


iPrologue

As The Independent Budget is presented, American servicemen and -women
continue to be placed in harm’s way in Iraq, Afghanistan, and other hostile
areas around the world. Since fighting began in Afghanistan in October
2001 and Iraq in March 2003, more than 3,500 service members have made

the ultimate sacrifice and more than 28,000 have been wounded. These brave soldiers,
sailors, airmen, and marines are only the latest in a long line of men and women who
have unhesitatingly come forward in time of war to confront those who seek to un-
alterably change the world we know and the liberty we cherish. 

It is for these men and women and the millions who came before them that we set out
each year to assess the health of the one federal department whose sole task it is to
care for them and their families. 

The Independent Budget is based on a systematic methodology that takes into ac-
count changes in the size and age of the veteran population, cost-of-living adjust-
ments, federal employee staffing, wages, medical care inflation, construction needs,
the aging health-care infrastructure, trends in health-care utilization, benefit needs, ef-
ficient and effective means of benefits delivery, and estimates of the number of vet-
erans and their spouses who will be laid to rest in our nation’s cemeteries. 

The President has stated that the war on terrorism is likely to be long, with dangers
from unexpected directions and enemies who are creative and flexible in planning
and executing attacks on our citizens and on our friends. 

With this reality ever present in our minds, we must do everything we can to ensure
that the Department of Veterans Affairs has all the tools it needs to meet the chal-
lenges of today and the problems of tomorrow. Our sons, daughters, brothers, sisters,
husbands, and wives who serve in the darkest corners of the world, keeping the forces
of anarchy, hatred, and intolerance at bay, need to know that they will come home
to a people who not only cherish their service, but also honor them with the best
medical care to make them whole, the best vocational rehabilitation to help them
overcome the employment challenges created by injury, and the best claims process-
ing system to deliver education, compensation, and survivors’ benefits in a minimum
amount of time to those most harmed by their service to our nation.

We are proud that The Independent Budget has gained the respect that it has over its
22-year history. The coauthors of this important document—AMVETS, Disabled
American Veterans, Paralyzed Veterans of America, and the Veterans of Foreign Wars
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of the United States—work hard each year to ensure that The Independent Budget is the voice of re-
sponsible advocacy and that our recommendations are based on facts, rigorous analysis, and sound
reasoning. 

We hope that each reader approaches The Independent Budget with an open mind and a clear under-
standing that America’s veterans should not be treated as the refuse of war, but rather as the proud
warriors they are.

Prologue
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vGuiding Principles

Guiding Principles
� Veterans must not have to wait for benefits to which they are entitled. 

� Veterans must be ensured access to high-quality medical care. 

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

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

� Specialized care must remain the focus of the Department of Veterans 
Affairs (VA). 

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

� VA’s mission to conduct medical and prosthetic research in areas of veterans’
special needs is critical to the integrity of the veterans’ health-care system and
to the advancement of American medicine. 

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

The four veterans service organizations which collectively author The Independent Budget (IB) each year
wish to convey our deepest appreciation to Mr. Harley Thomas for his many years of service and dedica-
tion to ensure the accuracy and quality of the information contained in the IB. Harley passed away in Sep-

tember of 2007. He had managed the production of the IB for the previous seven years.

During Harley’s tenure, the IB gained wide recognition and support by members of Congress and the entire vet-
erans community. As a result of Harley’s hard work, more than 50 national organizations have been listed as sup-
porters of the IB each year. Harley’s legacy will forever be a part of The Independent Budget.

Sincerely,

James B. King David W. Gorman
National Executive Director Executive Director
AMVETS Disabled American Veterans

Homer S. Townsend, Jr. Robert E. Wallace
Acting Executive Director Executive Director
Paralyzed Veterans of America Veterans of Foreign Wars

of the United States
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1Summary of Recommendations

A
s The Independent Budget (IB) begins its 22nd year, its four participating authors,
AMVETS, Disabled American Veterans, Paralyzed Veterans of America, and the Vet-
erans of Foreign Wars, are faced with the responsibility and challenge of predicting
the Department of Veterans Affairs (VA) resource requirements for fiscal year (FY)

2009. In addition to making financial recommendations, the IB offers program and service rec-
ommendations to assist veterans based on the real-life experiences of veterans. Today, fewer
and fewer members of Congress are veterans, and the IB authors believe that their core mission,
service to veterans, must be articulated clearly, accurately, and often.

Currently, VA continues to deny approximately 1.6 million veterans access to health care. How-
ever, despite this restriction, its medical care workload is increasing. Thousands more men and
women who have sacrificed themselves in the global war on terrorism are returning home.
These brave men and women are relying on the VA health-care and benefits system to help
them rebuild their lives and become productive members of society. During FY 2009, VA will
be caring for an ever-growing number of new veterans as they transition from active duty in the
U.S. military to civilian status and become veterans. According to VA, in the first six months of
fiscal year 2007, it treated nearly 124,000 new veterans from Operation Enduring Freedom
and Operation Iraqi Freedom. This represents a 29 percent increase over the same time period
in fiscal year 2006. 

Additionally, VA’s general veteran population is aging and has an increasing demand for VA’s
acute medical and long-term-care services. The influx of new veterans entering the VA system
coupled with the increasing demand for medical services by an aging veteran population makes
adequate resource forecasting difficult but more important year after year.

As America’s servicemen and -women continue to be placed in harm’s way in the global war on
terrorism, it is important that their various needs, upon returning home from the battlefield, are
met as expeditiously and as effectively as possible. VA’s health-care and benefits systems are crit-
ical national resources for our nation’s increasing veteran population. Veterans depend on VA for
health care, compensation for disability, housing, education, vocational rehabilitation, and in-
surance benefits they earned serving our country. As the Administration and Congress consider
the financial needs of VA this fiscal year, they should pause to consider how much is at stake.

Year after year, we call on Congress to provide funding necessary to meet the health-care needs
of veterans and to do so in a timely manner. Unfortunately, Congress continues to be unable to
complete the VA appropriation process in time to coincide with the beginning of VA’s new fis-
cal year. Continued Congressional delays in VA funding bolster the IB recommendation to alter
the current process and make VA health care a mandatory rather than a discretionary expense.
Mandatory funding would ensure that the government meets its obligation to provide quality
VA health care to America’s veterans in an efficient and timely manner.

Summaryof 
Recommendations



FY 2008 Appropriation FY 2009 Admin. FY 2009 IB

Veterans Health Administration (VHA)

Medical Services* 29,104,220 34,075,503 34,619,998

Medical Administration* 3,517,000 3,625,762

Medical Facilities 4,100,000 4,661,000 4,576,143

Subtotal Medical Care, Discretionary 36,721,220 38,736,503 42,821,903

Medical Care Collections** 2,414,000 2,467,000
Total, Medical Care Budget Authority**  (including Collections) 39,135,220 41,203,503 42,821,903
Medical and Prosthetic Research 480,000 442,000 555,000

Total, Veterans Health Administration 37,201,220 39,178,503 43,376,903

General Operating Expenses (GOE)

Veterans Benefits Administration 1,327,001 1,371,753 1,693,574

General Administration 277,999 328,114 292,028

Total, General Operating Expenses (GOE) 1,605,000 1,699,867 1,985,602

Departmental Admin. and Misc. Programs

Information Technology 1,966,465 2,442,066 2,164,938

National Cemetery Administration 195,000 180,959 251,975

Office of Inspector General 80,500 76,500 83,158

Total, Dept. Admin. and Misc. Programs 2,241,965 2,699,525 2,500,071

Construction Programs

Construction, Major 1,069,100 581,582 1,275,000

Construction, Minor 630,535 329,418 621,000

Grants for State Extended Care Facilities 165,000 85,000 200,000

Grants for Construction of State Veterans cemeteries 39,500 32,000 42,000

Total, Construction Programs 1,904,135 1,028,000 2,138,000

Other Discretionary 155,572 158,000 160,084

Total, Discretionary Budget Authority 43,107,892 44,763,895 50,160,660

Total, Discretionary Budget Authority (including Medical Collections) 45,521,892 47,230,895 50,160,660
Cost for Category 8 Veterans Denied Enrollment 1,386,482

Total, Budget Authority 51,547,142

*The FY 2009 Administration Request consolidates Medical Services and Medical Administration into one account.
** believes Medical Care Collections should be a supplement to and not a substitute for appropriations.  As such, our FY 2009 Medical Care recommendation
reflects the total funding that we believe is necessary to operate the VA health care system.

VA Accounts FY 2009 (Dollars in Thousands)

Summary of Recommendations

With regard to veterans’ benefits, the IB recognizes a vastly growing crisis that has not been properly addressed in
years past. It is time to take real steps to fix the backlog in claims processing before the system collapses under its
own weight. Continuing to study these problems without developing real solutions serves no other purpose than to
delay the benefits that veterans have earned and deserve. Moreover, a large number of adjudication decisions are in-
correct or have technical or procedural errors, further exacerbating the problem. Veterans’ benefits are part of a
covenant between our nation and its defenders and should never be denied, reduced, or delayed.

The Independent Budget for Fiscal Year 2009 offers comments and recommendations to improve and maintain the
broad array of VA services designed to improve the lives of America’s veterans. These men and women have answered
the call of their country; they have taken an oath to defend and protect America; and they have served our country
with honor and distinction. It is the goal of the IB to ensure that the promises of a grateful nation are upheld.

The recommendations contained in the IB for FY 2009 provide decision-makers with a rational, rigorous, and sound
review of the budget required to support authorized programs for our nation’s veterans. We are proud that more than
50 veterans, military, and medical service organizations have endorsed the 22nd edition of The Independent Budget.

Independent Budget • Fiscal Year 2009 2



Critical Issues

Last year proved to be a difficult year for the ap-
propriations process. The year started with an in-

complete appropriation for FY 2007. Congress
eventually completed the FY 2007 funding bills in Feb-
ruary, placing the Department of Veterans Affairs in a
very difficult position. While the funding levels pro-
vided for FY 2007 were very good, the fact that the bill
was not completed for nearly five months after the start
of that fiscal year is wholly unacceptable. Congress
then followed up that action by providing more than
$1.8 billion in supplemental funding for the VA. 

Unfortunately, the FY 2008 appropriations process did
not go any smoother. As a result of political wrangling
over the federal budget, VA did not receive its appro-
priation until December. The Independent Budget vet-
erans service organizations (IBVSOs) were very
disappointed that VA was forced to endure this situa-
tion for the 13th time in the past 14 years. This was
particularly disappointing in light of the fact that the
Administration guaranteed that the bill would be
signed into law and because the bill was completed be-
fore the start of the fiscal year on October 1. 

The appropriations bill was eventually enacted, but it
included budgetary gimmicks that The Independent
Budget has long opposed. While the maximum appro-
priation available to VA would match or exceed our
recommendations, the vast majority of this increase
was contingent upon the Administration making an
emergency funding request for this additional money.
Fortunately, the Administration recognized the impor-
tance of this critical funding and requested it from
Congress. This emergency request provided VA with
$3.7 billion more than the Administration requested
for FY 2008. 

For FY 2008, the Administration requested $36.6 bil-
lion for veterans’ health care. This included approxi-

mately $2.4 billion for medical care collections. Al-
though this represented another step forward in achiev-
ing adequate funding for VA, it still falls well short of
the recommendations of The Independent Budget. 

The Independent Budget for Fiscal Year 2009 recom-
mends approximately $42.8 billion for total medical
care, an increase of $3.7 billion over the FY 2008 op-
erating budget level established by P.L. 110-161, the
Omnibus Appropriations bill. Our recommendation
reinforces the long-held policy that medical care col-
lections should be a supplement to, not a substitute for,
real dollars. The IBVSOs believe the cost of medical
care services should be provided for entirely through
direct appropriations. In order to develop this recom-
mendation, we used the maximum appropriation
amount included in P.L. 110-161 for VA medical care
and added the projected medical care collections to
that amount to formulate our baseline.

The medical care appropriation includes three separate
accounts—Medical Services, Medical Administration,
and Medical Facilities—that comprise the total VA
health-care funding level. For FY 2009, The Inde-
pendent Budget recommends approximately $34.6 bil-
lion for Medical Services. The IBVSOs’ Medical
Services recommendation includes the following:

The current services estimate was developed by first
adding the estimated collections for FY 2008 to the
Medical Services appropriation for FY 2008. This
amount was then increased by relevant rates of infla-
tion. 

Our increase in patient workload is based on a pro-
jected increase of 120,000 new unique patients—cate-
gory 1–8 veterans and covered nonveterans. We
estimate the cost of these new unique patients to be ap-
proximately $792 million. The increase in patient

CRITICAL ISSUE 1: ADEQUATE FUNDING FOR VA HEALTH-CARE NEEDED

VA must receive adequate funds to meet the ever-increasing
demands of veterans seeking health care.

Key Recommendations 3

Key Independent Budget
Recommendations



�

Critical Issues

workload also includes a projected increase of 85,000
new Operation Enduring Freedom and Operation Iraqi
Freedom (OEF/OIF) veterans at a cost of approxi-
mately $253 million.

The policy initiatives include $325 million for improve-
ment of mental health services and traumatic brain in-
jury care, $250 million for long-term-care services, $325
million for funding the fourth mission, and $100 mil-
lion to support centralized prosthetics funding.

For Medical Administration, The Independent Budget
recommends approximately $3.6 billion. Finally, for
Medical Facilities, The Independent Budget recom-
mends approximately $4.6 billion. This amount in-
cludes an additional $250 million for nonrecurring
maintenance for VA to begin addressing the massive
backlog of infrastructure needs. 

Although The Independent Budget health-care recom-
mendation does not include additional money to pro-
vide for the health-care needs of category 8 veterans
being denied enrollment into the system, we believe that
adequate resources should be provided to overturn this
policy decision. During FY 2008, VA estimated that a
total of more than 1,500,000 category 8 veterans would
have been denied enrollment into the VA health-care
system. Based on projected increase in this population
of veterans over the past five years, The Independent
Budget estimates that more than 1,870,000 will have
been denied enrollment by FY 2009. Assuming a uti-
lization rate of 20 percent, in order to reopen the sys-
tem to these deserving veterans, The Independent
Budget estimates that VA will require approximately
$456 million in order to meet this new demand. We be-
lieve the system should be reopened to these veterans
and that this money should be appropriated in addition
to our Medical Care recommendation. 

We remain concerned that VA continues to face signif-
icant delays in receiving its budget. VA cannot be com-
petitive in the market for health-care professionals if it

does not have the funding necessary to do so or if it
does not receive its appropriation in a timely manner.
When managers do not have a budget for the coming
year, they are unable to plan for new hires of critical
staff. VA is forced to place hiring freezes on its medical
centers nationwide. The hiring freezes have forced in-
dividual medical facilities to assign non-nursing duties
to current nurses. This detracts from immediate bed-
side care and ultimately jeopardizes the health of the
veteran. 

To address the problem of adequate resources provided
in a timely manner, The Independent Budget has pro-
posed that funding for veterans’ health care be re-
moved from the discretionary budget process and
made mandatory. This would not create a new entitle-
ment; rather, it would change the manner of health-
care funding, removing VA from the vagaries of the
appropriations process. Until this proposal becomes
law, however, Congress and the Administration must
ensure that VA is fully funded through the current
process.

The Independent Budget recommendations enable VA
to meet the demands of current veterans and those who
are now being denied care by VA. It ensures that VA is
not faced with the possibility of a shortfall due to
faulty modeling or any other reason. As the number of
new veterans seeking health care continues to grow,
and VA continues to care for veterans of prior conflicts,
we must ensure that VA provides the quality health
care that they have earned with their service and their
sacrifices. 

Recommendation:

Congress and the Administration must provide ade-
quate funding for veterans’ health care in a timely man-
ner to ensure that the Department of Veterans Affairs
can continue to provide the necessary services to all
veterans seeking care.

Independent Budget • Fiscal Year 2009 4



CRITICAL ISSUE 2: CAREFUL CONSIDERATION

OF TASK FORCE AND COMMISSION RECOMMENDATIONS

Careful consideration must be given to the reports released by the Veterans’ Disability Benefits
Commission and the President’s Commission on Care for America’s Returning Wounded Warriors

to ensure that meaningful reforms are made to the VA benefits and health-care systems. 

Critical Issues

Key Recommendations 5

With hundreds of individual recommendations from
various task force and commission reports that

have been released, The Independent Budget veterans
service organizations (IBVSOs) urge careful and delib-
erate consideration and study of these important rec-
ommendations to ensure that the transition, health-care,
and benefits delivery systems are transformed to better
serve service members and veterans well into the future. 

Almost seven years after terrorists attacked us on Amer-
ican soil we remain deeply embroiled in armed conflict
in both Iraq and Afghanistan. More than 3,800 men
and women have been killed and more than 28,000
wounded. Another 29,000 were treated for diseases and
injuries not arising from combat—disabilities so debil-
itating that they required evacuation from the region in
order to receive appropriate medical treatment.1 There
is no accounting for the thousands of other servicemen
and servicewomen who were treated and returned to
duty in that troubled region of the world. 

Thousands of soldiers, marines, sailors, and airmen
have returned home with catastrophic injuries. It was
the problems in obtaining treatment, proper housing,
and adequate benefits and services, as well as basic help
in the transition from military service to civilian life,
that caught the nation’s attention earlier this year. Most
disturbing were the problems that came to light in
2007. While perhaps exacerbated by the current con-
flicts, these problems have existed to some extent for
decades. The Presidents Commission on Care for Amer-
ica’s Returning Wounded Warriors (PCCWW), created
in March 2007 and reporting four months later, exam-
ined how the armed services treat those with serious in-
juries and help them through discharge from service and
transfer to the Department of Veterans Affairs. 

The other major report focused more on the totality of
the system. In 2004, Congress enacted legislation creat-
ing the Veterans Disability Benefits Commission (VDBC):

…to carry out a study of the benefits under the
laws of the United States that are provided to
compensate and assist veterans and their sur-
vivors for disabilities and deaths attributable to

military service, and to produce a report on the
study. 

During the 28 public sessions spanning 55 days of pub-
lic hearings, it became apparent that commissioners
were willing to work hard to learn about compensation
benefits: what they are, how the program evolved to
where it is today, and what problems exist. Further, the
IBVSOs were gratified to note that the commissioners
were willing to reconsider their opinions as facts were
brought to light by the Center for Naval Analyses and
the Institute of Medicine. We watched extensive fact
gathering and more extensive debates on issues that
were critical to the establishment of a foundation for
later decisions. 

On October 3 the VDBC released its final report. Of
the commission’s 114 recommendations, 83 percent
deal with compensation benefits or factors related to
compensation benefits. Even when the commission
made recommendations concerning transition issues, it
was clear that most of them dealt with ensuring that VA
receives the information it needs as soon as possible to
process veterans’ claims. 

The PCCWW, on the other hand, was created in March
2007 and delivered its report less than four-and-a-half
months later. It produced 24 recommendations; 8 of the
24 recommendations were focused on discarding the cur-
rent compensation program and substituting a new pro-
gram requiring, most notably, a new rating schedule, new
rates for disability benefits, and new theories about which
injuries and conditions would qualify as service con-
nected and how long compensation payments would
continue. 

Both reports discussed transition issues extensively. We
are generally supportive of those recommendations
from both commissions. We urge Congress to carefully
consider the recommendations of these commissions on
these issues, especially with respect to how they overlap.
We do, however, have a few concerns with the recom-
mendations included in the original PCCWW report,
and understand that there are efforts to address these
concerns through draft legislation. 



Critical Issues

• Creation of individual recovery plans and the
development of a cadre of recovery coordina-
tors. This is a step that we believe should al-
ready be occurring as part of the entire care
and rehabilitation process. However, we
strongly oppose the use of the Public Health
Service (PHS) as an overseeing entity, as it will
only create additional bureaucracy. Further-
more, we think it is unreasonable to expect co-
ordinators with little or no expertise in
Department of Defense and VA matters to be
managed by the PHS. In addition, because of
the far-ranging array of services required and
the multiple agencies and locations involved,
we also question if one-on-one coordination is
truly feasible. 

• We believe that services for severely disabled
service members should be available to all dis-
abled service members regardless of where their
disabilities were acquired. A soldier paralyzed
from the neck down from an accident in Ger-
many or Korea is no less deserving of these serv-
ices than is someone who was paralyzed by an
improvised explosive device in Iraq. 

• On the expansion of the Family and Medical
Leave Act (FMLA), we believe that TRICARE,
caregiver training, and expanded coverage
under the FMLA should be available to all seri-
ously disabled service members and not just Op-
eration Enduring Freedom and Operation Iraqi
Freedom (OEF/OIF) service members.

The report recommended improvements in VA’s ability
to provide psychological care for returning veterans of
OEF/OIF who are suffering from adjustment disorders,
depression, and from post-traumatic stress disorder
(PTSD). We applaud that recommendation. The IBVSOs
have consistently supported higher levels of resource in-
vestment in all of VA’s mental health programs, including
its Readjustment Counseling Service (Vet Centers). We
have recently learned that Vet Centers are shouldering
the burden for bereavement counseling for survivors of
service members killed in action in Iraq and Afghanistan
and are reaching out to service personnel and veterans
repatriating from duty in Iraq and Afghanistan who may
be in need of Vet Center counseling and other services.

With respect to the changes suggested to the veterans
disability compensation system by both reports, we are
generally supportive of the VDBC but generally op-
posed to many of the changes suggested by the
PCCWW. While there are a few ideas presented by the

PCCWW that may have merit, the discussion below de-
scribes those that are most objectionable. 

• Bifurcated System – The PCCWW recom-
mends the creation of a bifurcated system of
compensation for service-connected disabili-
ties, one for combat-injured veterans and one
for all others. Under its proposal, combat-in-
jured veterans would be eligible for quality-of-
life payments, while those not injured in
combat would be denied. This means the par-
alyzed veterans mentioned earlier in this exec-
utive summary would receive substantially
disparate compensation even though their
quality of life would be the same. 

• Delay of compensation – The PCCWW would
delay compensation benefits for a minimum of
three months and possibly for years while the
veteran receives “transition” payments. It is the
view of the IBVSOs that it is for Congress to de-
cide whether newly discharged veterans should
be granted a transition benefit for a short period
following service. Because the transition benefit
is not based on disability but would be, in fact,
available to all new veterans, it should not re-
place compensation paid for disability incurred
or aggravated by military service. If Congress
agrees that vocational rehabilitation rates are too
low and therefore discourage veterans from re-
maining in vocational rehabilitation, it should
raise those rates to appropriate levels. 

• Average impairment of earnings capacity – In its
report, the PCCWW states: “Congress has di-
rected that the VA disability compensation sys-
tem should replace lost civilian earnings.”2 What
the law actually says is: “The ratings shall be
based, as far as practicable, upon the average
impairments of earning capacity resulting from
such injuries in civil occupations.”3

The seemingly subtle difference between “earnings” and
“average impairment of earning capacity” is significant.
We recommend reviewing the discussion in the VDBC
report on this topic. We can say, however, that this focus
on earnings rather than average impairment of earning
capacity opens the door for some of the potentially
harmful recommendations by the PCCWW discussed
below. What the PCCWW recommends is nothing short
of throwing out a compensation program designed, re-
fined, and tested more than 70 years to compensate dis-
abled veterans based on the average impairment of
earnings capacity for one based solely on loss of earn-
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Critical Issues

ings. This, in turn, opens the door for means testing, tax-
ing, and curtailing compensation.

• Means testing compensation – The PCCWW
would substitute a payment scheme that is
means tested in place of the current compensa-
tion program. This results in a situation where
veterans with identical disabilities receive differ-
ing benefits or, in some cases, no compensation
at all. The commission suggests that the DOD
disability annuity payment as well as the quality
of life payment would continue for life. How-
ever, only about 10 percent of all veterans (those
discharged through the DES) would receive the
annuity. While not all veterans have service-con-
nected disabilities for which they receive com-
pensation, a significant percentage of those
receiving compensation today would not be eli-
gible for the annuity. 

Further, because the PCCWW proposes that only 
combat-injured veterans would be potentially eligible for
quality-of-life payments, noncombat-injured veterans,
no longer eligible for compensation because of means
testing, would receive nothing at all. 

• Taxing compensation – The PCCWW would tax
disability compensation payments to veterans.
In a word, we find this proposal to be outra-
geous. We are speaking of men and women who
not only sacrificed their time and energy in de-
fense of our nation but who continue to suffer
from the residuals of injury or disease incurred
during that service. Under this proposal, veter-
ans would be taxed to marginally mitigate a re-
duction of their benefits when they can no
longer work. 

• Retirement – The PCCWW proposes the termi-
nation of compensation benefits at “retirement”
to be followed by Social Security. Recently, an
article in The Washington Post showed more
people are working past “retirement” than ever
before. Further, a Center for Naval Analyses
study conducted for the VDBC shows that cur-
rent compensation rates generally replace lost
earnings if paid over a lifetime. If the PCCWW
recommendation is adopted, veterans will not
have earnings replaced by compensation prior
to “retirement” unless compensation rates are
substantially increased. 

• Abuse of reexamination process – The PCCWW

recommends that veterans be recalled for exam-
ination every three years throughout their life-
time to determine whether their disability has
worsened or improved. VA already has the au-
thority to reexamine veterans whose disabilities
could improve. This authority has existed for
many decades. Further, this proposal is a trans-
parent attempt not only to identify those indi-
viduals whose disabilities may improve over
time but also to harass those veterans whose dis-
abilities are static. And because failure to report
for an examination is a basis for terminating
compensation, this practice, if adopted, could
result in the termination of benefits to many vet-
erans especially because they don’t always no-
tify VA when they move. 

For these reasons and others, we strenuously object to the
proposals by the PCCWW to throw out the current com-
pensation program and put in its place a program that
will be harmful to the vast number of men and women
who have served our nation, and who are fighting even
now in Iraq and Afghanistan. Further, it would require
VA to adjudicate cases under two separate systems. 

The Veterans Disability Benefits Commission has ex-
haustively examined the current compensation program,
affirmed its strengths, and pushed forward many
thoughtful and constructive recommendations for evolv-
ing it into a mechanism to better serve America’s new
generation of veterans. Their approach is to retain the
best parts of the disability compensation program and
create a process for measured and deliberate reform and
improvement. We urge Congress to carefully consider
their recommendations. 

Recommendations: 

Congress should maintain its current policy of provid-
ing veterans with identical disabilities equal compensa-
tion and other benefits. Specifically, benefits should be
uniformly based on severity of service-connected dis-
ability without regard to the circumstances of the dis-
ability, e.g., wartime versus peacetime, training, or
geographic location. 

Congress should adopt the recommendations on transi-
tion of seriously injured service members, regardless of
where or how the serious injury was incurred, so that
their movement from military service to civilian life can

Key Recommendations 7
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CRITICAL ISSUE 3: CHALLENGE OF CARING

FOR OUR NEWEST GENERATION OF WAR VETERANS:
The DOD and VA face unprecedented challenges in meeting the needs of a new generation

of disabled veterans, who suffer from devastating injuries that are both visible
and invisible but that are the inevitable cost of war.

Critical Issues

The Departments of Defense and Veterans Affairs
share a unique obligation to meet the health-care

and rehabilitative needs of veterans who have been
wounded during military service or who may be suf-
fering from severe readjustment difficulties as a result
of combat deployments. Military deployments in Iraq
and Afghanistan are among the most demanding since
the Vietnam War four decades ago. As of December
2007, the DOD had reported 28,661 service members
wounded in action in Iraq, and, as of December 1,
2007, 1,821 had been wounded in Afghanistan.

4
Mil-

itary medicine has advanced to levels of excellence that
results in saving almost all soldiers and marines who
are being injured today. In fact, for each service mem-
ber fatality, seven service members survive injured—a
survival rate nearly three times that of deaths to injuries
in Vietnam and Korea (2.6 and 2.8, respectively).

5

However, for many returning service members, their
wounds are grievous, and their needs are great. 

These deployments are also causing heavy casualties in
what are considered the “invisible” wounds of war:
post-traumatic stress disorder (PTSD), depression, sub-
stance abuse problems, suicide, marital strife, and a
number of other social and emotional consequences for
those who have served. The DOD, VA, and Congress
must remain vigilant to ensure that federal programs
aimed at meeting the extraordinary needs of these se-
verely disabled veterans are sufficiently funded and

adapted to meet them, while continuing to address the
chronic health maintenance needs of older veterans
who served and were injured in earlier military con-
flicts, including World War II, Korea, Vietnam, and the
Persian Gulf War. Also, Congress must remain apprised
about how VA spends the significant new funds that
have been added and earmarked specifically for the
purpose of meeting postdeployment mental health care
and physical rehabilitation needs of veterans who
served in Operations Enduring and Iraqi Freedom
(OEF/OIF). 

Polytrauma

According to the July 2007 Report of the President’s
Commission on Care for America’s Returning War-
riors, as a result of the conflicts in Iraq and
Afghanistan, more than 3,000 veterans have been seri-
ously wounded—many with multiple injuries, includ-
ing traumatic brain injury (TBI), amputations, serious
burns, spinal cord injury (SCI), and blindness. VA has
termed care for these multiple and serious injuries as
“polytrauma” care. Veterans with injuries to more than
one physical region or organ system generally require
extensive rehabilitation and lifelong personal and clin-
ical support, including neurological, medical, and psy-
chiatric services, as well as physical, psychosocial,
occupational, and vocational therapies. VA has estab-
lished four polytrauma centers colocated with lead cen-

be affected with minimum additional hardship on both
themselves and their families. 

Congress should create a transition benefit totally sepa-
rate from VA’s disability compensation program to bet-
ter ease the movement of all discharging service
members into civilian life. 

The Veterans Disability Benefits Commission has laid
out a plan for the timely but measured evolution of

major components of the VA’s disability compensation
program. Congress should thoughtfully examine each
proposal before mandating change since the current
compensation program, while in need of some updat-
ing, is basically sound and fair. 

1 http://icasualties.org/oif/; October 12, 2007.

2 PCCWW Report, p. 109. 

3 38 U.S.C. § 1155. 

�



9Key Recommendations

ters for TBI in Tampa, Richmond, Palo Alto, and Min-
neapolis. In fall 2007,  VA announced that San Anto-
nio will also provide specialized polytrauma care. Each
of VA’s networks has established a lead center for fol-
low-up care of polytrauma and TBI patients referred
from the four lead centers or directly from military
treatment facilities. The goal of the polytrauma reha-
bilitation centers is to offer a comprehensive, interdis-
ciplinary approach to meeting the goals of an
individualized treatment plan to return each injured
veteran to optimal functioning. 

Just as other “special emphasis” rehabilitation pro-
grams (spinal cord injury, blind rehabilitation, and am-
putation care programs, for example) continue to
evolve from meeting the “acute” needs of the newly in-
jured, VA’s new polytrauma centers must ensure that
they offer continuous follow-up care to meet the life-
time care needs of the seriously injured veterans. For
many of these grievously injured veterans, this will in-
volve supporting daily living skills (such as eating, toi-
leting, and transferring) and independent daily living
skills (e.g., personal finances, cooking, and homemak-
ing). It may also involve finding the least restrictive
age-appropriate institutional care settings or providing
support to family caregivers (usually parents and
spouses), particularly as these caregivers age. Ideally,
these young veterans should return home with appro-
priate support, but if their needs are too great, VA must
explore congregate living arrangements that allow se-
riously wounded veterans to reside with younger vet-
erans like themselves. We do not believe nursing homes
for the frail and elderly are the most optimal care set-
tings for this younger population of veterans. 

The Independent Budget veterans service organizations
(IBVSOs) plan to carefully monitor the creation and
evolution of these special programs to ensure that they
continue to meet the needs of this vulnerable popula-
tion of veterans throughout their lifetimes.

Traumatic Brain Injury 

TBI, SCI, and other serious injuries account for almost
20 percent of the combat casualties sustained by U.S.
soldiers and marines in OEF/OIF.

6
Explosive blast pres-

sure waves from improvised explosive devices (IEDs)
violently shake or compress the brain within the closed
skull and cause devastating and often permanent dam-
age to brain tissues. There has been universal recogni-
tion that veterans with severe TBI will need a lifetime
of intensive services to care for their injuries. However,

the IBVSOs are concerned that, at all levels, develop-
ment of programs to address the needs of veterans with
mild, subclinical TBI have not been fully developed or
implemented. 

DOD and VA experts note that TBI can also be caused
without any apparent physical injuries if a person is in
the vicinity of these IED detonations. Veterans suffer-
ing from this milder form of TBI may not be readily
detected; however, symptoms can include chronic
headaches, irritability, disinhibition, sleep disorders,
confusion, executive functioning and memory prob-
lems, and depression, among other symptoms. With
tens of thousands of IED detonations now recorded in
Iraq alone, it is believed that many OEF/OIF service
members have suffered mild, but pathologically signif-
icant, brain injuries (including multiple concussions)
that have gone undiagnosed and largely untreated thus
far.

7
TBI and its associated symptoms may be detected

later only if proper screening is conducted. 

The IBVSOs are concerned about emerging literature
that strongly suggests that even mildly injured TBI pa-
tients may have long-term mental and physical health
consequences. According to DOD and VA mental
health experts, mild TBI can produce behavioral man-
ifestations that mimic PTSD or other conditions. And
TBI and PTSD can be coexisting conditions. Much is
still unknown about the long-term impact of these in-
juries and the best treatment models to address mild-
to-moderate TBI. We believe VA should conduct more
research into the long-term consequences of brain in-
jury and development of best practices in its treatment;
however, we suggest that any studies undertaken in-
clude older veterans of past military conflicts who may
have suffered similar injuries that thus far have gone
undetected, undiagnosed or misdiagnosed, and un-
treated. Their medical and social histories could be of
enormous value to VA researchers interested in the
likely long-term progression of these new injuries. Like-
wise, such knowledge of historic experience could help
both the DOD and VA better understand the policies
needed to improve screening, diagnosis, and treatment
of mild TBI in combat veterans of the future. 

Individuals suffering from mild brain injury often pres-
ent complex, difficult-to-assess complaints and condi-
tions that can masquerade as other diagnoses. This
complexity requires an integrated, personalized recov-
ery plan coordinated by a cadre of specialists with ex-
pertise in TBI to diagnose and manage their medical,
psychological, and psychosocial needs. 

Critical Issues
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Although VA has initiated new programs and services
to address the needs of severe TBI patients, gaps in
services still exist. The VA’s Office of the Inspector Gen-
eral (OIG) issued a report July 12, 2006, titled “Health
Status of and Services for Operation Enduring Free-
dom/Operation Iraqi Freedom Veterans after Trau-
matic Brain Injury Rehabilitation.” The report assessed
health care and other services provided for veterans
and active duty patients with TBI, and then examined
their status approximately one year following comple-
tion of rehabilitation. 

The report found that better coordination of care be-
tween DOD and VA health-care services was needed
to enable veterans to make a smooth transition. Ac-
cording to the report, the goal of achieving optimal
function in each individual requires further inter-
agency agreements and coordination between the DOD
and VA. The IBVSOs believe the true measure of suc-
cess will be the extent to which those most severely in-
jured veterans are eventually able to recover, reenter their
communities, or at minimum, achieve stability of func-
tion at home or in the least restrictive, age-appropriate
continuing care facilities provided by VA to meet their
needs and preferences. Until those results become clear,
we will continue to consider this program as a work in
progress. 

Additionally, the IBVSOs remain concerned about
whether VA has addressed the long-term emotional and
behavioral problems that are often associated with
TBI, and the devastating impact on both the veteran
and his or her family. As noted in the July 2006 OIG
report, “these problems exact a huge toll on patients,
family members, and health care providers.” The fol-
lowing excerpt from the report is especially telling: 

In the case of mild TBI, the [veteran’s] denial of
problems which can accompany damage to
certain areas of the brain often leads to diffi-
culties receiving services. With more severe in-
juries, the extreme family burden can lead to
family disintegration and loss of this major re-
source for patients.

The OIG conducted interviews with 52 patients to as-
sess four areas of concern: general well-being, func-
tional status, social adjustment and behavior, and
access to health-care services. There were several key
issues identified by patients and families that the IBV-
SOs believe warrant action by VA and continued over-
sight by Congress: 

• Patients and families highlighted the impor-
tance of case managers in facilitating care but
reported significant variances in the effective-
ness of currently assigned case managers, rat-
ing them from “outstanding” to “poor.” 

• Access to care due to distance from a VA facil-
ity was perceived as a barrier for patients living
in remote areas. 

• There were significant problems with discharge
planning in some cases, with gaps in follow-
up care. 

• Working spouses feared they would lose their
jobs due to the demands of caring for their
loved ones. 

• Spouses and parents reported feeling isolated
and suggested the need for a support network. 

• Some families received psychological support
they needed while others reported they had
not. 

• Many families reported difficulty with behav-
ioral problems, including memory loss, dis-
ruptive acts, depression, and substance abuse—
common problems associated with TBI. They
also reported issues with anger, community
reintegration, and socialization. 

The OIG recommendations included improving case
management for TBI patients to ensure lifelong coor-
dination of care; improving collaborative policies be-
tween the DOD and VA; starting new initiatives to
support families caring for TBI patients, including pro-
viding access to VA or contract caregivers; and recom-
mending that rehabilitation for TBI patients be
initiated by the DOD when clinically indicated. We
fully concur with the OIG’s recommendations and rec-
ognize that supporting these patients for a lifetime of
care and service will be a continuing challenge for VA. 

VA now requires a case manager be assigned to each
OEF/OIF veteran enrolled in VA health care. The case
manager’s duty is to communicate and coordinate all
VA benefits and services. Also, VA has created liaison
and social work positions in DOD facilities to assist
injured service members with their transitions to vet-
eran status and to provide advice and assistance to
them and their families in accessing VA services. The
IBVSOs commend VA for its efforts to improve the
knowledge and skills of VA clinicians through educa-
tional initiatives defining the unique experience and
needs of this newest generation of combat veterans. We
also acknowledge VA’s dedication and commitment to
meeting the needs of veterans with TBI through high-
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quality services at its polytrauma-TBI lead centers, for
ongoing research into this debilitating injury, and for
establishing effective services with academic and mili-
tary affiliates to fill gaps in service when and where
they are found. However, we are concerned about
media reports from veteran patients with TBI and their
family members who claim that VA TBI care is not up
to par in certain locations, prompting them to seek re-
habilitation services from private facilities. VA must
ensure that its TBI network provides excellent care to
all veterans irrespective of their degree of impairment. 

VHA’s current continuing education programs should
be enhanced to ensure that all VA providers are knowl-
edgeable about the spectrum of clinical presentation
and treatment of veterans with combat-related TBI.
The IBVSOs encourage VA to periodically evaluate and
update this program as necessary.

We encourage VA and Congress to ensure that severely
wounded TBI veterans are receiving the best treatment
and rehabilitation care available and that the needs of
their family caregivers be met with innovative and ef-
fective programs. 

Mental Health

Current research highlights that OEF/OIF combat vet-
erans are at higher risk for PTSD and other mental
health problems as a result of their military experi-
ences. The most recent research indicates that 25 per-
cent of OEF/OIF veterans seen at VA have received
mental health diagnoses.

8

VA reports that OEF/OIF veterans have sought care for
a wide array of possible comorbid medical and psy-
chological conditions, including adjustment disorder,
anxiety, depression, PTSD, and the effects of substance
abuse. Through January 2008, VA reported that of the
299,585 separated OEF/OIF veterans who have sought
VA health care since fiscal year 2002, a total of
120,049 unique patients had received a diagnosis of a
possible mental health disorder. Almost 60,000 en-
rolled OEF/OIF veterans had a probable diagnosis of
PTSD, almost 40,000 OEF/OIF veterans have been di-
agnosed with depression, and more than 48,000 re-
ported nondependent abuse of drugs.

9

The DOD has made a concerted effort to conduct men-
tal health screening of military service members who
served in Iraq and Afghanistan; however, the IBVSOs
believe improvements in the screening and evaluation

process are needed. The DOD Post Deployment Health
Assessment (PDHA) is administered immediately upon
redeployment from the combat theater. A recent report
of PDHA screening results from those who served in
Iraq demonstrated that 38 percent of active duty soldiers
and 31 percent of active duty marines acknowledged a
psychosocial problem. The positive screening rates for
reservists were even higher, at 46 percent and 50 percent
for Army reserve and National Guard members, respec-
tively, and 44 percent for Marine Corps reserve mem-
bers.

10 
In March 2007, a DOD study of more than 1,700

soldiers and marines in deployment in Iraq found that 20
percent of soldiers and 15 percent of marines screened
positive for a mental health problem. These rates rose
to 30 percent among those exposed to the highest levels
of combat. Screening rates were also positively corre-
lated with repeated and longer duration deployments
(e.g., rates for multiple deployments were 27 percent,
versus 17 percent for one-time deployments).

11
In No-

vember 2007, these findings were further amplified by
publication of a longitudinal assessment of mental health
problems of 88,235 U.S. Army personnel who served in
Iraq. The published study demonstrated a large and
growing burden of mental health and substance abuse
concerns. Soldiers reported more mental health prob-
lems and were referred at higher rates for mental health
care on the Post Deployment Health Reassessment
(PDHRA) when they were screened approximately six
months after completing deployment. Clinicians identi-
fied 20 percent of active duty and 42 percent of Army re-
servists as requiring mental health care. In addition,
soldiers reported a fourfold increase in interpersonal
conflict on the delayed PDHRA compared to immediate
PDHA screenings. Of great concern to the IBVSOs is the
high rate of alcohol issues reported by soldiers but the
virtual absence of referral to treatment programs as a
result of these screening programs.

12

Outreach

While VA has taken some steps to improve outreach to
veterans, such as hiring additional outreach coordina-
tors for OEF/OIF and announcing plans to open 25 new
Vet Centers, it must continue to proactively identify this
population’s unmet needs for post-deployment mental
health services. In addition to conducting debriefings
done as troops demobilize from deployments, VA must
initiate an aggressive outreach campaign to inform vet-
erans and their families of risk factors for mental health
problems and programs available to meet veterans’
needs. In our view, this would involve modernizing the
VA website, developing listservs to communicate with
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veterans through email, electronic bulletin boards, spon-
sored “chat rooms,” and other innovative means of
communicating to the “.com” generation in addition to
such traditional methods as telephone calls and letters. 

Stigma

There are currently no comprehensive data collected from
returned OEF/OIF veterans on their personal perceptions
of barriers to care. However, one of the most serious hur-
dles Iraq and Afghanistan veterans face in getting mental
health care is the stigma associated with mental health
problems. More than 50 percent of soldiers and marines
in Iraq who test positive for a mental health problem are
concerned that they will be seen as weak by their fellow
service members, and almost one in three of these troops
worries about the effect of a mental health diagnosis on
their career.

13
To help reduce stigma associated with seek-

ing mental health services, the DOD should develop a
screening tool to assess cognition, psychological func-
tioning, and overall psychological readiness for every ac-
tive duty service member, reservist, and National Guard
member as part of a routine annual primary care exami-
nation. VA has already adopted a screening tool that is
part of its primary care preventive health assessment
process. In both settings, mental health–trained providers
should be accessible to interpret responses and mental
health professionals should be immediately available to
receive appropriate referrals.

14

The DOD has acknowledged its need to incorporate
some of the recommendations of its Task Force on Men-
tal Health, including conducting appropriate screenings
in private environments, identifying options for screen-
ing active duty, reservists, and guardsmen annually and
ensuring that its mental health assessment tools are valid
and reliable. In November 2007, it planned to begin
using mental health visits for predeployment health as-
sessments at one large installation in each branch of
service as a three-year pilot project. The IBVSOs will
continue to monitor progress of this initiative.

Substance Abuse Challenges

As demonstrated in the aforementioned longitudinal
PDHRA screening study, abuse of alcohol and other
substances is a major and potentially growing health
problem for OEF/OIF veterans. The IBVSOs are con-
cerned that even when soldiers report alcohol issues,
few are referred to the DOD or VA providers (0.2%)
and only a small fraction of those referred were seen
for treatment in less than 90 days.

15

With respect to mental health and substance abuse
treatment, both the VA and DOD systems seem over-
burdened and understaffed. Over the past decade VA
has drastically reduced its substance abuse treatment
and related rehabilitation services, and has made little
progress in restoring them—even in the face of in-
creased demand from veterans returning from
OEF/OIF. There are multiple consistent indications that
the misuse of substances will continue to be a signifi-
cant problem for OEF/OIF service members and vet-
erans. In a recent study, VA New Jersey-based
researchers examined substance abuse and mental
health problems in returning veterans of the war in
Iraq. Researchers noted that although increasing at-
tention is being paid to combat stress disorders in vet-
erans, there has been little systemic focus on substance
abuse problems in this population. In the group stud-
ied (292 New Jersey National Guard members who
had returned from Iraq within 12 months), there was
a 39.4 percent prevalence of a substance abuse 
problem; 37.1 percent reported problem drinking; and
a 21.2 percent prevalence of alcohol abuse or depend-
ence. Highlights of the study indicated that nearly 47
percent of veterans studied had reported a mental
health and/or substance abuse problem. Substance
abuse problems were found to be higher among veter-
ans with other mental health problems; access to treat-
ment both during and after deployment was especially
low for those needing substance abuse treatment
(among veterans with dual disorders, 41 percent 
received mental health treatment, but only 9 percent
received treatment for substance abuse). Similarly, 
a study of returning Maine National Guard members
found substance abuse problems in 24 percent of the
troops surveyed.

16
In the most recent DOD anonymous

“Survey of Health Related Behaviors Among Active
Duty Personnel” 23 percent of respondents acknowl-
edged a significant alcohol problem.

17

Both VA and DOD current evidence-based treatment
guidelines for substance-use disorders document the
substantial research supporting the effectiveness of a
variety of treatments. VA must continue to educate its
primary care providers about guidelines, including the
detection of substance-use disorders, to ensure that
problems are identified and treated early. In addition,
substance use—common as a secondary diagnosis
among newly injured veterans and others with chronic
long-term-care illness or injury—can often be over-
shadowed by acute care needs that are seemingly more
compelling. Untreated substance abuse often results in
health consequences for the veteran, including a marked
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increase in medical expenditures and additional stresses
on families as a result of loss of employment and legal
fees. We urge VA and the DOD to continue research
into this critical area and to identify the best treatment
strategies to address substance abuse and other mental
health and readjustment issues collectively. 

We urge VA to provide a full continuum of care for
substance-use disorders, including more consistent,
universal periodic screening of OEF/OIF combat vet-
erans in all its health-care facilities and programs—
especially primary care. Outpatient counseling 
and pharmacotherapy should be available at all larger
VA community-based outpatient clinics, and short-term
outpatient counseling, including motivational inter-
ventions, intensive outpatient treatment, residential
care for those most severely disabled, detoxification
services, ongoing aftercare and relapse prevention, self-
help groups, opiate substitution therapies, and newer
drugs to reduce craving, should be included in VA’s
overall program for substance abuse and prevention. 

Suicide—A Special Concern

According to the recent report of the DOD task force
on the mental health of the active duty force, suicide
rates have risen among OEF/OIF active duty mem-
bers.

18
The task force reported that alcohol abuse con-

tributed in 65 percent of the instances of suicidal
behavior in military service members. Depression, mar-
ital, and relationship difficulties were seen as additional
key contributors to suicidal ideology. Recognizing the
risk, the DOD is now reinforcing its suicide prevention
efforts, and VA is deploying resources specifically tar-
geting suicidal behavior among returning veterans, in-
cluding linkage to the National Suicide Prevention
Hotline, 800-273-TALK, sponsored by the Substance
Abuse and Mental Health Services Administration of
the Department of Health and Human Services. Ready
access to robust mental health and substance abuse
treatment programs, including prevention, stigma re-
duction, screening, and early intervention, are critical
components of any effective suicide prevention effort. 

VA’s Specialized PTSD Programs 

Without question, the VHA has the most comprehen-
sive mental health programs in the nation to treat veter-
ans with readjustment problems stemming from military
combat, including combat stress, and acute and chronic
PTSD. The VHA employs a cadre of highly skilled, ded-
icated clinicians and researchers who specialize in and

are dedicated to helping veterans deal with the unique
mental health challenges they face as they return to civil-
ian life from a military combat deployment. 

VA operates a network of more than 190 specialized
PTSD outpatient treatment programs throughout its sys-
tem of care, including specialized PTSD clinical teams
and/or a PTSD specialist at each VA medical center. The
VA Readjustment Counseling Service (RCS) currently
provides counseling and readjustment services to veter-
ans at 209 Vet Centers located throughout the nation.
Additionally, the RCS plans to expand the number of
Vet Centers to 232 over the next two years. Vet Centers
provided more than 1 million visits to more than
228,000 unique combat veterans from all service eras in
FY 2006 and saw 101,000 other veterans through out-
reach efforts. Since 2004, only 133 new staff members
have been added to the nationwide Vet Center program,
bringing its total staffing to 1,126. While VA has an-
nounced plans to increase the number of Vet Centers in
the near future, the IBVSOs believe that currently oper-
ating centers must also bolster their staffing levels to en-
sure that all the centers can meet the rapidly expanding
caseload—which now includes not only traditional
counseling but outreach, much-needed bereavement
counseling for families of active duty service personnel
killed in action in Iraq and Afghanistan, and counseling
for victims of military sexual trauma with PTSD. 

In 1989, VA established the National Center for Post-
Traumatic Stress Disorder as a focal point to promote re-
search into the causes and diagnosis of this disorder, to
train health-care and related personnel in diagnosis and
treatment, and to serve as an information clearinghouse
for professionals. The center offers guidance on the ef-
fects of PTSD on family and work, and notes treatment
modalities and common therapies used to treat the con-
dition. Even though VA has led in researching efficacious
and best practices for the care of patients with PTSD and
substance abuse disorders, these findings have not been
adequately disseminated across the system, and are thus
unavailable to many of the veterans who most need this
state-of-the-art care. Such dissemination is a daunting
task, but the need is now and early intervention is critical.
We urge VA to redouble its efforts to incorporate these
best practices into all clinical care programs for PTSD. 

Services and Training for Families

We strongly believe that VA and the DOD must embrace
new models of support for this generation of combat vet-
erans. Family counseling support services that are needed

Critical Issues



by recently returning OEF/OIF veterans are only avail-
able on a limited basis in VA despite increasing need for
such services. For example, in the most recent survey of
soldiers and marines in Iraq, which included a large
number of reservists, 20 percent of soldiers and 13 per-
cent of marines indicated that they were planning a di-
vorce—double the rate found just two years ago.

19
In a

recent anonymous survey of Maine National Guard
members, after repatriation from deployments, 36 per-
cent acknowledged relationship problems with a spouse
and/or children.

20 
Yet few VA medical centers or VA

community-based outpatient clinics provide any mari-
tal and family counseling.

Families provide the most basic support network for
returning veterans. Spouses, not veterans, are usually
the first to identify readjustment issues, and they are
usually the best advocates for shepherding the veteran
into professional care. Unfortunately, the conflict in
Iraq has put a tremendous strain on military marriages,
and the strain has been increasing over time.

21
There

has been a significant spike in divorce rates since the
start of the conflict in Iraq.

22
New studies suggest that

deployments have also led to a dramatic increase in the
rates of child abuse in military families.

23
VA and the

DOD must begin to shore up military families by pro-
viding training to family members on what to expect
with a returning veteran and tools for caring for these
veterans when they display readjustment symptoms.

Cultural Competency Training 
for All Mental Health Providers

The IBVSOs believe that VA delivers the best post-
deployment mental health-care services available; how-
ever, we realize that VA services are not accessible or
available in every community. Training mental health
professionals in best practices, then, is critical to ensuring
quality care for all veterans. VA should be actively shar-
ing these best-practice principles throughout the country
to help provide an increased national level of cultural
competency. VA has a unique resource—the National
Center on PTSD—at its disposal, which can assist it in
disseminating information about the needs of veterans
and their families to the general medical community. VA
should approach mental health advocates, professional
societies, and mental health associations to offer assis-
tance in educating their members about post-deployment
mental health needs. VA should consider all available
channels to ensure that civilian mental health providers
are providing culturally competent care to veterans with
PTSD or other combat-related readjustment issues.

Because of increased roles of women in the military
and their exposure to combat in OEF/OIF theaters, as
well as the potential for them to carry the dual burden
of combat exposure and sexual assault, we encourage
VA to continue to address, through its treatment pro-
grams and research initiatives, the unique needs of
women veterans in treatment of combat-related PTSD
and military sexual trauma. 

Summary

Emerging evidence suggests that the health-care burden
for OEF/OIF veterans will be heavy. Utilization rates for
health-care and mental health services predict an in-
creasing requirement for such services in the future. The
evidence suggests that the current wars are presenting
new challenges to the DOD and VA health-care systems.
The devastating effects of polytrauma, PTSD, TBI, blind-
ness, limb loss, burns, sexual assault, and other injuries
with mental health consequences that are not so easily
recognizable can lead to serious health catastrophes, in-
cluding occupational and social disruption, personal dis-
tress, and even suicide if left untreated. We must ensure
a stable, robust VA health-care system that is dedicated
to the unique needs of the nation’s veterans—one that is
there now for aging veterans of World War II, Korea,
and Vietnam and will remain viable for the newest gen-
eration of veterans who will need specialized medical and
mental health care for decades to come. Congress must
remain vigilant to ensure that research and treatment
programs are authorized and sufficiently funded. 

The Departments of Defense and Veterans Affairs have
taken the first steps toward improving mental health
services for active duty members and veterans of
OEF/OIF. The DOD has acknowledged it needs to im-
prove its process for conducting pre- and post-deploy-
ment health assessments to ensure that they are reliable
and valid. The DOD must also continue to improve
collaboration with VA to ensure this information is ac-
cessible to VA clinicians. The Independent Budget vet-
erans service organizations do commend the DOD and
VA for attempting to deal with the issue of stigma and
the barriers that prevent service members and veterans
from seeking mental health services. Although we rec-
ognize and acknowledge both agencies’ efforts, the
DOD and VA are still far from meeting the mental
health needs of OIF/OEF veterans and achieving the
universal goal of “seamless transition.”

These challenges will require an unprecedented level of
interagency cooperation. Nevertheless, the IBVSOs be-
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lieve that with proper resources, clearly defined goals,
and determination to overcome stigma and other in-
stitutional, cultural, and social barriers, our govern-
ment can fulfill its commitment to providing the best
available health care and rehabilitation services to serv-
ice members and veterans with combat-related physi-
cal and mental health injuries. 

Recommendations:

VA must work more effectively with the DOD to ensure
a seamless transition of early intervention services to help
returning service members from Iraq and Afghanistan
obtain effective treatments and follow-up services for
war-related physical and mental health problems.

VA must do its part to sustain VA mental health care as
a high priority grounded in the newly adopted princi-
ples of the New Freedom Commission on Mental
Health. The system must continue to improve access
to specialized services for veterans with mental illness,
PTSD, and substance-use disorders commensurate with
their prevalence and must ensure that mental health re-
covery, with all its positive benefits, becomes the guid-
ing beacon for VA mental health planning, pro-
gramming, budgeting, and clinical care. 

VA should support research into the long-term health
consequences of traumatic brain injury and mild TBI in
OEF/OIF veterans as well as establish a broader re-
search portfolio of studies of TBI prevention and treat-
ment. Research studies of injured OEF/OIF veterans,
compared to similar injuries in previous generations of
combat veterans, are needed. 

To ensure a smoother transition for veterans with TBI
and their caregivers, VA should provide additional as-
sistance to immediate family members of brain-injured
veterans, including additional resources for improved
case management, respite, training, counseling, and
other necessary services, and continual follow-up. 

The goal of achieving optimal function in each indi-
vidual TBI patient requires improved coordination and
interagency cooperation between the DOD and VA.
Veterans should be afforded the best rehabilitation
services available and the opportunity to achieve 
maximum functional improvement so they can even-
tually reenter society or at minimum achieve stability
of function in an appropriate health-care or residential
setting. 

The President and Congress should sufficiently fund
the DOD and VA health-care systems to ensure that
these systems are flexible and agile enough to adapt to
meet the unique needs of the newest generation of com-
bat service personnel and veterans, as well as continue
to address the needs of older veterans with PTSD and
other combat-related mental health challenges. 

VA should initiate surveys and other research to assess
the variety of barriers to VA care for OEF/OIF veter-
ans, with special emphasis on reservists and guards-
men returning to veteran status after combat
deployments; rural and geographically remote veter-
ans; veterans from racial and ethnic minorities; and fe-
male OEF/OIF veterans. These surveys should assess
barriers among all OEF/OIF veterans—not only the
subset of veterans who actually enroll or otherwise
contact VA for health care or other services. 

The DOD and VA must work collaboratively to elim-
inate the stigma attached to service members and vet-
erans seeking care for readjustment issues, mental
illness, and substance abuse with the same urgency and
sincerity that we give to “medical” illnesses. Otherwise,
some veterans will not seek help and may fall into de-
spair and be at risk for suicide.

VA must provide access for OEF/OIF veterans and their
spouses to marital and family counseling to help restore
relationships that deteriorate as a consequence of mili-
tary deployment and separation and to strengthen the
social support system these veterans need as they rein-
tegrate into their homes and communities. 

VA should provide Congress its strategic plan, through
its Office of Rural Health, for OEF/OIF veterans living
in rural areas far from VA facilities and essentially
without access to any form of direct VA service in men-
tal health and otherwise. We urge VA to find acceptable
ways for these rural veterans to gain access to the full
continuum of health-care services offered by VA. 

4 Department of Defense. Statistical Information Analysis Division (SIAD), Per-
sonnel & Procurement Reports and Data Files, US Military Casualties, Oper-
ation Iraqi Freedom and Operation Enduring Freedom, December 8, 2007.

5 Ibid. and Department of Veterans Affairs, Office of Public Affairs, America’s
Wars, July 2007.

6 DOD sources and Wallsten and Kosec, AEI-Brookings Working Paper 05-19,
September 2005, estimate of 20% serious brain injuries, 6% amputees, and
24% other serious injuries, as cited in Bilmes, L. JFK School of Government,
Harvard University, “Soldiers Returning from Iraq and Afghanistan: The Long-
term Costs of Providing Veterans Medical Care and Disability Benefits”
(RWP07-001). January 2007.

7 Multi National Corps - Iraq (MNC-I) Press Conference,  Major General James
Simmons, MNC-I Deputy Commanding General, November 15, 2007.

8 Seal, K.H., Bertenthal, D., Miner, C.R., Sen, S., Marmar, C. “Bringing the War

Key Recommendations 15



CRITICAL ISSUE 4: VA NEEDS A SUFFICIENT CONSTRUCTION BUDGET

The Independent Budget veterans service organizations (IBVSOs) believe that the Department of
Veterans Affairs (VA) needs more resources for major medical facilities construction to
support the implementation of the Capital Asset Realignment for Enhanced Services

(CARES) plan, and to make up for a manifest lack of resources dedicated to
recapitalization and maintenance of its aging physical plant. 

When The Washington Post detailed the de-
plorable living conditions some wounded service

members faced at Walter Reed Army Medical Center,
including mold, leaky plumbing, and holes in walls, the
reactions were swift, immediate, and universal. These
intolerable conditions were a national shame, and we
as a nation can and must do better for those who have
served this country. 

The IBVSOs absolutely agree, but we view the prob-
lems at Walter Reed as the manifestation of a problem
we have repeatedly pointed out for years with respect
to VA. The unacceptable living conditions at Walter
Reed were caused, in part, because of an insufficient
maintenance budget. The IBVSOs do not want to see a
similar situation befall any of the hundreds of clinics
and medical centers within the VA system, and we urge
VA to request and Congress to fully fund all identified
maintenance needs as well as to provide a sufficient
contingency budget, in accordance with accepted in-
dustry standards and VA’s projections, to meet any
needs that may arise. 

In light of the attention focused on the health care of
veterans, VA Secretary Jim Nicholson ordered an im-
mediate review of the Department’s maintenance needs
on March 7, 2007. The results, which were released on
May 21, 2007, showed that the majority of VA’s facil-
ities were in good condition and that most of the defi-
ciencies that VA’s internal review identified were, in
VA’s words “normal wear and tear.” 

The IBVSOs, however, have some concerns with the re-
port’s findings and what they represent. A March 22,
2007, article in The Washington Post reported that VA
officials concluded that 90 percent of the problems
identified were routine, but that 10 percent were
deemed more critical. Among the critical problems VA
identified were problems with the fire alarm and
smoke-barrier systems in a hospital in Amarillo. In
Fayetteville the review found problems with fixtures
and other objects in patient areas that could pose a sui-
cide threat in its mental health unit. The VA medical
center in Saginaw found, “[o]ld, worn out carpet may
harbor residue/bacteria from patients’ personal acci-
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on Mental Health, Mental Health Advisory Team (MHAT) IV Final Report, 17
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16 Ibid.
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dents.” In Manchester the damaged and stained carpet
is more than 15 years old and was installed over as-
bestos floor tiles. Many other facilities had leaky pipes
or roofs, discolored or defective ceiling tiles, peeling
paint or holes in walls, and issues with the appearance
of or quality of the flooring. 

In past editions of The Independent Budget, we have
identified full and proper funding of the Non-Recurring
Maintenance (NRM) Account as one of the biggest
challenges facing VA. We have cited industry stan-
dards, as well as the findings of the Pricewaterhouse-
Coopers study of VA’s facilities management programs
that found a need for VA to spend 2–4 percent of its
plant replacement value each year on NRM. 

VA’s Office of Asset Enterprise Management’s most re-
cent Asset Management Plan

24
estimates the current

plant replacement value of VA’s facilities to be roughly
$40 billion. Accordingly, VA’s own Asset Management
Plan recommends an appropriate level of funding rang-
ing from $800 million to $1.6 billion on NRM. 

The IBVSOs note that the level of NRM funding in the
past few years of appropriations has fallen far below
that. This past year, for example, the Administration
recommended a paltry $573 million for NRM for FY
2008. Over the previous two fiscal years, only about
$1 billion total was appropriated for this critical ac-
count, far below what VA itself had identified as a
need. The thorough review of VA’s facilities showed so
many critical issues or the great number of less critical
but nontrivial instances of disrepair. 

Providing a safe, clean, hospitable health-care envi-
ronment is critical to the effective delivery of health
care, and, accordingly, Congress must provide VA with
all the resources it needs to address the shortcomings
already identified, and also to stay on top of any prob-
lems that arise in the future. We cannot afford to have
what happened at Walter Reed happen ever again. The
IBVSOs encourage Congress and VA to be proactive
and to do what is right for this nation’s veterans. 

To that end, we applaud Congress for stepping up
when these problems were identified, dramatically in-
creasing funding by $550 million for NRM in the fis-
cal year 2007 supplemental appropriation. The
IBVSOs hope that in the future proper levels of fund-
ing in the regular appropriations process will eliminate
the need for emergency appropriations. Further, we
were pleased to see that Congress adopted our recom-

mendations to exclude this NRM funding from ap-
portionment via the Veterans Equitable Resource Al-
location (VERA) formula. As we have argued in the
past, VERA tends to send money to the hospitals with
the greatest patient demand, which is not always con-
sistent with facilities that have the greatest maintenance
needs, especially at the oldest VA medical centers. 

With respect to the budget for the Major Construction
Account, the IBVSOs are pleased with the individual
efforts of the House and Senate and the $1,069 billion
they appropriated for fiscal year 2008. This allows VA
to begin to reduce the growing construction backlog
and allows for continued construction at six different
VA facilities. An additional $323 million in the bill will
allow VA to make inroads with respect to the eight
other ongoing major construction projects that have
not been fully funded. VA needs more as the backlog
requires an additional $1.2 billion, but the FY 2008
appropriations bill is a good start toward giving VA
the funding it needs to ensure that veterans have ac-
cess to high-quality health care in modern, clean, effi-
cient, and safe facilities. 

In identifying VA’s construction priorities, we continue
to urge usage of the CARES prioritization model. Each
year, as part of the budget submission, VA presents a
long-term vision for VA construction. This five-year
capital plan includes VA’s full list of future construction
priorities as originally identified by the CARES process.
Just as important, however, VA continues to utilize the
prioritization methodology from CARES to assess and
rank its planned projects, giving Congress and veterans
a clear vision of what VA’s highest priority needs are. 

This is an apolitical process that relies on a full range of
assessments to identify the most pressing needs and
where VA’s budget could be spent most wisely. It is a
process that the IBVSOs fully support, and we urge
Congress to fully fund those priorities ranked by VA.
The IBVSOs have identified a need for $1.275 billion in
major construction to reduce the construction backlog,
but also to begin construction on the prioritized con-
struction projects VA has laid out for fiscal year 2009. 

VA has clearly identified a need for these projects. The
IBVSOs urge Congress and the Administration to live
up to the promises of CARES and to fully fund these
essential projects and all others that VA identifies to
keep VA on the forefront of health-care delivery and
to ensure that its patients—this nation’s veterans—are
cared for in safe, comfortable facilities. 
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CRITICAL ISSUE 5: CLAIMS BACKLOG REMAINS HIGH

To overcome the ongoing problems of the disability claims backlog and resulting delays in delivery
of crucial disability benefits to veterans and their families, the Administration must invest adequate

resources and commit to new strategies to improve quality, proficiency, and efficiency within the
Veterans Benefits Administration (VBA). These tasks must receive the utmost priority without losing

sight of the need to ensure enhanced quality and accuracy in the adjudication process.

Acore mission of the Department of Veterans Af-
fairs is to provide disability compensation and

pension; dependency and indemnity compensation;
and death pension benefits to veterans, their dependent
family members, and survivors. By law, these payments
are intended to relieve the economic effects of disabil-
ity (or death) on veterans and their dependents (or sur-
vivors). These benefits fail to effectively fulfill their
intended purpose if not delivered promptly and accu-
rately by awarding every benefit allowed by law.25 The
livelihood of disabled veterans and their families rests
in the balance.

Financial support requirements among disabled veter-
ans are often urgent, and protracted delays in these
benefits lead to severe hardships, such as deprivation
and bankruptcy. Many veterans die after waiting 
years for VA to resolve their disability claims. VA dis-
ability benefits are critical to veterans and their fami-
lies and must therefore be a top priority of the federal
government.

VA has demonstrated great speed and efficiency in ad-
judicating some claims of veterans wounded in Iraq
and Afghanistan. We applaud VA’s efforts to help our

nation’s newest veterans, but we feel dismayed when
VA continues to fail our older veterans by allowing the
backlog to grow daily. While boasting that it is break-
ing records in awarding new veterans their rightful
benefits, VA sits on hundreds of thousands of older
claims filed by veterans of prior conflicts and military
service. These claims lie dormant, awaiting some fu-
ture resolution.

VA can only deliver benefits effectively when its adju-
dication process is timely and accurate. Considering
the critical importance of disability payments to the
livelihood of veterans and their families, VA has an un-
deniable responsibility to establish an exceptional de-
livery system by taking decisive action to correct
deficiencies as soon as they become evident. However,
VA has proven unable to maintain a capacity necessary
to meet its growing claims workload and has failed to
correct systemic deficiencies that compound the prob-
lem of an ever-expanding claims backlog.

Rather than reducing the claims backlog and conse-
quent protracted delays in claims disposition, VA has
lost ground. The backlog of pending claims continues
to grow substantially. In fact, the backlog of compen-

�

Recommendations: 

Congress and the Administration should provide suffi-
cient funding for the major construction of new VA
health-care facilities and for the renovation and
restoration of existing facilities as determined by the
CARES process for a total of at least $ 1,275 billion.
This will allow VA to reduce the backlog of partially
funded construction projects and begin the process of
constructing new facilities in accordance with VA’s con-
struction prioritization list. 

VA must be provided with sufficient funding to prop-
erly reinvest in and maintain its aging physical plant
and VA’s budget for maintenance must be increased to
2–4 percent of the value of its existing structures. We
urge that NRM funding not be subject to VERA ap-
portionment and that the funding be used for its true
purpose. 

24 www.va.gov/oaem/docs/FINALAMPsigned.pdf. 
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sation and pension (C&P) claims grew from 363,412
in December 2000 to 636,154 in October 2007—an
increase of more than 75 percent. During this same pe-
riod, three VA Secretaries, representing both political
parties, publicly stated on multiple occasions that re-
ducing the chronic backlog was their highest manage-
ment priority. We also note that during this same
period, VBA staffing remained essentially flat. Of the
636,154 C&P claims exiting in October 2007, more
than 165,000 were older than six months. Addition-
ally, more than 161,000 were in appellate status. These
figures represent an increase of pending C&P claims
by more the 43,000, an increase in claims older than
six months by nearly 25,000, and an increase in pend-
ing appeals by nearly 10,000—all accumulating over
a one-year period from October 2006 to October
2007.

Many underlying causes have acted in concert to bring
on this seemingly intractable problem. These include
poor management, misdirected goals, lack of focus, or
the wrong focus on cosmetic fixes, poor planning and
execution, and outright denial of the existence of the
problem. These dynamics have been thoroughly de-
tailed in several studies, but they persist without rem-
edy—that is, without the development and execution
of real strategic and achievable measures.

Additionally, many cases on appeal are needlessly re-
manded time after time by the Board of Veterans’ Ap-
peals (Board) and/or the Court of Appeals for Veterans
Claims (Court). In many of these appeals, the evidence
of record fully supports a favorable decision on the ap-
pellant’s behalf, yet the appeal is remanded nonethe-
less. These unjustified remands not only perpetuate the
hamster-wheel reputation of veterans law, but also risk
depriving the appellant of the benefits to which he or
she is entitled based on facts already of record. In these
cases, appellants are denied rightful benefits, usually
for many additional years, without any remedy for
such delays.

In the context of needless remands, certain issues are
specific to the Court. The Court is a federal court of
appeals that was established by the Veterans’ Judicial
Review Act of 1988. Congress created the Court to re-
view decisions rendered by the Board. Section 7252 (a)
of title 38 United States Code authorizes the Court to
affirm, modify, or reverse a Board decision, or to re-
mand the matter as appropriate. When the Court re-
mands a case, it sends it back to the Board for further
action. As with VA, the greatest challenge facing the

Court is the backlog of appeals. Due to long delays in
claims processing at VA, it can take years for appeals
to reach the Court. A significant number of disabled
veterans are elderly and in poor health, and many do
not live to witness resolution to their claims. Those
who do survive are understandably discouraged.

Over the years, the Court has shown a reluctance to
reverse errors committed by the Board. Rather than
addressing an allegation of error raised by an appel-
lant, the Court has a propensity to vacate and remand
cases to the Board based on an allegation of error made
by the Secretary of Veterans Affairs for the first time on
appeal, such as an inadequate statement of reasons or
bases in the Board decision. Another example occurs
when the Secretary argues, again for the first time on
appeal, for remand by the Court because VA failed in
its duty to assist the claimant in developing the claim,
notwithstanding the Board’s express finding of fact that
all development is complete. Such actions are particu-
larly noteworthy because the Secretary has no legal
right to appeal a Board decision to the Court.

26

Further, once the Court remands a case based on error
by the Board, the Court will generally decline to review
alleged errors raised by an appellant that actually serve
as the basis of the appeal. Instead, the Court remands
the remaining alleged errors on the basis that an ap-
pellant is free to present those errors to the Board—
even though an appellant may have already done
this—although there is the possibility that the Board
may repeat the same mistakes on remand. Such re-
mands can leave errors by the Board—properly raised
to the Court—unresolved; reopen the appeal to un-
necessary development and further delay; overburden
a backlogged system already past its breaking point;
exemplify far too restrictive and out-of-control judicial
restraint; and inevitably require an appellant to invest
many more months and perhaps years of his or her life
in order to receive a decision that the Court should
have rendered on initial appeal. As a result, many cases
are appealed to the Court for the second, third, and
fourth times.

In addition to postponing decisions and prolonging the
appeal process, the Court’s reluctance to reverse Board
decisions may provide an incentive for VA to avoid ad-
mitting error and settling appeals before they reach the
Court. By merely ignoring arguments concerning legal
errors rather than resolving them at the earliest stage in
the process, VA contributes to the backlog by allowing
a greater number of cases to go before the Court. If the
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Court would reverse decisions more frequently, the 
IBVSOs believe VA would be discouraged from stand-
ing firm on decisions that are likely to be overturned or
settled late in the process.

The Court, however, is not unique in its contribution to
the backlog of VA claims. In many cases, the Board, as
well as various regional offices, overdevelop claims to
the point of lending validation to the increasing accu-
sations that VA “develops to deny” claims. The Secre-
tary has an obligation to inform a claimant of any
information, and any medical or lay evidence, not pre-
viously provided to the Secretary that is necessary to
substantiate the claim. In far too many appeals, the
Board concludes that remand is required solely for ob-
taining a VA medical opinion notwithstanding the
claimant’s submission of a private medical opinion ad-
equate for rating purposes. VA’s conduct in these cases
violates the very purpose of its proclaimant, nonad-
versarial benefits delivery system. Claimants desiring
to participate in securing a fully informed medical
opinion are entitled to do so.

If a claimant secures an adequate medical opinion,
there is no need for VA to seek its own medical opin-
ion. Congress enacted 38 U.S.C. § 5125 for the express
purpose of eliminating the former 38 C.F.R. §
3.157(b)(2) requirement that, prior to an award of VA
benefits, a private physician’s medical examination re-
port be verified by an official VA examination report.
Section 5125 was therefore codified to eliminate un-
necessary delays in the adjudication of claims and to
avoid the costs associated with unnecessary medical
examinations.

Notwithstanding the elimination of 38 C.F.R. § 3.157,
and the enactment of 38 U.S.C.A. § 5125, VA consis-
tently refuses to render decisions in claims wherein the
claimant secures a private medical opinion until a VA
medical opinion is obtained. Such actions not only val-
idate accusations that VA develops claims to deny ben-
efits, but also contribute substantially to the backlog by
needlessly delaying decisions and prompting 
additional appeals when a VA medical opinion fails to
validate the claimant’s private medical opinion. VA
should ensure that claimants are properly notified as to
what constitutes a medical opinion adequate for rating
purposes. When claimants submit a competent private
medical opinion in support of their case, VA must to
decide the case based on such opinion, if adequate for
rating purposes, rather than further delaying the claim
by arbitrarily requesting an additional medical opinion.

In its in-depth report, the Veterans Disability Benefits
Commission (VDBC) expressly referred to the untimely
deliverance of VA benefits as an “unacceptable situa-
tion.” The VDBC found numerous explanations for the
claims backlog, to include court decisions, statutory
changes, and resource limitations. Many other studies
over the years have assessed the processing of both
claims and appeals and have made various recommen-
dations for change. Yet veterans seeking disability com-
pensation still face a complex process. The population
of veterans is steadily decreasing with the passing of vet-
erans of World War II and Korea. However, the aging
of the Vietnam era veterans means that they are filing
original and reopened claims in large numbers.

Technology offers opportunities for improvement.
Therefore, The Independent Budget veterans service or-
ganizations (IBVSOs) agree with the VDBC that in-
creased reliance on best business practices and
maximum use of information technology should be
coupled with a simplified and expedited process for
well-documented claims to improve timeliness and re-
duce the backlog.

The IBVSOs are aware that funding for a significant
increase in claims processing staff was recently enacted.
We are also aware that the time required for training
and the slow development of job experience will limit
the speed with which results can occur. Nonetheless,
the IBVSOs agree with the VDBC’s recommendation
that Congress should mandate and provide appropri-
ate resources to reduce the VA claims backlog by 50
percent within two years.

Adjudication of veterans’ claims is a labor-intensive,
hands-on system of decision making—decisions with
lifelong consequences. The government’s political and
management decisions have collectively diminished the
quality of claims processing, causing the agency to lose
ground against the claims backlog. During Congres-
sional hearings, VA is routinely forced to defend VBA
budgets, knowing they are inadequate to fulfill its mis-
sion. VA must also establish a long-term strategy pri-
marily focused on attaining quality and accuracy, not
merely on achieving arbitrary production quotas in
claims processing. The rating process should have
built-in checks or periodic evaluations to ensure con-
sistent and accurate reliability and validity of ratings
across impairment categories and regions.

The emphasis on how VA deals with the needs of vet-
erans from current wars falls far too short. VA must
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obtain additional resources for the VBA and must in-
vest those resources in a long-term strategy for success
rather than reactively targeting short-term, temporary,
and superficial gains. Only then can the VBA proceed
to address veterans’ needs in a manner that truly helps
to alleviate the effects of disability by promptly deliv-
ering all benefits to which they are entitled. No dis-
abled veteran should suffer needless economic
deprivation because of the inefficiency, and ultimately
the benign neglect, of his or her government. We be-
lieve this situation defines the very concept of “uncon-
scionable.”

Recommendations:

Congress should enact legislation to amend section
7261 of title 38 United States Code to require the
Court, to the extent necessary to its decision and when
presented, on a de novo basis to: (1) decide all relevant
questions of law; (2) interpret constitutional, statutory,
and regulatory provisions; and (3) determine the mean-
ing or applicability of the terms of an action of the Sec-
retary. The Court’s jurisdiction should also be amended
to require the Court to decide all assignments of error
properly presented by an appellant. 

To provide Congress with an accurate measure of the
Court’s performance, the Court should submit an an-
nual report to Congress that includes three categories:
(1) number of BVA decisions that were affirmed; (2)
number of dispositions based on (a) joint motion for
remand, and (b) settlement; and (3) number of dispo-
sitions reversed or remanded by a judge’s decision. 

Congress should require an annual report of the
Court’s accomplishments. Actions that fall under cat-
egory 2 are of an administrative nature and are gener-
ally accomplished by the Clerk of the Court. The

Court’s judges must accomplish categories 1 and 3,
thus presenting the information in this suggested for-
mat would give Congress a clearer picture of the
Court’s accomplishments. The annual report should
also include the number of memorandum decisions
made by each judge. 

VA should ensure that claimants are properly notified
what constitutes a medical opinion adequate for rat-
ing purposes. When claimants submit a competent pri-
vate medical opinion in support of their case, VA must
decide the case based on such opinion, if adequate for
rating purposes, rather than further delaying the claim
by arbitrarily requesting an additional medical opin-
ion from VA. 

VA should increase reliance on best business practices.
Maximum use of information technology should be
coupled with a simplified and expedited process for
well-documented claims to improve timeliness and re-
duce the backlog. 

VA should establish a new VBA work-credit system for
evaluating VA regional offices that focuses equally on
accuracy as it currently focuses on production. 

VA should establish a new strategy, based on the prem-
ise of obtaining sufficient staff and other resources, to
reduce the claims backlog with accurate adjudications
to an irreducible minimum backlog. As part of this
strategy, VA should implement a new communications
plan that will better inform veterans and the organiza-
tions that represent them of the status and progress of
their claims.

25 See 38 C.F.R. § 3.103(a) (“it is the obligation of VA to…render a decision which
grants every benefit that can be supported in law….”). 

26 38 U.S.C.A. § 7252(a) (West 2002) (“The Court of Appeals for Veterans Claim
shall have exclusive jurisdiction to review decisions of the Board of Veterans’
Appeals. The Secretary may not seek review of any such decision.”)
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As servicemen and servicewomen return from the
conflicts in Iraq and Afghanistan, the DOD and

VA must provide these men and women with a seam-
less transition of benefits and services as they leave mil-
itary service and become veterans. The transition from
DOD to VA continues to be inconsistent and generally
difficult. This simply creates additional hardship for
new veterans trying to gain access to VA. The Inde-
pendent Budget veterans service organizations (IBV-
SOs) believe that veterans should not have to wait to
receive the benefits and health care that they have
earned and deserve. 

The problems with transition from the DOD to VA
were never more apparent than during the controversy
that occurred at Walter Reed Army Medical Center in
2007. While much of the media coverage misrepre-
sented the problems at Walter Reed as being a prob-
lem with care for injured service members, the real
problems reflected many of the administrative difficul-
ties associated with transitioning from the DOD to VA. 

The Independent Budget continues to stress the points
outlined by the President’s Task Force to Improve
Health Care Delivery for Our Nation’s Veterans (PTF)
report released in May 2003, and reinforced by the
President’s Commission on Care for America’s Re-
turning Wounded Warriors in September 2007, re-
garding transition of soldiers to veteran status.
Foremost among the recommendations made by the
PTF and the President’s Commission is increased col-
laboration between the DOD and VA for the transfer
of personnel and health information. Unfortunately,
the need is still not being met.

The IBVSOs believe the DOD and VA must continue to
develop electronic medical records that are interoper-
able and bidirectional, allowing for a two-way elec-
tronic exchange of health information and
occupational and environment exposure data. We ap-
plaud the DOD for beginning to collect medical and
environmental exposure data electronically while per-
sonnel are still in theater, and this must continue. But
it is equally important that this information be pro-
vided to VA. These electronic medical records should
also include an easily transferable electronic DD214
forwarded from the DOD to VA. This would allow the

VA to expedite the claims process and give the service
member faster access to health care and benefits. 

The Joint Electronic Health Records Interoperability
(JEHRI) plan as agreed to by both VA and the DOD
through the Joint Executive Council and overseen by
the Health Executive Council is a progressive series of
exchanges of related health data between the two de-
partments culminating in the bidirectional exchange of
interoperable health information. However, with con-
tinued successes from the first phase through mile-
stones in the second phase, achieving real-time sharing
of computable health information is heavily depend-
ent on health data standards and technology not
wholly under the control of either department. More-
over, the IBVSOs are discouraged by reports that, in
some instances, medical data gathered in theater and
stored on electronic smart cards provided to the serv-
ice member are not even readable by other military
medical facilities upon his or her return. This does not
bode well for an electronic system meant to exchange
information between federal agencies.

The IBVSOs likewise concurred with the President’s
Commission’s recommendation that the DOD and VA
implement a single comprehensive medical examina-
tion, and we believe that this must be absolutely done
as a prerequisite of promptly completing the military
separation process. However, we would like to reiter-
ate our belief that if and when a single separation phys-
ical becomes the standard, VA should be responsible
for handling this duty. VA simply has the expertise to
conduct a more thorough and comprehensive exami-
nation as part of its compensation and pension process.
Moreover, the inconsistencies with the physical evalu-
ation board process from the different branches of the
service can be overcome with a single physical admin-
istered from the VA perspective, and not the DOD’s. 

The problem with separation physicals identified for ac-
tive duty service members is compounded when mobi-
lized reserve forces enter the mix. A mandatory
separation physical is not required for demobilizing re-
servists. Though the physical examinations of demobi-
lizing reservists have improved in recent years, there are
still a number of soldiers who “opt out” of the physicals,
even when encouraged by medical personnel to have the

Critical Issues

CRITICAL ISSUE 6: SEAMLESS TRANSITION FROM THE DOD TO VA:
The DOD and VA must ensure that all servicemen and servicewomen separating from

active duty have a seamless transition from military to civilian life.
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physical. Though the expense, manpower, and delays
needed to facilitate these physicals might be significant,
the separation physical is critical to the future care of de-
mobilizing soldiers. We cannot allow a recurrence of the
lack of information that led to so many issues and un-
knowns with Gulf War syndrome, particularly among
our National Guard and Reserve forces. This would also
enhance collaboration by the DOD and VA to identify,
collect, and maintain the specific data needed by both
Departments to recognize, treat, and prevent illnesses and
injuries resulting from military service.

In the past several years, the DOD and VA have made
good strides in transitioning our nation’s military to
civilian lives and jobs. The Department of Labor’s
(DOL) Transition Assistance Program (TAP) and Dis-
abled Transition Assistance Program (DTAP) handled
by the Veterans Employment and Training Service
(VETS) are generally the first services that a separat-
ing service member will receive. Local military com-
manders, through the insistence of the DOD, now
generally allow their soldiers, sailors, airmen, and
marines to attend well enough in advance to take great-
est advantage of the programs. These programs are
provided early enough to educate these future veterans
on the importance of proper discharge physicals and
the need for complete and proper documentation. Fur-
thermore, they have provided VA an improved out-
reach opportunity. 

TAP and DTAP continue to improve. But challenges
continue at some local military installations, at over-
seas locations, and with services and information for
those with injuries. Disabled service members who
wish to file a claim for VA compensation benefits and
thus other ancillary benefits are dissuaded by the
specter of being assigned to a medical holding unit for
an indefinite period. Furthermore, there still appears
to be disorganization and inconsistency in providing
this information. Though individuals are receiving the
information, the haphazard nature and quick process-
ing time may allow some individuals to fall through
the cracks. This is of particular risk in the DTAP pro-
gram for those with severe disabilities who may already
be getting health care and rehabilitation from a VA
spinal cord injury center despite still being on active
duty. Because these individuals are no longer located
on or near a military installation, they are often for-
gotten in the transition assistance process. DTAP has
not had the same level of success as TAP, and it is crit-
ical that coordination be closer between the DOD, VA,
and VETS to improve this.

Though the achievements of the DOD and VA have been
good in regard to departing active duty soldiers, there is
a much greater concern with the large numbers of reserve
and National Guard soldiers moving through the dis-
charge system. Because of the number of troops that are
on “stop-loss”—a DOD action that prevents troops from
leaving the military at the end of their enlistments during
deployments—large numbers of troops rapidly transition
to civilian life upon their return. Both the DOD and VA
seem ill-prepared to handle the large numbers and pro-
longed activation of reserve forces for the global war on
terrorism. The greatest challenge with these service mem-
bers is their rapid transition from active duty to civilian
life. Unless they are injured, they may clear the demobi-
lization station in a few days. Little of this time is dedi-
cated to informing them about veterans benefits and
services. Additionally, DOD personnel at these sites are
most focused on processing them through the site. Lack 
of space and facilities often allow for limited contact with
the demobilizing service members by VA representatives. 

The IBVSOs believe that the DOD and VA have made
progress in the transition process. Unfortunately, lim-
ited funding and a focus on current military operations
interfere with providing for service members who have
chosen to leave military service. If we are to ensure that
the mistakes of the first Gulf War are not repeated dur-
ing this extended global war on terrorism, it is imper-
ative that a truly seamless transition be created. With
this, it is imperative that proper funding levels be pro-
vided to VA and the other agencies providing services
for the vast increase in new veterans from the National
Guard and reserves. The men and women exiting mil-
itary service should be afforded easy access to the
health care and benefits that they have earned. This
can only be accomplished by ensuring that the DOD
and VA improve their coordination and information
sharing to provide a seamless transition.

Recommendations:

The DOD and VA must ensure that service members
have a seamless transition from military to civilian life. 

The DOD and VA must continue to develop electronic
medical records that are interoperable and bidirec-
tional, allowing for a two-way electronic exchange of
health information and occupational and environment
exposure data. These electronic medical records should
also include an easily transferable electronic DD214.

Critical Issues



CRITICAL ISSUE 7: THE NATIONAL CEMETERY ADMINISTRATION

The National Cemetery Administration (NCA) must ensure that burial in a national or state
veterans cemetery is an available option for all veterans and their family members and

must provide a dignified setting with perpetual care that honors veterans and
exhibits evidence of the nation’s gratitude for their military service.

The Department of Veterans Affairs National Ceme-
tery Administration maintains more than 2.8 mil-

lion gravesites at 125 national cemeteries and 33
additional installations in 39 states and Puerto Rico.
Currently there are more than 17,000 acres within es-
tablished NCA installations. Only slightly more than
half of this land is undeveloped. Including available
gravesites and the undeveloped land, there is the po-
tential to provide more than 4 million resting places. In
addition to the maintenance of these facilities, the NCA
administers four programs: the State Cemetery Grants
Program (SCGP), the Headstone and Marker Program,
the Presidential Memorial Marker Program, and Outer
Burial Receptacle reimbursements.

VA estimates that approximately 24 million veterans
are alive today. These veterans served in wars and con-
flicts ranging from World War I to the war on terror-
ism, as well as service in peacetime. As the age of
America’s veterans increases, so does their death rate.
In 2008, nearly 670,000 veterans are expected to die,
this number is expected to peak in 2009 at approxi-
mately 700,000. Experts predict one in six of those vet-
erans will request burial in a national cemetery.

The purpose of the national cemetery is to honor the
memory of America’s servicemen and servicewomen.
Many of our nation’s cemeteries are steeped in history,
and the monuments, markers, and memorials represent
the very foundation of this country. Our nation’s bur-

ial grounds are a national treasure, deserving of the ut-
most care and protection. To achieve this high stan-
dard of preservation, the NCA faces serious challenges.
The increase in the demand for interment and the need
for continuous gravesite maintenance, including the re-
pairs, upkeep, and other labor-intensive tasks involved
in operating a cemetery, continue to rise. To meet these
challenges, the NCA must have adequate funding to
ensure it remains a world-class system that honors our
veterans and recognizes their contributions and serv-
ice to our nation. Therefore, The Independent Budget
recommends a budget for the NCA that will both meet
the growing demand and allow every man and woman
who has worn the uniform of the United States armed
forces to be treated with dignity and respect.

To ensure the NCA’s capability to maintain our national
cemeteries remain dignified and respectful settings, a
comprehensive effort must be made to greatly improve
the condition, function, and appearance of these ceme-
teries. To assist in restoring the national cemeteries, The
Independent Budget recommends to Congress the estab-
lishment of a five-year, $250 million “National Shrine
Initiative” to restore the character of NCA cemeteries.

In addition to the day-to-day operations to develop,
maintain, and improve NCA cemeteries, the NCA-run
State Cemetery Grants Program is vital in establishing
and maintaining veterans’ gravesites in areas where the
NCA cannot fully respond to veterans’ burial needs.
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In accordance with the recommendation of the 
FY 2008 National Defense Authorization Act and the
recommendation of the President’s Commission, the
DOD and VA must implement a single comprehensive
medical examination as a prerequisite of promptly
completing the military separation process. Moreover,
VA should be responsible for handling this duty.

Congress and the Administration must provide 
adequate funding to support the TAP and DTAP pro-
grams managed by the DOL-VETS to ensure that ac-
tive duty, as well as National Guard and Reserve,
service members do not fall through the cracks while
transitioning. 

�
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Critical Issues

This program provides grant money to states to ensure
that veterans’ burial needs are met in areas without na-
tional cemeteries or in areas underrepresented as a re-
sult of the number of veterans living there. It is
imperative that the SCGP be funded at a level that 
ensures states can continue to meet the needs of veter-
ans who want to be buried closer to their homes and 
at a level that meets the challenge of growing state in-
terest in providing burial services in areas not currently
served.

In 1973 the NCA established a burial allowance bene-
fit aimed at offsetting the cost of interment. Over the
years, this benefit has severely eroded, currently paying
only 6 percent of what was provided when the benefit
was first provided. Therefore, The Independent Budget
recommends increasing the plot allowance from $300
to $754 and expanding eligibility to include all veter-
ans who would be eligible for burial in a national
cemetery, not just those who served during wartime.
We also recommend increasing the service-connected
benefit from $300 to $1,270. These modest increases
will make a more meaningful contribution to the bur-
ial costs of our veterans.

The NCA honors veterans with a final resting place
that commemorates their service to the nation. Each
Memorial Day and Veterans Day we honor the last full

measure of devotion they gave for this country. Our
national cemeteries are more than the final resting
place of honor for our veterans—they are hallowed
ground to those who died in our defense and a memo-
rial to those who survived.

Recommendations: 

Congress must provide adequate resources to ensure
that the NCA remains a world-class operation that
honors veterans and recognizes their contributions and
service to the nation. 

Congress must fund the State Cemetery Grants Pro-
gram at a level that ensures that states can meet the
needs of veterans who want to be buried closer to their
homes. 

Congress should increase burial benefits to cover the
cost of burial more adequately and expand the eligi-
bility for the plot allowance to all veterans who would
be eligible for burial in a national cemetery, not just
those who served during wartime. 

The NCA must continue to identify sites for the addi-
tion of new national cemeteries in areas that remain
underserved. 

�
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Recommendations to Congress
Recommendations to Congress

Benefits Issues

COMPENSATION AND PENSIONS

Compensation

Congress should enact a cost-of-living adjustment for
all compensation benefits sufficient to offset the rise in
the cost of living.

Congress should reject any recommendations to per-
manently extend provisions for rounding down com-
pensation cost-of-living adjustments and allow the
temporary round-down provisions to expire on their
statutory sunset date.

Congress should reject any suggestion from any source
to change the terms for service connection of veterans’
disabilities and deaths.

Congress should clarify its intent by amending title 38,
United States Code, section 1154(b), with respect to
defining a veteran who engaged in combat for all pur-
poses under title 38, as a veteran who during active
service served in a combat zone for purposes of section
112 of the Internal Revenue Code of 1986 or a prede-
cessor provision of law. 

Congress should enact legislation to totally repeal the
inequitable requirement that veterans’ military retired
pay, based on longevity, be offset by an amount equal
to their rightfully earned VA disability compensation.

Congress should reject any recommendation that it
change the law to permit VA to discharge its future ob-
ligation to compensate service-connected disabilities
through payment of lump-sum settlements to veterans.

Congress should enact legislation to increase the special
monthly compensation under title 38, United States
Code, sections 1114(l)–(s) by an immediate 20 percent
above the current base amount and additionally, in-
crease by 50 percent the current base amount of special
monthly compensation under 38 U.S.C. § 1114(k).

Congress should enact a presumption of service-con-
nected disability for combat veterans and veterans who
performed military duties typically involving high levels
of noise exposure and who subsequently suffer from tin-
nitus or hearing loss. This presumption of service con-
nection should be applied when the veteran’s records do
not affirmatively prove such condition or conditions are
unrelated to service.

Congress should amend the law to authorize increased
compensation on the basis of a temporary total rating for
hospitalization or convalescence to be effective, for pay-
ment purposes, on the date of admission to the hospital
or the date of treatment, surgery, or other circumstances
necessitating convalescence.

Congress should amend eligibility requirements in title
38, United States Code, chapter 15, to authorize eligi-
bility for nonservice-connected disability pension to
veterans who have been awarded the Armed Forces Ex-
peditionary Medal, Navy/Marine Corps Expeditionary
Medal, Purple Heart, Combat Infantryman’s Badge,
Combat Medical Badge, or Combat Action Ribbon for
participation in military operations not falling within
an officially designated or declared period of war.

Dependency and Indemnity
Compensation

Congress should use the Government Accountability Of-
fice or other independent reviewer to examine the VA’s
Dependency and Indemnity Compensation program to
ensure that current policy adequately maintains the sur-
vivors of veterans who died as a result of service-con-
nected disabilities or survivors of active duty deaths and
should make legislative recommendations to correct any
inequities observed from such examination.

Congress should repeal the offset between dependency and
indemnity compensation and the Survivor Benefit Plan.

�
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Recommendations to Congress

We urge Congress to authorize disability and indemnity
eligibility at increased rates to survivors of deceased mil-
itary personnel on the same basis as that for the sur-
vivors of totally disabled service-connected veterans.

Congress should lower the existing eligibility age for
reinstatement of disability and indemnity to remarried
survivors of service-connected veterans from 57 years
of age to 55 years of age.

READJUSTMENT BENEFITS

Montgomery GI Bill

Congress should amend the law to remove the restric-
tion on eligibility to the Montgomery GI Bill to those
who first entered military service after June 30, 1985.

Congress should change the law to permit refund of an
individual’s Montgomery GI Bill contributions when
his or her discharge was characterized as “general” or
“under honorable conditions” because of minor in-
fractions or inefficiency.

Congress must pass a comprehensive GI Bill for the
21st century that provides for full tuition support, a
small stipend, and other education-related costs.

Housing Grants

Congress should increase the specially adapted housing
grants and provide for future automatic annual ad-
justments indexed to the rise in the cost of living.

Congress should establish a grant to cover the costs 
of home adaptations for veterans who replace their
specially adapted homes with new housing.

Automobile Grants and Adaptive
Equipment

Congress should increase the automobile allowance to
80 percent of the average cost of a new automobile and
provide for automatic annual adjustments in the future.

Home Loans

Congress should refrain from further increasing home
loan funding fees and should, as soon as feasible, repeal
these fees entirely.

INSURANCE

Government Life Insurance

Congress should enact legislation to exempt the cash
value of, and dividends and proceeds from, VA life in-
surance policies from consideration in determining en-
titlement under other federal programs.

Congress should enact legislation to authorize VA to
revise its premium schedule for SDVI to reflect current
mortality tables.

Congress should enact legislation to increase the max-
imum protection under base SDVI policies to at least
$50,000.

Veterans’ Mortgage Life Insurance

Congress should increase the maximum coverage
under VMLI from $90,000 to $150,000.

�
�
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Recommendations to Congress

OTHER SUGGESTED BENEFIT

IMPROVEMENTS

With concern about the current missions of the Guard
and Reserve forces, Congress must take necessary ac-
tion to upgrade and modernize Guard and Reserve
benefits, to include more comprehensive health care,
equivalent Montgomery GI bill educational benefits,
and full eligibility for the VA Home Loan guaranty
program.

Protection of Veterans’ Benefits Against
Claims of Third Parties

Congress should amend title 38, United States Code,
section 5301(a) to make its exemption of veterans’ ben-
efits from the claims of others applicable “notwith-
standing any other provision of law” and to clarify that
veterans’ benefits shall not be liable to attachment,
levy, or seizure by or under any legal or equitable
process whatever “for any purpose.”

General Operating 
Expense Issues

VETERANS BENEFITS

ADMINISTRATION (VBA)

VBA Initiatives

Congress should provide $121.2 million for Veterans
Benefits Administration initiatives to improve its 
information systems.

Compensation and Pension (C&P) Service

Congress should amend title 38, United States Code,
section 5125, insofar as it states that a claimant’s pri-
vate examination report “may be accepted without a
requirement for confirmation by an examination by a

physician employed by the Veterans Health Adminis-
tration if the report is sufficiently complete to be ade-
quate for the purpose of adjudicating such claim.” The
foregoing statutory language should be amended to
read that a claimant’s private examination report, in-
cluding medical opinion, “must be accepted…if…ade-
quate for the purpose of adjudicating such claim.”

Congress should authorize 12,184 total full-time em-
ployees (FTEs) for the C&P Service for FY 2009.

Congress should authorize the VBA to contract for dis-
ability medical examinations using its mandatory fund-
ing account without limitation. Currently, the VBA
operates under “pilot” legislative language that con-
fines the use of the mandatory account to an original
10 VA regional office sites. Should the Under Secretary
determine that the need exists to go beyond those sites
in getting these examinations scheduled in a more
timely manner by using contract physicians, the VBA
must use its discretionary dollars to do so. This new
flexibility of funds use would enable the VBA to im-
prove processing timeliness of claims—a goal of The
Independent Budget.

Vocational Rehabilitation and
Employment

Congress should authorize 1,375 total FTEs for the Vo-
cational Rehabilitation & Employment (VR&E) Serv-
ice for FY 2009.

Education Service

Congress should authorize 1,054 total FTEs for the VA
Education Service.

�
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Recommendations to Congress

Judicial Review Issues

COURT OF APPEALS

FOR VETERANS CLAIMS (CAVC)

Scope of Review

Congress should amend title 38, United States Code,
section 7261, to provide that the Court of Appeals for
Veterans Claims will hold unlawful and reverse any
finding of material fact that is not reasonably sup-
ported by a preponderance of the evidence.

Congress should introduce legislation to amend title
38, United States Code § 7261 to require the CAVC, to
the extent necessary to its decision and when pre-
sented, on a de novo basis: (1) to decide all relevant
questions of law; (2) to interpret constitutional, statu-
tory, and regulatory provisions; and (3) to determine
the meaning or applicability of the terms of an action
of the Secretary. The CAVC’s jurisdiction should also
be amended to require it to decide all assignments of
error properly presented by an appellant.

Additionally, so that it has an accurate measure of the
CAVC’s performance, Congress should require the
Court to submit an annual report that includes:

• the number of appeals filed;
• the number of petitions filed;
• the number of applications filed under title 28,

United States Code, section 2412;
• the number and type of dispositions, including:

◆ settlements,
◆ joint motion for remand,
◆ voluntary dismissal,
◆ the number of BVA decisions affirmed,
◆ the number of dispositions both reversed and

remanded by a single-judge decision, and
◆ the number of single-judge decisions by

“each” judge.
• the median time from filing to disposition;
• the number of oral arguments;
• the number and status of pending appeals and

petitions and of applications described in para-
graph (3);

• a summary of any service performed by recalled
retired judges during the fiscal year;

• the number of decisions or dispositions rendered
by a single judge, multijudge panels, and the full
court;

• the number of cases pending longer than 18
months;

• the number of cases appealed to the court more
than once; and

• the number of appellants who die while awaiting
a decision from the court.

These additional data will allow Congress to more ac-
curately assess the CAVC’s workload and its need for
additional resources. Presenting the information in this
suggested format would give Congress a clearer pic-
ture of the CAVC’s accomplishments and its failures.

Court Facilities

Congress should enact legislation and provide the
funding necessary to construct a courthouse and justice
center for the CAVC.

COURT OF APPEALS FOR THE

FEDERAL CIRCUIT (CAFC)

Review of Challenges to VA Rulemaking

Congress should amend title 38, United States Code,
section 502 to authorize the Court of Appeals for the
Federal Circuit to review and set aside changes to the
VA Schedule for Rating Disabilities found to be arbi-
trary and capricious or clearly in violation of statutory
provisions.

�
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Recommendations to Congress

Medical Care Issues

FINANCE ISSUES

Congress and the Administration must provide ade-
quate funding for veterans’ health care in a timely man-
ner to ensure that the VA can continue to provide the
necessary services to all veterans seeking care.

Congress and the Administration must reform the
budget and appropriations process that funds the VA
health-care system by creating a new system of manda-
tory funding, a combination of mandatory and discre-
tionary funding, or a new hybrid system that best meets
the goals of sufficiency, predictability, and timeliness.

After receiving and reviewing VA’s report on the costs
and resources needed to open enrollment to priority
group 8 veterans, Congress and the Administration
should provide sufficient funding to accommodate new
enrollment in a manner that does not threaten the time-
liness or quality of health-care services for new and ex-
isting enrolled veterans. 

VA should replace output measures with outcome meas-
ures, and Congress should charge the Government Ac-
countability Office with review of key VA managers’
performance to ensure that they are accountable for per-
formance of functions over which they have direct control. 

Congress and the Administration must provide adequate
funding to support the Transition Assistance Program
and the Disabled Transition Assistance Program man-
aged by the Department of Labor–Veterans’ Employment
and Training Service to ensure that active duty, as well
as National Guard  and Reserve, service members do not
fall through the cracks while transitioning.

Congress should provide funds necessary in the Veter-
ans Health Administration’s FY 2009 appropriation to
fund VA’s fourth mission.

Because the fourth mission is increasingly important to
our national interests, funding for the fourth mission
should be included as a separate line item in the Med-
ical Care appropriation.

Mental Health Issues

Congress should continue to provide scrutiny and over-
sight for VA’s mental health transformation and imple-

mentation of VA’s National Mental Health Strategic Plan.
Frequent periodic reports should be shared with Congres-
sional staff and the Consumer Council of the VA’s Advi-
sory Committee on Veterans with Serious Mental Illness. 

OEF/OIF Issues

The President and Congress should sufficiently fund the
DOD and VA health-care systems to ensure that these
systems are flexible and agile enough to adapt to meet
the unique needs of the newest generation of combat
service personnel and veterans, as well as continue to
address the needs of older veterans with PTSD and
other combat-related mental health challenges. 

Access Issues

Congress should provide the necessary resources to ac-
celerate the creation of a single separation physical and
“one-stop-shopping” to enable veterans’ benefits deci-
sions to be made more expeditiously.

Congress should provide sufficient resources to enable
the DOD and VA to enhance information management
interoperability and efficiency.

Congress should mandate establishment of VA’s pub-
lished access standards in title 38, United States Code.

Congress should mandate that all interdepartmental agree-
ments between departments of the executive branch be ap-
proved/signed off at the Under Secretary level or higher.

Congress should mandate that, in the case of joint health-
care facilities operated by the DOD and VA, procedures
be implemented to preclude the loss of health care to vet-
erans in case of an increased force protection condition.

Congress should mandate that, in locations where VA-
DOD joint sharing agreements exist, in event of invol-
untarily dissolution due to a base realignment and
closure, VA be completely funded to assume total con-
trol of the facility or facilities.

Congress should require mandatory funding of VA health
care.

Congress should eliminate the requirement for veterans
to have used VA health-care services within the past 24
months to trigger reimbursement of emergency treat-
ment claims of enrolled veterans who would otherwise
be eligible.



Congress should enact S. 2142 and its House counter-
part, H.R. 3819, to allow VA to reimburse post-stabi-
lization care in non-VA facilities if VA declines to
accept transfer of the stabilized veteran.

Congress should investigate claims processing for non-
VA emergency care reimbursement to determine if claims
are generally paid timely and if rates of denials for such
claims are adjudicated consistent with policies of the Cen-
ters for Medicare and Medicaid Services and other pay-
ers who operate under “prudent layperson” standards. 

SPECIALIZED SERVICES

Prosthetics and Sensory Aids

Congress must ensure that appropriations are sufficient to
meet the prosthetics needs of all disabled veterans, in-
cluding the latest advances in technology, so that funding
shortfalls do not compromise other programs.

Congress should investigate any reports of VHA facilities
withholding surgeries for needed surgical implants due to
cost considerations.

Congress must increase funding for VA and the DOD
to prevent, treat, and reverse tinnitus.

Special Needs Veterans

Congress must create a DOD military eye-trauma “cen-
ter of excellence” and “eye-trauma registry” that elec-
tionally exchange information with eye care professionals
within the VHA to improve seamless transition.

The Congressionally Directed Peer Medical Research
Program must continue to include eye and vision re-
search in the DOD appropriation for FY 2009, and
Congress should authorize more VHA-DOD research
funding on eye trauma.

Congress should appropriate funding necessary to pro-
vide competitive salaries and bonuses for SCI/D nurses. 

Congress should ensure that sufficient, dedicated fund-
ing is provided for research into the health conse-

quences of Gulf War veterans’ service. The unique is-
sues faced by Gulf War veterans should not be lost in
the urgency to address other issues related to armed
forces personnel currently deployed.

VA should continue to foster and maintain a close
working relationship with the National Academy’s In-
stitute of Medicine in an effort to determine the best
treatments for Gulf War veterans’ illnesses and the ef-
fects of toxic exposures, trauma, and stress on the
health of Gulf War veterans. Congress should allocate
new research funding to implement the recommenda-
tions of the IOM in these areas. 

Congress and VA should review the evidence connect-
ing combat exposure to serious post-deployment health
conditions, and take three actions:

• Immediately reinstate expired statutory au-
thority in title 38, United States Code, section
1710(e)(3)(B) for VA health-care eligibility for
Gulf War combat veterans;

• Establish permanent eligibility for VA health
care for all combat veterans; and

• Consider new policy creating presumptive
service-connection for the health conditions
found by the IOM to be associated with expo-
sure to combat stress.

VA should request and Congress should appropriate at
least $3 million in FY 2009 to conduct a pilot screen-
ing program for veterans at high risk of developing
lung cancer.

Congress should increase appropriations for the VA
Medical Services Account to strengthen the capacity of
the VA Health Care for Homeless Veterans program; en-
able VA to increase its mental health and addiction serv-
ice capacity; and enable VA to increase vision and dental
care services to homeless veterans as required by law. 

Congress should authorize and appropriate funds for
competitive grants to community-based, faith-based,
and public organizations to provide health and sup-
portive services to homeless veterans placed in perma-
nent housing. 

Congress should develop a new source of funding for
the health-care services needed to complement exist-
ing permanent housing and new permanent housing
being developed for veterans experiencing long-term
homelessness. 
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Congress should increase the authorization level of and
appropriations for the Homeless Veterans Reintegra-
tion Program (HVRP). Funded by the U.S. Department
of Labor-Veterans Employment and Training Service,
the HVRP is the only federal program wholly dedicated
to providing employment assistance to homeless veter-
ans and provides competitive grants to community-
based, faith-based, and public organizations to offer
outreach, job placement, and supportive services to
homeless veterans. 

Congress should increase appropriations for Veterans
Workforce Investment Program (VWIP). Funded by the
DOL, the VWIP provides competitive grants to states
geared toward training and employment opportunities
for veterans with service-connected disabilities, those
with significant barriers to employment (such as home-
lessness), and recently separated veterans. 

Congress should establish a “veterans work opportu-
nity tax credit” program. The program would, as an
incentive to hiring veterans, provide employers a tax
credit equal to a percentage of the wage paid to the
homeless or other low-income veteran.

Congress should increase the authorization level of and
appropriations for the VA Homeless Provider Grant and
Per Diem program (GPD) to meet the demands for tran-
sitional housing assistance. GPD provides competitive
grants to community-based, faith-based, and public or-
ganizations to offer transitional housing or service cen-
ters for homeless veterans. Special needs grant funding
under this program should increase for women veterans,
frail and elderly veterans, veterans with chronic mental
illness, and those who are terminally ill. 

Congress should increase appropriations for the thera-
peutic residence (TR) component of the Compensated
Work Therapy (CWT) program. The CWT program as-
sists veterans with disabilities to obtain competitive em-
ployment in the community and allows them to work in
jobs they choose. The TR component provides transi-
tional housing assistance to veterans with disabilities
while they participate in the CWT program. 

Congress should establish additional domiciliary care ca-
pacity for homeless veterans within the VA system or via
contractual arrangements with community-based
providers when such services are not available within VA. 

Congress should provide enhanced oversight to improve
coordination between VA-supported Community Home-

lessness Assessment, Local Education, and Networking
Groups and HUD Continuum of Care programs. 

Congress should enhance the HUD-Veterans Affairs
Supportive Housing Program, which provides perma-
nent housing subsidies and case management services
to homeless veterans with mental and addictive disor-
ders, by appropriating funds for additional housing
vouchers targeted to homeless veterans. 

Congress should require applicants for HUD McKin-
ney-Vento homeless assistance funds to develop specific
plans for housing and services to homeless veterans. Or-
ganizations receiving HUD McKinney-Vento homeless
assistance funds should screen all participants for mili-
tary service and make referrals as appropriate to VA and
homeless veterans service providers. 

Congress should authorize and appropriate funds for
a targeted permanent housing assistance program for
low-income veterans. 

Congress should assess all service members separating
from the armed forces to determine their risk of home-
lessness and provide life-skills training to help them
avoid homelessness. 

Congress should ensure that VA facilities—in addition to
correctional, residential health care, and other custodial
facilities receiving federal funds (including Medicare and
Medicaid reimbursement)—develop and implement poli-
cies and procedures to ensure the discharge of persons
from such facilities into stable transitional or permanent
housing and appropriate supportive services. Discharge
planning protocols should include provision of informa-
tion about VA resources and assistance applying for in-
come security and health security benefits (such as
Supplemental Security Income, Social Security Disability
Insurance, VA disability compensation and pension, and
Medicaid) prior to release. 

Congress should increase the authorization level of and
appropriations for the Emergency Food and Shelter
Program (EFSP) and add a homeless veteran service
provider representative to the national and local EFSP
boards. The EFSP provides funds to community-based,
faith-based, and public organizations to enable them
to offer food, lodging, and mortgage, rental, or utility
assistance to people who are homeless or at risk of
homelessness. 
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LONG-TERM-CARE ISSUES

Congress must hold appropriate long-term-care hear-
ings to learn the specific issues of concern for aging vet-
erans. VA must use the information gleaned from these
hearings as it moves forward in the development of a
comprehensive strategic plan for long-term care.

Congress must provide the financial resources for VA
to implement its Long-Term-Care Strategic Plan.

VA must abide by P.L. 106-117 regarding VA's nursing
home average daily census (ADC) capacity mandate,
and Congress must enforce its own requirement.

VA and Congress must continue to provide the con-
struction grant and per diem funding necessary to sup-
port state veterans’ homes. Even though Congress has
approved full long-term-care funding for certain serv-
ice-connected veterans in state veterans’ homes under
P.L. 109-461, it must continue to provide resources to
support other veteran residents in these facilities and
to maintain the infrastructure. To that end, Congress
should provide state veterans’ homes $200 million in
construction grant funds for FY 2009.

Assisted Living

While assisted living is not currently a benefit that is
available to veterans (outside the two pilot programs
discussed above), the authors of The Independent
Budget believe Congress should consider providing an
assisted living benefit to veterans as an alternative to
nursing home care.

VA MEDICAL AND PROSTHETIC
RESEARCH

To keep VA research funding predictable, VA requires
approximately $20 million per year to account for 
biomedical research and development inflation. The
Independent Budget authors believe an additional $55
million in FY 2009 is necessary for continued support
of new VA research initiatives and for raising the cap
on merit reviews. Thus, The Independent Budget rec-
ommends for FY 2009 an increase of $75 million over
the FY 2008 appropriated level.  

To ensure that funding is adequate to meet both im-
mediate and long-term needs, The Independent Budget
recommends an annual appropriation of $45 million
in the VA’s minor construction budget dedicated to ren-
ovating existing research facilities and additional major
construction funding sufficient to replace at least one
outdated facility per year to address this critical short-
age of research space.

ADMINISTRATIVE ISSUES

Congress must provide sufficient funding through reg-
ular appropriations that are provided on time, and in-
clude resources to support programs to recruit and
retain critical nursing staff in VA health care. 

Congress should provide oversight to ensure sufficient
nursing staffing levels, and to regulate, and reduce to a
minimum, VA’s use of mandatory overtime for VA nurses. 

Congress and the Administration need to address phar-
maceutical cost-related issues in a manner that does
not result in a reduction of veterans’ benefits or
threaten discounts VA currently receives under the Fed-
eral Supply Schedule for Pharmaceuticals.

Appropriate Congressional committees should use
their oversight authority to study the impact of Public
Law 108-445 on recruitment and retention of VA
physicians and dentists.

Congress should investigate whether P.L. 108-445 is
resulting in VA’s improving its ability to achieve its
goals in recruitment and retention of physicians and
dentists, including members of scarce specialties in
great demand in both the private and public sectors.

Congress should consider conducting a survey of VA
facilities to gauge current conditions of employment in
VA health care and especially to assess the current
morale of the VA physician workforce.

Congress should legislatively mandate the director of
Physician Assistant Services as a full-time position
within the office of the Veterans Health Administra-
tion Under Secretary for Health and monitor this po-
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sition’s implementation with reports to the Commit-
tees on Veterans’ Affairs. 

Congress should formally authorize, and VA should pro-
vide, a full range of psychological and social support
services as an earned benefit to family caregivers of vet-
erans with severe service-connected injuries or illnesses. 

Congress should amend the Family and Medical Leave
Act to address the special needs of the families of se-
verely injured veterans, including increasing the dura-
tion of family leave time that is authorized by that act,
and adding additional employment protections for im-
mediate family members who are caregivers of severely
disabled veterans of OEF/OIF. 

Construction Issues

MAJOR AND MINOR
CONSTRUCTION ACCOUNT

Congress and the Administration must ensure that there
are adequate funds for major and minor construction so
that VA can properly reinvest in its capital assets to pro-
tect their value and ensure that the Department can con-
tinue to provide health care in safe and functional
facilities long into the future.

Congress must continue to ensure that nonrecurring
maintenance funding is not subject to the Veterans Eq-
uitable Resource Allocation formula and that funding
goes to the hospitals and clinics with the greatest main-
tenance needs, not simply those with the most patients.

Congress must provide an on-time appropriation to VA
to speed up VA’s planning and design process and to
minimize construction delays.

Congress must appropriate $20 million to allow each
VA medical facility to develop architectural master plans
to serve as roadmaps for the future.

Career and Occupational
Assistance Programs

VOCATIONAL REHABILITATION AND
EMPLOYMENT

Congress must provide the funding level to meet veteran
demand for VA Vocational Rehabilitation and Employ-
ment programs.

Congress must provide VA with additional funding for
the Center for Veterans Enterprise so that it can meet the
increasing veteran demand for entrepreneurial services.

Congress should pass legislation ensuring the eligibility of
all disabled veterans on a priority basis for all federally
funded employment and training programs.

The House and Senate Veterans’ Affairs Committees
should conduct oversight hearings regarding the imple-
mentation of P.L. 107-288 to ensure the President’s Na-
tional Hire Veterans Committee fulfills the following
purposes:

Raise employer awareness of the advantages of
hiring separating service members and veterans;
facilitate the employment of separating service
members and veterans through America’s Career
Kit, the National Electronic Labor Exchange;
and direct and coordinate departmental, state,
and local marketing initiatives.

Congress should provide the DOL adequate funding to
enforce Uniformed Services Employment and Reem-
ployment Rights Act provisions.

Congress must fund the National Veterans’ Training In-
stitute at an adequate level to ensure training is continued
as well as expanded to state and federal personnel who
provide direct employment and training services to vet-
erans and service members in an ever-changing environ-
ment.

Congress should amend the Jobs for Veterans Act so that
entities (such as career one-stops) can be recognized and
rewarded with additional funding.

Congress needs to continue work on crafting legislation
that will provide meaningful Disabled Veterans’ Out-
reach Program and Local Veterans’ Employment Repre-
sentative qualification standards, provide the Secretary
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with the authority and direction to implement the stan-
dards, and keep Veterans’ Employment and Training
Service within the Department of Labor.

NATIONAL CEMETERY
ADMINISTRATION (NCA) 
ACCOUNTS

As a result of the interest and continued state partici-
pation, Congress should fund the State Cemetery
Grants Program at a level of $42 million to adequately
fund the planning, design, construction, and equipment
expenses. 

Congress should increase the plot allowance from $300
to $745 and expand the eligibility for the plot al-
lowance for all veterans who would be eligible for bur-
ial in a national cemetery, not just those who served
during wartime.

Congress should increase the service-connected benefit
from $2,000 to $4,100.

Congress should increase the nonservice-connected
benefit from $300 to $1,270.

Congress should enact legislation to adjust these bur-
ial benefits annually for inflation. 

Recommendations to Congress

�



37Summary of Recommendations

Recommendations to the 
Department of Veterans Affairs (VA)

Recommendations to VA

Benefits Issues

COMPENSATION AND 
PENSIONS

Compensation

VA should amend its Schedule for Rating Disabilities
to provide a minimum 10 percent disability rating for
any hearing loss for which the wearing of a hearing
aid is medically indicated.

General Operating
Expense Issues

VETERANS BENEFITS
ADMINISTRATION

VBA Management

To improve the management structure of the Veter-
ans Benefits Administration for purposes of enforcing 
program standards and raising quality, VA’s Under
Secretary for Benefits should give VBA program di-
rectors more accountability for the performance of
VA regional office directors.

Medical Care Issues

Finance Issues

VA should ensure that objectives and performance
measures are directly related to each other and the
strategic goal they support.

The Inspector General should periodically audit data-
bases used to manage key performance measures and
take steps to ensure that VA confirms the accuracy of
its performance measures and, thereby, the integrity of
its accountability systems.

VA should replace output measures with outcome
measures, and Congress should charge the Government
Accountability Office with review of key VA managers’
performance to ensure that they are accountable for
performance of functions over which they have direct
control. 

The DOD and VA must ensure that service members
have a seamless transition from military to civilian life. 

The DOD and VA must continue to develop electronic
medical records that are interoperable and bidirec-
tional, allowing for a two-way electronic exchange of
health information and occupational and environment
exposure data. These electronic medical records should
also include an easily transferable electronic DD214.

In accordance with the recommendation of the FY 2008
National Defense Authorization Act and the recom-
mendation of the President’s Commission, the DOD
and VA must implement a single comprehensive med-
ical examination as a prerequisite of promptly com-
pleting the military separation process. Moreover, VA
should be responsible for handling this duty.

The Under Secretary for Health should firmly estab-
lish and enforce policies that prevent veterans from
being billed for service-connected conditions and sec-
ondary symptoms or conditions that relate to an orig-
inal service-connected disability rating.
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Recommendations to VA

The Under Secretary for Health should establish spe-
cific deadlines for the action plan to develop methods
to improve the electronic exchange of information
about service-connected conditions that exceed the
maximum of six currently captured in the Compensa-
tion and Pension Service Benefits Delivery Network
master record.

VA’s cost-recovery system must be reviewed to deter-
mine how multiple and inappropriate billing errors are
occurring. Billing clerk training procedures must be in-
tensified and coding systems must be altered to prevent
inappropriate billing.

MENTAL HEALTH ISSUES

The Departments of Veterans Affairs and Defense must
ensure that veterans’ needs for mental health, PTSD,
traumatic brain injury (TBI), and alcohol and other sub-
stance abuse treatment programs are met.

The IBVSOs recommend that VA work with the DOD
to ensure that early mental health interventions are pro-
vided to veterans who identify concerns on post deploy-
ment assessments. Both VA and the DOD should
continue to provide periodic, universal screening for men-
tal health and substance abuse concerns to service mem-
bers and veterans.

VA must enhance its efforts to provide veteran- and
family-centered care programs, including family therapy
and marriage counseling.

VA and the DOD must track and publicly report per-
formance measures relevant to their mental health and
substance-use disorder programs.

The IBVSOs believe that additional VA research on ef-
fective prevention and treatment of PTSD and other
mental health readjustment conditions is required, in-
cluding research on improved screening tools and
stigma reduction methodology.

OEF/OIF ISSUES

VA must work more effectively with the DOD to ensure
a seamless transition of early intervention services to help
returning service members from Iraq and Afghanistan
obtain effective treatments and follow-up services for
war-related physical and mental health problems.

VA must do its part to sustain VA mental health care as
a high priority grounded in the newly adopted princi-
ples of the New Freedom Commission on Mental
Health. The system must continue to improve access
to specialized services for veterans with mental illness,
PTSD, and substance-use disorders commensurate with
their prevalence and must ensure that mental health re-
covery, with all its positive benefits, becomes the guid-
ing beacon for VA mental health planning, pro-
gramming, budgeting, and clinical care. 

VA should support research into the long-term health
consequences of traumatic brain injury and mild TBI in
OEF/OIF veterans as well as establish a broader re-
search portfolio of studies of TBI prevention and treat-
ment. Research studies of injured OEF/OIF veterans,
compared to similar injuries in previous generations of
combat veterans, are needed. 

To ensure a smoother transition for veterans with TBI
and their caregivers, VA should provide additional as-
sistance to immediate family members of brain-injured
veterans, including additional resources for improved
case management, respite, training, counseling, and
other necessary services, and continual follow-up. 

The goal of achieving optimal function in each indi-
vidual TBI patient requires improved coordination and
interagency cooperation between the DOD and VA.
Veterans should be afforded the best rehabilitation
services available and the opportunity to achieve max-
imum functional improvement so they can eventually
reenter society or at minimum achieve stability of func-
tion in an appropriate health-care or residential setting. 

VA should initiate surveys and other research to assess the
variety of barriers to VA care for OEF/OIF veterans, with
special emphasis on reservists and guardsmen returning to
veteran status after combat deployments; rural and geo-
graphically remote veterans; veterans from racial and eth-
nic minorities; and female OEF/OIF veterans. These
surveys should assess barriers among all OEF/OIF veter-
ans—not only the subset of veterans who actually enroll
or otherwise contact VA for health care or other services. 
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The DOD and VA must work collaboratively to elim-
inate the stigma attached to service members and vet-
erans seeking care for readjustment issues, mental
illness, and substance abuse with the same urgency and
sincerity that we give to “medical” illnesses. Other-
wise, some veterans will not seek help and may fall into
despair and be at risk for suicide.

VA must provide access for OEF/OIF veterans and their
spouses to marital and family counseling to help restore
relationships that deteriorate as a consequence of mili-
tary deployment and separation and to strengthen the
social support system these veterans need as they rein-
tegrate into their homes and communities. 

VA should provide Congress its strategic plan, through
its Office of Rural Health, for OEF/OIF veterans living
in rural areas far from VA facilities and essentially
without access to any form of direct VA service in men-
tal health and otherwise. We urge VA to find accept-
able ways for these rural veterans to gain access to the
full continuum of health-care services offered by VA. 

ACCESS ISSUES

The Veterans Health Administration should continue to
roll out the  Institute for Health Improvement’s (IHI)
principles in order to maximize productivity of clinical
care resources by identifying additional high-volume clin-
ics that could benefit.

VA should continue to identify other clinical areas (such
as procedure rooms, operating rooms, nuclear medicine,
etc.) where scheduling should be redesigned to improve
efficiency and access and apply the IHI principles to
them, as well. 

VA should take a systematic approach to monitoring
change in the processes to which the IHI principles have
been applied in order to identify whether the process is
resulting in desired outcomes.

VA should ensure that valid waiting time data from its 50
high-volume clinics are used to measure performance of
networks and facilities. In addition to using its automated

data collection, it should audit a sampling of medical
records for desired appointment times as recommended
by the Inspector General. 

VA should identify bottlenecks caused by limited 
resources, such as clinical staff, clinical space, equip-
ment, and clerical staff shortages, and request funds to
address these when IHI processes cannot identify
“workarounds” to meet waiting time goals.

VA must ensure that schedulers receive adequate annual
training on scheduling policies and practices in accor-
dance with the Inspector General’s recommendations.

VA must consider recommendations made by its con-
tractor currently reviewing its scheduling software, pol-
icy, and practice in order to address ongoing concerns
about the accuracy of its waiting time data. 

The Veterans Health Administration must ensure that
community-based outpatient clinics (CBOCs) are staffed
by clinically appropriate providers capable of meeting
the needs of veterans.

The VHA must develop and use clinically specific refer-
ral protocols to guide patient management in cases where
a patient’s condition calls for expertise or equipment not
available at the facility at which the need is recognized.

The VHA must ensure that all CBOCs fully meet the ac-
cessibility standards set forth in Section 504 of the Re-
habilitation Act.

VA must ensure that the distance veterans travel, as well
as other hardships they face, be considered in VA’s poli-
cies in determining the appropriate location and setting
for providing VA health-care services.

VA must fully support the right of rural veterans to health
care and insist that funding for additional rural care and
outreach be specifically appropriated for this purpose,
and not be the cause of reductions in highly specialized
urban and suburban VA medical programs needed for
the care of sick and disabled veterans.

VA should ensure that mandated outreach efforts in rural
areas required by Public Law 109-461 be closely coor-
dinated with VHA’s Office of Rural Health (ORH).

Mobile vet centers should be established, at least on a
pilot basis, to provide outreach and counseling for vet-
erans in rural and highly rural areas. 

�



40 Independent Budget • Fiscal Year 2009 

Recommendations to VA

Through its affiliations with schools for the health pro-
fessions, VA should develop a policy to help supply health
professions clinical personnel to rural VA facilities and
practitioners to rural areas in general.

The VHA Office of Academic Affiliations, in conjunc-
tion with the Office of Rural Health (ORH), should
develop a specific initiative aimed at taking advantage
of VA’s affiliations to meet clinical staffing needs in
rural VA locations.

The VA Secretary should use existing authority to estab-
lish a Rural Veterans Advisory Committee under the Fed-
eral Advisory Committee Act to include membership by
veterans service organizations (including those that have
authored this Independent Budget).

In areas of particularly sparse veteran population and ab-
sence of VA facilities, the VA Office of Rural Health
should sponsor and establish demonstration projects
with available providers of mental health and other
health-care services for enrolled veterans, taking care to
observe and protect VA’s role as coordinator of care. The
projects should be reviewed and monitored by the Rural
Veterans Advisory Committee otherwise recommended
in this section. Funding should be made available to the
ORH to conduct these demonstration and pilot projects
outside of Veterans Equitable Resource Allocation, and
VA should report the results of these projects to the Com-
mittees on Veterans’ Affairs.

At highly rural VA community-based outpatient clinics,
VA should establish a staff function of rural outreach
workers to collaborate with rural and frontier non-VA
providers to establish referral mechanisms to ease re-
ferrals by these providers to direct VA health care when
available, or VA-authorized care by other agencies. 

Rural outreach workers in VA’s rural community-based
outpatient clinics should receive funding and authority to
enable them to purchase and provide public transporta-
tion vouchers and other mechanisms to promote rural
veterans’ access to VA health-care facilities that are distant
from their rural residences. This travel program should
be inaugurated as a pilot program, in a small number of
facilities. If successful as an effective access tool for rural,
remote, and frontier veterans who need access to VA care
and services, it should be expanded into other rural areas. 

The ORH should seek and coordinate the implementa-
tion of novel methods and means of communication, in-
cluding use of the World Wide Web and other forms of

telecommunication and telemetry, to connect rural, re-
mote, and frontier veterans to VA health-care facilities,
providers, technologies, and therapies, including greater
access to their personal health records, prescription med-
ications, and primary and specialty appointments.

Veterans designated by VA as being catastrophically dis-
abled veterans for the purpose of enrollment in health-
care eligibility category 4 should be exempt from all
health-care copayments and fees.

SPECIALIZED SERVICES

Prosthetics and Sensory Aids

The Veterans Health Administration (VHA) should en-
force a uniform line of authority VISN Integrated Pros-
thetics Service (VIPS) Line to decrease problems with the
distribution of service and equipment.

The VHA must continue to nationally centralize and pro-
tect all funding for prosthetics and sensory aids.

The VHA should continue to utilize the Prosthetics Re-
sources Utilization Workgroup to monitor prosthetics ex-
penditures and trends. 

The VHA should continue to allocate prosthetics funds
based on prosthetics expenditure data derived from the
National Prosthetics Patients Database (NPPD). 

The VHA’s senior leadership should continue to hold its
field managers accountable for ensuring that data are
properly entered into the NPPD. 

The Veterans Health Administration should continue the
prosthetics clinical management program, provided the
goals are to improve the quality and accuracy of VA pros-
thetics prescriptions and the quality of the devices issued. 

The VHA must reassess the Prosthetic Clinical Man-
agement Program to ensure that the clinical guidelines
produced are not used as means to inappropriately
standardize or limit the types of prosthetic devices that
VA will issue to veterans or otherwise place intrusive
burdens on veterans.
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The VHA must continue to exempt certain prosthetic
devices and sensory aids from standardization efforts.
National contracts must be designed to meet individual
patient needs, and single-item contracts should be
awarded to multiple vendors/providers with reasonable
compliance levels.

VHA clinicians must be allowed to prescribe prosthetic
devices and sensory aids on the basis of patient needs
and medical condition, not costs associated with equip-
ment and services. VHA clinicians must be permitted to
prescribe devices that are “off contract” without ar-
duous waiver procedures or fear of repercussions. 

The VHA should ensure that its prosthetics and sensory
aids policies and procedures, for both clinicians and ad-
ministrators, are consistent regarding the appropriate pro-
vision of care and services. Such policies and procedures
should address issues of prescribing, ordering, and pur-
chasing based on patient needs—not cost considerations. 

The VHA must ensure that new prosthetic technolo-
gies and devices that are available on the market are
appropriately and timely issued to veterans.

VA should increase funding for prosthetics IT systems
projects and consider dedicating full-time resources to
prosthetics IT systems to ensure that these functions
are enhanced in a timely manner.

The VHA must require all Veterans Integrated Service
Networks (VISNs) to adopt consistent operational pa-
rameters and authorities in accordance with national
prosthetics policies. 

VISN directors as well as VHA central office staff
should be held responsible for implementing a consis-
tent prosthetics program that reduces the need for cen-
tral office intervention. 

Time limits for denial of prosthetics requests should be
established and adhered to.

The VHA must fully fund and implement its National
Prosthetics Representative Training Program on an on-
going basis, with responsibility and accountability as-
signed to the chief consultant for Prosthetics and Sensory
Aids. Sufficient training funds and employee staff must
be dedicated to this program to ensure success.

VISN directors must ensure that sufficient training
funds are reserved for sponsoring prosthetics training

conferences and meetings for appropriate managerial,
technical, and clinical personnel.

The VHA must be assured by the VISN directors that
selected candidates for vacant VISN prosthetics repre-
sentative positions possess the necessary competency
to carry out the responsibilities of these positions.

The VHA and its VISN directors must ensure that
prosthetics departments are staffed by certified profes-
sional personnel who can maintain and repair the lat-
est technological prosthetic devices.

The VHA must rededicate itself to an excellent pro-
gram for hearing loss and deficiency.

The VHA must continue to restore clinical resources
in both inpatient and outpatient audiology programs
within its networks.

Special Needs Veterans

The Veterans Health Administration must restore the
bed capacity and full staffing levels in the blind reha-
bilitation centers to the level that existed at the time of
the passage of Public Law 104-262. 

The VHA must continue the implementation of the full
continuum of outpatient programs for blinded and low-
vision veterans, which Secretary Nicholson promised in
January 2007, at a cost of $45 million over three years.

The VHA must require the networks to restore clinical
staff resources in inpatient blind rehabilitation centers
and increase the number of full-time VIST coordinators. 

VHA headquarters must undertake aggressive over-
sight of the FY 2008 appropriation and include an ad-
ditional $14.5 million to ensure that the full continuum
of care for blind services is started. 

The VHA should expand capacity to provide computer
access evaluation and training for blinded veterans by
contracting with qualified local providers when and
where they can be identified. 

Recommendations to VA
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The VHA should ensure that the spinal cord injury/
dysfunction (SCI/D) continuum of care model is avail-
able to all SCI/D veterans across the country. VA must
also continue mandatory national training for the
“spoke” facilities.

VA should develop a comprehensive continuum of care
model for SCI/D patients to include diseases of the neu-
rological system, such as MS and ALS. 

The VHA needs to centralize policies and funding for
systemwide recruitment and retention bonuses for
nursing staff.

VA should continue to foster and maintain a close
working relationship with the National Academy’s In-
stitute of Medicine in an effort to determine the best
treatments for Gulf War veterans’ illnesses and the ef-
fects of toxic exposures, trauma, and stress on the
health of Gulf War veterans. Congress should allocate
new research funding to implement the recommenda-
tions of the Institute of Medicine (IOM) in these areas. 

VA and the DOD should review and comment on the
recommendations from the Gulf War Veterans Advi-
sory Committee, the IOM, and other organizations,
such as the Government Accountability Office.

Congress and VA should review the evidence connect-
ing combat exposure to serious post-deployment health
conditions, and take three actions:

• Immediately reinstate expired statutory au-
thority in title 38, United States Code, section
1710(e)(3)(B) for VA health-care eligibility for
Gulf War combat veterans;

• Establish permanent eligibility for VA health
care for all combat veterans; and

• Consider new policy creating presumptive
service-connection for the health conditions
found by the IOM to be associated with expo-
sure to combat stress.

VA should request and Congress should appropriate
at least $3 million in FY 2009 to conduct a pilot
screening program for veterans at high risk of devel-
oping lung cancer.

VA should partner with the International Early Lung
Cancer Action Program to provide screening for veter-
ans at risk.

VA should adopt a policy of transparent information
sharing and initiate quarterly public reporting of all
quality, access, and patient satisfaction data, including
a report on quality and performance data stratified by
gender. 

VA should enhance its health-care demand model to
address women veterans’ health. Recent studies of uti-
lization patterns by women veterans suggest that the
numbers of users of women veterans’ health care will
double in less than five years. VA should address these un-
precedented increases by modeling demand for gender-
specific health services and stratifying demand by
gender.

VA needs to develop enhanced training programs for
women health providers and support at least one full-
time expert in women’s health at every VA medical cen-
ter (VAMC).

VA health-care providers should make every effort to
reduce women’s unnecessary exposure to radiation and
pharmaceutical teratogens. VA should facilitate
providers’ ability to identify compounds associated
with an increased risk of birth defects and immediately
revise the pharmacy package to provide alerts for po-
tential teratogens to prescribe to women veterans
younger than 50 years of age. 

Every VAMC should be provided sufficient resources
to make VA women veterans program managers full-
time positions. 

VA should fund a study either under contract with a
qualified independent entity or in collaboration with a
university affiliate for a long-term study of women who
served in OEF/OIF. The research would investigate the
health consequences of service in Iraq and Afghanistan
using both a telephone survey and health examinations
of deployed and nondeployed women veterans. 

VA should contract with a qualified independent entity
for a comprehensive study of the barriers experienced
by recently discharged women veterans. The study
would explore their perceptions of, and experiences
when accessing, health-care services at VA facilities.

VA should conduct a comprehensive assessment of its
women veterans’ health programs and report findings
to Congress, along with an action plan to improve
quality and reduce disparities in health-care services
for women receiving VA care. The Government Ac-
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countability Office should review and report to Con-
gress on the results of VA’s assessment. 

VA’s sexual trauma programs should be enhanced by re-
quiring consistent training and certification of health-care
personnel across all medical and mental health disciplines
on techniques for screening women at risk for military
sexual trauma, effective care and treatment options, and
evidence-based clinical practice guidelines for victims of
sexual trauma. 

VA should assess and develop a plan to enhance the
provision of integrated readjustment and related men-
tal health care services for women veterans at VA’s Vet
Centers.

VA should develop a pilot program to provide child care
services for veterans who are the primary caregivers of
children, while these women receive intensive health
care services for PTSD, mental health, and other thera-
peutic programs requiring privacy and confidentiality. 

VA should develop a pilot program to provide coun-
seling, transition assistance, and reintegration assis-
tance for newly separated women veterans in a group
retreat setting. 

VA’s Women Veterans Advisory and Minority Veterans
Advisory Committees should include veterans who
served in Afghanistan or Iraq.

VA should improve its outreach efforts to help ensure
homeless veterans gain access to VA health and bene-
fits programs.

LONG-TERM-CARE ISSUES

VA must develop a more detailed comprehensive strate-
gic plan for long-term care that meets the current and
future needs of America’s veterans.

Congress must hold appropriate long-term-care hear-
ings to learn the specific issues of concern for aging vet-
erans. VA must use the information gleaned from these
hearings as it moves forward in the development of a
comprehensive strategic plan for long-term care.

VA must abide by P.L. 106-117 regarding VA’s nursing
home average daily census (ADC) capacity mandate,
and Congress must enforce its own requirement.

VA must swiftly implement new authorities provided in
P.L. 109-461 dealing with veterans’ needs in the state
veterans’ home program.

VA and Congress must continue to provide the con-
struction grant and per diem funding necessary to sup-
port state veterans’ homes. Even though Congress has
approved full long-term-care funding for certain serv-
ice-connected veterans in state veterans’ homes under
P.L. 109-461, it must continue to provide resources to
support other veteran residents in these facilities and
to maintain the infrastructure. To that end, Congress
should provide state veterans’ homes $200 million in
construction grant funds for FY 2009.

VA must do a better job of tracking the quality of care
provided in VA contract community nursing homes.
Unscheduled quality of care visits are a good first step
but accreditation requirements are a better approach.

VA must increase its capacity for noninstitutional,
home, and community-based care, but given the evi-
dent growth in demand, not at the expense of its tra-
ditional institutional programs.

VA must ensure that each noninstitutional program
mandated by P.L. 106-117 is operational and available
across the entire VA health-care system. VA’s Long-
Term Care Strategic Plan does not include an action
VA directive to mandate field compliance.

Serious geographical gaps exist in specialized long-term-
care services (nursing home care) for veterans with spinal
cord injury or spinal cord disease. As VA develops its
construction plan for nursing home construction, it must
include provisions, to provide a minimum of 15 percent
bed space, to accommodate the specialized spinal cord
injury nursing home needs nationally. VA must start by
implementing the CARES SCI/D long-term-care recom-
mendations. VA must develop a more detailed facility-
by-facility mechanism to locate and identify veterans
with SCI/D and other catastrophically injured veterans
residing in non-SCI/D long-term-care facilities. 

VA should develop a VA nursing home care staff-train-
ing program for all VA long-term-care employees who
treat veterans with SCI/D and other catastrophic dis-
abilities.

�
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VA must move forward in modifying its nursing home
programs to meet the needs of younger combat-injured
veterans. 

Assisted Living

VA’s 2004 Assisted Living Pilot Program (ALPP) report
seems most favorable, and assisted living appears to be
an unqualified success. However, The Independent
Budget authors believe that to gain further under-
standing of how the ALPP can benefit veterans, it
should be replicated in at least three Veterans Inte-
grated Service Networks with a high percentage of eld-
erly veterans. We hope the new pilot program
authorized by the National Defense Authorization Act
for Fiscal Year 2008 can be a means of evaluating as-
sisted living as an innovative option for meeting eld-
erly veterans’ long-term-care needs.

VA MEDICAL AND PROSTHETIC
RESEARCH

As it moves forward with its research facilities assess-
ment, VA should submit regular reports to Congress
following the completion of each site survey. These re-
ports will ensure that the Administration and Congress
are well informed of VA’s funding needs for research
infrastructure at each stage of the budget process.

ADMINISTRATIVE ISSUES

VA should establish recruitment programs that enable
the Veterans Health Administration to remain com-
petitive with private-sector marketing strategies. 

Each Veterans Health Administration medical center
should designate a staff person with volunteer man-
agement experience to be responsible for recruiting vol-
unteers, developing volunteer assignments, and
maintaining a program that formally recognizes vol-
unteers for their contributions.

VA should establish a contract care coordination 
program that incorporates the preferred pricing pro-
gram discussed above, based on principles of sound
medical management and tailored to VA and veterans’
specific needs.

Veterans who receive private care at VA expense and
authorization should be required to participate in the
care coordination program, with limited exceptions. 

VA and any care coordinator should jointly develop
identifiable measures to assess program results and
share results with Congress and stakeholders, including
The Independent Budget veterans service organiza-
tions. Care should be taken to ensure inclusion of im-
portant VA academic affiliates in this program.

The components of a care coordination program
should include claims processing, health records man-
agement, and centralized appointment scheduling. 

The following recommendations apply specifically to
VA’s Project HERO pilot program:

• VA should establish a mechanism to track con-
tract expenditures within the selected pilot net-
works that include cost comparisons to
existing contract costs.

• VA should develop a set of quality standards
that contract care providers must  meet that are
equivalent to the quality of care veterans re-
ceive within the VA system. Any Project HERO
provider should be held to this standard. 

• VA should provide Congress and make pub-
licly available the results of the first year of op-
erations under the pilot project, including both
quality and cost data.

When VA preauthorizes fee-based care for a veteran,
it should coordinate with the chosen health-care
provider for both the veteran’s care and payment of
medical services. Service-connected veterans should not
be required to negotiate payment terms with private
providers for authorized fee-based care or pay out-of-
pocket for such services.

�

�

�
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VA should continue to pursue the regulatory changes
needed for its payment methodology to provide equitable
payments for the care veterans receive in the community.

With support from VA leadership, a standard business
practice for efficient and timely processing of claims
for fee-based care should be established.

The Veterans Health Administration, with the Under Sec-
retary for Health in the lead, should regain full authority
for health-related IT systems used within the fabric of the
VA health-care environment, encompassing the authority
for all plans, programs, operations, and budget in IT mat-
ters affecting the direct delivery of VA health care and af-
fecting the conduct of VA’s biomedical research and
development programs. In regaining this responsibility,
the VHA should establish designated processes to ensure
coordination with the agency VA IT official to ensure that
federally mandated IT security requirements are met in
congruence with the VHA responsibilities as a Health In-
surance Portability and Accountability Act “covered en-
tity” for security of health information in general, and
for protecting privacy and security of veterans’ personal
health information in particular. 

Congress should formally authorize, and VA should pro-
vide, a full range of psychological and social support
services as an earned benefit to family caregivers of vet-
erans with severe service-connected injuries or illnesses. 

VA should assign an accountable advocate and case
manager to each severely injured or ill veteran’s family.
The case management system must be seamless for vet-
erans and family caregivers. Case manager advocates
must be empowered to assist with medical benefits and
family support services, including vocational services,
financial services, and child care services.

VA should provide psychological support services to
the family caregivers of severely injured and ill veter-
ans. This support must include relationship and mar-
riage counseling, family counseling, and related
assistance to the family in coping with the inevitable
stress and discouragement of caring for the veteran.
These services should be made available at every VA
medical center and all CBOCs that care for severely
disabled OEF/OIF veterans. 

VA should establish clear policies expecting every VA
nursing home and adult day health dare program to
provide appropriate facilities and programs for respite
care for severely injured or ill veterans. These facilities
should be restructured to be age-appropriate, with
strong rehabilitation goals suited to the needs of a
younger population, rather than expecting younger
veterans to blend with the older generation typically
resident in VA NHCUs and ADHC programs. As we
have indicated in prior Independent Budgets and in tes-
timony, we believe VA must adapt its services to the
particular needs of this new generation of disabled vet-
erans and not simply require these veterans to accept
what VA chooses to offer. 

VA should develop support materials for family care-
givers, including the following:

• A “Caregiver Toolkit” that is available both in
hard copy and from the Internet. This should
include a concise “recovery roadmap” to as-
sist families in understanding and maneuver-
ing through the complex systems of care and
resources available to them; and

• Social support and advocacy support for the
family caregivers of severely injured veterans,
including:

■ Peer support groups, facilitated and as-
sisted by committed VA staff members;

■ Appointment to local and VA network
patient councils and other advisory
bodies to local and regional Veterans
Health Administration and Veterans
Benefits Administration managements;
and, 

■ A monitored chat room, interactive
discussion groups, or other online
tools for the family caregivers of se-
verely disabled OEF/OIF veterans,
through My HealtheVet or another ap-
propriate web-based platform. 

Recommendations to VA
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Construction Issues

MAJOR AND MINOR

CONSTRUCTION ACCOUNT

In accordance with industry standards and its own
“Asset Management Plan,” the Department of Veter-
ans Affairs should spend 2 percent to 4 percent of its
plant replacement value—$800 million to $1.6 bil-
lion—on nonrecurring maintenance (NRM) to ensure
that its facilities are clean and safe for patients and
staff.

VA must resist the temptation to dip into NRM fund-
ing for health-care needs as backlogging maintenance
could lead to far greater expense in the future.

VA must give its hospital managers access to NRM
funding consistently throughout the year, not just a
lump sum in the final part of the year. Apportioning
funding evenly throughout the year would allow them
to better plan for necessary repairs and reduce waste
and inefficiency in NRM use.

VA should study the effectiveness of awarding more
design-build contracts, which could streamline the
scope of the construction process, reducing some de-
lays and potentially reducing costs.

Each facility master plan should address long-term
care, including plans for those with severe mental ill-
ness, and domiciliary care programs, which the CARES
process omitted.

VA must develop a format for these master plans so
that there is standardization throughout the system,
even though local contractors will perform planning
work in each Veterans Integrated Service Network.

VA should develop a plan for addressing its excess
space in nonhistoric properties that are not suitable for
medical or support functions due to their permanent
characteristics or locations.

VA must remain committed to state-of-the-art meth-
ods of health-care delivery. VA needs to regularly re-
view and update the Space Planning Criteria and
Design Guides to reflect delivery of the highest level of
health care.

VA must further develop a comprehensive program to
preserve and protect its inventory of historic properties.

Career and Occupational
Assistance Programs

VOCATIONAL REHABILITATION AND

EMPLOYMENT

VA needs to strengthen its Vocational Rehabilitation and
Employment program to meet the demands of disabled
veterans, particularly those returning from the conflicts
in Afghanistan and Iraq, by providing a more timely and
effective transition into the workforce. 

VA must help eliminate the barriers that veterans face
when trying to establish and/or maintain a veteran-
owned or service-disabled-veteran–owned small business.

VA must expedite implementation of P.L. 109-461 so
veteran entrepreneurs can receive set-aside and sole-
source contracts. Further delays in approving policy
and regulation dangers the success and longevity of re-
cently established service-disabled-veteran–owned
small businesses.

VA should establish a loan-guarantee program similar
to its current VA Home Loan Guarantee program to
provide recently discharged veteran entrepreneurs the
security needed to establish a small business after they
have left the military service even though they may be
starting with little or no income or collateral.

VA needs to establish a shared bonding process in con-
junction with the Small Business Administration and
provide a process to increase bonding limits upward
to $15 million, which is necessary for service-disabled
veterans to compete in today’s construction market.
VA should also develop a program for service-disabled
veterans to teach them how to prepare their compa-
nies to overcome the obstacles that preclude them 
from obtaining surety bonding in a timely and efficient
manner. 

�
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Vocational Rehabilitation and Employment (VR&E)
Service staff must follow up with veterans after being
referred to other agencies for self-employment to en-
sure that the veteran’s entrepreneurial opportunities
have been successfully achieved. 

The Vocational Rehabilitation and Employment manual
must be routinely revised to remain current with present
as well as future changes in laws, regulations, and policies.

VR&E Service staff must improve the oversight of con-
tract counselors to ensure veterans are receiving the full
array of services and programs in a timely and com-
passionate manner.

The VR&E Service should improve case management
techniques and use state-of-the-art information tech-
nology.

The VR&E Service must increase the success rate of
their program above the current 67 percent to meet its
goal of 80 percent by 2011.

The VR&E Service needs to use results-based criteria
to evaluate and improve employee performance.

VA needs to streamline eligibility and entitlement to
VR&E programs to provide earlier intervention and
assistance to disabled veterans.

The VR&E Service needs to identify and address why
veterans drop out of its VR&E program prior to com-
pletion or choose to interrupt their rehabilitation plans.

The VR&E Service must place higher emphasis on ac-
ademic training, employment services, and independent
living to achieve the goal of rehabilitation of severely
disabled veterans.

The VR&E Service should follow up with rehabilitated
veterans for at least two years to ensure that the reha-
bilitation and employment placement plan has been
successful. 

VA needs to develop resource centers that focus on ob-
taining and maintaining gainful employment for veter-
ans. The program needs to prepare veterans for
interviews, offer assistance creating résumés, and de-
velop proven ways of conducting job searches.

VA should assign primary responsibility for the Disabled
Transition Assistance Program (DTAP) within the Vet-
erans Benefits Administration to the Vocational Reha-
bilitation & Employment Service and designate a
specific DTAP manager.

The Veterans’ Employment and Training Service
should compile, and make available to the public, a
state-by-state, standardized performance measure sys-
tem on the hiring of veterans on all levels.

NATIONAL CEMETERY
ADMINISTRATION (NCA) 
ACCOUNTS

The National Cemetery Administration should con-
tinue to effectively market the SCGP. 

Recommendations to VA
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