper support, both VRA for those who need vocational, but higher
education for those who are in a position to do so, and may be able
to reduce or eliminate any earnings loss per se. Even for those indi-
viduals, they may well merit a quality of life decrement payment
such as was the case for two out of the three injured on our Com-
mission.

I mentioned in my testimony that the wife of a third individual,
Tammy Edwards, her husband is not somebody who is ever going
not to have a major earnings loss as well as a quality of life decre-
ment, no matter how much training and education was provided
because of the severity of his injuries, including brain injuries as
well as major burns.

So it is important to recognize that even in an information and
service society, there will be people who will continue to have sig-
nificant earnings losses and quality of life decrements. But for peo-
ple, like, two of our members, they would not have earnings losses.
They would require a lot of support, payments while they were
going to school, as well as what was as expensive support for their
education.

To the best of my knowledge, we have not made much progress
in this area, although as you know, there has been a significant im-
provement in the educational support to people post service.

Mr. RUNYAN. I have one question for Mr. Fisher quickly. I as-
sume you have communication insight into the world of Wounded
Warrior support, obviously through your organization. What is the
general feel in this area pertaining to how the DoD and the VA uti-
lize and communicate to organizations such as The Fisher House?
Obviously, a lot of what we are talking about today deals with the
lack of communication or lack of knowing the pathway forward.

Mr. F1sHER. Thank you, Mr. Chairman, and I would say in gen-
eral we have maintained a very, very good dialogue with both the
DoD and the VA. It is necessary for us to do so because the way
we determine where a house is located is by dealing with the VA
or the Surgeons General. So communication for us is absolutely es-
sential so that we don’t waste money. Every donation we get is pre-
cious. So we can’t afford to have a house built where it doesn’t be-
long.

So the communication with the VA and the DoD has been fairly
good in terms of our ongoing dialogue.

Mr. RUNYAN. Thank you very much. With that, I recognize Mr.
McNerney.

Mr. McNERNEY. Thank you, Mr. Chairman.

Mr. Fisher, I would just like to thank you for dedicating so much
of your life to the service of other people.



25

In your experience, what if anything can be done to ensure a bet-
ter continuity of care for wounded warriors before they go home to
live with their families, especially ones without PTSD and trau-
matic brain injuries? I know this is a tremendous burden on the
families. Is there anything we could do or that the DoD or the VA
could do to make that transition easier so the families can deal
with this enormous burden?

Mr. FIsHER. Thank you, sir. I would, I think in my prepared
statement I suggested that there potentially could be kind of a
spousal education program upon deployment or as they entered the
military and if a serviceman or woman enters the military as a sin-
gle person and gets married while in the military, that their spouse
at the time join a program.

I think it is essential for the spouses to learn what the signs are
or what to look for. They don’t always manifest themselves with vi-
olence off the bat or the screaming and mood swings and so forth.
I think that sometimes it could be just, you know, something as
simple as not sleeping at night after deployment.

So I think some kind of a spousal educational program that
would kind of educate them, let them know what the signs or what
the early warning signs are when they come home.

Mr. McNERNEY. So this education would have to start before
they come home basically.

Mr. FisHER. Well, in terms of the spousal program, I would like
to see something like that happen upon deployment before they
leave, and I mean the first time, not if we are talking about mul-
tiple deployments.

Mr. McNERNEY. Thank you. Ms. Wilensky, I was struck by some-
thing you said, the starkness of your statement that the problem
is in the handoff, not in the quality of care, but then you also said
that the IDES exam is just a single point in time. Things change
and so I would like to get your idea of how we could make this
work better. I mean, you must have a vision of how this would
work.

Ms. WILENSKY. The good news, as I indicated, was that our ob-
servations, and that is supported by others as well, is that the ac-
tual quality of care being delivered. Once the person is in the place
they are supposed to be, either active duty military or in the VA
system, has been very good, and that the problems have occurred
whenever they are making a change. There is not a single handoff.

When they move from inpatient to outpatient care, there were
major problems. It was why the Wounded Warrior Recovery Pro-
gram was so important to put in place. And while that has report-
edly helped, there are still concerns about whether it is completely
getting the job done, whether those transitions and handoffs are oc-
curring for the especially very seriously wounded as well as they
need to be and whether that will continue as we go out because we
are still seeing very seriously wounded individuals coming out of
Afghanistan and other places.

So it is not even there a single handoff. It is every time somebody
moves to a different part of their care is when the problems have
been occurring and those are the places where we remain vulner-
able.
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With regard to the point in terms of evaluation, something like
a three year evaluation of a disability is appropriate, so that there
can be an assessment as to how the person is progressing and the
kinds of needs that they have at that point, and again it was the
emphasis that this is not anything other than a snapshot. It needs
to be a really good snapshot because you are making a decision
about fitness to serve and disability for the person who is leaving
the service, but it has to be a series of follow-on snapshots, and
three years is the time that was recommended to us.

Mr. MCNERNEY. Thank you.

Ms. WILENSKY. We did, by the way with respect to your question
to Mr. Fisher, specifically recommend for the families of those who
are severely wounded that the legislation be passed to allow them
a six month family leave period as well as extended respite care
to the parents or spouse of the severely injured.

Mr. McNERNEY. Okay. I want to yield back to the Chairman.

Mr. RuNyAN. I apologize to everyone. We just had a bill called
in Natural Resources and I don’t have any other Members on my
side, so we are going to have to go into a recess for about a half
an hour and reconvene at that point. I apologize and we will be
back shortly. Return at noon.

[Recess.]

Mr. RUNYAN. The Committee will again come to order and I
apologize for the delay and appreciate your patience in working
with this. I have a question for General Scott. Based on what you
heard this morning in respect to DoD and the VA’s testimony on
the progress of IDES as this point, generally how would you grade
their progress with the recommendations of the Veterans Disability
Benefits Commission?

Lieutenant General ScoTT. Well, I think that both departments
picked up on the problem after it was brought to their attention.
As I said, it was pretty clear early on that some peacetime arrange-
ment where the VA and the DoD was not satisfactory for large
numbers of returning soldiers.

Again, like you, sir, I was present when there was nothing, you
know, when the VA and DoD essentially were not communicating
at all about how to transition particularly injured or ill
servicemembers, but all servicemembers to VA.

It was basically, it was, well, here are your discharge papers, pe-
riod. So I would say that I would give them a B to B+, and to get
to an A they have got to reduce the average time, understanding
that there are always going to be some cases that are just really
complex, that are going to take an inordinate amount of time, and
that makes the average, that runs the averages up.

But I am pretty sure from what I heard this morning and from
what I know from working with the VA in particular, that they are
working to get these numbers down. And of course, numbers are
not everything because we have got to be sure that we are taking
care of the servicemember. As was said earlier, you have to be
careful about trading off efficiency for effectiveness of speed for ac-
curacy.

Having said that though, I think that anyone who was testifying
here or the backups would agree that we can do better and I can’t
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tell you what the right number is, but I believe that these two de-
partments are going to get it lower in that regard, so I give them
a B to a B+ for progress certainly higher than that for an effort.

Mr. RUNYAN. Thank you. Just one final question. Mr. Fisher, you
talked about how the communication back to the departments is
good. Are they providing you with the right amount of information
and access to the wounded warriors to fulfill your mission? Or are
there other things that you would like to be able to help?

Mr. FisHER. No. We are being provided with the information and
the access to the wounded warriors, absolutely. We are doing fine
in terms of our interaction on that front.

Mr. RUNYAN. Thank you for that. Okay. With that being said,
again I apologize for the delay and I thank the panel for their testi-
mony and look forward to continuing to have these discussions as
we work to help our warriors transition into their life, so with that
being said, the panel is excused. Thank you very much.

I call the third panel up at this time. First we will hear from Mr.
John Wilson, Legislative Director from Disabled American Vet-
erans, and then we will be hearing from Mr. Phil Riley, the Senior
Benefits Liaison for the Wounded Warrior Project, and then, Mr.
Eric Greitens, the Chief Executive Officer from The Mission Con-
tinues.

We appreciate your attendance today, and your complete and
written statements will be entered into the hearing record. And
Mr. Wilson, you are now recognized for five minutes for your oral
statement.

STATEMENTS OF JOHN WILSON, ASSISTANT LEGISLATIVE DI-
RECTOR, DISABLED AMERICAN VETERANS; PHIL RILEY,
SENIOR BENEFITS LIAISON, WOUNDED WARRIOR PROJECT;
ERIC GREITENS, CHIEF EXECUTIVE OFFICER, THE MISSION
CONTINUES.

STATEMENT OF JOHN WILSON

Mr. WILSON. On behalf of the Disabled American Veterans and
our 1,200,000 million members all of whom are wartime and dis-
abled veterans, I am pleased to be here today to testify before the
Subcommittee on Disability Assistance and Memorial Affairs about
the Integrated Disability Evaluation System or IDES.

IDES is the result of a recommendation of several commissions,
as we know, with the goal of DoD and VA creating a single, com-
prehensive standardized medical exam that the DoD administers
serving DoD’S purpose of determining fitness and VA’s of deter-
mining initial disability ratings.

A comparison between the DES pilot that was launched in 2007
by the DoD and the VA, and the legacy DES found Active Compo-
nent military members completed the pilot in an average of 289
days, and Reserve Component military members completed it in an
3verage of 270 days, compared to the legacy DES average of 540

ays.

Surveys revealed significantly higher satisfaction among DES
pilot participants from those in the legacy system, and on July 30,
2010, the DoD Senior Oversight Committee Co-Chairs directed that
IDES expand worldwide and it was by October of 2011.
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While the DAV is generally pleased with the IDES, there are two
topics I wish to address in my oral testimony. First, we are con-
cerned about the military members going through the IDES not
having ready access to representation from a veteran service orga-
nization as they did under the legacy DES.

The issue of access to counsel to advise military members on the
disability claims process is a concern of DAV and other VSOs and
is also cited as a concern by the Recovering Warrior Task Force.
The Task Force conducted surveys to determine the effectiveness of
DoD programs and policies of for Recovering Warriors to include
IDES. Their survey results reinforce the importance of providing
legal counsel for the Medical Evaluation Boards as well as Physical
Evaluation Boards. And even though the surveys clearly dem-
onstrate the value of having legal counsel available throughout the
disability evaluation process, the majority of Task Force focus
group participants said they do not have any personal experience
with or knowledge of these specialized legal services.

As a result, they may be accepting PEB decisions that are not
in their best interest, and the benefits they receive, may be less
than what they would received have had if they understood the
long term consequence of their acceptance of a particular PEB deci-
sion.

We believe that all those going through the IDES process should
have a clear understanding about it. That understanding would be
best provided if they had access to the free assistance from certified
representatives of VSOs who can not only explain the process and
their rights, but can also act as their advocates.

There has been some positive movement in this area that par-
tially addresses VSO representation. The VA’s Integrated Dis-
ability Evaluation System Implementation Guide issued in Decem-
ber of last year states that VA Military Services Coordinators will
“explain the availability of Veterans Service Organizations and pro-
vide a VA Form 21-22, Appointment of Veterans Service Organiza-
tion Claimant’s Representative, if the servicemember expresses in-
terest.”

While this is an improvement, we find it too passive. We rec-
ommend this guidance be modified so the Military services Coordi-
nator explain the option of VSO representation whether or not the
military member “expresses an interest.”

The second area to address is the effectiveness of the Physical
Evaluation Board Liaison Officers or PEBLOs, who are supposed to
guide servicemembers through IDES on the DoD side of the proc-
ess, to ensure they are aware of their options.

The Task Force found that many participants had limited knowl-
edge about the role of PEBLOs. More often than not, comments
about PEBLOs were negative and military members seemed to ex-
pect them to be more of an advocate than they are. That is not
their role.

While DAV has received information from the field that indicates
the performance of PEBLOs has improved generally, there have
been occasions when PEBLOs have incorrectly advised members.
Recently, a PEBLO advised a member that he could not personally
appear before the Formal Physical Evaluation Board to appeal the
Informal Physical Evaluation Board’s decision. This is clearly in
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error. But one of DoD’s National Service Officers was able to pro-
vide the correct information to the member.

And another case, a PEBLO incorrectly advised a master ser-
geant that he would received 10 percent as his retirement pay as
a result of the IDES decision, even though he had been in the mili-
tary 22 years. We clarified for the member that, in fact, he would
be eligible for 55 percent of his base pay due to his 22 years of
service, and that 10 percent that he would receive was his VA dis-
ability rating, not his retirement pay, and that would be offset.

In order to prevent these types of errors and improve satisfaction
levels, we believe it is imperative that training and quality control
be reviewed and strengthened to make sure that VA is getting the
rating decision right for the first time.

As stated earlier, military members expect PEBLOs to be more
of an advocate. The role of advocacy is key. Most servicemembers
may not realize how complex the disability adjudication process is
and have little time to learn, given the new time constraints. DAV
believes that military members best interests would be served with
greater access to the free assistance from representatives of VSOs
who not only help them understand the claims’ process, but will
also act as their advocates.

Mr. Chairman, that concludes my testimony. I would be glad to
answer any questions you may have.

[THE PREPARED STATEMENT OF JOHN WILSON APPEARS IN THE AP-
PENDIX]

Mr. RUNYAN. Thank you very much.
Mr. Riley.

STATEMENT OF PHIL RILEY

Mr. RiLEY. Chairman Runyan, Members of the Board, Sub-
committee, rather, Wounded Warrior Project welcomes this oppor-
tunity to share our views in the Integrated Disability Evaluation
System, IDES.

As a Senior Benefits Liaison with Wound Warrior Project, it is
my privilege to represent wounded, injured and ill as they go
through the IDES leading to military retirement, separation or pos-
sible return to duty.

Wounded Warrior Program recognizes that VA and DoD staffs
have worked hard to improve disability evaluation process. We
have seen some improvement, but much more work needs to be
done to realize the goals set for IDES.

As we see it, VA is meeting its commitments to IDES, but DoD
has more work to do. IDES was created as a streamlining effort to
replace separate DoD and separate VA medical evaluations and
disability ratings. The goals were to create a less complex non-ad-
versarial system that was faster, produced more consistent evalua-
tions and compensation and led to a seamless transition from mili-
tary to civilian life. In large part these critical and important goals
have not yet been achieved.

IDES begins with the warrior being referred to a Medical Eval-
uation Board or MEB for short. A board of several medical officers
charged with evaluating, if the warrior is able to meet medical re-
tention standards and return to full duty. When MEB determines
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that the warrior does not meet retention standards, it makes rec-
ommendation to the final deciding authority, the Physical Evalua-
tion Board or PEB.

The MEB’s findings are documented in a narrative summary
called the NARSUM. That summary (NARSUM) becomes the most
important evidence the PEB uses. But in doing its work, the MEB
does not examine or usually does not even meet with the
servicemember.

In our experience the critical summary the MEB prepares is
often incomplete and inaccurate, and the servicemember has lim-
ited time to review and challenge the MEB summary. As a result,
critical errors frequently go uncorrected.

Allow me to share a case study from case experience of one of
many wounded warriors we have worked with to illustrate some of
these problems. The Army officer sustained a penetrating head in-
jury in Iraq. Early in the course of his rehabilitation, he and his
wife were pressured into signing papers and rushed him into the
MEB and cut short some treatment.

The NARSUM ultimately prepared by the MEB failed to include
any description of the officer’s day-to-day functional impairment.
Instead, it simply listed medical conditions. Even at that, one of
those conditions, loss of the use of an arm was omitted from the
critical document.

Later, the warrior transition unit he was assigned to actively dis-
couraged him from appealing the PEB decision as “that would slow
the process down.” Their experience illustrates that IDES is subject
to troubling, disruptive pressures.

Overall, this profoundly wounded officer was prematurely pushed
into a Medical Board process that produced a deeply flawed deci-
sion document that led to an erroneous decision and ultimately a
lengthy but fortunately successful appeal.

A less experienced young warrior with similar injuries and with-
out the expert representation this officer secured might have fared
much differently. It would be a mistake to judge IDES solely by
reference to timeliness. That would overlook the dangers of moving
too quickly, focusing only on the major unfitting conditions, at the
expense of all medical conditions. Moving quickly often results in
erroneous rating decisions and in servicemembers not getting need-
ed medical care.

IDES is highly vulnerable to quality control issues, incomplete
exams, exam reports that fail to include new diagnosis, incomplete
or insufficient NARSUMSs and missing critical documentation.

MEBs often don’t have the time to review a warrior’s medical
records or do needed research on depth. The NARSUMs too often
are not fully developed, not comprehensive and inaccurate, and too
often fail to identify and fully document all of the warrior’s medical
conditions or minimizes them. These problems are often due to
pressures to move cases along but errors ultimately prove harmful
to the warrior. Wounded warriors and caregivers themselves gen-
erally are both poorly informed and under represented in navi-
gating IDES.

In theory, the PEBLO, that is Physical Evaluation Board Liaison
Officer, should close any information gaps. In reality some of those
liaison officers don’t fully understand the system themselves and
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have such large caseloads that they can’t provide adequate assist-
ance to everyone.

Also, there is considerable variability in the JAG’s expertise on
the IDES and there are just not enough JAG officers with nec-
essary expertise.

For recommendations, the Wounded Warrior Project has a num-
ber of recommendations to offer to more fully realize the goals set
for IDES. We urge the Committee to work with Armed Services
Committee to spur the executive branch to make needed changes.

High among the recommendations in our written submission, we
urge that DoD be directed to re-engineer and institute quality con-
trols on its part of the IDES process.

In conclusion, today, almost five years after the bipartisan com-
mission called for streamlining the complicated Disability Evalua-
tion System, the goals and vision for that system have yet to be
realized.

Thank you for this opportunity to testify.

[THE PREPARED STATEMENT OF PHIL RILEY APPEARS IN THE AP-
PENDIX]

Mr. RUNYAN. Thank you very much.
Mr. Greitens, you are now recognized.

STATEMENT OF ERIC GREITENS

Mr. GREITENS. Thank you. Mr. Chairman, Congressman
Carnahan, Members of the Subcommittee, thank you for the oppor-
tunity to testify this morning as the Founder and CEO of The Mis-
sion Continues. The Mission Continues is a national nonprofit orga-
nization that challenges veterans to serve and lead in communities
across America.

We believe that any system that is designed to create successful
transitions for veterans, will only work if veterans are recognized
for the immense abilities that they bring back to their commu-
nities. We have learned that by focusing on these strengths, despite
some of the most severe disabilities, we can facilitate successful
transitions from warrior to citizen.

As a Navy SEAL, I served four tours in the Global War on Ter-
rorism. On my last deployment in Iraq, my unit was hit by a sui-
cide truck bomb. I was treated at the Fallujah surgical hospital and
returned to full duty 72 hours later, but some of my friends—some
of whom were standing an arms length from me—were hurt far
worse than I was.

When I returned home, I visited them and went to Bethesda
Naval Hospital to visit other wounded servicemembers. When I
asked them, “What do you want to do when you recover,” each one
of them said, “I want to return to my unit.” Their bodies had been
injured, but their spirit of service had endured.

My experience at Bethesda that day was not unique. In a recent
survey of post-9/11 veterans, 92 percent strongly agreed or agreed
that serving their community is important to them.

At The Mission Continues we create successful transitions by
challenging veterans to continue their service and engaging them
in six-month fellowships at nonprofit and public service organiza-
tions in their communities. Today, an Army specialist from the
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82nd Airborne now trains service dogs for the disabled; an airman
now serves at a women’s shelter; a Marine Corps sergeant now
builds homes with Habitat for Humanity.

During their fellowships, our veterans are provided with stipends
and mentors, and are engaged in a comprehensive curriculum de-
signed to achieve one of three post-fellowship goals. They go on to
full-time employment, full-time education, or participate in an on-
going role of service in their communities. To date, we have award-
ed fellowships to 255 post-9/11 veterans, who have served with 168
organizations across the country.

For example, in Mississippi County, Arkansas, Anthony Smith
served his fellowship working with under-privileged youth. In 2004,
Anthony was serving as a major in the Army when he was hit by
a rocket-propelled grenade. After spending 64 days in a medically
induced coma, he awoke to find that he was blind in one eye, had
lost his right arm underneath the elbow, and that parts of his leg,
hip and spinal cord were damaged. Like many of the veterans that
we work with, his transition was difficult, and he started to doubt
whether or not he was needed here at home.

After Anthony became a Mission Continues Fellow, he found a
renewed sense of purpose. Through his fellowship, Anthony is
using martial arts to mentor at-risk youth. Using pushups, mod-
eling patience, and teaching self-control, Anthony teaches character
lessons to dozens of students every day.

In two independent research reports, the George Warren Brown
School of Social Work at Washington University has found that
nearly 80 percent of the participants in our program reported that
serving in the community had a positive effect on their future em-
ployability, performance, and promotion; 86 percent of participants
reported transferring their military skills to civilian employment;
and 100 percent of fellows reported that they will probably or defi-
nitely stay involved in volunteer activities and public service in the
future.

Mr. Chairman, Congressman Carnahan, the story of this genera-
tion of veterans is still being written. Some have a tendency to rely
on PTSD figures, unemployment statistics, and suicide rates to tell
us how our veterans are transitioning. But these statistics do not
tell the whole story. These statistics do not capture a veteran’s de-
sire to continue to serve and their willingness to lead in commu-
nities upon their return.

They do not tell the story of Shawn, an Army veteran who is now
a youth football coach in Massachusetts, or April, the Army veteran
who serves as a mentor to refugee children in the Chicago class-
rooms.

Across America veterans are serving again. In fact, the majority
of the members in this Committee have Mission Continues fellows
serving in their district or neighboring districts. And last year,
with our fellows as examples, The Mission Continues engaged over
15,000 Americans to spend a day of service with veterans in their
communities. Our Mission Continues fellows are enduring leaders
who have overcome pain and turned it into wisdom. They are vet-
erans whose commitment to our country did not end on the battle-
field.
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In order for veterans to transition successfully, communities
across America must begin to recognize the service they still have
to give. We believe that when the story of this generation of vet-
erans is written, it will not only be a story of the wars they have
fought overseas; it will also be a story of the homes built, the parks
restored, the young minds engaged by veterans whose mission con-
tinues here at home.

Mr. Chairman, we are grateful for your support and the support
of this Subcommittee. I would welcome any questions that you or
other Members may have. Thank you.

[THE PREPARED STATEMENT OF ERIC GREITENS APPEARS IN THE
APPENDIX]

Mr. RUNYAN. Thank you, Mr. Greitens. I appreciate that. I thank
you for your service and what you are doing to help our servicemen
and women. On a personal note, I am fortunate enough to have in
my district office a wounded warrior. I would say she is probably
one of the top employees we have around there and she deals with
all of our veterans case work.

Mr. GREITENS. Yes.

Mr. RUNYAN. And does a very good job at it. So I agree with pret-
ty much everything you said.

Mr. GREITENS. Thank you.

Mr. RUNYAN. Especially as to on how motivated these individuals
are, and how giving and service oriented they are.

Mr. GREITENS. Yes.

Mr. RuNYAN. Mr. Wilson, I have a question for you. Do you think
the VA and DoD have adequately taken the recommendations of
the various Commission reports into account and of those rec-
ommendations, which of those recommendations have or have not
been implemented?

Mr. WILSON. There are certainly a number of recommendations
that the Commission has put forward. One of the ones that we
were most concerned about had to do with the single comprehen-
sive exam, letting the VA, in fact, do what they do best, which is
evaluate disabilities and provide overall rating examinations. They
have now done that and generally it seems to be an effective pro-
gram. There continues to be concerns with the DoD and VA staff-
ing levels for physicians in order to make sure the exams are being
timely that the narrative summaries are fully developed by the
DoD, and again that there are a sufficient number of physicians on
staff to make this as timely as possible.

The other issue is JAG representation. It is critical for an indi-
vidual to know their legal rights. You have to have a sufficient
number of JAG officers, Judge Advocate Generals, to advise per-
sonnel about what those rights are. They may not fully understand
them, and that is a concern to us. The staffing levels of the
PEBLOs is also a concern because they need to have a certain
number of PEBLOs in order to manage the cases.

PEBLOs are asked to address issues that are cross functional
which leads to some of the problems that I alluded to in my testi-
mony.
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Mr. RUNYAN. And in talking about knowing your rights, whether
it is getting to a JAG or dealing with a PEBLO, do you see the pos-
sibility of the VSO having a role in that?

Mr. WILSON. Yes, sir. In my written testimony, I highlight some
statistics that we had for DAV exclusively and other Veteran Serv-
ice Organizations could provide additional information I am sure.

We have seen a steady decline in the number of individuals we
have represented over the years since the implementation of the
IDES program. Now, that may be as a result of individuals think-
ing that a 30 percent disability rating with VA is good. It gives me
retirement so I move on.

Our concern is that 30 percent may not be an accurate rating of
their disabilities and some of those individuals who may have got-
ten a 10 or 20 and severance pay instead, may not have received
an accurate rating of disabilities either. It depends on what infor-
mation you provide and how well it is documented in your medical
record, of course.

Veterans Service Organizations can advise military members on
the IDES and are excellent at doing so. That is DAV’s forte, as a
matter fact.

Mr. RunyAN. Thank you.

Mr. Riley, if you could identify one fundamental problem with
the IDES program that should be addressed immediately, what
would that be?

Mr. RILEY. The NARSUM preparation needs much better quality
control by DoD and the Services.

Mr. RUNYAN. Okay. In dealing with how the VA and the DoD,
and the contrast between recovering warriors that have the long
delays and those others that are expedited right through it, how do
we bring that gap together where it is more consistent, because ob-
viously some of them do need to be expedited, but there is always
going to be a breakdown there and try to, obviously cut that
down—I think you mentioned or someone in the other panel men-
tioned we would like it to be at 100 days if we could. How do we
get there?

Mr. RILEY. I think that is a question that the medical command
has to come to grips with but basically if there are serious condi-
tions, not just unfitting conditions that need treatment, the treat-
ment should be given, and there should be some control over that,
instead of just pushing them through as soon as they have gotten
identified as unfitting or several unfitting conditions and making
it go fast at that point. The other thing, of course, is getting good
advice to some of the people to make sure they make the most of
their medical treatment availability, don’t miss their appointments
and administrative things of that nature.

Mr. RUNYAN. Thank you. Mr. Greitens, I just have one question
for you, specifically because you deal with a lot of these wounded
warriors day in and day out. What is the feedback you get from
them about this program?

MR. GREITENS. Sir, generally, with this program there has been
a lot of——

Mr. RUNYAN. Is your mic on?

Mr. GREITENS. Yes, sir. Yes, sir. With this program, what we
have seen from a number of veterans, certainly a broad spectrum
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of responses, but I think with many of the veterans there has been
frustrations, though with this process, and the frustration, sir, is
that as they are coming back, it is not just dealing with the system
for getting a solid disability rating. The larger point is that there
is not a clear avenue for them out of this process, so there in a dis-
ability process. But the question is, of course, for them, what comes
next.

Our answer at The Mission Continues is that you can continue
your service to your country as you come back, and of course we
need to have answers to them both around employment and edu-
cation.

And what we believe is that in order for this transition process
to be successful, what those veterans have to see very early on is
that there is this light at the end of tunnel, and one of the things
that I would recommend, we found that oftentimes the very best
people who can actually advocate for and work with wounded vet-
erans are oftentimes wounded veterans themselves because they
have been through the process, they have lived through it and one
of the things that they can also offer to their colleagues is some
hope that at the end of this process there is a way to turn this pain
into wisdom, there is a way to turn the suffering and the strength,
and there is a way for them to continue their mission of public
service to their country, sir.

Mr. RUNYAN. Thank you very much.

Mr. GREITENS. Yes, sir.

Mr. RUNYAN. Mr. Carnahan.

Mr. CARNAHAN. Thank you, Mr. Chairman. I want to start with
Mr. Wilson and Riley and really follow up on the things you
touched on about getting a good advice and to what extent that you
mentioned, Mr. Riley, the shortage of JAG officers, but also, Mr.
Wilson, you mentioned the legal counsel that is available through
your organizations. How are those coordinated and are there ways
that that can begin, try to maximize the resources that are out
there to be sure they are getting that good advice in the process?

Mr. WILsSON. To address the issue of access to Disabled American
Veterans, representatives or other certified Veteran Service Orga-
nizations, we know when we look at the guidance currently avail-
able from DoD and VA, the VA and Military Services Coordinator,
his task, as I said in my testimony, with the task of letting you
know you have an interest, that there are VSOs who can assist
you.

Having an interest is a concern to us. If a person is rather pas-
sive in their discussion, the VA Military Services Coordinator may
not pick up on the fact that, yes, they would like to know about
this, so we would prefer that it would be very direct information
sharing from the VA’s Military Services Coordinator. We also be-
lieve strongly that the PEBLO who is supposed to be key to driving
the train on the DoD side of this process, also clearly lets them
know that Veteran Service Organizations are available to assist
them as well. You don’t have to be a veteran in order to get Vet-
eran Service Organization representation and that shift thinking of
someone on active duty versus thinking of themselves as soon to
be veterans may be a part of a problem. As individuals are going
through this IDES process which is new to them, they are learning
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as they go. They get many months of training through the various
military specialties but they don’t get very many months of train-
ing when it comes to the IDES process, They are focused first, get-
ting healthy. Later in the healing process they focus on, what they
are going to do when they get out of the military. In trying to make
that transition they then come to understand they need legal rep-
resentation which we can provide.

Mr. CARNAHAN. And let me ask Mr. Riley to respond as well.

Mr. RILEY. Well, I find that oftentimes when I meet Wounded
Warriors families and the warriors in the wards that they really
want to know something about the benefits process, but they don’t
know who to ask, and they don’t get information right up front.

First of all, I think, when you have got seriously wounded people,
you need to get information right up front and we do a number of
bedside briefings and what have you if we are allowed to.

The PEBLO gives basically a PowerPoint briefing to the
servicemember, and unfortunately most of the time we don’t get en-
gaged until we have been called in by someone who is concerned
about their narrative summary and also they don’t take advantage
of the JAGMEB/PEB Officers. There are some good JAGs and real
trusted JAGs out there now, but there weren’t a few years ago, and
soldiers tend to resist, thinking that they have got a lawyer that
is not on their side when it is a government lawyer, but now they
actually have MEB and PEB lawyer JAGs that are very helpful. I
have worked several cases in conjunction with JAG officers and
that has worked very well.

So what I would finally say is if the Department of Defense
would encourage and bring us on to do more, we could really help
with the success of the IDES process.

Mr. CARNAHAN. Thank you. Let me turn to Mr. Greitens. You
mentioned this avenue out of the process which I think obviously
is a critical component. What is the biggest challenge that you have
found for your fellows in being able to get to that avenue?

Mr. GREITENS. Yes, you know, well, Congressman, one of the
challenges is, is to make sure that as a community organization,
that we have the opportunity to work with men and women who
are interested in this program. Over 50 percent of our rec-
ommendations are coming from Mission Continues Fellows and
Mission Continues alumni who are saying to their servicemembers,
saying to men and women who they are in the hospital with, this
really changed my life, you should get in touch with The Mission
Continues.

We have, at present, a number of excellent advocates, individuals
in the VA system who have seen their patients go on to become
Mission Continues Fellows. But one of the challenges at present is
that for an organization like The Mission Continues or other orga-
nizations that offer services to help veterans make this transition,
there is no central way to become accredited as a high quality serv-
icZ organization that can actually work within the DoD and the
VA.

And so what happens is that for many small nonprofit organiza-
tions who might have a national footprint but don’t have the ability
to go to every military base around the country, right now you
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would have to get an individual memorandum of understanding to
work on that base.

One of the things that would be incredibly helpful is if there is
a joint VA and DoD process that could accredit organizations who
are often very high quality services. As you know, Congressman,
there also is a great number of veterans organizations that are out
there. Not all of them provide high quality services, and so if the
VA and the DoD create an accreditation process, it would help
these organizations to get that accreditation. It would kind of serve
as a way to certify organizations who could help with this transi-
tion.

Mr. CARNAHAN. Thank you.

Mr. GREITENS. Yes, sir.

Mr. CARNAHAN. I have got a couple more that I want to ask you
about and that Chairman has given me leave to ask a few others.

Mr. GREITENS. Yes, sir.

Mr. CARNAHAN. But to your point.

Mr. GREITENS. Yes, sir.

Mr. CARNAHAN. About the VA and DoD, the role that they are
playing in helping to do that now, and sort of where is that room
for improvement, if you could elaborate on what you just talked
about.

Mr. GREITENS. Yes, sir. I think just to elaborate and what I
would like to see is a joint process by which the VA and the DoD
come up with a certain criteria that organizations need to meet in
order to be accredited to provide services to servicemembers and re-
turning veterans. Currently, that process oftentimes varies from
base to base. It can sometimes vary from hospital to hospital.

And so, in the same way The Mission Continues today, it is a
Better Business Bureau accredited charity. The Better Business
Bureau has 20 standards that we have to meet in order to get that
accreditation. I think there is some room here for the Secretary of
the VA and the Secretary of Defense to put together a joint Com-
mittee which would then say these are the standards that organi-
zations have to meet in order to be welcome both on military bases
and in VA institutions.

Mr. CARNAHAN. I think that is a great idea and I think it is a
conversation really worth digging into. And also I wanted to follow
up and ask within what you do, do you see actions that Congress
could do to better assist community-based organizations like yours
to again help with this transition?

Mr. GREITENS. Thank you, Congressman. I think there are prob-
ably two things that Congress can do. One is, I think, because of
the sort bully-pulpit power that individual members have, Con-
gress has, that this Subcommittee has, I think it is very important
for us to get the message out to the public about the capabilities
that this generation of veterans has. Too often when people think
about veterans, if you pulled ten people off of the street right now
and you asked them to give you their top ten words about veterans,
they would certainly say service, they would certainly say honor.
But somewhere in that list of ten, they would also say post-trau-
matic stress disorder, they would say traumatic brain injury, they
would say unemployment, they would say suicide.
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And I believe, Congressman, that we have a battle on our hands
right now to determine what the future, what the legacy of this
generation of veterans is going to be. So first, I think there is a
kind of bully pulpit function of individual congressmen going out
and talking about the wounded warriors who they have, who are
doing incredible work, and let us get that message in front of the
public about the capabilities that these men and women have.

Secondly, my team and some of our other partners in the vet-
erans service space right now are exploring ways that we might ac-
tually engage with existing Federal programs, existing Federal dol-
lars that would help to enable veterans to begin to serve again in
their communities.

Our plan is to do this research and then come back to you, Con-
gressman, and come back to the Subcommittee with a set of rec-
ommendations about how Congress could actually help to facilitate
veterans coming home and continuing to serve in their commu-
nities and executing these successful transitions, and we welcome
the opportunity to follow up with your staff and the staff of this
Subcommittee on those ideas. Thank you so much.

Mr. CARNAHAN. Thank you.

Mr. RUNYAN. I just have one final question, for Mr. Wilson. In
your written testimony, you stated that overall satisfaction rates
are higher in the IDES program than the legacy DES program.
Other than improved processing times, specifically what else is
there that is moving that line?

Mr. WiLsoN. I think it would be interesting to see what the indi-
viduals who are going through the processes themselves have
thought thus far. If I recall correctly, they would like to have a bet-
ter understanding of who their advocate is in this process, who is
that person. How would the DoD and the VA go about improving
this so that it is very clear to an individual that their advocate is
going to be a certain single individual that they can go to? That
is one area, I think, that is of great interest to us, and we would
hope that the briefings are provided are not death by PowerPoint,
but in fact but are given by PEBLO’s who are well trained and un-
derstand the process well enough to explain IDES clearly.

So quality control of the work done by PEBLOs or a Military
Services Coordinators, or others, requires continued review and as-
sessment.

Mr. RUNYAN. I was looking to end on a positive note, other than
the speed at which we do it, of the new system, what would that
be, or isn’t there one?

Mr. WILSON. Oh, are there positives with new system besides the
speed? Yes, sir. We are very pleased with the fact that we now
have a single comprehensive exam done by VA, since they are ex-
perts in this area of providing disability ratings. It is much more
efficient than it was previously and the combining of efforts and
eliminating repetition or competition between the DoD and VA. No
longer are disability ratings done by the DoD and then by the VA
taking out unnecessary steps in this process. That has made a sig-
nificant improvement. Timeliness has improved as well, and I
think satisfaction rates are higher with this program, as a result
of those kinds of modifications.

Mr. RUNYAN. Thank you. You don’t have any questions, do you?
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I want to, gentlemen, on behalf of this Subcommittee, I want to
thank each of you for your testimony and we welcome working clos-
er with you in addressing these issue that have an enormous im-
pact on our American veterans and you all are excused now. I rec-
ognize Mr. Carnahan for a closing statement.

Mr. CARNAHAN. Just again, Mr. Chairman, thank you for your
leadership on the Committee and I want to thank our witnesses,
all three panels today. This is, I think, been a really good overview.
Some really good positive ideas have come out of this and we really
look forward to working with you to be sure we can get these im-
plemented. Thanks again.

Mr. RuNnyaN. With that, I ask unanimous consent that all mem-
bers have five legislative days to revise and extend their remarks
and include any extraneous material.

Hearing no objection, so ordered. I thank the members for their
attendance today, and this hearing is now adjourned.

[Whereupon, at 12:59 p.m. the Subcommittee was adjourned.]
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Prepared Statement of Hon. Jon Runyan, Chairman

Remarks

Good morning and welcome everyone. This oversight hearing of the Subcommittee
on Disability Assistance and Memorial Affairs will now come to order.

We are here today to examine the current framework in the ongoing efforts to
streamline the transition process between active duty soldier to veteran.

The lynchpin of this streamlining process has been the implementation of the In-
tegrated Disability Evaluation System, otherwise known as “I.D.E.S.” This program
was created in December 2007 following the recommendations of the Veterans’ Dis-
ability Benefits Commission, and the President’s Commission on Care for America’s
Returning Wounded Warriors, otherwise known as the Dole/Shalala Commission.

I.D.E.S’s goal is to improve the timeliness, effectiveness, and transparency of the
former legacy DES review process, which had been in place for 60 years prior. In
October of 2010, VA and DoD worked in concert to begin the permanent shift to
ID.E.S around the country in 139 locations. The ultimate objective remains to fully
close the gap which occurs between separation from active duty service and receipt
of VA benefits and compensation.

I am pleased to see progress being made to meet this objective under the new sys-
tem, specifically, helping to cut the transition time between active duty and veteran
status. However, there are several issues and unforeseen problems which need to
be addressed.

First, issues with processing times remain problematic. Whereas some Recovering
Warriors experience lengthy delays in their attempt to navigate through the IDES
system, others are rushed through without receiving the proper medical attention
that they need.

Second, many Recovering Warriors report that they find the IDES process to be
extremely confusing and difficult to understand. Further efforts must be made to
work directly with our Recovering Warriors to ensure that they are making the
right decision for themselves, their families and their futures.

Finally, IDES is not as simple in practice as the various Commission Reports
were hoping it would be when it was first proposed. Now, nearly five years after
its inception, it is important for both VA and DoD to continue evaluating the system
and their efforts to achieve its goals of increasing transparency, improving consist-
ency, and eliminating duplicate processes.

As a new generation of active duty servicemen and women return home from con-
flicts oversees, we must be prepared to meet our commitment to see that their tran-
sition to civilian and veteran life is as efficient and simple as possible. It is our duty
to see that their service is honored as best as our resources will permit.

It is my hope that this oversight hearing will shed some light on some of the prob-
lems we have encountered in the implementation of IDES so that we may work to-
gether to find the best solutions possible.

I want to thank the VA, the DoD, the present VSOs, Dr. Wilensky, Mr. Fisher,
and General Scott for their valuable input as we work together to find important
solutions.

I welcome today’s witnesses and would now call on the Ranking Member for his
opening statement.

————

Prepared Statement of Hon. Jerry McNerney,
Ranking Democratic Member

Thank you, Mr. Chairman. I would like to thank you for holding today’s hearing.
(40)
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The purpose of this hearing is to focus on the transition process of
servicemembers to veterans, with a particular focus on the implementation of the
Integrated Disability Evaluation System (IDES), a joint VA/DoD examination and
records integration effort initiated in 2007 as a result of the fallout from deplorable
conditions and disjointed care of Wounded Warriors at Walter Reed Army Hospital.

This hearing will allow us to not just assess the effectiveness of the Integrated
Disability Evaluation System (IDES), but other components of the Pre-Discharge
Program established by the Departments of Defense (DoD) and Veterans Affairs
(VA), and to streamline servicemembers’ transition from active duty to veterans’ sta-
tus.

Today’s discussion on IDES also follows up on our work implementing the Vet-
erans’ Benefits Improvement Act of 2008, Public Law 110-389, which also paved the
way for a number of initiatives targeting the VA claims backlog.

In 2007, the Dole-Shalala Commission, set recommendations for the care of
wounded warriors, and concluded that it is not enough to merely patch the system
for transition to civilian life, as has been done in the past. The experiences of our
men and women returning home complaining about a lack of a clear outline of the
access to care, benefits, and services available to them highlighted the need for fun-
damental changes in the care management and disability systems.

The Dole-Shalala findings marked the siren call for the creation of the Disability
Evaluation System—a joint effort between DoD and VA to move to a one-exam plat-
form, which today we know as the Integrated Disability evaluation System or IDES.

We must make every effort to focus our resources toward assisting transitioning
servicemembers with the comprehensive, coordinated care and benefits they de-
serve. This must occur at the very beginning of a servicemember’s reintegration.

To this end, any member of the Armed Forces who has seen active duty—includ-
ing those in the National Guard or Reserves—is eligible to apply for VA disability
benefits prior to leaving military service through the Benefits Delivery at Discharge,
Quick Start, or IDES pre-discharge programs.

During the application process, servicemembers can get help in completing forms
and preparing other required documentation from VA personnel located at their
bases. Additionally, IDES combines the health exam required by the DoD upon
exiting the military and the VA disabilities assessment exam into a single process,
albeit for different purposes.

In the meantime, in an effort to provide even greater transition assistance, more
elements and players, like the Federal Recovery Coordination Program have been
added to assist our wounded warriors.

I know the intent of these programs are well-meaning, and have helped numerous
veterans across the country. But I still hear from veterans in my district who have
gone through these programs, and continue to experience significant delays, confu-
sion and other problems with effective reintegration.

In fact, to that end, I would like to mention that Mr. Barrow has a helpful bill
pending before the Health Subcommittee, H.R 3016, that would improve reintegra-
tion efforts and require that the Federal Recovery Coordination Program operate
jointly under both DoD and VA.

Since its full implementation at the end of 2011, IDES has been expanded from
3 military bases to more than 139 sites globally and nationally.

With the drawdown of troops over the next few years, I am particularly concerned
by the fact that the average processing times takes 400 days, and that there are
about 200,000 servicemembers already in the system. We don’t need another back-
log and want to avoid that outcome at all costs.

I look forward to having an open dialogue with the panels here today, and with
my colleague, on ways to overcome challenges within the IDES system, and accel-
erate processing without sacrificing quality. Separating servicemembers should not
wait more than a year for their assessments and benefits.

It is my hope that through our examination of the IDES and other pre-discharge
programs today, coupled with the electronic integration and other business reforma-
tion efforts accomplished over the last few years, we will continue to improve and
transform today’s VA claims processing system and help our servicemembers suc-
cessfully transition back into our communities. And NOT into another backlog.

I look forward to hearing from all of our esteemed witnesses. Thank you, Mr.
Chairman. I yield back.
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————

Prepared Statement of Hon. Russ Carnahan

Thank Chairman Runyan and Ranking Member McNerney for recognizing me
here today.

This isn’t the normal Subcommittee that I sit on, but today I am proud to have
an organization from my district that I've had the pleasure of working with testi-
fying before this Committee. I'd like to use my opening remarks to recognize and
introduce to the Committee Eric Greitens of the Mission Continues.

The Mission Continues is truly a remarkable organization that empowers vet-
erans to transform their lives and the lives of others by participating in community
service fellowships. These Mission Continues fellows serve six months at community
non-profit organization and afterwards either obtain full-time employment, pursue
higher education or a permanent role of service. This is truly a remarkable program
that not only gives veterans a much needed sense of purpose following military serv-
ice, but also eases an often extremely difficult transition to civilian life.

And as an organization that is run by a Navy Seal and many former members
of the military, the Mission Continues has a keen understanding of the many chal-
lenges facing our servicemembers when they return home. As this organization con-
tinues to make this model more accessible and available to veterans across our
country, my colleagues and I stand ready to continue to support them in this life-
changing work.

With that, Mr. Chairman, I again thank you for recognizing me, and I look for-
ward to hearing the testimony of not only the Mission Continues, but the other or-
ganizations who are present here today to talk about this important issue.

———

Prepared Statement of John P. Medve

Good morning Chairman Runyan, Ranking Member McNerney, and Members of
the Subcommittee. My name is John Medve, Executive Director of the Department
of Veterans Affairs (VA) Office of VA—DoD Collaboration within VA’s Office of Policy
and Planning. I am pleased to be joined by Mr. Jim Neighbors from the Department
of Defense (DoD). My testimony will focus on the status of the transition process
from DoD to VA, with an emphasis on the Integrated Disability System (IDES), the
Federal Recovery Coordination Program (FRCP), and Veterans Affairs Schedule for
Ratings Disabilities (VASRD) modernization. I will provide the Subcommittee with
an overview of the status of the IDES, the process used to transition the wounded,
ill, and injured who are unfit for continued military service. I will also provide an
overview of care coordination efforts designed to assist severely wounded, ill, and
injured servicemembers and Veterans through recovery, rehabilitation, and re-
integration as it relates to the FRCP, and explain how VA and DoD are commu-
nicating about additions and revisions to the VASRD.

Integrated Disability System (IDES)

VA and DoD’s joint efforts have resulted in improvements and created an inte-
grated disability process for servicemembers who are being medically retired or sep-
arated.

Much has been accomplished to improve the DoD disability process in the wake
of the issues identified at the Walter Reed Army Medical Center in 2007. In early
2007, VA and DoD partnered to develop a modified, integrated Disability Evaluation
System (DES) and a DES Pilot was launched in November 2007. This new, joint
process was designed to eliminate the duplicative, time consuming, and often con-
fusing elements of the separate disability processes within VA and DoD. The goals
of the joint process were to: (1) increase transparency of the process for the
servicemember; (2) reduce the processing time; (3) improve the consistency of rat-
ings for those who are ultimately medically separated; and (4) reduce the benefits
gap that existed between the point of separation or retirement and before receipt
of VA disability compensation. Authorization for the DES Pilot was included in the
National Defense Authorization Act for Fiscal Year 2008.

The DES Pilot was launched at three operational sites in the National Capital Re-
gion (NCR): Walter Reed Army Medical Center, National Naval Medical Center, and
Malcolm Grow Medical Center on Andrews Air Force Base. The DES Pilot was rec-
ognized as a significant improvement over the legacy DES process, and, as a result
of the Senior Oversight Committee (SOC) findings and the desire to extend the ben-
efits of the Pilot to more servicemembers, VA and DoD expanded the Pilot. By the
end of March 2010, the DES Pilot had expanded to 27 sites and covered 47 percent
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of the DES population. In July 2010, the co-chairs of the SOC agreed to expand the
DES Pilot and rename it IDES. Senior leadership of VA, the Services, and the Joint
Chiefs of Staff strongly supported this plan and the need to expand the benefits of
this improved process to all servicemembers. Expansion and full implementation of
IDES was completed by September 30, 2011. Currently, there are 139 IDES sites
operational worldwide, including the original 27 DES Pilot sites.

In contrast to the DES legacy process, the IDES provides a single set of disability
examinations and a single-source disability rating, used by both Departments in
executing their respective responsibilities. This results in more consistent evalua-
tions, faster decisions, and timely benefits delivery for those medically retired or
separated. As a result, VA can deliver benefits in the shortest period allowed by law
following discharge thus reducing the “benefit gap” that previously existed under
the legacy process, i.e., the lag time between a servicemember separating from DoD
due to disability and receiving his or her first VA disability payment. This also pre-
vents the servicemember from having to navigate the VA disability system on his
or her own after separation. The DoD/VA integrated approach has also eliminated
many of the sequential and duplicative processes found in the legacy system. Yet,
there is more to be done.

To monitor our overall performance for the IDES process, VA and DoD track the
performance of the core processes on a bi-monthly basis for the over 25,000
servicemembers in IDES. In addition, VA’s Chief of Staff conducts bi-monthly inter-
nal Video Teleconferences (VI'Cs) with Central Office and Field Executive staff. VA
also has joint monthly VT'Cs with both Army and Navy/Marine Corps to discuss site
performance and general collaboration opportunities.

VA is responsible for four core processes within IDES: claims development, med-
ical examination, proposed rating, and VA benefits. VA average processing time for
VA core processes has decreased from 186 days in February 2011 to 134 days as
of February 2012. The VA target for combined processes is 100 days of the 295 day
combined VA-DoD target. While VA is currently meeting the goals for claims devel-
opment and medical examinations, it is still falling short of meeting the standards
for developing the proposed rating and the delivery of VA benefits. To address these
shortcomings, VA assigned additional raters to Disability Rating Activity Sites
(DRAS), increasing the number of Ratings Veterans Service Representative (RVSRs)
to 167 among the three IDES rating sites in Seattle, Baltimore and Providence,
which represents a 35 per cent increase in personnel. To address the timeliness of
benefit delivery, VA identified a process to receive servicemember separation data
electronically. This functionality is scheduled to be deployed in May of this year.

Despite the overall reduction in combined processing time achieved to date, chal-
lenges remain and there is room for significant improvement in IDES execution.

VA and DoD are committed to supporting our Nation’s wounded, ill, and injured
Warriors and Veterans through an improved IDES. As such, VA believes that its
continued partnership with DoD is critical and is nothing less than our
servicemembers and Veterans deserve.

Federal Recovery Coordination Program (FRCP)

The FRCP was created in October 2007 in direct response to the Dole-Shalala
Commission’s recommendation for improved care coordination for seriously wound-
ed, ill and injured. The FRCP is designed to work and interact with existing mili-
tary and VA health care teams, case managers, benefit coordinators, other Federal
agencies and the private sector. FRCP provides seamless support from the
servicemember’s arrival at the initial Military Treatment Facility (MTF) in the
United States through the duration of his or her recovery, rehabilitation, and re-
integration. The FRCP staff at the policy level coordinates with their DoD counter-
parts under the umbrella of the Joint Executive Council. The FRCP is an integral
part of VA and DoD efforts to address issues raised about the coordination of care
and transitions between the two Departments for recovering servicemembers. Fed-
eral Recovery Coordinators (FRCs) are located in 12 facilities across the country in-
cluding four MTFs, two VA Medical Centers, three VA Polytrauma Centers, and
three Wounded Warrior Program offices.

FRCs assist severely wounded, ill, and injured servicemembers, Veterans and
their families through each client’s recovery, rehabilitation, and reintegration. They
are Masters-prepared nurses or clinical social workers who provide high-level care
coordination for their clients. The FRC creates a Federal Individual Recovery Plan
(FIRP) for each client based on the goals expressed by the client, with input from
his or her family and/or caregiver and health care team. To show greater trans-
parency with servicemembers and Veterans, the FIRP is available through the
eBenefits portal 24 hours a day, seven days a week. eBenefits is a web-based toll
that is now available all servicemembers and Veterans and currently has over 1.2
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million subscribers. FRCs provide client-centric assistance by coordinating all clin-
ical and non-clinical care, benefits, and services, that are aligned with their clients’
FIRP goals, regardless of medical diagnosis, geographic location of injury or illness
or place of medical treatment. Clients remain enrolled in the program as long as
there is a perceived need and benefit to the client. FRCP is unique to other pro-
grams in that once a FRC is assigned to a client, the FRC is the constant point of
contact for that client throughout all transitions.

Veterans Affairs Schedule for Ratings Disabilities (VASRD)

The VA Schedule for Rating Disabilities (VASRD) is the regulatory framework
through which VA provides Veterans with compensation for diseases and injuries
they incur while serving our Nation. It is this rating schedule that guides the dis-
ability rating personnel of VA and DoD in making the correct determination of the
compensation benefit level applicable for a Veteran’s service-connected condition(s).
The VASRD contains disability percentages ranging from 0 to 100% that translate
into monthly compensation for Veterans based, by statute, on “the average impair-
ments of earning capacity.” (38, U.S.C., section 1155) VA is proactively updating and
comprehensively revising the entire VASRD, which currently includes 15 body sys-
tems. This effort is the result of an October 2009 Secretarial directive to revise and
update all parts of the VASRD, using current medical science and econometric earn-
ings loss data. The update process is statutorily required under Section 1155 of Title
38, which states that “[t]he Secretary shall from time to time readjust this schedule
of ratings in accordance with experience.” VA has partnered with DoD and the aca-
demic community to collaborate on revisions to the rating schedule. The collabora-
tion involves public forums in which medical experts, members of the Advisory Com-
mittee on Disability Compensation, DoD officials, Veterans Service Organizations,
and other stakeholders provide input and subsequently form working groups to sub-
stantively revise the rating schedule.

While the public forums and working groups gather input from these important
entities, under title 38 U.S.C., section 1155, VA has ultimate responsibility for ad-
justments to the VASRD. The Veterans Benefits Administration (VBA) has imple-
mented a project management plan detailing the organizational, developmental, and
supporting processes to modernize the rating schedule by 2016. The plan calls for
eight medical officers and six attorneys to work with the subject-matter experts and
cross-agency working groups as described above. The public forum and working
group system is based on a methodology consistent with the Institute of Medicine’s
method of involving medical subject matter experts across disciplines, agencies, and
private sectors. During this ongoing update process, VBA is engaged in a seamless
partnership with VHA.

The VA remains fully committed to meeting the needs of our Nation’s heroes and
their families. VA and DoD are partners and will continue to work together dili-
gently to resolve transition issues while aggressively implementing improvements
and expanding existing programs. These efforts continue to enhance the effective-
ness of support for Wounded Warriors and their families. While we are pleased with
the quality of effort and progress made to date with our joint collaboration, we fully
ufr}fderstand our two Departments have a responsibility to continue to improve these
efforts.

Thank you again for your support to our wounded, ill, and injured
servicemembers, Veterans, and their families. This concludes my testimony and I
will be happy to respond to any questions.

———

Prepared Statement of James G. Neighbors

Chairman Runyan, Ranking Member McNerney, and members of the Sub-
committee, thank you for inviting us to testify before you on the care and transition
of our recovering Service members from the Department of Defense (DoD) to the De-
partment of Veterans Affairs (VA). Taking care of our wounded, ill and injured Serv-
ice members is one of the highest priorities of the Department, the Service Secre-
taries and the Service Chiefs. The 2007 revelations regarding Walter Reed Army
Medical Center were a stark wakeup call for us all. During the past five years, DoD
has worked in tandem with VA to improve policies, procedures, and legislation that
impacts the care of our wounded warriors.

Due to efforts by both Departments, we have reached important milestones in im-
proving care for our recovering Service members. These milestones include a new
disability evaluation system and improved case management that are the result of
a programmatic cohesion with VA that is better than ever before. More so than at
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any other time in our Nation’s history, separating Service members are greeted by
more comprehensive mental and physical care; by greater opportunity for education,
and by a deeper societal commitment to ensuring their welfare.

The Department’s leaders continue to work to achieve the highest level of care
and management and to standardize care among the Military Services and with
other Federal agencies, while maintaining focus on the individual.

Disability Evaluation System/Integrated Disability Evaluation System

The genesis of the Disability Evaluation System (DES) was the Career Compensa-
tion Act of 1949, and it remained relatively unchanged until November of 2007. As
a result of public concern and congressional interest, the joint DoD and VA SOC
chartered a DES pilot designed to create a “Service member-centric” seamless and
transparent DES. The DES pilot implemented many of the changes recommended
by groups like the Veterans’ Disability Benefits Commission and the President’s
Commission on Care For America’s Returning Wounded Warriors to the degree al-
lowed within current law.

The pilot launched at the three major military medical treatment facilities (Wal-
ter Reed Army Medical Center, National Naval Medical Center, Bethesda, and Mal-
colm Grow Air Force Medical Center) in the National Capital Region on November
21, 2007, and successfully created a seamless process that delivers DoD benefits to
wounded, ill and injured Service members and VA benefits to Veterans as soon as
possible following release from duty. We found the DES Pilot to be a faster, fairer
and more efficient system. As a result, in July 2010, the Deputy Secretary of De-
fense and Deputy Secretary of Veterans Affairs directed worldwide implementation
to start in October 2010 and to complete in September 2011. On December 31, 2010,
the pilot officially ended and the first Integrated Disability Evaluation System
(IDES) site became operational.

The IDES, similar to the pilot, streamlines the DES process so that the Service
member receives a single set of physical disability examinations conducted according
to VA examination protocols, proposed disability ratings prepared by VA that both
DoD and VA can use, and processing by both Departments to ensure the earliest
possible delivery of disability benefits. Both Departments may use the VA protocols
for disability examination and the proposed VA disability rating to make their re-
spective determinations. Under Title 10 authority, DoD determines fitness for duty
and compensates for unfitting conditions incurred in the line of duty, while under
Title 38 authority, VA compensates for all disabilities resulting from disease or in-
jury incurred or aggravated in line of duty during active military, naval, or air serv-
ice for which a disability rating of ten percent or higher is awarded, and also deter-
mines eligibility for other VA benefits and services. The IDES permits both Depart-
ments to provide disability benefits at the earliest point allowed under both titles.
It is important to point out that Service members who separate or retire (non-dis-
ability) may still apply to the VA for service-connected disability compensation.

The National Defense Authorization Act (NDAA) for FY 2008, Public Law 110-
181, also required the Department to utilize the VA Schedule for Rating Disabilities
(VASRD). While the Department recognizes that the VA Secretary has ultimate re-
sponsibility and decision authority for the content of the VASRD, we believe DoD
should have more developmental input, given the direct connection between the
VASRD ratings and the decision to place Service members on the medical retire-
ment list with annuities, benefits and healthcare. We appreciate VA’s outreach to
include DoD in the body system rating update review that began last year and the
Services’ participation through their subject matter experts. DoD plans to continue
to participate in VA’s public meetings as DoD and VA leadership continue dis-
cussing how to strengthen DoD’s role in the VASRD rewrite process. We look for-
ward to finalizing a memorandum of understanding with VA, which will formalize
DoD’s active voice in the future development and modernization of the VASRD.

In summary, the IDES features a servicemember-centric design, a simplified proc-
ess, more consistent evaluations and compensation, a single medical exam and dis-
ability rating, seamless transition to Veteran status, case management advocacy,
and establishment of a Service member relationship with the VA prior to separa-
tion. It also provides increased transparency through better information flow to
servicemembers and their families and a reduced gap between separation/retirement
from Service to receipt of VA benefits.

As of early this month, IDES enrollment is 24,957 Service members (66 percent
Army, 13 percent Marines, 10 percent Navy, and 11 percent Air Force). Since No-
vember 2007, cumulative enrollment has been 44,451, with 14,249 completing the
process and receiving benefits. Including Service members who are returned to duty
by the process, active component Service member IDES completion time averages
370 days as of February 2012, Reserve Component members averaged 358 days, and
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Guard members averaged 396 days. These averages are above our targeted goals
but still are significantly lower than the 1940-era legacy system it replaced.

This past year, the Department partnered closely with the VA to implement the
IDES at all 139 DES sites worldwide; however, we recognize the need to do better
in the areas of timeliness to complete the process. This year our focus will be on
such timeliness improvements. We have made significant policy adjustments to re-
move impediments, implemented procedural improvements, enhanced oversight and
assistance to the Military Departments, and added resources that should improve
Military Department performance in this area, including increasing legal support to
advise and counsel Service members undergoing disability evaluation. We will con-
tinue to enhance our emphasis on leadership, resourcing and execution of the IDES
to handle increased volume while decreasing the time spent in the process.

The Departments are looking closely at the stages of the system that are outside
of timeliness tolerances and are developing other options to bring these stages with-
in goal by December 2012 as the Secretaries of Defense and Veterans Affairs have
directed. We are fully committed to working closely with Congress to explore new
initiatives to further advance the efficiency and effectiveness of the disability eval-
uation process.

Recovery Coordination Program

The Recovery Coordination Program (RCP) was established by the FY08 NDAA,
and was further defined by the Department of Defense Instruction (DoDI) 1300.24,
entitled “Recovery Coordination Program.” The Department has implemented many
of the changes recommended by the President’s Commission on Care For America’s
Returning Wounded Warriors to the degree allowed within current law. The FY
2008 NDAA and the DoDI 1300.24 together provide a comprehensive policy on the
care and management of recovering Service members, including the assignment of
a Recovery Care Coordinator (RCC) to help wounded, ill and injured Service mem-
bers and families through the phases of recovery, rehabilitation and reintegration
utilizing a Comprehensive Recovery Plan (CRP) that has been developed in coordi-
nation with the Recovery Team. The policy also provides for standardized training,
and a caseload ratio of not more than 40 recovering Service members per RCC.

Currently, there are 171 RCCs in 84 locations worldwide, placed within the Army,
Navy, Marines, Air Force, United States Special Operations Command and Army
Reserves Wounded Warrior Programs. More than 3,800 Service members and fami-
lies have the assistance of an RCC, whose responsibilities include ensuring the Serv-
ice member’s non-medical needs are met, and assisting in the development and im-
plementation of the CRP. An automated solution was developed to increase effi-
ciencies for RCC’s to be able to maximize their time and service provision to our
Service members and their families. Each RCC receives more than 40 hours of De-
partment-sponsored standardized training, including information on roles and re-
sponsibilities and concepts for developing the CRP. After the October 2011 training,
90 percent of students rated the instruction and course materials as “excellent.” Ad-
ditionally, we are now beginning to train Army “Advocates” in order to bring their
program into compliance with the legislative mandate that every recovering Service
member be provided a DoD-trained RCC. This training is continually enhanced
based on feedback from participants. The Department is committed to ensuring
redundancies are mitigated with other agencies. We believe the Federal Recovery
Coordination Program (FRCP) and the DoD programs are complementary and if
there are perceived redundancies, we do not believe that is indicative of a problem.

Over the past five years, we have increased the numbers of RCCs available to pro-
vide care coordination to our recovering Service members, and looking ahead, each
Military Service will continue to identify and resource their requirements for addi-
tional RCCs. Following are descriptions of three priorities that play important parts
in recovering members’ recovery process. The RCP has expanded to include several
other portfolios, many of them identified as key priorities for the non-medical care
management of recovering Service members during a Wounded Warrior Care Co-
ordination Summit held in March 2011.

The Wounded Warrior Education and Employment Initiative (E2I) operates on a
regional basis and engages recovering Service members early in the recovery process
to identify their skills, career opportunities that match those skills, and any addi-
tional skills they may need for success as they recover and prepare to leave service.
The E2I process relies on collaboration with the Service Wounded Warrior Programs
and the VA, operating under a Memorandum of Understanding to provide VA’s vo-
cational rehabilitation services earlier in the recovery process than ever before.

The Operation Warfighter program (OWF) works to place wounded, ill and injured
Service members in non-paid Federal internship opportunities that positively impact
their rehabilitation and augment career readiness by building resumes, exploring
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employment interests, obtaining formal on-the-job training, and gaining valuable
Federal government work experience. There are currently more than 500 OWF in-
terns working in approximately 75 Federal agencies and sub-components around the
country, with a total of more than 2,500 placements in 105 agencies and sub-compo-
nents since the inception of the program. Going forward, the Regional Coordinators
will continue to focus on local and regional outreach to strengthen relationships
with Federal agencies to improve and enhance internship and employment opportu-
nities for wounded, ill and injured Service members.

The Military Adaptive Sports Program engages wounded, ill and injured Service
members early in individualized physical activities outside of traditional therapy
settings, inspiring recovery and encouraging new opportunities for growth and
achievement. This new initiative is being implemented throughout the Department,
in partnership with the Services and the United States Olympic Committee. The
goals of the program include increasing awareness and participation in adaptive
sports and recreation at the Service-level, preparing athletes for participation in
competitive events such as the Warrior Games, and providing a seamless transition
of participation from this program into VA’s National Veteran’s Sports program.

These measures when taken together, substantially and materially affect the life
experience of our men and women in uniform and the families who support them.
Our work to improve the care of recovering Service members, especially as they
transition from DoD to VA, is the core of our efforts to provide those who have sac-
rificed so much with the care and benefits they deserve. Despite the significant
achievements, we should not underestimate what remains to be done as we care for
a new generation of Veterans who have served under very difficult circumstances
for sustained periods. We will continue to work with our colleagues at VA and
throughout the government to provide our servicemembers with the highest quality
care and treatment. Taking care of our wounded, ill and injured Service members
is one of the highest priorities for the Department, the Service Secretaries, and the
Service Chiefs.

Special Compensation for Assistance with Activities of Daily Living

We recognize the strength of military families and caregivers of recovering Service
members. If a Service member returns home wounded, ill or injured, the military
family and caregiver are the glue that holds everything together during a Service
member’s recovery and transition—which can often be confusing, frightening, and
overwhelming. On August 31, 2011 DoD promulgated policy, authorized by Public
Law 111-84, to compensate all catastrophically wounded, ill, or injured Service
members, with line of duty-related medical conditions, who needed caregiver assist-
ance to live outside a resident medical facility or who required supervision to pre-
vent harm to themselves or others. This policy, enacted through DoDI 1341.12, Spe-
cial Compensation for Assistance in Activities of Daily Living (SCAADL), gives
qualified Service members monthly compensation to help offset the economic burden
borne by their primary caregivers providing non-medical care, support and assist-
ance. As of February 29, 2012, 505 Service members have received the SCAADL
compensation.

Transition Assistance Program (TAP)

Today’s Veterans face a number of challenges in making the transition to civilian
life among these is embarking on a productive post-military career. For every suc-
cess story of a Veteran who has turned skills developed in the military into success
in the civilian workplace, there are, as President Obama has said, stories of Vet-
erans who come home and “struggle to find a job worthy of their experience and
worthy of their talent.” We see these struggles most clearly in high unemployment
rates for Veterans. As we draw down from the wars in Iraq and Afghanistan and
we make difficult decisions about our future force structure in light of the fiscal
challenges the Nation faces, the situation becomes more urgent with the increased
number of Service members—particularly young Service members—departing the
military.

Making a firm commitment to employ America’s Veterans, in August 2011, the
President called for the creation of a Task Force led by the DoD and VA with and
other agencies including the DoL, Department of Education (DoE), Department of
Commerce, Small Business Administration, and the Office of Personnel Manage-
ment, to develop proposals to maximize the career readiness of all servicemembers.
In coordination with our VA, DoL, and DoE partners, DoD’s implements and sus-
tains a comprehensive plan to ensure all transitioning Service members have the
support they need and deserve when leaving the military. This includes working
with other agencies in developing a clear path to civilian employment; admission
into and success in an academic or technical training program; or successful start-
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up of an independent business entity or non-profit organization. The effort is fully
aligned with the VOW to Hire Heroes Act of 2011. It is also consistent with DoD’s
commitment for keeping faith with all of our military members and their families,
providing them a comprehensive set of transition tools and support mechanisms as
they complete their service to our Nation.

Interagency Electronic Health Data

The collaborative Federal partnership between DoD and VA has resulted in in-
creased integration of healthcare services to Service members and Veterans. DoD
and VA spearhead numerous interagency electronic health data sharing activities
and are delivering IT solutions that significantly improve the secure sharing of ap-
propriate electronic health information.

Today’s interagency health information exchange (HIE) capabilities leverage the
existing electronic health records (EHRs) of each Department. As both Departments
are currently addressing the need to modernize their EHRs, we are working to-
gether to synchronize planning activities and identify a joint approach to moderniza-
tion.

Current HIE sharing capabilities do support data sharing between DoD and VA.
The Federal Health Information Exchange (FHIE), Bidirectional Health Information
Exchange (BHIE), and the Clinical Data Repository/Health Data Repository (CHDR)
support continuity of care for millions of Service members and Veterans by facili-
tating the sharing of health care data as beneficiaries move beyond DoD direct care
to the VA. The data shared includes information from DoD’s inpatient documenta-
tion system which is in use in DoD’s inpatient military treatment facilities, includ-
ing Landstuhl Regional Medical Center, Germany, the evacuation and treatment
center Service members pass through if they have a medical problem while deployed
in the current theater of operations. The health data shared assists in continuity
of care and influences decision-making at the point of care.

Transmission of Data from Point of Separation: At separation, FHIE provides for
the one-way electronic exchange of historic healthcare information from DoD to VA
for Service members who have separated since 2001. On a monthly basis DoD sends:
inpatient and outpatient laboratory results; radiology reports; outpatient pharmacy
data; allergy information; discharge summaries; consult reports; admission/dis-
charge/transfer information; standard ambulatory data records; demographic data;
pre- and post-deployment health assessments (PPDHAs); and post-deployment
health reassessments (PDHRAs). To date, DoD has transmitted health data on more
than 5.8 million retired or separated Service members to VA. Of those, approxi-
mately 2.3 million have presented to VA for care, treatment, or claims determina-
tion. This number grows constantly as health information on recently separated
Service members is extracted and transferred to VA monthly.

Access to Data on Shared Patients: For shared patients being treated by both DoD
and VA, the Departments maintain the jointly developed Bidirectional Health Infor-
mation Exchange (BHIE) system that was implemented in 2004. Unlike FHIE,
which provides a one-way transfer of information to VA when a Service member
separates from the military, the two-way BHIE interface allows clinicians in both
Departments to view, in real-time, health data (in text form) from the Departments’
existing health information systems. Accessible data types include allergy, out-
patient pharmacy, inpatient and outpatient laboratory and radiology reports, demo-
graphic data, diagnoses, vital signs, problem lists, family, social, and other history,
questionnaires and Theater clinical data, including inpatient notes, outpatient en-
counters and ancillary clinical data, such as pharmacy data, allergies, laboratory re-
sults and radiology reports.

Use of BHIE continues to increase. As of January 2012, there is data available
on more than 4.3 million shared patients, including over 293,340 Theater patients,
available through BHIE.

To increase the availability of clinical information on a shared patient population,
VA and DoD collaborated to further leverage BHIE functionality to allow
bidirectional access to inpatient discharge summaries from DoD’s inpatient docu-
mentation system. Use of this inpatient documentation system at Landstuhl Re-
gional Medical Center plays a critical role in ensuring continuity of care and sup-
porting the capture and transfer of inpatient records of care for recovering Service
members. Information from these records including inpatient consultations, opera-
tive reports, history and physical reports, transfer summary notes, initial evaluation
notes, procedure notes, evaluation management notes, pre-operative evaluation
notes, and post-operative evaluation and management notes are accessible stateside
to DoD providers caring for injured Service members and to VA providers caring for
injured Service members and Veterans. DoD’s inpatient documentation system is
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now operational at all 59 DoD inpatient sites; ensuring inpatient documentation is
available from all DoD inpatient beds.

Recent improvements to BHIE include the completion of hardware, operating sys-
tem, architecture, and security upgrades supporting the BHIE framework and its
production environment. This technology refresh, completed in January 2011, re-
sulted in improved system performance, and reliability.

Exchange of Pharmacy and Allergy Data: The Clinical Data Repository (CDR)/
Health Data Repository (HDR) interface (called “CHDR”) supports interoperability
between AHLTA’s CDR and VA’s HDR, enabling bidirectional sharing of standard-
ized, computable outpatient pharmacy and medication allergy data. Since 2006, VA
and DoD have been sharing computable outpatient pharmacy and medication al-
lergy data through the CHDR interface. Exchanging standardized pharmacy and
medication allergy data on patients supports improved patient care and safety
through the ability to conduct drug-drug and drug-allergy interaction checks using
data from both systems.

The Departments have exchanged computable outpatient pharmacy and medica-
tion allergy data on over 1.4 million patients who receive healthcare from both sys-
tems.

Wounded Warrior Image Transfer: To support our most severely wounded and in-
jured Service members transferring to VA Polytrauma Rehabilitation Centers
(PRCs) for care, DoD sends radiology images and scanned paper medical records
electronically. Walter Reed National Military Medical Center and Brooke Army
Medical Center are providing scanned records and radiology images electronically
for patients transferring to VA PRCs in Tampa, Richmond, Palo Alto, Minneapolis,
and San Antonio. From 2007 to the present, images for more than 480 patients and
scanned records for more than 585 severely wounded warriors have been sent from
DoD to VA at the time of referral.

Virtual Lifetime Electronic Record: The Departments are firmly focused on en-
hancing our electronic health data sharing and expanding capabilities to share in-
formation with the private sector through Nationwide Health Information Network
(NwHIN) and the Virtual Lifetime Electronic Record (VLER). NwHIN will enable
the Departments to view a beneficiary’s healthcare information not only from DoD
and VA, but also from other NwWHIN participants. To create a virtual healthcare
record—and achieve the VLER vision—data will be pulled from EHRs and ex-
changed using data sharing standards and standard document formats. A standards
based approach will not only improve the long-term viability of how information is
shared between the Departments, but will also enable the meaningful exchange of
information with other government providers and with civilian providers, both of
fv_vhich account for a significant portion of care delivered to the Departments’ bene-
iciaries.

VLER is being implemented iteratively through an operational pilot using incre-
mental sets of functionality. The VLER pilot sites are demonstrations of exchanges
of electronic health information between VA, DoD and participating private sector
providers. The pilot continues to provide evidence of the power and effectiveness of
coordinated development between the Departments for increasing the secure shar-
ing of electronic health information while leveraging existing EHR capabilities.
DoD’s VLER pilot is underway in San Diego, California; Tidewater, Virginia; Puget
Sound, and Spokane, Washington. In addition, VA is participating in seven other
pilots with the private sector to expand the VLER capability.

The Integrated Electronic Health Record (iEHR): In 2011, DoD and VA committed
to establishing and refining an integrated electronic health record GEHR). The
iEHR will enable DoD and VA to align resources and investments with business
needs and programs. Going forward, a joint, common EHR platform will be imple-
mented. Maintenance of AHLTA and VistA throughout the deployment lifecycle of
the iEHR will ensure continuity of operations.

DoD and VA will purchase commercially available components for joint use when
possible and cost effective. The iEHR will leverage open source and traditional ap-
proaches to software acquisition to foster innovation and expedite delivery of prod-
ucts to the user.

The Departments anticipate that iEHR capabilities will evolve from existing serv-
ice oriented architecture (SOA) compliant capabilities, commercial off-the-shelf
(COTS), open source, and custom systems. The use of agile development for the
iEHR will allow the Departments to deliver capabilities to customers at a more
rapid pace.

The DoD/VA Interagency Program Office (IPO) serves as a single point of account-
ability and execution for the iEHR and VLER Health initiatives to help ensure syn-
chronization of these efforts.
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World-Class Medical Care in the National Capital Region

The Department completed its largest and most complex Base Realignment and
Closure (BRAC) projects in history on time last Fall in the National Capital Region
(NCR). These BRAC projects closed and transitioned Walter Reed Army Medical
Center and inpatient capabilities at Joint Base Andrews to expanded facilities at
Bethesda, establishing the Walter Reed National Military Medical Center
(WRNMMC), and a replacement hospital at Fort Belvoir (FBCH). Today, wounded,
ill, and injured Service members and their families receive care in 3 million square
feet of world-class new and renovated facilities, with 160,000 new equipment items
and the latest medical technologies available.

These BRAC projects were one part of the larger transformation of Military Medi-
cine in the NCR. The NCR has the largest concentration of healthcare assets in the
Military Health System. It contains a mix of nearly 40 Army, Navy, and Air Force
Medical Treatment Facilities (MTFs), has 550,000 eligible beneficiaries and 12,000
staff, and runs on an annual operating budget of almost $1.5 billion. Its primary
medical mission is care for wounded, ill, and injured Service members, and it re-
ceives over 70% of the critical care air transports returning from theater. In order
to reduce redundancies inherent in operating three separate Service systems and in-
crease effectiveness and efficiency, the Department directed the establishment of an
Integrated Healthcare Delivery System (IDS) in the NCR to be managed by the
Joint Task Force National Capital Region Medical (JTF CapMed).

JTF CapMed has command authority over NCR MTFs. The presence of command
authority provides a singular authority to drive the transformational change nec-
essary to control unnecessary duplication among the Services and to increase inter-
operability. This improves responsiveness to our patients by aligning authority, re-
sponsibility, and accountability to a single entity that can make changes necessary
to improve care. As an example, JTF CapMed has consolidated and co-located ap-
pointment and referral processes in the NCR to standardize appointment and refer-
ral processes. This has improved services by eliminating the confusion of multiple
appointment processes at different MTF's in the NCR and has increased the access
to care by offering appointments at any MTF in the NCR in order to meet patient
needs. The JTF’s efforts have saved the Department $109 million through contract
execution and $114 million in cost avoidance through equipment re-use program.
Consolidation of the workforces at WRNMMC and FBCH and authorities sufficient
to implement shared services will enable further efficiencies and economies of scale
that will ultimately result in contractor and civilian personnel savings of approxi-
mately $60 million per year in fiscal year 2011 dollars.

The NCR also has a specific congressional mandate to provide world-class
healthcare through the NCR IDS. As discussed in the Comprehensive Master Plan
provided to Congress, JTF CapMed is implementing the NCR IDS to provide more
effective and efficient healthcare in the NCR and is overseeing projects at Bethesda
required to achieve the world-class facility standards required by the NDAA for FY
2010. The President has fully funded these efforts in his Budget Request for FY
2013.

Post-Traumatic Stress and Traumatic Brain Injury

The VA-DoD Integrated Mental Health Strategy focuses on developing commu-
nity organization collaboration and partnerships, such as with the National Insti-
tutes of Health and the American Psychological Association. Part of this work in-
volves the creation of a network of experts on mental health issues, to include
PTSD, so that there are coordinated efforts to improve access, quality, effectiveness,
and efficiency of services for servicemembers, veterans and their families by sharing
information and resources that enable partners to stay current with the changing
science base and recommended best practices.

The Substance Abuse and Mental Health Services Administration in the Depart-
ment of Health and Human Services (HHS) maintains strong partnerships with VA
and DoD to prepare community behavioral health care systems to provide trauma
informed services that reflect an understanding of military culture, servicemembers’
experiences, the range of post-trauma effects, and the effects of traumatic brain and
other physical injuries. This is primarily accomplished through SAMHSA’s Service
Members, Veterans, and their Families Policy Academies, through which SAMHSA
has provided—and continues to provide—intensive technical assistance to 23 States,
two Territories, and the District of Columbia to help them enhance their behavioral
health systems.

Additionally, SAMHSA’s National Child Traumatic Stress Network (NCTSN) has
developed training materials for behavioral health providers who encounter veterans
or servicemembers with traumatic brain injury. These materials were developed in
collaboration with the VA Palo Alto Health Care Polytrauma Program. This two-
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hour comprehensive training is available through the NCTSN’s Learning Center
Military Families.

In addition, to establish a network of public and private sector expertise in TBI,
the Department of Defense has fostered collaboration with inter-Service working
groups (Air Force, Army, Marine Corps, and Navy) together with other Department
centers to include the Defense Centers of Excellence for PH and TBI and the De-
fense and Veterans Brain Injury Center (DVBIC) and the National Intrepid Center
of Excellence (NICoE) and the Department of Veterans Affairs (VA). In addition,
other Federal agencies such as the CDC and NIH have been collaborating partners
to further the field of TBI and leverage expertise held within each agency. The
working groups have further included public sector expertise through consensus con-
ferences. The collaborative working group and consensus conference process has
worked to define best practices for diagnosis and treatment of co-occurring disorders
following TBI with focus on mild TBI. The collaborative working group has devel-
oped clinical recommendations for vestibular disturbances, vision disturbances, and
endocrine dysfunction following TBI. These recommendations are intended to pro-
vide guidance to primary care providers in the MHS regarding the consideration
and referral process for Service members with co-occurring disorders following mild
TBI. The collaborative network efforts also addressed needs in the deployed setting
with the revision of clinical practice recommendations/ algorithms for concussion
management in the deployed setting. Finally, collaborations with professional sports
organizations have been developed to help further common goals of addressing bar-
riers to seeking care for TBI related issues.

The development of a TBI repository of information for and by various Federal
agencies via the Federal Interagency Committee has recently been established. This
will include the following: mild TBI Translation (mTBI) Grand Rounds (research to
clinical practice) through collaboration with Johns Hopkins Institutes; development
of DoD centric common outcome measures and/or common data elements in partner-
ship with US Navy and Marine Corps EpiData Center and the Health Analysis De-
partment.

The Department and VA have also produced a suite of co-branded education mate-
rials and curricula to train clinicians regarding the effective use of VA/DoD clinical
support tools based on clinical practice guidelines for disorders such as Major De-
pressive Disorders, mild TBI, Co-Occurring Conditions, and Substance Use Disorder.
Additionally, the Department has conducted a needs assessment survey for Behav-
ioral Health and TBI providers as well as provided guidelines for training providers
in evidence-based best practices for PTSD.

The Department produced materials for insertion into Joint Professional Military
Education based on the Chairman Joint Chief of Staff’s Special Areas of Emphasis.
These materials will be used to provide line leadership with core components for a
myriad of topics including PH and TBI. DoD has added a 60-minute overview of PH
and TBI in the DoD briefing into the DoD APEX Senior Executive Service Orienta-
tion, a two-week requirement for all new executives to the Department.

The DoD and VA have partnered on the Integrated Mental Health Strategy, spe-
cifically by releasing the Operation Enduring Families curriculum, information, and
support for Afghanistan and Iraq veterans and their families. The curriculum re-
sides online at VA and Military OneSource websites. This guide was designed to as-
sist parents, other family members and health care providers in addressing the
mental and emotional health needs of military children through topic-specific, age-
related, public-domain literature. Additionally, since its rollout in July 2010, 711
providers have been trained on the Defense and Veterans Brain Injury Center
(DVBIC) family caregiver curriculum, a congressionally mandated guide that serves
as a roadmap for those caregivers of patients with severe and penetrating brain in-
jury.

In response to the DoD Mental Health Task Force recommendation to address
continuity of care, DoD developed the inTransition program. This program provides
servicemembers experiencing a transition (location change, change in status or
health care system) with a coach to motivate them to remain in treatment. Avail-
able 24/7, these coaches are master’s level clinical staff trained in deployment- and
readjustment- related issues. Between February 2011 and February 2012, the num-
ber of inTransition cases increased from 392 to 1660, an increase of over 300%. Of
the servicemembers referred to the program, 95% accepted the referral and 100%
of those who completed a program survey reported the assistance they received from
the inTransition Program increased the likelihood that they would continue their
treatment.

The Center for Deployment Psychology (CDP), a Uniformed Services University
center, has conducted workshops for civilian providers throughout the United
States. To date over 2300 civilian providers have attended these weeklong work-
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shops. These workshops include information on the identification, diagnosis and
treatment of PTSD and other frequently occurring psychological health issues such
as depression, substance use disorders, and suicide. An additional 1200 civilian pro-
viders have attended shorter workshops that train evidence-based treatments for
treating PTSD. TBI is also a topic presented to address these challenges in Service
members and Veterans.

Lastly, the VA and DoD jointly develop Clinical Practice Guidelines (CPGs) to
serve as one means of communicating the state of the evidence to clinical providers
in the field. VA/DoD CPGs are publically available through either Army Medical
Command Quality Management Division’s website (https:/ /
www.qmo.amedd.army.mil /pguide.htm) or the VA’s Office of Quality and Safety
website (http://www.healthquality.va.gov/). An expert multidisciplinary panel of VA
and DoD providers developed the VA/DoD CPGs recommendations by conducting a
comprehensive and rigorous review of the currently available studies on psycho-
therapy and medication. Since the passage of the NDAA 2008, the VA and DoD
have jointly developed or revised CPGs for Depression, PTSD, mTBI, Opioid Ther-
apy for Chronic Pain, Substance Use Disorder, and Bipolar Disorder.

The dissemination of existing TBI clinical guidelines and recommendations to var-
ious involved providers are conducted in various formats. The most powerful dis-
semination modality is through the Service TBI program managers who are leading
the 56 Army TBI programs, 6 Navy TBI programs and Air Force TBI teleconsulta-
tions and joint programs. Ongoing resources are provided in the form of a national
level resource fact sheet for military case managers as well as information and edu-
cational opportunities via the Military TBI Case Management Quarterly Newsletter
to promote and advance access to care. The nationwide dissemination of the Case
Management of Concussion/mild TBI Guidance Document was conducted across the
MHS. Technology is widely utilized to disseminate TBI information as well. The re-
lease of the Mild TBI Pocket Guide mobile application for the iPhone and Android
smartphones and the Co-occurring Conditions Toolkit: Mild TBI Psychological
Health mobile application for the 1iPhone and Android smartphones disseminated
this information to a new market of users. Additionally six mTBI web-based case
studies via MHS Learn for DoD, the VA Employee Education System and civilian
healthcare professionals have been released. The web-based case studies use patient
vignettes as a way in which to educate healthcare professionals about the clinical
recommendations contained within the VA/DoD mild TBI/concussion clinical practice
guideline. The technology-based efforts reported more than 4700 downloads of the
Mild TBI Pocket Guide mobile application and more than 500 downloads of the Co-
occurring Conditions Toolkit mobile application. To improve future efforts of dis-
semination the Department utilized the Interactive Customer Service Evaluation to
obtain user feedback.

Conclusion

While we are pleased with the quality of effort and progress made, we fully under-
stand that there is much more to do. We have, thus, positioned ourselves to imple-
ment these provisions and continue our progress in providing world-class support
to our Service members and Veterans while allowing our two Departments to focus
on our respective core missions. Our dedicated, selfless Service members, Veterans
and their families deserve the very best, and we pledge to give our very best during
their recovery, rehabilitation, and return to the society they defend.

Mr. Chairman, thank you again for your generous support of our wounded, ill,
and injured Service members, Veterans and their families. I look forward to your
questions.

Executive Summary

Department of Defense Prepared Statement for House Veterans’ Affairs Com-
mittee Disability Assistance and Memorial Affairs Subcommittee

Hearing on Active, Guard, Reserve, and Civilian Personnel Programs

The IDES features a Service member-centric design, a simplified process, more
consistent evaluations and compensation, a single medical exam and disability rat-
ing, seamless transition to Veteran status, case management advocacy, and estab-
lishment of a Service member relationship with the VA prior to separation. It also
provides increased transparency through better information flow to servicemembers
and their families and a reduced gap between separation/retirement from Service
to receipt of VA benefits.

As of early this month, IDES enrollment is 24,957 Service members (66 percent
Army, 13 percent Marines, 10 percent Navy, and 11 percent Air Force). Since No-
vember 2007, cumulative enrollment has been 44,451, with 14,249 completing the
process and receiving benefits. Including Service members who are returned to duty
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by the process, active component IDES completion time averages 370 days as of
February 2012, Reserve Component members averaged 358 days, and Guard mem-
bers averaged 396 days. These averages are above targeted goals but still are sig-
nificantly lower than the 1940-era legacy system it replaced.

The Recovery Coordination Program (RCP) was established by the FY08 NDAA.
Recovery Care Coordinators (RCC) are assigned to help wounded, ill and injured
Service members and families through the phases of recovery, rehabilitation and re-
integration. Currently, there are 171 RCCs in 84 locations worldwide; more than
3,800 Service members and families have had the assistance of an RCC.

The Special Compensation for Assistance in Activities of Daily Living program
was established by the FY10 NDAA to provide qualified Service members with
monthly compensation to help offset the economic burden borne by their primary
caregivers providing non-medical care, support and assistance. As of February 29,
2012, 505 Service members have received the compensation.

Today’s Veterans face a number of challenges in making the transition to civilian
life, and among these is embarking on a productive post-military career. As a result,
the President created a Task Force led by the DoD and VA to develop proposals to
maximize the career readiness of all Service members. The effort is fully aligned
with the VOW to Hire Heroes Act of 2011 and is consistent with DoD’s commitment
for keeping faith with all of our military members and their families, providing
them a comprehensive set of transition tools and support mechanisms.

The collaborative Federal partnership between DoD and VA has resulted in in-
creased integration of healthcare services to Service members and Veterans. DoD
and VA spearhead numerous interagency electronic health data sharing activities
and are delivering IT solutions that significantly improve the secure sharing of ap-
propriate electronic health information. Today’s interagency health information ex-
change capabilities leverage the existing electronic health records (EHRs) of each
Department as we both address the need to modernize our EHRs, by synchronizing
planning activities and identify a joint approach to modernization.

The Department of Defense has fostered collaboration with inter-Service working
groups and Department centers such as the Defense Centers of Excellence, the De-
fense and Veterans Brain Injury Center (DVBIC), the National Intrepid Center of
Excellence (NICoE), and the Department of Veterans Affairs (VA). The collaborative
working group has developed clinical recommendations to provide guidance to pri-
mary care providers in the Military Health System regarding the consideration and
referral process for Service members following mild TBI and addressed needs in the
deployed setting. Collaborations with professional sports organizations have been
developed to help further common goals of addressing barriers to seeking care for
TBI related issues.

———

Prepared Statement of Gail R. Wilensky, Ph.D

Mr. Chairman and Members of the Veterans’ Affairs Subcommittee on Disability
Assistance and Memorial Affairs: Thank you for inviting me here to testify about
the transition from servicemember to Veteran, with a particular focus on the imple-
mentation of the Integrated Disability Evaluation System (IDES).

I am currently a senior fellow at Project HOPE, an international health education
foundation that works to make health care available to people around the globe. I
am also a Regent for the Uniformed Services University of the Health Sciences
(USUHS). I have previously served as a Commissioner on the 2007 President’s Com-
mission on the Care for America’s Returning Wounded Warriors (Dole/Shalala Com-
mission), a co-chair for the Congressionally-mandated study on the Future of Mili-
tary Health Care (2007-2008) and also as a co-chair on the 2001-2003 President’s
Task Force to Improve Health Care Delivery for our Nation’s Veterans. The views
I am presenting here reflect my training as an economist as well as the experiences
I have had on these commissions and task forces. However, my testimony today re-
flects my personal views and not necessarily the views of Project HOPE or any of
thedother organizations with which I have been associated or continue to be associ-
ated.

I am here primarily to discuss the need for an integrated disability evaluation
system and what has been reported about its early implementation as well as to
remind the Committee about the restructured compensation system that the Dole/
Shalala Commission also recommended should be implemented. I will also briefly
review some of the other issues that need to be considered in order to facilitate the
transition from active duty servicemember to veteran status. Most of these are not
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new issues but rather have been recommended by various groups over the course
of at least the last decade.

The Problem

Before the introduction of the Integrated Disability Evaluation System, a
servicemember needed to first separate from his or her service, with discharge pa-
pers in hand, before entering the VA process. Thus, two exams were required—one
from the military services that determined fitness to serve and a second exam from
the VA to determine a disability rating for purposes of compensation.

The process and the criteria for determining fitness to serve differed across serv-
ices and the process for determining disability differed between the services and the
VA, which raised perceptions of equity of treatment across the different services.
Also, servicemembers could potentially be rated at one level by their service and at
another level by the VA, again raising questions of equity as well as causing confu-
sion. In addition, these multiple steps ensured that the process was long and fre-
quently contentious—averaging some 540 days.

The IDES

Under the IDES, there is a single, comprehensive exam by VA certified physi-
cians. A single-source disability rating is used that determines both for the purpose
of fitness for continuing military service and also serves as the basis for the VA to
rate the level of disability. Each military service continues to determine whether
someone is able to continue military service.

Service members who are unable to return to active duty are referred to a medical
evaluation board, assigned a physician evaluation board liaison officer whose job is
to help them through the process. Each servicemember is also assigned a VA mili-
tary service coordinator to help them navigate through the VA system.

The stated goal is to get the process done in 100 days. The estimates I have seen
reported are that the former 540- day process was closer to 295 days as of mid 2011,
indicating a clear improvement but also a time frame that is not as expeditious as
might be desired. There are also still reports of inexplicable and frustrating delays
such as was reported last summer at a Senate hearing where the application of a
Marine who had lost both his arms and legs in Afghanistan in 2010 sat on a desk
for 70 days, requiring a Senator’s personal intervention in order to get it dislodged.

Preliminary Assessment of the IDES

While the overall process is still relatively early in its implantation stage—having
only gone fully live in the fall of 2011—there are some observations that can be
made at this stage.

First, it is unclear why it has taken so long to get to this stage of the implementa-
tion process. The IDES was developed in 2007 in order to shorten the process of
transition from active duty to veteran status. It followed from multiple recommenda-
tions that the Department of Defense and Veterans Administration use a single
comprehensive standardized medical exam—including a recommendation from the
Dole/Shalala Commission but certainly not limited to that Commission. While it is
true that the Defense Department published guidance for a voluntary, expedited
Disability Evaluation System in early 2009 for servicemembers that had sustained
catastrophic injuries, the full IDES was not implemented until later in 2011.

Having run the Medicare and Medicaid programs in the early 1990’s, I would
agree that piloting a new system before taking it on-line is a reasonable and pru-
dent step. Why it should take from 2007 until the fall of 2011 for a full transfer
to the IDES is unclear to me.

Second, shortening the time to process a disability claim is important but the time
involved per se is only part of the issue. Clearly agreeing on its function and making
sure that this is fulfilled is a necessary step as well. Some ways that would shorten
the process may not improve its fairness, such as eliminating a servicemember’s
right of appeal.

Third, while the use of a single disability exam makes sense, it is important to
recognize that there are different functions that medical exams serve, even though
they may provide overlapping data fields. They can serve to define a course of clin-
ical treatment, providing information about diagnoses and progress as opposed to
a medical exam that is a single snapshot “finder of fact” that determines a level of
disability. Both uses suggest the need for ongoing, periodic medical evaluations but
done for different purposes.

Restructuring the Disability and Compensation System

The Dole/Shalala Commission also recommended a complete restructuring of the
disability and compensation system. The purpose of the recommendation was to sim-
plify the disability determination and compensation process, eliminate parallel ac-
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tivities, reduce inequities and perhaps, most importantly, provide a basis for vet-
erans to return to productive lives as fully and quickly as possible.

Like the present system, the Commission advocated having the Defense Depart-
ment determine fitness to serve. For those who are deemed “not fit”, the Commis-
sion recommended that the DoD provide a pension that reflects a payment for the
years served. The payment should be determined only by the individual’s rank and
the length of service. Those who are not fit because of combat-related injuries
should receive TRICARE as should their dependents.

The VA should continue to have the responsibility for establishing the disability
rating and compensation and benefits that follow from it. The VA should initiate
its education and training programs as early as possible and adopt a policy of re-
viewing disability states on a three year basis.

The proposed restructuring of the VA disability payments was to work in steps.
First, there would be a “transition payment”. This payment would be to cover living
expenses for injured veterans and their families. It would be defined as three
months of base pay in the event there is not further rehab going on or a longer term
payment for living expenses if the veteran continues in some form of rehab or edu-
cation program.

Second, following the completion of the rehab or education program, the disabled
veteran would receive an “earnings-loss” payment in order to make up for any lower
earning capacity that might remain after training, should that occur. In many cases,
there should not be an earnings loss.

Third, a “quality of life” payment would be made to compensate for “non-work re-
lated” effects in the event of permanent physical or mental combat-related injuries.

The purpose of these steps is to support and encourage the injured veteran to ad-
vance as completely as possible using education and rehab and then to assess the
effect on both earnings capacity and quality of life. It is recognition that in an infor-
mation and service economy such as we have today, even significantly injured vet-
erans may be able to be helped to a position where they would not experience an
earnings-loss but would still be entitled to a quality of life payment.

Two of the commissioners on the Dole-Shalala Commission were examples of how
VA or GI Bill financed education could put someone in such a position. Marc
Giammatteo, an Army Captain had been severely wounded in his leg while in Iraq.
He was also attending Harvard Business School, getting an MBA and spending his
summer working at an investment bank. Jose Ramos was a Navy Corpsman who
had also been serving in Iraq and had lost his right arm to the shoulder. He was
completing a double major in Arabic and national security at George Mason. Both
of these individuals should be in a position where they would not experience an
earnings loss but would experience a quality of life decrement. On the other hand,
Tammy Edwards, also on the Commission, is the wife of an Army enlisted man who
was severely burned and experienced a brain injury while on active duty. His earn-
ings loss would be significant in addition to his quality of life decrement.

Other Areas Needing Strengthening

As important as integrating the disability evaluation and restructuring the dis-
ability and compensations payment are to facilitating the transition from active
duty to veterans’ status, there are other areas that need to be strengthened. Among
the most important of these is making sure adequate care is available for any vet-
eran who is experiencing PTSD or TBI. The DoD and the VA have been working
hard to improve the prevention, diagnosis and treatment of both PTSD and TBI but
much remains to be done. In addition, reducing the stigma associated with PTSD
remains a problem for both active duty and veteran populations.

A major problem for both the Defense Department and the VA is that there is
a national shortage of mental health professionals just as there is a national short-
age of primary care professionals. Nonetheless, both departments will need to ag-
gressively work on resolving this problem as aggressively and creatively as they can.
It would also be helpful to provide programs to family members and caregivers to
help them understand and deal with PT'SD and TBI. Any efforts that can be under-
‘fc‘aken to prevent PTSD and TBI from occurring, would be well worth-while on many
ronts.

Efforts also need to continue to strengthen support for families. We had rec-
ommended expanding Defense Department respite care and extending the Family
and Medical Leave Act for up to six months for spouses and parents of the seriously
injured. The latter is especially a challenge in our currently constrained fiscal envi-
ronment.

One of the most heartening findings of the Dole/Shalala Commission was that the
quality of care provided to the wounded servicemembers was of very high quality.
Most of the problems that occurred, occurred during the “hand-offs”—that is, the
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transitioning from inpatient to outpatient status, from one facility to a second facil-
ity or from active duty to veteran status. Both the Defense Department and the VA
have worked hard to reduce these problems and to simplify the path to recovery but
more still needs to be done for our returning wounded warriors.

Thank you Mr. Chairman. I would be happy to answer any questions you or the
Committee may have.

Executive Summary:

Before the introduction of the Integrated Disability Evaluation System (IDES),
servicemembers first needed to separate from his or her service and then to enter
the VA process, requiring two different exams. The process and criteria for deter-
mining fitness differed across services and the process for determining disability dif-
fered between the services and the VA. The result was real and perceived dif-
ferences in equity of treatment across services and between the services as well as
a lengthy and frequently contentious process.

The IDES produces a single exam, done by a VA certified physician that serves
both as the basis for determining fitness to serve and to establish a level of dis-
ability. The services continue to determine fitness to serve; the VA determines the
disability level.

The result has been to cut the time from about 540 days to less than 295 days.
It is a substantial reduction but far from the stated goal of 100 days. In addition,
occasional lengthy and inexplicable delays are still reported. Several issues remain.
First, why did it take so long to have the IDES fully rolled-out—from its develop-
ment in 2007 until the fall of 2011? Second, shortening the time is important but
clear agreement on the functions and goals of the disability evaluation program is
equally important. Some questions remain here as well. The need also remains for
ongoing, periodic medical evaluations to determine whether initial levels of dis-
ability continue in the future.

The Dole/Shalala Commission, where I was a commissioner, also recommended
the complete restructuring of the disability and compensation system. Like the
IDES, the goal was to simplify the disability determination, reduce parallel activi-
ties and inequities and most importantly, provide a basis for veterans to return to
productive lives as fully and quickly as possible. To do this, we recommended a
“transition payment” that would provide living expenses to the disabled veteran and
their families during rehab, training and education. This was to be followed by an
estimate of earnings-loss which may remain after training and/or education has
been completed and which would also be accompanied by a quality of life payment,
if appropriate. This division recognized that in an information and service economy,
disabilities that previously would have produced earnings losses may no longer do
so but quality of life decrements may continue. Three of the commissioners provided
examples of how these differences might work.

Other areas also need strengthening to facilitate the transition from active duty
servicemember to veteran. These include assuring that care is available to any vet-
eran experiencing PTSD or TBI and working to reduce the stigma attached to both
of these. The ongoing shortage of mental health professionals in the U.S. will make
this a challenge. Efforts are also needed to continue strengthening support for fami-
lies. We had recommended expanding respite care and extending FMLA for up to
six months for spouses and parents of the seriously injured. The latter is a challenge
in our fiscally-constrained environment.

On a positive note, most of the problems that were identified during the work of
the Dole/Shalala Commission concerned the “hand-off” process and not the quality
of care actually delivered. We need to ensure that both are appropriate for our re-
turning wounded warriors.

———

Prepared Statement of Kenneth Fisher

Chairman Runyon, Members of the Committee:

On behalf of co-chairs Dole and Shalala who could not be with us today, the mem-
bers of the commission, and my fellow commissioner Gail Wilensky, I appreciate the
opportunity to appear before you today. Both as a commissioner and a Chairman
of the Fisher House Foundation, I have devoted the last 12 years of my life towards
improving both the care and the quality of life of our military, those wounded, vet-
erans and their families. Today’s hearing on the DES and the seamless transition
are critical to this Nations security and I am proud to discuss my work on the com-
mission, its recommendations and action steps, and how this system must be made
simple, easily understandable and easier to navigate. But I must admit to being a
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bit confused. We are the greatest Nation on earth, with the best equipped and the
best trained military in the history of the world. What puzzles me is the fact that
it has been five years since the findings of Dole Shalala and we are still having
hearings on the same issues as 2007.

Before I begin, I feel compelled to preface my statement by explaining our mis-
sion. We were charged by President Bush to examine, evaluate, and analyze the
care and process related to our returning wounded global war on terror servicemen
and women. We looked at the system through the eyes of the wounded service peo-
ple. We were solution driven, and held numerous field hearings, interviewed wound-
ed, base commanders, doctors and family members as well as others who played a
role in the recovery process. We not only examined the problems and inadequacies
but also looked for best practices that might help improve their care. Our goal was
to simplify and help eliminate the log jam, which was the result of the fighting
lengthy two front wars with a VA that was already challenged by the weight of an
intolerable beaurocratic system. By doing this, we sought to eliminate the back log
and claims that had reached approximately 800,000-900,000.

While the living conditions at Walter Reed were indeed horrendous, this was only
the tip of a massive iceberg. We found hundreds of troops waiting months for follow
up appointments or awaiting the rating process. This gap in benefits caused massive
problems known to but a few.

The commission was given six months to evaluate the entire disability evaluation
system and our findings were thoughtful, inclusive, and easily implementable. It
was not our intention to put forth hundreds of recommendations that would have
been difficult to implement or too expensive as a whole.

And as a side bar, I would like to compliment our Nation’s world class military
healthcare professionals whose work and use of the latest technologies resulted in
a 95% battlefield survivor rate.

Today, five years after our report was made public, there has been progress, to
be sure, but, and with all due respect, not nearly fast enough, and the appearance
that there is no real sense of urgency. Tracking the results of the commission has
been difficult, as admittedly I would not expect the process to be transparent. But
again, we were given the task of OEF/OIF, with the hope that its adoption would
have moved the system along faster.

Our recommendations were short and to the point.

Our first recommendation called for a recovery care coordination program — a plan
to smoothly guide and support servicemembers from start to finish. This would
apply to both the VA and the DoD. I believe this has been implemented, although
I cannot speak to its success. On this I would have to differ to our VA and DoD
representatives. In the interest of time I thought we would focus on the four issues
that I think are crucial.

Our second recommendation called for an overhaul of disability. Our plan called
for one physical administered by DoD who then determines fitness to serve. If sepa-
ration is required, they are compensated on rank and length of service, and then
they are moved to the VA who determines their rating and benefits along with a
series of payments. The joint DoD VA plan that is currently in use is the Integrated
Disability Evaluation System which is now out of the pilot program and is in use
system wide as they phase out the legacy program over the next two years. It calls
for one physical administered by the VA. The DoD component is done simulta-
neously - they determine fitness to serve through the MEB and PEB. The VA rating
systems apply, and the entire process is designed to eliminate the benefit gap. Pilot
programs were able to take the legacy process of 500 days down to 300, but as the
system was expanded — the waiting time climbed back to 500 days.

According to the GAO, there are some glaring weaknesses — chief among them
staffing issues. In addition, VA doctors are having integration issues at DoD facili-
ties, which come as no surprise to me. There were disagreements in diagnosis,
which is not uncommon — but it does add more time to the process. And I must
admit to being a bit confused as to why VA doctors are performing the DoD phys-
ical. I believe an Army doctor, for example, is better suited to determining whether
a soldier is fit to serve. This also frees up VA doctors not only to treat the younger
veterans as they enter the VA but also an older set of veterans who are reentering
the VA system. But I cannot emphasize enough - in the private sector the best pos-
sible plans are just words on paper if there isn’t enough qualified people to imple-
ment said plan. This is an over simplified written in the interest of time constraints.
This includes recovery care people as well PEBLO’s and other crucial personnel.

Another important recommendation highlighted is the incompatibility of the DoD
and VA IT systems and as our report put it, this alone is not the silver bullet. How-
ever, if information could be transmitted this way, the veterans would have less
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paper work, and find out what is available to them much faster at the push of a
button. We believed that information sharing was critical to the help of the system.

We recommended life time treatment for PTSD. These men and women have en-
dured multiple deployments; have been in intense urban fighting, often against ci-
vilian insurgents who too often hide behind innocent women and children. They
have seen horrific injuries caused by IED’s. And the stigma associated with coming
forward and asking for help leaves too many to suffer in silence and if they are
home their families do suffer as well. We believed this was a major problem when
our report was made public, and it has been for any servicemember who fought in
battle be it World War II, Korea, Vietnam or today.

Today it is evident why this was a major recommendation. Five years after our
report was made public, there have been well over 1000 suicides - out pacing the
civilian population, domestic violence, and divorce, drug and alcohol abuse, home-
lessness, joblessness, are all at unacceptable levels. Just the other day in USA
Today, an article appeared discussing alcohol within the ranks of the Army, and the
fact that they have delayed for three years a confidential counsel program for treat-
ment. They had begun a pilot program in 2009, but it was ended after high dropout
rates. According to the article, 25% have a drinking problem.

The issue’s importance is self explanatory because of the collateral damage it
causes. Here again, staffing shortages are at the heart of the issue, as with dis-
ability. We need to consider engaging the private sector to help with has become
the signature wound of this war. The stigma has not completely vanished, and this
wound is the worst kind because it cannot be seen until after it manifests itself.

Perhaps we need to reexamine screening before and after deployment, and I be-
lieve a spousal educational program is vital. They are the first line of defense, and
if they know what to do after seeing their loved one’s behavior change.

I believe that progress has been made in our family support recommendation, as
the family medical leave act has been extended to six months, and the VA now of-
fers a caregiver stipend to the caregiver.

Military families bear burdens that the average American has no concept of. And
for too long, military families bear their stress either alone or with other military
families. When one gets wounded, that stress can be unbearable. The private sector
has stepped up and numerous foundations are in action and I would encourage Con-
gress, the DoD and the VA to find the ones that work and embellish them, not im-
pede them by making them part of the intolerable beaurcracy that exists system
wide. They have the infrastructure, boots on the ground, and the overwhelming de-
sire to help. There will always be unmet needs, but public private partnerships can
bridge that gap, and paint the way to the future.

Mr. Chairman, This concludes my statement. In the interest of time, I tried to
keep the nuts and bolts of our report to a minimum, and the fact that most people
are already familiar with our report, judging by the criticism it generated. It was
always our intention to have Congress and the Veterans Service Organizations
weigh in and while they objected to certain parts of our report, it must be empha-
sized that the needs of today’s young veterans are immediate and this new genera-
tion of veterans are coming into the system by the thousands. Times are different,
their wounds are different, but I assure you had we had the time we would have
examined all veterans because anyone who has worn this Nation’s uniform deserves
the best we have to offer. A thank you for your service is not enough anymore. I
am now ready to answer any questions you may have.

———

Prepared Statement of James Terry Scott, LTG USA (RET)

Mr. Chairman and Members of the Subcommittee: It is my pleasure to appear be-
fore you today representing the Advisory Committee on Disability Compensation
and the Veterans Disability Benefits Commission that met from 2005 to 2007 and
reported out to you in October of that year.

The Advisory Committee is chartered by the Secretary of Veterans Affairs under
the provisions of 38 U.S.C. in compliance with P.L. 110-389 to advise the Secretary
with respect to the maintenance and periodic readjustment of the VA Schedule for
Rating Disabilities. Our charter is to “(A)ssemble and review relevant information
relating to the needs of veterans with disabilities; provide information relating to
the character of disabilities arising from service in the Armed Forces; provide an
on-going assessment of the effectiveness of the VA’s Schedule for Rating Disabilities;
and provide on-going advice on the most appropriate means of responding to the
needs of veterans relating to disability compensation in the future”.
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Your letter asked me to testify on the Advisory Committee’s views on the transi-
tion from servicemember to Veteran, with a particular focus on the implementation
of the Integrated Disability Evaluation System (IDES).

First, a bit of background. At the time the Veterans Disability Benefits Commis-
sion was created by the National Defense Appropriations Act of 2004 it was already
apparent that the peacetime system for transitioning sick and injured
servicemembers to Veteran status was overwhelmed. From the outset, and well be-
fore the reprehensible situations at the Walter Reed Barracks and other locations
were recognized, the Commission recognized the need for a seamless and rapid tran-
sition process that protected the servicemember while he or she progressed to Vet-
eran status. Transition became one of the major issues studied by the Commission.
Interim recommendations addressing transition issues were offered as deliberations
progressed.

The Veterans Disability Benefits Commission (VDBC)

examined the policies and processes within the Departments of Defense, Veterans
Affairs, Labor, Health and Human Services, and the Social Security Administration
that affected military separation or retirement. Each of these entities plays a signifi-
cant role in the transition of Veterans and their families.

Of the 113 recommendations the Commission made, many of them pertained to
improving the transition process. I am providing for the record a list of the key tran-
sition recommendations and the status of their implementation as I understand it.

4.4 and 4.5: VA should develop a process for updating disability examination
work sheets and mandate the use of approved templates. (This is currently
being addressed by the adoption of Disability Benefit Questionaires for the use
of VA and non-VA medical examiners.)

4.10: VA and the DoD should conduct a comprehensive multidisciplinary med-
ical, psychological, and vocational evaluation of each Veteran applying for dis-
ability compensation at the time of service separation. (This is partially ad-
dressed by the IDES system for sick or injured servicemembers and by the ex-
panded TAP briefings. Complete physical exams for all separating
servicemembers are still not required.)

4.23: VA should immediately begin to update the current rating schedule begin-
ning with those body systems addressing the evaluation and rating of PTSD
and other mental disorders and of traumatic brain injury and then proceed
through the other body systems until the Rating Schedule has been comprehen-
sively revised. (This is currently being addressed by VA with a projected com-
pletion in 2016.)

5.7: DoD should require a mandatory benefits briefing to all separating military
personnel, including Reserve and National Guard members prior to discharge
from active service. (This is being partially addressed by the services and VA
through expanded TAP briefings.)

5.28: VA should develop and implement new criteria specific to posttraumatic
stress disorder in the VA Schedule for Rating Disabilities. (This has been done
and is awaiting approval.)

6.9: Access to vocational rehabilitation should be expanded to all medically sep-
arated servicemembers. (Programs have been expanded but universal access
has not been achieved.)

6.10: All service disabled veterans should have access to vocational rehabilita-
tion and employment services. (These programs have been expanded, but are
still not available to all service disabled veterans.)

7.11: VA and DoD should adopt a consistent and uniform policy for rating dis-
abilities, using the VA Schedule for Rating Disabilities (VASRD). (This has
largely been accomplished by DoD accepting the VASRD. It is an integral part
of the IDES.)

7.13: VA and DoD should realign the disability evaluation process so that the
services determine fitness for duty and servicemembers who are found unfit are
referred to VA for disability rating. All conditions that are identified as part
of a single, comprehensive medical examination should be rated and com-
pensated. (The IDES system has adopted this procedure.)

10.1: VA and DoD should enhance the Joint Executive Council’s strategic plan
by including specific milestones and designating an official to be responsible for
ensuring that the milestones are reached. (This has been fully implemented by
VA and DoD.)

10.3: DOL and SSA should be included in the Joint Executive Council to im-
prove the transition process. (DOL participation in transition and in follow up
has greatly increased.)
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10.4: To facilitate seamless transition, Congress should adequately fund and
mandate the Transition Assistance Program (TAP) DoD-wide to ensure that all
servicemembers are knowledgeable about benefits before leaving the service.
(Expansion of TAP is a major ongoing effort in VA today).

10.5: Benefits Delivery and Discharge (BDD) should be available to all disabled
exiting servicemembers (to include National Guard, Reserve, and medical hold
patients). (Progress unknown).

10.6: DoD should mandate that separation examinations be performed on all
servicemembers. (While progress has been made, this is still not a requirement
in all services for all separating members. While requiring resources, this policy
will pay great dividends in future years by providing a clear picture of physical
and mental condition at separation which can be used in determining service-
connection for disability.

10.8: DoD should expand existing programs that translate military occupational
skills, experience, and certification to civilian employment. (Progress unknown.)
10.11: VA and DoD should expedite development and implementation of com-
patible information systems including a detailed project management plan that
includes specific milestones and lead agency assignment. (This complex issue is
under development.)

Of the recommendations pertaining to transition that both the Veterans Disability
Benefits Commission and the Advisory Committee on Disability Compensation have
offered, the one with the most potential to reduce the time to process claims and
improve accuracy and consistency is the ongoing plan to revise the VASRD. This
complex, multi-year revision will incorporate current medical knowledge and tech-
nology as well as streamline the diagnosis, evaluation, and adjudication processes.

Another key recommendation with potential long term positive effect is the move-
ment to an electronic claims record. This is another extremely complex challenge
that the VA has accepted and is working. When fully implemented it will simplify
and expedite the claims process.

The Current IDES program incorporates many of the recommendations from the
Veterans Disability Benefits Commission and the Advisory Committee on Disability
Compensation. It represents a tremendous effort on the part of VA and DoD to focus
on the transition of servicemembers who are sick or injured to Veteran status. All
parties, including the Congress are frustrated by the average time still required to
complete the transition. However, from the perspective of someone who has had the
opportunity to contribute to this effort over the last eight years, I believe the
progress is significant and, more importantly, that the progress will continue.

On behalf of the Advisory Committee, thank you for the opportunity to testify on
this important matter.

——

Prepared Statement of John L. Wilson

Mr. Chairman and Members of the Subcommittee:

On behalf of the Disabled American Veterans (DAV) and our 1.2 million members,
all of whom are wartime disabled veterans, I am pleased to be here today to testify
before the Subcommittee on Disability Assistance and Memorial Affairs and address
the implementation of the Integrated Disability Evaluation System (IDES). DAV is
actively engaged in providing claims assistance to military members before they
leave active duty with our 30 Transition Service Officers (TSOs) assisting over
55,900 servicemembers in 2011 and our 250 National Service Officers (NSOs) rep-
resenting over 259,000 veterans, their families and survivors for that same period.

IDES is the result of a recommendation of several commissions, including the Vet-
erans’ Disability Benefits Commission, ! and the President’s Commission on Care for
America’s Returning Wounded Warriors, which stated that the “DOD and VA should
create a single, comprehensive, standardized medical examination that the DOD ad-
ministers. It would serve DOD’s purpose of determining fitness and VA’s of deter-
mining initial disability level.” 2

The Disability Evaluation System (DES) pilot project was launched in 2007 by the
Department of Defense (DOD) and the Department of Veterans Affairs (VA). Using
lessons learned from that pilot, the legacy DES began the transition to IDES in Oc-
tober 2010 to include a total of 140 locations, with the goal of expediting the deliv-
ery of VA benefits to all out-processing military members.

1Veterans’ Disability Benefits Commission, October 2007, page 376
2The President’s Commission on Care for America’s Returning Wounded Warriors (July 2007),
page 7.
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A comparison between the DES pilot and legacy DES found Active Component
military members completed the pilot in an average of 289 days, and Reserve Com-
ponent military members completed it in an average of 270 days, compared to a leg-
acy DES average of 540 days. Surveys revealed significantly higher satisfaction
among DES pilot participants. On July 30, 2010, the DOD Senior Oversight Com-
mittee co-chairs directed that IDES expand worldwide. 3

The legacy DES was replaced with the IDES in four stages* and was fully de-
ployed by October 2012.

Stage I-West Coast and Southeast (October—December 2010)—28 Sites

Stage II-Mountain Region (January—March 2011)—24 Sites

Stage III-Midwest and Northeast (April-June 2011)—33 Sites

Stage IV-Outside Continental United States (OCONUS) (July—September
2011)—28 Sites

e Total IDES locations when complete: 140

Under this system, military members are referred to IDES when their continued
service is curtailed as a result of a physical or mental health condition and they
are placed on a medical profile making them ineligible for deployment or unable to
carry out the duties of their rank or military specialty. The following chart depicts
the revised time lines for each step of the IDES process:
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As a result of treatment and being on medical profile, military members are eval-
uated by a Medical Evaluation Board (MEB), which is typically comprised of at least
two physicians. If the MEB determines that the member has a medical condition
that is incompatible with continued military service, an MEB Narrative Summary
is prepgred and the case is referred to a Physical Evaluation Board Liaison Officer
(PEBLO).

PEBLOs guide servicemembers through the IDES process to ensure they are
aware of the options available to them and to help with the many decisions they
need to make while still in on active duty. The PEBLO compiles administrative

3 Department Of Defense Task Force On The Care, Management, And Transition of Recovering
Wounded, Ill, And Injured Members of the Armed Forces, Disability Evaluation System, page
D-34.

4 Statement of John R. Campbell, Deputy Under Secretary of Defense (Wounded Warrior Care
and Transition Policy), Department of Defense, before Senate Committee on Veterans’ Affairs
Hearing on Review of the VA And DOD Integrated Disability Evaluation System (November 18,

2010).
5IDES Trifold Brochure
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data, informs military members of the IDES process and the MEB, and then refers
them to the VA Military Services Coordinator (MSC).

The VA MSC then meets with the military members to advise them about the
next phase of the IDES process, assist in completion of documentation, establish a
formal VA disability claim, and initiate case development. The VA MSC requests
the appropriate VA medical examinations, monitors their progress, provides copies
of the completed examination reports to the PEBLO, and completes any additional
development actions as needed.

Once the medical examinations are completed, the VA MSC provides them to the
PEBLO and the VA Disability Evaluation System Rating Activity Site (D-RAS)
which prepares the proposed disability rating. The PEBLO incorporates the medical
examination results in the IDES case file and provides it to the MEB convening au-
thority. The MTF then conducts an MEB and provides the results back to the
PEBLO, including the results of the MEB’s response to any rebuttal of the member
about the MEB findings. The PEBLO then provides a copy of the MEB findings, to
include the completed VA medical examination results, to the military member and
forwards the case to the PEB administrator if the MEB did not return the military
member to duty. The PEB administrator prepares and provides the member’s case
to the Informal PEB (IPEB).

The IPEB is typically comprised of a two- or three-member board. The IPEB adju-
dicates the case and requests the D—RAS provide the proposed ratings for the maili-
tary members’ conditions that the IPEB has determined to be unfit. The D-RAS
prepares the proposed disability ratings, and reconsideration of the proposed rat-
ings, if the military member requested this. Once all information is received, the
IPEB decides whether the member can continue in the military. If so, they are des-
ignated “fit” and returned to duty. If not, they are found “unfit.” There are three
broad types of medical separations the member can receive as a result of being
found unfit: separated without severance pay, separated with severance pay, or re-
tirement.

Once the military member is informed of the IPEB’s decision, they can either ac-
cept those findings or appeal the decision to the Formal Physical Evaluation Board
(FPEB). The FPEB is comprised of a three-member board, two personnel officers
and a physician. They review all the information that the IPEB had, with the added
feature of the member being able to personally appear before the FPEB and offer
additional evidence. The FPEB then holds a hearing, weighs the prior evidence, the
member’s testimony as well as any new evidence presented, and renders its rec-
ommendation. The member can accept the decision of the FPEB, or request recon-
sideration of the proposed ratings. Just as with the IPEB, there are three broad
types of medical separations the member can receive: separated without severance
pay, separated with severance pay, or retirement.

Military members have a final appeal option of the FPEB findings regarding fit-
ness for duty through all subsequent levels allowed by their branch of service, such
as the Department of the Navy Council of Review Boards and the Department of
the Air Force Personnel Council.

The three types of medical separations, separated without severance pay, sepa-
rated with severance pay, or retirement, can result in several types of medical dis-
charges. Specifically, those who receive a disability rating of 20 percent or less re-
ceive a Discharge With Severance Pay or DWSP. Those whose medical conditions
were found to exist prior to military service and found unfit can be “discharged
under other than Chapter 61, title 10 or (DUOT) without disability compensation
if their conditions existed prior to service and were not permanently aggravated
through military service. Those who receive a disability rating of 30 percent or more
may receive Permanent Retirement, or be placed on the Temporary Disability Re-
tired List and reevaluated at least every 18 months until their conditions become
stable with a final disability rating decision rendered at the five year point. An ex-
ception would be mental disorders due to traumatic stress on active duty which re-
quire re-evaluation within six months after discharge, if assigned a disability rating
of not less than 50 percent.

While DAV is generally pleased with the IDES, we are concerned about certain
aspects of the program. One area is servicemembers participating in IDES not hav-
ing ready access to representation from a veterans service organization (VSO) in the
same manner as they did under the legacy DES.

The issue of access to counsel to advise military members on the VA disability
claims process was cited as a concern by the Recovering Warrior Task Force
(RWTF). The RWTF is charged with conducting an assessment of the effectiveness
of DOD programs and policies for Recovering Warriors (RWs). In recommendation
19, the RWTF found during RWTF onsite visits that legal personnel indicated that
they were greatly understaffed. The Army, Navy, and Marine Corps provide legal
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counsel for both MEB and PEB. The Air Force provides specific legal counsel only
for the PEB. Air Force base level legal counsel can address IDES issues prior to
PEB. However, the Air Force is the service with the lowest satisfaction with legal
counsel and the only service who’s IDES participants were not more satisfied than
their legacy DES participants. These survey results reinforce the importance of pro-
viding legal counsel for the MEB as well as the PEB.6 The relationship between
access to legal counsel and satisfaction with the IDES process is clear. Despite sur-
vey results demonstrating the value of having legal counsel available throughout
the disability evaluation process, the majority of RWTF focus group participants
said they lacked personal experience with or knowledge of these specialized legal
resources. 7

Most military members undergoing the discharge evaluation process may not be
aware of the complexities of the disability adjudication and retirement systems. As
a result, they may be accepting PEB decisions that are not in their best interest
and/or the benefits they receive may be less than what they would have been had
they understood the long-term consequences of their decision to accept a particular
PEB decision. As stated in the latest RWTF report, “Service members going through
the IDES process often do not have a clear idea about where they are going and
what their futures hold.” 8

Most servicemembers may not know how complex the IDES disability adjudica-
tion is and we believe their best interests would be served if they had access to the
free assistance from certified representatives from VSOs who can not only provide
them with a full understanding about the process and their rights but also act as
their advocates. DAV, in accordance with DAV Resolution 177, and also with the
other co-authors of The Independent Budget has urged the DOD and VA to address
this observed gap in IDES and expand VSO access.

DAV was actively engaged in the legacy DES but VSOs were excluded when the
program was redesigned and replaced with IDES. Under the legacy DES, our TSOs
represented 282 military members before DOD’s Physical Evaluation Boards from
July 2008 to June 2009 but those numbers have declined to 92 from July 2009 to
June 2010 and to 22 from July 2010 to June 2011. This change was based on the
DOD and VA’s focus on speeding the delivery of benefits so they could be placed
in the hands of separating military personnel closer to the time of their discharge.
Just as with the larger disability claims process and its current focus of “breaking
the back of the backlog,” IDES is similarly focused. It is our view that while speed
is an important factor, any claim, whether while on active duty or as a veteran
should be done right the first time with an emphasis on timeliness and rating deci-
sion accuracy.

DAV brings vast experience and expertise about claims processing with our serv-
ice officers holding powers of attorney for hundreds of thousands of veterans and
their families. Our NSOs and TSOs continue to be actively engaged in informing
military members of their eligibility for VA and DOD benefits though briefings at
Transition Assistance Program classes. We also provide assistance to those who re-
quest accelerated receipt of their VA disability benefits under VA’s Benefits Delivery
at Discharge (BDD) and Quick Start. To participate in BDD the military member
must apply within 180 days of discharge but no less than 60 days. If they are closer
than 60 days from separation then they can use Quick Start. We assisted over
55,900 military members in 2011 under these three programs. As a result, DAV and
other VSOs play an integral part in the claims process and undeniably make the
VA’s job easier by helping veterans prepare and submit better claims, requiring less
time and resources for them to be developed and adjudicated. If provided broader
access, we can make the DOD’s job easier as well by ensuring military members
going through IDES do have a clear idea about where they are going and what their
futures hold.

There has been some positive movement that partially addresses VSO access. The
VA Integrated Disability Evaluation System Implementation Guide states that VA
Military Services Coordinators (VA MSCs) will “explain the availability of Veterans
Service Organizations and provide a VA Form 21-22, Appointment of Veterans
Service Organization Claimant’s Representative, if the Service member expresses in-
terest in this resource.”® While this is an improvement, we recommend this guid-
ance be modified so the VA MSCs explain the option of representation by a VSO
during IDES, whether or not the military member expresses an interest. Given the

6DOD Recovering Warrior Task Force Report, September 2, 20111, page 22.
71bid.

81bid, RWTF Service member focus group results. March/April 2011, page 43.
9VA Integrated Disability Evaluation System Guide, December, 2011, page 16.
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many issues that the member has to handle at this important juncture, changing
this interchange to a more positive exchange may be more productive.

While the guidance to VA MSCs is in the right direction, there has been no such
change from the DOD directing PEBLOs to raise VSO representation as an option
at any point in the process. Therefore, we recommend that PEBLOs be required to
inform military members about the option of VSO representation as well. Having
PEBLOs provide this option earlier in the IDES process, and on the DOD side of
the rating process, would help ensure that military members know that VSOs are
available to represent them not just with the VA but also with the DOD as their
disability claim is processed.

The last area to address is the effectiveness of the PEBLOs. The RWTF found in
its work with focus groups that many participants had limited knowledge as to the
role of the PEBLO. Although several spoke favorably, more often than not comments
about PEBLOs were negative. Military members seemed to expect them to be more
of an advocate that they were.10 Twenty-eight percent of RWs responding to the
RWTF mini-survey indicated that the PEBLO was very or extremely helpful, while
32 percent indicated the PEBLO was moderately helpful. These statistics would in-
dicate that, while 60 percent of respondents had a favorable impression of PEBLOs,
a significant minority of 40 percent did not have a favorable impression.

The RWTF mini-survey results are in contrast with the more positive survey find-
ings of the DOD Office of Wounded Warrior Care and Transition Policy (WWCTP).
They found PEBLO customer service earned 79 percent to 88 percent satisfaction
ratings across the services. DOD WWCTP also found that 65 percent of survey re-
spondents indicated that the PEBLO managing their case was helpful or very help-
ful to them.

While DAV has received information from the field that indicates the performance
of PEBLOs has continued to improve generally, there are occasions in which
PEBLOs have incorrectly advised members on what their actual disability ratings
are. Recently, a PEBLO advised a member that he could not personally appear be-
fore the Formal Physical Evaluation Board to appeal the IPEBs decision. This was
clearly in error, but one of DAV’s NSOs was able to provide the correct information
to the member. In order to prevent these types of errors and improve satisfaction,
we believe it is imperative that the training and quality control be reviewed and
more closely monitored.

Mr. Chairman, this concludes my testimony. I would be glad to answer any ques-
tions you may have.

——

Prepared Statement of Phil Riley

Chairman Runyon, Ranking Member McNerney, and Members of the Sub-
committee:

Wounded Warrior Project (WWP) appreciates your holding this hearing and wel-
comes the opportunity to share our perspective on the Integrated Disability Evalua-
tion System (IDES) — a critical, but still troubled pathway in the transition from
servicemember to veteran.

I am Phil Riley, a Senior Benefits Liaison with WWP. In that capacity, it is my
privilege to assist wounded, ill, and injured servicemembers in navigating the con-
fusing road from medical evaluations to the critical benefits’ determinations associ-
ated with their military retirement or separation. As a retired Army Colonel who
has worked with the disability evaluation process for some six years, including time
as a veteran’s service officer, it’s my assessment — and that of WWP — that much
more work is needed to close the wide gap between the goals underlying IDES and
realization of those goals. We believe VA is doing its part in the IDES process. In
our view, the Department of Defense (DoD) needs to do more remedial work.

IDES, of course, has its roots in the problems wounded warriors experienced
under the so-called “legacy Disability Evaluation System,” the DES. Under that sys-
tem servicemembers whose injuries or medical conditions rendered them no longer
fit for continued military service went through a very lengthy multi-stage processes,
with both DoD and VA conducting their own separate medical evaluations and sub-
sequent disability rating processes. Under DES, servicemembers routinely experi-
enced many-months’ waits between discharge from service and receiving their first
VA benefits payment as well as inconsistencies in how servicemembers’ injuries

10DOD Recovering Warrior Task Force Report, September 2, 20111, page 21.
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were evaluated in the two systems.! In 2007, it took an average of 540 days under
the legacy DES for a servicemember to clear both DoD and VA disability-evaluation
processes. 2

The bipartisan Commission on Care for America’s Returning Wounded Warriors
(“the Dole-Shalala Commission”), formed in that year, urged that DES be over-
hauled. Among its findings, the Commission reported that fewer than 50% of
servicemembers understood the DoD disability evaluation system, and that only
38% of active duty and 34% of the reserve component were “somewhat” satisfied
with it.3 The Commission recommended that the two departments “create a single,
comprehensive, standardized medical evaluation that DoD administers,”4 with DoD
maintaining its authority to determine fitness-to-serve and VA becoming solely re-
sponsible for setting disability ratings and awarding compensation.5 Its rec-
ommendation aimed to update and simplify the disability determination and com-
pensation process by eliminating parallel activities and to reduce inequities. 6

Creation of IDES and the Goals of an Integrated System

The Commission’s work was carried forward by the congressionally-established
Wounded, Ill and Injured Senior Oversight Committee (SOC) which ultimately insti-
tuted a more modest reform to integrate the two systems which resulted in estab-
lishing a pilot integrated disability evaluation system. The vision was “to create a
servicemember-centric, seamless and transparent DES”7 by developing a jointly-con-
ducted military medical evaluation process under which servicemembers receive a
single set of physical disability evaluations and disability ratings, conducted and
prepared by VA, with simultaneous processing by both departments—using VA pro-
tocols for disability examinations and VA disability ratings to make their respective
determinations—to ensure the earliest possible delivery of disability benefits.8 The
goals of the new IDES process were to create: (1) a less complex and non-adversarial
system; (2) faster, more consistent evaluations and compensation; (3) a single med-
ical exam and a single-source disability rating; and (4) a smooth transition to vet-
eran status.® The IDES pilot began in the National Capital Region in November
2007 with a goal of reducing the time (from referral of a case to the DoD medical
evaluation board to delivery of VA benefits) to 295 days for active duty and 305 days
for reserve component servicemembers. 10 Following a phased expansion of the IDES
pilot over about a year and a half period, IDES became fully operational as of Octo-
ber 2011.1! Under the new IDES process, a servicemember is to receive a full med-
ical examination conducted by the VA, which is used as the basis for determining
both fitness for continued duty in military service and entitlement to DoD benefits
and VA compensation.

1U.S. Medicine, Wait Times Heading in Wrong Direction in New Integrated Disability Sys-
tem; VA Blames ‘Transition Difficulties” July 2011; Kimberly Hefling, The Associated Press,
“Claim Processing Keeps Injured Troops Waiting,” May 18, 2011.

2Tom Philpott, “Disability Evaluation Reforms Seen Falling Short,” Army Times, March 31,
2011.

3The President’s Commission on Care for America’s Returning Wounded Warriors, July 2007,
p. 6.
41d. at 7. Service members found unfit due to their combat-related injuries would then receive
payment for years served and comprehensive health care coverage for themselves and their fam-
ilies through DoD’s TRICARE program. Id.

51d.

61d. at 6.

7Is This Any Way to Treat our Troops? Part III: Transition Delays: Hearing Before the H.
Committee on Oversight and Government Reform, 112th Cong. (2011) (prepared statement of
Lynn Simpson, Acting Principal Deputy Undersecretary of Defense for Personnel and Readiness,
U.S. Department of Defense).

81d.

9 Integrated Disability Evaluation System Pilot Overview, presentation at VA/DOD Joint Ven-
ture Conference, October 2010, available at: http://www.tricare.mil/dvpco/downloads /lvjuc/
Day2-1045—JVConfVADODSpecialtyPanelIDES.ppt

107U.S. GAO, Military and Veterans Disability System: Worldwide Deployment of Integrated
System Warrants Careful Monitoring, GAO-11-633T (Washington, D.C., May 2011), 4.

11U.S Department of Veterans Affairs Budget Request for Fiscal Year 2013: Hearing Before
the H. Committee on Veterans’ Affairs, 112th Cong. (2012) (prepared statement of Hon. Eric K.
Shinseki, Secretary, U.S. Department of Veterans Affairs).
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The IDES Process

The IDES process, while differing in detail from service to service, begins with
a servicemember’s treating physician!2 or unit commander making a referral to a
Medical Evaluation Board (MEB). That board, generally composed of medical care
professionals, 13 evaluates the servicemember’s injuries and ongoing treatment to de-
termine if the Member is able to meet medical retention standards and return to
full duty — and, if not, to make a recommendation (to a Physical Evaluation Board
(PEB)) as to whether he or she is fit for continued service following medical treat-
ment. From the start of the MEB referral, the servicemember is to be assigned a
Physical Evaluation Board Liaison Officer (PEBLO) to help assist him/her through-
out the IDES process. The PEBLO is responsible for assembling all the information
included in the servicemember’s DES case file: all medical records, test results, and
exams performed for the MEB; letters from a servicemember’s chain of command
related to how the condition impacts duty; and other personnel records the MEB
may require. 14

The MEB does not conduct formal hearings, and the servicemember is not af-
forded the opportunity to appear before the board. If the MEB determines that a
servicemember does not meet medical retention standards, it will forward that rec-
ommendation to a PEB.15 The MEB results and recommendation are documented
in a narrative summary (NARSUM) which becomes the single most important piece
of evidence the PEB uses. After the servicemember receives the MEB’s NARSUM,
the PEBLO will review it with the servicemember. A servicemember may ask for
an Independent Medical Review (IMR) and/or a Judge Advocate General (JAG)
counselor to review the NARSUM to ensure it is fully developed and accurate. 16 The
servicemember does have the opportunity to submit a rebuttal to be considered by
the MEB. Far too often, in our view, the response to the rebuttal is “no changes
accepted.”

In the second phase of the process, the informal PEB (IPEB) will evaluate the
servicemember’s fitness for duty. Generally, the IPEB is comprised of three people,
with a mix of military and civilian members, including at least one physician and
one nonmedical officer. 17 Again, the servicemember does not attend this meeting. 18
Using the packet compiled by the PEBLO, the IPEB will review the medical records,
the NARSUM, personnel evaluations, and letters from the commander and vote as
to whether the servicemember is fit to continue service. 1 The PEBLO will then no-
tify the servicemember of the findings of the IPEB. If the IPEB makes a determina-
tion of fitness, the servicemember has 10 calendar days to accept the decision and
return to duty or offer a rebuttal and request a formal PEB. If the IPEB determines
a servicemember is unfit, he/she has 10 calendar days to decide on a course of ac-
tion; the options are (1) to accept the decision, (2) accept the decision but request
a reconsideration of the VA disability rating, (3) offer a rebuttal and request a for-
mal PEB, or (4) request both a formal PEB and reconsideration of the VA disability
rating. 20 If a servicemember requests a formal PEB, he/she is allowed to appear be-
fore the board with legal representation. The formal PEB hearing must conduct a
de novo review— all factual questions must be addressed as if for the first time. The
formal PEB’s decision may change from the IPEB. The formal PEB will then notify
the appropriate service headquarters of its determination. Once service head-

12 A doctor is to refer a case to the MEB only upon satisfaction that all has been done medi-
cally to improve the condition(s). Department of Defense, Wounded, Ill and Injured Compensa-
tion and Benefits Handbook, October 2011, 17.

131d. If a servicemember’s condition includes a mental health condition, a mental health care
provider should be on the panel, as well. Id.

1471d.

15]f the MEB determines a servicemember does meet medical retention standards (or will be
able to perform full duties within one year) the servicemember may return to duty.

16 Walter Reed Army Medical Center PEBLO Office, Integrated Disability Evaluation System
Quick Series Review Guide.

17DoD regulations list minimum requirements for PEB membership and leaves the exact de-
termination of who sits on the board for each military department to decide. Department of De-
fense, Wounded, Ill and Injured Compensation and Benefits Handbook, October 2011, 18.

1814.

19The PEB will determine a servicemember’s disposition—return to duty, separation, or per-
manent or temporary retirement. Department of Defense, Wounded, Ill and Injured Compensa-
tion and Benefits Handbook, October 2011, 18.

20 Walter Reed Army Medical Center PEBLO Office, Integrated Disability Evaluation System
Quick Series Review Guide.
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quarters receives the final PEB determination, the servicemember may be sepa-
rated, medically retired, or returned to duty. 2!

A servicemember found to be unfit by the PEB will still receive two separate dis-
ability ratings under the new IDES process: (1) a rating by the PEB that evaluates
only those conditions deemed to make the servicemember unfit for duty (which de-
termines whether or not the servicemember will qualify for medical retirement and
what benefits the servicemember is eligible to receive from DoD), and (2) a VA rat-
ing of all service-connected conditions (whether the conditions make the
servicemember unfit for duty or not). Both the DoD and VA ratings are to be based
on the VA Schedule for Rating Disabilities (VASRD).

IDES Goals versus IDES in Practice

In our view, IDES should be judged by reference to the goals it was to achieve
— a less complex, non-adversarial system that operates more quickly and with great-
er transparency and consistency to provide a smooth transition to veteran status.
Even today, however, our Wounded Warriors still encounter great difficulty in navi-
gating a system they find to be highly complicated, difficult to understand, unneces-
sarily contentious, and often ponderously slow. We at WWP who have been rep-
resenting these servicemembers see a serious lack of quality-control in a system
often marked by inconsistent practices, decisions based on incomplete or inaccurate
medical records, and wide variability in the reliability of information and advice fur-
nished to servicemembers confronting difficult, life-changing circumstances.

Case Examples

The experiences of two warriors, with whom we at WWP have worked, illustrate
the kinds of problems we’re describing. In both instances, these warriors are at a
sensitive stage of the process and requested that we omit reference to their names.

The Officer: The first, an Army officer sustained a penetrating head injury in Iraq.
He has had a long remarkable rehabilitative journey, and his wife was by his side
through the course of his painfully slow recovery. As he gradually regained lost
function, the couple could begin to think and worry about the future. As she ex-
plained it, given her role as a full-time caregiver, his injury deprived two college-
educated people of the ability to work. “Don’t worry,” he was told, “you’ll be 100%;
you'll be fine.” That misplaced expression of confidence reflected a widespread mis-
conception that inured soldiers would collect both retirement pay and VA disability
compensation. But, as they ultimately learned—with VA compensation offsetting
military retired pay — a 100% disability rating represented only 60% of his monthly
military income. The couple faced a very confusing choice as to whether to elect to
receive military retirement pay or Combat Related Special Compensation. Making
a prudent decision required understanding the relationship between, and the cal-
culations regarding, (1) DoD military retirement, (2) VA compensation, (3) VA spe-
cial monthly compensation, and (4) DoD Combat Related Special Compensation. The
couple came to realize that Army personnel who help the wounded navigate the sys-
tem are not necessarily knowledgeable on the interrelationship between those finan-
cial pieces, and at times those advising them were not helpful. In fact, their JAG,
finance office, and PEBLO gave the couple conflicting information on the critical
point: would a wounded soldier receive both military retired pay and VA compensa-
tion concurrently? Each was unaware of how the above four compensation programs
offset each other. Confusion on such a basic point of information highlights the di-
lemma facing servicemembers with often severe multiple injuries.

Not only are key decisions facing a warrior in the course of the IDES process con-
fusing, but the information from which critical determinations are made is often in-
complete or even inaccurate. In the officer’s case, for example, the NARSUM failed
to include any description of his day-to-day functional impairment, but simply set
out a list of his medical conditions. Even at that, one of those conditions — loss of
use of an arm — was omitted from this critical document. An Independent Medical
Review was, in fact, critical of the NARSUM and included the reviewing physician’s
observation regarding a section listing residuals from TBI—

“[It] is hard to read and almost incomprehensible to the military physician: it
is crucial to remember that these reports are intended for the audience of the

211d. If the Service member appeals the formal PEB findings, the appropriate military depart-
ment considers the appeal and returns to duty, separates, retires, or assists the servicemember
to complete an inter-Service transfer, if appropriate and approved. Under Secretary of Defense,
Integrated Disability Evaluation System Directive-Type Memorandum 11-015, Dec. 2011.
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PEB and servicemember. The writing should be unequivocal and precise, which
is not the case here.”

While the MEB accepted some of the officer’s points of rebuttal, the Board did not
rewrite the NARSUM, which was ultimately the basis of the PEB’s determination.

While IDES was intended to foster a smooth transition, it is subject to troublingly
disruptive pressures. For example, the Warrior Transition Unit to which the officer
was assigned worked intrusively and applied pressure — to include harassing the
PEBLO—to hurry the process along. Similarly, while the IDES process provides ap-
peal rights, their experience was that the WTU actively discouraged him from ap-
pealing the PEB decision, as that would slow the process down. These weren’t iso-
lated experiences. Earlier in the course of his rehabilitation, the couple was sub-
jected to pressure to sign papers that resulted in cutting short still-needed rehab
care (against medical advice) and rushing him into the MEB process.

While IDES was designed to achieve greater timeliness, the officer’s experience
was but the officer’s experience in that regard was of a heavy-handed military at-
tempting to push him through prematurely where that early haste led to errors, cul-
minating in a lengthy appeal process that was compounded by long delays in getting
needed VA examinations.

This mature, college-educated couple’s rough journey through the IDES process
certainly calls into question how well a much less sophisticated young warrior with
similar injuries and without expert representation might have fared.

The Master Sergeant: An Army Reserve Master Sergeant with a 24-year military
career sustained multiple severe physical injuries, a traumatic brain injury, and de-
veloped chronic post-traumatic stress disorder after the Humvee under his command
was hit by a roadside bomb in Iraq in 2005. This servicemember endured a long,
rough road to recovery that included 26 surgeries and over a hundred medical proce-
dures, and that (among other disabling conditions) resulted in loss of function in the
dominant hand due to severed nerves.

Given the voluminous body of medical records that had been compiled by the time
the MEB process was initiated in 2010, the Sergeant made sure to bring those
records — which filled a large suitcase — to the meeting with the PEBLO and asked
for the opportunity to review the MEB packet before it was forwarded to the Board.
This packet was not made available for the Sergeant to review. Moreover, the VA
physician who carried out the MEB physical exam had been provided only with a
single medical record file, and even expressed frustration about the inability to con-
duct the physical exam properly without further records. Upon contacting the
PEBLO about the missing medical records, the Sergeant was told, “if additional
records are needed, the VA doctors will request them from the MTF.”

In February 2011, the Sergeant received a 137-page NARSUM; despite its length,
it omitted several service-connected conditions. The Sergeant was overwhelmed by
having to review this very lengthy technical document in seven days. This was com-
pounded by not being able to get a face-to-face meeting with the PEBLO. A JAG
officer whom the Sergeant asked for help provided only a limited review of the case
that didn’t allay the concerns; an effort to secure additional JAG assistance at an-
other installation was rebuffed. The Sergeant was later referred to another JAG offi-
cer, who seemed stretched thin with a large backlog of cases, but who did eventually
assist in drafting a request for an independent medical review (IMR), but the IMR
wasn’t done because the PEBLO failed to accurately explain the IMR process to the
local primary care Air Force doctor who was to conduct the IMR. An IMR was fi-
nally done in April 2011, but involved only a review of the NARSUM without any
review of the Sergeant’s medical treatment records, and resulted simply in uphold-
ing the flawed NARSUM. Although the extended process appeared to be nearing an
end, the Sergeant was informed by the PEB doctor in July 2011 that disability rat-
ings could not be completed without additional pictures of the injuries. It was only
in January 2012 that the Sergeant got notice that VA had “recommended” a 100%
rating but with a final decision deferred pending review of medical records regard-
ing service-connection for other medical conditions. The adjudicative process was
completed with assignment of a 100% rating 24 months after the Sergeant’s unit
commander requested MEB initiation.

Timeliness and Lack of Quality-Control

IDES was intended to improve the timeliness of the disability-evaluation process,
but rather than realizing the 300-day goal for moving a servicemember through the
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system, the process is apparently taking an average of nearly 400 days. 22 To assess
IDES solely by reference to timeliness, however, is to overlook the dangers inherent
in moving too quickly — and in doing so, foreclosing the servicemember from getting
needed medical care and increasing the risk of prejudicial error. In fact, the IDES
process is particularly vulnerable to what amounts to quality-control issues—incom-
plete examinations, examination reports that fail to include new diagnoses, incom-
plete or insufficient NARSUMSs, and missing critical documentation. Such problems
— sometimes attributable to pressures to move cases along — ultimately contribute
to delay and adversely affect the ultimate disability rating determination. WWP
often hears from warriors, especially those in Reserve and National Guard units,
who cite long delays in the system, and of having to fight to get needed medical
treatment.

Delays encountered during the MEB process can have a compound effect, result-
ing in medical exams “expiring” or no longer being accurate, requiring nurse case-
managers and PEBLOs to order new exams. Too often warriors’ medical and mental
health conditions are incompletely diagnosed or not even assessed during medical
exams, resulting in incomplete exam summaries and delays in needed care. As a re-
sult, examiners must take extra time to clarify the summaries, and in some cases,
redo the exam. 23

While substituting a VA evaluative medical examination for what had been dupli-
cative separate DoD and VA exams under the legacy system was to have saved
time, IDES has not eliminated sharp differences of view between the two depart-
ments.2¢ On that point, my experience and that of others representing
servicemembers is aptly captured by the following observations:

“The MEB places no value in the results of the VA examination. There are many
cases in which VA has diagnosed PTSD and other conditions as moderate to se-
vere, and the MEB disregards the findings and bases it on their own evaluation.
MERB review of the Service Member’s medical treatment records is also not thor-
ough in many cases. The system is full of cases where the treating Psychiatrist
and the Examining Psychiatrist at the VA are overruled by the Doctors on the
MERB. Often the same thing is done in Orthopedic departments. VA documents
the severity of the Service Member’s disability by reference to its effect on a vari-
ety of normal daily activities including ability for exercise, sports and effect on
a job. The MEB consistently disregards these findings and minimizes them in
the so-called ‘Consolidation of Inconsistencies.” What is obvious is that the MEB
has reached a decision often prior to the VA examination and refuses to take the

VA examination into proper consideration.”25
Given the MEB’s mode of operation, the Board findings — documented in the
NARSUM—are often flawed. While the NARSUM is the single most important docu-
ment describing a warrior’s physical and mental limitations, it is rarely fully devel-
oped, comprehensive, or accurate. Too often the MEB process either fails to identify
and fully document in the NARSUM all of the warrior’s medical conditions, or it
minimizes them. It is particularly troubling, in this regard, that MEBs routinely fail
to take the time to review a servicemember’s complete medical records or to re-
search those records in depth. In addition, the military seldom affords
servicemembers the complete physical examination required by regulation.26 By
law, the armed forces are required to document all service-connected medical condi-
tions, medically acceptable for a VA disability rating.2? However, MEBs, in pre-
paring the NARSUM, routinely fail to include the servicemember’s medically accept-
able conditions, and focus only on those conditions affecting the servicemember’s
ability to serve. The upshot of that narrow focus and resultant omissions is to make
it more difficult for the servicemember to establish service-connection for disabilities
that are incurred in service but simply not noted in the NARSUM. These failures

22 Seamless Transition: Improving VA/DOD Collaboration: Hearing Before the S. Veterans’ Af-
fairs Committee, 112th Cong. (2011) (statement of Hon. William J. Lynn, III, Deputy Secretary,
U.S. Department of Defense).

23U.S. GAO, Military and Veterans Disability System: Worldwide Deployment of Integrated
System Warrants Careful Monitoring, GAO-11-633T (Washington, D.C., May 2011), 7.

241d.

25 Interview with Jerry Johnson.

26 “)A complete physical examination must be recorded in the MEB.” AR 40-400 (27 January
2010);

“The overall effect of all disabilities present in a soldier whose physical fitness is under eval-
uation must be considered.” AR 635-40, sec. 3—1b.

27 Under Secretary of Defense, Integrated Disability Evaluation System Directive-Type Memo-
randum 11-015, Appendix 8, Attachment 4, Dec. 2011; Department of Defense Instruction
1332.38, July 2006.
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also have an impact “downstream” — increasing the number of appeals in the
already- backlogged VA adjudication system.

In contrast to the many instances in which warriors experience long delays in
moving through the MEB/PEB process, we see instances such as discussed above,
where warriors are seemingly rushed through the process, many of them National
Guard and Reserve members. These circumstances inevitably create problems rang-
ing from incomplete treatment to erroneous disability ratings. WWP is working with
several warriors who were referred to the MEB while still undergoing treatment or
had developed new medical problems, and as a result received an incomplete
NARSUM. In such instances, the MEB process should be delayed or stopped. All
medical conditions should be diagnosed and treated before the MEB process even
begins.

Dual-Adjudication Undercuts the Goal of a Timely, Streamlined System

One of the most critical barriers to a timely, streamlined system is that IDES re-
tains the redundancy of a dual-adjudication process. Army Surgeon General, LTG
Eric Schoomaker, in testifying before the Senate Appropriations Subcommittee on
Defense, acknowledged that the system “remains complex and adversarial,” and
warriors “still undergo dual adjudication where the military rates only unfitting con-
ditions and the VA rates all service-connected conditions.”28 At the same hearing,
the then-Undersecretary of Defense for Personnel and Readiness described the ideal
system as one that would produce “a single evaluation based upon one medical
record.”2? Eliminating this redundancy would represent an important reform, but
would not alone eradicate the range of problems warriors encounter in moving
through the disability evaluation system. Substantive errors in decision-making go
unaddressed in those many cases when the PEBLO assisting the warrior is not ade-
quately trained and the warrior is either lacks representation or is not effectively
represented.

IDES Leaves Too Many Ill-informed and Unrepresented

Generally, warriors and their family members are uninformed or do not under-
stand the IDES process. The system’s complexity leads some to become cynical, as
in the case of one Wounded Warrior who commented, “they make it convoluted and
you get so frustrated that you want to give up. I've never been as stressed out as
I am in this process.”39 Servicemembers’ lack of understanding of the process also
contributes to flawed case-adjudication. With the failure to inform servicemembers
at the outset of the MEB referral of the importance of their medical records and
the need for supporting documentation, many are wholly unprepared for the chal-
lenge associated with establishing service-connection.

In theory, the military’s assignment of a PEBLO to each servicemember under-
going the IDES process should close the information-gap. Beginning with an initial
briefing before the servicemember’s first physical examination for the MEB, the
PEBLO’s role is to inform the service-member of what to expect at various phases
of the process, assist the servicemember in gathering medical information and docu-
mentation, and review the MEB and PEB determinations with the servicemember.
The reality, however, is that some of these officers do not fully understand the sys-
tem or have such large caseloads they can’t provide each servicemember adequate
instruction and assistance. While the nature of the process requires the PEBLO to
maintain an ongoing flow of information to the servicemember, warriors often report
that they rarely hear from their PEBLO. But even under the best of circumstances,
the PEBLO acts as the servicemember’s counselor and liaison, but that officer is not
the servicemember’s advocate before the MEB or PEB.

Servicemembers do have access to JAG representation 3!, and some efforts have
been made to provide training for the JAGs. In our view, however, there is wide
variability in the level of expertise on IDES issues among JAGs, and certainly not
enough JAGs have the necessary expertise. Servicemembers themselves often ex-
press reluctance to avail themselves of the assistance of a JAG officer, often based
on the perception that a military/government lawyer may not represent their best
interests.

28 Tom Philpott, “Disability Evaluation Reforms Seen Falling Short,” Army Times, March 31,
2011.

291d.

30 Beldock

31In our experience, at least one JAG officer and a paralegal are stationed in the military
treatment facilities to assist when MEBs take place.
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Not only is the servicemember generally unrepresented but that individual is not
afforded the opportunity to appear before the MEB to discuss his health status. Ac-
cordingly, the MEB’s development of a narrative summary is based, and dependent,
on the medical records available to the MEB, and its interpretation of those records.
Lack of representation is especially problematic at the point that the servicemember
receives the MEB determination, because the individual is given just seven working
days to review and appeal the NARSUM before it is forwarded to the PEB for a
determination of fitness, separation, or military retirement. This is an unreasonably
limited period of time for an individual to obtain reliable advice or counsel, particu-
larly in the often complex cases that involve multiple severe injuries, let alone
enough time for many warriors to review and comprehend NARSUM findings and
the significance of omissions or inaccuracies in that document. The servicemember
has only an additional five days within which to seek an IMR to challenge the
NARSUM before the case moves to the PEB, and is not afforded the option of pro-
viding evidence from a specialist of his/her own. In contrast, the IMR - generally
performed by a physician under contract to DoD—is less than “independent,” and
1s seldom a specialist able to address specific issues. In our experience, very few
such reviews come back with any change in determination; yet our own reviews
often show strong bases for an IMR to challenge the findings.

WWP’s representation of growing numbers of Wounded Warriors through this
process has highlighted problems under IDES, but has also led us to develop solu-
tions. We offer the following recommendations in the belief that the IDES system
can and must be materially improved, and urge this Committee to work with the
Armed Services Committee to spur the Executive Branch to make needed changes.

WWP Recommendations

(1) Direct DoD and VA to provide (i) better instruction and outreach on IDES for
warriors and their caregivers, and (ii) better instruction on IDES for warrior
transition unit and other pertinent staff who work with warriors and their
families and caregivers.

(2) Direct DoD to re-engineer, and institute quality-controls on, the “front-end” of
the IDES process to—

(a) Provide procedures and safeguards to protect servicemembers, and particu-
larly National Guard and Reserve members, from being pushed into and
rushed through the MEB process.

(b) Ensure that the MEB process is not begun until optimum medical care has
been provided and the servicemember’s conditions have been diagnosed, and
that such process will be deferred under circumstances where a significant
new medical condition develops.

(¢) Ensure that NARSUMs are fully developed and accurately document all serv-
ice-connected medically acceptable conditions of a warrior, to include (i) re-
quiring MEBs to review thoroughly all medical records, and (ii) providing op-
portunities for the servicemember to meet with the MEB.

(d) Allow ample time for a warrior to review his’/her NARSUM with the assist-
ance of an advocate and/or a medical provider (to include additional time for
servicemembers with multiple, severe injuries).

(e) Provide substantially improved avenues for effective assistance to and rep-
resentation of servicemembers undergoing physical and mental health dis-
ability evaluations, including expanding the number — and improved train-
ing—of PEBLOs and JAGs, and encouraging the use of certified veterans’
service officers throughout the IDES process.

(f) Provide servicemembers the opportunity and sufficient time to obtain a re-
view of the NARSUM and all pertinent medical records by a specialist(s) of
the servicember’s choosing, and the opportunity to present such specialist
findings in rebuttal.

(3) Adopt the key recommendation of the Dole-Shalala Commission by estab-
lishing a single adjudication system with a single agency responsible for dis-
ability evaluation that would not only provide needed consistency, but help re-
alize a more streamlined, timely process.

(4) Ensure leadership and oversight at the highest level to achieve the required
%%sﬁesm re-engineering and quality-control measures to realize the goals of

Conclusion

WWP believes that, whatever the injury, every warrior going through the IDES
process should receive comprehensive medical treatment, full and fair adjudication
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of their medical conditions and disability evaluation, and accurate compensation for
service-related health conditions. Today, almost five years after a bipartisan com-
mission called for streamlining the complicated disability evaluation system that so
poorly served Wounded Warriors, the goals envisioned for that system have yet to
be realized. WWP recognizes that VA and DoD staffs have devoted much time and
effort to improving the disability evaluation process, but more must be done to
produce a system worthy of our Wounded Warriors and the sacrifices they have
made. We call for a re-engineering of IDES processes, and institutionalization of
quality-controls along with continuing Congressional oversight, as the pathway to
meeting this obligation to our warriors.

Reevaluating the transition from servicemember to Veteran: Honoring a
shared commitment to care for those who defend our freedom

Overview of Wounded Warrior Project Testimony

The Integrated Disability Evaluation System (IDES) was intended to create: (1)
a less complex, non-adversarial system; (2) faster, more consistent evaluations and
compensation; (3) a single medical exam and a single-source disability rating; and
(3) a smooth transition to veteran status. In large part, those critically important
goa]:)ls élave yet to be achieved. While VA has done its part, DoD still has much work
to be done.

DoD must address both structural and operational problems in the IDES. These
include: (1) artificial timelines that create pressures to prematurely push
servicemembers into the medical-evaluation process and result in their being rushed
through the Medical Evaluation Board (MEB) process; (2) an MEB process that re-
lies on reviewing only partial and often-incomplete medical records (and does not
even meet with the servicemember) to produce an often-incomplete and inaccurate
narrative-summary, which is the most critical evidence considered by the final
decisional authority; (3) resultant errors in the narrative summary that make it
more difficult ultimately to establish service-connection and that have the effect of
increasing the number of appeals in an already clogged VA adjudication system; (4)
lack of sufficient time for the servicemember to understand and challenge the con-
tent or accuracy of that decision document; (5) lack of a meaningful mechanism for
the Member to secure a truly independent medical review of key decision docu-
ments; and (6) wide disparity in the extent of effective assistance and representation
of members in the IDES process.

We urge the Committee to work with the Armed Services Committee to spur the
Executive Branch to make needed changes. Among those recommendations, we urge
that DoD be directed to re-engineer and institute quality-controls on the “front-end”
of the IDES process. Among those needed steps, DoD must provide safeguards to
protect servicemembers from being pushed into and rushed through the MEB proc-
ess. That process should not begin until optimum medical care has been provided
and the servicemember’s conditions have been diagnosed. System changes are badly
needed to ensure that narrative summaries are fully and accurately developed, to
include requiring MEBs to review thoroughly all medical records, and provide op-
portunities for the servicemember to meet with the MEB. Servicemembers also need
more time to review the MEB summary, and need greater access to effective rep-
resentation and assistance, as well as the opportunity to have the summary re-
viewed by a specialist of the servicemember’s choosing.

WWP recognizes that VA and DoD staffs have devoted much time and effort to
improving the disability-evaluation process, but more must be done to produce a
system worthy of our Wounded Warriors and the sacrifices they have made. We call
for a re-engineering of IDES’ processes, and institutionalizing quality-controls along
with continuing Congressional oversight as the pathway to meeting the obligation
owed our warriors.

———

Prepared Statement of Eric Greitens, Phd

Mr. Chairman and Members of the Subcommittee, thank you for the opportunity
to testify this morning as the Founder and CEO of The Mission Continues. The Mis-
sion Continues challenges veterans to serve and lead in communities across Amer-
ica.

We believe that any system that is designed to create successful transitions for
veterans, will only work if veterans are first recognized for the immense abilities
that they bring back to their communities. We have learned that by focusing on
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these strengths, despite some of the most severe disabilities, we can facilitate suc-
cessful transitions from warrior to citizen.

As a Navy SEAL, I served four tours in the Global War on Terrorism. On my last
deployment in Iraq, my unit was hit by a suicide truck bomb. I was treated at the
Fallujah surgical hospital and returned to full duty 72 hours later, but some of my
friends - some of whom were standing an arms length from me - were hurt far worse
than I was.

When I returned home, I visited them and went to Bethesda Naval Hospital to
visit other wounded Marines. As all of you know, when you meet with our wounded
servicemembers, you are often talking with young men and women, the balance of
their lives still before them. I asked each of them about their units, their home-
towns, their deployments, and when I asked, “What do you want to do when you
recover?” Each one of them said, “I want to return to my unit.” Their bodies had
been injured, but their spirit of service had endured.

My experience at Bethesda that day was not unique. In a recent survey of post-
9/11 veterans, 92% strongly agreed or agreed that serving their community is impor-
tant to them.

At The Mission Continues we create successful transitions by engaging returning
veterans to continue their service by engaging them in six-month fellowships at non-
profit and public service organizations in their communities: an Army specialist
from the 82nd Airborne now trains service dogs for the disabled; a Marine Corps
sergeant now builds home with Habitat for Humanity; an enlisted airman who now
serves her fellowship as a support attendant at a women’s shelter. During their Fel-
lowships, our veterans are provided with stipends, mentors, and broad curriculum
to achieve one of three post-Fellowship goals. They go on to full-time employment,
full-time education, or participate in an ongoing role of service in their communities.
To date, we have awarded Fellowships to 255 post-9/11 veterans, who have served
with 168 organizations across the country.

For example, in Mississippi County, Anthony Smith served his Fellowship work-
ing with under-privileged youth. In 2004, Anthony was serving as a major in the
Army when he was hit by a rocket-propelled grenade. After spending 64 days in a
medically induced coma, he awoke to find that he was blind in one eye, had lost
his right arm underneath the elbow, and that parts of his leg, hip and spinal cord
were damaged. Like many of the veterans that we work with, his transition was
difficult, and he started to doubt whether or not he was needed here at home.

After Anthony became a Mission Continues Fellow, he found a renewed sense of
purpose. Through his Fellowship, Anthony is using martial arts to mentor at-risk
youth. Daily, dozens students from his community enter Anthony’s dojo. Using
pushups, modeling patience, and teaching self-control, Anthony teaches lessons in
his community everyday.

In two independent research reports, the George Warren Brown School of Social
Work at Washington University has found that nearly 80% of the participants in
our program felt that serving in the community had a positive effect on their future
employability, performance, and promotion, or that it instigated them to make a ca-
reer change. In fact, 86% of participants reported transferring their military skills
to civilian employment and 100% of Fellows reported that they will probably or defi-
nitely stay involved in volunteer activities and public service in the future.

Mr. Chairmen and Members present, the story of this generation of veterans is
still being written. We have a tendency to rely on PTSD figures, unemployment sta-
tistics, and suicide rates to tell us how our veterans are transitioning from the mili-
tary to civilian life. But these statistics do not tell the whole story. These statistics
do not capture a veteran’s desire to continue to serve and the willingness to lead
in communities upon their return.

They do not tell the story of Jake, a former Marine who now coordinates rescue
missions to international disasters; or April, the Army veteran from Chicago, who
serves as a mentor to refugee children in the classroom. Across America, veterans
are serving again. In fact, the majority of the members in this Committee have Mis-
sion Continues Fellows serving in their district or neighboring districts. And last
year, with our Fellows as examples, The Mission Continues engaged over 15,000
Americans to spend a day of service with veterans in their communities. Our Mis-
sion Continues Fellows are enduring leaders who have overcome pain and turned
it to wisdom. They are veterans whose commitment to our country did not end on
the battlefield.

In order for veterans to transition successfully, communities across America must
begin to recognize the service they still have to give. We believe that when the story
of this generation of veterans is written, it will not only be a story of the wars they
have fought overseas; it will also be a story of the homes built, the parks restored,
the young minds engaged by veterans whose mission continues here at home.
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Mr. Chairman, we are grateful for your support and the support of this Sub-
committee. I would welcome any questions that you or other Members may have.
Thank you.
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