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Good morning, my name is Charlie Richardson.  I am the President of the 
Vietnam Veterans of America (VVA) Tennessee State Council.  Thank you 
for the opportunity to testify today regarding the Draft National CARES 
Plan.  I will comment on the plans regarding delivery of health care to 
veterans who utilize Veterans Health Administration (VHA) facilities in 
VISN 9. 
 
The concept of CARES—to assess VHA’s current capital assets and 
determine its future needs—is a worthy goal.  No one wants to see money 
being wasted on the maintenance of old, outmoded, and in some cases, 
unused buildings.  That is money that could be better spent in providing 
health care to veterans.  As you know, the President’s Task Force to Improve 
Health Care Delivery for Our Nation’s Veterans recently pointed out the 
“mismatch” between demand and funding that has resulted in lengthy 
waiting times for veterans who come to VA for care.  In fact, last January, 
the Secretary for Veterans Affairs curtailed the enrollment of Priority 8 
veterans because of the long waiting lines.  Although VA has consistently 
referred to these veterans as “higher income veterans”, the criteria VA uses 
for that determination includes that used by HUD to determine eligibility for 
housing assistance.  Many veterans in Tennessee who fall into the Priority 8 
category are not much above that level and are in need of the access to the 
VA health care that Congress promised in 1996. 
 
Veterans in Tennessee are concerned about the intent of the CARE process.  
Our concern, and our confusion, stems in part from conflicting 
pronouncements from VA regarding the enrollment decision made last 
January.  While veterans were originally told that the reason for curtailing 
Priority 8 enrollment was due to lack of funds to meet the demand for care, 
VA now states in a publication from the Office of Public Affairs (Qs and As, 
under Secretary’s Draft National CARES Plan, July 2003) that the 
“temporarily suspended enrollment” of Priority 8s did not impact at all on 
the forecasted bed need and “the impact on the projected number of 
outpatient visits was less than 1 percent of the entire system.  When this is 
broken down to the Network, market and facility levels, the impact is 
negligible.”  We would welcome clarification on this matter. 
 
The Vietnam Veterans of America, Tennessee State Council has additional 
concerns regarding the draft CARES plan.  Among other things, we find it is 
very disjointed in its presentation and non-specific regarding where and how 
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certain services will be provided.  While we realize this plan focuses on 
capital assets, it is difficult for the veterans of Tennessee to envision what 
the adoption of this plan would mean to them. 
 
We wish to express our concern about the following items: 
 

• Although additional SCI long-term care beds are being added at 
Memphis and a new Blind Rehabilitation Center will be placed in 
Biloxi, patients in VISN 9 usually must travel long distances from 
home for specialized services such as blind rehabilitation and spinal 
cord injury services.  This imposes additional difficulties for family 
members who need to be included in the veteran’s rehabilitation while 
continuing to work, care for other family members, and meet their 
other responsibilities.  We encourage VHA to develop the use of tele-
medicine/tele-home care in order to include family members in the 
rehabilitation process. 

 
• While mention is made of expanding existing outpatient clinics to 

include mental health services, it is unclear how VA will be able to 
provide every CBOC with mental health clinicians who have expertise 
in the treatment of all the various conditions encompassed under the 
term “mental health”.  We are especially concerned about the 
provision of appropriate care for PTSD and military sexual trauma.  It 
concerns us when veterans at the Chattanooga Outpatient Clinic who 
have been in the system and have waited six months to see their 
primary care physician, have their appointment cancelled and 
rescheduled some six months later.   

 
• The plan calls for increasing the use of community contract services.  

While this may have the benefit of providing care closer to the 
veteran’s home, we question how VA plans to educate numerous 
contract providers on the issues particular to veterans—PTSD, 
military sexual trauma, ionizing radiation, exposure to environmental 
agents, and other. 

 
• The failure to include inpatient and outpatient mental health care, 

domiciliary care and long-term care in the planning process before 



Vietnam Veterans of America  Nashville Convention Center 
Tennessee State Council  September 10, 2003 
 
 

 4

determining, even on a preliminary basis, what space is considered 
expendable. 

 
We applaud the following ideas that are put forth, although we would like to 
see more specifics about their feasibility and timeline for implementation: 
 

• Enhanced-use leases for assisted living facilities. 
• Use of tele-medicine to improve access to specialty care. 

 
We were pleased to learn the Alvin York campus in Murfreesboro will be 
adding 20 new beds and will begin ambulatory surgery at this campus. 
 
We were also pleased to hear of the new prescription program where a 
veteran can bring in the prescription from their outside physician to be filled. 
 
Mr. Chairman, VVA’s founding principle is “Never again will one 
generation of veterans abandon another.”  We do not want VA to abandon 
programs which are vital to the care and treatment of the men and women 
who are returning home from the war in Iraq and to those who served this 
country in the past. 
 
In conclusion, we feel that decisions made within the context of the 
proposed Draft National CARES Plan must be made with caution, and with 
a full understanding of what unintended consequences may result. 
 
Mr. Chairman, thank you for the opportunity to submit our statement for the 
record on behalf of Vietnam Veterans of America (VVA) Tennessee State 
Council. 
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STATEMENT OF 
HOWARD LEE 

THE AMERICAN LEGION 
BEORE THE 

CAPITAL ASSET REALIGNMENT FOR ENHANCED SERVICES 
(CARES) COMMISSION 

ON 
THE NATIONAL CARES PLAN 

 
SEPTEMBER 10, 2003 

 
Mr. Chairman and Members of the Commission: 
 
Thank you for the opportunity today to express the local views of The American Legion 
on the Department of Veterans Affairs’ (VA)’s Capital Asset Realignment for Enhanced 
Services (CARES) initiative as it concerns Veterans Integrated Services Network (VISN) 
9.  As a veteran and stakeholder, I am honored to be here today. 
 
The CARES Process 
 
The VA health care system was designed and built at a time when inpatient care was the 
primary focus and long inpatient stays were common.  New methods of medical 
treatment and the shifting of the veteran population geographically meant that VA’s 
medical system was not providing care as efficiently as possible, and medical services 
were not always easily accessible for many veterans. About 10 years ago, VA began to 
shift from the traditional hospital based system to a more outpatient based system of care.  
With that shift occurring over the years, VA’s infrastructure utilization and maintenance 
was not keeping pace.  Subsequently, a 1999 Government Accounting Office (GAO) 
report found that VA spent approximately $1 million a day on underused or vacant space.  
GAO recommended, and VA agreed, that these funds could be better spent on improving 
the delivery of services and treating more veterans in more locations.  
 
In response to the GAO report, VA developed a process to address changes in both the 
population of veterans and their medical needs and decide the best way to meet those 
needs.  CARES was initiated in October 2000.  The pilot program was completed in 
VISN 12 in June 2001 with the remaining 20 VISN assessments being accomplished in 
Phase II. 
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The timeline for Phase II has always been compressed, not allowing sufficient time for 
the VISNs and the National CARES Planning Office (NCPO) to develop, analyze and 
recommend sound Market Plan options and planning initiatives on the scale required by 
the magnitude of the CARES initiative.  Initially, the expectation was to have the VISNs 
submit completed market plans and initiatives by November, 2002, leaving only five 
months to conduct a comprehensive assessment  of all remaining VISNs and develop 
recommendations.  In reality, the Market Plans were submitted in April 2003.  Even with 
the adjustment in the timeline by four months, the Undersecretary for Health found it 
necessary in June 2003, to send back the plans of several VISNs in order for them to 
reassess and develop alternate strategies to further consolidate and compress health care 
services.  
 
The CARES process was designed to take a comprehensive look at veterans’ health care 
needs and services.  However, because of problems with the model in projecting long-
term care and mental health care needs into the future, specifically 2012 and 2022, these 
very important health care services were omitted from the CARES planning.  The 
American Legion has been assured that these services will be addressed in the next 
“phase” of CARES.  However, that does not negate the fact that a comprehensive look 
cannot possibly be accomplished when you are missing two very important pieces of the 
process. 
 
The American Legion is aware of the fact that the CARES process will not just end, 
rather, it is expected to continue into the future with periodic checks and balances to 
ensure plans are evaluated as needed and changes are incorporated to maintain balance 
and fairness throughout the health care system. Once the final recommendations have 
been approved, the implementation and integration of those recommendations will occur.      
 
Some of the issues that warrant The American Legion’s concern and those that we plan to 
follow closely include: 
  
?  Prioritization of the hundreds of construction projects proposed in the Market  

Plans.  Currently, no plan has been developed to accomplish this very important  
task. 

?  Adequate funding for the implementation of the CARES recommendations.  
?  Follow-up on progress to fairly evaluate demand for services in 2012 and 2022  

regarding long-term care, mental health, and domiciliary care.  
 
VISN 9-CENTRAL, EASTERN, AND WESTERN MARKETS 
 
Central Market 
 
The Central Market is comprised of 75 counties located in the States of Tennessee, 
Kentucky and Georgia.  The VA Tennessee Valley Healthcare System, located in 
Nashville, is the VA Medical Center that services the area.  There are over 72,000 
veterans residing in this market.  The CARES initiative identified significant gaps in both 
primary care and specialty care.  The original market plan submitted by the VISN in 
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April 2003 proposed the establishment of additional sites of care to address this problem.  
However, the Draft National Plan (DNP) did not recommend the placement of any new 
primary care sites for this market.  The CARES standard is 70%, and this market clearly 
falls short with only 60% of the veterans having access to primary care.  The American 
Legion is concerned that the needs of the veterans are not being met. 
 
Campus Realignment/Consolidation of Services 
 
The Nashville and Murfreesboro VA facilities are about 40 miles apart with two different 
distinct missions serving different populations.  These facilities have been consolidating 
services for several years.  The DNP proposes to maintain both facilities while continuing 
to consolidate services to compliment each other’s mission.  The American Legion 
supports maintaining both facilities. 
 
Outpatient Services 
 
The plan proposes to use telemedicine and community contracts to meet the increase in 
demand in outpatient specialty services.  While telemedicine is the logical next step for 
VA as far as treatment is concerned, the use of it is not widespread and it is an expensive 
program to run.  Additionally, The American Legion believes the use of community 
contracts to meet the special needs of veterans should be avoided and only used as a last 
resort.   
 
Inpatient Services  
 
Again, the DNP will meet the increase in inpatient medicine services in this market by 
utilizing, among other things, community contracts.  The American Legion cautions VA 
on the wholesale use of contracting out care to meet the demand in the future.  Even if it 
is only a temporary measure, it has the potential to quickly become the norm and not the 
exception.  VA is a provider of care, not a purchaser, and The American Legion will 
remain vigilant in monitoring the use of contracted care. 
 
Eastern Market 
 
The Eastern Market is comprised of 34 counties located in the States of Tennessee, 
Virginia, Kentucky, and North Carolina.  This market relies upon the services of the 
James H. Quillen VA Medical Center in Mountain Home, Tennessee.  This market is 
expected to see significant growth in primary care, specialty care, and mental health 
through Fiscal Year (FY) 2012 and 2022.  Currently, only 51% of the veterans are within 
the prescribed CARES standards for access to primary care.  While the original Market 
Plan submitted by the VISN proposed the establishment of two outpatient care sites in 
this market, the DNP does not address the issue. The American Legion is concerned that 
nearly 20% of the veteran population will not have access to care.  The DNP basically 
ignores its own standards and as a result, many veterans are left behind. 
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 Collaboration 
 
The National Cemetery Administration is exploring the possibility of expanding the 
national cemetery at Mountain Home.  The American Legion does not oppose this 
collaboration.  Many of the VA National Cemeteries are quickly filling up and running 
out of room.  It is important to honor those who served with a final resting place everyone 
can be proud of.  
 
Western Market 
 
This market is comprised of 53 counties located in Western Tennessee, Northern 
Mississippi, and Eastern Arkansas.  This is rural market, with only one population base 
located in Memphis.  The lone VA Medical Center to service this market is also in 
Memphis.  The CARES process identified significant gaps in access to primary care, 
specialty care, inpatient beds, mental health care and long-term care beds for Spinal Cord 
Injury (SCI).  To address the shortfall in access, the VISN proposed the establishment of 
16 Community Based Outpatient Clinics (CBOCs) in spread throughout the market.  
However, the DNP did not propose the establishment of any CBOCs for the entire VISN.  
 
Also, because it is a rural market, inpatient services and the availability of sub-specialty 
care is spotty.  The American Legion notes that this was not addressed to any length in 
the DNP and we are concerned that once again, veterans needs are not being addressed. 
 
Thank you for the opportunity to be here today.   





















 
 

STATEMENT OF 
KEVIN D. NOEL 

OF THE  
DISABLED AMERICAN VETERANS  

BEFORE THE  
CAPITAL ASSETS REALIGNMENT FOR ENHANCED SERVICES 

COMMISSION 
NASHVILLE, TENNESSEE 

SEPTEMBER 10, 2003  
 
Mr. Chairman and Members of the Commission: 
 

On behalf of the local members of the Disabled American Veterans (DAV), and its Auxiliary, 
we are pleased to express our views on the proposed Capital Assets Realignment for Enhanced 
Services (CARES) Market Plans for this area in VISN 9. 
 

Since its founding more than 80 years ago, the DAV has been dedicated to a single purpose: 
building better lives for America’s disabled veterans and their families.  Preservation of the integrity of 
the Department of Veterans Affairs (VA) health care system is of the utmost importance to the DAV 
and our members. 
 

One of VA’s primary missions is the provision of health care to our nation’s sick and disabled 
veterans.  VA’s Veterans Health Administration (VHA) is the nation’s largest provider of health 
services, with 4,800 significant buildings.  The quality of VA care is equivalent to, or better than, care in 
any private or public health care system.  VA provides specialized health care services that are 
unmatched in the private sector.  Moreover, VHA has been cited as the nation’s leader in tracking and 
minimizing medical errors. 
 

As part of the CARES process, VA facilities are being evaluated to ensure VA delivers more 
care to more veterans in places where veterans need it most.  DAV is looking to CARES to provide a 
framework for the VA health care system that can meet the needs of sick and disabled veterans now 
and into the future.  On a national level, DAV firmly believes that realignment of capital assets is critical 
to the long-term health and viability of the entire VA system.  We do not believe that restructuring is 
inherently detrimental to the VA health care system.  However, we have been carefully monitoring the 
process and are dedicated to ensuring the needs of special disability groups are addressed and remain a 
priority throughout the CARES process.  As CARES has moved forward, we have continually 
emphasized that all specialized disability programs and services for spinal cord injury, mental health, 
prosthetics, and blind rehabilitation should be maintained at current levels as required by law.  
Additionally, we will remain vigilant and press VA to focus on the most important element in the 
process, enhancement of services and timely delivery of high quality health care to our nation’s sick and 
disabled veterans. 
 



 
 

Furthermore, local DAV members are aware of the proposed CARES Market Plans and what 
the proposed changes would mean for the community and the surrounding area.  We are pleased with 
the opening of the new clinic recently opened in the Memphis area.  We are certain that this will 
immediately benefit the veterans in the area.  As service officers that are disabled veterans ourselves, we 
are in the unique position to field complaints and receive compliments about the services provided 
through both the VA Medical Centers (VAMCs) and the outpatient clinics.  We are also active 
consumers of the services provided by the VA.   
 

As part of our volunteer transportation network, we maintain six Hospital Service Coordinators 
in the various medical facilities.  These coordinators help with claims submittals and organizing the 
transportation of veterans to and from their scheduled appointments.  As such, we have a good feel for 
how the veterans of this region feel they are being treated.   
 

A common complaint that we hear is that it takes an unreasonably long time to be assigned and 
be seen by a primary care provider.  Even given the emphasis on expediting appointments for service-
connected veterans the system does not have sufficient resources to provide quality care to the veterans 
in the system.  Because of the long wait for care, veterans that are eligible to receive care through the 
VAMCs have instead elected to utilize private medical treatment.  Certainly, this is negatively effecting 
the enrollment in the VA system and the current funding based upon usage.  Consequently, it is clear 
that projected usage will decrease and future funding will be jeopardized for a medical system that can ill 
afford the cut to their budget.   
 

The state of Tennessee has a population of over 550,000 veterans as of the most recent tally.  
We also have two major military bases and a large number of activated National Guard and Reserve 
units whose members will be immediately eligible for Veterans Administration health care benefits upon 
their return from the Middle East.  The well-publicized incidents of mental stress due to the trauma of 
the current hostilities are made clear by the number of suicides reported.  In the near future, there will be 
a large number of veterans, recently processed out of the military, who will be flooding the VA medical 
system.  At this time, it does not appear that the current system can support the additional demand. 
 

As mental health care is such an immediate and pressing concern, we are concerned about how 
quality care can continue to be provided to the veterans in the region of the VISN.  Alvin C. York 
VAMC in Murfreesboro, Tennessee is the location where most inpatient mental health care is provided.  
Given the traffic and driving distances, this facility does not meet the driving distance or the time driving 
standard the VA must hold itself to.  Opening clinics with non-VA psychiatric personnel may appear to 
solve the problem of accessible care on paper.  As we have learned, having a veteran treated for mental 
trauma due to military service requires specialized training and understanding of the peculiarities of 
military service.  Civil war veterans would indicate that anyone who had not seen the elephant (seen 
combat) would not believe you even if you took the time to explain fully to them what you had seen and 
experienced.  A veteran describing his military experiences to someone without adequate background 
has been described as describing when and where the veteran had “seen the elephant.”  It is clear from 
reading medical examinations, that there is a great need for training of the treating and examining 



 
 

physicians.  Without this training, there is little chance of quality medical treatment or subsequent 
effective rating decisions. 
 

We recognize that there may be facilities in the VA system that are a drain on the available 
resources.  The outpatient clinic in Knoxville, Tennessee was closed and temporarily relocated due to 
black mold rendering the facility unhealthy.  This solution allowed the VA to continue to provide medical 
care to the veterans of the area.  The VAMC in Memphis, Tennessee is currently undergoing 
construction and improvement as it was found to have been located on an earthquake fault.  The 
Nashville, Tennessee VAMC was recently studied to see if a co-located or integrated VA Regional 
Office would be feasible.   
 

The Nashville VAMC site is attached to the Vanderbilt University Medical Center and enjoys 
access to the fine medical professionals working for that school.  However, the site is landlocked with 
no possibility for expansion or integration.  An argument for the expansion of the facility can be seen on 
Saturdays when the clinics are flooded with the veterans reporting for the “cattle call” compensation and 
pension examinations.  There are upwards of fifty people in the waiting room, all waiting for an 
examination detailed enough to allow a rating decision to be made.  We have received complaints of 
cookie cutter examinations where the veteran was rushed in, seen briefly, and rushed out.  This kind of 
treatment has resulted in many veterans feeling that the system is not interested in or currently capable of 
providing quality care. 
 

It is clear that the available space in the VA inventory might be used more effectively.  Possibly 
space could be set aside for the special needs of the acutely disabled veteran population that will be 
making use of the VA health care system.  With Vietnam veterans suffering from a number of systemic 
conditions, it appears that more treatment facilities could be adapted to suit the particular needs of the 
veterans rather than the VA divesting themselves of such valuable, and potentially useful buildings. 
 

While contracting is touted as a viable plan for providing necessary services, we would question 
why these services would need to be subcontracted when there is currently an existing government 
agency with the infrastructure available to provide these services.  It could be argued that the properties 
listed as excess would actually be ripe to modify to suit the needs of the veterans.  The cost and time 
required to study proposed contracted care that could conform to the peculiarities of the VA system 
would undoubtedly be better spent trying to facilitate internal changes to support the needs of the 
veterans.  Availability of quality care is subject to funding.  Funding is subject to the number of enrollees 
in the medical system.  The number of enrollees in the system is in direct correlation to the perceived 
quality of care provided.  
 

Given the current political situation, and the fact that our active duty military service members 
are currently deployed in harm’s way, it is clear that the system is inadequate.  It is further clear that 
additional study and feedback from current consumers of VA medical care is necessary.  To this point, 
we have been observers only in the CARES process.  We stand ready to provide whatever assistance 
we can. 
 



 
 

In closing, the local DAV members of VISN 9 sincerely appreciate the CARES Commission 
for holding this hearing and for its interest in our concerns.  We deeply value the advocacy of this 
Commission on behalf of America’s service-connected veterans and their families.  Thank you for the 
opportunity to present our views on these important proposals. 
 

 


