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VETERANS AFFAIRS PHYSICIAN AND DENTIST 
COMPENSATION ISSUES 

TUESDAY, OCTOBER 21, 2003

U.S. HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON HEALTH, 

COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, DC 

The subcommittee met, pursuant to notice, at 2:10 p.m., in room 
334, Cannon House Office Building, Hon. Rob Simmons (chairman 
of the subcommittee) presiding. 

Present: Representatives Simmons, Boozman, Brown-Waite, 
Rodriguez, Strickland, Berkley, and Ryan. 

OPENING STATEMENT OF CHAIRMAN SIMMONS 

Mr. SIMMONS. The subcommittee will come to order. Good after-
noon, everybody. I am told that my friend and colleague, the distin-
guished Representative from Texas, Mr. Rodriguez, is running just 
a few minutes late. My friend, Mr. Strickland, has agreed to rep-
resent his side of the dais for a few minutes while we get this hear-
ing under way, and I thank the gentleman for that courtesy. 

Doctors have traditionally been called ‘‘the engines’’ of medicine 
and health care, which I believe is an indicator of their importance 
to the diagnosis and treatment of illness and injury. 

Certainly, physicians are one of the most important professions 
in human affairs across human history. They are healers, and as 
healers, they are precious to us. 

Generally speaking, throughout the history of Western civiliza-
tion, physicians have been highly respected and compensated for 
what they do, perhaps more so than any other profession or occupa-
tion. Certainly, in this country, the United States of America, phy-
sicians are well-compensated for their service. 

However, I think that we have encountered certain instances 
where physicians do not receive remuneration consistent with their 
role and status in our society, and perhaps one of those areas 
might be in the area of compensation for VA physicians. 

Over the years, Congress has preoccupied itself to ease physician 
shortages and improve their distribution across the country, in par-
ticular, in rural areas, and that is why in the 1970s, Congress en-
acted legislation that would establish five new state schools for 
medicine to address specific geographic shortages in West Virginia, 
South Carolina, Texas, Ohio and Tennessee. 

This Committee has long taken an interest in this issue, and cur-
rently we are awaiting the report of the Veterans’ Administration 
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national Commission on Nursing, which this Committee authorized 
in law, and this report is due here next year. 

I am told that the VA currently employs about 6,000 physicians 
and reports about 950 physician vacancies that it presumably 
would fill if it were able to recruit these professionals. 

It is my understanding that nearly 13 years have elapsed since 
Congress last reformed VA physician pay. I understand the Chair-
man and the Ranking Member intend to craft legislation that 
might address this issue, hopefully in concert with this Sub-
committee and its Members, and that that legislation will become 
the law of the land for many years to come. 

I would ask unanimous consent that my whole opening state-
ment be entered into the record as if read, and I would ask if my 
colleague on the other side of the aisle has any comments that he 
would like to make. 

[The prepared statement of Chairman Simmons appears on p. 
53.] 

OPENING STATEMENT OF HON. TED STRICKLAND 

Mr. STRICKLAND. Thank you, Mr. Chairman. Just very briefly, I 
was struck last week when we were able to receive testimony from 
those who had been injured and appeared before this Committee. 

I was especially impressed by I think without exception, they 
shared with us that they were pleased with the quality of the care 
providers. Their complaints dealt more with delays and inability to 
access staff in a timely manner, but once they had that connection 
with the provider, they seemed to be pleased with the quality of 
that service which they received. 

I think that is a credit to the VA and to the people who provide 
these medical services within our VA. Not everyone is perfect. The 
system is not perfect. 

The only thing that I would like for us to emphasize as we con-
sider this important matter is that I think most of the time you get 
what you pay for, and what we need to be looking at is a system 
that provides adequate compensation for those who provide these 
very critical services to our veterans. 

With that, I will yield back. 
Mr. SIMMONS. I thank the gentleman. I share his observations 

completely. I think the Full Committee hearing on that issue was 
very instructive. I agree with your comments. 

I see we are joined by our distinguished Ranking Member, Mr. 
Rodriguez. I yield to you, sir. 

OPENING STATEMENT OF HON. CIRO D. RODRIGUEZ 

Mr. RODRIGUEZ. Thank you very much, Mr. Chairman, and 
thank you for holding this forum here and this hearing. 

Dr. Roswell, welcome. I’m most aware that the VA Health Ad-
ministration is interested in addressing the physician and dentist 
compensation issues as it prepares a workforce that can meet the 
challenges of the VA Health Care System in the 21st Century. 

I think that we will find that the issue is confronting medical 
centers in every region, including my home town of San Antonio, 
in South Texas, an area where we need to work. 
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I want to welcome also Dr. Richard Bauer. Do you want to stand 
up? Let’s give him a big hand. 

(Applause.) 
Mr. RODRIGUEZ. Thank you. If there are any other Texans, we 

will also give you a big hand. Chief of Staff of the South Texas Vet-
erans’ Health Care System, and he will tell us what the issues are 
that are important. 

Some experts believe that we may face physician shortages, par-
ticularly for specialties in the near future. In fact, there is no doubt 
that we are going to face some serious problems. 

The data shows, and I keep saying that, the data shows that we 
produce about 13,000, and this figure goes a little ways back, but 
we have not produced any more medical schools, so we produce 
about 14,000 doctors and we bring in close to 4,000 to 5,000 from 
abroad each year. We have a real serious problem. 

Right up to 9/11, Mr. Chairman, we brought in close to 5,000, a 
little less than 5,000 doctors alone from other countries. We have 
actually been a brain drain on the rest of the world when it comes 
to some of the health care professionals, so there is a real need for 
us to come to grips with that and see what we are going to do in 
that area. 

I know that the VA and everyone else is encountering some real 
serious difficulties. 

VA physicians are underpaid compared to their counterparts in 
the private sector. We have not considered pay legislation in 13 
years. There are currently 900 vacancies that I have been informed 
about, about ten percent of the VA’s full time physician workforce, 
and Dr. Roswell also says the VA would recruit for these if it could 
offer to compensate in terms of dealing with the competition. 

I understand that the contracts for specialists that the VA often 
uses as an alternative may be more expensive than just hiring the 
specialists at the competitive salaries. 

I also want to share with you that we have to make sure that 
we provide top notch care when it comes to our veterans, and we 
cannot afford to do any less. 

The VA could have a challenge given the inadequate budget that 
we have been provided. We are hoping and we will continue the 
battle of adding some additional resources. 

Dr. Roswell, I hope that the VA and the administration are giv-
ing thoughtful consideration to the funding and how much money 
you will request. That fight also has to come from inside internally. 
I know the VA organizations, from the American Legion to the G.I. 
Forum and all the others are out there doing their part in address-
ing the fact that there is a need for over $3 billion in additional 
resources, and I know that we all recognize that. It is just a matter 
of putting pressure. 

It’s election year. Both Democrats and Republicans are coming 
up. I do not want to be too partisan here. I will hit both parties. 
We need to hold everybody accountable. We have to make sure that 
we do the right thing. 

Thank you very much. 
[The prepared statement of Congressman Rodriguez appears on 

p. 55.] 
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Mr. SIMMONS. I thank the gentleman for his comments, and I 
agree completely. We have to hold everybody accountable. 

We have three panels today speaking, and one panel submitting 
for the record. We have a lot of information that is going to be 
passed across. I realize that we do not have all of the Members of 
the Subcommittee here today. This is a hearing on an important 
topic, and we will ensure they receive the information. Some will 
be in and out as we proceed. 

Panel one, we have our friend, the distinguished Under Secretary 
for Health, Dr. Robert H. Roswell, of the Department of Veterans 
Affairs. I understand you are accompanied by Ms. Mari A. Horak, 
who is the Associate Chief of Patient Care Services at the Veterans 
Health Administration. 

Please proceed. 

STATEMENT OF ROBERT H. ROSWELL, UNDER SECRETARY 
FOR HEALTH, DEPARTMENT OF VETERANS AFFAIRS, AC-
COMPANIED BY MARI A. HORAK, ASSOCIATE CHIEF PATIENT 
CARE SERVICES OFFICER, VETERANS HEALTH ADMINISTRA-
TION 

Dr. ROSWELL. Thank you, Mr. Chairman and Mr. Rodriguez, Mr. 
Strickland. It is, as always, a real distinct pleasure to be here be-
fore you today. I am pleased to discuss our legislative proposals 
that will greatly enhance VA’s ability to recruit and retain the 
highest quality physicians, dentists and nurses, to care for our Na-
tion’s veterans. 

With me today, as you pointed out, Mr. Chairman, is Mari 
Horak, who is our Associate Chief, Patient Care Services, and a 
tremendous expert on the pay legislation that we will be discussing 
today. 

The VA compensation structure for physicians and dentists has 
not changed since 1991. The current system is extremely complex 
and does not provide the flexibility to respond to the changing com-
petitive market for many medical specialties, especially for the 
highest paid medical subspecialties. 

Also, a national shortage of many physician specialties critical to 
our health care mission further affects our ability to fill key vacan-
cies. In these shortage specialties, VA total compensation lags be-
hind private or academic sectors by as much as 67 percent. 

If we are to maintain our tertiary care capability and our capac-
ity to offer a full range of health care services to veterans, includ-
ing those now serving in far away parts of the world, we must be 
able to offer competitive salaries. 

For several specialties, we are losing staff faster than we can 
hire them. In some critical specialties, our turnover rate exceeds 25 
percent a year. Many facilities are not actively recruiting, as Mr. 
Rodriguez pointed out, to fill some key vacancies because they sim-
ply cannot find viable candidates at current VA salary rates. 

It is estimated that there are over 900 such positions nationwide 
for physician specialties. 

Non-competitive pay and benefits are also reflected in dramatic 
increases in our scarce specialty, fee basis, and contractual expend-
itures. These expenditures, which are necessitated when we cannot 
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hire physicians, have risen from $180 million a year in 1995 to over 
$850 million a year last year. 

Additionally, we increasingly must hire non-U.S. citizens under 
the VA’s J–1 visa waiver authority, and international medical grad-
uates now constitute almost 30 percent of our entire VA physician 
workforce. 

The problems with the current system are clear. Special pay 
rates are fixed in statute so that over time, their values are eroded 
by inflation, and VA pay falls behind the market. We now pay the 
maximum authorized amounts for some scarce specialists, and 
have no discretion under existing statute to pay more to retain 
these mission critical employees. 

To respond to this pending crisis, we are proposing to completely 
revise the VA physician and dentist pay system, to allow VA to ad-
just physician and dentist compensation levels according to market 
forces. 

Under our proposal, the physician pay would included three 
bands, base pay, market pay, and performance based pay. VA 
would benchmark the sum of all three bands to the 50th percentile 
of the Association of American Medical Colleges associate professor 
compensation levels for physicians, and to the 75th percentile of 
the American Dental Association practice guidelines for net prac-
tice income for our dentists. 

For executives at the chief of staff level and above, the bench-
marks would be hospital and HMO executive compensation levels. 

The base pay component would be increased by the annual com-
parability adjustments to Federal pay authorized by Executive 
Order each year. 

The system’s simplicity and flexibility would ensure that VA phy-
sician and dentist compensation levels and practices do not become 
outdated over time due to statutory limits. 

The draft bill would also prohibit senior Title 38 officials at the 
chief of staff level and above from receiving current or delayed com-
pensation from medical schools affiliated with their respective VA 
medical centers. This prohibition will ensure that senior clinical 
leadership can participate in discussions and negotiations with our 
affiliates, without conflict of interest implications. 

Our proposed physician and dentist pay would be effective on the 
first day of the first pay period on or after the later of April 1, 
2004, or 6 months after the date of enactment. 

Our bill also included important provisions allowing more flexible 
tours for nurses and an executive pay proposal for nurse leaders. 

The proposals in our bill will help VA remain a competitive em-
ployer for nurses, and meet current and future health care needs. 

We also request that the Committee act on a draft bill we re-
cently forwarded to Congress that would clarify the authority of the 
Secretary to promulgate regulations relating to staff adjustments of 
Title 38 employees, and to clarify the exclusion from coverage 
under general Civil Service laws of Title 38 personnel laws and 
regulations. 

A recent Federal Court decision has diluted the Secretary’s au-
thority to prescribe the conditions of employment for all Title 38 
medical professionals. This decision would have us make decisions 
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regarding staffing at particular facilities without regard to the indi-
vidual’s professional competencies or our patient care needs. 

This consideration is critical to staffing a health care system in 
which staff providers’ particular competencies dictate the quality of 
care a facility can provide. 

Mr. Chairman, we are in a critical situation with increasing de-
mand for veterans’ health care, yet our current pay system leaves 
us unable to recruit the staff we need today and well into the 
future. 

This concludes my statement. Ms. Horak and I would be pleased 
to answer your questions. 

[The prepared statement of Dr. Roswell appears on p. 59.] 
Mr. SIMMONS. Thank you, Dr. Roswell. I have a couple of quick 

questions here. What percentage of VA physicians would receive an 
increase in total compensation if the proposed legislation were en-
acted by Congress? 

Dr. ROSWELL. The current, as it is proposed, approximately 30 
percent of physicians would receive a pay raise if we indexed to the 
50th percentile of the associate professor’s schedule of the AAMC. 

Mr. SIMMONS. Is that enough? 
Dr. ROSWELL. Obviously, we provide care in a cost contained en-

vironment. Is it enough is a difficult question to answer. I believe 
the outstanding work done by VA physicians all over this great Na-
tion warrants a pay raise, and certainly I would love to see a great-
er percentage of VA physicians receive a pay raise. 

Mr. SIMMONS. One of the issues that has been before this Sub-
committee quite a bit, an issue that concerns me and I think the 
ranking member as well, specifically because of our districts, is the 
issue relative to the provision of VA health care in rural areas. 

How would this proposal affect that issue? Would it be a positive 
step? Would it provide incentives for VA physicians to serve in 
rural areas, or would it be neutral on that issue? 

Dr. ROSWELL. It would not specifically address compensation for 
work in rural areas, although I would point out that in many of 
our rural facilities, we do not have academic affiliations, and the 
academic salary rates would still be matched, even though an indi-
vidual may not have academic responsibilities. 

I believe it would clearly help us recruit certain specialties in 
rural areas, but because of the need for primary care and general 
internal medicine types of specialties, a higher pay raise or a 
broader range might be advantageous to recruit to those areas. 

Mr. SIMMONS. Finally, without prejudicing the discussion thus 
far on the issue of physician pay, is pay the only incentive that we 
need to be looking at here, or are there other incentives as well? 

Dr. ROSWELL. Well, maybe you are asking the wrong person, Mr. 
Chairman. 

Mr. SIMMONS. I am asking a doctor. 
Dr. ROSWELL. I think the Veterans Health Administration is the 

most outstanding place any physician could ever aspire to work. 
We have a noble mission, caring for America’s veterans. We do that 
in affiliation with America’s medical schools, where we have an op-
portunity to engage in medical education and research. We em-
brace cutting edge technology; the computerized patient record sys-
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tem that the VA offers is world class. There is no better environ-
ment to pursue the practice of medicine than the VA. 

But that is not a substitute for just compensation for the out-
standing clinicians that provide care to our Nation’s veterans. 

Mr. SIMMONS. Thank you. I now yield to my colleague, Mr. 
Rodriguez. 

Mr. RODRIGUEZ. Thank you. Thank you very much for your testi-
mony. I wanted to ask you, I know we have talked about the need 
in the area and we have thrown out figures of $3 billion. I am just 
curious how much those recommendations that talk about also the 
infrastructure, that we needed some money to look at the infra-
structure of our hospitals. 

On the report on personnel, do we have a figure for what is need-
ed just for personnel upgrade, in terms of the positions that are 
lacking and the money that is out there? 

Is there any appropriation numbers that have been thrown out, 
taking away the infrastructure money, that is needed there, the 
money just to keep existing services there and additional ones? 
Just in terms of the staff that is needed. 

Do we have a figure there that maybe has not been looked at? 
Dr. ROSWELL. We have looked at it, Mr. Rodriguez. In fiscal year 

2004, we estimate we need to hire a minimum of 2,500 additional 
nurses, and at least 800 additional physicians. 

Mr. RODRIGUEZ. 800 physicians? 
Dr. ROSWELL. At least. 
Mr. RODRIGUEZ. Do we know what the cost of that is? 
Dr. ROSWELL. I would be happy to submit it for the record. I do 

not have an exact cost. 
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(Subsequently, the Department of Veterans Affairs provided the 
following information:)
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Mr. RODRIGUEZ. I would like to get the cost of that, and then 
also, of course, the increases, at least some increases in terms of 
being comparable to the private sector or somewhat close. Is that 
figure a 60 percent increase that is needed to get it comparable 
with the private sector? 

Dr. ROSWELL. In certain specialties, yes. 
Mr. RODRIGUEZ. I would like to see some kind of report. I know 

I have seen the ones on the infrastructure and I have seen the ones 
on special services that are needed. I thought maybe I had over-
looked it. 

In terms of the salaries, that is one of the areas where we have 
not talked about much, and we need to, because that has a lot to 
do with the morale and the quality of people that you also keep, 
because at a certain point, people get burned out, and decide if 
they do not have the assistance and the help and the nurses that 
are needed there, other people are not going to be there. 

If you could get that for me, I would appreciate it. 
(See 11 Quadrennial Report on p. 77.) 
I also wanted to ask you, based on the policy recommendations 

and the differences that the administration is proposing, and the 
draft of the legislation, do you think there are other things the leg-
islation maybe does not address that we ought to be looking at? 

Dr. ROSWELL. I think the legislation as proposed addresses the 
critical areas. It may not be a perfect bill in certain areas, but 
clearly, the ability to address greater flexibility in compensation is 
the highest priority we face right now as we deal with waiting lists, 
increased demand for care, high turnover rates, and increasing per-
centage of international medical graduates, and the flexibility in 
compensation afforded by this bill would go a long ways to help us 
deal with that problem. 

Mr. RODRIGUEZ. Do you know how many H–1 visas we might 
have within the system? 

Dr. ROSWELL. I believe last year processed approximately 175 H–
1 visas. 

Mr. RODRIGUEZ. 175 professionals from abroad working with the 
VA? 

Dr. ROSWELL. We have about 13,000 physicians, and 29 percent 
are international medical graduates. Ms. Horak may have more 
precise numbers. 

Ms. HORAK. Yes, sir. What I can tell you is that we do not know 
at this point in time how many H–1 visas or J–1 visa waiver em-
ployees we have, although we can get that information for the 
record. 

In the last year, fiscal year 2002, we did process 198 waiver 
cases, and in fiscal year 2003, we had 146 or 147 processed. 

Mr. RODRIGUEZ. I just thought I would mention that because I 
know we do have a couple of members, such as Congressman Ric 
Keller, that talk about immigration. He forgets that we are a brain 
drain on the rest of the world. Until we decide that we want to 
produce our own, which we have not decided, and we are unwilling 
to provide the resources to make that happen, and I do encourage 
that we need to see how we can produce more doctors and more 
professionals. 

Thank you. 
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Mr. SIMMONS. Mr. Strickland. 
Mr. STRICKLAND. Thank you, Mr. Chairman. 
I would like to ask Dr. Roswell, it is my understanding that the 

VA has asked for legislative relief regarding the VA’s responsibility 
to give preference consideration for Title 38 employment decisions. 

The question I have, why does the VA—if that is true, why does 
the VA believe it requires such relief, and what kind of message 
might this send to other Federal agencies regarding their require-
ment to abide by veterans’ preference? Would you please speak to 
that? 

Dr. ROSWELL. Title 38 was specifically crafted to allow us to ad-
dress the clinical specialties and the care needed. It allows us to 
access various clinical specialties needed to provide care to our vet-
erans. It does not always allow—the issue is the recent court deci-
sion I referred to in my testimony essentially says that if we ever 
have the need to execute a reduction in force, that we must admin-
ister that with Title V, not Title 38, personnel regulations, which 
means that a general internist is considered a physician and might 
wind up being reassigned to a cardiac surgery slot. I certainly 
would not want a general internist—I am one—I would not want 
one doing cardiac surgery on me. 

The Title 38 staffing reduction or the Title 38 restrictions we are 
seeking allow us more if we are looking at a reduction in workforce 
or what we would call a Title 38 staffing adjustment, to be able to 
look at specialties and competencies in making reassignments 
under that circumstance. 

Ms. HORAK. That is correct, and it is important to emphasize 
that under our Title 38 employment system, we do follow veterans’ 
preference, and fully protect the veterans’ right for priority consid-
eration in all employment decisions. 

Mr. STRICKLAND. This would only be used to enable you to main-
tain the proper skill mix for what you need in order to provide—— 

Ms. HORAK. It is very important that we are able to identify and 
select individuals for employment and retained employment, to en-
sure that the appropriate clinical skills are retained to meet vet-
erans’ needs and to deliver high quality care. 

Mr. STRICKLAND. Thank you for that explanation. 
At least one of the witnesses that will be providing testimony 

today has cautioned that predictability of salary or income is in 
fact a recruitment or a retention tool within the VA. 

The proposed legislation, as I understand it, would make up to 
20 percent of a physician’s salary discretionary. Explain how you 
believe that would aid you in the recruitment and retention of phy-
sicians, having that portion of the salary discretionary. 

Dr. ROSWELL. Certainly, the discretionary component is the flexi-
bility in indexing the so-called market pay to the AAMC salary, 
plus or minus ten percent of the 50th percentile of the associate 
professor salary survey. 

That does allow some flexibility because not all physicians will 
be at the associate professor level. Someone may be very senior, 
very talented, and there would need to be some discretion on look-
ing at that. 

We currently have discretion, but it is administered based on 
years of tenure, not years of experience. It is a shame that when 
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we look at a very distinguished physician who may have had a very 
laudable health care career, we cannot provide any compensation 
for tenure if that career was not performed in the VA. 

The market base pay allows us some discretion in looking at, but 
of course, in no circumstance would anyone have a reduction in 
pay, as that is being applied. 

Mr. STRICKLAND. Mr. Chairman, can I follow up real quickly? 
Mr. SIMMONS. Without objection. 
Mr. STRICKLAND. Does your answer imply then that if someone 

comes into the VA system after having practiced medicine else-
where, that would give you the ability to accommodate them for the 
years of service they had outside the VA prior? 

Dr. ROSWELL. Exactly. We tend to skew our workforce towards 
international medical graduates and more junior level practitioners 
because we are competitive at the entry levels, and we may be com-
petitive at the more senior levels, if someone has spent their entire 
career in the VA, but we are not competitive to bring someone into 
the VA at mid-career, but this would give us that flexibility. 

Mr. STRICKLAND. Thank you both. 
Mr. SIMMONS. I thank the gentleman. The chair recognizes Ms. 

Brown-Waite. 
Ms. BROWN-WAITE. Mr. Chairman, I do not have any questions 

at this time. Thank you. 
Mr. SIMMONS. I thank the lady. The chair recognizes Ms. 

Berkley. 

OPENING STATEMENT OF HON. SHELLEY BERKLEY 

Ms. BERKLEY. Thank you. Dr. Roswell, it is a pleasure to see you 
again. I am sure you are aware we went out to bid yesterday, post-
ed notice in all of the Las Vegas papers, only looking for 50 acres 
so we could build this hospital. 

I think by now the entire world knows that Las Vegas is in need 
of a new medical facility, outpatient clinic, hospital, long term care 
facility, but along with those facilities, we also need the physicians, 
nurses and dentists to care for the men and women who live in Las 
Vegas who have sacrificed for our Nation. 

In Nevada, in addition to my veterans’ woes, has a major health 
care crisis as well, which is going to make it increasingly difficult 
for the VA to recruit and retain doctors. Currently, there are 91 
full and part time doctors servicing 160,000 veterans in Las Vegas. 
That is one for 1,700 patients. That is not very many. 

Even with these numbers, I am told we are not experiencing a 
significant shortage in general practitioners, but our specialties, we 
are having a very hard time filling, particularly oncology, hema-
tology, and pulmonary specialists. 

As you said, you may be a great general practitioner, but you 
would not want to be practicing what the cardiologists do. 

Like many communities around the Nation, we have significant 
nursing shortages as well. I think we can all agree that the vet-
erans’ assess to quality health care is a major priority, but we need 
to get these physicians, nurses and dentists committed to ensure 
that the VA health care professionals are adequately compensated. 
If there is a significant pay disparity between VA doctors and pri-
vate doctors and this continues, we are not going to have the physi-
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cians to care for VA patients, and once again, we are going to break 
another promise. 

I can tell you prior to being in Congress, I was a university and 
community college regent for 8 years. When I first started, in 1990, 
we had a waiting list to go to the University of Nevada/Reno med-
ical school, and we were turning significant numbers of students 
away. Eight years later, when I retired from the Board of Regents, 
we were recalling people that we had turned down to see if they 
would like to resubmit their application. 

I do not think it is only the VA that is experiencing a shortage 
of qualified doctors, but that is something that the entire Nation 
is experiencing, and it is going to get worse before it gets better. 

Consequently, because of our commitment to our veterans, we 
need to ensure that the compensation is compensatory, or the com-
pensation is commensurate with private practice. 

I am somewhat puzzled by the VA request that all pay bands es-
tablished be consistent with the 50 percentile of compensation for 
the associate professors, tracked by the American Association of 
Medical Colleges. It is my understanding that the 95th percentile 
would be commensurate with what most doctors are getting paid. 

Can you explain to me the disparity and why you were willing 
to peg it at 50 percent instead of at the preferred 95 percent? Is 
it simply a matter of money? 

Dr. ROSWELL. Certainly, money is an issue. Let me point out that 
the majority of our tertiary medical centers are affiliated with the 
Nation’s medical schools, and in fact, the new medical center in Las 
Vegas is something that we certainly will want to look at to see if 
there are medical school affiliation possibilities, and I hope to be 
able to discuss that with you in the future. 

In looking at that, the 50th percentile was a reasonable figure 
that gave 30 percent of the workforce a pay raise. If we were to 
increase that to the 75th percentile of the associate professor’s sal-
ary survey, then over 99 percent of VA physicians would be eligible 
for a pay raise. That might be a more effective way to address some 
of the recruitment needs we have. 

Our average recruitment currently is over 7 months and growing 
for physicians. Obviously, when we are looking at a very large new 
medical center, we will need to recruit a physician workforce fairly 
rapidly to be able to staff a facility such as that. 

Greater flexibility, in fact, would be very beneficial. 
Ms. BERKLEY. Let me mention this to you. A couple of weeks ago, 

the president of the University of Nevada/Reno was in my office, 
and a large part of our conversation was about the future VA hos-
pital, and they are very anxious to form a relationship. When you 
are ready, please call me. I will give you his number. He is waiting 
for your call. Thanks a lot. 

Dr. ROSWELL. Thank you. 
Mr. SIMMONS. We thank the lady. The chair recognizes Mr. 

Boozman. 
Mr. BOOZMAN. I really do not have a question. I do appreciate 

your work on this. I think it is very, very important. I appreciate 
your leadership. 

All of us are committed to trying to lessen the waiting times for 
our veterans. The Committee is. I know you all are also. Regardless 
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of what we do, this has to be done. If we do not have the providers 
in the system, and it is becoming a problem not only in the VA, 
but in Medicare and many other things, if we do not have the pro-
viders in the system, then the waits are not going to get shorter. 

Again, I do appreciate your leadership and would really like to 
help you work on this. 

Dr. ROSWELL. Thank you, Mr. Boozman. 
Mr. SIMMONS. Mr. Ryan. 
Mr. RYAN. Thank you, Mr. Chairman. Dr. Roswell, I am told that 

in 2000, there were some reforms that were made for the special 
pay for dentists. Can you just talk a little bit about that, for those 
of us who were not here in the year 2000? 

Dr. ROSWELL. There were some adjustments in the special pay 
compensation. Let me ask Ms. Horak to address that with more 
specificity. 

Ms. HORAK. Thank you. Public Law 106–419 resulted in signifi-
cant increases to most of the seven components of special pay 
under the current system for dentists. In many cases, these 
changes offered increases of over 100 percent in the amount of spe-
cial pay that some of our dentists were able to receive. That was 
very helpful and was significant in assisting our facilities in being 
able to recruit and retain dentists. 

As you know, we have a much smaller number of dentists. We 
only have about 765 versus the 14,000 physicians. However, if you 
look at the ADA net private practice income, they are showing now 
that general and specialty dentists earn more than some physician 
specialties. That legislation was very helpful in remedying a se-
verely non-competitive pay situation for our dentists. 

Mr. RYAN. Great. Thank you. 
Mr. SIMMONS. Thank you very much. If there are no more ques-

tions—— 
Ms. BERKLEY. Mr. Chairman, may I submit my opening state-

ment for the record? 
Mr. SIMMONS. Absolutely. 
Ms. BERKLEY. Thank you. 
[The prepared statement of Congresswoman Berkley appears on 

p. 57.] 
Mr. SIMMONS. If there are no more questions, I want to thank 

our panelists, and now welcome the second panel. For our second 
panel, we have Dr. Thomas Joseph Lawley, the Dean of Emory 
University School of Medicine, with the Association of American 
Medical Colleges. 

We also have Dr. Lactancio D. Fernandes, who is President of 
the American Federation of Government Employees, Local 1045, 
representing nearly 1,200 doctors, nurses, allied health care work-
ers and other hospital staff at the VA facilities in Biloxi and Gulf-
port, MS, Mobile, AL, and Pensacola and Panama City, FL. 

I will note for the record that Dr. Fernandes is also a major in 
the U.S. Air Force, 919th Medical Squadron, and recently com-
pleted his annual tour in support of Operation Iraqi Freedom. I 
just returned yesterday from Iraq. I was in Kuwait City, in Bagh-
dad and also up in Mosul. We thank you very much for your 
service. 
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I also have listed Dr. Stephen Rosenthal, the President of the na-
tional Association of VA Physicians and Dentists. 

I welcome all of you gentlemen to the panel. Dr. Lawley, please 
proceed. 

STATEMENTS OF THOMAS JOSEPH LAWLEY, DEAN, EMORY 
UNIVERSITY SCHOOL OF MEDICINE, REPRESENTING THE 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES; 
LACTANCIO D. FERNANDES, PRESIDENT, LOCAL 1045, AMER-
ICAN FEDERATION OF GOVERNMENT EMPLOYEES; AND STE-
PHEN ROSENTHAL, PRESIDENT, national ASSOCIATION OF 
VA PHYSICIANS AND DENTISTS 

STATEMENT OF THOMAS JOSEPH LAWLEY 

Dr. LAWLEY. Mr. Chairman, ladies and gentlemen, good after-
noon. I am Dr. Thomas Lawley, Dean of the Emory University 
School of Medicine, and I am speaking on behalf of the Association 
of American Medical Colleges. 

The AAMC represents the Nation’s 126 accredited allopathic 
medical schools, over 400 major teaching hospitals and health sys-
tems, including over 70 VA hospitals, 92 academic and scientific so-
cieties representing nearly 100,000 faculty members, and the Na-
tion’s medical students and residents. I currently also serve as the 
chair of the AAMC VA-Deans Liaison Committee. 

The issue the subcommittee is debating today, reform of the VA 
physician compensation system, is an important one for both the 
VA and academic medicine. 

Since the affiliation agreements began in 1946, the VA Health 
Care System has been intentionally intertwined with academic 
medicine to the benefit of both parties, with the VA gaining access 
to a higher quality of medical care than could be obtained with a 
wholly full time VA medical service, and with the affiliated medical 
schools gaining valuable opportunities for medical education and 
research. 

Under the current system, both full time and part time VA phy-
sicians receive additional salary from medical school affiliates. Full 
time physicians can receive stipends for their contributions to the 
medical schools’ educational programs, and part time physicians re-
ceive salary for the academic portion of their appointment. 

In recent years, there has been a growing concern that the physi-
cian compensation schedules in the VA have fallen behind the mar-
ket. The recruitment of promising physicians to the VA is often 
made possible only by the existence of a joint appointment in an 
academic affiliate. 

Through such arrangements, the VA gains access to the full 
range of medical specialties and expertise that is generally avail-
able only at an academic medical center. 

There is general consensus that without joint appointments, the 
VA would have difficulty recruiting and retaining physicians in the 
highest income specialties in virtually all locations. Part of the rea-
son is the amount of specialty pay has not increased since 1991, 
and the cost of living and inflation increases for Federal employees 
apply only to the base portion of their salary, meaning that a VA 
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physician’s total compensation has been falling even further behind 
his or her private sector colleagues. 

As a result, there is anecdotal evidence that the agency is having 
difficulty and is sometimes unable to recruit and retain individuals 
in scarce specialties and subspecialties, even with the academic sal-
ary subsidy. 

These difficulties are most severe in the disciplines with the 
highest pay disparities, such as certain surgical and medical sub-
specialties, radiology and anesthesiology. 

This is a historic opportunity to implement a compensation sys-
tem that is responsive to market forces. The proposal calls for a 
three tiered approach that would be benchmarked to the 50th per-
centile of the AAMC’s associate professor salary. It would incor-
porate performance based pay as well as geographic, specialty and 
productivity measures, to bring VA physician salaries in line with 
those in the non-Federal workplace. 

While such a change would certainly improve the VA’s competi-
tiveness in recruiting and retaining physicians in the highest pay-
ing specialties, the AAMC is concerned that the proposal does not 
go far enough. 

We believe that a system that benchmarks to the 75th percentile 
of the AAMC’s associate professor salary level would better ensure 
that the VA remains on the cutting edge of medicine, and is able 
to compete for the best and brightest physicians. 

Implementation of such a proposal would significantly increase 
the ability of the VA and the affiliate to recruit high quality 
physicians. 

While the AAMC is supportive of the intent of the proposal to in-
crease the salaries of VA staff physicians, we are concerned about 
the provisions in the legislative language to prohibit VA chiefs of 
staff from receiving compensation of any type from the affiliate. 
Chiefs of staff are the primary liaison between the VA and the 
medical school, and indeed, often hold the title of associate dean. 

While I understand the VA’s concern that chiefs of staff need to 
function as the VA’s independent representatives without conflicts 
of interest, limitations on the benefits and compensation that a 
chief of staff can receive from an academic affiliate will serve as a 
disincentive for the most qualified individuals to pursue such a 
leadership position. The ability to receive funds through NIH 
grants or for teaching or clinical work during non-VA time should 
be viewed as enhancing an individual’s career, not a conflict of 
interest. 

Chiefs of staff generally do not make business decisions for the 
VA. That is the responsibility of the director, and conflicts of inter-
est should already be covered by the Ethics in Government Act. 
Academic affiliates should be viewed as partners, not as a negative 
influence. 

The AAMC therefore believes that the provision could be counter-
productive. 

The VA academic affiliations have been a major reason that the 
VA Health Care System is a world leader. The Department of Vet-
erans Affairs Health Care Personnel Enhancement Act of 2003 will 
improve the ability of the VA to recruit and retain the best and 
brightest physicians, and will result in better care for the Nation’s 
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veterans through access to the latest clinical research and cutting 
edge technologies. 

Thank you for your attention. 
[The prepared statement of Dr. Lawley appears on p. 113.] 
Mr. SIMMONS. Thank you for that testimony, Doctor, and I would 

ask the other two witnesses to summarize their testimonies as 
well. We have time limitations. Your full statement will be intro-
duced into the record. When you see that little red light go on, that 
means summarize quickly. 

Gentlemen, thank you. Dr. Rosenthal. 

STATEMENT OF STEPHEN ROSENTHAL 

Dr. ROSENTHAL. Thank you, Mr. Chairman and members of the 
subcommittee, for the opportunity to address you this afternoon on 
behalf of the physicians and dentists who practice in the Veterans’ 
Health System. 

I am Dr. Steve Rosenthal. I have practiced in the VA for more 
than 28 years, and I am currently Acting Chief of Nuclear Medicine 
at the Miami VA Medical Center. 

However, today I am here to testify in my capacity as president 
of the national Association of VA Physicians and Dentists, which 
is the only organization which represents solely physicians and 
dentists. 

We are here today with three messages, to thank this Adminis-
tration for recognizing the need for an adjustment in the direction 
of competitive pay for the front line medical staff who serves our 
Nation’s veterans. 

Secondly, to support the paradigm shift in compensation that is 
suggested in the proposal offered by the Department, a shift which 
we believe lays the groundwork for Title 38 physicians and dentists 
to keep pace with similar practitioners in the private sector, and 
thirdly, to suggest changes to the proposal that we believe will 
produce a statute that is simple, equitable, understandable, self- 
adjusting, and more easily administered than the proposed Health 
Care Personnel Enhancement Act of 2003. 

Some 13 years ago, we came before the Congress asking that the 
compensation of VA doctors be adjusted upward because we were 
falling woefully behind our colleagues in the private sector. You 
heard us and enacted legislation which brought us briefly in line 
with the private sector. 

Since that bill was signed into law a dozen years ago, save for 
cost of living increases, VA physicians have not received any 
increase. 

While the time for action is long overdue, we are appreciative 
that Secretary Principi and Under Secretary Roswell are now act-
ing to change the system out of a genuine desire to provide the 
quality of health care our country’s veterans deserve. 

The Department of Veterans Affairs is facing a critical juncture 
in the compensation system for physicians and dentists. The VA 
can no longer recruit and retain highly qualified and experienced 
physicians and dentists, and not just in the categories where scarce 
medical and surgical subspecialties are required. 

Historically, it has been necessary for VA physicians and dentists 
to come to Congress with a request for increases in compensation 
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through the addition of specialty pay categories or higher pay 
bands for existing specialty pay brackets. This has meant VA phy-
sicians and dentists pay has approached the private sector only 
briefly, only to be left behind again shortly thereafter. 

Now, we have a proposal on the table that suggests review and 
parity on a regular basis, without the need to change the law of 
the land each time, which we believe is a prudent change in think-
ing that will have a positive impact on recruitment and retention 
of quality physicians and dentists. However, as is usually the case, 
the devil is in the details. 

The Department of Veterans Affairs’ proposal is vague and com-
plex, and, NAVAPD believes, impossible to fairly administer. 

NAVAPD also believes that the Department’s proposed legisla-
tion is limited in scope, is intended to benefit only a small minority 
of front line medical staff, provides few details regarding imple-
mentation, and has the potential to be manipulated in ways that 
were not originally intended. 

Further, the legislation proposed by the Department is not in 
concert with either the most recent presidentially mandated quad-
rennial report or even the Department’s own taskforce interpreta-
tion of that report. 

Again, I wish to thank you for the opportunity to share NAVAD’s 
thoughts on this critically important legislation. 

I would be happy to answer any questions you may have. 
Thank you. 
[The prepared statement of Dr. Rosenthal appears on p. 117.] 
Mr. SIMMONS. Thank you, Dr. Rosenthal. 
I noticed from reading over your statement that there are sub-

stantial recommendations that are made as part of that, and I 
want to assure you that the whole statement and the recommenda-
tions will be inserted into the record as if read. 

Dr. ROSENTHAL. We appreciate it. 
Mr. SIMMONS. Thank you very much. 
(The information follows:)
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Mr. SIMMONS. Dr. Fernandes. 

STATEMENT OF LACTANCIO D. FERNANDES 

Dr. FERNANDES. Chairman Simmons and members of the Sub-
committee, I am Dr. Lactancio Fernandes. I have worked as a 
Board certified pulmonary care physician at the VA Gulf Coast 
Health Care System for 13 years. 

I am here today as president of Local 1045 of the American Fed-
eration of Government Employees, to testify on behalf of our union. 

Pay and benefits are important but doctors do not come to the 
VA to become millionaires. We work at the VA to make a difference 
in the lives of veterans. It is the freedom to practice medicine with 
quality as the primary focus, not profit and volume, which draws 
a doctor to the VA. 

Doctors like myself joined our union to have an organized voice 
in decisions that impact our freedom to practice quality medicine. 
We are frustrated that administrators make unilateral policies and 
workplace decisions that impact how we practice medicine with lit-
tle or no input from front line physicians. 

Be it designing a computerized medical patient record system or 
rules for prescribing costly atypical antipsychotic drugs, the views 
of front line staff need to be a part of that decision making process. 

Current law constrains our ability to sit down with VA adminis-
trators to deal with challenges in delivering high quality medical 
care. We ask that you clarify the law to expand and invigorate the 
opportunities for front line doctors to be at the decision making 
table. This will boost morale, enhance productivity, and attract 
dedicated medical professionals to the VA. 

With respect to pay, I urge you not to throw the baby out with 
the bath water. The objective and guaranteed pay component in the 
current system are sound, recognizing a full time career commit-
ment to veterans, encouraging a stable doctor/patient relationship 
through guaranteed length of service pay, and awarding Board cer-
tification is important to an equitable and creditable pay system. 

I also urge you to be cautious in listening to the soaring song of 
flexibility and pay for performance. Giving administrators carte 
blanche discretion may give VA flexibility but it will also increase 
the risk of favoritism and outright discrimination. 

Absent from these proposed legislation are safeguards and ac-
countability mechanisms to prohibit waste, fraud and abuse. 

VA’s pay decisions should be able to withstand independent scru-
tiny from a neutral third party that the salary decisions are reli-
able, valid, and equitable. 

VA wants to be able to decrease a doctor’s pay and leave him or 
her with no recourse to an independent review to question the le-
gitimacy of such a punitive action. 

Congress has already prohibited the VA from doing this to 
nurses. We urge you not to give VA authority to target doctors for 
decreases in pay. 

Noted business experts warn against promises of pay for per-
formance. In practice, pay for performance never achieves its de-
sired results, yet it eats up enormous managerial resources and 
makes everyone happy. 
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They promote a zero sum gain where political intrigue and ingra-
tiating personalities are rewarded rather than team work, collabo-
ration, and focus on the veteran. 

VA’s so-called corporate goals may create reverse incentives for 
doctors to restrict access to effective but costly consultations, diag-
nostic tests, medical treatments, and prescription drugs. 

The potential pitfalls of VA’s corporate goals to veterans’ care 
leaves us to urge the Subcommittee to proceed with the utmost 
caution in giving VA pay for performance authority. Pay for per-
formance is the wrong answer to the wrong question. It is not that 
VA physicians and dentists do not perform well, and will only do 
so if their annual raise depends on it. 

Reallocating existing money so that you solve the problem for 30 
percent of doctors and make things worse for 70 percent of doctors 
under the banner of performance is dishonest and will do lasting 
damage to veterans’ health care. 

Thank you very much. I will entertain any questions. 
[The prepared statement of Dr. Fernandes appears on p. 126.] 
Mr. SIMMONS. I thank the witnesses for their testimony, and 

again, I assure each of the witnesses that their complete state-
ments will be entered into the record. 

Dr. Fernandes, you raised the issue of pay for performance and 
you made the statement about political skills and ingratiating per-
sonalities might be rewarded rather than performance. I do not 
necessarily disagree with that. I think that is a concern. 

How do we structure the performance of our professionals? Let’s 
say that we separate that from the issue of pay. Are there other 
administrative mechanisms that are useful in guaranteeing excel-
lent performance other than this pay for performance scenario? 

Dr. FERNANDES. I think there are methods and systems in place 
right now. We have peer review, which at my facility is close to 
non-existent. Peer review is a way that you can look at how physi-
cians do as far as quality and reward that. Elevating the whole GS 
level salaries rather than tying it to the AMC will achieve the 
same goal. 

I think it is important that we have both parties at the table, be-
cause too often, we have administrators choosing arbitrary points 
as items to be rewarded. 

Let me give you an example. Right now, CPRS has used an ex-
ample to estimate a physician’s productivity, so in one day, I can 
put in 50 CPRS notes that have one line in it, and I’m rewarded 
because some administrator is saying wow, this physician is real 
productive, he has 50 notes, whereas another physician may only 
have 20 notes, but the 20 notes say a lot more and actually exam-
ine the patient and take care of the patient, but that physician 
with 20 notes is not rewarded. He is looked at as not producing. 

Mr. SIMMONS. Thank you for that. Peer review obviously is one 
mechanism. It also occurs to me that patient satisfaction might be 
an useful measurement to take. 

I also have a question for Dr. Rosenthal. We have heard testi-
mony today on the issue of providing incentives to attract and keep 
VA doctors. It is my understanding you have been in the system 
for 30 years. What kept you there? 
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Dr. ROSENTHAL. There are a number of factors that have kept me 
in the system. One is we did have reasonable pay bills several 
years ago which encouraged me to stay, and I’m here, and this is 
my career. 

These are our patients. These are my colleagues. These are my 
co-workers. I enjoy what I am doing. I like being where I am. 

I would have needed to go back and do additional training if I 
wanted to go elsewhere, but I was comfortable where I am, and I 
decided to stay. 

Such cannot be said for many of my colleagues. I have one col-
league that was in anesthesiology, the former Chief of Anesthesi-
ology at the VA Miami. He left for a position that paid him twice 
as much when he left. I have a friend that was a radiologist at the 
Tampa VA who went across the street and started making more 
than twice as much as what he was. 

I would think that we are really competing with the private sec-
tor. I do not know of any VA physicians or dentists that are leaving 
to take an university position. I think they are all leaving to take 
a community, private practice opportunity. 

Mr. SIMMONS. Thank you for your testimony. Mr. Strickland. 
Mr. STRICKLAND. Thank you, Mr. Chairman. Dr. Fernandes, 

thank you for your testimony, and since I assume Dr. Roswell is 
sort of your boss, I appreciate your courage and your candor. 

Dr. FERNANDES. Thank you. I have no problem in dealing with 
bosses. That is why I am in the union. (Laughter.) 

Mr. STRICKLAND. Also, thank you for your service in Iraq, sir. 
Dr. FERNANDES. I was state side providing troops to mobilize to 

Iraq. 
Mr. STRICKLAND. Thank you for your service to our country. 
During my last round of questioning, I had asked Dr. Roswell 

about the 20 percent flexibility, and I think when he answered me, 
he indicated that the intention was not to reduce anyone’s salary 
but to perhaps use this discretionary capability to accommodate 
people who may come into the VA in mid-career, and make sure 
their prior work and experience was adequately recognized. 

What I did not get to say because my time was expired, I was 
going to ask the good Doctor what guarantees there might be to 
prevent bias or the kind of prejudicial decision making that you 
seemed to have described as a possibility from occurring, so I will 
ask you. 

Is it your understanding that there are provisions in this legisla-
tion that would prevent favoritism, bias, or that kind of decision 
making from occurring under the proposed legislation? 

Dr. FERNANDES. Thank you for that opportunity to answer that 
question. I do not see any proposals to prevent that. I would ask 
Committee members here to look right now at any one VA and look 
at how the special pay is practiced. You will see, even at my VA, 
where I have personal experience, there is a wide range of how the 
special pay is given to physicians with equivalent education and 
experience. 

It really depends on whether the boss likes you or not, whether 
you get a certain amount of special pay. There is a wide variability 
within a VISN, and I happen to be on several VISN committees, 
and have seen that there is a wide range of pay. In our own VA, 
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there is a wide range of pay. There are physicians with very little 
experience and very little training who are making more because 
of this special pay, the boss happens to like them, and they get 
more special pay. 

We have experience right now that you can look at and you can 
imagine now if this proposal goes into effect, how much more au-
thority and discrimination will occur. 

Mr. STRICKLAND. One more question quickly, and thank you for 
your answer, sir. The AFGE suggests that while physicians do 
want appropriate compensation, they are also concerned about 
other things, involvement in clinical policy development, such as 
establishing safe staffing ratios, making effective use of the com-
puterized patient record system, and certain quality of care goals. 

Currently, in your judgment, how involved are the rank and file 
or non-management physicians in such decision making within the 
VA? 

Dr. FERNANDES. It is almost at zero percent. Any involvement, I 
think, is minimal and I would say at a de minimis level. 

Mr. STRICKLAND. Thank you, sir. Thank you, Mr. Chair. 
Mr. SIMMONS. Thank you. I will next recognize Mr. Boozman, but 

before I do, I want to thank the witnesses in advance. I have to 
go to another meeting at this moment. Before I vacate the chair, 
and I have asked my colleague, Mr. Boozman, to assume the gavel, 
I would like to recognize Michael Ebert, who is the Chief of Staff 
of the Connecticut VA Health Care System. Are you here today, 
Michael? Please stand up. Thank you for coming. (Applause.) 

Mr. SIMMONS. As we know, all politics is local. Good to have you 
here. Thank you, gentlemen. I thank the members, and I thank 
Mr. Boozman for assuming the chair. 

Mr. BOOZMAN (presiding). Practicing in the VA, it really is an 
unique situation in the sense that as opposed to being out in reg-
ular practice, you do have the advantage of not having to worry 
about personnel problems, if you really just want to practice what-
ever your specialty is. Certainly, you do not have to worry about 
not being included in the HMO that opens up down the street or 
whatever. Regular vacations. I think the call, I think, is not quite 
as tough as private practice sometimes. There really are some 
unique things. 

Is there a specialty in VA medicine? 
Dr. FERNANDES. No, there is not, that I am aware of. 
Mr. BOOZMAN. I guess there are people that because of the things 

I just mentioned, that does make it attractive to them. I think 
many of the people that are involved in your system again like 
being able to practice medicine and not have to worry with a lot 
of extraneous things. 

Is that a crazy idea? Is that something that we need to think 
about doing? The practice of VA medicine is unique in itself, and 
the demands that you are doing there, it is an unique population. 

Dr. FERNANDES. What you just stated is probably one of the rea-
sons I joined the VA 13 years ago. However, that statement is not 
entirely true now. Since that time, we do have a lot of personnel 
problems. They are not the kind of personnel problems that you 
have in a private practice. The personnel problems now are admin-
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istrative problems. Every week, we get mandates to do this and do 
that with no more resources and less time. 

Primary care. We are being told at our facility that you only have 
30 minutes and you have to see the patient in that period of time, 
regardless of the fact that now we have to enter all the data using 
CPRS, the computerized system, and most of us physicians didn’t 
grow up learning typewriter skills. The administrative problems 
are there. 

As far as the HMO type problems, I have heard VA administra-
tors say we are an HMO, and in fact, if you look at the latest 
things that are happening in the VA, with pill splitting, choosing 
the hoops that are put in doctors’ way to make it difficult to pre-
scribe antipsychotics, antihypertensive medications, we have the 
same number of hoops, if not more hoops, than HMOs. 

All the things that you stated that made VA attractive a decade 
ago are no longer true. That is why a lot of physicians are leaving 
the VA, and that is why new physicians are not coming in, because 
that was the VA 10 years ago, 13 years ago, when I joined. It is 
not the VA now. 

Mr. BOOZMAN. Dr. Lawley, at the end of World War II, the VA 
and universities married in order to care for the wounded vets of 
the war. Is the kind of reform that we are talking about a separa-
tion or even a divorce? 

Dr. LAWLEY. No, not at all. In my mind, serving as a dean and 
also at the AAMC, dealing with our VA on a very regular basis, 
the single biggest problem that the VA is facing today is the inabil-
ity to recruit physicians. The single biggest reason that they cannot 
recruit physicians is they cannot pay them enough. 

In my estimation, this pay bill is absolutely necessary. In my es-
timation, it is not strong enough in the sense that it asks for com-
parability at the 50th percentile of the AAMC. I believe it needs 
to be at the 75th percentile. 

My life is spent recruiting physicians for Emory and for the 
Emory VA, the Atlanta VA, and it is very clear that a major draw-
back is the amount of salary that we can offer, and as you pointed 
out previously, the ability of these individuals to go into private 
practice and earn large sums of money is something that we have 
to contend with on a daily basis. 

No. I think this is not a divorce. In fact, I think it will strengthen 
the system. 

Mr. BOOZMAN. Very good. Dr. Fernandes, in your testimony, you 
sound like you had problems with merit pay. Is that correct? 

Dr. FERNANDES. No, special pay. 
Mr. BOOZMAN. Do you have a proposal for awarding those that 

are doing a better than average job? 
Dr. FERNANDES. I sure could come up with one. I have not been 

asked about that. 
Mr. BOOZMAN. That is really what we are talking about. 
Dr. FERNANDES. It is special pay. It is not merit pay. 
Mr. BOOZMAN. Whatever. Again, I would be interested in your 

views for the guy that really is doing an outstanding job versus the 
person that is just there. 

Dr. FERNANDES. Yes. 
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Mr. BOOZMAN. You mentioned the notes, the 50 notes versus the 
20. You might have the guy that was actually writing 50 good 
notes and the other guy’s 20 notes might not have been any good 
at all. 

Dr. FERNANDES. Which begs the question, in order for any sys-
tem to be put in place, you have to have the front line providers 
at the table. You cannot have administrators who never see pa-
tients making decisions because you will not get a good system. 

This proposal, for instance, puts the pay band at about $140,000 
for the 50th percentile for the general practitioner, and yet if you 
look at what they quote for the chief of staff, it’s $225,000 to 
$250,000. Guess what? I’m going to apply for that job as chief of 
staff. You are going to lose more people on the front line and no-
body is going to come to the front line from the outside. 

This proposal was written by executives, by managers for them-
selves, not to recruit front line physicians and dentists. 

Mr. BOOZMAN. Thank you. Ms. Berkley. 
Ms. BERKLEY. My husband is a nephrologist in Las Vegas, and 

he could be sitting there talking to you about the regulations com-
ing down from CMS right now that doctors had absolutely no input 
in, and yet he is saddled with them very much to his chagrin, and 
I think he would quite frankly envy the fact that you may have a 
full half hour with one of your patients. I am not sure he has had 
a full half hour with any one of his patients in a long time. 

I am very sympathetic, as you can imagine, to your concerns and 
your interests. I believe the front line doctors do need a seat at the 
table when their destinies and the way they deal with their pa-
tients are decided by the administrators. I think that is very 
important. 

Dr. Lawley, I appreciated your comments. We do need to ade-
quately compensate physicians or we are not going to have any in 
the VA. My husband just recruited two new physicians for his prac-
tice, and they are practically fresh out of school, and I can tell you, 
the VA couldn’t possibly compete with the compensation package 
that he offered these people to get them to come to Las Vegas. 

For a community like mine, it is difficult enough to recruit quali-
fied doctors. It is almost an impossibility for the VA to do it, and 
compensation is certainly an important part of that. 

I understand the love of the practice, and the pleasure of dealing 
with a particular segment of the population, but you still have to 
feed your families. If you can go down the street or across the 
street and make twice as much as you are making now, I think you 
have responsibility to your family to take that job. 

I think our responsibility is to make sure that the VA is in a po-
sition to adequately compete so that does not happen. 

We have in Las Vegas a new dental school that is just getting 
off the ground, and a medical school that has been primarily lo-
cated in Reno, but now will be coming down to Las Vegas in large 
part. I am looking forward to the day that we are able to marry 
all three of those facilities. It seems like a no brainer to me. I am 
anxious to make that happen, and would be delighted to work with 
all of you and the VA to make sure it does happen. 

I want to thank you all for being here and for helping to educate 
us on an issue that is very important, and in my opinion, a crisis, 
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and I cannot even say a crisis waiting to happen. It is a crisis, and 
it will only get worse if we do not make it better. 

Thank you very much for sharing your thoughts with us. 
Dr. LAWLEY. You are welcome. 
Dr. FERNANDES. Thank you. 
Mr. BOOZMAN. Do you all have any other comments that you 

would like to make? 
[No response.] 
Mr. BOOZMAN. One thing that I would like for you to do for the 

panel in general, we talked about the incentive pay or however you 
referred to it, I really would like to know your thoughts in a formal 
way, as to how you would propose that, and submit that for the 
record for us. 

Dr. LAWLEY. I just wanted to say that the notion of incentive 
pay, of course, in medical schools has been out there for a number 
of years, and we do have a whole series of methods that we employ 
that we think are rigorous, that the troops, if you will, the front 
line troops are involved in formulating, and there are all sorts of 
different ways, but the key there is to incent the best behavior that 
allows for the best care for veterans, and I believe that is abso-
lutely possible. 

Mr. BOOZMAN. Very good. 
Ms. BERKLEY. There was something that was stated, and Dr. 

Fernandes, you are right when you talk about this almost being a 
personality contest. I have a doctor in Las Vegas that the veterans 
think walks on water, and the administrators have been trying to 
get rid of him for years. I cannot figure out what is what. 

It would seem that the fact that the veterans love this doctor so 
much and he seems to work very hard and closely with them, it 
makes me feel that he has tremendous value. 

Dr. FERNANDES. Let me give you some insight into that. Usually, 
because there are inherent weaknesses in every system, the VA 
has inherent weaknesses, too. When a physician who is obsessive 
about his work, his or her work, encounters those weaknesses, 
there are two options. One, turn a blind eye to it and continue and 
let the veterans suffer. The other one is to bring it to the attention 
of the administrator. 

I would also like to set the record straight as far as physicians 
receiving compensation for their university affiliation. I have been 
affiliated with the University of South Alabama since I started at 
this VA, and also intermittently with Tulane. I have never received 
one single penny from either place. Just because you are affiliated 
with an university, it does not mean that you get compensated for 
it. 

Ms. BERKLEY. How would you like to move to Vegas? 
(Laughter.) 
Dr. FERNANDES. Talk to me. I saw you at our convention. 
Mr. BOOZMAN. Thank you all again so much for coming. I know 

that you traveled extensive distances just to get here. Again, we 
appreciate your taking the time out of your very busy schedules. 
I do appreciate your testimony. 

Also, we might have further questions in the future, if that is 
okay. Thank you very much. 
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We will now have our last panel. Jacqueline Parthemore, Chief 
of Staff/Medical Director of the VA San Diego Health Care System; 
Richard Bauer, Chief of Staff, South Texas Veterans’ Health Care 
System; Ms. Sheila Cullen, Medical Director, San Francisco VA 
Medical Center; Michael Ebert, Chief of Staff, VA Connecticut 
Health Care System; Michael Lawson, Director, VA Boston Health 
Care System; and Michael Simberkoff, Executive Chief of Staff, VA 
New York Harbor Health Care System. 

We will start with Dr. Parthemore. 

STATEMENTS OF JACQUELINE PARTHEMORE, CHIEF OF 
STAFF/MEDICAL DIRECTOR, VA SAN DIEGO HEALTH CARE 
SYSTEM; RICHARD BAUER, CHIEF OF STAFF, SOUTH TEXAS 
VETERANS’ HEALTH CARE SYSTEM; SHEILA CULLEN, MED-
ICAL DIRECTOR, SAN FRANCISCO VA MEDICAL CENTER; MI-
CHAEL EBERT, CHIEF OF STAFF, VA CONNECTICUT HEALTH 
CARE SYSTEM; MICHAEL LAWSON, DIRECTOR, VA BOSTON 
HEALTH CARE SYSTEM; AND MICHAEL SIMBERKOFF, EXECU-
TIVE CHIEF OF STAFF, VA NEW YORK HARBOR HEALTH 
CARE SYSTEM 

STATEMENT OF JACQUELINE PARTHEMORE 

Dr. PARTHEMORE. Thank you and good afternoon. Mr. Chairman 
and members of the Subcommittee, thank you for the opportunity 
to appear before you to discuss physician and dentist compensation 
issues, and the impact of the current pay structure on our ability 
to provide health care to veterans. 

The provisions of the bill represent a major step forward in pro-
viding adequate competitive pay for physicians, dentists, and nurse 
executives at VHA. I am pleased that the Secretary has proposed 
it. It represents a major effort to redress the pay gap that exists 
between VHA and the private sector, as well as VHA’s academic af-
filiates. I hope that you will make every effort to advance it. 

Let me first address nurse executive pay and flexible hours. 
Present law permits us to adjust nurse pay in relation to local mar-
ket pay at least annually, which helps us to remain competitive. It 
certainly forestalls nurse resignations for pay. But nurse executive 
pay in VHA remains a significant problem. It lags far behind local 
market pay, and private sector benefits provided to those in similar 
positions. The addition of 10 to $25,000 will be very helpful in 
many markets. 

Given the anticipated retirement in the next 5 to 10 years of 
many of the VHA nurse executives, it would be wise for VHA to 
enhance its competitive edge, especially in urban, high cost mar-
kets. Nurse executives with vision and leadership ability are sorely 
needed, now more than ever, to serve as partners in administering 
our hospital systems. 

Relative to dentist pay, dental chiefs are distressed that VHA 
has not implemented locality pay, such that VHA employees enjoy 
salary parity with other government employees of similar grade in 
their locales. 

This country is graduating an even smaller number of dentists, 
and young dental school graduates entering practice are making 
the rational choice to enter the lucrative private sector. Many VHA 
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dental residencies in the past academic year were not filled, even 
in locales where they always had been. 

Our ability to recruit top notch dentists, especially in specialty 
fields, such as dental surgery and orthodontia and prosthodontia is 
particularly problematic. 

For physicians, it has been a very long time, 13 years, since 
physician pay was last addressed. I am delighted the legislation be-
fore you now does so. I hope that the bill can proceed quickly to 
passage, since a multitude of physician vacancies exist across VHA, 
and most often leading those of us in facility management to en-
gage in extremely costly contracts or send our patients to the 
community. 

As I understand it, the bill should provide greater equity for our 
part time physicians, who lose a considerable amount of pay under 
the current pay law. It is important to realize these physicians pro-
vide facilities much greater flexibility in staffing, and expanded 
coverage pool for night and weekend call, especially in tertiary care 
centers, and they provide highly specialized sub-subspecialties 
skills, for which there is a clinical need, great difficulty in hiring, 
but not the need for a full time physician. 

Those facilities in which recruitment has been most difficult will 
see the largest improvement in pay. However, there are several 
groups which will not see a substantial change in salary, such as 
primary care physicians, most other medical specialists, neurolo-
gists, psychiatrists, pathologists, and physiatrists. 

I hope that the bill continues to move forward. It has in it much 
to applaud with respect to greater parity with our communities, 
academic and private, and the flexibility to reward truly out-
standing performance, targeted to VHA goals in clinical care, edu-
cation, research and administration. 

It will further motivate career VHA physicians, dentists and 
nurses to an even greater degree than they are now motivated. 

VHA’s ability to become a leader nationally in performance out-
comes, decreased waiting times, patient satisfaction and other 
measures, to implement a computerized patient record and order-
ing system, to respond to patient safety initiatives, and to achieve 
many outstanding accomplishments in research and education, are 
testaments to the quality of its physicians, dentists, and executive 
nurses, as well as all of its employees. 

It is our privilege to care for American veterans. 
Thank you for permitting me to share my views, and I will be 

happy to answer any questions you might have. 
[The prepared statement of Dr. Parthemore appears on p. 136.] 
Mr. BOOZMAN. Dr. Bauer. 

STATEMENT OF RICHARD BAUER 

Dr. BAUER. Mr. Chairman and members of the Committee, with 
your permission, I will summarize my written statement. 

You have heard testimony today about the adverse impacts on 
care of veterans caused by the current physician and dentist salary 
pay structure. I would like to cite several examples in which this 
has caused difficulty in delivering quality care in South Texas. 

Recently, we were in a salary negotiation with a neurosurgeon, 
who was leaving private practice and wanted to work in a teaching 
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environment, caring for veteran patients. I said, we could not pay 
you more than the annual salary of a Supreme Court justice. He 
said, how much is that. I said, about $190,000. He just smiled. 

For neurosurgical care, we resorted for a brief time to a locus 
tenens contract, which resulted in costs exceeding $20,000 per 
week, nearly three times the cost of a full time neurosurgeon. 

To get around the salary limits, we have for some years estab-
lished sharing agreements for these services with our affiliated 
medical schools. These arrangements are less feasible away from 
tertiary care facilities. 

In South Texas, attempts to hire or contract for specialties in 
urology, orthopedics and general surgery, in Corpus Christi, 
McAllen and Laredo, sites where we deliver primary care success-
fully, have been largely unsuccessful. These cities are between 120 
and 250 miles from San Antonio, and patients must travel inordi-
nate distances in order to receive appropriate medical care. 

I believe choosing an alternative market based rate benchmark 
for salaries will greatly enhance recruitment in these cities. 

This new bill introduces an incentive component to pay. I agree 
with this proposal. We have initiated an incentive program using 
special contribution awards, which are an incentive above current 
salaries. These awards have been limited to $5,000. I find that 
these awards do incentize providers to meet institutional goals, 
which include assuring that all of their patients are offered flu 
shots, that patients are appropriately screened for prostate, colon, 
cervical and breast cancer, and that patients with diabetes, hyper-
tension and heart failure are provided effective treatments. 

In sum, I believe this bill constructively addresses recruitment 
and retention difficulties we now have and will enhance care deliv-
ered to veterans. 

Mr. Chairman, this concludes my testimony. I will be pleased to 
answer any questions you may have. 

Thank you. 
[The prepared statement of Dr. Bauer appears on p. 139.] 
Mr. BOOZMAN. Ms. Cullen. 

STATEMENT OF SHEILA M. CULLEN 

Ms. CULLEN. Mr. Chairman, thank you for the opportunity to 
present testimony regarding compensation issues for VA physicians 
and dentists. 

The San Francisco VA Medical Center is a tertiary academic 
medical center with a strong and mutually beneficial affiliation 
with the University of California San Francisco School of Medicine. 

One of the benefits of that affiliation has been our ability to re-
cruit and retain top flight clinicians who provide high quality med-
ical care to our veteran patients. 

We are proud to be the home of five VA Centers of Excellence 
in cardiac surgery, post-traumatic stress disorder, dialysis, epi-
lepsy, and HIV, all of which are relevant to the population we 
serve. 

Adjunct to the excellent treatment we provide, we host the larg-
est research program in the Department of Veterans Affairs, with 
over $55 million in funded projects during the current year. 
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We are located in the heart of the San Francisco Bay area, which 
unfortunately has one of the highest costs of living of any region 
in the country. The Data Quick Real Estate News Service, which 
monitors local housing costs, reported that as of August 2003, the 
median price of a home in San Francisco was $556,000, and in our 
two nearest neighbor counties, San Mateo and Marin, it was 
$566,000 and $627,000, respectively. 

Our experience has been that this fact alone, the inability to af-
ford a home, has been the single most important reason cited by 
potential physician recruits for declining to accept offers of employ-
ment with the VA. Because of these factors, recruitment and reten-
tion of outstanding clinicians is a major challenge. 

Under the current pay structure, the process of recruiting physi-
cians is difficult, time consuming, and often not fruitful. For exam-
ple, we recently conducted a national search for an additional inter-
ventional cardiologist. Ads were placed in major professional jour-
nals, and we received a large number of applicants. However, most 
were non-citizens. 

The search committee interviewed ten applicants and narrowed 
the field to three who were highly qualified. After wining and din-
ing them, introducing them to the local real estate market, and a 
final assessment of their qualifications, an offer was made to an ex-
tremely qualified applicant. However, the salary level was inad-
equate for him to accept. 

In the past few years, we have often been unable to find qualified 
U.S. citizens, and have hired non-citizens in several specialty 
areas. Even they, however, are leaving for more lucrative opportu-
nities in the private or academic sectors. 

We fully expect that these problems of recruitment and retention 
will accelerate in the next decade. Thirty percent of the employees 
at the San Francisco VA Medical Center will be eligible to retire 
in the next 5 years, and many members of our current physician 
cadre are senior, with many years of experience. 

Other VISN–21 VA facilities in the San Francisco Bay area also 
report difficulties recruiting physicians in a number of specialties. 
For example, the VA Northern California Health Care System, 
serving much of the East Bay and the Sacramento Valley, up to the 
Oregon border, has had severe problems recruiting specialists in or-
thopedic surgery, radiology, anesthesiology, dermatology, gastro-
enterology, ophthalmology, and ENT surgeons. 

To fill the clinical gaps caused by these recruitment and reten-
tion difficulties, VA facilities typically must contract at very high 
rates for these specialized services. 

In San Francisco, during fiscal year 2003, we expended nearly 
$1.8 million for 7.8 full time equivalents for physician services in 
neuroradiology, interventional radiology, general radiology, and an-
esthesiology. 

At Palo Alto, the problem is even more severe, where they have 
been forced to spend approximately $6.8 million for 22.7 full time 
equivalent physicians. 

If VA medical centers are to remain first class institutions, we 
need to have the flexibility to compensate our physician staff in a 
way that realistically addresses the market conditions within 
which we operate. 
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The new salary bill will permit us to increase the pay we can 
offer, especially in scarce specialties where recruitment problems 
are the greatest. 

Overall, we believe that the proposed legislation will improve our 
ability to recruit and retain highly skilled clinical staff, to provide 
the best possible care to our veteran patients. 

The annual review will allow physician salaries to remain com-
petitive with the local market rate, and with the productivity com-
ponent, it will permit us for the first time to reward performers 
who exceed expectations. 

Thank you for the opportunity to present this information. 
[The prepared statement of Ms. Cullen appears on p. 141.] 
Mr. BOOZMAN. Dr. Ebert. 

STATEMENT OF MICHAEL EBERT 

Dr. EBERT. Mr. Chairman and members of the Subcommittee, I 
appreciate the opportunity to appear before you today to discuss 
the compensation of physicians in the Veterans Health Administra-
tion. 

Recently, the VA Health Care System has been widely recognized 
as a leader in health care with regard to safety, patient informa-
tion systems, delivery of primary care, and prevention of disease. 
A significant part of this success story is due to the group of tal-
ented and dedicated physicians that staff our VA facilities through-
out the country, many of which are affiliated with our medical 
schools. 

As they mature in their careers, many of these physicians simul-
taneously contribute to several missions of the VA, at local or na-
tional levels. 

It is imperative for the VA to retain its most talented and hard 
working physicians rather than have them migrate out of the VA 
at the time they have become most valuable to the VA mission. 

You have heard testimony today on the current compensation 
system for VA physicians and how it developed, and the problems 
that it currently creates for recruiting certain physicians and re-
taining a larger group of physicians. I would like to comment on 
two aspects of the problem. 

The first is the recruitment of physicians in highly compensated 
specialties, and the second and equally important, is the retention 
of highly skilled and accomplished physicians, who are making 
their careers in the VA. 

The legislation under discussion today provides a solution for the 
compensation problems created in both scenarios. It provides salary 
benchmarking to a reasonable standard. The AAMC statistics on 
the compensation of academic physicians are the most reliable 
database that I am aware of to indicate what large academic med-
ical centers pay their clinical medical faculty. This database indi-
rectly provides a reasonable and a moderate benchmark for market 
based pay of physicians. Secondly, the legislation provides flexi-
bility to recognize seniority of physicians, national recognition, and 
market competition for their services based on their accomplish-
ments. 
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Let me share with you the difficulties that we have encountered 
in recruiting and retaining physicians in highly compensated 
specialties. 

The VA Connecticut Health Care System is a large tertiary med-
ical care system spanning the State of Connecticut and affiliated 
with Yale and the University of Connecticut. We have an active 
surgical program, and require subspecialized surgeons and anes-
thesiologists on our medical staff. We have had great difficulty re-
cruiting and retaining academic surgeons in urology, ENT, ophthal-
mology, orthopedic surgery, as well as anesthesiologists, because of 
our pay structure. 

If we were not affiliated with two academic medical centers, this 
problem would have been even worse. 

Because of these difficulties, we have had to turn to contracting 
for clinical services in these disciplines, and contracting for doctors’ 
services is a fundamentally more expensive means of providing spe-
cialty and surgical care. 

Furthermore, the contract physician does not have the same in-
vestment and involvement in the health care system. This is a hid-
den additional expense when you think about organizational 
change, continuous quality improvement, and day to day adminis-
tration. 

The second and equally important problem is retention of ex-
tremely talented and nationally recognized physicians in the VA 
Health Care System, whose compensation slips behind their peers 
as they mature in their VA careers. 

These individuals bring substantial productivity, prestigious aca-
demic accomplishments, and national leadership in health care to 
their VA facilities. 

We have a number of such individuals in the VA Connecticut 
Health Care System. Many of them are internationally recognized 
medical scientists. Many of these individuals are also very clini-
cally productive. They often assemble and lead state-of-the-art clin-
ical teams in specialized areas of diagnosis and treatment, such as 
spinal cord injury, interventional cardiology, PTSD, alcoholism, and 
infectious disease. Their research is focused on discoveries that im-
prove the health care of veterans. We have lost several of these 
leaders in recent years to other medical schools, where the salary 
differential was a significant factor in their recruitment. 

I would be pleased to respond to the Subcommittee’s questions. 
[The prepared statement of Dr. Ebert appears at p. 144.] 
Mr. BOOZMAN. Mr. Lawson. 

STATEMENT OF MICHAEL M. LAWSON 

Mr. LAWSON. Thank you, Mr. Chairman. 
I am sure you are aware that the Boston metropolitan area is 

one of the premier centers of medical excellence in the United 
States. In a recent U.S. News and World Report feature, many Bos-
ton facilities were ranked at or near the top in many categories. 

Facilities such as Brigham and Women’s Hospital, Massachusetts 
General Hospital, Boston Medical Center, Massachusetts Eye and 
Ear Infirmary, Dana Farber Cancer Institute, and Beth Israel Dea-
coness Hospital, were all prominently mentioned. These are all af-
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filiates of the Boston Health Care System, and their expertise are 
available and accessible by VA patients throughout New England. 

Veterans expect, as do I, that the care provided by the VA Boston 
Health Care System will be the equivalent of that practiced in 
those prestigious institutions. 

We have met those expectations, but parity has become very dif-
ficult to maintain as competition for the best and the brightest cli-
nicians has been severely hampered by pay limitations that do not 
reflect the realities of the competitive clinical marketplace. 

The attrition rate for physicians in the radiology specialty for fis-
cal year 2003 at the Boston Health Care System was 50 percent. 
These losses were clearly salary driven. Whereas, the average VA 
salary of these radiologists was approximately $170,000 to 
$190,000, all left for compensation in the range of $250,000 to 
$300,000. 

For the last 3 fiscal years, physician losses at VA Boston have 
out paced our physician gains, primarily due to pay disparity. In 
addition, a growing number of physicians are converting to part 
time or reducing their part time hours in order to obtain additional 
compensation from secondary employment. This has the potential 
of adversely affecting the continuity of care to our patients and 
reduces the commitment, I believe, that accompanies full time 
clinicians. 

When recruiting attractive prospects, our typical pay offering is 
invariably at the top step of the top grade available to us. 

This in combination with all flexibilities authorized by law and 
regulations, including retention allowances, may allow us to offer 
a salary package in the approximate range of $130,000 to $190,000. 

If the proposal exceeds $190,000, the Secretary would need to ap-
prove, which hinders rapid action. Although approval is rarely de-
nied, it cannot be assumed during the recruiting phase. 

In reviewing the proposal, I commend VA’s efforts to address 
these impediments. Perhaps the most exciting feature of the pro-
posed bill is the market pay aspect, which would now offer us a ve-
hicle to respond to local market forces, as well as offer us an ability 
to remain competitive. It would also have the benefit of stabilizing 
our workforce in the future and would serve to minimize the emo-
tional conflict that physicians experience, having to tradeoff a true 
commitment to veterans, versus earning compensation commensu-
rate with their educational level, training, and skill. 

This bill would also prohibit senior clinical staff at or above the 
chief of staff level from receiving any compensation from the affili-
ates. While this prohibition on supplements is understandable in 
light of the proposed provisions to substantially upgrade the remu-
neration for chief of staff, there are physicians holding these posi-
tions who have unique skills that are invaluable to the community 
that should be allowed to continue these activities. 

I am pleased that the draft bill includes waiver authority for the 
VA to consider these and other unique situations. I am also pleased 
that the proposal would allow physicians in leadership positions to 
continue interactions with the medical schools, to participate in re-
search and involvement in academic activities on a non-com-
pensated basis. Such activities should be promoted, assuming of 
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course, the existing rules and regulations involving ethics and con-
flict of interest are respected. 

It has been my experience that the chief of staff involvement in 
the many levels of the medical schools has been crucial in pre-
serving the interests of the VA, and maintaining the synergy nec-
essary for growth. 

With respect to the proposal for increasing the compensation for 
nurse executives, I feel the proposal is well thought out, and I 
heartily endorse it. 

With respect to the proposed flexibility regarding nurse sched-
ules, employee satisfaction surveys indicate that the lack of flexible 
tours ranks at or near the top of employee dissatisfaction. 

In conclusion, I strongly support initiatives that provide us the 
tools to attract and retain competitive medical staff. 

I thank you for the opportunity to address the Committee, and 
I would be glad to answer any questions. 

Thank you. 
[The prepared statement of Mr. Lawson appears on p. 147.] 
Mr. BOOZMAN. Thank you. Dr. Simberkoff. 

STATEMENT OF MICHAEL S. SIMBERKOFF 

Dr. SIMBERKOFF. Mr. Chairman, thank you for allowing me to 
testify in support of the Department of Veterans Affairs Health 
Care Personnel Enhancement Act of 2003, on behalf of my col-
leagues in VISN–3. 

It is my opinion that passage of this bill is essential to help us 
recruit and retain qualified physicians needed to care for veterans 
in our facilities. 

Please allow me to support this statement by providing you with 
some background and examples of why we need this bill. 

As you may know, I am the Chief of Staff of VA New York Har-
bor Health Care System. New York Harbor was formed by the 
merger of the Brooklyn and New York VA Medical Centers in 1999. 

We care for approximately 60,000 unique veterans each year and 
operate ambulatory, acute and tertiary care facilities at our Brook-
lyn campus in the Bay Ridge section of Brooklyn, ambulatory, 
acute and tertiary care facilities at our Manhattan campus on East 
23rd Street, and ambulatory, long term, and domiciliary unit at our 
St. Albans campus in Queens. We also operate community based 
outpatient clinics in four of the five boroughs of New York City, in-
cluding a rapidly expanding one that is soon to be relocated in 
Staten Island. 

VA New York Harbor currently has critical shortages, and is ex-
periencing great difficulty in recruiting qualified physicians to care 
for veteran patients in several medical specialties, including anes-
thesiology, diagnostic radiology, and interventional radiology. 

Because VA’s salary structure for specialty physicians is non-
competitive, we already have a contract to provide radiation oncol-
ogy, diagnostic and interventional radiology services at our Brook-
lyn campus. It is likely that we will be forced to enter into a simi-
lar contract for diagnostic and interventional radiology services at 
Manhattan. We plan to enter into a contract to provide critical care 
medicine/intensivist care for our SICU in Manhattan, as per Leap-
frog Group’s standards for patient safety. 



46

In addition, we need to find a new Chief of Neurosurgery, and 
additional cardiac surgeons in the very near future. It is likely that 
we will be forced to enter into a contract for these specialty physi-
cians as well. 

Under existing regulations, compensation for physicians and den-
tists is computed from a combination of basic and special pay rates. 
The basic pay rate for most physicians is fixed at approximately 
$110,700, way below the current market rate. Special pay rates in-
clude components for full time status, Board certification, years in 
government service, scarce specialty pay, geographic locality pay, 
and exceptional qualifications, the latter requires approval by cen-
tral office. 

At present, the maximum salary that we in New York Harbor 
can offer a diagnostic or therapeutic radiologist is $169,000. At our 
affiliates, these physicians, often right out of training, earn 
$275,000 to $325,000. Anesthesiologists at New York Harbor can 
be offered approximately $160,000, while at the affiliates, they 
earn well over $300,000. 

Critical care medicine/intensivists can be offered approximately 
$1450,000 at our facility, but are paid $280,000 at our affiliates. 

A full time neurosurgeon would be paid $160,000 at our facility, 
while even as an assistant professor, would earn over $340,000 at 
the affiliate. A full time cardiac surgeon would earn $162,000 at 
our facility, and between $350,000 and $450,000 at the affiliates. 

The only means that we have available to hire highly qualified 
scarce specialists is through contracts. These are expensive and in 
many ways, destructive. Contract physicians are employees of the 
contractor. Their loyalty is to their employer, not to New York 
Harbor. 

The proposed legislation should do much to reduce the dif-
ferences in pay between VA and non-departmental physicians that 
currently exist. By establishing a higher band for minimum base 
pay, indexing market pay to salaries outside of the Department, 
based on geographic area, specialty, assignment, personal qualifica-
tions and individual experience, and establishing an option for up 
to $10,000 annual performance pay, we can compete for and retain 
quality physicians in scarce specialties, and establish a culture that 
ensures constantly improving service for our patients. 

Thank you for allowing me to testify. 
[The prepared statement of Dr. Simberkoff appears on p. 150.] 
Mr. BOOZMAN. Thank you. 
Dr. Parthemore, your testimony speaks to concerns for pay issues 

for nurse executives, dental chiefs, several groups of physicians 
that you believe are not covered by the current proposal. 

It is clear that you believe a remedy is needed, but do you have 
a solution? 

Dr. PARTHEMORE. I do not think they are covered by the present 
proposal. I think that the present proposal addresses many of our 
problems, but not necessarily all. 

In some markets, such as mine, the band for nurse pay is prob-
ably not sufficient. If there was a greater ability, for instance, for 
the Secretary to create a broader pay band, addressing market 
forces and the complexity of the institutions, I think it would be 
more helpful to some of us. 
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I think that some of our physicians, as mentioned by Dr. Roswell, 
only 30 percent, given the present proposal, will see a significant 
increase. Many will see little to no increase. 

Mr. BOOZMAN. Ms. Cullen, I guess for a guy from Arkansas, the 
cost of living in your area of the country, it sounds more like mo-
nopoly money than real money. 

Ms. CULLEN. It does to us as well. 
Mr. BOOZMAN. I really cannot imagine how the VA can compete 

for the physicians’ compensation in your area. I guess the question 
is how do the other health care providers manage? They are faced 
with the same inability, I am sure. How do they handle it? 

Ms. CULLEN. Well, our greatest strength in recruiting VA clini-
cians is our affiliate, our strong partnership with the University of 
California at San Francisco, and most of our physicians do have 
salary supplementation from the school. 

Recruiting is also a challenge for university positions, and there 
is an awful lot of recruiting within the San Francisco Bay area. We 
realize that trying to get people who are already here and used to 
the currency of monopoly money is one of our most successful 
strategies. 

It is incredibly difficult to try to recruit someone from a much 
lower cost of living area to come to our area. 

Mr. BOOZMAN. Dr. Simberkoff, I guess you would have a similar 
problem in New York. 

Dr. SIMBERKOFF. New York is a very high priced neighborhood; 
yes. We certainly have problems. The universities have problems as 
well, but I think one cannot over estimate the lure of the teaching 
institution. Our physicians come to us because they like caring for 
veteran patients, and also are attracted by the opportunity to par-
ticipate in teaching and research. I think the partnership that we 
have with our affiliates in teaching medical students and residents 
and having our faculty participate in research, both sponsored by 
the VA and NIH and others, is a very strong attraction. Thus far, 
it has served us well. 

Mr. BOOZMAN. Again, being from Arkansas, being from a rural 
state, and yet from a part of the country that really does have a 
lot to offer, we are having the same problems that you are having, 
in the sense that it is very, very difficult. Again, I live in the third 
fastest growing area in the country, in the third fastest growing 
county, the sixth fastest growing region. 

The Milliken Foundation has ranked it in the top ten to retire 
in. They also ranked it as the number one area to go and work and 
make a living right now. There is a lot of opportunity, yet we have 
tremendous problems recruiting physicians. 

I guess the question is will this legislation help the doctor short-
age in the country, or do we need as a Congress to kind of address 
the underlying problem that is causing that problem, along with 
the problems that you are having? 

Dr. SIMBERKOFF. I will start. I do not think it addresses the doc-
tor shortage at all. I think that is another much more fundamental 
issue. 

I think it will help attract physicians to the VA system, and I 
think for those of us who are in the system and have been in it 
for a long time, our first commitment is the care of veteran pa-
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tients, so I think that is for the moment, our priority, and what 
this bill addresses. 

The issue of increasing the attractiveness of medicine as a pro-
fession and nursing as a profession, and even dentistry as a profes-
sion, compared to others which are much more lucrative, is some-
thing which I think Congress needs to look at. 

Dr. BAUER. May I add that I think the fact that it does respond 
to the market is also beneficial. We have seen cycles as far as sala-
ries of professionals go. Right now, radiology is a very much in de-
mand discipline. They can put tubes everywhere. It shortens hos-
pital stays. Every hospital wants one. The price goes up. 

Two years ago, it was anesthesiology, and we are still sort of suf-
fering from that. 

I think the fact that this does respond to the market fairly quick-
ly, it does allow us to make adjustments to those fairly rapid mar-
ket changes. 

Dr. PARTHEMORE. I think by the same token, there is a shortage 
of 6,000 radiologists according to the American Radiological Soci-
ety. In part, that is because there was an effort to shape what peo-
ple entered as far as specialties versus primary care. In trying to 
create a good, we created a problem. 

I think when you asked the question about the problem of people 
entering the practice of medicine, that is an issue we need to ad-
dress at the grade school level. We have to start getting our kids 
to think that being a physician is an interesting job, a challenging 
job, something that grabs their imagination for their future. By the 
time they reach high school or even college, it is often too late. We 
have to do a better job of doing that. 

Mr. BOOZMAN. Counsel. 
Ms. EDGERTON. Thank you, Mr. Chairman. 
I wanted to explore the issue a little bit more of whether we re-

ward full time status. Dr. Parthemore, your statement seems to say 
that you appreciate the flexibility that this proposed legislation 
would give you. Others have said there is some value to having full 
time physicians in the system. 

I just wondered if you would comment on whether this legisla-
tion, legislation that we would consider, should have a component 
that rewards full time status. Can each of you comment on that 
briefly? 

Dr. PARTHEMORE. I do not know if you are talking just about full 
time status or tenure status also in the VA. 

Ms. EDGERTON. Full time right now. 
Dr. PARTHEMORE. I personally think we should pay a similar 

amount of dollars for the hours worked. That raises the question 
for folks as to whether or not we should pay on call salary or not. 
For many of our physicians, we do not—for most of our physicians, 
except perhaps contract doctors, we do not pay on call pay. This is 
an issue for some. 

The universities have not paid on call pay, and we have sort of 
followed their lead. Even so, it may not be appropriate these days, 
not to reward on call pay. 

Again, beyond that, I think that what we should be doing is pay-
ing an equivalent amount of money for time worked to achieve the 
outcomes of the job hired for. 
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Ms. CULLEN. I would make the comment that in some areas, we 
need full time VA physicians, while in others, we need part time 
VA physicians. It would be preferable to have our needs determine 
which we hire. Right now, in some cases, it is the salary that deter-
mines which we hire. 

That is the case particularly for us in surgery, where we have 
a number of part time physicians saying they need to be making 
up the difference in the salary that we do not provide, and they can 
only afford to work for us part time. In some areas, we would much 
prefer having full time physicians to meet the surgical needs. 

It will vary. The advantage of this pay bill is that market forces 
will help determine what the salaries are that we can offer. 

Dr. EBERT. It depends partly also on geography. You sometimes 
need to have more part-time physicians in some locations. 

Mr. LAWSON. In Boston, it is legendary traffic problems, and hav-
ing part time staff leads to non-productive time for both partici-
pants in the shared responsibilities. In fact, I would have them con-
sider the VA as a career and not a temporary transitional period. 

We have, along with Mike Simberkoff, one of the most dynamic 
affiliations in the United States with Harvard University and Bos-
ton University School of Medicine. When we need continuity of the 
staff, they are there, not just for 2 weeks or 2 months, but in fact, 
around the clock. 

I am very much a fan of full time physicians, assuming, of 
course, you have enough clinical work and academic research work 
to require a full time physician. 

Dr. BAUER. In San Antonio, we depend very much on part time 
physicians, and we do that because we have a very tight affiliation 
with our school. When this affiliation was created some 20 years 
ago, it was felt that we did not desire an us and them mentality 
that sometimes happens when you have full time VA and full time 
university staff. 

In this affiliation agreement, we decide jointly what it will take 
as far as staff to run the two facilities, and enough FTE are allo-
cated then to run the two facilities. Independent of whether the 
physician is a full time or part time staff, he is expected to take 
evening call and weekend call and so forth, as appropriate to de-
liver all the clinical services that are necessary. 

Dr. PARTHEMORE. I think also in some specialties, it is important 
for physicians to be able to work in more than one place, in order 
to keep their skills across the board. In scarce specialties in par-
ticular, it is difficult for physicians to always get the full gambit 
of cases at the VA. Neurosurgery, would be one example. We do not 
have trauma and other sorts of things at the VA. To keep them 
truly at the cutting edge, it helps them to be able to work in more 
than one locale. 

Ms. EDGERTON. Thank you, Mr. Chairman. 
Mr. BOOZMAN. Dr. Roswell earlier said that the VA contracting 

for specialists has grown from $190 million in 1995 to $850 million 
in 2002. I think you all mentioned, Ms. Cullen and Mr. Lawson 
also mentioned it. 

The CARES proposal predicts that contracting in the future—
they predict 25 percent increase themselves. 
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I guess the question is is contracting bad in its face? Are these 
numbers out of line, are they in line? 

Dr. SIMBERKOFF. I think the problem with contracting is that it 
is inherently more expensive, and because you are adding costs 
such as malpractice, which the VA does on its own, and in addition, 
the loyalty of the employee, as I said, is to the contractor, not to 
the facility. 

When the facility wants to improve in a certain area or change 
some directions, the employee may say, you know, so long. 

I think we can do better. We at New York Harbor will be enter-
ing into many contracts if there is not some relief in the pay bill 
because of our need for scarce specialists, but I think we could do 
much better in terms of both the dollar value that we would get, 
as well as building loyalties to the VA patients, and facilities, if we 
were able to hire these individuals, with the university, but as pri-
marily VA employees. 

Mr. LAWSON. If I might clarify, Dr. Roswell’s testimony was 
about an increase in contracting for personal services. Most of the 
CARES contracting is for total services. It is for hospital care and 
care in remote areas. They are different kinds of contracts. The fact 
is the CARES contracting would be when it is the best modality 
available, either that or VA construction is unreasonable or unten-
able or in fact, it is in some areas of the country where it would 
not be practical to do so. 

Dr. PARTHEMORE. Just as an example, we have a new chair of 
radiology at our university. Once he had the opportunity to exam-
ine his books, he made an appointment to see me, to tell me that 
he is currently supplementing the radiologists at the VA to the 
tune of about $600,000. 

I am sure that is going on in several other academic disciplines 
at my VA. 

I believe that we can, with this pay bill, meet his needs, or come 
close enough to have him back off, and I have asked him to wait 
for the pay bill. If we do not have the pay bill, I am certain that 
he will be back asking for a contract to make up the monies that 
he is losing, and once he asks, other scarce specialties will begin 
to ask also. 

We have sort of spent 2 years at our place holding them off say-
ing wait for a pay bill, wait for the pay bill, it will get fixed. We 
are going to be looking at big changes in the way we have done 
business if we do not move in this direction. 

Mr. BOOZMAN. Dr. Roswell, would you like to comment about 
that? You are certainly welcome to, if you wish. 

Dr. ROSWELL. Thank you, Mr. Chairman. I agree that contracting 
for physician services is not a desirable feature. 

Let me point out that when we have to contract for physician 
services through an affiliated medical school, our contracting regu-
lations require indemnification at the amount of a minimal of $1 
million, which means that medical malpractice insurance must be 
included in the contract, and we are paying for something that is 
already paid for for VA employment through the Federal tort claim 
protection. 
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So, contracting not only detracts from physician loyalty to the VA 
mission and purpose, as the panelists have pointed out, it also is 
a much more expensive way to acquire physician services. 

In contrast, contracting for hospital services in a comprehensive 
fashion, as noted in CARES, is something that in fact may allow 
us to be more cost efficient, because it avoids the need for capital 
infrastructure/acquisition costs, and allows us to maximum current 
hospital capacity and then contract for services when we go over 
that. 

Clearly, when it comes to individual physician services, the abil-
ity to be competitive in the marketplace, whether that is at the 
50th percentile or the 75th percentile, or some other mechanism, 
it is absolutely essential for us to be good stewards of the taxpayer 
dollars. 

Mr. BOOZMAN. Thank you very much. Counsel, do you have any-
thing else? 

Ms. EDGERTON. No, Mr. Chairman. 
Mr. BOOZMAN. Thank you. Again, I want to thank the panel so 

much for making the long trip in many cases, and spending time 
with us. Your testimony certainly was very, very beneficial. 

The Committee will consider today’s testimony and other mate-
rials and information prior to moving forward with legislation, so 
late in this session, as was noted, nearly 13 years have elapsed 
since Congress last reformed the VA physician pay. 

The Chair intends to carefully craft our eventual proposal in 
close consultation with Chairman Smith and Ranking Member 
Evans, because once a bill is reported and enacted into law, it like-
ly will be the law of the land for a number of years, and it will af-
fect thousands of VA physicians and many thousands more of other 
VA staff, and literally, millions of veterans in a way that we may 
barely be able to imagine today. 

In fact, I think Dr. Parthemore alluded to that, in the sense that 
we crafted a bill for primary care, as far as physician specialties 
several years ago, and I think now we are reaping the benefit of 
that. Certainly, we need to be very prudent and very careful as we 
go along this track. 

Thank you all again very much for being with us today, and we 
certainly do appreciate your testimony. 

The meeting is adjourned. 
[Whereupon, at 4:10 p.m., the subcommittee was adjourned.] 
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A P P E N D I X 

PREPARED STATEMENT OF CHAIRMAN SIMMONS 

Good afternoon. Please come to order. 
The Subcommittee, at the strong suggestion of the Department of Veterans Af-

fairs, is holding this legislative hearing to review VA pay and staffing matters deal-
ing primarily with its physician workforce. 

Doctors traditionally have been called ‘‘the engines’’ of medicine and health care, 
which I believe is an indicator of their importance to the diagnosis and treatment 
of illness and injury, and efforts at reducing human misery and easing pain and suf-
fering. Given the advent of primary care, physicians are said to promote health and 
improve health status of the population they serve. This suggests that we are all 
destined to live forever, but I think in VA, given its aged and sick enrolled popu-
lation of veterans, much of VA physicians’ energies are devoted to the diagnosis and 
treatment challenges rather than the health maintenance ones. 

In any event, physicians are one of the most important professions in human af-
fairs across human history. Healers are very precious to us. Also, with rare excep-
tions in Western Civilization, physicians are very highly compensated compared to 
any other profession or occupation. In this country, physicians are the highest paid 
profession—even above plumbers and trial lawyers. However, even given their very 
substantial remuneration for services rendered, our society occasionally experiences 
shortages and mal-distributions of physicians, especially those in the highest de-
mand—members of the surgical teams, specialists in rare diseases, experts in brain 
diseases, anesthesia, or organ transplantation. There are others, dependent on loca-
tion or the issues of the moment. 

Congress has preoccupied itself over the years to ease physician shortages and im-
prove their distribution across the country, with legislation that altered reimburse-
ment in Medicare and other federal programs, creating certain incentives that influ-
ence decisions on where to live or how to specialize, provided direct subsidies, in-
cluding tuition reimbursement and loan programs, and the like. In fact, during an 
acute shortage of VA physicians in the early 1970s at the peak of the repatriation 
of Vietnam wounded into the VA system, and based on a idea germinated by this 
Committee, Congress enacted legislation that established five new State schools of 
medicine to address specific geographic shortages of physicians in West Virginia [at 
Marshall University], South Carolina [at the Medical University of South Carolina], 
Texas [at Texas A&M], Ohio [at Wright State University] and Tennessee [at East 
Tennessee State University]. These schools have been successful academic and clin-
ical ventures, producing thousands of new doctors, who practice at least for a time 
at their host VA medical centers, raising the quality of care for veterans and later 
furnishing some improvements in those States’ availability of physicians to the gen-
eral populations. 

Also, from time to time, this Committee has played a pivotal role in resolving re-
ported recruitment and retention difficulties encountered in VA in the Department’s 
efforts to provide first-class health care to America’s veterans. The most recent ac-
complishment dealt with reforming the VA nurse pay system to permit locality-
based pay increments, and guaranteed annual comparability increases, also [incor-
rectly] called COLAs. 

We also raised pay for VA dentists, psychologists, pharmacists and social workers 
just two years ago to stem their losses from VA and to aid recruitment of these valu-
able and hotly-contested staff members. 

The Committee awaits the report of VA’s national Commission on Nursing which 
this Committee authorized in law, and whose report is due here next year, to advise 
Congress of the state of VA nursing, including recruitment and retention, staffing 
mix, tours of duty, education matters and other areas of concern to VA and the 
Committee. I note for the record that VA’s proposals on dealing with some of its 



54

current nursing staffing problems as detailed in its recent proposal are based on 
work of an internal task force but do not reference the national Nursing Commis-
sion’s deliberations or any of its preliminary conclusions or coming recommenda-
tions. 

VA employs about 6,000 physicians, and reports about 950 physician vacancies 
that it presumably would fill were it able to recruit these professionals. 

Recently VA submitted a legislative proposal to the House and Senate that would 
dramatically reform the way VA compensates its ‘‘engines of medicine.’’ The Com-
mittee will consider today’s testimony and other materials and information prior to 
moving forward with legislation so late in this session. Nearly 13 years have elapsed 
since Congress last reformed VA physician pay, the Chair intends to carefully craft 
our eventual proposal with assistance from my friend the Gentleman from Texas, 
Mr. Rodriguez, in close consultation with Chairman Smith and Ranking Member 
Evans, because once a bill is reported and enacted into law, it likely will be the law 
of the land for a number of a years and will affect thousands of VA physicians and 
many thousands more of other VA staff, and literally millions of veterans, in ways 
we may barely be able to imagine today. Thus, we will be very prudent in consid-
ering all of the likely implications before moving any bill with such large potential 
to both do good and possibly otherwise. 

We have good panels of witnesses for today’s hearing, representing VA, its prac-
ticing physicians, facility leaders, professional associations and labor unions, to pro-
mote a thorough ongoing discussion of this matter. We also have invited veterans 
organizations to provide written testimony. Let us begin with panel 1 and the VA 
Under Secretary for Health. Dr. Roswell, please introduce your colleague and pro-
ceed. 

Panel 2—For our second panel, we welcome Dr. Thomas Joseph Lawley, M.D., the 
Dean of Emory University School of Medicine Association of American Medical Col-
leges. Dr. Lactancio D. Fernandes, M.D., who is the President of the American Fed-
eration of Government Employees Local 1045 representing nearly 1,200 doctors, 
nurses, allied health care workers and other hospital staff at the VA facilities in 
Biloxi and Gulfport, Mississippi, Mobile, Alabama, and Pensacola and Panama City, 
Florida. Dr. Fernandes is also a Major in the United States Air Force Reserve, 
919th Medical Squadron, and recently completed his annual tour in support of Oper-
ation Iraqi Freedom. We thank you Dr. Fernandes for your service in both capac-
ities. And Dr. Stephen Rosenthal, M.D., the President of the national Association 
of VA Physicians and Dentists. 

Panel 3 There are six participants on our third and final panel for today’s hear-
ing. Representing nearly 6,000 of their medical colleagues are Dr. Jacqueline 
Parthemore [PAR-the-more], M.D., the Chief of Staff and Medical Director for the 
VA San Diego Health Care System; Dr. Richard Bauer, M.D., the Chief of Staff at 
the South Texas Veterans Health Care System in San Antonio, Texas; Dr. Michael 
H. Ebert [EE–bert], M.D., Chief of Staff at the VA Connecticut Health Care System; 
and Dr. Michael S. Simberkoff, M.D., Executive Chief of Staff of the VA New York 
Harbor Health Care System. Ms. Sheila M. Cullen, Medical Director of the San 
Francisco VA Medical Center and Mr. Michael M. Lawson, the Director of the VA 
Boston Health Care System are also participants on this panel, addressing the chal-
lenges faces by VA’s medical facility leadership. 

I want to thank our witnesses, and our Subcommittee Members, for their partici-
pation and attention to this matter of interest to VA in its ongoing efforts to provide 
high quality health care services to our Nation’s veterans. We will take this legisla-
tive proposal under advisement.
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