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DEPARTMENT OF DEFENSE APPROPRIATIONS 
FOR 2017 

WEDNESDAY, FEBRUARY 24, 2016. 

UNITED STATES EUROPEAN COMMAND 

WITNESS
GENERAL PHILIP M. BREEDLOVE, U.S. AIR FORCE, SUPREME ALLIED 

COMMANDER EUROPE (NATO), AND COMMANDER, U.S. EUROPEAN 
COMMAND

OPENING STATEMENT OF CHAIRMAN FRELINGHUYSEN

Mr. FRELINGHUYSEN. The meeting will come to order. Good 
morning everybody. The hearing will come to order. This morning 
the committee will hold a hearing on the posture of the United 
States European Command. First, I want to recognize Mr. Vis-
closky for a motion. 

We are moving so quickly, we are working on the script here. 
Mr. VISCLOSKY. Mr. Chair, I move that this portion of the hear-

ing today which involves sensitive material be held in executive 
session because of the sensitivity of the materials we discussed. 

Mr. FRELINGHUYSEN. So ordered. I just remind people, the mate-
rials that have been distributed may be distributed close hold. No 
discussion outside of the room this morning. 

Our sole witness this morning, is General Philip Breedlove of the 
United States Air Force, who, I think as you know, wears many 
hats, including the commander of the United States European 
Command, and NATO, Supreme Allied Commander Europe. Gen-
eral Breedlove assumed his current duties in the spring of 2013. 

General Breedlove, welcome back to the committee, and I know 
this is your last appearance, but we want to thank you for 39 years 
of service, you and your better half, to our remarkable Nation. And 
we wish you Godspeed in the future. 

Of course, when you assumed command 3 years ago, EUCOM 
was relatively quiet. After decades of keeping the peace, EUCOM 
NATO and our allies and partners now face threats on many 
fronts, primarily from Russian aggression and ISIL, or ISIL- 
wannabes. Terrorist acts from ISIL and sympathizers in Europe, 
most recently attacks in Paris and Ankara, have killed hundreds, 
including dozens in recent weeks. 

Even more alarming and destabilizing, a major refugee crisis is 
threatening to unravel the European Union’s border-free zones, 
even as it creates a monumental humanitarian catastrophe. At the 
same time, ISIS is using the refugee crisis to smuggle its own 
operatives into Europe. Finally, your responsibilities are not lim-
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ited to the critical role you play in helping to stabilize Europe. 
EUCOM plays a key role in assisting CENTCOM and AFRICOM, 
with a variety of crises that they face, and conflicts that we con-
tinue to have in the Middle East and Africa. 

Members of this committee have traveled to multiple countries in 
your area of operation in the past year, including countries in East-
ern and Western Europe and Ukraine, so we speak with you today 
with the benefit of having seen firsthand just some of the chal-
lenges you face, and we have had the opportunity to have some 
face time with you as well, of which we are grateful. 

General, we understand your job is a tough one. We are here to 
support you. And I know that you have a prepared statement 
which we will put into the record, and we appreciate your being 
with us. And I would like to yield some time to the ranking mem-
ber, Mr. Visclosky. 

Mr. VISCLOSKY. Chairman, thank you very much for holding the 
hearing, and General, I would simply echo the chairman’s words 
and thank you very much for your life of dedicated service to our 
Nation and to the people of it, and certainly wish you well and look 
forward to your testimony today. 

General BREEDLOVE. Thank you, Mr. Chairman. 
Mr. FRELINGHUYSEN. General Breedlove, the floor is yours. We 

work pretty quickly here, don’t we? 
[The written statement of General Breedlove follows:] 
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[CLERK’S NOTE.—The complete hearing transcript could not be 
printed due to the classification of the material discussed.] 
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TUESDAY, MARCH 15, 2016. 

TESTIMONY OF MEMBERS OF CONGRESS 

WITNESSES
HON. DAVID VALADAO, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF CALIFORNIA 
HON. MIKE BOST, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF ILLINOIS 
HON. MARTHA McSALLY, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF ARIZONA 
HON. BRADLEY BYRNE, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF ALABAMA 
HON. PETE AGUILAR, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF CALIFORNIA 
HON. GLENN THOMPSON, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF PENNSYLVANIA 
HON. JIM BRIDENSTINE, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF OKLAHOMA 
HON. PAUL COOK, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF CALIFORNIA 
HON. TED LIEU, A REPRESENTATIVE IN CONGRESS FROM THE STATE 

OF CALIFORNIA 
HON. DAVE REICHERT, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF WASHINGTON 
HON. EARL L. CARTER, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF GEORGIA 
HON. WILLIAM CLAY, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF MISSOURI 
HON. CHRIS GIBSON, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF NEW YORK 
HON. PATRICK MEEHAN, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF PENNSYLVANIA 
HON. EARL BLUMENAUER, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF OREGON 
HON. ANN WAGNER, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF MISSOURI 
HON. NIKI TSONGAS, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF MASSACHUSETTS 
HON. JOSEPH P. KENNEDY, A REPRESENTATIVE IN CONGRESS FROM 

THE STATE OF MASSACHUSETTS 
HON. MO BROOKS, A REPRESENTATIVE IN CONGRESS FROM THE 

STATE OF ALABAMA 

OPENING STATEMENT OF CHAIRMAN FRELINGHUYSEN

Mr. FRELINGHUYSEN. Good morning, the committee will come to 
order. This morning, the committee holds an open hearing during 
which Members of the House of Representatives are invited to 
bring their concerns and issues regarding the future posture and 
force structure of the Department of Defense directly to our atten-
tion.
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My ranking member and I are here today to take testimony from 
our colleagues in an effort to provide maximum Member participa-
tion as we work to draft the Department of Defense appropriations 
bill for said fiscal year 2017. At this time, I would like to recognize 
my ranking member, Mr. Visclosky, for any statement he would 
like to make. 

Mr. VISCLOSKY. Mr. Chairman, I do. One, I deeply apologize to 
you, staff, the Members for being tardy. This was being completely 
stupid this morning. I don’t have a coat, wallet, other things, so I 
won’t delay any further except everybody’s time is important, and 
again, I apologize. 

I do thank you for holding this hearing, because it is important 
to the business of this country to hear from our colleagues in the 
concerns they have about programs, problems, issues in their dis-
trict, so I am delighted to be here. And I again, appreciate you 
holding the hearing. 

Mr. FRELINGHUYSEN. Thank you, Mr. Visclosky. One of those col-
leagues, the first one we will welcome today is David—— 

Mr. VALADAO. David Valadao. 
Mr. FRELINGHUYSEN [continuing]. From California, and we will 

proceed in order, but we thank Mr. Bost for being here. 

SUMMARY STATEMENT OF CONGRESSMAN VALADAO

Mr. VALADAO. Thank you, Chairman, Ranking Member. I appre-
ciate the opportunity. I am proud to be here to testify before you 
on behalf of California’s 21st congressional district, and in par-
ticular, the Navy warfighters who are stationed at Naval Air Sta-
tion Lemoore, which I am fortunate enough to represent. 

As you may know, NAS Lemoore is the West Coast’s home bas-
ing for the Navy’s most important tactical aviation. With more 
than 40 aviation tenants, including the Strike Fighter Wing Pacific, 
the Strike Fighter Weapons School Pacific, and NAS Lemoore is 
critical to operations in the Asia Pacific region. 

NAS Lemoore will soon be home to yet another squadron of F/ 
A–18 Hornets, and next year they will begin to receive F–35C air-
craft, becoming one of the first air stations in the Navy to do so. 

During my time here in Congress, I have been honored to meet 
the men and women who serve at Lemoore and work with them on 
making sure they have the tools and resources necessary to be the 
most effective warfighters in the Armed Services. They serve their 
country with honor and distinction, and I am committed to ensur-
ing their missions are met with success. 

I am testifying today to discuss the importance of the aircraft in 
which these men and women fly and maintain. Last summer, I em-
barked aboard the USS Ronald Reagan aircraft carrier. While I 
was aboard, I was able to witness the incredible aircraft that the 
pilots stationed at Lemoore fly on a daily basis in support of our 
critical operations in Asia—in the Asia Pacific region. 

The lifeblood of the Navy’s air fleet is the F/A–18–E/F Super 
Hornet, and these aircraft will soon be joined by the 5th-generation 
F–35C aircraft. 

When they are not stationed at NAS Lemoore, the Super Hornets 
are the premier strike fighters for the U.S. aircraft carriers de-
ployed throughout the world. Whether it is against ISIS or the next 
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conflict to arise suddenly, the F/A–18s are the first aircraft on site 
ready to execute the mission until they can be supported by other 
forces.

Unfortunately, the fiscal year 2017 budget does not add sufficient 
number of Super Hornets to meet the Navy’s demands. The Navy 
faces a tactical aviation shortfall of roughly 36 Super Hornets. This 
shortfall results from incredibly high utilization rates fighting our 
enemies.

Before this subcommittee, the Secretary of the Navy testified 
that his top unfunded requirement is the 14 additional Super Hor-
nets to help address this shortfall. These aircraft will not only ad-
dress the near term demand, but they will also help fill the manu-
facturing gap until next year when the Navy plans to buy 14 more 
Super Hornets. 

There is no greater responsibility in Congress than to provide re-
sources for our national defense. This subcommittee is always 
thoughtful about the decisions it makes. Even these times—even in 
these times of fiscal austerity, we must ensure that our men and 
women in uniform receive the training and equipment they need to 
defend the freedoms we as Americans enjoy every day. 

I ask this subcommittee to consider the Navy’s top unfunded re-
quirement of 14 additional Super Hornet aircraft. It will make a 
difference at NAS Lemoore, and for the warfighter. As our Nation 
continues to pivot to Asia, it is important that we maintain supe-
rior air power. 

I am proud that the Navy announced in 2014 that after carefully 
weighing the strategic, operational, and environmental con-
sequences, that the Navy will base the F–35C aircraft at NAS 
Lemoore. I have been working with the men and women at NAS 
Lemoore as they prepare the air station for the arrival of the air-
craft. We have been working on military construction projects that 
include expanded aircraft hangers, maintenance facilities, as well 
as the elite training facilities to get our pilots up to speed on flying 
the F–35C. 

This is an exciting time for the—for people of California’s 21st 
congressional district and those stationed at the base. The F–35 
program will serve as the 5th-generation multi-role fighter for the 
U.S. Navy, U.S. Air Force, U.S. Marine Corps, and eight allied 
partners, and currently, three foreign military sales—and cur-
rently, three foreign military sales countries. It will allow our serv-
ices and the services of our allied partners to recapitalize a rapidly 
aging fleet and next generation—with next-generation capability. 

For the Navy, the F–35 will be a critical provider of information 
to the Carrier Strike Group, providing superior situational aware-
ness to both aircraft and ships in the strike group. Studies show 
when you add F–35Cs to the carrier air wing, the air wing is more 
lethal.

NAS Lemoore will be the West Coast home for a total of 100 F– 
35C aircraft. It will host seven Navy Pacific fleet squadrons, 10 air-
craft per squadron, and the fleet replacement squadron, 30 aircraft, 
beginning in 2016. 

They will receive their full complement of F–35C aircraft by 
2028. These F–35 aircraft will be the first 5th-generation aircraft 
flown by the Navy and critical for the Navy to survive flying in an 
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advanced threat environment. These multi-role aircraft will inte-
grate with the F/A-18 Super Hornet aircraft that operate at NAS 
Lemoore today. 

The basing of the F–35C fleet is estimated to require 751 new 
military and contractor personnel for mission support with an esti-
mated $35.5 million cost in annual payroll. 

This will inject much needed economic stimulus into our suf-
fering region, and basing the F–35C at NAS Lemoore will further 
result in an increase of about 68,400 operations per year in NAS 
Lemoore.

The home basing for the F–35 aircraft will make NAS Lemoore 
a significant source of the Navy’s strike power in the Pacific and 
enable our region to play a significant role in our Nation’s defense 
for years to come. 

The Navy has had to make tough choices in deferring buying F– 
35 aircraft in the numbers it should in order to accelerate mod-
ernization of its tactical aviation fleet, but given the current geo-
political and international state of affairs, investing in 5th genera-
tion is not a luxury, but a necessity. 

The fiscal year 2017 budget includes $10.5 billion for the F–35 
program, and yet the services have still identified a number of un-
funded requirements to include 5—4 F–35As for the U.S. Air Force, 
2 F–35Cs for the Navy, and 2 F–35Bs, and 2 F–35Cs for the U.S. 
Marine Corps. 

I would urge the committee fully fund this program and support 
the unfunded requirements. The F–35C will be critical to ensuring 
that when operating in a contested airspace, our men and women 
can return home. 

The importance and value of NAS Lemoore to California’s 21st 
District and to the Central Valley cannot be questioned. The eco-
nomic impact of the air station is estimated at close to a billion, 
and our local businesses and industries are proud to work hand in 
hand with NAS Lemoore. 

As I have stated before, it is an honor to be able to testify before 
you today and represent the men and women at NAS Lemoore and 
make sure that they are provided the resources necessary to be ef-
fective warfighters. Supporting both the F–18 and the F–35 pro-
grams is vital to ensuring our Navy does not experience a shortfall. 

Our Nation continues its fight against ISIS as well as the grow-
ing number of diverse threats we face. We must do all we can to 
maintain superiority of the air, and we cannot afford to lose this 
priority. I urge the committee to fully fund both programs. Thank 
you, Mr. Chairman. 

Mr. FRELINGHUYSEN. Thank you for being here on behalf of NAS 
Lemoore, and obviously, more Super Hornets and F–35s are coming 
your way. Thank you for being a strong supporter of national secu-
rity.

Mr. VISCLOSKY. Mr. Chairman, just to add, I think our next wit-
ness is going to talk about Operation Tempo, so one of the things 
that we are very concerned about is not only the acquisition of 
those aircrafts, but to make sure we have the pilots to fly them, 
we have the moneys to maintain them, and for operation, so we do 
appreciate you, concerning your testimony very much. 

Mr. VALADAO. Thank you for your time. 
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[The written statement of Congressman Valadao follows:] 
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Mr. FRELINGHUYSEN. Thank you. We are pleased to welcome 
Congressman Mike Bost from Illinois, a Marine veteran. Thank 
you for being here bright and early, and I apologize for not recog-
nizing you first, even though Mr. Valadao offered to give you his 
slot. Thanks for being with us. 

SUMMARY STATEMENT OF CONGRESSMAN BOST

Mr. BOST. Thank you, Mr. Chairman, and thank you, Ranking 
Member, for allowing me to testify today. My comments will be 
brief.

First, I would like to discuss the Navy’s need for the F/A–18 
Super Hornet Strike Fighters. The F/A–18 is currently the only 
operational strike fighter of the United States Navy. The aircraft 
is conducting daily combat missions in support of operations 
against ISIS and all other Al Qaeda-affiliated terrorist groups in 
the Middle East. 

However, the pace of operations is significantly—of operations is 
significantly wearing out existing aircraft. While Congress funds— 
funded the acquisition of 12 aircraft—14 aircraft, this number may 
still be short of what the U.S. Navy needs. The procurement of 14 
additional F/A–18 Super Hornets will help avoid the operational 
shortfall and keep the St. Louis production line open pending air-
craft sales to allied nations. Therefore, I request that the com-
mittee fund the United States Navy’s request for 14 aircraft for the 
upcoming fiscal year. 

In addition, aircraft and other weapons systems need ammuni-
tion to take the fight to the enemy. The General Dynamics plant 
in Marion, Illinois manufactures a variety of medium-caliber 
rounds used in weapons systems by all four services. Many of these 
munitions are highly advanced and represent the next generation 
of force projection and force protection technology. 

Examples include the 30-millimeter K.E. ship defense munitions 
capability of penetrating waves and other obstacles to protect ships 
from swarming attack small boats, and the 20-millimeter point det-
onation round capable of penetrating soft targets before detonation. 
Each of these rounds will help protect our servicemen and women, 
allowing them to defend and the growing use of asymmetric tactics 
by our enemies. 

Therefore, I urge the committee to fully fund the Service’s me-
dium-caliber round request. And again, I thank you for the oppor-
tunity to allow me to speak today, and I will be glad to answer any 
questions.

Mr. FRELINGHUYSEN. Mr. Bost, thank you very much for being 
with us, and obviously, for your own service as a Marine, I know 
that never stops. 

Mr. BOST. No. 
Mr. FRELINGHUYSEN. And for supporting the need for aircraft, 

and most particularly, for focus on ammunition—— 
Mr. BOST. Thank you. 
Mr. FRELINGHUYSEN [continuing]. For what we deliver. 
Mr. BOST. Yes. 
Mr. FRELINGHUYSEN. It is important. 
Mr. VISCLOSKY. I appreciate you being here on your election day. 

It shows the importance of your—— 
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Mr. BOST. It is important. This is vitally important. National se-
curity is the most important thing we do. Thank you. 

Mr. FRELINGHUYSEN. Absolutely. Thank you very much. 
[The written statement of Congressman Bost follows:] 
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Mr. FRELINGHUYSEN. I am pleased to welcome Congresswoman 
Martha McSally—or excuse me. I am going to jump out of order 
here. Excuse me, Pete Aguilar from California. Excuse me. 

SUMMARY STATEMENT OF CONGRESSMAN AGUILAR

Mr. AGUILAR. There is not an attendance roster there, so I under-
stand. Thank you, Chairman Frelinghuysen and Ranking Member 
Visclosky. I appreciate the opportunity to speak with you today. 

I wanted to highlight a few priorities for fiscal year 2017’s De-
fense Appropriation bill that I humbly ask for your support. The 
use of big data by DIA and often over—an often forgotten health 
concern impacting our servicemen and women, possible savings 
connected to our Nation’s carriers, and our efforts to confront the 
ever-growing cyber threat are all critical issues, I believe, deserve 
more discussion as we debate the appropriate methods to defending 
our Nation. 

One of DIA’s responsibilities includes creating and maintaining 
an infrastructure-focused foundational intelligence database to aid 
our situational awareness and mission planning activities. While it 
is critical that our foreign infrastructure assessment, database cre-
ation, and maintenance is unfortunately quite labor intensive, lead-
ing the DIA to embark on Foundational Intelligence Modernization 
Program in an effort to use big data to our advantage. 

While this program will focus on crowd-sourced, big-data dis-
covery, commercial database integration, and open-source location- 
based data services to populate the databases, the analytical issues 
that inevitably come with big data still need to be addressed. Fur-
ther, the modernization program will not necessarily assist us in 
efficiently and effectively presenting this data to others within gov-
ernment.

After defense and intelligence community users select the rel-
evant data and create analytic models putting the data in a more 
understandable format so that it can be disseminated to other deci-
sionmakers is critical. That is why I support additional funding to 
create cloud-based all-source geoanalytics based on commercial off- 
the-shelf technology in support of DIA’s new Foundational Intel-
ligence Modernization Program. 

We need to develop tools to analyze changes to critical foreign in-
frastructure through big data, while also providing an interactive 
Web-based executive briefing tool. These tools will not only help de-
cision makers conceptualize the battle space environment and de-
termine the correct course of action, but will assist our warfighters 
in making the fight—in taking the fight to the enemy. 

I will now turn my attention to a military personnel issue that 
I don’t believe receives enough attention. Hearing plays a vital role 
in the performance of our servicemen and women, and because of 
the nature of warfare, our soldiers, sailors, airmen, and Marines 
are constantly exposed to high levels of noise. I can tell you the 
number of servicemembers and veterans I have met that suffer 
from hearing loss and have been wearing hearing aids for years. 
Unfortunately, unlike civilians, military personnel have little op-
tion but to remain in noisy environments in order to complete spe-
cific tasks and missions. 
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And even though areas such as military flight lines are prime ex-
amples of places that routinely expose our service members to 
harmful noise, hearing loss is a largely preventable condition. That 
is why I ask the committee to direct additional funding to accel-
erate the current research and development efforts of the Naval 
Noise-Induced Hearing Loss program. 

The Navy’s efforts should not only assist those exposed to harm-
ful noise on our aircraft carrier flight decks, but also across the 
Services on all flight lines. Doing so will save countless dollars of 
future medical costs for thousands of personnel and will protect the 
precious investment that we make in our brave warriors. 

On a note also related to America’s Navy, it is my belief that our 
aircraft carriers offer us an array of unique capabilities that allows 
us unparalleled force projection with the ability to marshal assets 
anytime, anywhere. Whether related to the fight against the Is-
lamic State or humanitarian mission after a natural disaster, few 
can argue with the importance of such assets to our effort. 

Similarly, I believe that we can—that few can argue the impact 
that research, development, test, and evaluation dollars spent now 
have on the future of our fleet. Our ability to refine and improve 
Ford-class carriers designed through the Design for Affordability 
project will help put downward pressure on the construction costs 
of future carriers in the Ford-class, like the USS Enterprise.

Because we continue to confront complex global threat environ-
ments while also facing the challenge of a fiscally tight budgetary 
outlook, I request that the committee provide an increase in fund-
ing for the Design for Affordability program so our that our 
RDT&E efforts can lead to future savings at the same time that 
we will be confronting a very expensive modernization wave 
throughout the Armed Forces. 

Finally, issues related to cyber defense in the military as well as 
in the civilian sphere are directly connected to our most critical in-
frastructure and overall national security. Given the complex 
threat of—posed to Federal, State, and private entities within the 
United States from cyber attacks, investments must be made on 
whole-of-government approach. One of these investments should be 
through funding the activation of the Army National Guard Cyber 
Protection teams. Many part-time members of our National Guard 
have civilian cybersecurity skills and experience from their private 
jobs.

These are invaluable skills that should and must be used to 
counter this growing threat. These forces would not only offer out-
reach to States, but it would also bring a suite of robust capabili-
ties to civilian authorities and other entities. We cannot rest until 
our cyber needs are met, and I ask that the committee take the 
necessary steps to engage these untapped resources. 

As this committee continues its efforts to confront the multitude 
of challenges facing our Nation, I want to thank you for the oppor-
tunity to come and speak to you on a few issues that I believe are 
vitally important. Thank you so much. 

Mr. FRELINGHUYSEN. Thank you very much. We appreciate your 
focusing on a number of issues which are of key interest to our 
committee and our committee members as well. 
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Mr. VISCLOSKY. I would just note, you get a gold star. I do not 
believe I have ever had a hearing where someone referenced the 
noise-induced hearing loss program. As someone who needs assist-
ance myself, I appreciate you bringing that to the committee’s at-
tention very much. 

Mr. AGUILAR. Thank you so much, sir. Appreciate it. 
Mr. FRELINGHUYSEN. Thank you. 
Mr. AGUILAR. Thank you, Mr. Chairman. 
[The written statement of Congressman Aguilar follows:] 
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Mr. FRELINGHUYSEN. Ms. McSally, gentlewoman from Arizona. 
Thank you for being with us. 

Ms. MCSALLY. Absolutely. 
Mr. FRELINGHUYSEN. And for your own service in the Air Force. 
Ms. MCSALLY. Absolutely. 
Mr. FRELINGHUYSEN. Remarkable. Thank you. 

SUMMARY STATEMENT OF CONGRESSWOMAN MCSALLY

Ms. MCSALLY. Thank you. Mr. Chairman, Ranking Member, we 
will submit a written statement. I am just going to speak verbally 
on some of our priorities. I proudly represent Arizona’s 2nd con-
gressional district, which includes national security treasures of 
Davis-Monthan Air Force Base and Fort Huachuca. We also are 
home to Raytheon Missile Systems, a key partner for us and the 
warfighter.

As you know, I am a former A–10 pilot and a squadron com-
mander myself. One of our highest priorities, and I want to thank 
the committee for our support in the past, is to keep the A–10 fly-
ing until we have a tested proven replacement. 

I appreciate the support of this committee in the past. The ad-
ministration has decided to not tilt at windmills again this year, 
to put any more A–10s in the boneyard, but I am still concerned 
about the future and the way ahead. We have got now nine A–10 
squadrons remaining across the Active Duty Guard and Reserve, 
and they are smaller than the squadrons they had in the past. 
Some of them, like the one I commanded, has gone from 24 air-
planes down to 18 airplanes. 

They are currently in three locations: in the DMZ in South Korea 
providing key anti-armor capability; they are deployed and kicking 
butt in the fight against ISIS; and they are also deployed to Europe 
to train and reassure our allies in its Russian aggression. 

So in three separate locations, the COCOM is asking for them, 
and only nine squadrons remaining. It is our view, my view, that 
we need to not put one more A–10 in the boneyard, and we need 
to continue to invest in it to make sure it can fly until we have a 
tested proven replacement. 

So I humbly ask the committee to fully fund the operations and 
maintenance for all the A–10s that are still remaining, which are 
283. Also, we are asking that you invest in the critical wing re-
building that is important to allow the A–10 to continue to fly its 
missions into the future. 

We finally have gotten the Pentagon to agree to have a side-by- 
side F–35 and A–10 fly-off and testing to address the close air sup-
port capabilities and address whether there will be a decreasing ca-
pability with the F–35. Now let me say for the record, we need a 
5th-generation fighter, we need it fast, we need the F–35; I am a 
strong F–35 supporter. But when it comes to the unique capabili-
ties that the A–10 brings to the fight and its loiter time, its 
lethality, its maneuverability, and its survivability, there is no 
other asset in our inventory that brings those unique capabilities 
to the fight that literally will keep Americans alive in unique cir-
cumstances. And until we are sure its replacement is going to not 
increase risk to our troops, we shouldn’t be putting any A–10s in 
the boneyard. 
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They are going to have that fly-off. The earliest is going to be fis-
cal year 2018. We may be getting an independent report to Con-
gress fiscal year 2019 or fiscal year 2020, and then we may dis-
cover, at the end of that, that the F–35 is not the best replacement 
for some of these unique capabilities. So we need to keep the A– 
10 flying, and we need to invest in these wing rebuilding invest-
ments so that it can continue to fly. 

Additionally, there is the radio upgrades that are critical for the 
combat search-and-rescue mission. A lot of people focus on close air 
support, but they don’t realize if we have a downed airman, the A– 
10 is the only capability that shows up to be the rescue mission 
commander. We locate, communicate with, protect, and run the en-
tire search-and-rescue mission. This is a capability that ensures 
that our troops and our airmen, if they have to eject, that they 
don’t have the same fate as the Jordanian pilot who was lit on fire 
in a cage. This is such a strategic importance, so keeping that A– 
10 and the LARS and the radio capability for that search and res-
cue is also important. 

We have a three-pronged approach in the NDAA, and I just, you 
know, share that with you. One is, keep the current A–10 flying 
because it is what we need, and invest in its wings and its radio 
so they can keep fighting in the fight that it is expected to be in 
for the next several years, and we will—you know, we will be pa-
tient to see what the outcome is of the fly-off, but we want the deci-
sion to be conditional-based. We don’t want any decisions on what 
is going to replace the A–10 until after this testing is over. So that 
is our second approach. So condition-based instead of time-based. 

And then the third one is, we are asking the Pentagon to start 
the conversation about investing in an AX, potentially, in parallel. 
Don’t wait until the outcome of the fly-off. Have an honest discus-
sion about what the follow-on to the A–10 might be, a light attack 
aircraft, and that needs to include also looking at what we could 
do to the A–10 to make that be a cheaper, faster AX, to include 
the reengining of the A–10s. 

So these are some of the discussions we are having with the Air 
Force. This is the approach we are going to have in the NDAA, and 
I humbly request the support of this committee moving forward for 
these three approaches in the A–10. 

A couple of other issues I want to bring up in addition to the A– 
10 related to our missile capability. One is the Tomahawk missile. 
Look, I have run time-sensitive targeting in my time in the mili-
tary. Oftentimes, things pop up around the world where we imme-
diately need to get involved and hit targets, and the Tomahawk is 
one of our first weapons of choice to do that. We have seen it in 
the fight against ISIS, how critical it is. The inventory is getting 
low. The minimum sustainment rate is 196, and the President’s 
budget is only for 100. 

So, again, I humbly request a plus-up of 76 million to procure the 
196 missiles to keep the missile—you know, to keep that line at a 
minimum sustainment rate. 

Additionally, Standard Missile 3 is another important one. I ask 
for robust funding for our missile defense to include Standard Mis-
sile 3, because we see the threats with North Korea and Iran and 
other rogue actors, obviously, defending our Nation, our interests, 
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and our allies and our troops is very important, and so I appreciate 
the support on that. 

Finally, on the missile issue is the JAGM and the Joint-Air-to- 
Ground missile, which is future Army capability, and we just re-
quest the President’s budget fully funded for the JAGM. 

In closing, about Fort Huachuca. We have got a national security 
treasure down in Fort Huachuca, asymmetrical assets, to include 
intelligence, unmanned aero vehicles, electronic jamming. We have 
noticed electronic warfare. All the Service chiefs, all the combatant 
commanders, the future commissioner of the Army, they have all 
identified EW as a critical gap in our capabilities. So I would ask 
for, you know, full robust funding for research and development in 
our current EW capabilities. The EC–130 is one that is absolutely 
critical. We have got to keep that flying until we have a replace-
ment.

We have got a national treasure of an electronic testing range 
down at Fort Huachuca to test those capabilities, so just that crit-
ical gap in EW is important for our Nation and important for the 
warfighter. We have got the capability to test whatever you fund. 

And then finally, unmanned aerial systems. I have worked with 
them in many different capacities, both in the Army and the Air 
Force. I think we need to continue to have a strong investment in 
research, development, and operational capability for unmanned 
aerial systems. 

I appreciate the hard work of this committee. I know you have 
difficult decisions to make, and I am ready to take any questions. 

Mr. FRELINGHUYSEN. Well, thank you very much for your strong 
advocacy, and obviously, your deep knowledge of a lot of what you 
have been talking about. And may I say, Pete Visclosky and I, the 
ranking member and I, work pretty closely with Chairman Thorn-
berry to make sure there are no gaps here. We will do our level 
best address all of those issues. 

Ms. MCSALLY. Fantastic. 
Mr. FRELINGHUYSEN. And certainly on the A–10, there is nobody 

stronger in terms of letting us know of its capabilities, and its— 
the need our Nation has right now for its use. 

Ms. MCSALLY. Exactly. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. Thank you very much for your testimony. 
Mr. FRELINGHUYSEN. Thank you very much. 
Ms. MCSALLY. Appreciate it. 
[The written statement of Congresswoman McSally follows:] 
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Mr. FRELINGHUYSEN. I am pleased to welcome Congressman 
Bradley Byrne from Alabama. Thank you for your patience. 

SUMMARY STATEMENT OF CONGRESSMAN BYRNE

Mr. BYRNE. Thank you, Mr. Chairman. I appreciate being with 
you. Mr. Visclosky, this is my third year. 

Mr. FRELINGHUYSEN. Thank you, as was Ms. McSally and others 
before us, thank you for being here again. 

Mr. BYRNE. Well, I appreciate it. And I have been with you, this 
is my third time, to talk about two very important ships for the 
United States Navy, the Littoral Combat Ship, and what is now 
called the Expeditionary Fast Transport vessel, which used to be 
the Joint High Speed Vessel. I get confused when they change the 
name, so I want to remind you what they were. 

This committee has been very supportive of these two programs 
in the past, and before I go any further, let me thank you for your 
past support. It is very important. 

This program, if you will recall, from the very beginning, going 
back to the Clinton administration when this was first conceived, 
was put together as a 52-ship buy between two shipyards: one in 
Mobile, Alabama, where I am from; and the other one, Marinette, 
Wisconsin, Congressman Ribble’s district. The Navy liked having 
two shipyards. The shipyards liked having the competition, believe 
it or not, and what we have gotten out of it are two excellent ves-
sels at an incredibly good price with the price coming down. 

Under the directive of Secretary Carter as codified in the release 
to the President’s fiscal year 2017 budget, they are now taking ac-
tions to decrease the number of LCS, what will be a Frigate soon, 
from 52 down to 40, and require a down select to a single shipyard 
in fiscal year 2019. 

Now, this is an unusual circumstance where that is the Secretary 
of Defense’s position, but that is not the Secretary of the Navy’s po-
sition. Secretary of the Navy publicly disagrees with the Secretary 
of Defense about this. The sudden and unexpected reduction from 
52 to 40 ships proposed by the administration will increase the cost 
of the ships. The Congressional Budget Office says it will increase 
the cost of each ship by 20 percent. 

We have questioned the Navy about this in HASC hearings, and 
they agree with that assessment. By taking this step, the Navy will 
actually be causing the cost of ships to increase at the precise mo-
ment they are moving into serial production, the point at which 
they will actually begin to see return on investment to be made— 
this committee has made, Congress has made years past. 

This committee will remember that 2 years ago, the Office of the 
Secretary of Defense is separate—of the prior Secretary of Defense 
paused the program for 9 months to allow the Navy to conduct an 
in-depth analysis of the requirements to implement the Secretary 
of Defense directive to increase both the lethality and the surviv-
ability of LCS as it transitioned to the Frigate. 

This analysis revalidated the need for 52 ships and maintained 
the dual supplier strategy with both Austal USA in Mobile and the 
Marinette Marine in Marinette, Wisconsin. This plan both met the 
Navy’s requirement for 52 ships, reduced cost through competition, 
and ensured the stability of the industrial base in both shipyards. 
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I know this committee is well aware of the importance of the indus-
trial base. 

As you likely know, the Department of Defense and Navy have 
been publicly at odds about the future of these programs. The need 
for these ships was highlighted just last month in an Armed Serv-
ices Committee hearing where Under Secretary Stackley, the head 
of U.S. Naval acquisitions stated the requirement for the vessels 
remains at 52. So the Navy continues to say they need 52. 

He also stated that there was no Navy analysis indicating any-
thing but a 52-ship requirement would meet the Navy’s needs. Any 
reduction, this was his words, would create gaps in our small serv-
ice combatants that are an important tool for operational com-
manders.

Now, this is an important component for the entire fleet, but it 
is critical to support the Pentagon’s pivot to the Asia-Pacific region. 
The LCS has proven its utility in the region by routinely accessing 
places other larger ships simply can’t get into. That is why these 
are called Littoral Combat Ships. Just last month, in testimony be-
fore the Armed Services Committee, Admiral Harris, the PACOM 
commander, called the LCS, quote, ‘‘a terrific platform to work with 
our allies and partners in that region,’’ close quote. 

The Secretary of the Navy, as I said earlier, has repeatedly out-
lined in his strong support for the program the need for 52 ships. 
The LCS has adhered to strict contractual and budgetary con-
straints, and is locked into fixed price contracts at a congression-
ally mandated cost cap. The LCS program has seen cost decreases 
over time, and ships today are being built at a total appropriation 
cost of $475 million per hull, well under the cost gap. 

By the way, both States and both shipyards invested in these 
shipyards to meet that cost gap based on a 52-ship buy. So if we 
go down, we basically violated what we told those two shipyards 
when we imposed that cost cap on them. I want to make that point. 

We also need to be clear about the dangers poised by a down-se-
lect from two shipyards to one. This would, in all likelihood, put 
one of the shipyards out of business completely, and it would dev-
astating for the industrial base that we, the committee, this com-
mittee, the Armed Services Committee has worked so hard to build 
up. It has also become abundantly clear that delaying production 
of the LCS would significantly reduce the size of our fleet and dam-
age America’s national security. 

In turn, this will force the Navy to cover the same geographic 
area with significantly fewer assets, which they say they just sim-
ply can’t do. Because of these considerations, I ask the sub-
committee to support the funding necessary to procure three Lit-
toral Combat Ships in this next year’s budget. I will only briefly 
address the Joint High Speed Vessel. 

This ship is a shallow draft, high-speed catamaran used for the 
intra-theater support of personnel, equipment, and supplies. I per-
sonally talked to combatant commanders, as well as the Marine 
Corps about this ship, and they have all stressed it is important. 
The vessel is a Swiss Army knife, if you will. It is able to support 
a wide range of missions for all the Services. It can be a troop 
transport. It can conduct humanitarian disaster missions, and it 
can even be used as a hospital ship. 
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Since delivery of the first vessel, these ships have supported a 
wide range of operations around the globe, including assisting re-
covery operations after the Indian earthquake and Tsunami in 
2004, and the Japanese earthquake and Tsunami in 2011. As we 
are meeting here today, the USNS Spearhead is completing a third 
deployment in the 6th fleet area of responsibility to support oper-
ations in EUCOM and AFRICOM. Clearly, these vessels are effec-
tively filling a critical gap. 

The USNS Spearhead recently supported a successful anti-piracy 
operation. Other ETFs are currently deployed to PACOM and 
CENTCOM providing support and operational tasking for the re-
spective fleet commanders. 

Of note, these ships are being outfitted with different capability 
to support the different needs of each of these areas. Unfortu-
nately, the President’s budget fails to recognize this fact, and the 
ETF meets so many of our Navy’s operational needs. The stated re-
quirement for the number of these ships is 18, but to this point, 
six have been delivered and only another six are under contract, 
which we have got a gap of another six. 

The acquisition of one of these ships in fiscal year 2017 will con-
tinue to meet service demands and keep the cost per vessel down. 
We are benefiting from the efficiencies gained through the con-
struction of initial six ships. In order to ensure the capability to 
build these ships and maintain such an affordable price, we need 
to keep the production line open. Unfortunately, without further 
procurement in fiscal year 2017, this line will close. 

In closing, I want to emphasize how important it is we support 
our Nation’s Navy as a whole. I come here every year to talk to 
you about two ships, but I don’t want you to think I just support 
two ships; it is the whole fleet that we need to be talking about. 
I know that you care about the whole fleet. 

This is an incredibly challenging time with such a wide range of 
challenges everywhere around the world. It would be irresponsible, 
in my judgment, to halt investment in our Nation’s Navy capabili-
ties and resources at this point in time. 

Mr. Chairman, I know you understand the vital importance of 
the Navy’s fleet, as you do, Ranking Member, and the need to get 
our ship total numbers back up to the level required in order to 
protect our Nation and keep our sea lanes free and open, particu-
larly in the face of what China is attempting to do in the South 
China Sea. In order to do that, we must have a strong, reliable, 
well-trained industrial base to construct and maintain the fleet. 
Whether it is the over 4,000 men and women that work at Austal 
shipyard in my district, or the thousands of people who work just 
across the State line in Mississippi at the Huntington Ingalls ship-
yard, we must maintain our workforce that we worked so hard to 
cultivate on our Gulf Coast. 

Thank you so very much for your time today and for your sup-
port for these programs. I thank you for your continued support for 
our Navy. I would be happy to answer any questions. 

Mr. FRELINGHUYSEN. Mr. Byrne, thank you for being here, once 
again, strongly supporting our Navy. We don’t have enough ships, 
and certainly the ones we have need to—all these special capabili-
ties, and thank you for emphasizing that point each and every 
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year. We work very closely, as you know, with the Armed Services 
Committee. We will try to get those numbers up and meet those 
requirements, considering what is happening around the world. 

Mr. BYRNE. Thank you. 
Mr. FRELINGHUYSEN. We really appreciate you being here—— 
Mr. BYRNE. Thank you. 
Mr. FRELINGHUYSEN [continuing]. And your strong support. 
Mr. Visclosky. 
Mr. VISCLOSKY. I also appreciate the emphasis on the industrial 

base, and not only for the larger contractors, but the smaller, and 
one of the concerns we have on this committee is that predictability 
of that workflow, so I appreciate you mentioning that very much. 

Mr. BYRNE. Yes, sir. I didn’t mention this. I was the head of 
workforce development for the State of Alabama, and I know Mis-
sissippi did the same thing for their shipyards. 

Mr. VISCLOSKY. Who did it better, Alabama or Mississippi? 
Mr. BYRNE. I am not going to get into that. We both did a good 

job. We have—because we believe that it is important for our 
States, but also it is important for national security that we have 
those trained workers that create the best ships, the best weapons 
systems in the world. And while those ships are important, it is the 
people that make them and the people that serve on them that are 
really important, so I appreciate your saying that. 

Mr. FRELINGHUYSEN. Thank you, and we support our industrial 
base. Thank you very much. 

[The written statement of Congressman Byrne follows:] 
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Mr. FRELINGHUYSEN. Congressman Glenn Thompson from Penn-
sylvania, welcome. Thanks for your patience. May I just say for the 
record, testimony, if it is abbreviated—your full testimony will be 
put in the record, but if it is abbreviated, we even appreciate it 
more.

SUMMARY STATEMENT OF CONGRESSMAN THOMPSON

Mr. THOMPSON. Absolutely. Well, Chairman, thank you. Ranking 
Member, thank you. Thank you for your continued dedication to 
the House Appropriation Subcommittee on Defense. I certainly rec-
ognize the challenges placed before the subcommittee, but I appre-
ciate your ongoing commitment to our soldiers, sailors, airmen, Ma-
rines, Coast Guardsmen, and Reserve forces. As the father of a 
Purple Heart Army staff sergeant and local supporter of our Na-
tion’s defense programs, I am grateful and honored for the oppor-
tunity to share some fiscal year 2017 priorities. 

Despite the military drawdown, our Nation continues to recruit 
volunteers to join the ranks and regenerate our Armed Forces. 
While our military entrance processing stations do a great job ex-
amining the physical health of incoming recruits, experts have ac-
knowledged an information gap when it comes to mental health or 
behavioral health. 

To address this issue, I have advocated for improving military 
suicide prevention and by proposing a mental health assessment 
for all incoming recruits to be used as a baseline for evaluation 
throughout their careers. In this legislative proposal known as the 
Medical Evaluation Party Service members, or MEPS Act, did re-
ceive bipartisan support and was included in the fiscal year 2016 
National Defense Authorization Act. And while the MEPS Act has 
no negative budgetary impact, CBO has indicated it would require 
a small increase in appropriations to implement and fulfill. And ac-
cordingly, I urge the subcommittee to fund the consolidated health 
support programs within the Department of Defense at the admin-
istration’s—at adequate levels. 

Not only is this vastly important to us to properly screen our vet-
erans prior to their service, it is also our shared duty to make life-
saving resources accessible to them when they return home, and 
for this reason, I support the development of new technologies that 
connect healthcare providers to information, patients, and other 
providers to provide better care, especially in rural and under-
served areas. 

In light of the recent technological advances involving telemedi-
cine programs and the authority given to the Department of De-
fense by Congress, I request a strong financial support for both the 
Medical Information Technology Development Program, and the 
Medical Technology Development Program within DOD’s Defense 
health programs. 

It is undeniable that the DOD has demonstrated their willing-
ness to work hard to improve the lives of military members and ci-
vilians alike. Medical research conducted within the DOD has led 
to lifesaving breakthroughs and development of effective treat-
ments in a myriad of conditions. 

This next request really has to do with fulfilling the, I think, one 
of the most important promises we make to the men and women 
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that serve this country. And while we work to assist our service-
men and women who are here with us, we have to keep in mind 
that more than 80,000 American citizens who served in Vietnam 
War, Korean War, and World War II, who are still missing in ac-
tion. For those who made the ultimate sacrifice, their families and 
loved ones deserve no less than our greatest recovery efforts, really 
fulfilling that promise that we leave no soldier behind. Diligent 
work, planning, and sufficient funding is necessary in order to con-
tinue to provide grieving families with the opportunity for closure, 
and I respectfully request that the subcommittee support robust 
funding for the Defense POW/MIA office. 

In tandem with providing adequate support services for all of our 
servicemen and women, we must also recognize the value of en-
couraging innovation of U.S. Defense industrial base. The manufac-
turing technology, or ManTech Program, is intended to improve 
productivity and responsiveness of the U.S. Defense industrial base 
by funding the development, optimization, and transition of pro-
viding manufacturing technologies to key naval suppliers. 

Specifically, in Pennsylvania’s 5th Congressional District, Penn 
State’s Applied Research Laboratory manages two ManTech Cen-
ters of Excellence, the Institute for Manufacturing and 
Sustainment Technologies, and the Electro-Optics Center. The 
works accomplished by these partnerships includes basic and ap-
plied research and technology demonstrations, and the facilitation 
of technology commercialization. I would appreciate the committee 
looking favorably upon these programs. 

And then, finally, an issue that has been of great concern to me 
and other members of the Pennsylvania’s delegation, the expansion 
of Russia’s geopolitical aspirations through their positioning as a 
regional energy giant. The current case in point is in the develop-
ment of the Army’s new medical center at the Rhine Ordnance Bar-
racks installation area. This hospital, budgeted at nearly $1 billion, 
is to be the replacement for the aging medical complex in nearby 
Landstuhl, Germany. 

Now in the advanced state of planning, no final decision has been 
made on the energy source for furnished heat for the medical facil-
ity, which will serve U.S. uniformed and civilian personnel based 
on three different continents. I thank the chairman and ranking 
member for their understanding that domestic energy sources for 
U.S. energy, for U.S. military installations will ensure that U.S. in-
terests are secured abroad. 

I have language that will be submitted along with support from 
the Pennsylvania delegation, and other like-minded members, who 
know that we cannot simply leave Russia to be the supplier of en-
ergy to U.S. military installations. Failure to address these con-
cerns could leave our servicemen and women serving overseas in 
a new and a very literal cold war. 

I look forward to working with the committee as the appropria-
tions process moves forward. And once again, thank you for your 
leadership and your dedication to the men and women who are 
serving this great Nation. 

Mr. FRELINGHUYSEN. Thank you, Mr. Thompson, for being here, 
and also for your son’s service and recognition, having received the 
Purple Heart, and your focus on Missing in Action, that recovery 
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program, and certainly we need to get moving on building a new 
hospital to replace Landstuhl, and a lot of the other issues that re-
late to R&D that are medical-related, we thank you for your strong 
support of national security. Mr. Visclosky. 

Mr. VISCLOSKY. I would just make the observation, I appreciate 
you mentioning the suicide program. The committees worked on a 
number of these, including with the Department of the Navy, 
which several years ago had more than 100 programs, and the com-
mittee suggested then you don’t have a program. 

Mr. THOMPSON. Right. 
Mr. VISCLOSKY. And the Navy is doing a much better job today, 

so we really appreciate you bringing that up. 
Mr. THOMPSON. Thank you very much. 
[The written statement of Congressman Thompson follows:] 
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Mr. FRELINGHUYSEN. Congressman Ted Lieu. I apologize to other 
Members. I guess the chairman has the right to call the order, so 
I apologize to Mr. Cook and others. We got off to a long a very late 
start, so if anything you can do to speed this along would be appre-
ciated, and I apologize for bumping others. Go ahead, please. 

SUMMARY STATEMENT OF CONGRESSMAN LIEU

Mr. LIEU. Thank you, Chairman Frelinghuysen and Ranking 
Member Visclosky. I want to thank you for having this hearing, 
and I am going to talk about the Navy’s tactical aviation shortfall. 
You are familiar with this issue, but let me just highlight some key 
facts.

Last year, the Chief of Naval Operations testified to Congress 
that he faced a Super Hornet shortfall of 24 to 36 aircraft. Con-
gress and this committee responded by adding five Super Hornets 
to last year’s budget. However, due to increased utilization rates as 
well as delays in processing through Legacy aircraft to meet these 
deep holes, the shortfall still remains at about 36 aircraft; and then 
this number grows exponentially as these fighter jets start to age. 

Right now, we have an operational issue with the shortfall, and 
then we have a production line issue. Secretary of the Navy, Ray 
Mabus, testified that he added those aircraft as his top priority, in 
part, for maintaining the F–18 production line as an international 
sale—for international sales and domestic sales. 

In my own district, we have the production line to manufacturer, 
their fuselage for every single F–18 aircraft in the Navy, and I 
have seen the 7,000 men and women, how that helps support this, 
the tremendous economic impact that it has, and if we don’t keep 
this production line open, not only does it affect the economy, it 
also affects the ability to keep this aircraft from being produced. 

As the subcommittee weighs these many factors, I hope you con-
sider both the tactical and operational shortfall and the production 
line problems, and the Navy really needs 36 Super Hornets, but 
they can make do with 14. That is their unfunded requirement, 
and again, I want to thank you for letting Members speak, and 
having served in Active Duty and then in Reserves, I have seen 
your committee and how you all have helped our warfighters, and 
I appreciate that. 

Mr. FRELINGHUYSEN. I thank you for being here again, and for 
your ongoing service in the Air Force. 

Mr. LIEU. Thank you. 
Mr. FRELINGHUYSEN. Obviously, as a Member of Congress, being 

such a strong supporter of national defense. 
Mr. LIEU. Thank you. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. Thank you very much. 
Mr. LIEU. Thank you. 
[The written statement of Congressman Lieu follows:] 
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Mr. FRELINGHUYSEN. Mr. Bridenstine—— 
Mr. BRIDENSTINE. Thank you. 
Mr. FRELINGHUYSEN [continuing]. Apologies for the order, and let 

me thank you for your Navy service. 
Mr. BRIDENSTINE. Oh, thank you, Chairman. 
Mr. FRELINGHUYSEN. We are very proud of all of our Members, 

and, of course, those who have worn uniform. 

SUMMARY STATEMENT OF CONGRESSMAN BRIDENSTINE

Mr. BRIDENSTINE. Thank you. Chairman Frelinghuysen and 
Ranking Member Visclosky, thank you for having me testify before 
your subcommittee. I want to address four issues that are focused 
on space-related matters. I am going to go through them one at a 
time, but I think the overwhelming issue that we need to deal with 
are the threats that our country faces in space, not only from the 
Chinese and the Russians, and sophisticated threats not only direct 
ascent and co-orbital threats, but from the terrestrial sphere, we 
have got doggling and jamming and a whole host of other threats 
that we are facing in space. 

So the first thing I would like you to consider is appropriating 
$10 million in Air Force RDT&E to establish a Commercial Weath-
er Data Pilot Program. The purpose of a Commercial Weather Data 
Pilot Program would be to distribute the architecture that we have 
in space for weather, and we can actually take advantage of a very 
robust commercial market. Right now, we have got companies that 
are launching satellites doing technologies like GPS radio occulta-
tion, hydrospectral sensing, capabilities that can feed our numer-
ical weather models and provide us the intelligence and informa-
tion we need for weather. And we can do this by buying data, 
changing the business model, in essence, and initiating a pilot pro-
gram where we can buy data from commercial enterprise. 

The reason this is important, number one, it distributes the ar-
chitecture, complicates the targeting solution for our enemies, but 
also, we are able to lower the cost for the taxpayer. And how do 
we do that? Well, when we buy data, those constellations are being 
launched really to serve markets. The insurance company, reinsur-
ance—the insurance industry, reinsurance industry, markets like 
transportation, energy, agriculture, and this—if we buy—if we are 
but one customer of many, it lowers the cost to the taxpayer. So, 
I think a Commercial Weather Data Pilot Program should be con-
sidered, $10 million in Air Force RDT&E money. 

The second thing is, I think it is important that we have a Small 
Venture Class Launch Service Program, another pilot program that 
will enable venture class rockets to take our—not our, but commer-
cial satellites into space. Again, we have got commercial operators, 
not just for weather, but also remote sensing and imagery. The Na-
tional Geospatial Intelligence Agency just put out their commercial 
space policy, and these satellites that commercial operators are 
launching are much smaller, distributed, disaggregated, and if we 
have a venture class program that could launch these satellites, 
could be critically valuable for the commercial industry that is pro-
viding many of our national security assets. And so what I am re-
questing there is $27.6 million in Air Force RDT&E for a Venture 
Class Launch Service Program. 
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Again, when the Chinese have already demonstrated a willing-
ness to shoot down satellites, they shot down one of their own in 
2007 and created an orbital debris field that is thousands of pieces, 
having the ability to rapidly reconstitute small and disaggregated 
architectures in space is important. That is what the Venture Class 
Launch Service Program would be for. 

Third, I think the subcommittee should support the Air Force 
Satellite Communications’ Pathfinder Program. It is a $26 million 
program. Congresswoman Betty McCollum, on this subcommittee, 
has made her efforts very clear, and I support her effort, and that 
is this. When we think about our space-based communication archi-
tecture, we need to take advantage of all the great things that are 
happening in the commercial sphere, and in this particular case, 80 
percent of the Department of Defense unprotected communications 
that are utilized by warfighters, 80 percent is commercial, and we 
are buying—we are leasing that capacity on the spot market at the 
highest, most efficient ways—and the highest most—the highest 
cost, most inefficient way possible. 

Instead, this is an innovative Pathfinder. What it does is it says 
we are going to buy hardware. We are going to buy one trans-
ponder on a communication satellite, and then we are going to 
trade that transponder for global access to a constellation of com-
munication satellites in space, and that global access means that 
our capacity will be portable. We will be able to get the right infor-
mation to the warfighter in the right place at the right time, and 
the warfighter will be able to share information back. 

So I think the SATCOM Pathfinder Program, $26 million is what 
the President’s budget request had in it, I think that is an impor-
tant provision. 

Finally, I think we should consider supporting, to the tune of $20 
million, the Air Force request for Enterprise Ground Services. This 
is an idea that brings architectures together for the ground seg-
ment so that we will have more resilient and integrated ground ar-
chitectures. We are talking about space-based infrared for our mis-
sile warning systems, GPS satellites, also our weather satellites, 
and on top of it, AEHF for protective communications for our na-
tional strategic initiatives. So I think the Enterprise Ground Sys-
tem is an important thing that we should consider funding at $20 
million.

So, in conclusion, I think that this committee can help us adapt 
to fundamentally new space considerations, things that are hap-
pening in a contested and congested environment in space, that we 
need to take advantage of all the great capabilities that our com-
mercial operators are providing, and of course, do it in the best in-
terest of our warfighter. 

Mr. FRELINGHUYSEN. Thank you very much for your testimony. 
I would like to thank the gentleman from Oklahoma for really cov-
ering a lot of space-based investments and how important they are 
to our national security, given what is happening around the world. 
Thank you very much for your time here. Mr. Visclosky. 

Mr. VISCLOSKY. I just appreciate that you have discrete monetary 
request——

Mr. BRIDENSTINE. Sure. 
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Mr. VISCLOSKY [continuing]. So we have a marked roll call. 
Thank you very much. 

Mr. BRIDENSTINE. Absolutely. Thank you again. 
[The written statement of Congressman Bridenstine follows:] 
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Mr. FRELINGHUYSEN. Paul Cook, the gentleman from California. 
I want to apologize. You never keep Marines waiting, but I guess 
we kept you waiting long enough that you can blast away here. 
Thank you for your own service for decades in the Marines. 

SUMMARY STATEMENT OF CONGRESSMAN COOK

Mr. COOK. Thank you very much, Mr. Chairman, Ranking Mem-
ber Visclosky. I was getting the feeling that you had a bias for the 
Air Force over the Marines, but ironically enough, I am presenting 
testimony on behalf of the Air Force. 

We have come a long way since my days in the Marine Corps. 
What I used to do with grease pencils, sheets of plastic, and a 
paper map, all done digitally nowadays. Compared to the intel-
ligence products I used to work with, today’s trooper has access to 
amazing technology. We can share intelligence and develop targets 
faster than ever, and our troops can use this information imme-
diately, but we cannot assume that we will always have this ad-
vantage. We must keep investing in the tools our intelligence ana-
lysts need to give our troops the edge to win on the battlefield. 

Supporting cutting-edge digital mapping software in the Air 
Force’s Geospatial Enterprise will provide one of these vital tools. 
This year, the Air Force requested $10.9 million for combat air in-
telligence system activities. Within that amount, $4.6 million is re-
quested for a project called, ‘‘Geo-intelligence Information and Serv-
ice Software,’’ which provides the Air Force personnel support from 
the software developer to create layered maps that combine mul-
tiple sources of intelligence. These maps have broad application 
within the Air Force, developing good unit-level intelligence, allow-
ing for just-in-time dissemination and targeting, helping com-
manders make the right decision. 

This committee knows well the high cost and capability of Air 
Force aircraft, but mission planning information is equally impor-
tant. Increasingly sophisticated air defense systems are being de-
veloped throughout the Middle East and Europe as well as the 
world, and challenge our supremacy in the air. Network mapping 
data allows our forces to reduce risk to our pilots in combat air-
craft.

The Air Force is developing requirements for the next phase, the 
Air Force Distributed Common Ground System. This mapping soft-
ware can fill the capability gap right now. This software will have 
an immediate impact on the capabilities of units like the Air Force 
Geospatial production cell at Wright Patterson Air Force Base, or 
the 55th Wing at Offutt Air Force Base, Nebraska. 

So I am asking you to closely evaluate the Air Force budget re-
quest for this. The committee can provide a generic program fund-
ing increase of $5 million for the competitive acquisition of com-
mercial off-the-shelf software to enhance the Air Force’s targeted 
and intelligence capability. 

And I would just like to add that I was surprised that they asked 
an infantry marine to present this rather complicated request, be-
cause my usual question to the Air Force is where does the bayonet 
go on the airplane? But as somebody who has—— 

Mr. VISCLOSKY. What do they tell you? 
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Mr. COOK. They look at me, and you know, they said, Oh, we 
have got this thing we want you to present. But as somebody that 
has been in combat, somebody that actually went through that, and 
how important it is to know that—where the enemy is and the in-
telligence is vital. If you don’t know, you are going to make mis-
takes, troops are going to die, bad things are going to happen. So, 
that is part of the reason I presented this. And I told this com-
mittee in the past, I believe, don’t forget I was the most dangerous 
weapon in the world many years ago before most of the staff—be-
fore all the staff was probably born. I was a second lieutenant in 
the Marine Corps with a map and a compass, and that was a very, 
very dangerous individual, so, hopefully, now we have something 
better, Mr. Chairman. 

Mr. FRELINGHUYSEN. We do, and thanks to your advocacy and 
colleagues on both sides of the aisle, thank you for putting a 
human face on why this mapping is important. 

Mr. COOK. Thank you for having me. 
Mr. FRELINGHUYSEN. Excellent job. Thank you very much. 
[The written statement of Congressman Cook follows:] 
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Mr. FRELINGHUYSEN.
Dave Reichert. 
Mr. REICHERT. My colleague has been waiting. 
Mr. FRELINGHUYSEN. Okay. Bill Clay, come on up. Thank you. 
Mr. CLAY. Thank you so much—— 
Mr. FRELINGHUYSEN. I apologize. 
Mr. CLAY [continuing]. Mr. Chairman and Ranking Member Vis-

closky for allowing me to—— 
Mr. FRELINGHUYSEN. From the great State of Missouri, how are 

you? Thank you for being here. 

SUMMARY STATEMENT OF CONGRESSMAN CLAY

Mr. CLAY. Thank you for having me. You know, the U.S. Navy 
provides our military with rapid effect and highly flexible force pro-
tection throughout the world, and the tip of that spear of these 
forces are the Navy’s carrier-based squadrons of tactical warplanes. 
A key among these aircraft is the F/A–18 Super Hornet. And this 
year, before this subcommittee, the Secretary of the Navy and 
Chief of Naval Operations testified that there is an urgent need for 
additional Super Hornets. 

This year’s budget takes steps to help reduce the Navy’s tactical 
aviation gap, three squadrons of Super Hornets, but it isn’t quite 
enough to meet the high operational demands of tactical aviation, 
and that is why the Navy has identified as its number one un-
funded priority adding 14 additional Super Hornets to help close 
the shortfall. This request anticipates that the Navy will follow 
through on its promise to add aircraft next year and beyond. 

I am extremely proud to represent the thousands of highly 
skilled hard-working men and women in north St. Louis County 
who built the Super Hornet, and many other vital programs that 
support our brave men and women in uniform. These workers are 
part of America’s absolutely vital national skilled manufacturing 
base, without which we would be unable to defend freedom, both 
for our homeland and for our allies as well. 

In St. Louis, we have a long proud history of providing our mili-
tary aviators with the finest warplanes ever produced. Generations 
of my constituents have helped defend freedom by applying their 
skills to build these aircraft. In his appearance in front of the Sen-
ate, Secretary Mabus said that it is imperative to keep this F/A– 
18 manufacturing line open both to close the Navy’s tactical avia-
tion gap, and to maintain its vital program for our allies who plan 
to place additional orders for this exceptionally capable and cost- 
effective aircraft. 

This year’s budget makes difficult decisions, and your sub-
committee has the challenge of looking closely at that spending 
plan. You have always been responsive to putting the needs of our 
Nation’s warfighters first, and I respectfully request that you give 
favorable consideration to the Navy. 

Mr. FRELINGHUYSEN. Well, thank you, Mr. Clay, for being with 
us, and both Mr. Visclosky and all members of the committee are 
certainly strong advocates of the F–18 and their capabilities. We 
are also mindful, sometimes more than the Defense Department, 
that we have an industrial base, and a lot of remarkable people 
often have worked in that industrial base for many generations, so 
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we need to respect their skills. We can’t get them back once we lose 
them.

Mr. CLAY. And you know before it was Boeing, it was McDonnell 
Douglas——

Mr. FRELINGHUYSEN. Yes, sir. 
Mr. CLAY [continuing]. And its 15,000 workers. 
Mr. VISCLOSKY. Surely it is not that way. 
Mr. FRELINGHUYSEN. Thank you for being with us. 
Mr. CLAY. Thank you guys. I appreciate it. 
[The written statement of Congressman Clay follows:] 
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Mr. FRELINGHUYSEN. Congressman Dave Reichert from the great 
State of Washington. Thank you for your Air Force service. 

SUMMARY STATEMENT OF CONGRESSMAN REICHERT

Mr. REICHERT. Thank you, Mr. Chairman. Thank you, Mr. Rank-
ing Member. Thanks for holding the hearing and inviting us here 
today to share our thoughts. I am here supporting a partnership 
between military and law enforcement. Having been in Air Force 
and law enforcement for 33 years. Specifically, I am here to request 
that no funds be used in the fiscal year 2017 Department of De-
fense Appropriations legislation to fulfill Executive Order 13688, 
which is in regard to the 1033 program, the sale or donation of ex-
cess property from the Department of Defense to State and local 
law enforcement, otherwise known as 1033. As I said, it is essential 
to keeping our communities safe. 

On January 16, 2015, President Obama issued Executive Order 
13688, which created a prohibition list—prohibited list of items to 
be transferred under the 1033 program. This list includes armored 
tracked vehicles, .50-caliber firearms, ammunition, bayonets, cam-
ouflage, and other items. 

So I am going to just take a moment here to speak from my own 
experience: 33 years with the sheriff’s office, and we have had occa-
sions to use this equipment. Helicopters, OH–58s, Hueys, which 
are helicopters that are Vietnam or vintage. We have been able to 
acquire those helicopters sometimes free, sometimes for $500. I 
have had 11 helicopters when I was a sheriff, but those are used 
for parts and pieces and put together to make at least one heli-
copter fly. We have saved lives with those helicopters, especially 
the Hueys and search-and-rescue missions. The OH–58s are used 
for surveillance, still used today for surveillance and other tasks 
connected with our SWAT team maneuvers and missions. 

I will just give you a quick story. You know about San 
Bernardino, but in the sheriff’s office, when I was the sheriff in the 
late 1990s, we had a situation where a man killed his wife, killed 
his nephew, drove south on the freeway, ran over a motorcyclist, 
nearly killed him, jumped a fence, beat an 80-year-old woman over 
the head, broke her neck, ran next door, did the same thing to an-
other senior citizen, killed her, broke into a house, and started 
shooting the neighborhood. 

Our first responding officer was shot, bullet went through the 
windshield, trajectory flattened the bullet out, hit her in the fore-
head, went into the headliner of the car, knocked her out, we 
thought she was dead. I had five officers pinned down, three police 
cars riddled with bullets. He just happened to find a house that 
was full of ammunition and guns. 

So we thought we had a dead officer or a seriously wounded offi-
cer laying in the front seat of this police car in front of this house. 
We used one of those armored vehicles, Mr. Chairman, to rescue 
that officer. She is alive and working today in the King County 
Sheriff’s Office. Our SWAT team is moved in this vehicle. I was the 
SWAT commander for 3 years, I used that vehicle in SWAT mis-
sions, and it gave us cover and protection. 

Police departments can’t afford this material, can’t afford this 
equipment on their own. There is a very regimented application 
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process for police officers and sheriff’s departments across the coun-
try go through in acquiring this equipment. It has to be demili-
tarized before we use it. And if other requirements are needed, for 
example, maybe we don’t paint them the Army green, maybe we 
paint them a dark blue, or they still have to be camouflaged into 
the—you know, blend in with the evening and the night. 

But just for an example, some of the AR–15s that we acquired, 
we had those in the trunk. I mean, we had the officers put those 
in the trunk. Why did we get AR–15s? A lot of the smaller-statured 
police officers today can’t shoot the shotgun; it knocks them over. 
And we have a combination of shotguns and AR–15s. People 
thought they were too militaristic, so we put them in the trunks 
and we avoided that problem. 

There are a lot of things we can do to make this work. But the 
last thing, Mr. Chairman and Ranking Member, the last thing we 
want to do is to take this equipment away from law enforcement, 
especially in today’s world where terrorism is a threat throughout 
this country and we are asking local law enforcement to do more 
and more and more as it relates to homeland security. 

So I would ask, again, that you please don’t provide any funding 
for the implementation of the President’s Executive Order 13688. 

Mr. FRELINGHUYSEN. Well, thank you for being here, for your 
service in the Air Force, and obviously your perspective as a long- 
time sheriff. I am very close to a number of sheriffs in my area, 
and they are very happy to have had the equipment they have been 
given, they use it responsibly. And I must say I agree with your 
position, and hopefully that will prevail. 

Mr. REICHERT. Thank you. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. I would just say that the last piece of equipment 

I helped a local community secure was an armored vehicle to en-
sure if there was a dangerous situation, that people would be safe 
as opposed to using it offensively. So I appreciate your comments. 

Mr. REICHERT. Absolutely. Absolutely. Thank you. Thank you 
very much. 

[The written statement of Congressman Reichert follows:] 
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Mr. FRELINGHUYSEN. We are pleased to welcome Congressman 
Buddy Carter, who has been very patient. I apologize for the delay. 

Mr. CARTER. No worries. 
Mr. FRELINGHUYSEN. We appreciate your being with us. I know 

you are a strong supporter of national defense. Thank you. 

SUMMARY STATEMENT OF CONGRESSMAN CARTER

Mr. CARTER. Thank you. Thank you, Mr. Chairman, Mr. Ranking 
Member. I appreciate the opportunity to share my concerns and 
priorities for the First Congressional District of Georgia. 

As you know, it is an honor for me to represent a district that 
is home to every branch of the military, and I am very proud of 
that. Our district is home to the Naval Submarine Base Kings Bay, 
the port for the Atlantic ballistic missile submarine fleet, which 
will soon reach the end of its life cycle. For this reason, I have sub-
mitted a programmatic request in support of the Ohio Replacement 
Program with the intent to maintain the development timeline. 

The Virginia-class attack submarine and the Virginia Payload 
Module will also continue to play a large role in the Nation’s sub-
marine fleet through undersea strike capabilities. As such as I am 
supporting the President’s budget request for the Virginia Payload 
Module and the Virginia-class submarines. 

Similarly, the A–10s have been providing critical close air sup-
port for our ground troops since they first entered service in the 
1970s. The combination of capabilities and survivability against de-
fense platforms allows A–10s to continue to play a major role in air 
campaigns. That is why I am supporting full funding for the oper-
ations of the A–10 fleet. 

Around the world, commanders have utilized a Joint STARS air-
craft for accurate real-time information concerning enemy move-
ments. With these aircraft being some of the oldest in the fleet, I 
have submitted a request supporting the President’s budget re-
quest for the JSTARS platform and urge the committee to ensure 
the program remains on time and on budget. 

The Special Operations community has experienced great strain 
on their readiness due to their operational tempo over the past dec-
ade. The Preservation of the Force and Families Initiative is a 
great program that will ensure our special operators and their fam-
ilies are adequately cared for. So I am supporting the President’s 
budget for this program as well as requests for Special Operations 
aviation programs. 

The Department of Defense has some very successful programs 
in place that educate today’s youth. The STARBASE program and 
the National Guard’s Youth Challenge Program have helped to bet-
ter the lives of thousands of kids across the country. I have visited 
both of these. I can tell you they are very impressive. For that rea-
son, I am supporting a funding request consistent with the needs 
of those programs and planned expansions. 

Lastly, the Army recently validated a requirement to increase 
the total number of armored excavators needed for global missions. 
Those requirements are consistent with changing needs across the 
combatant commands for machines capable of route clearance and 
engineering projects. Therefore, I am submitting a request con-
sistent with the needs of the Army. 
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I appreciate your attention to these matters, and I thank you for 
the opportunity to share them with you. 

Mr. FRELINGHUYSEN. I want to thank the gentleman from Geor-
gia. There certainly is a critical mass for just about everything. So 
your strong historic support for national defense covers a wide 
range of things that I know our committee is deeply committed to. 

Mr. CARTER. Thank you. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. I appreciate you highlighting the youth pro-

grams.
Mr. CARTER. Yes, sir. Yes, sir. I am very proud of those. 
Mr. FRELINGHUYSEN. It is a great program. 
Mr. CARTER. It is. Thank you very much. 
[The written statement of Congressman Carter follows:] 
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Mr. FRELINGHUYSEN. Mr. Blumenauer, then Mr. Meehan. 
I want to thank the gentleman from Oregon for being here. I 

think you are a repeat offender. We are glad to have you back. 
Mr. BLUMENAUER. Well, I appreciate your courtesy and acknowl-

edge that you have one of the most difficult tasks in Congress. 
Mr. FRELINGHUYSEN. We, Peter Visclosky, and the entire com-

mittee. So we agree with it. 
Mr. VISCLOSKY. You mean dealing with me? 

SUMMARY STATEMENT OF CONGRESSMAN BLUMENAUER

Mr. BLUMENAUER. I won’t talk about the dynamic here of com-
mittee leadership. But you are tasked with actually funding na-
tional security, which I think is everybody’s top priority who serves 
in Congress. 

I wanted to reference just a few things. One, I take modest ex-
ception to my good friend from Georgia, because I think we need 
to take a step back and look at what we are doing with nuclear 
modernization.

The spending that we are—a trajectory for a trillion dollars over 
the next 30 years for weapons we haven’t used in 65 years are far 
in excess of what we need to deter any nation on Earth. Putting 
money in the pipeline to upgrade all three legs of the nuclear triad 
may look good in terms of the authorizing committee, but you have 
to deal with the realities of what that means, and that is going to 
come at the expense of hollowing out our defense responsibilities. 

I am deeply troubled that we are looking at this next phase of 
the replacement cruise missile, which is going to be another $20 or 
$30 billion. The father of the cruise missile, former Secretary of De-
fense William Perry, feels it is no longer relevant. I mean, it is just 
one example of something we can get along without. 

At the same time, the President’s budget slashes the work to try 
and deal with nonproliferation efforts. I mean, the fastest way that 
the people who hate us are going to get access to loose nukes is 
the stuff that is going on. There is evidence that ISIS actually has 
some low-grade fission material, and we are cutting back. It is a 
miniscule amount of money, but it is something that speaks di-
rectly to the security of the United States, a trillion dollars over 30 
years and starving $130 million for something that would make a 
huge difference to our security. 

I likewise want to express my appreciation for the committee’s 
work in the past pushing back on the effort to try and slide—the 
authorizing committee trying to create the Sea-Based Deterrence 
Fund, which takes away the responsibility for the Department of 
the Navy to choose between its various activities and slides it into 
the Pentagonwide budget. 

And the Appropriations Committee, I think, has appropriately 
pushed back. I know it is not easy. That would be a simple solu-
tion, like the overseas contingency fund, which can be a little slush 
fund, but in the long-term, that would be disastrous. 

And I would hope that in the course of your work, that you can 
at least work with us to try and find out what the actual budgets 
are going to be for this menu of choices. Somehow that was con-
troversial in past budgets. I think that whether you think that we 
need to upgrade all our nuclear weapons and spend that trillion 
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dollars or if you think we have other priorities, like protecting the 
Guard and the Ready Reserve and the Army and the Marines, re-
gardless of where you are on that continuum, wouldn’t you want 
to know what they actually cost? And you can help us with a little 
pushback on that. 

Again, I appreciate this is a tough job. I know you have got lots 
of different competing interests. But the extent to which you can 
help us have an honest accountability, maybe slide away from some 
things that we actually don’t need and will have a disastrous effect 
in the future, and be able to have an honest accountability, and 
last but not least, have those nuclear nonproliferation funds, it is 
a rounding error in the budget, but it is critical for the defense of 
the United States. 

Mr. FRELINGHUYSEN. Well, we appreciate the gentleman from 
Oregon’s regular straightforward frankness on a lot of critical 
issues as we deal with our nuclear obligations, our conventional 
weapon obligations. We want to do the right things. We need to 
know how much things cost. I fully agree with you. 

We do, of course, take a look at the investment on nonprolifera-
tion, given what is happening around the world. I know Mr. Vis-
closky and I feel strongly that is part of our annual obligation. So 
we are hopefully on our game. 

I yield to Mr. Visclosky. 
Mr. VISCLOSKY. I thank the chairman very much. 
I appreciate you raising the issues, and it is very apropos, be-

cause both the chairman and I, one, we continue to serve on En-
ergy and Water, as does Mr. Calvert on our committee. It is an ac-
cident of fate, but it is very useful, because of the NNSA programs, 
the nonproliferation programs that you have talked about. 

And the chairman and I both served as chair and ranking on 
that subcommittee as well and have struggled with some of these 
issues, because too often the Department sends over a letter to 
DOE and says, ‘‘We need everything,’’ because it is not out of their 
budget. And I share your concern about the proliferation program. 
So you have come to the right place. 

Thank you very much. 
Mr. FRELINGHUYSEN. Thank you very much. 
Mr. BLUMENAUER. Thank you. 
[The written statement of Congressman Blumenauer follows:] 
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Mr. FRELINGHUYSEN. Mr. Pat Meehan, the gentleman from Penn-
sylvania, welcome. Thank you for your patience. I apologize for 
keeping you waiting. And we note the green tie. And having gone 
to four St. Patrick’s Day parades over the last 2 weeks, I feel that 
I am very much in accord with your heritage. Thank you very 
much.

Mr. MEEHAN. Well, thank you very much, Mr. Chairman. 
Mr. BLUMENAUER. We have got to get you a green bicycle. 

SUMMARY STATEMENT OF CONGRESSMAN MEEHAN

Mr. MEEHAN. A green bike, yeah. Earl, I am ready to ride. The 
green bikes and the cherry blossoms, it will really be quite the 
combination here in Washington, D.C. 

Well, thank you, Chairman. I am very grateful for your extend-
ing the opportunity for us to, with Ranking Member Visclosky, and 
all the diligence that you put in to making these very, very difficult 
decisions and choices. 

But I am here today to talk about a very, very important asset 
to our military, which is the V–22 Osprey, the military aircraft, 
which has proven itself by its performance, by its flexibility, and 
by the choice of our warfighters as it has demonstrated its effec-
tiveness in not only the theaters of war, but also its ability to rep-
resent the Nation so effectively in responding to catastrophes and 
things of that nature. 

So it has proven itself in a very short period of time to be one 
of the most flexible and important assets that our Marine Corps 
has.

Now, the Osprey is built at the Boeing facility in Ridley Park, 
Delaware County. It is also cobuilt in Texas. The important part 
to realize here is it was purchased under a 5-year contract that 
Congress authorized in fiscal year 2013. Now, what it did was it 
signed a multiyear contract that saved taxpayers almost a billion 
dollars by doing the multiyear contract. 

But when the President signed the 2017 budget request, he un-
expectedly reduced the procurement of the Osprey from the agreed- 
upon 18 to only 16 airframes. And what is going to happen is now 
we are going to jeopardize the unit-cost capacity that was gen-
erated by the original contract, it is going to jeopardize the jobs at 
both Boeing and in Texas, Boeing in my district. 

And most importantly, it is going to incur additional cost for tax-
payers, it is going to deprive our troops of the two airframes that 
have been used so effectively on the battlefields. 

The Marine Corps has asked for these two additional airframes. 
They were placed in the annual unfunded priorities list. And the 
arbitrary cut included in the President’s budget is just another 
demonstration of how it doesn’t meet the needs of our men and 
women who are serving our Nation in uniform. 

I have watched as the performance of this has proven itself, but 
also the workforce that has contributed dramatically to the ability 
to make these available in the most cost-effective manner. 

So I ask you to continue the tradition of supporting the V–22 by 
fully funding production of the 18 airframes in the fiscal year 2017 
budget. The V–22 is working for our troops in the field, its produc-
tion is supporting good middle class jobs, not only in Pennsylvania, 
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but in Texas. I urge you to support it. And I thank you for the con-
sideration.

Mr. FRELINGHUYSEN. Well, thank you for your time and for your 
strong support of national defense. The Osprey is an amazing, 
amazing aircraft and does provide incredible capability, incredible 
flexibility, and certainly the Marines are a strong advocate for it. 
We will do our level best with the dollars that we have within our 
budget to see what we can do to make sure that we have more of 
them and that we protect the very important industrial base. 

Mr. MEEHAN. When I have talked to Marines from Iraq and Af-
ghanistan, they talked about the flexibility and the ability for them 
to quickly get up into the air and respond. It also protects them 
from IEDs. It is a huge benefit. They can get to the source, make 
an impact, and get back without having to incur any kinds of dan-
ger along the way. 

Mr. FRELINGHUYSEN. Absolutely. 
Mr. Visclosky. 
Mr. VISCLOSKY. I am fine. Thank you very much. 
Mr. FRELINGHUYSEN. Thank you very much. 
Mr. VISCLOSKY. Appreciate it. 
Mr. FRELINGHUYSEN. Thank you, Mr. Meehan. 
[The written statement of Congressman Meehan follows:] 
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Mr. FRELINGHUYSEN. Congressman Mo Brooks, great State of 
Alabama. Thank you for being with us. 

SUMMARY STATEMENT OF CONGRESSMAN BROOKS

Mr. BROOKS. Roll Tide. And I should say War Eagle for those 
folks too. 

Thank you for the opportunity to be here with you, Mr. Chair-
man. I have got written remarks that we have put together, and 
if you don’t mind, I am just going to read them in order to expedite 
things and move along quickly. 

Thank you for the opportunity to testify today about an urgent 
operational need for the Army’s 82nd Airborne Division, tasked 
with the Global Response Force mission. As documented in the Di-
vision’s urgent operational needs statement on March 2014 by the 
13th Airborne Corps and now Vice Chief of Staff of the Army, Gen-
eral Allyn, there is a lack of resources available for increasing our 
enhanced tactical mobility capabilities. 

Specifically, these requirements were for GRF Infantry Brigade 
Combat Teams assigned to the Joint Chiefs of Staff to counter in-
creased proliferation of the enemy’s area denial and anti-access ca-
pabilities by conducting airborne assaults. 

The 82nd Airborne Division’s unique requirements and its gap in 
meeting policy directives present a critical and time-sensitive re-
quirement that cannot be delayed while the Army considers a 
broader program of record. Senior Army leadership continues to 
validate this urgent need. It is documented in the 2015 United 
States Army Combat Vehicle Modernization Strategy and identified 
as a fiscal year 2015 assessment by the 18 Airborne Corps that 
lack of Infantry Brigade Combat Team’s ground mobility is one of 
their highest risks. 

To quote a key paragraph on page 8 from the recently published 
Army TRADOC Combat Vehicle Modernization Strategy, quote: 
‘‘The infantry brigade combat team’s greatest limitation is its tac-
tical and operational mobility once deployed. This capability short-
fall, or gap, is especially critical in joint forcible entry scenarios 
that rely upon swiftly seizing key terrain or facilities to establish 
a lodgment for follow-on forces. Because potential adversaries pos-
sess A2, area access, and AD, area denial, capabilities that prevent 
direct seizure of air- or seaports, the infantry brigade combat teams 
must maneuver from greater distance into undefended locations 
and then maneuver rapidly to seize entry points for follow-on 
forces. This type of movement requires tactical mobility for infantry 
squads to move quickly, on or off road, to attack from multiple di-
rections more swiftly than enemies can respond.’’ End quote. 

Providing Army Airborne, Air Assault, and Light Infantry access 
to deployable off-road mobility that has already been fielded in 
United States SOF units today is an easy, affordable, low-risk solu-
tion. It also serves as a commonsense example to the much-dis-
cussed need for DOD acquisition streamlining. 

In order to fill this need, I authored a House letter to your sub-
committee asking for your consideration to fund and field a com-
mercial off-the-shelf technology for three battalion task forces, 369 
vehicles. Through this funding, we will be able to give critical mo-
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bility capabilities to troops with limited options for traveling in 
rugged off-road combat zones. 

Again, thank you, Chairman and Ranking Member, for the op-
portunity to testify. 

Mr. FRELINGHUYSEN. Mr. Brooks, thank you for being here, obvi-
ously for your strong support of national defense. And you have 
Redstone Arsenal in your backyard—— 

Mr. BROOKS. Yes, sir. 
Mr. FRELINGHUYSEN [continuing]. Which does some remarkable 

things for the Nation. 
May I put a plug in for commercial product is out there. Some-

times the different services are a little resistant. But in reality we 
need sort of a mixture of our own defense R&D and the capabilities 
of the private sector. So I appreciate your testimony. 

Mr. BROOKS. Thank you, Mr. Chairman. 
Mr. VISCLOSKY. Thank you. 
Mr. BROOKS. Thank you. 
[The written statement of Congressman Brooks follows:] 
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Mr. FRELINGHUYSEN. Mr. Chris Gibson from the great State of 
New York. Thank you for being here, thank you for your Army 
service.

SUMMARY STATEMENT OF CONGRESSMAN GIBSON

Mr. GIBSON. Well, thank you. Thanks, Mr. Chairman and the 
Ranking Member. I want to thank you both for your long and faith-
ful service to our Nation and for your tremendous support for our 
service men and women and their families. As a 29-year veteran 
myself, I remember serving and seeing both of your strong support 
in terms of legislation and vocal support on the floor, and it is 
deeply appreciated. 

Mr. FRELINGHUYSEN. Thank you. 
Mr. GIBSON. I am here today to talk about a bill I have intro-

duced, a bipartisan bill, that appears to be gaining significant bi-
partisan support, and I believe it will have bearing on defense ap-
propriations later this year. It has to do with the strength of our 
land forces, land forces as defined by the Army, that is the regular 
Army, the National Guard, and the Army Reserve and the United 
States Marine Corps, Active-Duty Marine Corps and the Marine 
Corps Reserve. 

Mr. Chairman and Ranking Member, since the time that the de-
cisions were taken to draw down the land forces, there have been 
a series of developments, and I believe that the assumptions that 
were made when we made these decisions are no longer valid. And 
by the way, just for specificity, drawdown needs to continue to 2018 
and is on course to take our land forces to pre-World War II levels, 
to take the Army down below a million, to take the Marine Corps 
down significantly as well. 

And when you look at the assumptions, we have seen the rise of 
the Islamic State since that time, we have seen an evermore ag-
gressive Russia involved not only in Eastern Europe, but then in-
troducing forces into Syria. We have had concerns about a quixotic 
North Korea, concerns about China’s activities in their desires in 
terms of the South China Sea and other places. And, of course, 
Iran.

And so, with all of that, and when you consider the fact that, in 
my view, it was debatable even in the first place, what is some-
times called the myths associated with conflict. 

As somebody who served on the ground in Iraq four times, in-
cluding three times after 9/11, those actions were certainly not the 
cakewalk that some thought that those activities were intended to 
be.

And so I think when you look at the approach that I think we 
all agree upon, which is one of peace through strength and the 
need to assure allies and to deter potential adversaries, nothing 
would make me happier than if this generation, millennials, would 
go their whole lifetime without seeing a shot fired in anger. But the 
history of mankind is such that to be able to make a difference on 
that, we need a strong defense. 

And when you look at these assumptions, the changes on that 
score, I believe that we need to stop the drawdown. That is what 
our bill does. Myself, Sergeant Major Walz, Tim Walz, Democrat 
from Minnesota, we have authored this bill. To date, there are 20 
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Republicans and 6 Democrats on this bill. We are working with 
leadership in the House Armed Services Committee that this would 
occur.

So essentially the drawdown would stop and we would be at 
slightly above—slightly above—about 9,000 above pre-9/11 force 
levels for our land forces, so basically the 10th of September of 
2001, which we think, in view of the entire joint force, will help us 
assure our allies and deter our potential adversaries, and if that 
day ever comes that we need to fight the wars, that we will fight 
and win. 

So, of course, the cost is an issue here, and there would be many 
different perspectives on that score, right, but the one that obvi-
ously matters is the Congressional Budget Office, which comes in 
at $600 million. 

So we know we have some lifting to do in the Armed Services 
Committee. But, Mr. Chairman and Ranking Member, I am here 
today, and, of course, a distinguished panelist as well who has been 
involved in intelligence for many, many years and Defense 
Approps, I am here today to really raise your situational awareness 
that I think this is an issue we are going to have to deal with this 
year.

Because, Mr. Chairman, in the event that we continue on with 
this drawdown, not only will it take us down to, I think, unaccept-
able risk levels and to pre-World War II levels, as you know, as you 
both know, as you all know, it is not like a light switch that we 
can turn off and turn back on. If we end up reducing the land 
forces down to these perilous levels, the next President, whoever 
that may be, will spend their entire first term just trying to get 
back to where we are at this moment. It will take 3 to 4 years just 
to get us back to where we are today. 

I think that is unacceptable, and that is really why I am here 
today, and to stand for any questions that you may have on that. 

Mr. FRELINGHUYSEN. Well, thank you for your very sobering tes-
timony. I think we are all concerned about end strength. And your 
recent service in the Army obviously points up the fact that we 
never know what may happen in the future. But certainly the 
drawdown is a concern. 

Thank you for highlighting your bipartisan legislation. I just 
want to assure you our committee works very closely with Chair-
man Thornberry and the authorizers, and we will see what we can 
do to address some of the issues that I think will have a future im-
pact on our national security. 

Mr. Visclosky. 
Mr. VISCLOSKY. I appreciate the testimony. And we talk about in 

terms of number of shifts as well as personnel. Personnel are more 
capable than ever before. But you need a certain number. And, un-
fortunately, some people think that given the large size of the 
budget at DOD, it is an infinite amount of money. It is not. But 
you have got to make room for the right things. So I appreciate 
your testimony very much. 

Mr. GIBSON. You bet. And just to put a finer point on that. Right 
now in terms of the time soldiers, service men and women are back 
here in the United States and before they go forward, that dwell 
time is still about one to a little over one and a half. And if we ever 
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get committed to a major theater of war, which, again, we hope we 
don’t, there will be no dwell time. 

And so we are all dealing with as well post-traumatic stress, 
brain injury, and the impacts of constant rotations overseas. And 
in view of that, this bill also helps buy down some of that risk by 
taking care of our service men and women. 

Mr. FRELINGHUYSEN. A brief comment from Mr. Ruppersberger, 
and then we will go to Mrs. Wagner. 

Mr. RUPPERSBERGER. Very quickly, Rod. I know you are behind. 
First, I agree with your comment on peace through strength. 

World history shows that. Secondly, I suggest, and I will work with 
you on this, that we deal with the issue of sequestration, because 
that in the end is going to make us weaker and weaker, and it is 
still out there. 

Mr. GIBSON. Yes, sir. Thank you. 
Mr. VISCLOSKY. Thank you, Chris. 
[The written statement of Congressman Gibson follows:] 
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Mr. FRELINGHUYSEN. The Congresswoman from Missouri, Ann 
Wagner. Thank you for being with us. Thank you for your patience. 

Mrs. WAGNER. Thank you. I am sorry. 
Mr. FRELINGHUYSEN. You are not late. We are behind, I can as-

sure you. If anybody feels insulted because they didn’t get called 
upon first, we are off to a late start. 

SUMMARY STATEMENT OF CONGRESSWOMAN WAGNER

Mrs. WAGNER. Well, I want to thank you for your time, Chair-
man, and the Ranking Member, who is here also, and other mem-
bers of the subcommittee. I want to thank you, first of all, for your 
steadfast commitment to our Nation’s most pressing national secu-
rity matters. In that vein, I want to highlight the growing stresses 
on the demands of the United States Navy tactical aviation. 

As you know, the ongoing wartime operations against the Islamic 
State of Iraq and the Levant has greatly increased the operational 
tempo of our tactical aircraft. The carrier-based aircraft, the F/A– 
18 Hornets and Super Hornets, have been the backbone of our force 
projections and engagement. 

Last year, the Chief of Naval Operations testified that his Navy 
faced a shortage of operational aircraft. This is commonly referred 
to as a tactical aviation shortfall. Congress and your committee, 
Mr. Chairman, led the way in addressing part of this challenge 
with added aircraft in fiscal year 2016. 

However, the President has not budgeted to take on the chal-
lenge more robustly in this year’s budget. Only two Super Hornet 
aircraft were added in the OCO in response to training and oper-
ational losses. The fiscal year 2018 budget shows a demand for 14 
more aircraft, but there still is potential gap this year. 

These actions taken to address the tactical aviation shortfall are 
not enough. This is why the Chief of Naval Operations has pro-
vided Congress with an unfunded requirement request for 14 addi-
tional Super Hornets above the President’s budget. There remains 
a shortfall of at least 36 Super Hornet aircraft. And given the crit-
ical capability that the Super Hornet provides for ongoing wartime 
operations, any shortfall is dangerous to the Navy’s ability to 
project force throughout the world. 

This unfunded requirement request helps mitigate that shortfall, 
anticipating that the Navy will follow through on its promise to 
add aircraft in next year’s budget deliberations. 

Of added importance, the addition of these Super Hornets keeps 
a key production line open for capable strike fighter aircraft in St. 
Louis, which supports some 5,000 local jobs. In years past, your 
committee has been incredibly responsive to the warfighters’ most 
pressing needs, and the budget and its unfunded requirement re-
quest demonstrate how important tactical aviation is to the Navy’s 
mission. The Super Hornet is providing that critical capability 
today at the most affordable cost. 

So I ask that you urgently consider the Navy’s unfunded request 
and add the 14 Super Hornets to the President’s budget to address 
the tactical aviation shortfall and the warfighters’ needs. 

And as always, I look forward, Mr. Chairman, to working with 
you and the ranking member and others on your committee. I have 
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testified before Chairman Thornberry’s committee also. And I want 
to thank you for your consideration of the request. 

I will have a letter here that I will be sending to you regarding 
the Navy’s request for the 14 additional Super Hornets. 

Mr. FRELINGHUYSEN. If there is no objection, we will put it in the 
record today. 

Mrs. WAGNER. Absolutely. It is to be signed by Members of the 
delegation of both Missouri and Illinois, a bipartisan basis. 

Mr. FRELINGHUYSEN. Well, this is a bipartisan committee— 
Mrs. WAGNER. Absolutely. 
Mr. FRELINGHUYSEN. So we will do our best to look at it and con-

sider it. Navy tactical aircraft, pretty important. You should know, 
many of those who preceded you put in a good plug for the Super 
Hornets, and your added emphasis is indeed welcome. 

Mrs. WAGNER. Well, and as an Army mom and who has a son 
who is fighting as a captain and has served in the Middle East, I 
can’t tell you what these kinds of aircraft can do in terms of the 
capabilities on the front end as the soldiers move forward. So I 
thank you. 

Mr. FRELINGHUYSEN. We thank you for your family’s service. 
Mrs. WAGNER. Yes. Thank you. 
Mr. FRELINGHUYSEN. It is remarkable. 
Mr. VISCLOSKY. Thank you very much. I appreciate it. 
Mrs. WAGNER. I appreciate it. 
[The written statement of Congresswoman Wagner follows:] 
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Mr. FRELINGHUYSEN. Congresswoman Niki Tsongas from Massa-
chusetts. Thank you very much for being with us. Thanks for your 
patience.

SUMMARY STATEMENT OF CONGRESSWOMAN TSONGAS

Ms. TSONGAS. Thank you, Mr. Chairman. Thank you. I always 
enjoy the opportunity to hear other Members come and talk about 
their priorities as well. And thank you, Mr. Ranking Member. It is 
a pleasure to be here. 

As a Member from Massachusetts, as you know, where we are 
home to remarkable military installations, research development 
facilities, a highly innovative private sector, I have long advocated 
for maintaining the Pentagon’s focus on researching, developing, 
engineering, and producing the best equipment and platforms for 
our servicemembers. Our State is uniquely positioned to be helpful 
in that regard. And having just come from an Air Force Caucus 
today, where very much the focus is on maintaining a cutting edge 
and reinforcing this need. 

These advancements not only ensure that our men and women 
in uniform have the most advanced lifesaving equipment possible, 
but they also help maintain America’s technological edge over its 
adversaries.

Unfortunately, defense-related RDT&E has faced a disproportion-
ately sharp cut in recent years beyond the mandates of the Budget 
Control Act, and I would like to be a strong voice for full funding 
for defense-wide RDT&E. And in that vein, I would like to high-
light three important RDT&E-related efforts in this year’s budget. 

First, I want to recognize the work conducted by the Warfighter 
Technology Directorate, which empowers the United States Army 
by focusing on improving body armor, eye protection, and other 
protective systems for our soldiers. I think we have all seen the 
benefits of those investments. 

I was discouraged to see that the fiscal year 2017 President’s 
budget decreased funding for the Directorate by almost $2 million 
as compared to the previous fiscal year, and I would ask that the 
committee direct an additional $5 million above the President’s 
budget.

Second, I would like to offer my support for the President’s budg-
et request for the Joint Surveillance Target Attack Radar System, 
or JSTARS, recap programs. As many on the committee know, the 
legacy JSTARS platform has provided unparalleled joint air com-
mand and control capabilities for over two decades, but the pro-
gram is badly in need of modernization, and I would request full 
funding in this year’s defense appropriations bill. 

Third, I would like to commend the Department of Defense for 
expanding the Defense Innovation Unit-Experimental concept to 
the East Coast and for its plan to open a DIU–x extension in the 
Boston area this June. Doing so will enable the Department to col-
laborate more extensively with leading industry partners and world 
class universities in the greater Boston area. And in that vein, I 
support full funding in the President’s budget for both the RDT&E 
and O&M funding lines to bring DIU–x to Boston. 

Next, I would ask that the committee provide the Department 
with full funding for the DOD Sexual Assault Prevention and Re-



134

sponse Office at the level requested in the President’s budget. 
Every servicemember deserves to know that the Department will 
not tolerate any form of sexual assault or harassment, and I ask 
that the SAPRO office be fully funded. It has been an important 
investment that the DOD has made, and I think has progress to 
show for it. 

Additionally, I would like to advocate for $25 million in funding 
for the Department’s STARBASE program that provides STEM- 
based educational programs to some of the most socio-economically 
disadvantaged and underrepresented students across the country. 
The program seeks to educate the next generation of scientists, 
mathematicians, and engineers in our country and is worthy of our 
support. And I certainly hear from across all boards the shortage 
in those fields, and we would like to see our more disadvantaged 
students introduced to those fields and encouraged to enter them. 

Finally, I respectfully request that you include not less than $25 
million for the recruitment and retention of women in the Afghani-
stan National Security Forces and the recruitment and training of 
female security personnel, as a large body of research has dem-
onstrated meaningful inclusion of women in security forces can 
vastly enhance their operational effectiveness, and I would ask for 
your support. 

With that, I thank you for the opportunity to appear before you 
today.

Mr. FRELINGHUYSEN. Well, thank you for being a strong sup-
porter of national defense. And certainly as we give money to Af-
ghanistan, we need to make sure that we empower women to be 
part of the solution, otherwise we are not going to have a solution. 

And may I say the committee has hammered home the whole 
issue of sexual assault; totally unacceptable in any part of the mili-
tary. I just want to assure you that the money that we put in there 
has obviously strong bipartisan acknowledgement and support. We 
are not going to tolerate that type of behavior. 

And I have always viewed Massachusetts, maybe this is old fash-
ioned, as being the Miracle Mile, and so you do a lot of things for 
national defense. I think the Northeast needs to be part of that 
equation. We want everyone looking out for national defense, but 
the Northeast plays its role, and Massachusetts has a very special 
place as well. 

Ms. TSONGAS. Thank you for that. I appreciate your recognition 
of that. 

Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. Briefly, I would point out that the chairman a 

few weeks ago brought up the issue of sexual misconduct, harass-
ment with the Department of the Army as well as others, so he is 
very cognizant of it. 

I appreciate that you mentioned the Afghan National Security 
Forces and women’s role. Mr. Moran, when he was on the sub-
committee, was a very strong advocate, and appreciate you raising 
that today. 

While you are here, I know Mr. Kennedy is going to talk about 
the WIN–T program, I assume you want to put in a good word as 
well?

Ms. TSONGAS. I am happy to do that. 



135

Mr. FRELINGHUYSEN. You did. 
Ms. TSONGAS. We will work with my colleague, Mr. Kennedy. 

Thank you very much. 
Mr. FRELINGHUYSEN. Thank you for being here. We appreciate 

your testimony. 
Ms. TSONGAS. Thank you. 
[The written statement of Congresswoman Tsongas follows:] 
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Mr. FRELINGHUYSEN. The referenced Congressman, Joe Kennedy, 
from the great State of Massachusetts, welcome. Thank you for 
being with us. 

SUMMARY STATEMENT OF CONGRESSMAN KENNEDY

Mr. KENNEDY. Mr. Chairman, thank you. I am grateful for the 
opportunity. And let me just say what an amazing job Congress-
woman Tsongas does on this committee and has for years for Mas-
sachusetts and our companies and, most importantly, employees in 
Massachusetts that continue to contribute to our national defense. 
I am grateful for her leadership and her work and her tremendous 
support for the WIN–T program. 

I also want to thank the ranking member, Mr. Visclosky, for your 
help and support and guidance as I have come to Congress to try 
to navigate some of these issues. And I very much appreciate your 
friendship with that. 

I appreciate all of your unwavering commitment to the national 
security and for your continued oversight of the Department of De-
fense. As our Nation’s soldiers, sailors, marines, and airmen defend 
the Nation and her citizens, this subcommittee works day and 
night to ensure that they are safer and more prepared than ever 
before.

My testimony today will focus on the importance of a critical 
modernization program for the U.S. Army called the Warfighter In-
formation Network-Technical, also known as the WIN–T, and why 
it is critical that we increase the funding for the program for the 
fiscal year 2017 budget. 

WIN–T provides soldiers with secure voice, video, and data 
where there is no existing communications infrastructure. Carrying 
the Army’s battle command, intelligence, and operations commu-
nications, the WIN–T program is the Army’s cornerstone mission 
command program. The WIN–T Increment 2 program builds on the 
capabilities of Increment 1 by making that mission command mo-
bile.

In June of 2015, after years of rigorous testing, the Department 
of Defense approved WIN–T Increment 2 for full-rate production. 
More importantly, the system is deployed in combat with the 101st 
Airborne and the 10th Mountain Division and earned positive re-
views for its innovative capability and unwavering reliability. 

As our men and women in uniform arrived in West Africa to con-
front the deadly Ebola virus, the system provided crucial coordina-
tion and seamless communication to the United States. 

Whether they are fighting our enemies, protecting our homeland, 
or addressing a global health crisis, our duty in Congress is to en-
sure that our soldiers are ready and equipped for any circumstance 
or challenge. The WIN–T Increment 2 does exactly that. 

Despite its proven success and importance of the program, the 
Army’s fiscal year 2017 budget request reflects a drastic reduction 
in funding. As recently as the 2016 budget request, the Army had 
planned to spend $417 million on the WIN–T Increment 2 in fiscal 
year 2017. Yet the request for fiscal year 2017 is down to $292 mil-
lion, a troubling low for the program. 

The Army’s fiscal year 2017 request would procure only two divi-
sion sets of WIN–T Increment 2 capability. The Army hopes to 
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bring this program to a total of 106 units, but at this point it has 
only delivered it to 14 brigades and 6 divisions. 

Based on the request at this funding level, it will take the Army 
two or three decades to provide WIN–T Increment 2 across the 
Army. We cannot wait that long to give our servicemembers the 
tools they need as they put their lives on the line to protect us. 

Today, I am requesting the increase of $114 million for WIN–T 
Increment 2, an amount that will allow the Army to procure two 
additional full brigade sets of the program. This would simply 
maintain current funding levels. 

The low fiscal year 2017 budget would also cause significant dis-
ruptions in the WIN–T production base and impact several sup-
pliers across my district and my State. 

This subcommittee has strongly supported the WIN–T Increment 
2 program in the past. The fiscal year 2017 request for this pro-
gram is insufficient and adversely impacts soldier readiness. I 
strongly urge you to add the $114 million to the WIN–T Increment 
2 program. 

Mr. Chairman and Mr. Ranking Member, thank you very much 
for allowing me to testify on behalf of a program that I believe will 
make a difference for our troops in times of war and peace. 

Mr. FRELINGHUYSEN. I want to thank you, Mr. Kennedy, for 
being with us this morning, being a strong advocate for WIN–T. I 
think communications are pretty essential. Obviously, we need to 
get it right. And we will be working very closely with you, and Mr. 
Visclosky and I will be working with you and other Members to 
make sure that in the final analysis this program has the means 
to do whatever it needs to do for our military. 

Mr. VISCLOSKY. I appreciate your timely request, because we will 
be on a fast track. And I appreciate you are persistent about the 
request and you are committed to it. I appreciate it very much. 

Mr. KENNEDY. I appreciate that. It is important to our military, 
it is important to our district. So I am grateful for your consider-
ation.

[The written statement of Congressman Kennedy follows:] 
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Mr. FRELINGHUYSEN. Thank you. 
Mr. VISCLOSKY. Thank you, Mr. Chairman. 
Mr. FRELINGHUYSEN. I guess we want to thank everybody who 

came.
Mr. VISCLOSKY. Except me? 
Mr. FRELINGHUYSEN. And Mr. Visclosky in particular. 
And so we stand adjourned. Thank you very much. 
[CLERK’S NOTE.—The following written testimony was submitted 

for the record:] 
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THURSDAY, MARCH 17, 2016. 

UNITED STATES CENTRAL COMMAND 

WITNESS

GENERAL LLOYD J. AUSTIN, III, COMMANDER, UNITED STATES CEN-
TRAL COMMAND 

OPENING STATEMENT OF CHAIRMAN FRELINGHUYSEN

Mr. FRELINGHUYSEN. Good morning. The meeting will come to 
order. I would like to recognize the ranking member for a motion. 

Mr. VISCLOSKY. Mr. Chairman, I move that those portions of the 
hearing today which involve classified material be held in executive 
session because of the classification of the material to be discussed. 

Mr. FRELINGHUYSEN. So ordered. 
Thank you, Mr. Visclosky. 
Good morning. General Lloyd J. Austin, III, is the Commander 

of U.S. Central Command, a West Point graduate with extensive 
combat experience, including service in Operation Iraqi Freedom 
and Enduring Freedom and Operation New Dawn. 

He has commanded at every level, previously served as chief of 
staff of the U.S. Central Command and vice chief of staff of the 
United States Army. This is General Austin’s fourth and final ap-
pearance before this committee as the Central Command Com-
mander. In coming weeks, General Austin will begin a well-de-
served retirement. On all of our behalf, we thank you and your 
family for their remarkable dedication to our Nation. We are so 
proud of you and all those that you represent and have represented 
for decades. 

Once again, General Austin, welcome back to the committee. 
At this point, I would like to yield to my ranking member, Mr. 

Visclosky, for any comments he may wish to make. 
Mr. VISCLOSKY. Thank you, Mr. Chair. 
I appreciate your holding the hearing. 
General, for your presence today, I just would add my gratitude 

for your life of dedication to our country and to leaving the world 
better than you found it. I do deeply appreciate that and your can-
dor and our relationship over the years and do wish you well. 

Thank you very much, Mr. Chairman. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 
The big chairman, Mr. Chairman Hal Rogers, for any remarks he 

may wish to make. 
Mr. ROGERS. Thank you, Mr. Chairman. 
And thank you, General Austin, for taking the time to be here 

today. Welcome to the Defense Subcommittee. I want to congratu-
late you as well on your upcoming retirement. You have served our 
Nation admirably and honorably over the course of your 40-year ca-
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reer, most recently as the vice chief of staff of the Army and, before 
that, as commander of U.S. forces in Iraq. 

You have shown true dedication and leadership over the last 3 
years in your current post as CENTCOM Commander, and we wish 
you all the best in your future endeavors. 

I yield back, Mr. Chairman. 
Mr. FRELINGHUYSEN. Thank you, Mr. Chairman. 
General Austin, we welcome your testimony. Your entire testi-

mony will be put into the record. And if you will proceed, that 
would be great. Thank you. 

[The written statement of General Austin follows:] 
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[CLERK’S NOTE.—The complete hearing transcript could not be 
printed due to the classification of the material discussed.] 
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TUESDAY, MARCH 22, 2016. 

DEFENSE HEALTH PROGRAMS 

WITNESSES

VICE ADMIRAL RAQUEL C. BONO, DIRECTOR, DEFENSE HEALTH 
AGENCY

GENERAL NADJA WEST, SURGEON GENERAL, UNITED STATES ARMY 
VICE ADMIRAL CLINTON F. FAISON, III, SURGEON GENERAL, UNITED 

STATES NAVY 
LIEUTENANT GENERAL MARK A. EDIGER, SURGEON GENERAL, 

UNITED STATES AIR FORCE 

OPENING STATEMENT OF CONGRESSMAN FRELINGHUYSEN

Mr. FRELINGHUYSEN. Good morning. The committee will come to 
order. This morning, the committee will hold an open hearing on 
the fiscal year 2017 budget request for the Defense Health Pro-
gram. I can’t imagine anything more important than this, the men 
and women who serve us so bravely and so proudly. 

I would like to welcome the Director of the Defense Health Agen-
cy, Vice Admiral Raquel Bono, welcome, who was named Director 
last fall. Admiral Bono, this is your first time testifying before our 
committee. We are looking forward to hearing how the relatively 
new Defense Health Agency is operating under your leadership. 

Admiral BONO. Thank you. 
Mr. FRELINGHUYSEN. I would also like to welcome three service 

surgeon generals, Lieutenant General Nadja West of the Army. 
Welcome. Vice Admiral Clinton Faison, III, of the Navy, and Lieu-
tenant General Mark Ediger—is it Ediger? Ediger—excuse me. I 
apologize—from the Air Force. All three of you are joining us for 
the first time, which will provide us with a fresh perspective on 
how the services are managing the resources of the Military Health 
System, and how the Army, Navy, and Air Force medical needs and 
the Army, Air Force, and Navy’s medical needs at home and 
abroad. Our Nation’s ability to respond to global emergencies is im-
pacted greatly by our military’s medical readiness. 

We must ensure that our soldiers, sailors, Marines, and airmen 
have access to top-quality medical care, including education and 
prevention programs, which will allow them to be ready to fight. 
At the same time, we must also provide their families the peace of 
mind that they are cared for while their loved ones are protecting 
our country. 

The committee would like to congratulate all of our services for 
the remarkable improvement in the survival rate of our troops on 
the battlefield. Your commitment to medical care in theater, as 
well as research and treatment back home, has substantially im-
proved the chances that our warfighters will actually get better. 
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And many live as a result of the extraordinary things that are done 
by trauma surgeons and others among you. 

The committee also supports a robust funding level for the De-
fense Health Program to meet the commitment to provide the very 
best medical care to the servicemen and women who defend our 
country on a daily basis. We are particularly interested to hear 
what you have been doing for women in uniform, as they now make 
up over 15 percent of active duty members. Of course, today’s con-
flicts produce invisible wounds. We look forward to hearing about 
recent efforts to address suicide prevention, post traumatic stress 
syndrome, traumatic brain injury, and mental health issues in gen-
eral. However, as has been the case for the last decade, the Depart-
ment faces a challenge with the growing cost in long-term sustain-
ability of the military health system. The fiscal year 2017 budget 
request is approximately $48.8 billion, nearly 10 percent of the en-
tire defense budget. 

And once again, this budget request assumes savings associated 
with several TRICARE programs proposals, proposals that must be 
approved by Congress that have been rejected over the last several 
years. We are interested to hear how your current proposal has 
been improved from previous budgets to obtain the needed support 
of Congress. The committee also remains keenly interested in the 
progress of electronic medical records, health records, and the level 
of interoperability between the Departments of Defense and the 
Dependent of Veteran’s Affairs. 

Last year, DoD awarded a $4.3 billion contract to improve inter-
operability. But I want to be clear, this committee considers inter-
operability between the departments a top priority, and is exceed-
ingly frustrated with the lack of progress after several years, and 
the expenditure of several billions of taxpayers’ dollars, both on the 
DOD and VA side of the issue. 

Again, the committee thanks you for appearing before the com-
mittee to discuss these important programs and others. We look 
forward to your testimony, and to an informative question-and-an-
swer session on other topics, including congressionally-directed 
medical research, which we are heavily invested in, some very im-
portant investments, and the health effects of potential contamina-
tion at various installations domestically and around the world 
that affect the health of those that serve our country. 

Before we hear your testimony, I would like to turn to my good 
friend, Ranking Member Peter Visclosky, for any comments he may 
wish to make. 

RANKING MEMBER VISCLOSKY OPENING REMARKS

Mr. VISCLOSKY. Well, I welcome the witnesses as well. I thank 
the chairman for holding the hearing, and do associate myself very 
strongly with his remarks about interoperability. It is my under-
standing each of you are testifying before us today for the first 
time. We have been working on this issue for 17 years. We won 
World War II in 4 years. And I am amazed we are still talking 
about this. So I absolutely, categorically, share the chairman’s frus-
tration and would hope somebody hits the gas. My understanding 
is we are going to continue to make progress through the first part 
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of the next decade, which I think that is totally unacceptable. But 
again, thank you for being here. 

Mr. FRELINGHUYSEN. Thank you, Mr. Visclosky. 
Admiral Bono, Director of the Defense Health Agency, you are 

our first witness this morning. Welcome aboard. 
Admiral BONO. Thank you, sir. 
Mr. FRELINGHUYSEN. And your full remarks will be put in the 

record, but anything you would like to say to us, please proceed. 
Thank you. 

SUMMARY STATEMENT OF ADMIRAL BONO

Admiral BONO. Thank you, sir. Chairman Frelinghuysen, Rank-
ing Member Visclosky, members of the subcommittee, thank you 
for the opportunity to appear here today. I am pleased to represent 
the Defense Health Agency, and discuss the proposed 2017 budget, 
and priorities for the Military Health System. The budget we have 
presented is fully aligned with our enduring commitments around 
the globe, and with the strategic objectives of the Department. As 
the Director of the Defense Health Agency, my primary goals in-
clude providing value-added support to the military services as re-
quired to accomplish their missions, developing our capabilities as 
a combat support agency, and optimizing the internal operations of 
the agency. 

The MHS has fully embraced an enterprise management ap-
proach to our health systems operations. The DHA and the service 
medical departments have developed shared strategies, enterprise 
support activities, and leadership development programs that ben-
efit the system as a whole. As a part of the DHA’s effort to opti-
mize our operations, we are implementing a common cost account-
ing methodology throughout the MHS to improve accountability 
and transparency to the Department, services, Congress, and the 
public with improved insight into how resources are allocated in 
support of our mission. 

For fiscal year 2017, DOD is requesting $33.5 billion for the De-
fense Health Program, representing a 1.5 percent increase from 
last year’s budget request. Almost $25 billion, or 78 percent, of our 
request directly supports patient care delivered either in our mili-
tary hospitals and clinics, or in the private sector. Congress has 
granted the Department carryover authority each year, which has 
provided much-needed flexibility to manage issues that emerge 
during the year of budget execution. Carryover authority allows 
DOD to maintain better funding flows to minimize disruption of 
healthcare services to our beneficiaries. That authority has been 
extremely helpful to the Department, and we request that it be 
continued in fiscal year 2017. 

We have a number of important priorities for fiscal year 2017. 
Last August, the Department awarded a multi billion dollar con-
tract for a new electronic health record. Our decision to pursue a 
commercial, off-the-shelf product provides DOD with a system that 
supports our readiness mission, accelerates our journey to high re-
liability, allowing ongoing private sector innovation to be incor-
porated into future releases, and support our interoperability objec-
tives in sharing information with both the VA and with private sec-
tor providers. 
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We will begin our rollout in the Pacific Northwest early in the 
new fiscal year. Our fiscal year 2017 budget also proposes to mod-
ernize some TRICARE programs. Our modernization plan raises 
customer service performance levels, further expands choice, helps 
direct patients to the highest quality of care, and continues to offer 
value in an out-of-pocket cost to our people that is lower than vir-
tually any health plan in the country. Although costs have sta-
bilized in recent years through both management actions on part 
of the Department and a general slowdown in U.S. healthcare in-
flation, we are beginning to see medical inflation rise, particularly 
in the area of prescription drug prices. We are monitoring our 
spending closely and taking action to manage this growth inter-
nally.

The fiscal year 2017 budget represents a balanced, comprehen-
sive package of reforms that are directly aligned with our respon-
sibilities. We look forward to working with you over the coming 
months to further refine and articulate our objectives in a manner 
that improves value for everyone. MHS continues to serve as a 
unique and indispensable national security asset. The DHA is now 
an integral and integrated part of the MHS. And we are proud to 
contribute to the modernization of this system through joint action. 
I am honored to represent the men and women of the Defense 
Health Agency, and I look forward to answering any questions you 
may have. Thank you. 

[The written statement of Admiral Bono follows:] 
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Mr. FRELINGHUYSEN. Thank you, Admiral Bono. 
General West, Surgeon General of the United States Army, wel-

come.

SUMMARY STATEMENT OF GENERAL WEST

General WEST. Thank you. Good morning. Chairman Freling-
huysen, Ranking Member Visclosky, and distinguished members of 
the subcommittee, thank you very much for this opportunity to ap-
pear before you to discuss Army medicine, and to highlight the im-
portant work our soldiers and our DA civilians perform daily in 
support of our Army and our Nation. 

First, on behalf of the dedicated professionals within our Army 
medicine, I would like to extend our appreciation to Congress and 
the subcommittee for your continued support for all we do. And we 
hope you are proud of our efforts. 

I would like to also recognize the 186,000 of Americans’ sons and 
daughters who are either deployed or forward stationed in over 140 
countries around the world. They remain foremost in my mind, be-
cause our primary duty is to make sure that we support our 
warfighter.

Since 1775, we have remained one team with one purpose, and 
that is conserving the fighting force. To accomplish this, Army 
medicine as a total force consists of a committed team of over 
150,000 professionals who provide a continuum of integrated health 
services. And that is in research, training, education, and all of 
those benefits and all of those capabilities that no other health care 
organization in the world can provide. Army medicine, combined 
with our Navy and our Air Force colleagues, comprise a joint med-
ical force without peer. 

As the Army is foundational to the joint force, Army medicine is 
foundational to the joint health services enterprise. And for the 
past 14 years, we have supported joint campaigns in Afghanistan 
and Iraq, and we have responded to natural disasters and have 
taken decisive actions during contingencies, such as the U.S. Gov-
ernment response to the West African Ebola crisis. 

In this, Army medicine continues to prove that we are the Na-
tion’s premiere expeditionary medical force meeting the challenges 
of a complex world. And we remain globally engaged, regionally 
aligned, and surge-ready to face the ever-changing challenges of to-
morrow.

So Army medicine’s first priority, readiness in health, is a direc-
tory reflection of my chief, General Milley’s number one priority, 
and that is readiness. As he always states, readiness is number 
one, and there is no other number one. We see readiness as, you 
know, in health, closely coupled as our Army derives its power from 
the collective strength of our soldiers. So our soldiers are our most 
prized and effective weapon system. And a soldier’s health is an es-
sential component of his or her readiness. 

So, while we focus on our readiness mission, we must also ensure 
that we provide all those entrusted to our care with access to high 
quality and safe health care. And while we have improved access 
by 21 percent since 2014, we still are not fully meeting the expecta-
tions of our beneficiaries. So, accordingly, we continue to diligently 
work to improve our access. 
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Army medicine also continues to lead trauma research, which is 
driving changes in civilian medical practice as well. We recently ob-
tained FDA clearance of the first-of-a-kind endovascular device for 
hemorrhage control called the ER REBOA, which we are very 
proud of. And that is literally intravascular mechanisms to tam-
ponade bleeding from the aorta. So very, very—you know, very 
good advanced in that hemorrhage control arena. 

We are also conducting groundbreaking infectious disease re-
search to combat Ebola, malaria, HIV, and Zika virus, and other 
infectious disease throughout that have global significance. 

My next priority force development is designed to prepare our 
Army medicine better for the challenges of tomorrow. The price for 
the so-called arrogance of the present, meaning that we don’t recog-
nize the need to be prepared at all times, is very high indeed. I 
only need reference, as my chief does a lot, Task Force Smith, to 
evoke the images of soldiers paying the price in blood for lack of 
readiness for an unknown future. My commitment to our Nation, 
our Army, and to Congress today is that Army medicine will never 
be caught unready, unprepared for tomorrow’s challenges. 

Taking care of our soldiers and their families and our DA civil-
ians, and our retired soldiers for life, is integral to all that we do. 
And we continue to take care of them. So Army medicine will con-
tinue to stand as a unique organization that has the versatility, the 
agility, and the scale and the ability to adapt to the challenges that 
arise at home and abroad. And as you know, the events of the 
world today, that is an extremely important capability and at-
tribute for us to have. Our fiscal year 2017 budget request provides 
adequate funding to support the essential elements of my four pri-
orities, and we stand ready, so our Nation’s mothers and daughters 
must know that when their sons and daughters are ill or injured, 
that we are here and that we are ready, and that we are here to 
support them. 

So our, you know, our willingness and our ability to support that 
is a sacred trust. And I take it very seriously. We can never, and 
we will never be in doubt that we will be ready to take care of our 
servicemembers in harm’s way. 

So I thank Congress for your continued support and—of our 
Army and our soldiers, and I look forward to your questions. 

[The written statement of General West follows:] 
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Mr. FRELINGHUYSEN. Thank you, General. 
Admiral Faison, welcome. 

SUMMARY STATEMENT OF ADMIRAL FAISON

Admiral FAISON. Thank you, sir. Chairman Frelinghuysen, Rank-
ing Member Visclosky, distinguished members of the committee, it 
is my honor to represent the men and women of Navy Medicine: 
63,000 dedicated professionals who every day honor the trust 
placed in our hands in caring for those who have sacrificed to de-
fend our freedom. I can report to you that your Navy Medicine 
team is operating forward today, and supporting the Navy-Marine 
Corps mandate to be where it matters when it matters and ready 
to respond in time of crisis. We are grateful for your strong and un-
wavering support of our servicemembers and their families. I would 
like to highlight a few important points. 

First, military readiness is our mission. Navy Medicine protects, 
promotes, and restores the health of Sailors and Marines around 
the world, at home or deployed, and in all warfare domains. In an 
increasingly complex world, as our Navy and Marine Corps stands 
watch and stands ready to defend our national interests around the 
globe, Navy Medicine stands there as well with them to protect and 
care for them. 

As an agile, rapidly deployable medical force, this is what sets 
us apart from civilian health care. No civilian health plan in the 
world routinely leaves their families and home on a moment’s no-
tice, and willingly goes in harm’s way to care for those in need. No 
health care plan in the world routinely and daily puts their lives 
on the line in battle to defend and care for their patients. And no 
health care plan in the world experiences the staffing deployments 
and turnover we routinely experience, and still delivers world class 
care. The proof is on the battlefield. Highest combat survival in re-
corded history. Wounded warriors are alive today who, in any pre-
vious war, would have died of their injuries. Every wounded war-
rior is testament to the effectiveness of the Military Health System 
because every one of them, from point of injury on the battlefield 
to advanced treatment in our medical centers were cared for com-
pletely and exclusively by the men and women who got their train-
ing, their experience, and their preparation in our Military Treat-
ment Facilities. 

Those facilities are the foundation of battlefield survival, and, in 
my opinion, as a former commander of a combat Expeditionary 
Medical Facility, a robust Military Health System is critical to fu-
ture battlefield survival. Unparalleled combat survival in the long-
est conflict in our Nation’s history, is proof that a robust Military 
Health System that is also our training and research platforms for 
our battlefield providers, from corpsmen to physician, is essential 
to combat survival. 

These three facts are not in dispute. We have the highest combat 
survival in recorded history. Many wounded warriors are alive 
today who would have otherwise died of their injuries in any pre-
vious conflict. Every wounded warrior received their care, from 
point of injury on the battlefield through their recovery in our med-
ical centers, exclusively by men and women who received their 
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training, clinical experience, and preparation in our military treat-
ment facilities. 

I should add that investments in medical education and training, 
along with research and development, are critical to both meeting 
current and future mission requirements. Our training programs 
are among the best in the nation, while our global R&D is helping 
to keep our personnel safe today, while countering the threats of 
tomorrow. This is a system that works and has proven itself on the 
battlefield time and time again in the thousands of men and 
women alive today and home with their families, and the overall 
health of the military force and their families. 

It is also a system that is not perfect. The services are working 
hard to improve access, care continuity, convenience, and satisfac-
tion that we provide in peacetime. We have made important strides 
in each of these areas while concurrently increasing enrollment, 
network recapture, staffing realignments, and other efforts to en-
sure we provide the clinical experience our staff needs to preserve 
skills, competencies, and ultimately combat survival in the next 
conflict. More needs to be done, and none of us underestimates the 
magnitude of the effort required to improve our peacetime 
healthcare services. 

We are committed to continuing the necessary reforms to im-
prove our patient experience, and most importantly, their health. 
But we must do so without putting at risk the very system which 
has yielded such unprecedented battlefield survival. We need your 
help in this effort. For your tireless support, I thank you for help-
ing us to ensure that those Sailors and Marines that stand the 
watch today and in the future will have the same or better survival 
than today’s wounded warriors have had. In our hands is a sacred 
trust to do all in our power to return home safely America’s sons 
and daughters who have sacrificed to defend our freedom. I thank 
you for helping us to honor that trust. 

[The written statement of Admiral Faison follows:] 
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Mr. FRELINGHUYSEN. We thank you for your testimony. 
General Ediger. 

SUMMARY STATEMENT OF GENERAL EDIGER

General EDIGER. Thank you, sir. Chairman Frelinghuysen, Rank-
ing Member Visclosky, and distinguished members of the sub-
committee, thank you for this opportunity to discuss Air Force 
medicine and our role in the Military Health System. We fully sup-
port the committee’s work to ensure our Military Health System 
provides those we serve with the best possible care in all environ-
ments. We have asked our medical Airmen to stretch their already 
broad range of capabilities to support the Air Force and the joint 
team across the full range of military operations. 

Their ingenuity and accomplishments drive our continuous ef-
forts to identify gaps and progressively enhance our programs, 
operational procedures, and overall readiness. Since the early 
1990s, critical care aeromedical transport teams have evolved and 
become the international benchmark for safe ICU-level patient 
movement. We adapted this capability to create the Tactical Crit-
ical Care Evacuation Team to meet combatant command require-
ments for intra-theater tactical critical care transport. We are now 
assessing means of enhancing this capability further to include 
some aspects of trauma stabilization during transport. 

The Air Force deployable hospital is scalable to operational and 
medical scenarios. We call it the Expeditionary Medical Support 
Health Response Team. This capability provides emergency care 
within 1 hour of arrival, and surgery with critical care within 6 
hours of arrival. Today, we have 683 medical Airmen deployed 
around the world providing medical support to contingency oper-
ations, including the trauma team at Craig Joint Theater Hospital 
in Bagram, Afghanistan, mobile surgical teams at various sites, 
and aeromedical evacuation teams with critical care capability at 
a variety of sites. 

Our success in support of the deployed operations is inextricably 
linked to the care we provide in our hospitals, our clinics, and our 
many partner institutions, and to ongoing research to advance the 
technology and treatment capabilities of our deployable teams. Our 
research programs pursue new knowledge in operational health 
issues, in trauma care, and in transport environments focused on 
new treatment guidelines and new technology to improve outcomes. 
Such requirements led to the current work to develop the multi-
channel negative pressure wound device, now being tested. And 
this device will improve wound care while reducing the logistics 
footprint and power utilization during transport. 

Another operationally driven requirement led to the trauma-spe-
cific vascular shunt, developed to increase survival, limb salvage, 
function, and quality of life for those with major extremity wounds. 
Air Force aerospace medicine researchers with the 711th Human 
Performance Wing at Wright-Patterson Air Force Base in Ohio are 
developing tools to enhance human performance in safety and em-
ployment of new generation combat systems in a broad range of 
current missions. Strong health systems must continuously im-
prove. Changes to the Air Force Performance Management Process 
made in coordination with the Military Health System imple-
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mented in 2015 are producing advancements in safety, quality, and 
timeliness of care. Recent evidence includes the Joint Commission 
recognition of our hospital at Joint Base Elmendorf-Richardson for 
outstanding performance on key quality measures; the Kessler 
Medical Center’s top 10 percent ranking among U.S. hospitals par-
ticipating in Hospital Consumer Assessment of Healthcare Pro-
viders and Systems (HCAHPS) measures of patient perspectives; 
and favorable system-wide performance against national bench-
marks and perinatal outcomes, diabetes management, and well- 
child care. 

We know our performance as a health system is integral to our 
readiness, and we remain committed to continual improvement. To 
ensure the readiness of our medical force, we have evolved to an 
open and integrated model of clinical practice in which Air Force 
surgeons and critical care clinicians devote a portion of their prac-
tice time to provision of care and partner institutions, such as Vet-
erans Administration (VA) Medical Centers and level one trauma 
centers.

However, the bedrock of our readiness is the military hospital. 
The broad scope of care we provide in our hospitals to retired mili-
tary members and their families and veterans is key to our readi-
ness. The Air Force has 48 sharing agreements with the Veterans 
Administration, providing the complex cases needed to maintain 
clinical currency of deployable teams while enhancing access to 
care for veterans with a savings to the government. VA referrals 
to Air Force hospitals grew steadily until we saw a decline in 2015, 
due to a particular aspect of the Veterans Choice Act. We are con-
cerned about this and working with our VA colleagues and the De-
partment of Defense to map a process to reverse this trend to en-
able our continued growth in our care to veterans. We would great-
ly appreciate the support of the committee on this important en-
deavor.

A final point pertains to primary care support for active duty 
families. Experience has shown that primary medical support to ac-
tive duty families from our military treatment facilities enhances 
commanders’ efforts to support families under stress, and strength-
ens their resilience. We are strongly committed to the health and 
resilience of active duty families. 

I thank the committee for its resolute support and dedication to 
the Airmen—welfare of the Airmen, Soldiers, Sailors, Marines, 
their families, and veterans whom we are honored to serve. Thank 
you.

[The written statement of General Ediger follows:] 
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Mr. FRELINGHUYSEN. On behalf of the committee, we thank you 
all, and the men and women who support you do remarkable work. 
And before I yield to Judge Carter, may I say, of course, we note 
today a horrible tragedy in Brussels, Belgium. And I think most 
members know we have, what, 700 or 800 military installations 
around the world, over 225,000 people doing, as we often say, the 
work of freedom. And the Belgium strike, of course, is a soft target. 
But we, as a committee, remain committed to obviously protecting 
our fighting men and women wherever they are. And it is good to 
know that whatever the circumstance is, and we would never wish 
this upon any soldier or airman or seaman, that you are there for 
them if similar circumstances should ever strike them. The re-
markable work of that trauma center at Bagram, the things that— 
the airlift that gets—people used to talk about the golden hour, but 
in reality, the improvements that have been made to enable people 
to recover, get back home, and get the best medical treatment. We 
pay tribute to you. But we are obviously mindful of what happens 
to civilians in a world where people are still committed to doing un-
speakable acts. But we are proud of what you do. 

Judge Carter, representing the great State of Texas. And I note 
that the Admiral has some Texas roots. I hope you looked at her 
biography.

MAINTAINING MEDICAL PERSONNEL

Mr. CARTER. Texas roots are good. 
Thank you, Mr. Chairman. And thank all of you for what you do 

to extend the lives and glorify the lives of our warriors. It is amaz-
ing what military medical science has been able to accomplish, and 
what we have learned, and what you have done so that we could 
have our loved ones come back. No war has ever met these kind 
of goals. And congratulations. 

General West, we had the chance to visit in my office. And I have 
a question for you. As we are all aware, the Army is in the middle 
of reducing its end strength by 40,000 troops. Of concern to this 
hearing is the Army’s ability to keep and retain practical nursing 
specialists and combat medics. And argument could be made that 
the cessation of combat operations in Iraq and the drawing down 
of combat operations in Afghanistan, that there could or would be 
a corresponding drop in the need for medical professionals. The 
Army has spent a considerable amount of time and money training 
and certifying each of these soldiers, increasing the regenerative 
problems. And I am certain that these specialties will face an inor-
dinate amount of scrutiny during the retention boards given the 
current environment. What are we doing to ensure that we main-
tain a robust level of medical professionals and soldiers in the 
Army given the forced drawdown? Should the Army institute a pro-
gram to help transition them to medical centers near Army instal-
lations so they can continue to treat soldiers? 

General WEST. Sir, thank you for that question. And I appreciate 
your concerns about Army medicine and military medicine in gen-
eral to ensure that we have the capabilities that are needed to sup-
port our servicemembers all around the globe where they are need-
ed for operations. And I am concerned as well, sir, to ensure that 
we have got that capability available. One of the things that we are 
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doing, and, first of all, I must also say our senior Army leadership 
and civilian leadership are very supportive and appreciative and 
understand the combat multiplier that our medical specialties are. 

So when we are drawing down the force, they are very keen to 
not cut too deeply in our medical capabilities. So we have got 100 
percent support from our senior leadership on that avenue. As far 
as ensuring that we have got the skills and the capabilities, you 
know, resident in our force, we are doing, it is just as you said, sir, 
having affiliations with our civilian counterparts and having, you 
know, not as much as I would like to now, but we are looking at 
expanding that similar to what we have at Fort Drum where we 
have our providers that actually provide care and take care of our 
beneficiaries in the civilian hospitals locally. 

So we are trying to make sure that we leverage that capability 
as well working with our VAs and other institutions. We are also 
making sure that we have the skills not only of our providers, but 
of teams: the nurse anesthetist, the radiology techs, all of those 
who are part of the team ensuring that they have opportunities to 
ensure that their skills are—skills are kept up-to-date. So I am 
very concerned as well, sir, and we are working with, and working 
our sister services as well to ensure that we have got ready capa-
bilities for the future. 

Mr. CARTER. Well, I asked this question because, as I think I told 
you when we talked, absolute first question I ever got asked as a 
Congressman was about nursing and nursing shortage at all levels 
in the United States. And that was 14 years ago. We—in my dis-
trict, we have created three nursing schools in my district. Others 
have created, I have helped. But I hate to take—and because of 
drawdown, lose those trained professionals that are on the ground 
and saving lives because we have to—by attrition, we have to re-
duce numbers. That is the reason for my question, and I thank you 
for your answer. 

General WEST. Yes, sir. 
Mr. CARTER. Thank you, Mr. Chairman. 
Mr. FRELINGHUYSEN. Mr. Ruppersberger. 

EXTREMITY INJURIES

Mr. RUPPERSBERGER. Yes. Again, thank you for what you do. 
When we put our men and women in harm’s way, we need to take 
care of them and help them and do the best we can when they 
incur injuries and the after-effect of those injuries. 

General West, the question is primarily directed towards you. 
And it is about extremity injury, represents a major threat to the 
fighting force, not just in terms of number of injuries incurred and 
their effect on our soldiers, but also in terms of the cost of acute 
medical and surgical care, and cost of long-term disability pay-
ments. There is also substantial evidence that long-term outcomes 
from these injuries are poor in terms of patient satisfaction, phys-
ical function, and quality of life. Congress has provided over $300 
million since 2009 through the peer-reviewed Orthopedic Research 
Program to improve treatments for severe limb injuries, both in 
military and civilian populations. 

Now, to organize these studies and ensure the quality of the re-
search, the DoD awarded grants in 2009 to establish a consortium 
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of trauma centers organized through a coordinating center. 
Through a competitive process, this led to the creation of the Major 
Extremity Trauma Research Consortium, METRC. And this re-
source has enabled the enrollment of over 5,000 patients and 18 
studies funded by DoD, NIH, and others. Thanks to the judicious 
use of taxpayer resources, the consortium funding has lasted longer 
than anticipated, but it is expiring. My question, what plans does 
the DoD have to continue to provide sufficient funding for our con-
sortium and coordinating center to support clinical research in the 
area of severe limb injury? And, two, can you provide specific ex-
amples of advances made as a result of this investment and re-
search? Did you get all that? 

General WEST. Yes, sir. I did. And thank you so much for that 
question. And I would like to just start with a story if I might, sir, 
on the outcome and the benefits of that research. I am sure, and 
I would hope the committee is familiar with Sergeant Brendan 
Marrocco, who was our sergeant who had quad—you know, quad-
riplegic, basically, amputations, and had bilateral upper extremity 
transplant based upon the research and based upon the support in 
this area. 

SERGEANT BRENDAN MARROCCO

Mr. FRELINGHUYSEN. He came to one of our hearings a couple 
years ago. Remarkable. Excuse me for interrupting. 

General WEST. Yes, sir. No. And, so, we actually have some fol-
low-up. Our team talked with him actually yesterday and his pro-
viders that are taking care of him. And he was very excited to, and 
was really okay with us telling what is happening with him right 
now. And he is currently living in Dallas, Texas, the great State 
of Texas there, sir. Moved there from New York, and is no longer 
requiring anyone to be a caregiver for him. So here is someone who 
had four amputations, bilateral limb transplant. The only down-
side, as he mentioned, and it wasn’t even a downside, is now he 
used to be right-handed, now he is writing with his left hand be-
cause he has got more tactile sensation in his left upper extremity. 
So going from a person that had required a caregiver to now being 
able to take care of himself to drive, to actually have a tactile sen-
sation of writing, accomplishing all the activities of daily living on 
his own. And so, again, he lives in Texas with a fellow amputee 
that he met at Walter Reed. 

FUNDING FOR ORTHOPEDIC INJURY RESEARCH

Mr. RUPPERSBERGER. So I assume, based—and that is a very 
good success story, and there are other stories like that, do you 
have plans to provide sufficient funding to continue this consortium 
to support this clinical research? 

General WEST. Yes, sir, we do. And I believe the orthopedic inju-
ries that are sustained, of course, are complex, and there is the 
peer review program is going to continue the research in those 
areas to ensure that that continues. 
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SPINAL CORD INJURY RESEARCH

Mr. RUPPERSBERGER. The other issue is spinal cord, something 
very severe. I personally have worked with Maryland Shock Trau-
ma and Kennedy Krieger. Kennedy Krieger probably is one of the 
most advanced, right next to Hopkins, one of the most advanced in 
research of spinal cord. And they feel that if they receive more 
funding, continued funding, they will be able to hopefully get peo-
ple out of wheelchairs, especially our men and women in the mili-
tary who are paralyzed as a result of their injuries, but it also 
helps our public too. 

And I think that we need to move forward in this regard. I know 
Jim Langevin, who is a quadriplegic member of Congress, a very— 
a person who I have a lot of respect for. And I think now we are 
going hopefully to be able to make that a higher priority in the re-
search because we think that maybe down the road, we might be 
able to get results in this area. Do you have any feelings on 
ramping up what we need in that research as far as spinal cord 
injury?

General WEST. Absolutely. And as you know, sir, the Spinal Cord 
Injury Research Program that was established back in fiscal year 
2009 has been, you know, very successful in moving some of these 
projects forward. So the fiscal year 2016 appropriations was $30 
million for this program to support both innovative and high-im-
pact spinal cord injury research, and so it is focusing the funding— 
the projects have had the potential of really increasing the quality 
of life, and then, just as you mentioned, sir, the Kennedy Krieger 
Institute, you know, making the advancements and supporting re-
search in those areas. So I believe we will continue to—— 

Mr. RUPPERSBERGER. Well, we look forward to working with you 
on that. Thank you. 

General WEST. Absolutely, sir. Thank you. 
Mr. FRELINGHUYSEN. Mr. Diaz-Balart. 

MENTAL HEALTH SERVICES

Mr. DIAZ-BALART. Mr. Chairman, thank you very much. What a 
privilege it is to have you here. And I want to join the words of 
Judge Carter when he talked about it is amazing, frankly, what 
you have all been able to do, right? And the advances. But I want 
to kind of change a little bit to talk a little bit about mental health. 
And, you know, we know that obviously folks in and—not only, by 
the way, the men and women in the military, but also their family 
members. So it really is kind of an open-ended question, which is: 
Do you feel that we are making as much progress there as we are 
in other areas? Is there—do folks have the ability to coordinate 
care? To have long-term care? And also, if you also want to address 
a little bit about family members as well. So kind of an open-ended 
question. So I am not quite sure who wants to kind of deal with 
it.

Admiral FAISON. Sir, I will start. We have invested heavily in the 
Department of the Navy in mental health services, both for our ac-
tive duty as well as our family members. And the service chiefs 
have engaged aggressively to reduce stigma to allow our active 
duty servicemembers to seek help. And, actually, we are seeing 
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that. So more and more active-duty folks are asking for help. 
Thankfully, the incidence of PTS is going down as combat oper-
ations have ceased. But the baseline mental health needs of our 
servicemembers have continued. And we are meeting those needs. 
The challenge that has been, as we take care of more and more ac-
tive duty, more and more of our family members are referred to the 
TRICARE network; and it is wonderful network of providers. Un-
fortunately, less than 2 percent of them have ever served in the 
military. So if you are a spouse and you show up, talk about a 
MEF or a MEDCAP or a MEU, it is difficult to establish a therapy 
relationship.

What we have done in our fleet concentration centers is to de-
velop programs that we call Military 101, where we invite civilian 
providers to the hospitals on our bases and educate them about the 
military lifestyle, educate them about some of stressors that our 
military families are undergoing right now. So when they need pro-
fessional help, those folks are at least sensitized to those issues. At 
the same time, the services that have significantly grown are sup-
port services through base and family support services, mental mo-
rale, MWR services, things like that, so that we also introduce 
them to the other service providers that are available. So we try 
and provide a network of services, a safety net, if you will. 

Mr. DIAZ-BALART. And relatively holistic is—and I believe is 
what you are saying, right? 

Admiral FAISON. Yes, sir. 
Mr. DIAZ-BALART. Which is essential? 
Admiral FAISON. Absolutely. Absolutely. 
General EDIGER. Sir, I would add to what Admiral Faison said. 

I certainly agree with what he just described. And in addition, we 
recognize that we have a responsibility to work closely with the 
Veterans Administration for the transition of care beyond the pe-
riod of service. And, so, the DoD and VA have had an interagency 
care coordination committee and—working for approximately 2 to 
3 years. And they have made some excellent progress in terms of 
coordinating the case management for particular servicemembers 
with mental health conditions as they transition from DoD care 
into VA care. 

General WEST. Sir, one of the things I would like to add also, you 
mentioned family member care. We also concentrated on especially 
our children in some of our Department of Defense schools, and 
even one school that is in Hawaii that is not a DoD school, but it 
has a high concentration of our military children. We have embed-
ded behavioral health at the schools. This has really been greatly 
appreciated by the family members so they don’t have to bring 
their children out of the schools to the appointments and back. And 
then it also, you know, reduces the stigma. 

We also have embedded behavioral health with our units. We 
have over 55 teams of over 100 units with our end state of having 
65 of these embedded teams by end of fiscal year 2017. And this 
actually, again, if they are a part of your unit, you see them on a 
daily basis, it makes it more accessible. 

We also, similar that we treat Buddy Aid for trauma, we are 
teaching our—down at the lowest level Buddy Aid for recognizing 
any behavioral health changes in their colleagues. Because that is 
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where it starts, when your friend to your left and right can see that 
there is something not quite right, they can actually intervene and 
get you to care as well. Again, reducing stigma and ensuring that 
we intervene earlier in the course of any concerns that they may 
be having. 

Admiral BONO. If I could just take a moment to address some of 
the long-term and residential care, one of the things that we are 
doing at the DHA is we introduced ULB in November of 2015 to 
allow us access to more residential treatment centers, so that we 
could continue to support those that needed a longer-term type of 
care for their behavioral health issues. 

Mr. FRELINGHUYSEN. Could you define the acronym? 
Admiral BONO. Oh, the—— 
Mr. FRELINGHUYSEN. ULB? 
Admiral BONO. The Unified Legislative Budgeting for—in No-

vember to look for mental health parity. We specifically targeted 
residential treatment centers so that we could gain access to that. 

Mr. DIAZ-BALART. Thank you, Mr. Chairman. 
Mr. FRELINGHUYSEN. Thank you. 
Mr. Ryan. 

INTEGRATIVE HEALTH AND NUTRITION

Mr. RYAN. Thank you, Mr. Chairman, I appreciate—I thought I 
was going to get trumped here when minority—I was getting 
scared there for a while. 

Thank you so much. Appreciate you all coming in. 
I want to talk about a couple issues. One is more integrative 

health, what is quote/unquote, ‘‘alternative,’’ which really isn’t al-
ternative anymore. And I know many of you are working on this 
in a big way. And I would like to start—I want to talk about food 
a little bit, and then I want to talk about opiates. 

So there was some recent CDC guidelines that came out with re-
gard to opioids providing pretty good guidance for us. And I just 
want to quote here where it states, ‘‘Experts agreed that opioids 
should not be considered first line or routine therapy for chronic 
pain, pain continuing or expected to continue for 3 months or past 
the time of normal tissue healing outside of cancer palliative care,’’ 
end of life care, that kind of thing. ‘‘Experts noted that clinicians 
should use additional caution in increased monitoring to lessen the 
increased risk of opioid use disorder among patients with mental 
health conditions, including depression, anxiety disorders, and 
PTSD, as well as increased risk for drug overdose among patients 
with depression. Previous guidelines have noted that opioid ther-
apy should not be initiated during acute psychiatric instability or 
uncontrolled suicide risk.’’ 

And I know we continue to prescribe high levels of opioids within 
the military. From what I am reading, it is 15 percent of U.S. Mili-
tary post deployment are using opioids as compared to four percent 
of the general public. And I know that obviously reflects some of 
what they are going through. 

So, the point I want to bring up is that I also read last week a 
new study that came out from NIH which concluded that mindful-
ness meditation works on a difficult pain pathway in the brain 
than opioid pain relievers. And because opioid and non-opioid 
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mechanisms of pain relief interact synergistically, the results of 
this study suggest that combining mindfulness-based and pharma-
cological/nonpharmacological pain-relieving approaches that rely on 
opioids signaling may be particularly effective in treating pain. 

So I would like to ask, and I will ask my other question too, and 
then you can feel free to answer both of them. What are you all 
doing to make sure that we continue to take this new knowledge 
that we have on how the brain works and how some of these older 
techniques are starting to really be effective in moving us away 
from more prescription drugs? And, obviously, the VA, and we are 
working on that as well. But tell us and share with us what you 
are doing and maybe what we can do to be a little more helpful 
to promote these kinds of quote/unquote ‘‘alternative’’ approaches 
that are showing us some positive results? 

And then also on food, a lot of the depression and mental health 
issues we are finding out now also come from bad diets. Quite 
frankly, what you put in your body evidently affects how our minds 
function and all the rest. And, so, if you could just talk a little bit 
too about what we are doing as far as nutrition and diets within 
the military. Now, we look at high performing athletes, and every-
thing I am reading from some of the most successful teams, ath-
letes, Olympians, so on and so forth. It starts with the diet. And, 
obviously, we have elite performers in our military, and we want 
to make sure that we are approaching their training with the same 
exact vigilance as we see some of these other high-performing peo-
ple doing. So with that, I will turn my microphone off and allow 
you to answer the questions. Thank you. 

General WEST. Sir, thank you for those questions. First, I would 
like to give you a good news story regarding the opiate use and our 
active duty soldiers initiating chronic therapy. Back in 2006, it was 
about 6.03 usage. And now, in 2015, it has decreased to 2.98. So 
our teams have been getting after decreasing the use of opioids. In 
our pain management, we have eight interdisciplinary pain man-
agement centers, and four what we call the interdisciplinary pain 
management center lights that don’t have all of the—what you said 
was alternative, but now getting more into the mainstream therapy 
that have multiple different, you know, physical therapy, yoga, 
acupuncturists, biofeedback, chiropractors. 

So they have the whole gamut of using other methods of pain 
control. For mindfulness, we have, in our medical research and ma-
teriel command, they oversee—there are actually 14—currently 
have 14 research projects on mindfulness to help improve and use-
ful that all 27 of our Army wellness centers utilize emWave bio-
feedback as part of a mindfulness technique. 

And all of our behavioral health providers use mindfulness strat-
egies within their inpatient behavioral health units, and also in 
their intensive outpatient programs, and other evidence-based 
forms of treatment efforts. And, so, we do see the value of that and 
are incorporating that in several of our interdisciplinary treatment 
centers as well as our behavioral health. 

And very quickly on the food, I have to give a lot of credit to my 
predecessor, Lieutenant General Patty Horoho who really started 
the performance triad to get after what you mentioned, sir, the— 
you know, it is sleep, nutrition, activity, but the nutrition piece en-
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suring that we have, you know, improved the nutrition of our sol-
diers and our servicemembers with healthy-based initiatives ensur-
ing that there are healthy choices for our servicemembers, reconfig-
uring our dining facilities to ensure healthy choices are up front. 

So, a whole host of things that have really helped, I think, that 
has been embraced by our Army. It is not just a medical program. 
It is in the medical lanes now. Our entire Army has embraced that 
because we see the need, just as you mentioned, the importance of 
adequate nutrition. Thank you. 

Mr. FRELINGHUYSEN. If you could be a little—we want to make 
sure all members get some time. You can briefly respond to Mr. 
Ryan’s comments, each of you, if you wish. 

Admiral FAISON. Absolutely, sir. Thank you. We have leveraged 
heavily on our experience with wounded warriors and invested 
heavily in alternative therapies. We actually have courses we run 
for our providers in acupuncture. Just graduating a course of 92 re-
cently. Our pain management strategy involves pain management 
teams at our major treatment facilities as well as the use of tele-
medicine consultation for providers around the world. Monitoring is 
done through Medical Home, which is our model of primary care 
now.

For food, we are a part of Navy’s overall initiative to change its 
physical fitness program from compliance-based to more holistically 
focused on health; that includes a huge food component. We are 
looking at menus and diets on our ships and in our shore stations, 
again, to keep people healthy and on the job. Thank you. 

General EDIGER. I will just add briefly that we also have seen a 
decrease in opioid prescriptions to Airmen, and we are monitoring 
that. I would also point out that 2 weeks ago the Centers for Dis-
ease Control released their recommendations in regards to use of 
opioids for chronic pain. And the recommendations in that were 
very consistent with the strategy that DoD has been using since 
2010 with use of multidisciplinary teams the measures just de-
scribed by my colleagues. Thank you, sir. 

Mr. FRELINGHUYSEN. Mr. Graves. 

WARRIOR TRANSITION UNITS

Mr. GRAVES. Thank you, Mr. Chairman. And thanks to each of 
you. Let me share my appreciation for what you do to provide 
health and medical attention all around the world in great long-
standing tradition of our country and of the Army. 

So thank you. I just have a general topic I want to get your 
thoughts on as it relates to the warrior transition units, knowing 
that General West, last year, Army made a decision to drop 14 of 
25 units. And I am aware the decision was made after a number 
of our soldiers decreased—the number of services that are needed 
has decreased. And that is certainly something that we need to be 
grateful for, going from 7,000 previously, to maybe just under half 
of that currently. 

Yet, it still seems the Army sees that this plays a significant 
role. And I suspect you will agree to that today as well, seeing how 
there is 11 units still remaining. But the decision was made to drop 
14 of the units instead of maybe diminishing the size of the 25 
units that are currently in place or were currently in place. Can 



329

you just help us have an understanding of that the care still will 
be met where necessary, seeing how the 14 have been dropped, and 
previously, it was in a lot of different facilities, including Fort Gor-
don in Georgia, and how soldiers can still expect to have that same 
care that we all want to make sure they receive? 

General WEST. Absolutely. Thank you for that question. Before 
we close down or decrease the resources at any of our, you know, 
facilities, and especially our warrior transition units, there is, you 
know, definite deliberative process of determining that the care and 
the resources needed are available, you know, in another mecha-
nism. What we also did is make sure that we—as we downsized the 
population and, again, as more of an attrition from when the 
servicemembers who were going through the program were prop-
erly evaluated, treated, and then transitioned either back to the ac-
tive service, back on active duty, or transitioned into the civilian 
sector, as the numbers went down, no new patients—or no new 
servicemembers were taken. And they were placed in areas where 
they could get the care that they needed. 

And, so, we are very methodical. The commander of our warrior 
transition, you know, brigade, is watching that very closely. And 
we also make sure that there is an ability to expand back capa-
bility if we need it. So it is not being closed now. We work closely 
with the installations to ensure that that capacity still exists if we 
were, God forbid, to need to ramp that up again, and so each one 
of our individual soldiers are taken care of. 

Mr. GRAVES. Okay. Thank you. Good. Good. And then I encour-
age you to keep that open platform because I suspect there—as you 
review, and I know you do that, and that is applauded that you do 
as well that changes are needed or continuity of care is a concern 
that you make the adjustments necessary and I know that you 
have the committee’s support in doing such. Thank you. 

Mr. FRELINGHUYSEN. Thank you, Mr. Graves. 
Mrs. Lowey, ranking member of the full committee, welcome. 

KIDNEY CANCER

Mrs. LOWEY. Thank you, Mr. Chairman, and thank you for your 
service to our country. 

I am particularly interested in advances to diagnose, treat, and 
cure kidney cancer. The incidence of this cancer has increased over 
the past 15 years. And early detection just does not exist. So by the 
time someone is diagnosed with kidney cancer, it could be stage 
four cancer. I am very concerned about the rate of kidney cancer 
among veterans, particularly a potential link between Agent Or-
ange and developing this debilitating disease. 

General West, could you please update the committee on your 
medical research efforts for kidney cancer? 

Would you rather get back to me? 
General WEST. Yes, ma’am. If I could take that for the record, 

and I will get back to you on the specifics for that. I appreciate 
that.

Mrs. LOWEY. Thank you. And I would also like, as a follow-up on 
that, the incidence of kidney cancer among active duty and veteran 
populations and what more can be done to research this disease? 
Thank you. 
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[The information follows:] 
The Congressionally Directed Medical Research Programs has invested a total of 

$11.2 million in kidney cancer research from Fiscal Year 2006–2015. The Peer Re-
viewed Medical Research Program invested $1.9 million in kidney cancer research 
in Fiscal Year 2006 and Fiscal Year 2009. Additionally, the Tuberous Sclerosis Com-
plex Research Program funded $494,392 in kidney cancer research. In Fiscal Year 
2010, kidney cancer research was included as a topic area in the Peer Reviewed 
Cancer Research Program and has continued as a topic area under this program. 
The Peer Reviewed Cancer Research Program has invested $7.4 million in kidney 
cancer research. In Fiscal Year 2015, the Peer Reviewed Cancer Research Program 
has recommended funding for two kidney cancer research awards totaling $1.4 mil-
lion. Current research under the Peer Reviewed Cancer Research Program covers 
the spectrum of research areas, and includes, but is not limited to: studies utilizing 
nanotechnology to target and kill renal cancer cells; development of a urine or 
serum test for kidney cancer; development of imaging tools to ascertain the aggres-
sive cancers of the kidney; establishment of model systems of kidney cancer to bet-
ter understand the disease and progression; identification of potential therapeutic 
targets and candidate agents; identification of mutations in kidney cancer cells from 
a Veteran population; etc. 

There are no clear data published that show the incidence rates of kidney cancer 
among active duty and/or veteran population at this time. However, the Defense 
Health Agency in partnership with the US Army Medical Research and Materiel 
Command’s Congressionally Directed Medical Research Programs (CDMRP) are 
planning to conduct a study for evaluating the incidence rates of the following can-
cers in active duty Service members: kidney cancer, breast cancer, bladder cancer, 
colorectal cancer, liver cancer, leukemia, Non-Hodgkin’s lymphoma, lung cancer, 
melanoma and other skin cancers, mesothelioma, ovarian cancer, pancreatic cancer, 
prostate cancer and stomach cancer. CDMRP is also planning to work with the De-
partment of Veterans Affairs to collect Veterans’ kidney cancer incidence data for 
analysis.

The newest approaches that may be considered for kidney cancer research include 
local treatments such as ablation (radio frequencies or cryotherapies) to spare the 
kidney, targeted therapies, immunotherapy, and more personalized medicine to 
treat the individual’s cancer characteristics. 

Mrs. LOWEY. I don’t think I am going to touch on medical—elec-
tronic health records, Mr. Chairman. We have been talking about 
that for a very long time. 

ELECTRONIC HEALTH RECORDS

Mr. FRELINGHUYSEN. Well, I plan to focus on it. I mentioned it, 
Mr. Visclosky and I, I think every member of the committee has 
been totally dissatisfied. I think the DoD has done a lot more than 
the VA, but we will focus on that later. Your time. 

Mrs. LOWEY. Well, it is really shocking, because I don’t know 
how the private sector could focus. And it seems that the Defense 
Department is looking for a new—well, although you have a new 
system that is being worked on whereas veterans are using Vista 
and upgrading that. So I will leave that to you, Mr. Chairman. 
Thank you very much. 

TOBACCO USE IN THE MILITARY

Smoking. DoD has acknowledged that tobacco use in the military 
directly impacts military readiness and costs the Department $1.6 
billion annually in healthcare costs, and lost productivity. Accord-
ing to Assistant Secretary for Health, Dr. Jonathan Woodson, over 
170,000 personnel currently serving in the military will ultimately 
die from tobacco-caused death and disease. While the Department 
has made some progress in the past few years, it has yet to an-
nounce it will implement all of the changes called for in the 2009 
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Institute of Medicine report, Combating Tobacco Use and Military 
and Veteran Populations. 

First, could you tell us what is the Department doing to transi-
tion to a tobacco-free military? What kind of resources would be 
necessary to dramatically reduce the prevalence of tobacco use in 
the military? What other Federal resources, including the Centers 
for Disease Control and Prevention, tips from former smokers cam-
paign could be repurposed and used with military populations? And 
I am sure my colleague to my right would be delighted to give you 
more information on mindfulness for this purpose. Thank you. 

General EDIGER. Thank you. I think there has been a concerted 
effort that continues today to reduce the use of tobacco. Certainly 
all of us on this panel, you will find no group more strongly com-
mitted to reducing the effect of tobacco on the health of those that 
serve and their families. It is the leading cause of preventable 
death in the United States, and clearly, not in the best interest of 
those we serve to use tobacco. The Department of Defense, there 
have been changes to the pricing for tobacco products, and our ex-
changes, there is no longer any kind of discount for tobacco prod-
ucts in comparison to prices in the local community. 

In the Air Force, we issued and revised guidance last year that 
further restricted the use of tobacco on Air Force installations. And 
then on the medical side, we have really enhanced our efforts with 
increased emphasis on making the behavioral health therapies 
available to Airmen and their families to help discontinue use of 
tobacco, along with medication therapy, use of frequent queries on 
the issue of tobacco use during every primary care encounter. And 
we have been encouraged to see that since 2010, the rate of smok-
ing among Airmen has been cut by 50 percent. 

Now, we have not seen a comparable decrease in smokeless to-
bacco use among Airmen. So that is our focus right now is to re-
duce the frequency with which our Airmen are choosing to use 
smokeless tobacco. But we have made considerable progress in re-
gards to reducing the smoking among active duty Airmen. 

Mrs. LOWEY. I appreciate you included your focus on smokeless 
tobacco. This has been an issue of grave concern among many of 
us. And, unfortunately, we don’t have aggressive enough legislation 
to even evaluate the impact of Tooty Fruity and bubble gum. They 
are selling this in tobacco stores. I have seen them in my district. 
I go in and tell them I want to close them up. But it hasn’t done 
any good. 

So, I really hope—the military has done such great work in a 
whole—many areas of research. And I do hope you can be aggres-
sive in this area, because from what I have seen, and you have 
seen it as well, the transition to Tooty Fruity or those other flavors 
is not keeping them healthier. So I thank you, and I look forward 
to more information in how you are pursuing this. 

Mr. RYAN. Will the gentlelady yield for 5 seconds? 
Mrs. LOWEY. Always. 
Mr. RYAN. There is a great mindfulness-based smoking cessation 

program that came out of Yale that is highly regarded, highly effec-
tive, and very cheap. And they have an application, an app on your 
phone that you can use. And it just walks you through over 15, 30, 
45 days how to kind of wean yourself off of smoking. And I think 
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it would be worth, I think, the military looking into because it is 
such a low cost decentralized app that they can take with them. So 
food for thought. Thank you. 

NUTRITION

Mrs. LOWEY. Thank you so much. And if I could just make one 
other comment, because I appreciated your comments. I would be 
interested in the focus, if you can follow up with us, on nutrition. 
I was at West Point not too long ago, and one of my amazing fel-
lows, who was there 9 years ago, well, she said, the menu hasn’t 
changed since the last 9 years. And we were there, I think, on a 
Friday and I saw those cutlets or whatever the heck they were. 

So I would be interested in following up on the whole area of 
health and what you are doing to provide our extraordinary men 
and women the very best services and the best advice, and you do 
provide the best training in so many other areas. Thank you. 

Thank you, Mr. Chairman. 

WOMEN IN THE MILITARY

Mr. FRELINGHUYSEN. Thank you. 
I would like to claim some time for myself here. Women in the 

military, all occupations are open to women. I served with Mr. 
Ruppersberger on the Naval Academy Board when we gave the 
green light to—or at least maybe the Department of Defense did— 
women on submarines. 

What are we doing today, given this decision, which I support, 
to assure that women, their medical needs are being adequately ad-
dressed? I have to say on the VA side, I am shocked that some in-
stallations still haven’t gotten the fact that we have women vet-
erans.

What are we doing relative to meeting the needs of women in the 
military today? 

Admiral FAISON. Sir, I can address the Navy, since you men-
tioned that. 

Mr. FRELINGHUYSEN. If you want to do the Navy, that is right, 
but we also have sitting at the table two of your colleagues. 

Admiral FAISON. Oorah. 
Mr. FRELINGHUYSEN. And I would like Admiral Bono and then 

General West, and then you, Admiral, if you don’t mind. 
Admiral FAISON. All right. 
Admiral BONO. Thank you. 
Mr. FRELINGHUYSEN. What are we doing? And I would also like 

to know, there has been an uptick in congressional directed spend-
ing. I assume all of you are familiar with Member and, obviously, 
service interest, and how that interacts to make sure that when we 
make those investments in R&D, whether we are making sure that 
women are some of beneficiaries. Please. 

Admiral BONO. Yes, sir. 
Mr. FRELINGHUYSEN. Thank you. 
Admiral BONO. Thank you, Mr. Chairman. 
So I think all the services, and I know they will speak for that, 

we have always paid attention to the health of our women in uni-
form, and so we have always had robust programs for that. 
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But to your other comment, about the care of women in the VA, 
many of us partner with the VA to provide women’s health serv-
ices, such as OB/GYN, mammo, other screening modalities. And so 
there is that effort to help the VA. 

Mr. FRELINGHUYSEN. Respectfully, there are VA hospitals—— 
Admiral BONO. Yes, sir. 
Mr. FRELINGHUYSEN [continuing]. That have not met that chal-

lenge. What I would like to see is whether our medical facilities are 
doing everything—— 

Admiral BONO. Yes, sir. 
Mr. FRELINGHUYSEN [continuing]. That women need to look after 

themselves so we address the issue of readiness for both men and 
women.

Admiral BONO. Yes, sir. And as a matter of fact, one of the things 
that we have done at a policy level is recognize that a well woman 
visit would also include preventive as well as acute care for certain 
conditions that are women related. 

So, yes, it is something that on a coordinated basis with the serv-
ices, and at a policy level, we are making sure that women have 
access to all the care, both women in uniform as well as all of our 
women beneficiaries. 

Mr. FRELINGHUYSEN. Just to put a point on it. We have a lot of 
military installations around the world. We have women on the 
battlefield in a variety of settings, sometimes we know where they 
are. Where they are not, we may not know. But are their medical 
needs being—the figure 9,800 comes to mind when we talk about 
Afghanistan. There are obviously women that are an important 
part of those components. 

Admiral BONO. Absolutely, sir. 
Mr. FRELINGHUYSEN. And how are we meeting the needs of 

women, whether they be on the Korean Peninsula, whether they be 
in Afghanistan, Iraq, Sinai, other parts of the world? 

Admiral BONO. Well, I think you will hear too from the other 
services that as our MTFs, where we do a lot of our training, en-
compasses the full spectrum of care for men and women, and that 
allows our providers, who are forward deployed down at a later 
date, to have those skill sets in taking care of our women who are 
deployed and on the battlefield. So we do ensure that the full scope 
and the full care that is needed to support our women in uniform 
is available. 

Mr. FRELINGHUYSEN. General. 
General WEST. Sir, thank you. And again, I would like to recog-

nize my predecessor, Lieutenant General Horoho, for her efforts in 
establishing the Women’s Health Service Line, doing the task force 
on women’s health to ensure that conditions unique to women are 
addressed.

Several of the things that were done were to determine ways to 
prevent injury. As we opened up the MOS’s, the military occupa-
tional specialties, are there certain stresses on the skeleton that 
might be mitigated by certain interventions. 

One of things that they found was maybe a multivitamin to de-
crease stress fractures. Body armor, just the configuration of body 
armor so it is more adaptable to the woman’s body habitus to pre-
vent stress points on resting on the hips or too high on the neck. 
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So just small things like that, which appear small, really impact 
the ability to do that. 

Other specific research. For example, there was a study that 
found that women paratroopers, the jarring, the jump during cer-
tain periods during the menstrual cycle, when certain levels of hor-
mone were not present, that could predispose them to injuries to— 
uterine injuries or prolapse. So studies like that that are unique to 
women have been done and are going to continue to be done. 

So it is an extremely important aspect not only our women, but 
all of our servicemembers’ health, but things that are unique to 
women will be addressed. And I believe as we open up establishing 
standards in each MOS, to make sure that it is standards based, 
once we know those standards, to ensure that we are not putting 
any of our servicemembers, men or women, in positions that would 
cause harm to them, is being worked. 

Mr. FRELINGHUYSEN. Admiral. 
General WEST. Thank you. 
Admiral FAISON. Yes, sir. We significantly increased the training 

we provide our primary care providers, both those in our shore fa-
cilities and those afloat, since women are on most of our platforms 
today, to attune and sensitize them to the women’s health issues 
that they will be dealing with, as well as provide consultative serv-
ices and support if they have questions. 

All of our MTFs have got very robust women health programs 
right now. All our preventive medicine services for women are basi-
cally available on a walk-in basis on demand, so mammography, 
prenatal counseling, and things like that are all available. 

In addition, as General West said, we have noticed, especially for 
our female Marines, the importance of sports medicine and mus-
culoskeletal conditioning. So we have actually female-specific clinic 
and services to help them in those areas. 

There are a variety of research programs that are ongoing right 
now, especially for women in submarines, as I am sure you are 
very well aware. 

And guiding all of this is a very senior steering group that looks 
at this on a regular basis to identify new opportunities and look at 
the outcomes of the research to help inform where we need to put 
our efforts next. 

Mr. FRELINGHUYSEN. The Air Force. 
General EDIGER. Sir, we continue to support medical research to 

do two things occupationally to improve the ability of women to 
perform in Air Force missions and occupations. One is, particularly 
particular to air crew, is the accommodation of female air crew 
members, particularly in long-duration missions. But also in re-
searching our physical standards in some of our missions such as 
special operations to ensure that our physical standards are really 
set so that they actually do match the requirement of the mission, 
so that we give female Airmen a fair opportunity to compete and 
be selected for those special operational duties. 

I would also add that Admiral Bono mentioned special aspects of 
medical care that are particular to supporting women in the oper-
ational environment. Our military family physicians, it so happens, 
are meeting right now in Denver. I attended one of their sessions 
yesterday that actually was a women’s health session, and it was 
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focused on training our primary care providers to be able to provide 
women’s health services in the operational environment. 

Mr. FRELINGHUYSEN. Just one comment. We spend a little over 
a billion dollars on congressionally directed funding. I think it gets 
pretty high marks. Certainly Members are keenly interested in 
some of the advantages that R&D provides over and above what we 
do with the National Institutes of Health. And so I do hope, as you, 
gentlemen and ladies, take a look at that congressional contribu-
tion, I want to make sure that every aspect of all those R&D 
projects, primarily there is some tie-in to the needs of women as 
well.

REGENERATIVE MEDICINE

Mr. WOMACK. Thank you, Mr. Chairman. 
Admirals, Generals, thank you so much for your service to our 

country and what you are doing in the field of DoD medicine. 
General West, particularly, welcome to you. I value and continue 

to value my relationship with your predecessor, General Horoho, 
who was a tremendous representative of Army medicine, and make 
note of the fact that we are making quite an investment in the 
health and wellbeing of the men and women in uniform. It is cru-
cial and it has led to some amazing results and innovation. 

In fact, as has been the case the last 2 years in front of this com-
mittee, I have talked about the story of Sergeant Brendan Marroco. 
I continue to be amazed about it. When I talk to my constituents 
about his particular situation, there is never a dry eye left. And it 
is a credit to our Nation that we have the capacity to do what we 
did for that young man. 

So my initial question is on the subject of regenerative medicine. 
There have been a lot of great things that have happened, and I 
am sure the sky is the limit on things that we can continue to do 
when we engage the scientific, the medical, the engineering com-
munity, and what have you. 

So can you just take that, that softball that I have kind of 
thrown out there, and talk to us about that particular area of medi-
cine?

General WEST. Yes, sir. And thank you for the question. As I 
mentioned earlier, the success story for Sergeant Marroco now not 
requiring any caregiver and on one medication for rejection, for 
transplant rejection, and he goes in once a year to the VA locally 
and then once a year for treatment. Amazing story. 

So in regenerative medicine, the DoD has awarded more than 
$200 million for the regenerative medicine efforts. That includes 
the Armed Forces Institute of Regenerative Medicine. And specific 
research areas of—or focus in those areas are the burn treatment 
and skin regeneration, the craniomaxillofacial regeneration, and 
also, as mentioned, the extremity regeneration. 

And also, because of the nature of our wounds, a lot has been 
done for the genital, urinary, and lower abdominal reconstruction, 
as well as the vascularized—and I will have to read this one— 
vascularized composite allotransplant, which is the hand and face 
transplant. In fact, DOD has quite a bit of effort in the hand and 
face transplant, which is remarkable, given, again, the nature of 
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the weapons that are being used and the horrible injuries that they 
are having. 

But just one on the burn injury and the skin regeneration prod-
ucts. There is a ReCell, basically a spray-on skin. I had the oppor-
tunity to see that when I was up at Fort Detrick not too long ago, 
it just was incredible, an aerosolized spray that has the skin com-
ponents that they put on burn patients and actually cosmetically 
looks better than in the old, kind of the checkerboard look that you 
get with the multiple punch graft transplants. 

So that is one where the cosmetic result and the need to reduce 
the pain that individuals have to go through with multiple wash-
outs and debridements, you clean them off once and then you spray 
that on, just the remarkable results that you get with that. 

And then two promising products that are currently being used 
there in the tech-based research that we hope will be advanced to 
the advanced development soon is the StrataGraft and also the 
KeraStat, which are two burn gels for treatment of severe burns. 

So we really appreciate the support and just are happy to be able 
to report that there are some great advances that are on the hori-
zon in these areas. 

READINESS

Mr. WOMACK. Thank you. 
Mr. Chairman, if I still have time for one more question, I am 

going to just kind of throw this out on the table for all to take a 
swipe at, but it is about readiness and the health and wellbeing of 
our member soldiers, sailors, airmen, marines, critical to the over-
all readiness. And through sequestration, we are having to buy 
back some readiness issues created by the sequester. You know, we 
are spending more money in training hours, facilities, equipment, 
this sort of thing. 

What I want to make sure that we are not doing is that we are 
not paying any of those bills by taking money from you that go 
right to the heart of a commitment that we have made to the men 
and women in uniform who have gone downrange on our behalf. So 
how have we seen the health readiness fluctuate through this very 
difficult threat and budget environment that we have to kind of 
find a sweet spot somewhere in there? I will just throw it open for 
anybody.

General EDIGER. Sir, the resources we have in the Defense 
Health Program do ensure that we are in a position to provide the 
care we need to provide to our beneficiaries, primarily being the 
Active Duty and the Active-Duty family members. 

In regards to the effects of the sequester and the health readi-
ness of the force, I think one thing I would need to relate is that 
I think we are still seeing the impacts of the sequester on the Air 
Force’s overall readiness in the form of stress on the force. For ex-
ample, our aircraft maintainers, there was a good deal of deferred 
maintenance during the sequester, and as the Air Force has ex-
panded its capabilities, we have seen that our maintenance commu-
nity still struggles to catch up with the significant backlog of main-
tenance that was created during the hiatus during the sequester. 

And we do see indicators of health impacts from the stress on our 
maintainers in the form of that is the skill set in the Air Force 
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with the highest suicide rate, for example. But other instances, like 
substance abuse and things like that. So that is one relationship 
I would point out between the sequester and health. 

Mr. FRELINGHUYSEN. Thank you, Mr. Womack. 
Mr. Visclosky, and then Ms. McCollum. 

WOMEN PHYSICIANS

Mr. VISCLOSKY. Thank you, Mr. Chairman. 
A number of issues were mentioned. I would just associate my-

self with them. We have had a discussion on alternative therapies, 
mindfulness, and would want to associate myself. I can’t imagine 
the stress that military personnel are under. And being an account-
ing major, so what do I know? My sense is sometimes less is better 
than invasive and I do think there is value in pursuing that. 

Secondly, smoking was mentioned. My understanding is that for 
Active personnel across DoD, 24 percent of the population smokes, 
19 percent. You have already stated you are very, very committed 
in that effort, and I absolutely believe you and would again encour-
age you. 

Food was mentioned, and I had a meeting with one of the adju-
tant generals for one of our National Guards and asked what is 
your biggest problem, and the general said fitness, meaning food, 
diet, exercise, and he is talking about military personnel. So every 
time I have had a meal, and I understand it, it is buffet style and 
I love it. But I encourage you on the food side. 

The chairman talked about women. One question I do have is my 
understanding is more than half the students in medical school 
today in the United States are women. Are there an increasing 
number of women physicians in the services? Is there a shortage 
of women physicians? Could you address that? 

General WEST. Sir, thank you for that question. And again, when 
I went to medical school at GW, it was about 50 percent as well 
then. It was a long time ago. 

Mr. VISCLOSKY. No, it wasn’t. 
General WEST. Yes, it was, sir. 
Mr. VISCLOSKY. Not that long ago. 
General WEST. In the 1980s, 1980-something. 
So we had actually an increased population of women. And I 

know in our medical school, they don’t have the exact numbers, but 
I wouldn’t say that there is a shortage of women. I think that those 
that apply, we have got a great cohort of very highly qualified 
women physicians in all specialties in MTFs, and I have seen them 
in our Navy and Air Force colleagues, in the deployed environment, 
in, again, surgical specialties, primary care specialties. 

So I think I wouldn’t say there is a shortage, because we have 
got, I think, a good, motivated group of individuals who want to be 
military physicians. 

Admiral FAISON. Sir, I would echo what General West said. We 
are not seeing a shortage. We have met our accession goals across 
the Medical Corps for all our medical students that are graduating. 
A significant proportion of them are ladies because of, as you said, 
they are comprising a larger percentage of graduating medical 
school classes, and they are distributed across all our specialties. 
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I would go even further. They are also distributed across our 
operational forces. So I was down in Norfolk last week and visited 
several ships on the waterfront, many of whom had women physi-
cians on board, and that just adds to the diversity and robustness 
of the medical footprint and the services that we provide our oper-
ational forces. 

MILITARY MEDICAL MISSION

Mr. VISCLOSKY. If I can move on. I have a couple of more ques-
tions, just brief. 

I appreciate, General Ediger, that in your testimony you talked 
about examples in the military medical mission. Too often we are 
very focused on the congressionally directed mission. And there has 
been a range of conversations. 

Are there any gaps today that do cause you concern, that we 
could be doing a better job, there is a need, any funding issue on 
the military medical mission side? 

Mr. Ruppersberger mentioned a couple of others. So it sounds 
like it is okay, but just is there some little slice we are missing? 

General EDIGER. Sir, I would say that our biggest concern in 
terms of our future capability really relates to our readiness, and 
that is because the care we take forward now is more complex than 
ever before. And so that really means that we need to keep the 
deployable medical team ready to go forward with a broader range 
of capabilities than they have had before, because we now have the 
technology, the knowledge, and the techniques to do more in a for-
ward environment. For example, we do vascular surgery techniques 
and neurosurgery in field hospitals now, not something we would 
have tried when I came in the military. 

And so in order to keep our teams ready, I think it is really key 
that we be able to give them the opportunity to provide specialty 
care in our hospitals of a more complex nature than our population 
generally provides. And so in my statement I referenced our dif-
ficulty in terms of always capturing the volume of referral care 
from perhaps the Veterans Administration. That really helps our 
readiness. It also produces good care for the veterans at a savings 
to the government. 

And so that is the concern I have right now about our future 
readiness, is our ability to successfully pull in more complex spe-
cialty care to our hospitals to ensure our deployable teams are 
ready.

Mr. VISCLOSKY. Would it be a money issue at all, or is it just, 
again, the emphasis in organizing, training, and the delivery of 
services?

General EDIGER. Right now, frankly, the issue I just referenced 
is more of an administrative issue in terms of some restrictions on 
the use of certain types of funding. 

MENTAL HEALTH SCREENING

Mr. VISCLOSKY. Mr. Chairman, if I could, the Jacob Sexton Act, 
which was contained in the 2015 defense authorization bill, re-
quired annual mental health screening for Active, Guard, Reserve 
military personnel. During last year’s hearing, I understood that 
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the agency was in the process of developing policy and implementa-
tion for conducting those annual assessments. 

Admiral Bono, where are we today in that? 
Admiral BONO. Yes, sir. Thank you very much for that question. 
We are in the process of being able to provide a response of our 

initial evaluation of that. We were asked to evaluate that as some-
thing to potentially apply. And so we will be providing a report to 
that shortly. 

We wanted to be able to look at the feasibility of being able to 
provide that kind of screening as requested. 

Mr. VISCLOSKY. You have a date on when the report will be com-
pleted?

Admiral BONO. I don’t have the exact date. I will take that for 
the record. I do know that we are in the process of putting that 
together, though. 

[The information follows:] 
The Department of Defense (DoD) provides person-to-person mental health assess-

ments (MHAs) for each Service member deployed in connection with a contingency 
operation as required in Section 1074m of Title 10, United States Code, and in ac-
cordance with DoD Instruction (DoDI) 6490.12, ‘‘Mental Health Assessments for 
Service Members Deployed in Connection with a Contingency Operation,’’ dated 
February 26, 2013. DoDI 6490.12 is being amended to incorporate the requirement 
to conduct an MHA once during each 180-day period during which a member is de-
ployed (in-theater MHA) until January 1, 2019. This policy is in final coordination 
and is expected to be published by July 2016. 

The Department is integrating the annual MHA requirement into the Periodic 
Health Assessment (PHA) process in an effort to standardize these assessments 
across the military components. This requirement has been integrated into the DoDI 
for PHAs, which is currently under informal review at Washington Headquarters 
Services. The revised policy is estimated to be published by July 2016. 

Mr. VISCLOSKY. Thank you, Mr. Chairman. 
Admiral BONO. Thank you. 
Mr. FRELINGHUYSEN. Thank you, Mr. Visclosky. 
Ms. McCollum. 

EBOLA AND ZIKA

Ms. MCCOLLUM. Thank you, Mr. Chair. I am trying to do triage. 
I have three questions, and I think they are all equally important. 
So with the Chair’s indulgence, if I am quick on my question and 
we can get to a reasonable response, maybe I can get through a 
couple of them. 

The first one I want to just take a second, though, is talk about 
what we have learned from the outbreak of the Ebola crisis and 
how you worked on this. West Africa, just a short while ago were 
resources deployed by the U.S. Army, saved thousands of lives, 
thousands of lives, and the effective response really speaks to the 
values that we get from funding infectious disease research, the de-
velopment of the U.S. Army Medical Research and Materiel Com-
mand.

So with so many global health challenges out on the horizon, I 
want to make sure, as people have been talking up here, that you 
have all the tools that you need. So could you please maybe tell us 
what we can be doing to make sure that you have the proper re-
search, the proper equipment, that we give you time to reflect from 
lessons learned? Because now people are talking about Zika, and 
I have heard the military be talked about being dispatched in that. 
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So can you maybe tell us a little more about, particularly Gen-
eral West, some of the best practices that you learned from the 
Army’s response? And can we apply these lessons learned to future 
global health emergencies? And are there things that are in other 
portfolios that make you able to do your job working with the CDC 
and others? 

General WEST. Ma’am, thank you for that question, and I will try 
to be really brief because I know that you have a couple of those. 

First, I want to say thank you very much for all the support for 
the research funding to get to the point that we are today. 

What we learned from the Ebola crisis and response to that, it 
was a multiservice effort. We also had our colleagues from the 
Navy, the Navy labs that assisted in that as well. And so the re-
search, with the ability to have a rapid test for Ebola, again, saved 
thousands of lives. 

Our research on all the other infectious disease areas, such as 
malaria research, and for Zika now, the DoD had the Flavivirus re-
search, and Zika is part of that family, actually had some research 
ongoing for that or starting for that family of viruses, we are able 
to apply that and work with CDC and others in a methodical way 
to come up with, hopefully, a vaccine for that. 

So we do appreciate the research dollars, and I believe that it 
is—we are making sure that we have lessons learned, and then 
other advances that will ensure that we can go after those globally 
relevant infectious diseases. 

Admiral FAISON. Ma’am, if I can add on to what General West 
said. The one thing that I took away from this was the value of 
an agile Military Health System that can rapidly respond. There 
has been a lot of discussion about what is the role of the Military 
Health System. If you look across the world, there are only two na-
tions, China being the other one, that maintain a standing medical 
force ready to surge on a moment’s notice to a crisis such as Ebola 
or now Zika. 

And so the one thing that I learned was the value of having 
something that is ready to go out the door very quickly with that. 
Thank you. 

CONCUSSIONS AND PROSTHETICS

Ms. MCCOLLUM. Thank you, Mr. Chair. I will combine my other 
two questions. 

The first one is going to be on concussions. So late last year there 
were a number of concerning stories in The New York Times re-
garding concussions at the service academies. The articles explored 
concussions sustained by cadets both in physical education pro-
grams and during free time on the academies’ grounds. 

So given that one of the enduring legacies of the wars in Afghan-
istan and Iraq is our attentiveness to concussions and traumatic 
brain injury, I think it is important for this committee to get an 
update from the service branches on the prevention and treatment 
of concussions. The protection and treatment of our cadets, mem-
bers of garrisons, it is all important that we do that. And we need 
to also not only be doing the prevention side, but when we have 
the concussion recognized and diagnosed, to make sure that we are 
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fully watching what that servicemember is going to need in the fu-
ture and mitigate a future risk to brain injury. 

So I am going to the Traumatic Brain Injury treatment center at 
Fort Belvoir later this week because I want to learn more about 
these facilities so that we can be helpful as a committee to make 
sure that you have what you need, necessary funding, because 
there is an injury, as any injury, not only affects the servicemem-
ber who is the recipient of a tragic injury, but it affects the whole 
family too. 

The other question I wanted to learn more about—and I thank 
the committee for its support in trying to get information and move 
this forward in the past—has been in the biomedical technology re-
search program at the Defense Advanced Research Projects Agen-
cy. And one of the things that I have been trying to focus on as 
I have been speaking to female veterans who are amputees, they 
often find themselves at a great disadvantage to male amputees 
when it comes to adequate prosthetics, find that they don’t have 
the same scale. You know the medical terms, I don’t, but it is not 
a good fit for them. And when it is not a good fit, it affects how 
well you heal, how active you become, but it also can do joint dam-
age in that. 

So if you could tell me a little bit about concussion and what we 
are doing in prosthetics. And I know that the artificial limbs are 
also important to male members who are receiving them and who 
have been wounded in war. They have told me about the discom-
fort. But when you talk to some of the female veterans, in par-
ticular, now that we are seeing them sustain more of these very, 
very severe and critical injuries, but when treated right, can be life 
transforming. Could you tell me a little bit more about prosthetics 
and concussion? 

General WEST. I will start real quick on the Traumatic Brain In-
jury. First, for the TBI, the MRMC, our Medical Research and Ma-
teriel Command, manages the largest TBI research portfolio in the 
world, literally. It is $844 million, and there are over 590 funded 
research projects, and that is multiservice interdisciplinary to find 
cures. So there is a lot of work and a lot of good research that is 
coming out of that. 

Boxing at West Point. Having a plebe at West Point that just 
completed first semester boxing, as a parent, I know I am very con-
cerned. To ensure that as much mitigation to prevent injury is 
present is really foremost in my mind. 

And so specifically for boxing, the mitigation strategies, and I 
asked my son, and they actually do keep this. Cadets wear the pad-
ded gloves, head gear, and mouth guard, and then they limit the 
amount of types of strikes that they are allowed to have per round 
to minimize the amount of injury. And he said that they are pretty 
strict on that. Once you throw a cross, once you have done that, 
then that is it, and they are monitored very closely to ensure that 
there is the safety of that. 

They are also part of the Grand Alliance with the NCAA, which 
has lines of effort for concussion management, ensuring that the 
symptoms of concussions are recognized early. And then Mind Mat-
ters grand challenge competitive educational project that encour-
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ages the innovation to change the concussion safety in sports. And 
so they are part of that to mitigate the strategy for that. 

And for prosthetics, you are absolutely right in ensuring that we 
have all of our servicemembers that need prosthetics, that they are 
custom fit. And, in fact, all of our prosthetics are custom made for 
the individuals based upon their limb size, their circumference. 
And the number of amputees we have, unfortunately, in our female 
population is—it is not as large as the—1,600 overall from OIF/ 
OEF alone, not to include our motor vehicle accidents and things 
like that. And the number of women is in the 20s, so it is a smaller 
number, but it is important that we make sure that we have the 
customized prosthetics for them as well. 

Mr. VISCLOSKY. General, I didn’t understand your statistic, 
1,620?

General WEST. Sir, the total number of amputees of all in the 
Army is—— 

Mr. VISCLOSKY. Sixteen hundred. 
General WEST [continuing]. Is about 1,600 total. And then for 

women it is 20. 
Mr. VISCLOSKY. Okay. Thank you. 
General WEST. So it is a small percentage of women that sustain 

amputations.
Ms. MCCOLLUM. Could I do two quick follow-ups? One would be 

I know West Point has now banned the pillow fights. They knew 
it was a problem. They knew what was going into some of the pil-
low cases. If you could elaborate on what the service academies are 
doing.

I mean, young adults will be young adults. College students will 
be college students. But when they are in the charge and when you 
become aware of things that are not healthy that they are doing, 
I know that you try to step in and mitigate, whether it is alcohol. 
And pillow fights also were something that were causing concus-
sions and traumatic brain injury. 

But the other question I have, going back to the prosthetics, is 
not only the customization of the prosthetics, but it fits on, it at-
taches to bone at some point. And that is something that I was 
hearing that at the VA institutions working with the DOD that we 
were looking at how we mitigate some of that pain, and then the 
bone in and of itself wearing out, especially in women because of 
their joint structure and everything, even were finding that more 
of a challenge as well. 

And then after that, Mr. Chair, thank you for your indulgence. 
General WEST. Thanks, ma’am. I will take that for the record to 

determine if there are any specifics, you know, if there are supple-
mentary things that would help strengthening the bone. But I will 
get with our experts and get a good answer for that one. 

[The information follows:] 
Osteopenia and osteoporosis (loss of bone density and strength) are well docu-

mented in anyone who is non-weight bearing. In standard post-amputation rehabili-
tation, this is addressed through resistance/strength training and early weight bear-
ing.

In the DoD, several rehabilitation methods are followed to maximize bone 
strength and prevent injury. For any Service Member who wishes to return to run-
ning or any other high-impact activity, a bone scan is mandatory to insure sufficient 
bone density before that high-impact activity is allowed. The DoD has avoided frac-
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tures in our amputation population, for both men and women, by utilizing this pro-
tocol.

There are other techniques, still in research, which may also assist with improv-
ing bone health. One such technique is osseointegration. Osseointegration is the in-
tegration of a metal post into a long bone (typically leg/femur or arm/humerus). 
However, more research is required in this area. 

Regarding female Service Member access to prosthetics, every amputee is pre-
scribed individualized prostheses to meet their personal goals for optimal functional 
outcome. Amputation level and complexity are the primary factors in determining 
a prosthetic solution. Gender is a factor; however, it is considered with a host of 
other factors such as activity level, age, and outcome metrics. The most important 
factor is patient expectations. 

DoD prosthetists provide appropriate prosthetic interfaces for the female Service 
Member. This includes state-of-the-art artificial limbs, with features such as lighter 
weight components, prosthetic feet customized to wear with different heel heights, 
and custom, life-like cosmetic covers with paintable nails. DoD, working collabo-
ratively with industry and academia, has driven development in these areas. The 
range of sizes and shapes of prosthetic components is gradually increasing across 
all component types. Of note, these developments have increased the quality of care 
and outcomes for our male Service Members as well. 

DoD epidemiological review of data reflects 90% of our female Service Members 
who sustain combat-related amputations are independently ambulating on discharge 
from their initial rehabilitation period. Beyond ambulation, our female Service 
Members are skiing, running, swimming, playing tennis, and competing in 
triathlons, so their expectations for functional outcomes are very high. Those high 
levels of function require customized and individually crafted prosthetic devices that 
fit each person exceptionally well. A poor fitting prosthetic device is uncomfortable, 
creates skin breakdown, and reduces user control and function. Poor socket fit 
would not allow our female Service Members to achieve the high levels of function 
that they currently achieve, such as competing in the Paralympics. 

Ms. MCCOLLUM. Thank you. 

FAMILY MEDICINE

Mr. FRELINGHUYSEN. Thank you. 
There is just an update on Brussels since you have been here. 

Six American citizens injured, including five family members of the 
U.S. military. That is pretty horrendous. And I am sure we are 
meeting their needs and will be meeting their needs. 

I just have some questions. This morning we had the Army Cau-
cus, General West, and I sat behind General Dyson, and I asked 
about how many of those in the military today are married. Do you 
know the figure of those that are married? And this sort of gets to 
the whole question as to the military medicine addressing the 
needs of families. It is quite a high figure. 

General WEST. Yes, sir. 
Mr. FRELINGHUYSEN. You would agree. 
General WEST. Yes, sir. 
Mr. FRELINGHUYSEN. I heard the figure 45 percent. 
Admiral, do you—— 
Admiral FAISON. Yes, sir. About half of active-duty 

servicemembers are married. 

MEDICAL READINESS

Mr. FRELINGHUYSEN. I just have a few questions. Hearing loss, 
huge issue. People come to see us. Eye care. I think Members of 
Congress have raised the whole issue of the number of people that 
have been in the battle space who come back with eye injuries, and 
at times, I sort of worry that maybe we are not focusing enough 
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on that. Dental. Could you briefly comment, if any of you have any 
observations.

And then of course you have the issue of the Guard and Reserve 
generally being ready. We have one Army. We obviously have one 
Air Force and Navy. But the readiness aspects that relate to these 
pretty basic issues. 

General EDIGER. Yes, sir. In regards to the Reserve Component 
in the Air Force, the Air National Guard and the Air Force Reserve 
are very much a part of Air Force operations day-to-day, and so 
they have the same readiness standards that we have in the Active 
Force. And it is true that several years ago we had some lagging 
indicators in terms of medical readiness in the Reserve Compo-
nents, but the Air National Guard and the Air Force Reserve have 
both made impressive progress in terms of bringing up the medical 
readiness of the individuals serving in the force, and they are now 
on a level commensurate with the Active Force. 

HEARING LOSS AND EYE CARE

Mr. FRELINGHUYSEN. But I assume all of you would agree that 
there are some continuing issues that relate to hearing loss and 
eye care? If you could talk about that briefly. 

Admiral FAISON. Sir, I will address the hearing loss because this 
is a big issue for the Navy. 

Mr. FRELINGHUYSEN. It gets to the whole issue of concussions. A 
number of people have come back from multiple deployment who 
have degraded hearing. I mean, it is pretty shocking. 

Admiral FAISON. Yes, sir. 
So the Navy convened, and I actually chair this, a very senior 

work group that reports directly to the Vice Chief of Naval Oper-
ations on specifically hearing loss, and we monitor trends among 
the active duty, both those that are on shipboard and other oper-
ational environments, as well as those deployed. And part of that 
is collaborative with the Office of Naval Research to look at emerg-
ing technologies to improve hearing protection, if you will, and 
there are several pilots and research studies ongoing right now in 
the Navy to look at how we might do better in protecting hearing 
loss, realizing that it is such a huge issue for our active duty. The 
Navy, by its very nature, is a noisy environment, so we are very 
engaged on this. 

General WEST. Sir, I will just briefly talk about the protection for 
conserving sight. The Army has a very rigorous and aggressive 
campaign of ensuring our servicemember wear their protective, 
antiballistic, their Eye Pro, even in operations in garrison, just to 
getting them used to wearing their protective eye wear at all times. 
So that is really very important. 

And also in our Traumatic Brain Injury, our Intrepid Spirit Cen-
ters, we have got neuro-opthamologists and neuro-optometrists who 
actually can identify some of those visual problems that might 
exist, might occur after concussion, or Traumatic Brain Injury, 
more severe Traumatic Brain Injury, and then treatments for those 
problems with their vision. 
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LANDSTUHL REGIONAL MEDICAL CENTER

Mr. FRELINGHUYSEN. Just a couple of other comments. Let me 
give a shout-out to the people who work on the prosthetics at Wal-
ter Reed Bethesda. It is a pretty amazing operation. I know a num-
ber of Members have been out there to see it. But in reality the 
things that are done every 6 months, maybe in a year to, shall we 
say, meet the different changing physical characteristics that come 
with us getting older or perhaps gaining weight. It is a miracle op-
eration out there, and certainly we need to make sure that women, 
their issues are addressed. 

Changing the subject. The hospital, Landstuhl, its replacement, 
maybe that is not in your purview, but in reality I assume there 
must be some degree of frustration that we don’t have an upgraded 
medical facility. Are you familiar with what is going on over there? 
And do you have any concern about progress being made? 

It is not the jurisdiction of our committee, but it is our jurisdic-
tion, because when we set that up we need to make sure that we 
have the most modern, accessible facility as possible. Any com-
ments?

General WEST. Yes, sir. And I can comment, when I was the com-
mander of the Europe Regional Medical Command, we were in the 
process of working through the requirements for the new facility, 
and we also worked with also our Air Force colleagues that have 
a requirement for an upgrade of their facility there as well. 

So we made sure, working with the German Government, of 
course, because there is a requirement to meet the code for that as 
well. But I believe that we have got the right capabilities that are 
built into the new structure that is going to be built for that re-
placement facility. 

MEDICAL DISCHARGE

Mr. FRELINGHUYSEN. Glad to hear it. 
Lastly, it used to be more frequent we would run into those who 

have been injured in the Middle East, relative to the whole issue 
of medical discharge. There are some who are so devoted, as I am 
sure you know all too well and we know too well, to staying with 
their units and keeping their loyalty to their specific service and 
to their buddies. 

Any comments about whether we have made any progress or any 
observations on the whole medical discharge situation? It is, I 
think, of concern to all of us. 

General WEST. Yes, sir. One of the things, as far as the unit in-
tegrity, just a real quick comment on that. Some of our 
servicemembers, there are actually programs now that 
servicemembers who were injured were evacuated back uncon-
scious, for closure, actually have programs where they fly back to 
the area to see where their unit was to get closure in that area. 

But as far as the process for our IDES system, our Integrated 
Disability Evaluation System, ensuring that our servicemembers 
get the proper evaluation, and actually it is, I think, a better sys-
tem for them because it is integrated with the VA, and they get 
not only their military discharge physical, but before they get their 
DD214 they have already had their VA evaluation and their per-
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centage so they don’t have to start the process all over again once 
they are discharged from the service. 

And we have gotten good feedback. That was kind of a one-stop, 
had all that before they left service, so they weren’t kind of left on 
their own to try to figure it out after they got out over. 

Admiral FAISON. Sir, when somebody is injured, if they want to 
stay on active duty, we make every effort to keep them on active 
duty. We find they have better outcomes and they tend to do better 
long term. But more importantly, they are good role models for our 
other Soldiers, Sailors, and Marines. So we try and keep them if 
we can. 

When they can’t, that is a mutual decision that we make with 
the servicemember, but wherever we can, if they want to stay on 
active duty, we will make every effort that we can to keep them. 

Mr. FRELINGHUYSEN. Glad to hear that. And we haven’t really 
had a focus on electronic medical records, but in reality that trans-
fer to the VA system is a major step. Certainly having a seamless 
system is one element of reassurance that, quite honestly, they de-
serve.

Mr. Ryan. 

ZIKA

Mr. RYAN. Thank you, Mr. Chairman. 
I just have one quick follow-up, more along the lines of the Air 

Force, with the Zika virus. My district is home to the 910th, which 
has the aerial spray unit, and so I was just curious about any kind 
of coordination that may be happening with the health side with 
kind of the deployment side and how that would work and making 
sure that we are coordinating. 

I know they are involved in a lot of training operations and they 
are all over the world, and we want to make sure that what you 
are doing is connected to their ability to take care of the situation, 
if need be. If you can answer that, making sure that they have the 
capabilities they need to be able to get this stuff out. 

General EDIGER. Yes, sir. Requests for support through aerial 
spraying, for example, for mosquito control, come in through 
USTRANSCOM or the Air Mobility Command, and there are sur-
geons there who are advising them in terms of the medical aspects 
of that. 

For the Zika virus, in particular, we know that that particular 
mosquito, probably the most effective way to eradicate it is through 
killing the larva, which is done in a different method than aerial 
spraying. Aerial spraying has some impact for the mosquitoes that 
are grown and flying about, but I think the focus in terms of con-
trolling the Aedes aegypti mosquito is on the larval stage of that, 
which, unfortunately, requires an on-the-ground kind of presence. 

But, yes, when there are requests for support through aerial 
spraying, we do have a senior medical representative in the com-
mands as they consider those. 

Mr. RYAN. Thank you, Mr. Chairman. 
Mr. FRELINGHUYSEN. Mr. Visclosky. 

MENTAL HEALTH

Mr. VISCLOSKY. Thank you, Mr. Chairman. 
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I have two questions for the record, Admiral Faison, and would 
compliment the Navy. A couple of years ago we had questions 
about mental health, and the Navy had at that time about 123 pro-
grams, my observation being you have none if you have that many. 
My understanding is the Navy has been very, very focused on it. 
But I have two questions for the record. But, again, I want to 
thank you. 

Admiral FAISON. Yes, sir. 

COMPOUND PHARMACEUTICALS

Mr. VISCLOSKY. The first question is, we had a long discussion 
last year about the compound pharmacy cost. My understanding, 
progress has been made. But given what I feel were the immoral 
activities, if not outright illegal activities of some of these people 
who compound it, were any individuals or businesses debarred 
from any further contracts with the Department, and has anybody 
been prosecuted? Because if there are people every day connive and 
if there is never a signal sent there is a price to be paid for stealing 
money. And I have two more questions. So just tell me you 
debarred somebody. 

Admiral BONO. Yes, sir. We have identified those pharmaceutical 
companies that have done just that, and they are no longer able 
to participate in providing care or frauding any of our patients. 
Yes, sir. 

Mr. VISCLOSKY. Good for you. Do you know whether there were 
any—I appreciate that very much—were there any prosecutions, do 
you know? 

Admiral BONO. Yes, sir. We have been working very closely with 
the Attorney General and the Department of Justice. 

Mr. VISCLOSKY. Good for you. 
Admiral BONO. And so we actually have some sting operations in 

several areas. So, yes, sir, we have prosecuted—we haven’t, but we 
have let the Department of Justice. 

Mr. VISCLOSKY. Yeah. No, no, no. That was just so wrong on 
many levels. 

Admiral BONO. Yes, sir. 

SEXUAL ASSAULT PREVENTION

Mr. VISCLOSKY. Second question is on sexual assault. As I under-
stand it, as far as those who help individuals who have been as-
saulted, are there special training programs for those positions, 
and are we adequately funding that training program? 

Admiral FAISON. Yes, sir. In the Navy, we have 331 providers 
that receive special training in sexual assault response. In addi-
tion, there are additional programs for victims’ advocates and other 
support services that are brought to bear when there is a victim 
of a sexual assault. 

Those programs are well funded. They are well participated. Yes, 
sir.

DRINKING WATER

Mr. VISCLOSKY. Last question I have. Because a lot of our facili-
ties are older, there has been a lot of attention paid to lead levels 
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in drinking water, in the State of Michigan, for example. Any prob-
lems in the military you have ascertained? Is there testing going 
on for that particular problem? 

General WEST. Sir, we do. We are working with the Installation 
Management Command for the Army, I am sure this is similar 
with the other services, of diagnosing any type of—or evaluating 
the water. We found that there were a couple of installations that 
had, due to the disposing of firefighting sprays that contained cer-
tain contaminants, PFOA, which is the perfluorooctanoic acid, and 
others, ensuring that there is not elevated levels. 

So they have actually been screening for that, and they found at 
23 installations, they tested the water for that level, found none, 
and those that did find some traces, they were below the parts per 
billion that was normal. 

So we do routinely test water for contaminants. Thank you. 
Admiral FAISON. Yes, sir. Same thing with the Navy. We have 

a senior board that meet quarterly; I am a member of that, and we 
look at water quality at all our installations around the world. 

Specifically for the firefighting chemicals, we have a program 
right now to aggressively test all our facilities around the world 
with that, to include 1 mile upstream or uphill, if you will, in the 
water gradient, and where we find exceedances beyond the public 
health advisory, we provide bottled water for those folks. 

Mr. VISCLOSKY. Thank you very much. 
Thank you, Mr. Chairman. 

TRICARE REFORM

Mr. FRELINGHUYSEN. The Department is again proposing to re-
place the current TRICARE program with a more consolidated 
TRICARE health plan. The Department claims that the consolida-
tion will allow for a simpler system while not changing the health 
care of Active-Duty servicemembers. Beneficiaries will have two, 
and correct me if I am wrong, two care alternatives, an HMO-like 
managed care option, which focuses on the use of MTEs, which you 
have referred to, and a PPO-like unmanaged system that offers 
more choice but at a higher cost. The proposal would save 
TRICARE about a billion dollars annually starting in fiscal year 
2018.

Where do we stand on this? And you are assuming, of course, 
some authorization, which indeed would provide us with some sav-
ings. Are you prepared to talk about this program? 

Admiral BONO. Yes, sir. Thank you very much. 
We are proposing TRICARE Select, which is our HMO model, 

and TRICARE Choice, which is the PPO, the preferred provider 
model. And what we hope to be able to do with that is provide our 
beneficiaries with greater choice to the types of health care that 
they desire. 

But we have also ensured that access to the MTFs, which is our 
main readiness platforms, are preserved, and so we have 
incentivized being able to go to the MTFs, regardless of which pro-
gram our beneficiaries choose. 

Mr. FRELINGHUYSEN. Have you had any initial reaction from the 
authorizers, or is it the annual reaction? Otherwise, our committee 
is going to be struck with quite a large bill here. 
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Admiral BONO. Yes, sir. We have had a lot of interaction, pri-
marily, though, with our beneficiaries, to make sure that we have 
an understanding of what their interest and needs are. And so we, 
as you mentioned, have looked at this and have been able to project 
the savings that you mentioned there. 

Mr. FRELINGHUYSEN. What is your interaction with the author-
izers, to date? 

Admiral BONO. Authorizers, to date, have been just as we have 
submitted that. 

Mr. FRELINGHUYSEN. Okay. Any further questions from mem-
bers?

Ms. MCCOLLUM. Mr. Chair? 
Mr. FRELINGHUYSEN. Yes, Ms. McCollum. 

VETERANS ACCESS TO HEALTHCARE

Ms. MCCOLLUM. It is not a question but more trying to under-
stand something that we have been doing as a Congress. There has 
been a movement, and at times it is extraordinarily proper to do 
so, that our veterans can access non-VA facilities and be reim-
bursed, but then when it comes to TRICARE it is the exact kind 
of opposite reaction, that the private sector not be part of it. 

And I think you are right that we need to bring veterans groups, 
service groups, we need to bring military families, and we need to 
figure this out so that people are getting good quality health care 
when and where they need it so that it is sustainable, because if 
we don’t get a handle on it, I am afraid of some of the backlash 
that could happen a decade from now with healthcare costs. 

So I don’t know how we rectify these different ways in which we 
approach health care. In one hand, it is good to start looking at 
taking people away from the VA system, but at the same time, 
when there are discussions about opening up TRICARE, it doesn’t 
receive the same kind of open-mindedness. 

So my question is, you said you have been talking to people, are 
people afraid of the cost? Is that the reason? Is it the cost, what 
is going to happen with prescriptions, what happens with copays? 
Is it the cost or is it where they are receiving the care? 

Admiral BONO. Primarily, the conversation we have had with our 
beneficiaries has to do with being able to access the MTFs, which 
is something that we have all actively taken part in addressing 
that.

General WEST. I have one. 
Mr. FRELINGHUYSEN. Yes, General West. 
General WEST. So one of the concerns, I think the cost, from my 

perspective as responsible for providing medical capabilities to the 
operating force, it is a little bit different mission than the VA. We 
have to have capabilities. 

And so the concern is, is if too much workload of the diverse pa-
tient population is diverted from our military treatment facilities, 
which are our readiness platforms, then we might not have the di-
versity of patients and the ability to keep our force prepared and 
ready to go because we do much more in those military treatment 
facilities than just care. 
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And so having that diverse population keeps our folks ready and 
our teams ready, because it is not just the physicians, it is the 
nurses, it is the techs, and things like that. 

TEACHING HOSPITALS

Ms. MCCOLLUM. And, Mr. Chair, this has been a concern of 
mine, because as our teaching hospitals are finding themselves 
under more and more pressure all across this country with reim-
bursements and the cost of medical school and everything like this, 
you are becoming the platform of teaching hospitals. 

My children were delivered by a person who got their training 
in obstetrics and gynecology in the U.S. Army. I mean, you are also 
a significant teaching hospital, and if you don’t have enough deliv-
eries and things happening and routine things happening, you can’t 
train people on it. 

So I think that that is part of the conversation that people don’t 
talk about unless you talk about the impact it is going to have on 
your ability to not only train people to be providing first class med-
ical care to our service men and women, but also for those who go 
back into civilian life later on. It is a platform for teaching hos-
pitals, whether it is burns, whether it is deliveries, whether it is 
prosthetics, concussions, like no other, and it would be devastating 
to this country to lose these teaching hospitals. 

General WEST. Absolutely. 
Admiral FAISON. Ma’am, if I can add onto that as an operational 

imperative. We train about 60 percent of our doctors. The reason 
we do that is because we send doctors to very isolated duty after-
wards. It is not to go down the street and set up shop and there 
is a hospital in the community and other doctors to help them out; 
it is very isolated duty. 

The other reason we do that, and, ma’am, you mentioned this, is 
if you look across our nation right now, there are not enough resi-
dency programs to support all the graduates coming out of medical 
school every year. There are 1,000 less residency slots. We have 
four surgeons that just didn’t match to go into a training program 
in the Navy. So that is four surgeons that I can’t get into training 
this year. 

So it is a big challenge, and we are very worried about pushing 
things into the civilian sector because we won’t have the clinical ex-
perience that our staff needs for the next conflict and we won’t 
have the well-trained physicians and nurses and corpsmen that we 
need to save lives on the battlefield next time. Thank you. 

Mr. FRELINGHUYSEN. Mr. Visclosky. 
Mr. VISCLOSKY. I will ask later. Thank you. 

FAMILY CARE

Mr. FRELINGHUYSEN. On my visit to Brooke, I guess it has 
changed its name, but Brooke Army Center, you are pulling in a 
lot of the population in that neck of the woods in order to make 
sure that those skills, that they are high quality. And of course 
there is the issue here of morale. Considering the number of those 
in the military today that are married, they expect and anticipate, 
as they should deserve, the highest quality care for they and their 
families.
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On behalf of the committee, we want to thank our panelists for 
being here, and our thanks to the men and women that you rep-
resent for the superb job they do each and every day. 

We stand adjourned. Thank you. 
[CLERK’S NOTE.—Questions submitted by Mr. Calvert and the an-

swers thereto follow:] 

ARMY’S HIV DIAGNOSTICS AND REFERENCE LABORATORY (HDRL) BUSINESS CASE
ANALYSIS (BCA)

Question. This Committee has raised questions about an ongoing effort by the 
Army to move HIV testing for personnel in house. This testing is currently 
outsourced and has been providing efficient, effective results for many years. We 
have been trying to get a full explanation, but thus far the Army’s HIV Diagnostics 
and Reference Laboratory (HDRL) has not been responsive. The FY 16 Committee 
Report included directive language that both the Army and Navy provide a detailed 
report, with Business Case Analysis (BCA) of plans to take HIV testing in-house. 
These reports are due 90 days after the bill’s enactment, which has already passed, 
and this request has been publicly available for months. There are a multitude of 
questions we’ve asked in recent months, related to costs, efficiency, and ultimately 
accuracy for the benefit of patients. Answers thus far have been vague and we are 
not able to see the BCA used by the Army because they contain Source Selection 
information which is protected by the Procurement Integrity Act FAR 3.104. 

When can the Committee expect to receive these reports? 
Answer. As required by House Report 114–139, the Army submitted the Report 

to Congress and associated Business Case Analysis to Congress on 17 March 2016. 

ARMY’S HIV DIAGNOSTICS AND REFERENCE LABORATORY (HDRL)

Question. This Committee expressed clear concern in Report Language regarding 
any plans to move HIV testing in-house. It would appear responsible to place a hold 
on these plans until these concerns were addressed and directed analysis provided 
to the Committee. Please confirm that you agree with these sentiments and no ac-
tions have been taken which would represent an end run around the Committee di-
rective language. 

Answer. The Army has been fully compliant with the language in House Report 
114–139. The Army submitted the Report to Congress and associated business case 
analysis on 17 March 2016. Prior to the enactment of the Consolidated Appropria-
tions Act 2016, multiple procurement actions were already in varying stages of the 
procurement process to support the transition of Army HIV testing from a con-
tracted service to testing performed at the HIV Diagnostic Reference Laboratory. 
Army Medicine continues to proceed with efforts to ensure there are no lapses in 
HIV testing services; and that these services are of the highest quality, fully support 
medical readiness and the Force Health Protection mission, and is administered in 
a cost-effective and efficient manner. 

HEALTH COST CURVE

Question. In the last decade, the annual cost of the military health care system 
has more than doubled from $19 billion in 2001 to over $53 billion today. The Con-
gressional Budget Office (CBO) estimates that military health care costs could reach 
$65 billion by 2017 and $95 billion by 2030. With the wars in Iraq and Afghanistan 
winding down, many veterans are returning with life-lasting physical and mental 
wounds. Our military members and veterans experience higher survival rates, 
thanks to the great work of Corpsmen, surgeons and our military medical teams in 
combat. In addition, our military members experience longer and more tours of duty 
with multiple injuries. As veterans age their injuries worsen over time. The bulk 
of the money that will need to be paid out for medical costs will peak decades later. 

What is being done now to ensure those individuals will continue to receive the 
care they will need in the decades to come and that costs will be controlled? 

Answer. Caring for our active service members and veterans is a solemn responsi-
bility, and the Department of Defense (DoD) and Department of Veterans Affairs 
(VA) are working together more closely than ever to deliver exceptional health care 
in the most cost effective manner. 

Controlling health care costs is a priority for the DoD, and DoD does so using two 
strategies: (1) achieving savings within the program itself, or (2) requiring bene-
ficiaries to pay more for the health care they receive. Over the past several years, 



352

program efficiencies have been extremely successful and have included implementa-
tion of Federal Ceiling Pricing (a discount drug program), the Outpatient Prospec-
tive Payment system (a transition to more favorable Medicare rates for private hos-
pitals), Patient-Centered Medical Homes, and the Defense Health Agency’s Shared 
Services (reducing redundancy and improving coordination among the Services) and 
have resulted in roughly $3 billion in annual savings. 

The VA is going through the most substantive transformation in its history with 
the distinct goal of improving access to quality care in a cost efficient manner. In 
this effort, DoD and VA are partnering on a record number of initiatives to improve 
veterans’ care and drive down costs. Examples include streamlining referral and 
business processes; facilitating data sharing; increasing reciprocity of caring for each 
other’s patients; pursuing joint credentialing; focusing on big dollar savings through 
Medical Category Management for supplies and services; piloting a true joint DoD/ 
VA facility at the James A. Lovell Federal Health Care Center; and overseeing near-
ly 50 active DoD/VA Joint Incentive Fund projects designed to improve access and 
quality, increase efficiency, and transform both organizations. 

TRICARE RATES

Question. I applaud the Autism Care Demonstration policy changes to align the 
TRICARE benefit with best practices. This being said, I am still very concerned that 
the recent autism rate cuts will place continued access to care at risk. Good policy 
without access defeats the purpose. Providers serving families at Camp Pendleton, 
Miramar and the San Diego Naval Base were hit especially hard by the recent cuts. 
Orange County and San Diego, which has a cost of living comparable to Washington 
DC now align with rates in Arkansas and Idaho. This is just one indication that 
TRICARE’s methodology for calculating the new rates is flawed and will have a di-
rect effect on access to care. 

I have been hearing from providers in my district that they will no longer be able 
to accept new TRICARE patients or will leave TRICARE all together. Are you aware 
of the effect the new rates are having on access to care? 

Answer. My team and our Regional Contractors are monitoring access daily. At 
this point, we have seen no negative impact on access to care in California due to 
the new rates. We have network providers available; two of our largest providers 
are remaining as network providers, and our contractors can also place patients 
with non-network providers if needed to ensure access. The rate calculation process 
is working as best evidenced by what happened to the California rates and those 
in 11 other states since the original rates were calculated and posted on December 
1, 2015. During our re-survey of the statewide Medicaid rates in January-February 
2016, we identified 11 states that had adopted or adjusted their rates and we up-
dated the new Medicare locality factors. Those changes resulted in adjustments to 
all of the rates in California, with the rate for the Behavior Technicians now rang-
ing from $44.34 to $50.98 per hour compared to the previous lowest rate of $42.50. 

We continue to believe this reimbursement rate calculation approach is most fair 
to all providers. The adopted rate calculation process ensures: establishment of ap-
plied behavior analysis (ABA) rates based on external studies; a consistent and fair 
calculation process; an annual review of the rates like all other TRICARE rates (cur-
rent rates have not changed in almost 8 years); an approach that approximates fu-
ture Medicate rates, and rates adjusted for the 89 geographic areas recognized by 
Medicare (which recognizes both the high-cost areas and more rural areas). It is im-
portant to remember that TRICARE will, by statute, immediately adopt the Medi-
care rates when they are established. This rate calculation process best ‘‘predicts’’ 
what Medicare rates would have been if they had covered ABA services. 

Question. It is my understanding that the purpose of the Demonstration is to im-
prove access to care and identify the value of Applied Behavior Analysis (ABA) serv-
ices. This is a Demonstration, and like any demonstration or analysis. When you 
interrupt care or significantly delay services, it has the potential to dramatically 
skew and interfere with the end results. What steps are you taking to postpone the 
rate cuts and avoid interruption in services for this vulnerable population? 

Answer. The 2016 Reimbursement Rates were implemented on April 1, 2016, and 
will not negatively impact the evaluation of the Comprehensive Autism Care Dem-
onstration (ACD). As of today, we have over 23,000 ABA providers available to sup-
port our 10,540-plus TRICARE beneficiaries receiving ABA services. Another 1,036 
providers have joined the TRICARE provider network since the revised rates were 
announced on December 1, 2015. 

This reimbursement rate calculation approach is fair and competitive. The adopt-
ed rate calculation process ensures: establishment of ABA rates based on external 
studies; a consistent and fair calculation process; an annual review of the rates like 
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all other TRICARE rates (current rates have not changed in almost 8 years); an ap-
proach that approximates future Medicare rates, and rates adjusted for the 89 geo-
graphic areas recognized by Medicare (which recognizes both the high-cost areas 
and more rural areas). This change has already proven to benefit some providers 
as the original rates posted on December 1, 2015, were readjusted in March 2016 
based on 11 more states adopting or adjusting their rates. It is important to remem-
ber that TRICARE will, by statute, immediately adopt the Medicare rates when 
they are established. Our process best ‘‘predicts’’ what Medicare rates would be if 
they covered ABA services. 

We remain confident the rates are very competitive, especially considering the 
TRICARE benefit is one of the best in the Nation. That is especially true since pro-
viders never have to collect a co-payment, deductible, or any other payment from 
Active Duty families, who have 100% coverage. Our TRICARE beneficiaries, to in-
clude our retired beneficiaries, do not have to make a decision on whether to forego 
needed care due to affordability, unlike most Americans who may owe co-payments 
or a cost-share for each service received. Also, there is no cap on annual or lifetime 
expenditures, which is a substantial benefit because many ASD beneficiaries use ex-
tensive levels of ABA services. 

ABA GAPS

Question. Admiral Faison. your ties to San Diego and Orange County families are 
extensive and go back many years. Your advocacy for special needs families has 
been exceptional. In previous hearings, you stated that readiness should never be 
placed at risk because our families cannot access the medical care they need. 

Can I get your assurance that you will work with senior leadership to avoid any 
gaps or serious delays in Applied Behavior Analysis (ABA) care? 

Answer. As a Neurodevelopmental Pediatrician, I will fully support these efforts. 
ABA really doesn’t have peer reviewed, long term studies in medical literature. Not 
many health plans cover this therapy as a basic, essential benefit. However, 
TRICARE is leading the way in creating a mechanism to cover this intervention. 

Navy Medicine will continue to work with senior leadership and the Defense 
Health Agency (DHA), Health Affairs, and Navy Personnel Command to ensure 
Navy beneficiaries avoid any gaps or serious delays in ABA therapy. We have rep-
resentation at the bi-monthly Autism meeting led by the Defense Health Agency 
(DHA) and have advocated for improving methods to address access to ABA. Access 
to medical care for our Service and family members remains a priority to safeguard 
the health and readiness of our force and families. 

REIMBURSEMENT RATES

Question. TRICARE reimbursement rates are normally determined by the Medi-
care Physician Fee Schedule. When codes are not available through the Medicare 
Fee Schedule, TRICARE typically takes the 80th percentile of billed charges from 
previous TRICARE claims. 

Can you please explain why the typical method of calculating rates was dis-
regarded in your analysis? 

Answer. We did not use the 80th percentile because we did not have any ‘‘billed 
rates’’ from our providers. When our demonstration began, we publicized our rates 
as $125.00/$75.00/$50.00, because these are how the providers billed. 

Question. Can you provide explanation why retaining current rates was not con-
sidered in your analysis? 

Answer. The current rates were arbitrarily set in 2008. Under that demonstration 
program, Applied Behavior Analysis (ABA) was an educational benefit, not a med-
ical benefit. Those rates were based on the limited data available at that time and 
continued as we implemented the Comprehensive Autism Care Demonstration, but 
were never intended to remain unchanged since they are not supportable by law. 

TRICARE reimbursement rates are required, by law, to minor Medicare reim-
bursement rates. At this time, however, Medicare does not have established reim-
bursement rates for ABA services. When Medicare establishes rates for ABA serv-
ices, TRICARE will adopt those rates. 

In order for TRICARE to provide comparable reimbursement rates, despite the 
lack of Medicare reimbursement rates, the Department contracted for two external 
studies to help establish appropriate reimbursement rates for ABA services. We se-
lected a rate calculation model that best predicts what Medicare rates would have 
been if they had covered ABA services. The model is based on the statewide Med-
icaid rates across the country, which we verified with each State Medicaid office, 
and adjusted to reflect the difference between the Medicare and Medicaid rates paid 
for the three highest-volume individual mental health service codes. 
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This reimbursement rate calculation approach is most fair to all providers. The 
adopted rate calculation process ensures: establishment of ABA rates based on ex-
ternal studies, a consistent and fair calculation process, an annual review of the 
rates like all other TRICARE rates (current rates have not changed in almost 8 
years), an approach that approximates future Medicare rates, and rates adjusted for 
the 89 geographic areas recognized by Medicare (which recognizes both the high-cost 
areas and more rural areas). This change has already proven to benefit some pro-
viders as the original rates posted on December 1, 2015, were adjusted in March 
2016 based on 11 more states adopting or adjusting their rates. This adjustment has 
increased the rates in several areas. 

We remain confident the rates are very competitive: especially considering the 
TRICARE benefit is one of the best in the nation. That is especially true since pro-
viders never have to collect a co-payment, deductible, or any other payment from 
Active Duty families, who have 100% coverage. Our TRICARE beneficiaries, to in-
clude our retired beneficiaries, do not have to make a decision on whether to forego 
needed care due to affordability, unlike most Americans who may owe co-payments 
or a cost-share for each service received. Also, unlike many commercial and Med-
icaid plans, there is no cap on annual or lifetime expenditures, which is a substan-
tial benefit because many ASD beneficiaries use extensive levels of ABA services. 

RATE CUTS

Question. The House and Senate have been very critical of the methods used to 
calculate the final TRICARE rates. It is my understanding the final TRICARE rates 
are based on an average of state Medicaid rates plus a certain mark up and do not 
reflect the effect commercial insurance rates have on the market. 

Given the significant expansion of ABA (Applied Behavior Analysis) coverage 
under FEHB, state regulated plans, and self-funded plans for our civilian neighbors 
and federal workers, please explain why your final rates excluded commercial insur-
ance rates in its analysis? 

Answer. TRICARE reimbursement rates are required, by law, to mirror Medicare 
reimbursement rates. The rate calculation options presented included an option 
based on commercial rates, but the commercial rates were not considered to be the 
best ‘‘predictor’’ of the rates Medicare will eventually set for ABA services. 

Since the commercial rates are proprietary as negotiated with individual pro-
viders, it is extremely difficult to accurately identify rates for each of the geographic 
localities and rates specific to the four provider types and billing codes used by 
TRICARE. The national database used when reviewing commercial rates, for exam-
ple, does not provide reliable data for the four ABA provider types. This results in 
understating rates for doctoral and master’s-level providers and overstating rates for 
the bachelor’s-level and technicians (high school graduates). Another concern is the 
benefits provided by the commercial plans across the Nation are not consistent, with 
some states still not mandating coverage, and other states allowing benefit caps ei-
ther by dollar amount paid or number of visits. These variations in coverage make 
comparisons with commercial rates even more difficult. FEHB plans are not re-
quired to cover ABA services until 2017. 

The reimbursement rate calculation approach being used by TRICARE is most 
fair to all providers. The adopted rate calculation process ensures: establishment of 
ABA rates based on external studies, a consistent and fair calculation process, an 
annual review of the rates like all other TRICARE rates (current rates have not 
changed in almost 8 years), an approach that approximates future Medicate rates, 
and rates adjusted for the 89 geographic areas recognized by Medicare (which recog-
nizes both the high-cost areas and more rural areas). This change has already prov-
en to benefit some providers as the original rates posted on December 1, 2015, were 
adjusted in March 2016 based on 11 more states adopting or adjusting their rates, 
leading to increased rates in some geographic areas. 

Question. Did your analysis consider the universal access challenges under Med-
icaid when determining the final rates? Do you know why Medicaid has such wide-
spread access issues? 

Answer. The Medicaid rates, which we confirmed with each State Medicaid office, 
were used to create the National Rate needed to calculate the TRICARE rates for 
each of the localities recognized by Medicare. On average, the Medicare rates are 
about 22% higher than Medicaid rates for a sample of the three highest-volume in-
dividual mental health service codes. The National Rate calculated was based on 
this 22% difference, and was used because it was determined to be the best ‘‘pre-
dictor’’ of what Medicare rates would have been if they had covered applied behavior 
analysis (ABA) services. The rates were then adjusted using the locality factors es-
tablished by Medicare to recognize the differences in the cost-of-living between the 
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larger metropolitan areas and the more rural areas. TRICARE rates are required, 
by law, to mirror Medicare reimbursement rates. When Medicare establishes rates 
for ABA services, TRICARE will adopt those rates. 

Our TRICARE beneficiaries do not have the same access problems as children 
using Medicaid. The TRICARE benefit is much better with no annual or lifetime cap 
on services, the networks are larger and military families pose no financial risk due 
to the low out-of-pocket expenses. Active Duty families pay no out-of-pocket costs 
in TRICARE Prime and retirees pay a modest co-payment for most services and are 
protected by the annual catastrophic cap. We currently have over 23,000 providers 
available for the 10,541 TRICARE beneficiaries receiving ABA services. Another 
1,036 providers have joined the network since the 2016 Reimbursement Rates were 
initially posted on December 1, 2015. 

This reimbursement rate calculation approach is most fair to all providers. The 
adopted rate calculation process ensures: establishment of ABA rates based on ex-
ternal studies, a consistent and fair calculation process, an annual review of the 
rates like all other TRICARE rates (current rates have not changed in almost 8 
years), an approach that approximates future Medicate rates, and rates adjusted for 
the 89 geographic areas recognized by Medicare (which recognizes both the high-cost 
areas and more rural areas). This change has already proven to benefit some pro-
viders as the original rates posted on December 1, 2015, were adjusted in March 
2016 based on 11 more states adopting or adjusting their rates. 

Question. Are the savings from the ABA rate cuts reflected in your FY 17 budget? 
If not, where do you propose the cost savings, gained at the expense of disabled chil-
dren, be reallocated? 

Answer. Implementing the 2016 Reimbursement Rates will result in minimal ac-
tual savings, if any, as the number of children using the autism care benefit is in-
creasing. This, combined with the generous benefit which has no age limits, no serv-
ice delivery limits, no dollar limits, and protection of the catastrophic cap, will likely 
consume any potential reduction in cost. No savings were booked in the FY 2017 
budget.

In Calendar Year (CY) 2015, the TRICARE expenditure for ABA services was 
$211.0 million. We estimate the CY 2015 TRICARE expenditures for ABA services 
would have been $187.0 million if the new rates had been in place at that time. 
Those CY 2015 expenditures were based on the 10,541 beneficiaries currently re-
ceiving ABA services, but that number is gradually increasing every year. By com-
parison, there were 5,149 beneficiaries using ABA services in 2011. 

This reimbursement rate calculation approach is most fair to all providers. The 
adopted rate calculation process ensures: 

(1) Establishment of ABA rates based on two external studies; 
(2) A consistent and fair calculation process; 
(3) An annual review of the rates like all other TRICARE rates (current rates 

have not changed in almost 8 years); 
(4) An approach that approximates future Medicate rates; and, 
(5) Rates adjusted for the 89 geographic areas recognized by Medicare (recog-

nizes the high-cost areas and more rural areas). 
This change has already proven to benefit some providers as the original rates 

posted on December 1, 2015, were adjusted in March 2016 based on 11 more states 
adopting or adjusting their rates. 

In addition, we do not anticipate the change in rates will have a negative impact 
on access. TRICARE is a national leader in ensuring high quality care for our bene-
ficiaries with autism spectrum disorder, requiring certification of all autism pro-
viders and working to develop outcome measures of quality. 

[CLERK’S NOTE.—End of questions submitted by Mr. Calvert. 
Questions submitted by Mr. Cole and the answers thereto follow:] 

TRICARE

Question. TRICARE has proposed making a substantial reduction to reimburse-
ment rates for applied behavior analysis (ABA) services for the children of 
TRICARE beneficiaries who have been diagnosed with autism spectrum disorder 
(ASD). There are as many as 26,000 children diagnosed with ASD among our active 
duty and military retirees who qualify for TRICARE benefits, so access to ABA serv-
ices affects a significant number of TRICARE families. 

Answer. The TRICARE network of providers is robust with over 23,000 providers 
and another 1,036 added since the rates were posted on December 1, 2015. However, 
there are some areas in the country with a limited number of providers, similar to 
other specialties, whether the child has commercial insurance, Medicaid, or 
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TRICARE. Our three Regional Contractors are continuously working to recruit new 
ABA providers for underserved areas to improve access. For example, the Regional 
Contractors have successfully recruited additional providers to Ft. Leonard Wood, 
MO; Luke Air Force Base, AZ; Southern California; the Gulf Coast (Biloxi, MS, to 
Tampa, FL); Ft. Campbell, KY, and many other locations, which benefits all chil-
dren in the community, not just those with TRICARE. 

The Regional Contractors will always use the network providers whenever pos-
sible to enhance the relationship with our provider network partners and be the 
most cost efficient. However, if a network provider is not available, the Regional 
Contractors will arrange for care with non-network providers until a network pro-
vider is available. This is the same process used to locate providers for all TRICARE 
Prime enrollees needing a specific provider of any type. The Contractors will also 
assist TRICARE Standard users with locating participating providers. 

While our contractors deserve a lot of credit for their recruitment efforts, another 
factor contributing to our robust ABA provider network is that the TRICARE benefit 
is one of the best in the Nation. That is especially true since providers never have 
to collect a co-payment, deductible, or any other payment from Active Duty families, 
who have 100% coverage. Our TRICARE beneficiaries, to include our retired bene-
ficiaries, do not have to make a decision on whether to forego needed care due to 
affordability, unlike most Americans who may owe co-payments or cost-shares for 
each service received. Also, there is no cap on annual or lifetime expenditures which 
is a substantial benefit because many ASD beneficiaries use extensive levels of ABA 
services.

Most importantly, please know that we are committed to ensuring that every mili-
tary child with a diagnosis of ASD has access to the care they need, including ABA 
services.

COMPREHENSIVE AUTISM CARE DEMONSTRATION

Question. As you know, DoD initiated the ‘‘Department of Defense Comprehensive 
Autism Care Demonstration’’ in July of 2014 which is to extend to December 31, 
2018. Among the objectives of the Demonstration is ‘‘[to] develop more efficient and 
appropriate means of increasing access and delivery of ABA services’’. I am con-
cerned that there are significant portions of Oklahoma where there are absolutely 
no ABA providers available for families located at military installations—even at 
the current reimbursement rates—so how does cutting rates solve that problem? 
Could you comment on these concerns? 

Answer. To our knowledge, no beneficiaries in Oklahoma have had problems with 
securing care. While there are a limited number of ABA providers in in the Lawton, 
OK, area regardless of the insurance being used (commercial, Medicaid, or 
TRICARE), the TRICARE Regional Contractor has successfully placed all of the 
TRICARE beneficiaries in that area with ABA providers. TRICARE allows use of 
network providers and, when necessary, our Regional Contractors will arrange for 
care with non-network providers until a network provider is available. This is the 
same process used to locate providers for all TRICARE Prime enrollees needing a 
specific provider of any type. 

Today, there are over 23,000 ABA providers in TRICARE and we have added 
1,036 since the rates were posted on Dec. 1, 2015. The current rates were set in 
2008, under a previous demonstration program, to enhance access to services for ac-
tive duty families as an educational benefit, not a medical benefit. When the Com-
prehensive Autism Care Demonstration was first implemented in 2014, a new reim-
bursement rate for one-on-one services provided by master’s level and above pro-
viders was proposed. However, that rate change was put into abeyance pending the 
results of a nationwide review of all reimbursement rates based on feedback from 
autism stakeholders. Establishing the revised rates, based on two external studies, 
and incorporating the ABA rates into the current TRICARE rate calculation process, 
ensures that the ABA rates are not frozen for another eight-year period. The rates 
will be reviewed annually, adjusted as appropriate like all other TRICARE rates, 
and released with the CHAMPUS Maximum Allowable Charge rates every Spring. 

When Medicare establishes rates for the eight ABA billing codes covered, those 
rates will be immediately adopted, as required by law. 

Question. If the decision is made that TRICARE will monitor rate changes care-
fully and if reductions in access in particular locations are a fact, will rates return 
to current levels? If a provider leaves a market, the rates would need to be raised 
to substantially higher levels than they were originally because of the costs associ-
ated with rebuilding service capacity in a market, especially when TRICARE is re-
quiring a new certification requirement for behavior therapists. Have these impacts 
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been considered if the decision is to ‘‘monitor’’ rate changes? Have these cost impli-
cations been considered when determining if cuts save money over the long-term? 

Answer. Most importantly, please know that we are committed to ensuring every 
military child with a diagnosis of Autism Spectrum Disorder (ASD) has access to 
the care they need, including applied behavior analysis (ABA). The TRICARE Re-
gional Contractors will always use the network providers whenever possible to en-
hance that relationship with our provider network partners and be most cost effi-
cient. However, if a network provider is not available, the Regional Contractors will 
arrange for care with non-network providers until a network provider is available. 
This is the same process used to locate providers for all TRICARE Prime enrollees 
needing a specific provider of any type. The Contractors will also assist TRICARE 
Standard users with locating participating providers. We do not anticipate having 
to make rate adjustments for a specific area. 

One of the objectives of the Comprehensive Autism Care Demonstration (ACD) ‘‘is 
to analyze, evaluate, and compare the quality, efficiency, convenience and cost effec-
tiveness of those autism-related services that do not constitute proven medical care 
provided under the medical benefit coverage requirements that govern the 
TRICARE Basic Program.’’ The primary intent of the 2016 reimbursement rates is 
to align the ABA reimbursement rate methodology with that used annually for all 
other TRICARE rates generally, to include locality adjustments to recognize the 
high-cost areas versus more rural areas, while ensuring excellent access and very 
competitive rates. This action results in the rates being reviewed and appropriately 
adjusted each year, like all other TRICARE rates, and not frozen for another almost 
8-year period. We chose the calculation process determined to be the best ‘‘predictor’’ 
of what Medicare rates would have been if they had covered ABA services since, by 
statute, TRICARE reimbursement rates mirror Medicare rates. 

This approach to calculating the reimbursement rates is most fair to all providers. 
The adopted rate calculation process ensures: establishment of ABA rates based on 
external studies, a consistent and fair calculation process, an annual review of the 
rates (like all other TRICARE rates), an approach that approximates future Medi-
care rates, and rates adjusted for the 89 geographic areas recognized by Medicare 
(which recognizes both the high-cost areas and more rural areas). 

This change has already proven to benefit some providers, as the original rates 
posted on December 1, 2015, were adjusted in March 2016 based on 11 more states 
adopting or adjusting their rates. 

The certification for Behavior Technicians (BTs) was implemented at the outset 
of the ACD. However, the implementation date for legacy BTs, those hired before 
January 1, 2016, has been extended two times due to the certifying bodies not being 
able to manage the influx of new providers and providers refusing to obtain certifi-
cation. BT certification was also discussed at multiple meetings with providers and 
included in our question and answer documents since October 2014. BTs are pro-
viding services to our military children and are the only TRICARE health care pro-
viders today who are not licensed or certified. Certification is an important quality 
management requirement, ensuring beneficiaries access to BTs who have success-
fully completed background checks and are trained in ABA principles, first aid tech-
niques, and supervised by board certified behavioral analysts. Obtaining certifi-
cation is no different than what is required of all other medical professionals reim-
bursed for providing health care services. 

Although I do not anticipate any loss of access to ABA services, we stand ready 
to respond quickly to ensure every child has an ABA provider. 

[CLERK’S NOTE.—End of questions submitted by Mr. Cole. Ques-
tions submitted by Mr. Aderholt and the answers thereto follow:] 

COMPOUND PHARMACEUTICALS

Question. In reaction to out of control compound pharmaceutical costs in 2015, the 
DHA took steps to dramatically reduce spending, but I believe the pendulum has 
swung too far in the opposite direction. Now we have many service members and 
their families without access to the medications that could dramatically increase 
their quality of life, as they are unable to take prescribed medications in their 
standard form and composition. What can you do to expand access to compound 
medications, which are easily available under many health plans for civilians, while 
at the same time controlling costs and protecting the safety of our military families? 

Answer. The Department continues to maintain access to safe, effective, and 
medically necessary compound drugs that our beneficiaries need for their care. The 
TRICARE compound screening process provides more access than many civilian 
plans by offering a Prior Authorization (PA) review option. The screening and PA 
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criteria approved by the Department of Defense (DoD) Pharmacy and Therapeutics 
(P&T) Committee process, including the public comment opportunity, guides all 
DHA actions regarding compounds. The P&T Committee continuously monitors ac-
cess, ingredient, and cost data for compound prescriptions to determine the need for 
future adjustments. 

Through our ongoing monitoring process, the volume and the cost of compound 
prescriptions has returned to historic norms. Prior to the dramatic increase (2014– 
15) in compound prescription use and cost spurred by fraudulent activity, the DoD 
filled an average of 23,000 compound prescriptions per month (2012). The DoD has 
returned to this rate of use, as closely approximated by the 21,700 compound pre-
scriptions now filled per month (March 2016). 

The TRICARE PA process now in place for compounded prescriptions accom-
plishes two important goals. First, the PA process enables beneficiaries access to 
safe, effective, and appropriate prescriptions that are initially screened out, in co-
ordination with their doctor and pharmacy with submission of clinical evidence. The 
PA process generally takes 3–5 days to receive a decision. Beneficiaries who need 
compound prescriptions can receive them. Second, the PA screening process is a 
major contributor to controlling overall compound costs by reducing the level of at-
tempted fraud in the program. 

DUCHENNE MUSCULAR DYSTROPHY

Question. It is my understanding that a great many service-related injuries and 
disorders are treated with corticosteroids, which have terrible side effects. Through 
peer-reviewed Duchenne Muscular Dystrophy research, the Department of Defense 
has substantially funded development of a drug that would enhance the anti-inflam-
matory aspects of corticosteroids, while minimizing side effects, such as bone weak-
ening. Are you aware of this research, and the implications for muscle injury and 
repair, and where is the DoD headed in this research? What work could be initiated 
or expanded if funds beyond the FY 16 amount were available? 

Answer. The research in this area was supported through several grants from the 
DoD in FY04, FY08, and FY10 with the bulk of the work supported by the FY08 
and FY10 grants. The DoD supported some of the development and characterization 
of non-hormonal steroid ligands that were shown to enhance the anti-inflammatory 
aspects of corticosteroids while minimizing their harsh side effects such as growth 
stunting, immunotoxicity, and bone weakening. A lead compound was identified, 
VBP15, and the DoD then funded some of the preclinical studies necessary to sup-
port an application to the FDA for first in-human clinical trials. The drug VBP15 
provides efficacy through anti-inflammatory signaling and membrane-stabilizing 
pathways, protecting cells from injury and promoting membrane repair. VBP15 has 
also been co-developed by the company Reveragen. An Investigational New Drug ap-
plication for VBP15 was filed by Reveragen in December 2014. Phase 1 clinical 
trials have begun in adult volunteers and have been funded through public-private 
partnerships. Results are pending from the Phase 1 clinical trials. 

Continued funding beyond FY16 would allow further support of clinical research. 
With a successful Phase 1 study of VBP15 it would then be moved on to Phase 2a 
studies in 4–7 yr old steroid-naı̈ve Duchenne Muscular Dystrophy boys (patients 
that have not taken prednisone or deflazacort). The Phase 2a studies would likely 
include the option for extension studies (long-term treatment with VBP15). Addi-
tional studies could also be initiated to further explore the effects of this drug on 
reducing cardiac hypertrophy and fibrosis that is observed with standard 
corticosteroid treatment. 

Question. It is my understanding that a great many service-related injuries and 
disorders are treated with corticosteroids, which have terrible side effects. Through 
peer-reviewed Duchenne Muscular Dystrophy research, the Department of Defense 
has substantially funded development of a drug that would enhance the anti-inflam-
matory aspects of corticosteroids, while minimizing side effects, such as bone weak-
ening. Are you aware of this research, and the implications for muscle injury and 
repair, and where is the DoD headed in this research? What work could be initiated 
or expanded if funds beyond the FY 16 amount were available? 

Answer. The research is this area was supported through several grants from the 
DoD in FY04, FY08 and FY10 with the bulk of the work supported by the FY08 
and FY10 grants. The DoD supported some of the development and characterization 
of non-hormonal steroid ligands that were shown to enhance the anti-inflammatory 
aspects of corticosteroids while minimizing their harsh side effects, such as growth 
stunting, immunotoxicity, and bone weakening. A lead compound was identified, 
VBP15, and the DoD then funded some of the preclinical studies necessary to sup-
port an application to the FDA for first in-human clinical trials. The drug VBP15 



359

provides efficacy through anti-inflammatory signaling and membrane-stabilizing 
pathways, protecting cells from injury and promoting membrane repair. VBP15 has 
also been co-developed by the company Reveragen. An Investigational New Drug ap-
plication for VBP15 was filed by Reveragen in December 2014. Phase 1 clinical 
trials have begun in adult volunteers and have been funded through public-private 
partnerships. Results are pending from the phase 1 clinical trials. 

Continued funding beyond FY16 would allow further support of clinical research. 
With a successful Phase 1 study of VBP15 it would then be moved on to Phase 2a 
studies in 4–7 yr old steroid-naı̈ve Duchenne Muscular Dystrophy boys (patients 
that have not taken prednisone or deflazacort). The Phase 2a studies would likely 
include the option for extension studies (long-term treatment with VBP15). Addi-
tional studies could also be initiated to further explore the effects of this drug on 
reducing cardiac hypertrophy and fibrosis that is observed with standard 
corticosteroid treatment. 

Question. It is my understanding that a great many service-related injuries and 
disorders are treated with corticosteroids, which have terrible side effects. Through 
peer-reviewed Duchenne Muscular Dystrophy research, the Department of Defense 
has substantially funded development of a drug that would enhance the anti-inflam-
matory aspects of corticosteroids, while minimizing side effects, such as bone weak-
ening. Are you aware of this research, and the implications for muscle injury and 
repair, and where is the DoD headed in this research? What work could be initiated 
or expanded if funds beyond the FY 16 amount were available? 

Answer. The Air Force Medical Service is aware of this research. Air Force rep-
resentatives are actively engaged in the Congressional Directed Medical Research 
Programs, however, there was no appropriation for Duchenne Muscular Dystrophy 
in Fiscal Year 2016. 

Question. It is my understanding that a great many service-related injuries and 
disorders are treated with corticosteroids, which have terrible side effects. Through 
peer-reviewed Duchenne Muscular Dystrophy research, the Department of Defense 
has substantially funded development of a drug that would enhance the anti-inflam-
matory aspects of corticosteroids, while minimizing side effects, such as bone weak-
ening. Are you aware of this research, and the implications for muscle injury and 
repair, and where is the DoD headed in this research? What work could be initiated 
or expanded if funds beyond the FY 16 amount were available? 

Answer. Duchenne Muscular Dystrophy (DMD) is one of the more common inher-
ited myopathies resulting in progressive muscle weakness. DMD is caused by 
mutations in the dystrophin gene that is located on the X chromosome. Dystophin 
is a structural protein in muscles and loss of this protein leads to early muscle de-
generation. DMD affects approximately 10,000 individuals in the United States and 
40,000 individuals worldwide It clinically manifests in young toddlers and pro-
gresses over time. DMD leads to loss of the ability to ambulate in most children by 
age 12 and eventual loss of the ability to breathe independently. It can also affect 
the muscles of the heart leading to cardiomyopathy. Death typically occurs by age 
30.

The mainstay of treatment is glucocorticoids, which have shown to slow progres-
sion of symptoms and improve function, but often result in significant side effects 
to include: weight gain, growth restriction, cataract formation, irritability, bone 
demineralization and unfortunately, at times exacerbation of weakness. Accumu-
lating evidence suggests that steroid side effects are mediated by drug-receptor 
interactions, but efficacy is mediated by non-receptor mechanisms. 

Delta 9,11 derivatives of steroids were developed to retain efficacy, but eliminate 
side effects. VBP15 is an experimental drug which has been shown to be effective 
in treating mice (not humans) in a clinical trial. There are several proposed mecha-
nisms of action of VBP15 which may prove to be effective but basically, it may pre-
vent muscle cell destruction resulting in some arrest of the disease progression. Ad-
ditionally, it does not come with the same negative side effect profile of steroids. 
VBP15 may be promising, but to date efficacy has only been demonstrated in Mus-
cular Dystrophy and asthma mouse models. 

Formal Research Programs within the DOD’s Congressionally Directed Medical 
Research Program Office (CDMRP) are administered by the U.S. Army Medical Re-
search and Materiel Command (USAMRMC). 

Question. New drugs being investigated for use against Duchenne Muscular Dys-
trophy often give hope to Service members with other service-related injuries, such 
as degenerative arthritis, and noise-induced hearing loss. Does the Department 
place a premium on research that serves to treat multiple conditions that affect the 
military?

Answer. Yes, the Department invests in research and development efforts toward 
developing medical solutions and technologies to address single or several conditions 
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1 National Institutes of Health. (2015, June 02). National Center for Advancing Translational 
Science. Retrieved April 14, 2016, from U.S. Department of Health & Human Services: https:// 
ncats.nih.gov/trnd/projects/complete/vbp15-duchenne-muscular-dystrophy.

that affect Service members, family members, and beneficiaries. Medical solutions 
that may be effectively and efficiently implemented to treat or prevent a multitude 
of illnesses or injuries are highly valued. 

To focus Congressional Special Interest (CSI) programs, the Congressionally Di-
rected Medical Research Programs holds a stakeholders’ meeting for any new CSI 
program. The purpose of this meeting is to survey the research landscape and iden-
tify gaps in both the scientific and consumer interest areas. Recommendations from 
the stakeholders’ meeting facilitate the initial direction and vision for new pro-
grams, which are revisited and redefined annually at vision setting meetings to dis-
cuss changes in landscape of the disease, condition, or injury; identify scientific and 
clinical research gaps; and develop a strategy to fill these gaps. Program announce-
ments and funding opportunities resulting from these meetings represent strategies 
to fill the gaps in areas of scientific research for the program year. 

Question. New drugs being investigated for use against Duchenne Muscular Dys-
trophy often give hope to service members with other service-related injuries, such 
as degenerative arthritis, and noise-induced hearing loss. Does the Department 
place a premium on research that serves to treat multiple conditions that affect the 
military?

Answer. Yes, the Department invests in research and development efforts toward 
developing medical solutions and technologies to address single or several conditions 
that affect Service members, family members and beneficiaries. Medical solutions 
that may be effectively and efficiently implemented to treat or prevent a multitude 
of illnesses or injuries are highly valued. 

To focus Congressional Special Interest (CSI) programs, the Congressionally Di-
rected Medical Research Programs (CDMRP) holds a stakeholders’ meeting for any 
new CSI program. The purpose of this meeting is to survey the research landscape 
and identify gaps in both the scientific and consumer interest areas. Recommenda-
tions from the stakeholders’ meeting facilitate the initial direction and vision for 
new programs, which are revisited and redefined annually at vision setting meet-
ings to discuss changes in landscape of the disease, condition or injury; identify sci-
entific and clinical research gaps; and develop a strategy to fill these gaps. Program 
announcements and funding opportunities resulting from these meetings represent 
strategies to fill the gaps in areas of scientific research for the program year. 

Question. New drugs being investigated for use against Duchenne Muscular Dys-
trophy often give hope to service members with other service-related injuries, such 
as degenerative arthritis, and noise-induced hearing loss. Does the Department 
place a premium on research that serves to treat multiple conditions that affect the 
military?

Answer. Yes, the Air Force focuses on programs and research that have multiple 
uses across disciplines and across beneficiaries which have military and civilian im-
plications. Examples of programs directed toward these effects are: Occupational 
Hazards, Regenerative Medicine, Restorative Medicine and Reconstruction, Human 
Performance Optimization, and the Air Force Military Health and Resilience Pro-
gram.

Question. New drugs being investigated for use against Duchenne Muscular Dys-
trophy often give hope to service members with other service-related injuries, such 
as degenerative arthritis, and noise-induced hearing loss. Does the Department 
place a premium on research that serves to treat multiple conditions that affect the 
military?

Answer. Per the National Center for Advancing Translational Sciences, National 
Institutes of Health, ‘‘Pharmacokinetics/absorption, distribution, metabolism and ex-
cretion studies have been completed and VBP15 shows excellent features.’’ 1 The
current research on the VBP15, although showing promising efficacy, has only been 
tested on Muscular Dystrophy and asthma mouse models. There are other experi-
mental treatments being studied to target Duchenne Muscular Dystrophy, including 
gene therapies, but these therapies are all in the investigational stages and not yet 
standards of care. 

Formal Research Programs within the DOD’s Congressionally Directed Medical 
Research Program Office (CDMRP) are administered by the U.S. Army Medical Re-
search and Materiel Command (USAMRMC). 

Duchenne Muscular Dystrophy, refer specifically to the Duchenne Muscular Dys-
trophy Research Program of the CDMRP and are therefore most appropriately an-
swered by the Army/CDMRP. 
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PEER-EVALUATED RESEARCH PROGRAMS

Question. What medical research gaps do you see in the Department of Defense, 
and what research fields could be expanded or introduced in order to benefit our 
service members and their families? 

Answer. We do not see any specific research gap at this time. If there are any 
requirements to expand this program, we will submit our request through the Presi-
dent’s Budget Request. 

Question. What medical research gaps do you see in the Department of Defense, 
and what research fields could be expanded or introduced in order to benefit our 
service members and their families? 

Answer. The Defense Health Program RDT&E core medical research programs 
are fully funded year to year at the levels requested in the President’s Budget Re-
quest, and the Department does not request congressional special interest funding. 

The Chief of Staff of the Army’s priority is ‘‘Readiness.’’ We have not identified 
any Congressional Special Interest gaps at this time. However, three areas of mili-
tary medical research that could be expanded are: infectious disease research, trau-
ma research and medical simulations for training research. 

Question. What medical research gaps do you see in the Department of Defense, 
and what research fields could be expanded or introduced in order to benefit our 
service members and their families? 

Answer. We have several research focus areas. Under our Operational Medicine 
focus area, also known as In-Garrison Care, we have identified research gaps that 
benefit service members and their families in the areas of preventing wound infec-
tion and increasing trauma survivability. 

Question. What medical research gaps do you see in the Department of Defense, 
and what research fields could be expanded or introduced in order to benefit our 
service members and their families? 

Answer. The Peer Reviewed Medical Research Program of the Congressional Di-
rected Medical Research Program (CDMRP) is most appropriately answered by the 
Army since the U.S. Army Medical Research and Materiel Command (USAMRMC) 
administers the program. Navy Medicine does not conduct or manage any ‘‘peer- 
evaluated’’ or peer-reviewed medical research programs. 

[CLERK’S NOTE.—End of questions submitted by Mr. Aderholt. 
Questions submitted by Mr. Israel and the answers thereto follow:] 

MINDFULNESS PRACTICES

Question. Does the Department of Defense accept that practicing mindfulness or 
meditation could help make our service members more resilient by reducing stress 
and improving their overall mental health? What efforts is the Defense Health 
Agency making to further explore mindfulness practices and to operationalize them 
for use in the operating forces? 

Answer. The DoD sees the value in mindfulness and/or meditation in improving 
mental health and reducing stress of Service members. The U.S. Army Medical Re-
search and Materiel Command (MRMC) previously funded four specific studies to 
examine mindfulness and/or meditation. These studies included: using mindfulness 
skills to improve quality of life and wellness; mindfulness and self-compassion medi-
cation for combating Post-traumatic Stress Disorder (PTSD); optimizing delivery of 
mindfulness-based military training in Army Infantry Units; and, examining 
neurobehavioral effects of Army Resilience Training and mindfulness-based military 
training. Furthermore, many mental health treatment programs have already incor-
porated the use of mindfulness and/or meditation as complementary and alternative 
practices to enhance and augment recovery. 

While the results of these initial studies have been promising, the MRMC is cur-
rently funding six studies on mindfulness and one on meditation that could provide 
additional data to support the use of mindfulness practices with the operating 
forces. For example, these studies include a longitudinal study conducted by the 
Walter Reed Army Institute of Research examining the effectiveness of resilience 
training for personnel, which includes elements of mindfulness training. Another on-
going study is a randomized clinical trial comparing Transcendental Meditation as 
a novel PTSD therapy in comparison to an established, gold standard behavioral 
PTSD treatment, Prolonged Exposure therapy. The objectives for these six studies 
are broad and will further our knowledge about the effectiveness of mindfulness and 
meditation in mental health treatment. 
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NERVOUS SYSTEM MAPPING

Question. Mapping the human nervous system is cutting edge research, and the 
science is quite technical. What resources has DARPA dedicated to ElectRx to ad-
dress this effort? How is DARPA collaborating with public and private partners, in-
cluding academia and medical device and pharmaceutical companies? 

Answer. While Defense Health Agency is supportive of nervous system mapping 
research, we do not have the information. DARPA is the knowledgeable office to re-
spond.

MULTI-DRUG RESISTANT PATHOGENS

Question. The rise in infections caused by multi drug resistant bacteria pose a se-
rious threat and great challenge to the care of wounded military personnel imme-
diately following injury and in recovery. An emerging solution is bacteriophage (or 
‘‘phage’’) therapy, including engineered phage, which relies on viruses that specifi-
cally kill bacteria and do not harm human cells. Please describe what the agency 
is doing to investigate phage therapy to address the real and growing problem of 
multi drug resistant pathogens. 

Answer. The Department funds several nontraditional approaches to the treat-
ment and prevention of infections. 

Bacteriophage target and kill bacteria specifically regardless of their resistance to 
antibiotics. The Military Infectious Diseases Research Program is overseeing a 
working group to explore military unique applications for bacteriophage therapy. In 
coordination with private industry, the Department is conducting an initial safety 
study with a topically-applied bacteriophage that is specific for Staphylococcal bac-
teria. Additional efforts at the Walter Reed Army Institute of Research and the 
Naval Medical Research Center seek to isolate and characterize phage targeting of 
other types of bacteria. 

ARMY’S COMPREHENSIVE PAIN MANAGEMENT PROGRAM

Question. Please expand on the efforts of the Army’s interdisciplinary pain man-
agement centers and their use of yoga, mindfulness and other techniques to treat 
combat pain. In addition, please expand on the Army’s various mindfulness research 
projects. Are these projects having a noticeable effect and are they well received by 
those participating in the programs? Are these projects yielding results that lend 
themselves to expanded use within the Army? 

Answer. The Army’s Comprehensive Pain Management Program (CPMP) was de-
veloped in response to the 2010 Pain Management Task Force, which recommended 
the development of comprehensive pain care clinics that offer alternatives to opioid 
therapy. There are eight Interdisciplinary Pain Management Centers (IPMC) and 
four IPMC (light) that provide comprehensive and integrative, complimentary, pain 
care. The IPMCs align strategically with troop concentrations within the Army. The 
IPMCs provide traditional medical and interventional pain care, occupational and 
physical therapy, chiropractic, nutritional and behavioral health care. In addition to 
these modalities, the IPMCs provide complimentary integrative medicine to include 
acupuncture, medical massage, movement therapy (yoga/Tai Chi), and biofeedback. 
Some IPMCs are also investigating the use of other complimentary therapies to in-
clude aqua-therapy. 

The CPMP is currently implementing the Pain Assessment Screening Tool and 
Outcomes Registry program that tracks individual patient and consolidated clinical 
outcomes to better support provider clinical decision making. Since the implementa-
tion of the CPMP and alternatives to opioid therapy, the Army has seen a reduction 
of opioid use from 6.03% in 2006 to 2.98% in 2016 in all beneficiaries. 

The Army has fully implemented the IPMC concept and is working with the De-
fense Veterans Center for Integrative Pain Management to enhance primary care 
pain management, through the use of the Extension for Community Healthcare Out-
comes, which enables the IPMC teams to provide pain care tele-mentoring to pro-
vider teams in outlying healthcare facilities. 

Mindfulness has been indicated as an adjunct to treatment for PTSD and anxiety 
disorders but is not the primary mode of treatment. Use of mindfulness is typically 
determined by the individual provider and dependent of availability of such a re-
source. However, Army Medicine has executed its ‘‘Move to Health’’ course in 15 fa-
cilities to date which includes teaching mindfulness techniques to providers and 
healthcare teams. A primary goal of Move to Health is for healthcare teams to take 
better care of themselves and provides a holistic, proactive, and preventive model 
of care. 
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The Walter Reed Army Institute of Research is sponsoring research to investigate 
how to train troops and spouses to use mindfulness to focus and manage stress in 
non-clinical settings. One project investigates the effectiveness of train-the-trainer 
delivery methods for mindfulness training. Like service members, spouses and fam-
ily members are at risk for cognitive depletion and psychological harm caused by 
stress of uncertain, cyclical deployments. Mindfulness and compassion training 
(MCT) may be a method to bolster resilience in military spouses. 

RESILIENCY MEDICINE

Question. In February, the Navy hosted a ‘‘resiliency medicine’’ summit which in-
cluded discussion of the healing effects of meditation, yoga and ‘‘compassion’’ ther-
apy. What were the results of this summit and how will these results affect the 
Navy’s future resiliency and mindfulness training efforts? Have the Navy and Ma-
rine Corps implemented mindfulness practices? If so, how have these programs been 
received by sailors and Marines? Have there been noticeable results in treating com-
bat stress or other mental health issues with mindfulness or meditation? 

Answer.———
Question. What were the results of this summit and how will these results affect 

the Navy’s future resiliency and mindfulness training efforts? 
Answer. There were over 250 attendees for the summit in person, with several 

others in attendance virtually. Results from the post-summit surveys are being tal-
lied, but initial feedback has been positive. During the 2 day summit, providers, re-
searchers, and leadership saw presentations on scientifically based, mind-body inter-
ventions resulting in improved knowledge and identification of new best practices. 

Question. Have the Navy and Marine Corps implemented mindfulness practices? 
Answer. The Mind Body Medicine (MBM) program for patients and staff at the 

Naval Medical Center in San Diego (NMCSD) was developed to help participants 
gain better control over their stress response, improve resiliency to new adversities, 
and optimize the mind and body to aid in recovery. 

The MBM program at NMCSD, in collaboration with the Benson Henry Institute 
for Mind Body Medicine at Massachusetts General Hospital, developed an innova-
tive solution to integrate self-care MBM practice into the military health care deliv-
ery system and operational forces. The program includes structured courses to learn 
and foster self-care skills, a web portal for regular access to meditation resources, 
experiential groups to learn from those more seasoned in the practice, and training 
opportunities to develop program facilitators. Participants attend a weekly two hour 
MBM group session for six weeks. Topics covered in sessions include meditation 
techniques, cognitive restructuring, yoga, qigong, sleep hygiene and developing so-
cial connections. Quantitative data is being collected on program utilization, patient 
satisfaction, acquisition of knowledge and skills, and various validated self-report 
functional, psychological, and quality of life measures. 

Assessments are administered prior to and upon completion of the program. 
Naval Center for Combat & Operational Stress Control (NCCOSC) has imple-

mented a Resilience Train-the-Trainer Program for the Wounded Warrior Regiment. 
A program has been implemented for Wounded Warrior Battalion (WWBn) West A 
& B Companies, and plans for implementation for WWBn East are expected to occur 
in the near fame. Marine Corps WWBn Section Leaders are trained as Instructor 
Trainers, and in turn provide resilience training and skill-building for Recovering 
Service Members (RSMs). 

The resilience program includes training on the concept of resilience, values, self- 
competence, optimism, flexible thinking, self-control (mind-body techniques), positive 
coping, and self-control. A limited scope program evaluation was initiated with the 
focus on improving general resilience, well-being, and coping. We will initiate a 
more robust program evaluation for effectiveness over the next year beginning 16 
May 2016. 

Question. If so, how have these programs been received by Sailors and Marines? 
Answer. 228 personnel from multiple military treatment and operational facilities 

have been trained in the MBM model as program facilitators leading to the launch 
of 19 separate MBM programs treating various patient and operational populations. 
The initial impression of these programs is that they have been well received; how-
ever, the data we have gathered is still in the process of being analyzed. 

Versions of the MBM program have been implemented at the following NMCSD 
locations:

• Naval Medical Center San Diego (Mental Health, Pain, Expecting Mothers, 
Infections Disease, Neurology, Internal Medicine, Adolescents) 

• Naval Training Center (Mental Health) 
• Miramar (Mental Health) 
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• East Lake (Mental Health) 
• 32nd Street (Fleet Mental Health) 

Question. Have there been noticeable results in treating combat stress or other 
mental health issues with mindfulness or meditation? 

Answer. As of October 2015, 85 mental healthcare patients, 64 pain patients, and 
31 hospital staff members participated in MBM and showed statistically significant 
improvements on measures of sleep quality, anxiety, depression, and quality of life 
upon completion of the program. Less significant statistical analysis for the impact 
on opioid therapy; however, anecdotal responses stated that they were able to man-
age their pain using less medication after the training. 

[CLERK’S NOTE.—End of questions submitted by Mr. Israel. Ques-
tions submitted by Mr. Ruppersberger and the answers thereto fol-
low:]

PEER REVIEW SPINAL CORD INJURY RESEARCH PROGRAM

Question. General West, my question is regarding the Peer Reviewed Spinal Cord 
Injury Research Program. Last year, this committee expressed concern that not 
enough funding is being dedicated to spinal cord research projects that are at the 
advanced research or translational stages, and that there should be a focus on ad-
vanced projects which will potentially yield medical breakthroughs more quickly. 

What actions have been taken in response to the committee’s concerns? Has there 
been a shift in the strategy of the Peer Reviewed Spinal Cord Injury Research Pro-
gram to support the larger, collaborative projects focused on finding a cure for paral-
ysis?

Answer. The Spinal Cord Injury Research Program (SCIRP) has increased its em-
phasis on research that offers the potential for more near-term impact on the lives 
of individuals with spinal cord injury by increasing its investment in clinical trials 
and translational research studies. From Fiscal Year (FY) 00–14, the program’s in-
vestment in clinical trials was 36% of appropriated research funds. In the FY15 
awards, which were announced this month, investment in clinical trials increased 
to an estimated 51% with an additional 29% going to translational research projects. 

The FY16 program announcements have not yet been released, but the invest-
ment strategy is to continue this approach with approximately 71% of the appro-
priated research dollars intended for clinical and translational research. 

[CLERK’S NOTE.—End of questions submitted by Mr. Ruppers-
berger. Questions submitted by Ms. Kaptur and the answers there-
to follow:] 

WATER CONTAMINATION RESEARCH

Question. A 2014 report by the CDC revealed elevated HRs at Camp Lejeune for 
several causes of death including cancers of the kidney, liver, esophagus, cervix, 
multiple myeloma, Hodgkin lymphoma and ALS. CIs were wide for most HRs. Be-
cause <6% of the cohort had died, long-term follow-up would be necessary to com-
prehensively assess effects of drinking water exposures at the base. Further, the VA 
acknowledges the potential for problems, creating a special eligibility for affected 
service members. 

Has the military conducted its own studies of the effects of the Camp Lejeune con-
taminated drinking water? If so, what are your results? 

Answer. The Department of Defense has not conducted its own studies on the 
health effects of the Camp Lejeune contaminated drinking water. However, from 
1991 to present, the Department of the Navy has funded several Agency for Toxic 
Substances and Disease Registry (of the Centers for Disease Control and Preven-
tion) health effects’ studies and other public health activities associated with the 
water contamination at Camp Lejeune. Some of these long-term health studies are 
complete and some are ongoing. 

Question. Are there any plans to conduct a long-term study on the effects of the 
contamination?

Answer. The Department of Defense does not plan to conduct a long-term health 
study on the health effects of the water contamination. However, from 1991 to 
present, the Department of the Navy has funded several Agency for Toxic Sub-
stances and Disease Registry (of the Centers for Disease Control and Prevention) 
health effects’ studies and other public health activities associated with the water 
contamination at Camp Lejeune. Some of these long-term health studies are com-
plete and some are ongoing. 
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Question. Has there been any effort to relate these findings to similar situations 
across the U.S., particularly the above average rates of Parkinson’s and ALS in 
northern Ohio? 

Answer. The Department of Defense (DoD) has not attempted to relate the Camp 
Lejeune findings to findings of other communities within the United States, nor is 
the DoD aware of any published scientific literature relating the findings to those 
in other communities, including ones in northern Ohio. 

COMBAT CASUALTY CARE

Question. How much do we spend each year on combat and trauma care research 
as compared to other medical issues? How can we address this gap? 

Answer. In fiscal year 2015, approximately $69 million is specifically designated 
for combat and trauma care research, out of the $654.6 million President’s Budget 
Request for the Defense Health Program Research, Development, Test, and Evalua-
tion (DHP RDT&E) core appropriation. This includes addressing military medical 
capability gaps in forward surgical and en-route critical care, damage control resus-
citation, and neurotrauma. In addition, approximately $130 million of the $1 billion 
FY15 DHP RDT&E Congressional Special Interest (CSIs) appropriations, encom-
passing several research areas, is being leveraged to support combat and trauma 
care-relevant research projects that complement the core program research invest-
ments.

In addition to the Combat Casualty Care Research Program, the Military Oper-
ational Medicine Research Program invests approximately $16 million of the FY15 
DHP RDT&E core funds and executes approximately $40 million of the FY15 DHP 
RDT&E CSI funds to support psychological health research to study related 
sequelae of trauma. 

Sustained funding levels and collaboration in combat and trauma care research 
is essential to continue to address gaps in these areas. 

Question. How are you ensuring our warfighters benefit from the latest innova-
tions to obtain the best care possible in theater and en route to medical facilities? 
What do you recommend we do better? 

Answer. After 15 years of war, the Department of Defense (DoD) has dem-
onstrated tremendous gains in analysis of battlefield medical needs, and identifica-
tion of innovative medical solutions. Chief among these gains is the creation of the 
Joint Trauma System (JTS), the implementation of the DoD Trauma Registry 
(DoDTR), and the use of the Joint Capabilities Integration Development System 
(JCIDS) process. It is challenging to innovate if you cannot describe the clinical care 
that is unique to deployed medicine. For this reason, the DoD executed several lines 
of efforts to increase medical innovation in deployed settings. The point of injury 
(POI) documentation tool, DD Form 1380, Tactical Combat Casualty Care (TCCC) 
card (June 2014), was updated and a digitized version suitable for an electronic POI 
documentation was developed. A second impactful development was the creation of 
the JTS, an organization that focuses on collecting and analyzing battlefield trauma, 
en route care, and prehospital care. The JTS abstracts data from theater medical 
records, and other relevant sources, into the DoDTR, and then uses it to make data- 
driven decisions. This information standardizes care in the deployed setting through 
development of the DoD’s TCCC guidelines. Other formal processes, such as the 
JCIDS, are leveraged to identify required capabilities, associated gaps, and appro-
priate suitable, feasible, and acceptable solutions. These efforts enable the DoD to 
accurately capture needs so that it can inform the acquisition process, and are piv-
otal to delivering innovation to deployed locations. In coordination with the acquisi-
tion process, policy and doctrine are updated, ensuring the new capabilities or prod-
ucts are available at the start of future wars. As one example of joint capability im-
plementation, the Defense Health Agency, Medical Logistics Division, in coordina-
tion with the Services, standardized core first aid kit components for Individual 
First Aid Kits. 

Despite these gains, there are aspects of delivering innovation to battlefield medi-
cine that are largely outside of the Department’s control, where progress and great-
er collaboration could be achieved. It is necessary to have an integrated, systematic 
approach to the development and purchase of the necessary vaccines, drugs, thera-
pies, and diagnostic tools for battlefield use. A formalized effort, in coordination with 
the Department of Health and Human Services, Biomedical Advanced Research and 
Development Authority, would enable the DoD to navigate external systems to de-
liver medical innovation to the battlefield. This interagency collaboration, with the 
appropriate medical, legal, technical, and policy expertise, could target a process for 
expedited U.S. Food and Drug Administration (FDA) approval of vaccines, drugs, 
therapies, and diagnostic tools for battlefield use, such as the expansion of the 
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FDA’s Emergency Use Authorization or modification of investigational new drug use 
protocols. Improvement of this step in the capability development process would 
strengthen the DoD’s ongoing effort to deliver innovation to deployed medicine. 

MEDICAL VENTURE CAPITAL INITIATIVE

Question. DHA has provided information to HASC regarding a Medical Venture 
Capital Initiative which would create a self-sustaining fund long-term, similar to 
two other funds previously created by the Army and the CIA. 

How could this be a helpful resource for the military medical research efforts? 
Answer. The Department relies on external research and development partner-

ships with educational and commercial industries to utilize their infrastructure, 
their expertise, and their funding to bring new medical solutions and technologies 
to the market. The investment of Venture Capital funding facilitates the develop-
ment, regulatory approval and marketing of medical technologies that will have 
dual use for both the military and civilian health care communities. This could 
speed the movement of science into practice and the commercial market. 

Venture Capital Initiatives can conduct strategic fundraising through engagement 
of the philanthropic community and can incorporate innovative philanthropy prac-
tices. Innovative philanthropy involves new approaches to funding, such as venture 
philanthropy (traditional philanthropic resources demanding market-like results), 
crowdfunding, and prize competitions. Venture Capital Initiatives can receive foun-
dation and corporation fundraising, as well as individual gifts and institutional 
gifts.

Question. How would it affect the Combat Casualty Care Research Program? 
Answer. The investment of Venture Capital finding facilitates the development, 

regulatory approval and marketing of medical technologies that will have dual use 
for both the military and civilian health care communities. 

Technology objective areas for collaborative efforts utilizing Venture Capital find-
ing are: Combat Casualty Care; Military Infectious Diseases; Military Operational 
Medicine; Clinical and Rehabilitative Medicine; Medical Chemical, Biological, and 
Radiological Defense; Advanced Medical Technologies; and Medical Training and 
Health Information Sciences. 

The Department’s Combat Casualty Care research and development efforts would 
benefit by the acceleration of development of technologies that will receive Food and 
Drug Administration approval and marketing more rapidly. Accelerated develop-
ment timeframes allow for technologies to be made available for the care of wounded 
Service members in a shorter timeframe. 

Question. What are the benefit and drawbacks to pursing an investment frame-
work instead of the traditional Grant programs in medical research? 

Answer. A benefit of the investment of Venture Capital funding is the acceleration 
of the development, regulatory approval, and marketing of medical technologies that 
will have dual use for both the military and civilian health care communities. Accel-
erated development timeframes allow for technologies to be made available for the 
care of wounded Service members in a shorter timeframe. 

A drawback may be the profit-driven motivation of the Venture Capital commu-
nity. The Department’s mission is not profit driven, it is product driven to deliver 
needs-based medical solutions and technologies to the battlefield and for the care 
of wounded Service members. It would not be in the interest of the Department, or 
Service members, to allow the profitability of investors to have an excessive influ-
ence or control in steering military medical research programmatic decisions. 

[CLERK’S NOTE.—End of questions submitted by Ms. Kaptur.] 
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THURSDAY, APRIL 15, 2016. 

UNITED STATES PACIFIC COMMAND AND 

UNITED STATES FORCES KOREA 

WITNESSES

ADMIRAL HARRY B. HARRIS, JR., COMMANDER, UNITED STATES PA-
CIFIC COMMAND 

GENERAL CURTIS M. SCAPARROTTI, COMMANDER, UNITED NATIONS 
COMMAND, COMBINED FORCES COMMAND, UNITED STATES FORCES 
KOREA

OPENING STATEMENT OF CHAIRMAN FRELINGHUYSEN

Mr. FRELINGHUYSEN. The committee will come to order. This 
morning, the committee will hold a closed hearing on the defense 
posture of the United States Pacific Command and United States 
Forces Korea. But, first, I would like to recognize Ms. McCollum for 
a motion. 

Ms. MCCOLLUM. Mr. Chairman, I move that those portions of the 
hearing today which involve classified materials be held in execu-
tive session because of classification of the materials to be dis-
cussed.

Mr. FRELINGHUYSEN. So ordered. Thank you, Ms. McCollum. 
Today, we are pleased to welcome Admiral Harry B. Harris, Jr., 

U.S. Navy commander, United States Pacific Command, and Gen-
eral Curtis S. Scaparrotti, commander of United Nations Com-
mand, commander of United States-Republic of Korea Combined 
Forces Command, and commander, United States Forces Korea. 

We thank you both for being here this morning and for your 
many years of dedicated service to our Nation. 

Admiral, the committee notes that you have served in many key 
assignments, and, beginning in May of 2015, you assumed com-
mand of the U.S. Pacific Command. Since then, you have been very 
consistent in speaking out about challenges in the region, specifi-
cally China. Thank you for bringing a wealth of knowledge and ex-
perience to us this morning about the region. We look forward to 
your testimony. 

General Scaparrotti, welcome back. We also have always appre-
ciated your candid assessments on what is happening on the Ko-
rean peninsula. We also understand this may be your last testi-
mony before the committee because you are nominated to be the 
EUCOM commander. And we know that you will do an incredible 
job facing the many challenges that Europe is facing these days, 
and we wish you well. We welcome you back, and we look forward 
to hearing from you this morning as to what is happening on the 
Korean peninsula, both in the south and the north. 
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Gentlemen, we look forward to your testimony and your answers 
to our questions. 

At this time, I would like to ask my distinguished ranking mem-
ber, Ms. McCollum, who is here pinch-hitting for Mr. Visclosky, if 
she has any comments that she wishes to make. 

REMARKS OF MS. MCCOLLUM

Ms. MCCOLLUM. Well, thank you, Mr. Chairman. And I appre-
ciate you holding this important hearing today and the other hear-
ings that you have had to make us put together the best bill pos-
sible for the floor of the House to vote on. 

Admiral Harris and General, I would like to welcome you today, 
and I thank you for the service to your Nation. I thank the staff 
that is all behind you and the men and women we don’t see who 
work directly under you. 

We understand the unique challenges in the Pacific region and 
truly appreciate your dedication to keeping this region safe. The 
committee looks forward to hearing from you how we can maintain 
our important relationships with our allies to ensure the safety and 
security of the region while managing the North Korea nuclear 
threat and China’s expansion to the South China Sea. 

Mr. Chairman, I thank you and the gentlemen again for this 
hearing.

Mr. FRELINGHUYSEN. Thank you, Ms. McCollum. 
Admiral Harris, your full testimony will be put in the record, and 

if you will proceed. 
Welcome to you both. 
[The written statements of Admiral Harris and General 

Scaparrotti follow:] 
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[CLERK’S NOTE.—The complete hearing transcript could not be 
printed due to the classification of the material discussed:] 
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