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BIOTERRORISM RESEARCH AND POST-
DEPLOYMENT HEALTH CARE FOR VETERANS

THURSDAY, MARCH 27, 2003

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

COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC

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

Present: Representatives Simmons, Moran, Boozman, Bradley,
Rodriguez, Snyder, Strickland, and Ryan.

OPENING STATEMENT OF CHAIRMAN SIMMONS

Mr. SIMMONS. The subcommittee will come to order.
I want to welcome my distinguished guests, and I will ask with-

out objection that my full opening statement be inserted into the
record, and hearing no objection, I believe it’s done.

[The prepared statement of Chairman Simmons appears on p.
91.]

Mr. SIMMONS. There are two themes that we’re going to be focus-
ing on today.

One theme is how ready we are to deal with combat injuries and
combat-related illnesses in the current war in Iraq? When we think
of that theme, I think we think in terms of bioterrorism, chemical,
biological injuries which fortunately I believe we have not experi-
enced at this point in time, but certainly that is a concern that is
on everybody’s mind.

The second theme essentially is why Public Law 107–287 is not
already funded and working to the benefit of future veterans and
all Americans.

Returning briefly to the first theme, we’re all concerned about
our military forces serving so well in Iraq and also in the Phil-
ippines and Afghanistan, and our concern is that we protect that
force.

The issues relative to force protection include medical surveil-
lance, pre and post-deployment health assessment, environmental
monitoring, security, vaccination, record keeping, protective and
warning equipment, medical care in the theater, and then, of
course, what happens when they rotate back to the States—what
happens to those who have been exposed but don’t show immediate
signs of injury or illness, what happens to those who are actually
injured and suffering.
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From my own personal standpoint, my great uncle fought in
World War I. He was gassed. That changed his whole life. It
changed how he viewed his occupation. It changed where he lived.
He moved to Colorado because the air and the altitude were consid-
ered beneficial to those who had been gassed.

These are important and critical issues.
The second theme dealing with Public Law 107–287, my distin-

guished chairman, Mr. Smith of New Jersey, and the distinguished
ranking member from Illinois, Mr. Evans introduced this legisla-
tion. It passed through this committee in the House and Senate. It
was signed into law.

But earlier this year, our dear friends in the Appropriations
Committee saw fit to insert language into the omnibus bill that es-
sentially said that no dollars in that omnibus appropriation would
be used for this purpose.

That’s an important issue for us to consider—why did that hap-
pen, what are we going to do about it, and what would be the im-
pacts of not funding that legislation.

These are the two themes, as I see it.
What I plan to do today, with the agreement of my distinguished

colleague from Texas, Mr. Rodriguez, is to offer to him, extend him
the courtesy of an opening statement, and then go to the panel.
Two of our panelists will be speaking, I believe, for 10 minutes
each—and then following that, open it up to the committee for
statements that they may wish to make and questions to the panel,
and we’ll just proceed in that process, if that’s agreeable.

That being said, Mr. Rodriguez, do you have an opening state-
ment you wish to offer for the record?

OPENING STATEMENT OF HON. CIRO D. RODRIGUEZ

Mr. RODRIGUEZ. Yes, sir, Mr. Chairman. Thank you very much.
Let me thank you first of all for allowing us this opportunity. I

appreciate your calling this important and very timely hearing
together.

With the troops in the field at the present time, it is critical for
us to know that the infrastructure and the policies are in place to
ensure that the health care services they need are readily available
to them when they return back home, and I think that’s important.
I think we try to work at the VA to try to strike that balance there.

Sadly, many of us have already experienced war’s devastating ef-
fects during the relatively brief time we’ve been engaged in Iraq.
In my own district, I’ve been contacted from the Hernandez family
from Mission in Elton Texas. Their son, Edgar, is a young soldier
who is believed to one of the prisoners of war we’ve heard about
during the week, and I will be praying for his safe return as quick-
ly as possible.

We will hear today from the Assistant Secretary of Defense for
Health Affairs, who will inform us of the many initiatives Congress
approved as part of Public Law 105–85 almost 6 years ago, and are
still ‘‘underway.’’

While there has been some progress since the first deployment
to the Gulf, I am generally disappointed that so many of the prom-
ising tools the doctor’s statements will reference are not going to
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be available during this deployment; so these are areas that I think
we need to continue to work on.

In addition, I believe there are major differences in expectations
about how the Department of Defense is implementing various pro-
visions which I am eager to hear about, and hopefully we will be
able to dialogue.

We will also be hearing about the value of four medical emer-
gency preparedness centers in the Department of Veterans Affairs
Congress authorized under Public Law 107–287, and I believe that
the VA proved its mettle in the wake of 9/11 after which it played
a vital role in offering care, counseling, and referral services to
those who were injured, the first responders, and victims’ families
members.

As the backup to the Department of Defense, and as part of the
Federal Response Plan and National Disaster Medical System, the
VA has a keen interest in helping our nation plan for the investiga-
tion in responding to the bioterrorism and defense practices in
post-deployment care for our troops.

In this regard, I am proud of the work that has already been
done, both in the San Antonio VA Medical Center, the Brooks City
Base, and the University of Texas Health Science Center in my
area, in San Antonio.

General Timboe is going to also talk to us and tell us more about
the activities already being undertaken by the consortium and
some of the unique resources they have at their disposal to advance
the national research as well as the agenda for counter-terrorism
efforts and for the planning to serve our veterans who return home
ill after their services in the Gulf War.

Without stealing any of the thunder of the general, I just want
to mention the joint Research Imaging Center with its state-of-the-
art equipment, which is a cooperative venture between both the VA
and DOD as well as the university, also the protein core facilities,
and the advanced health care services offered by the VA and the
Health Science Center, which I believe make it poised to make in-
valuable contributions in this area.

I know the general is a decorated combat veteran of both Viet-
nam and the Gulf War. He is actually a distinguished alumnus of
the University of Texas Health Science Center at San Antonio and
has held leadership positions at progressively more complex health
systems throughout his career, ending his military career as the
lead medical officer at one of the nation’s military flagships here
in our own back yard, at Walter Reed.

And so since July, the general has assumed responsibilities at
the Health Science Center, which will include overseeing its in-
volvement in homeland defense as well as bioterrorism research,
and its partnerships with military medicine, including the VA, and
I look forward to his testimony.

We are also, we are a nation at war, so we cannot afford not to
take advantage of the very potent opportunity to advance our
knowledge in addressing the bioterrorism and the health of our re-
turning troops, and we really need to work in that area.

It’s embarrassing, what happened after the Gulf War. We should
not allow that to happen. It’s embarrassing for us to hear that it
took 20—30 years to hear about the Department of Defense on
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those projects, 112. That should not be happening, and somehow
we’ve got to make some inroads in terms of our nation and our dia-
logue in those specific areas; so as we move forward, I would look
forward to your recommendations as to how we can expedite.

Our interest is to serve the veteran, and our interest is to be
there in case of a—from a homeland defense perspective as one of
our missions, as the first-time responders, to be there, not only for
our veterans, but for our communities, so I look forward to working
with you.

Thank you, Mr. Chairman.
[The prepared statement of Congressman Rodriguez appears on

p. 95.]
Mr. SIMMONS. I thank the gentleman for his comment.
We will now go to the Department of Defense panel, the Honor-

able William Winkenwerder, Assistant Secretary of Defense for
Health Affairs, accompanied by Dr. Michael Kilpatrick, Deputy Di-
rector of Deployment Health Support.

From the Veterans Administration we have the Honorable Dr.
Robert Roswell, Under Secretary for Health, accompanied by Dr.
Susan Mather, the VA’s Chief Public Office and Environmental
Hazards Officer.

Ladies and gentlemen, if you would proceed with your testimony,
we will do the testimony from the panel and then have questions
and answers afterwards.

Please proceed.

STATEMENTS OF WILLIAM WINKENWERDER, JR., M.D., MBA,
ASSISTANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS,
DEPARTMENT OF DEFENSE, ACCOMPANIED BY MICHAEL E.
KILPATRICK, M.D., DEPUTY DIRECTOR, DEPLOYMENT
HEALTH SUPPORT DIRECTORATE, OFFICE OF THE DEPUTY
ASSISTANT SECRETARY OF DEFENSE FOR FORCE HEALTH
PROTECTION AND READINESS; AND HON. ROBERT H.
ROSWELL, M.D., UNDER SECRETARY FOR HEALTH, DEPART-
MENT OF VETERANS AFFAIRS, ACCOMPANIED BY SUSAN
MATHER, M.D., MPH, CHIEF OFFICER, PUBLIC HEALTH AND
ENVIRONMENTAL HAZARDS

STATEMENT OF WILLIAM WINKENWERDER, JR.

Dr. WINKENWERDER. Mr. Chairman, members of the subcommit-
tee, thank you for the opportunity to appear before you today.

With your permission, I’ll summarize my written statement.
Mr. SIMMONS. Please.
Dr. WINKENWERDER. I want to begin by adding my condolences

to those of President Bush and the Secretary of Defense for the
families of those injured, captured, or who have died since oper-
ations began last week. Each of you is in our prayers.

Our country’s ultimate weapon against any enemy is the valor of
the men and women in our armed forces who serve the cause of
freedom. They are the most powerful force on Earth, and in this
case, a force for peace and liberation of the Iraqi people.

On behalf of all the men and women in the medical service to
our armed forces, I want to recognize the cause for which they have
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now given their lives and the efforts to ensure the safety of every-
one engaged in this very difficult conflict.

The courage, skill, and discipline of our military medical person-
nel is matched only by the high quality, swift and effective medical
care they provide. You’ve already seen reports by the embedded
media of heroic acts, truly heroic acts by U.S. armed forces medics
to save lives—for example, the rescue missions of forward surgical
teams in medevac squadrons that have gone in, literally, to pluck
people out of battle zones, stanch bleeding and injury, and get
them back to safety, and save their life.

I think we can all be assured that such acts will continue until
our final mission is accomplished.

In Operation Iraqi Freedom, we have more than sufficient capa-
bility to move casualties from their point of wounding to any level
of care that might be required. We have more than sufficient medi-
cal supplies, including blood supplies, for all of our troops operating
in the field.

I have the opportunity to review such reports on a daily basis.
I can assure you I just reviewed one this morning, a couple of
hours ago, and that is, in fact, the case.

Our medics and soldiers are trained, equipped, and prepared to
operate in a contaminated environment if necessary, with equip-
ment, decontamination materials, and medical antidotes. We are
prepared for what Saddam Hussein might attempt to deliver to
United States forces.

As the Assistant Secretary of Defense for Health Affairs, safe-
guarding the health and safety of our military members is my
highest priority. Our Force Health Protection Program has made
great strides, based on lessons learned from the Gulf War and sub-
sequent deployments.

I believe our efforts are in line with your own objectives, as they
have been expressed in public law. The Department is committed
to provide an ongoing continuum of medical service to
servicemembers, from their entry into the military through their
separation, and as many transition to the Department of Veterans
Affairs and its health care system.

The vigorous requirements of the entrance physical examina-
tions, periodic physical examinations, periodic HIV testing, annual
dental exams, routine physical training and period testing, and reg-
ular medical reviews are all parts of this continuum.

We have established a comprehensive program to document our
servicemembers’ health and fitness for duty.

All deploying personnel are required to complete individual pre-
deployment health assessments. These health assessments are cou-
pled with a review of medical and immunization records.

We look at whether there’s a DNA sample on the record and if
a blood serum sample has been drawn within the past 12 months.
This information is considered, along with availability of personal
protecting and medical equipment.

Pre-deployment briefings on deployment-specific health threats
and counter-measures are also provided.

After deployment, all personnel must complete health assess-
ments when they return, and we’re looking at the possibility of ac-
tually doing those in theater, rather than when people get back, to
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enhance the likelihood that that information gets completely
collected.

Any indication of health concern results in an individual medical
review by a physician, and if appropriate, referral for further medi-
cal evaluation or testing.

These health assessments are to be maintained in the individ-
ual’s medical record and centrally, in electronic format, in our new
Defense Medical Surveillance System.

Additionally, all immunizations are tracked by service-specific
systems, and the data are fed into a department database. We’re
currently transitioning from paper-based medical records to auto-
mated medical records for patient encounters and for reporting of
disease and non-battle injuries.

I’m pleased with the increasing level of cooperation that we’ve
had between the Department of Defense and Veterans Affairs fo-
cused on post-deployment health concerns. Both military and veter-
ans’ medical providers are using today the jointly developed Post-
Deployment Health Clinical Practice Guidelines. The guidelines
were designed to ensure that providers do, in fact, render appro-
priate responses to the medical concerns of our deployed
servicemembers and their families.

We’ve continued our cooperation in the area of physical examina-
tions for veterans of all deployments. The Departments of Defense
and Veterans Affairs are focused on continuing research to better
understand and treat deployment health-related issues.

In DOD, we have established three Deployment Health Centers.
One focuses on health care; one on health surveillance; and the
third on health research. All are working towards prevention,
treatment, and understanding of deployment-related health con-
cerns; and the sharing of medical deployment data collected from
individuals, units, and the environment will be of great value in
providing optimal health to our deployed forces and those that re-
turn and become veterans.

Desert Shield/Desert Storm taught us that knowledge of the en-
vironment is important, and in fact, in some cases, maybe vital, if
we’re to protect the health of our servicemembers.

Today, the Army’s Center for Health Promotion and Preventive
Medicine—we call it CHPPM—conducts environmental testing that
enables better assessment of the battlefield before and during de-
ployments. They employ equipment to monitor the combat environ-
ment by sampling soil, air, and water.

We also archive that information so that we can go back and look
at it later to evaluate for correlation between an area of known or
suspected exposure or illness that may appear in the future.

In the past few months, the Department has developed and im-
plemented a new system, Joint Medical Work Station. We’re very
excited about this, and we believe it has great promise.

DOD now has the electronic capability to capture and dissemi-
nate real-time and near real-time information to commanders in
the field about in-theater medical data, patient status, environ-
mental hazards, detected exposures, and critical logistics informa-
tion like blood supply, beds, and equipment.

The transition from paper-based records to automated systems
truly does offer us a much greater opportunity for collecting and
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analyzing medical information in a common and systematic man-
ner. However, we proceed with that work with an awareness of
operational security and personal security for the servicemembers,
who expect that their medical records will remain confidential.

When we deploy our forces, we bring a formidable medical capa-
bility. This includes far forward surgical care, medical evacuation
assets, the ability to provide intensive care in the air, in the backs
of airplanes—we’ll talk about that—and ship-based medical care.

In the event of a biological or chemical attack, all services have
made training improvements to assure that their medical personnel
can successfully work in a contaminated environment and can de-
contaminate and rapidly evacuate their patients to safer environ-
ments.

Much has been accomplished in the past decade since the Gulf
War. Our level of effort and our capability to protect our forces is
unprecedented in military history. However, today we face new and
deadly threats, and the possibility that a brutal regime would use
chemical or biological weapons.

As military professionals and as health professionals, we’re well
aware that war means real risks, and that’s particularly true in to-
day’s situation; but our message to you, to our servicemembers, to
their families, and to the American people is that we are prepared,
and we have extraordinary capability to protect and care for our
people.

Mr. Chairman, I thank you again for inviting me here today. I’m
pleased to be with Dr. Roswell, and I look forward to answering
your questions.

[The prepared statement of Dr. Winkenwerder appears on p. 97.]
Mr. SIMMONS. Thank you. Dr. Roswell.

STATEMENT OF ROBERT H. ROSWELL

Dr. ROSWELL. Mr. Chairman, I’m pleased to be here today, also,
and to testify before the subcommittee. As you’ve indicated, accom-
panying me is Dr. Susan Mather, who is our Chief Officer for Pub-
lic Health and Environmental Hazards.

My full statement has been submitted for the record, but I would
like to summarize the main points, beginning with the implementa-
tion of Public Law 107–287.

Regrettably, the implementation has progressed more slowly
than anticipated, due to uncertainty about available funding. How-
ever, VA is actively pursuing implementation where possible.

Section 2 of Public Law 107–287 authorizes VA to establish four
medical emergency preparedness centers. Although VA’s Appro-
priations Act specifically prohibits any fiscal year 2003 funds from
being spent on these centers. We have developed a detailed plan
that we will implement upon the receipt of appropriated funds.

Section 3 requires VA to carry out a program to develop and dis-
seminate a series of education and training programs on the medi-
cal responses to the consequences of terrorist activities. The pro-
grams are to be modeled after programs established at DOD’s Uni-
formed Services University of the Health Sciences.

We’ve met with representatives of USUHS to explore collabo-
rative endeavors and we will assemble a committee of experts to
further address priority educational needs.
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In the meantime, though, we’ve already developed and dissemi-
nated within VA a number of educational tools covering many of
the issues specified.

Section 4 authorizes VA to furnish health care to persons re-
sponding to, involved in, or otherwise affected by major disasters
and medical emergencies. As you are aware, VA’s fourth mission is
to serve as a principal health care backup to DOD in the event of
war or national emergency.

Under activation of the VA/DOD Contingency Hospital System,
VA will provide DOD with up to 4,600 beds within 72 hours, and
more if needed beyond that time frame.

Care may also be provided at civilian hospitals enrolled in the
National Disaster Medical System when DOD and VA health care
facilities reach full capacity.

Regarding Section 5, VA has undertaken activities to ensure the
protection of VA facilities, employees, and patients. VA has con-
ducted numerous studies of security vulnerabilities and police offi-
cer staffing needs, and as taking appropriate actions based on
these findings.

Section 6 codified already existing authorities that focus on VA’s
ability to respond to a terrorist attack involving the use of weapons
of mass destruction.

VA has developed policies and strategies that address the appro-
priate response to such an attack, including an extensive system to
deploy, track, and restock pharmaceutical caches, establishment of
decontamination capabilities, accreditation of personal protective
equipment, and strategies for providing mental health counseling
and assistance.

I would now like to turn my attention to the VA/DOD efforts to
coordinate force protection.

Let me begin by pointing out that VA is authorized to provide
health care for 2 years following release from active duty after
service in a combat zone.

With nearly 250,000 or more than 250,000 U.S. troops now en-
gaged in a renewed conflict in the Gulf Region, VA today is better
prepared to provide high-quality health care and disability assist-
ance than at any other time in history. Since Operation Desert
Shield/Desert Storm in 1991, a number of improvements have been
put in place to allow us to better meet the health care needs of
these veterans.

VA has implemented an innovative new approach to health care,
known as the Veterans Health Initiative. This is a comprehensive
program designed to increase recognition of the connection between
military service and various health consequences. It better veter-
ans’ military exposure and histories, it improves patient care, and
it will help us establish a database for further study.

The VA Health Initiative is available in monograph form on the
web, as well as on compact disk.

In 2002, VA established two War-Related Illness and Injury
Study Centers to provide specialized health care for veterans from
all combat and peacekeeping missions who suffered disabling but
difficult-to-diagnose illnesses. These centers also provide research
into better treatments and diagnoses, and develop education pro-
grams for health care providers.
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The Gulf War made clear the value of timely and reliable infor-
mation about wartime health risk. VA has already developed a bro-
chure that addresses the main health concerns for military service
in Afghanistan and is preparing a second brochure for the current
conflict in the Gulf Region.

VA’s health care databases allow us to evaluate the health care
status and utilization of veterans every time they obtain care from
the VA.

Newly developed clinical practice guidelines that Dr.
Winkenwerder already mentioned are based on the best scientif-
ically supported practice and give health care providers the needed
structure, clinical tools, and educational resources that allow them
to diagnose and manage patients with deployment health-related
concerns.

It’s our goal that all veterans who come to VA will find their doc-
tors to be well informed about specific deployments and the related
health hazards.

We’re also working with DOD to improve care and inter-agency
coordination of health information.

In fiscal year 2002, a special Deployment Health Working Group
of the VA/DOD Health Executive Council was established to ensure
inter-agency coordination for all veteran and military deployment
health issues. This group continues the work begun by the Persian
Gulf Veterans Coordinating Board and the Military and Veterans
Health Coordinating Board.

VA and DOD are collaborating on several important health infor-
mation applications that will permit the departments to offer a
seamless electronic medical record. Key initiatives around the Fed-
eral Health Information Exchange and the Health People Federal
System.

Mr. Chairman, a veteran separating from military service and
seeking health care today will have the benefit of VA’s decade-long
experience with Gulf War health issues, but the real key to ad-
dressing the long-term needs of veterans is improved medical rec-
ordkeeping and environmental surveillance.

For VA to provide optimal health care and disability assistance
after the current conflict with Iraq, we will need the following:

First, a complete roster of veterans who served in designated
combat zones.

Second, data from any pre-deployment, deployment, or post-de-
ployment health evaluation and screening.

Furthermore, in the event that Iraq should choose to use weap-
ons of mass destruction, it will be vital that VA have as much in-
formation, and environmental information and facts, as well as
health information as is possible on the potential exposures and
their health effects

This information will allow us to provide appropriate health care
and disability compensation for veterans of this conflict.

Mr. Chairman, that concludes my statement. Certainly, Dr.
Mather and I will be happy to answer any questions you or the
committee may have.

[The prepared statement of Dr. Roswell appears on p. 103.]
Mr. SIMMONS. Thank you. I have a couple of questions.
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I perceive that the Department of Defense and the Veterans Ad-
ministration are, in a sense, in a catch–22 situation.

This subcommittee, under the able leadership of Vice Chairman
Moran in the last session, was involved in hearings on this subject.
The full committee, under the leadership of Chairman Smith and
Ranking Member Evans passed legislation which went through the
process, and was signed into law.

When it came to the appropriations process, which involves our
colleagues, of course, on both sides of the aisle, language was in-
serted to prevent dollars from being used in the fiscal year 2003
budget; so, in a way, we’ve met the enemy and the enemy is us,
not you.

That being said, though, the issue continues to be an important
one, and I’d like to put a couple of questions to the panel to answer
as they see fit.

If the assumption being made here is that we won’t fund in 2003
because there is a better location for these dollars to go rather than
the Veterans Administration, my question would be, if we’re not
going to fund these centers through the Veterans Administration,
if this is not the appropriate place for these dollars to go, where
are they going to go?

If it’s going to go to the Department of Homeland Security, who
is going to do this work in the Department of Homeland Security,
and when is it going to be done, and where is it going to be done,
if, in fact, that is the correct assumption or the correct hypothesis.

I would ask both of the witnesses, does not the VA have a long-
standing history of competence in this kind of work, working close-
ly with the Department of Defense? Is not the VA the recipient of,
I think, three Nobel Prizes in medicine, for example, and numerous
other prizes for excellence in education? Who else is out there that
I don’t know about that is going to assume this responsibility?

If you could respond, I’d appreciate it.
Dr. ROSWELL. Mr. Chairman, I certainly agree that VA has a

long and well-established track record in medical research. With
over $400 million in intramural funds and more than twice that
amount in extramural funds, our total funded research portfolio
within the Department exceeds $1 billion a year.

VA currently has affiliations with 107 of America’s medical
schools, and those affiliations have allowed us to provide cutting-
edge, state-of-the-art care. That academic affiliation, coupled with
over 1,300 locations of care, a provider force that includes over
15,000 physicians and 65,000 nurses, makes VA an ideally situated
health care system to pursue a mission, should the appropriations
be made available.

Mr. SIMMONS. Any comment from the DOD?
Dr. WINKENWERDER. Yes. I would just say that DOD recognizes

VA’s obvious outstanding contributions to research, and especially
as that relates to deployment health and weapons of mass destruc-
tion, and the longstanding role they have had, as Dr. Roswell de-
scribes, working with academic medical centers across the United
States.

The administration, as I understand it, views the Department of
Homeland Security as the place that these funds might be trans-
ferred to.
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I think it does present a challenging situation for them, without
the assets in place to do this work. I’m not familiar with the plans
that are in place to actually move forward in an expeditious
manner.

So it certainly is a challenging situation, but we’re staying ready
to work together with whomever becomes the source of this fund-
ing, and we obviously will continue to work very closely with the
VA under any scenario.

Mr. SIMMONS. I appreciate those responses; and again, it is a
catch–22. It’s the Congress dealing with the Congress in a way.

But if the dollars, the appropriated dollars go to the Department
of Homeland Security, then are they going to replicate or create
their own capacities here? Are they going to transfer those dollars
perhaps to VA to do the job? Has VA been in touch with Secretary
Ridge to see if he has anything in his budget to cover this in the
fiscal year 2003 time frame?

Dr. Roswell.
Dr. ROSWELL. I certainly couldn’t speak on behalf of DHS. We

have had an active dialogue with DHS staff concerning our role,
but to my knowledge, this specific issue of the emergency prepared-
ness centers has not come up in any of the discussions, at least
that I’ve been involved with.

Mr. SIMMONS. I thank you. I’ll yield back my time. Mr.
Rodriguez.

Mr. RODRIGUEZ. Thank you. I’ll take some of your time, also.
Thank you.

Let me first of all thank both of you for being here.
Let me ask the Department of Defense, do you all have a single

database? You know, one of the biggest problems we have, for ex-
ample, with the INS is that they have, I’ve been told they have five
different databases. They can’t talk to each other or anything.
Have you even looked at that? Do we have one single database,
when it comes to health?

Dr. WINKENWERDER. We have a single medical record system, the
CHCS–2.

Dr. ROSWELL. And it goes across the Army, the Navy, and every-
one?

Dr. WINKENWERDER. It does, for what we call Continental United
States routine, everyday medical care.

In the deployed situation, each of the services has a system that
collects information. A surveillance system is the term we use to
describe it, but in fact, it collects the kinds of information that
would be collected in a routine medical visit.

Until about 6 months ago, those systems existed separately. We
undertook an effort to bring them together to create a central data-
base, such that a commander in the CENTCOM area, General
Franks or one of his subordinates, and actually on up the line to
here—I can view this information—can view it every day on a real-
time basis. That gives an ability to surveil across all our forces.

Now, this system, because it is work that might have taken 3
years or 4 years, and we’ve done it in 3 or 4 months, which is a
miraculous effort, it is still being implemented.

Mr. RODRIGUEZ. Okay.
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Dr. WINKENWERDER. So it’s not 100 percent. It’s rapidly moving
into the field——

Mr. RODRIGUEZ. Yes, because I would think——
Dr. WINKENWERDER. I can tell you that we have shared this in-

formation with the senior leadership in the Department, including
Secretary Rumsfeld, and he is giving his strong encouragement to
move this as quickly as possible, and in fact, we’re doing that.

Mr. RODRIGUEZ. Yes, because I know that sometimes, with bu-
reaucrats, we’ll say we’ve done it, but I know how long it takes for
staff to actually get involved and try to change from one data sys-
tem to another; so I think that that’s going to be very important.

Let me ask you also, Dr. Roswell talked about the fact of some
of the needs that they’re going to require for the veterans, and
lists, and he mentioned that if our soldiers are out there in the
area of bio and chemical and get exposed to that, it is going to be
very important for them to know, for the benefits and for the
impact.

Were you listening to those comments, and are we going to be
able to kind of work with you to make that happen?

Dr. WINKENWERDER. Was your question to me?
Mr. RODRIGUEZ. Yes, to the Department of Defense.
Dr. Roswell mentioned a little litany of things that the VA needs

to help our veterans.
Dr. WINKENWERDER. Yes.
Mr. RODRIGUEZ. One of those was, if we get—and I know some

of that might be classified initially, but at some point, we got to
know if the Iraqis use chemical and biological, and if they do, I
don’t want to hear, 10, 20 years from now——

Dr. WINKENWERDER. Right.
Mr. RODRIGUEZ (continuing). Like with the Gulf War, that, you

know, unless we’re naive and don’t know what the hell is going
on——

Dr. WINKENWERDER. Exactly. We, I think, all together share the
concern to have accurate, well-collected information that is avail-
able to the Veterans Administration as soon as possible after our
servicemembers are terminated from service.

Obviously, for us to be able to do that, we have to collect that
information in a comprehensive and systematic way, and that is
what we’re committed to doing.

We’re also committed to getting that information to the VA, and
I’ve talked with Dr. Roswell about this, as quickly as possible.

My personal view is that in the prior war situation, in the Gulf
War, that it took too long to get that information transferred, and
part of that was a reflection of the less-than-optimal collection of
data and recordkeeping that the DOD did at that time. I believe
we’re in much better shape, but I can tell you that we’re continu-
ously monitoring this situation.

Mr. RODRIGUEZ. In addition to collecting it, I think the other
thing is the willingness to communicate.

Dr. WINKENWERDER. Yes.
Mr. RODRIGUEZ. And I think that’s going to be very important,

and I can understand there are certain areas you might not be able
to communicate because of a national defense perspective or what-
ever, but in certain areas I think you can release, you know, and
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be able to, if there are certain things that we feel that there might
be some biological or chemicals that were utilized in a certain area
of Iraq, that, you know, to know that is extremely important for
our veterans as they get released, so that’s going to be very impor-
tant.

Dr. WINKENWERDER. I agree with that, and as I said in a hearing
earlier this week, I think from my perspective the more we can get
accurate information out soon, the better everyone’s interests are
served.

Certainly, that’s true for the servicemembers. It’s true for medi-
cal providers. I think it’s true for all of us. We’re best off to know
what we’ve dealt with, and to get it out there and to respond to
it.

So I am very committed to getting that done.
Mr. RODRIGUEZ. And in some cases, we’ve got to get that infor-

mation as quickly as possible, even prior; because I heard you say
when they leave. We almost need it, if it doesn’t impact the war
scenario, then, you know, when it happens, even if they’re still, you
know, in the military——

Dr. WINKENWERDER. We will collect it at that point. We do have
an issue with transferring that information to the Veterans Admin-
istration or, really, to anybody, until the servicemember is sepa-
rated.

Mr. RODRIGUEZ. I understand that, on an individual basis, but if
you know it was used in a certain city or a certain—you know,
without mentioning names, it can be extremely helpful to us.

Dr. WINKENWERDER. I think aggregate information, yes; but indi-
viduals, we can’t share because of privacy concerns.

Mr. RODRIGUEZ. Thank you very much.
Dr. WINKENWERDER. Yes.
Mr. SIMMONS. Next, we have the vice chairman, Mr. Moran, fol-

lowed by Dr. Snyder.

OPENING STATEMENT OF HON. JERRY MORAN

Mr. MORAN. Mr. Chairman, thank you very much. I commend
you and Mr. Rodriguez for your continuing interest in this topic.

This subcommittee, shortly after our deployment in Afghanistan,
more than a year-and-a-half ago, began an inquiry into the pre-
paredness of both the Department of Defense and the Department
of Veterans Affairs, and what at least initially seemed to me to be
an important focus for us was what did we learn in the Persian
Gulf War that is applicable to the circumstances that our men and
women of the United States military would face in the Middle East
should they be deployed again.

Certainly with those service men and women now serving in Iraq
and Kuwait and the surrounding area, this topic is an awfully im-
portant one.

The overall goal that I think we ought to have is that we learned
statement from the Persian Gulf War, we learned what was the
cause of more than 100,000 service men and women complaining
of Persian Gulf War Syndrome; and what steps have we taken to
reduce the likelihood that our military personnel return home after
this engagement—initially Afghanistan and now Iraq—without suf-
fering those same kinds of consequences?
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This subcommittee held a series of hearings, including one jointly
with a subcommittee, the Personnel Subcommittee, with the Armed
Services Committee here in the House.

I journeyed to Afghanistan last August and viewed personally
the military hospitals, the ships, the Navy hospitals, and talked to
personnel regarding this issue.

I guess my initial question is perhaps to—and I appreciate the
doctors being here. All four of you have been through this topic
with us in the past, and I appreciate your interest. It seems to me
we certainly have the goal of the health and safety of the men and
women of the United States military as a common goal.

What specifically are the things that we have learned from those
veterans returning home from the Persian Gulf War complaining
of illness, that we now believe we will be able to eliminate the like-
lihood of those similar complaints today?

Dr. WINKENWERDER. I believe we have learned some lessons in
terms of actually preventing illness, and——

Mr. MORAN. And doctor, I appreciate you focusing on prevention,
because a lot of what we’ve talked about over the last year-and-a-
half has been recordkeeping and pre-deployment physicals, post-de-
ployment physicals.

I think that’s very important, but I think the initial question is,
what do we do to avoid contact with the cause, the agents that may
cause Persian Gulf Syndrome in the first place?

Dr. WINKENWERDER. Well, there’s much, I believe, that we’ve
learned.

One of the things relates to knowledge of what is on the battle-
field or the battlefield space, so that environmental surveillance in-
formation such that certain exposures might be avoided—I think
that’s one thing we’ve learned.

A second would be in the area of chemical detection. I believe our
chemical detection capability is much improved, and so that if
we’re moving into an area, our knowledge about what might be
there is better so that people can then don protective equipment
and reduce the chance that they might be exposed. That’s a second
lesson learned that might protect.

I think that a third area relates possibly to the use of pesticides,
in reducing the amount of pesticide use and better controlling it
and keeping better records and giving guidance to soldiers about
not wearing certain kinds of things, like flea collars and things like
that, that all of that—I think those are three important areas.

I would add to that, maybe with respect to the pyridostigmine
bromide tablets, even though they are FDA approved and even
though that’s a drug that’s used to treat illness, that’s thought to
be and I believe is safe and effective, that it ought to be used care-
fully and with good guidance and instruction and recordkeeping, so
that—and prior guidance about how to use that.

So I that those are four ways, hopefully, that could significantly
reduce some of the unexplained symptoms that we saw in the past.

Mr. MORAN. Do our service men and women have different equip-
ment today than they did 10 years ago, and are they operating
under different policies as to when that equipment to protect them
is to be used?
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Dr. WINKENWERDER. Yes. The J-list suits are different chemical
protective over—chemical and biological—and the mask is new, as
well, yes. So——

Mr. MORAN. Do we have any evidence that our service men and
women have come in contact with chemical or biological weapons
since the beginning of our ground activities in Iraq?

Dr. WINKENWERDER. I am not aware of any such exposure at this
time.

Mr. MORAN. And anything we’ve learned in this last week that—
I mean, are you looking at this on a day-to-day basis?

Dr. WINKENWERDER. Absolutely; and I think the most relevant
information we’ve learned just yesterday, or it would have been the
last 24 to 36 hours, related to the discovery of chemical protective
suits and chemical antidotes, et cetera, that suggested to me, cer-
tainly, that the Iraqis are prepared to protect themselves, and since
they know that we don’t use those weapons, I can only assume that
it would be because they would want to protect themselves against
their own use of those weapons.

Mr. MORAN. Thank you very much, doctor. Thank you, Mr.
Chairman.

Mr. SIMMONS. I thank the gentleman.
Dr. Snyder followed by Mr. Boozman.

OPENING STATEMENT OF HON. VIC SNYDER

Dr. SNYDER. Thank you, Mr. Chairman.
Mr. Chairman, I don’t think I’m going to ask any questions, but

I just want to make a comment that, and I know from our service
together on multiple committees that you’ll have an appreciation
for what I say.

I think this is an excellent discussion. We may want to consider
having a closed hearing on this topic with these people and some
others. Some of the things I want to ask about—you know, I’ll give
you some examples here in a minute—I frankly don’t want them
to answer if there are problems.

For example—and we can all come up with our own scenarios
here—we make a distinction between deployed and not deployed,
but rapidly, this may well break down with a bio-attack.

We could transfer, for example, 100 wounded back to the United
States, one of them, for whatever reason, their smallpox vaccine
didn’t work, and they’re the vector for introduction into our mili-
tary health care system or a veterans’ health care system, or our
private health care system.

We could have a situation where, in fact, the bio-attack is in the
military base or military bases here in the States, which creates
great disruption and morale problems for our troops overseas.

We could have a situation similar to the attack on Senator
Daschle’s office or the Post Office, where—this is just, you know,
making up stuff like we all have for the last couple of years—where
someone introduces, I don’t know, cipro-resistant anthrax to Be-
thesda and Walter Reed.

We could have a situation where—I think in my district I have
about 65,000 veterans—where the recommendation comes out, be-
cause of something going on, that everyone needs to be on cipro or
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everyone need to be smallpoxed, and all our veterans head for our
VA facility.

Are we prepared to respond to 65,000 veterans showing up at the
emergency room within 48 hours?

Those, I think, are some of the discussions I would like to have,
and the only reason I would want to have them is, I would want
you all to point out where there are gaps, and specifically who out-
side—you know, I think we’re having some evidence you all are
having problems communicating with yourself, but in the scenarios
I outlined, there would have to be multiple free exchanges of infor-
mation and coordination with multiple agencies, both state and
local, and federal, because you are not an isolated system, either
within the states or internationally.

So I—you know, if anyone has any comment, feel free to make
a comment, but we may want to consider, if we’re going to pursue
this topic, I think there are some lines of questioning that probably
might be best in a closed hearing.

Thank you. Thank you, Mr. Chairman.
Mr. SIMMONS. I thank the gentleman. His point is well taken. In

fact, I discussed with Panel 1 before the hearing the fact that, in
the past, the hearing was behind closed doors for security purposes.

I believe the ranking member would be happy to join me in spon-
soring an information session or a closed hearing for the members
on that subject. As the former staff director of the Senate Intel-
ligence Committee, virtually all of our hearings were closed, so I’m
accustomed with that.

But I will also say that I think it’s extremely important for peo-
ple to hear what our members have to say, such as you, Dr. Sny-
der, on this issue, and to hypothesize the concern, because in
hypothesizing the concern, we lay out scenarios that are real sce-
narios that we’re concerned about, and scenarios that the American
people should know about, because it’s their tax dollars that are
going to pay for the programs that address these scenarios.

So just what you’ve said in a few minutes about your concern I
think is important for all Americans to know, and if it comes to a
point where we need a very specific response or we need to identify
some of our greatest vulnerabilities, then yes, I think we should go
into closed session for that purpose.

So I thank you for your comments. Mr. Boozman.
Mr. BOOZMAN. I just want to echo, I think Dr. Snyder really

raised some very valid points, not only for what we’re going
through now, but in the world that we live in, you know, this sce-
nario could happen at any time, from now on.

One thing in Mr. Moran’s questioning, you brought out that you
thought that our chemical detection was better than it used to be.

Can you elaborate? How do we do that now? If you can—I mean,
if we’re in an area—do we have—do we wear patches, are there de-
vices that glow? I know we don’t have the parakeet in the mine,
but what’s the equivalent to that?

Dr. WINKENWERDER. Yeah. I will speak about this in a general
way, for two reasons.

One, because it would be best not to get in detail in a public ses-
sion, one; and two, because this is an area that’s not directly, to
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be clear, under my area of responsibility. It falls within the area
of the Chemical, Biological, and Radio-Nuclear Program.

That program has under it the Army as the executive agent, and
so they purchase all the chemical and biological protective equip-
ment and detection. That falls under Dr. Anna Johnson Winegar.
We work very closely together. I’m more concerned with the medi-
cal countermeasures. She deals with both, but deals more specifi-
cally with the non-medical pieces.

I would just say that, from my discussions with her and with
others, that the sensitivity and specificity of the detection devices
is improved. They detect more agents and there are more different
ways that they can be deployed, not just standup, but handheld,
and different kinds of ways that they can be used.

So, given the variety of situations that people find themselves in,
there needs to be flexibility to that detection capability.

Mr. SIMMONS. Thank you, Mr. Boozman. Next is Mr. Strickland.

OPENING STATEMENT OF HON. TED STRICKLAND

Mr. STRICKLAND. Thank you, Mr. Chairman.
Dr. Kilpatrick, or others on the panel, as I’ve attended the brief-

ings about the current situation, it seems to me that the response
to questions has more often than not been a positive response, an
optimistic kind of response to problems that may exist, but there
is something that’s just kind of been gnawing at me since I at-
tended an unclassified briefing a couple of months ago, at which
time a GAO report was made available to us regarding the protec-
tive garb that is available to our troops.

So I just have a number of questions relating to that, because
watching the news reports, we’re being told that there is expecta-
tion, perhaps, that at a certain point in this current operation, that
our troops may be exposed to chemical weapons.

The question I have is about the quality of the protective gear,
questions about whether or not the training in the use of that gear
has been consistent. I’ve heard that in some cases the training has
consisted of actually using the garb, you know, trying it on in a
practice kind of way; in other cases, the training has consisted of
little more than maybe watching a videotape.

Do we have adequate numbers, not just for any initial exposure,
but if there are—if the war drags on and there are numerous expo-
sures, do we have sufficient garments?

And then there was the discussion regarding the fact that there
could be up to a quarter of a million defective garments that have
been unaccounted for. We don’t know if they have been destroyed
or if they’re in some inventory somewhere.

So I’m just wondering if you could—if one of more of you could
just speak to that range of questions, and if it’s something that you
don’t feel comfortable in talking about specifically here, I would un-
derstand that; but this has been something that has been of con-
cern to me.

Dr. WINKENWERDER. Let me try to answer your question, because
it’s a very important question.

I’ll start by saying again that this particular area is not directly
under my responsibility, but I don’t want to put you off and now
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try to answer you, because I’m here and I represent the Depart-
ment of Defense.

Again, these issues fall within Dr. Johnson Winegar’s respon-
sibility, but again, I’m in regular communication with her, so I’ll
tell you what I hear from her.

That is that the quality of the new J-list suits is very good, and
we have a high level of confidence about the ability of those suits
to protect people.

With respect to the numbers of them, and are there adequate
numbers, I’m told that currently people have at least two, many
people already have three, and within a matter of 3 or 4 days, ev-
eryone that’s there will have three, so—and given the time frame
that these are expected to be fully protective, that should be more
than sufficient; but the production of those suits has been ramped
up so that more and more are coming on line.

With respect to the defective garments, I understand that those
have been taken out of the inventories and there have been orders
to do so. None of those suits are being used in this current deploy-
ment.

So that’s the——
Mr. STRICKLAND. Could I just interrupt there, just for a moment,

for a point of clarification, because I’m not sure the information
that I have is accurate, and I would be happy for you to tell me
that it is not.

But I’ve been led to believe that there may have been up to a
million suits that were questionable, that maybe three-quarters of
those have, in fact, been identified and perhaps destroyed or in
some way appropriately disposed of, but that there may be a sig-
nificant number of those suits that are unaccounted for—they could
be in an inventory, they could have already been destroyed, but we
just simply do not know.

Is that a fair——
Dr. WINKENWERDER. That number is not one that I am familiar

with, but what I could do is just take your question and get the
information back to you——

Mr. STRICKLAND. Thank you, sir.
Dr. WINKENWERDER.—and provide you the most accurate infor-

mation.
Mr. SIMMONS. As a point of order, was that a billion or a million

suits, Mr. Strickland?
Mr. STRICKLAND. A million.
Mr. SIMMONS. A million. I heard you say a billion. I know that

when we come to Washington, we change the ‘‘m’’ to a ‘‘b.’’
Mr. STRICKLAND. I meant to say a million.
Mr. SIMMONS. I thank you. So it was a million suits that might

be defective.
Ladies and gentlemen of the panel, I thank you for your testi-

mony, and we are now ready for Panel 2.
Panel 2 is made up of four gentlemen.
We have Peter S. Gaytan, Principal Deputy Director of the Veter-

ans Affairs and Rehabilitation Commission of the American Legion.
We have Mr. Adrian Atizado, Associate National Legislative Di-

rector for the DAV.
We have Mr. Carl Blake, Associate Legislative Director, PVA.
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And we have Mr. Richard Weidman, Director of Governmental
Relations of the VVA.

We had initially intended to have five participants. Is Mr. Jones
in the room, or is he not in the room?

He’s way in the back.
Mr. JONES. I’m submitting written testimony.
Mr. SIMMONS. Submitting written testimony. God bless you.

Thank you very much.
[Testimony not received at the time of printing.]
Mr. SIMMONS. Gentlemen, we will proceed as we have before. We

will ask you for your statements. When the four statements are
over, members of the committee will have questions and comments.

Please proceed.

STATEMENTS OF PETER S. GAYTAN, PRINCIPAL DEPUTY DI-
RECTOR, VETERANS AFFAIRS AND REHABILITATION COM-
MISSION, THE AMERICAN LEGION; ADRIAN M. ATIZADO, AS-
SOCIATE NATIONAL LEGISLATIVE DIRECTOR, DISABLED
AMERICAN VETERANS; CARL BLAKE, ASSOCIATE LEGISLA-
TIVE DIRECTOR, PARALYZED VETERANS OF AMERICA; AND
RICHARD WEIDMAN, DIRECTOR, GOVERNMENT RELATIONS,
VIETNAM VETERANS OF AMERICA

STATEMENT OF PETER S. GAYTAN

Mr. GAYTAN. Let me begin by thanking you for allowing the
VSOs to testify, not last, but on the second panel. Appreciate that
courtesy.

Mr. SIMMONS. Right in the middle of the thick of things.
Mr. GAYTAN. Yes, sir.
Mr. SIMMONS. That’s the way it’s supposed to be.
Mr. GAYTAN. Yes, sir. Thank you very much.
I would also like to thank you for the opportunity to present the

American Legion’s views on the implementation of the Department
of Veterans Affairs Emergency Preparedness Act of 2002 and VA/
DOD efforts to coordinate force protection for those servicemembers
who may be exposed to chemical, biological, or radiological weap-
ons.

With our armed forces currently fighting a war in Iraq and the
possibility of exposure to chemical weapons a major threat, not
only to those troops who are deployed, but also to civilians within
our own borders, these topics are of vital importance and we com-
mend the subcommittee for holding this hearing.

Since September 11, there’s been renewed interest in the nation’s
ability to adequately respond to a national emergency. Within that
scope, the importance of VA’s fourth mission as principal medical
care backup for military health care has been reemphasized.

According to Title 38, the role of VA in a national emergency is
to ‘‘furnish hospital care, nursing home care, and medical services
to members of the Armed Forces on active duty.’’ It is the respon-
sibility of Congress to ensure VA is provided the funding and re-
sources necessary to accomplish this mission.

In November of last year, President Bush signed into law the De-
partment of Veterans’ Affairs Emergency Preparedness Act, which
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included the establishment of four medical emergency preparedness
centers, staffed by VA employees and located at VA hospitals.

These centers would carry out research and develop methods of
detection, diagnosis, vaccination, protection, and treatment for bio-
logical, chemical, or radiological attacks. Additionally, these centers
would provide education, training, and advice to health care profes-
sionals, including those outside of VHA. They would also provide
contingent rapid response laboratory assistance and other assist-
ance to local health care authorities in the event of a national
emergency. It further authorized $100 million for the establish-
ment of these centers over the next 5 years.

The American Legion fully supported these recommendations,
and we’re here to tell you today that we still support those
recommendations.

However, the fiscal year 2003 omnibus appropriations bill con-
tained no provisions for establishing medical emergency prepared-
ness centers or for funding a new office within VA for operations,
security, and preparedness. The American Legion is outraged that
the appropriators did not provide funding for the emergency pre-
paredness centers at a time when we need them most.

VA cannot be expected to fulfill mandates without dedicated
funding. The medical care accounts are already perpetually
stretched to fulfill VA’s primary mission of providing health care
and services to veterans and their families. The American Legion
will continue to support the funding needed to implement the pro-
visions of Public Law 107–287.

In regards to force protection, the American Legion is greatly
concerned with the safety and wellbeing of our troops who are de-
ployed overseas currently. The need for effective coordination be-
tween VA and DOD is paramount.

Twelve years have passed since the first Gulf War, and many of
the hazardous health conditions, apart from combat, are still major
concerns of the current operations.

Advancing coalition forces are encountering burning oil wells and
toxic smoke, increasing the potential for respiratory illnesses. Nat-
urally occurring viruses, such as anthrax and malaria, are still
ever present in that region. The continued use of depleted uranium
munitions and the unresolved possibility of exposure contributing
to further health complications are real threats to our
servicemembers.

We must be vigilant in our efforts to ensure that the mistakes
made in 1991 are not repeated today. I think that’s been empha-
sized already this morning, and the American Legion supports and
commends those members who brought that up today.

As our troops move closer to the capital city of Baghdad, the pos-
sibility of Iraq releasing chemical and biological weapons out of
desperation increases dramatically. The American Legion is con-
cerned about the ability of American military forces to operate and
survive in a NBC environment.

During the 1991 war, the thousands of chemical detection alarms
were later reported as ‘‘false alarms.’’ The ability to properly detect
the presence of NBC agents in the area of operation remains a
grave concern.



21

Also this morning brought up, Member Strickland brought up,
Congressman Strickland brought up the issue of the chem suits
and their effectiveness. I included that in our written report, and
we are gravely concerned about the effectiveness of these suits, es-
pecially the 250,000 that DOD believes have been either destroyed
or taken out of the line of use by our troops.

We are very concerned with that, and we are continuing to try
to resolve that issue and find out exactly where those 250,000 suits
have been contained or where they’ve gone, to make sure that our
troops are not using those.

But of greater concern is VA/DOD’s ability to work together to
ensure that our troops are receiving pre-deployment physicals,
post-deployment physicals, to accurately assess exposure and effect
of health during their deployment. It’s of vital importance that VA
and DOD do this.

Currently, DOD is required by Public Law 105–85 to improve
medical tracking of health care of those deployed troops.

The American Legion understands that DOD is currently using
Forms 2795 and 2796, DD Forms, as questionnaires for returning
servicemembers who have been deployed. Instead of accurately pro-
viding full physicals for these returning troops, these troops are
filling out questionnaires, and the American Legion is concerned
about the effectiveness, or lack thereof, of omitting an actual phys-
ical and just requiring these servicemembers to fill out question-
naires with basic health care questions.

We would like to see DOD fulfill that mandate and provide those
full physicals for those returning servicemembers, to ensure that if
they were exposed to chemical, radiological, or biological weapons,
that we will be able to assess their health care needs and provide
those in a timely manner through the VA.

So the American Legion is concerned about both of those issues
today.

I ask that our full testimony be submitted for the record, and I’m
available to answer any questions you may have.

[The prepared statement of Mr. Gaytan appears on p. 116.]
Mr. SIMMONS. Without objection, all full testimonies will be sub-

mitted for the record, and any other documentation you wish to
submit.

STATEMENT OF ADRIAN M. ATIZADO

Mr. ATIZADO. Good morning, Mr. Chairman, members of sub-
committee. I’m pleased to express DAV’s views before the sub-
committee on the status of Public Law 107–287, the Department of
Veterans Affairs Emergency Preparedness Act of 2002, as well as
post-deployment health care for our nation’s veterans.

Today’s hearing is especially timely, considering the situation our
nation finds itself in, in the world today. We are facing an uncer-
tain future as to the extent of military involvement and likely addi-
tional attacks in the United States in response to formal military
actions.

We believe VA is an essential asset, having a multitude of re-
sources and expertise that could be utilized in federal emergency
efforts. Therefore, we do look to VA to address some of these
concerns.
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The Veterans’ Health Administration, or VHA, is the nation’s
largest direct provider of health care services, with over 1,300 med-
ical facilities. VHA annually trains approximately 85,000 health
care professionals and has a number of affiliations with medical
schools across the country.

Should domestic terrorist attacks occur, the VA’s role is to aug-
ment the efforts of state and local authorities. It also has a sup-
porting role as part of the Federal Response Plan and National Dis-
aster Medical System.

VHA also supports the Public Health Service and Health and
Human Services’ Office of Emergency Preparedness to ensure that
adequate stockpiles of antidotes and other necessary pharma-
ceuticals are maintained nationwide.

VA also plays a critical role in post-deployment health care for
veterans.

Now, due to past conflicts, the VA has developed a core of spe-
cialized medical programs and treatments, which is known nation-
wide—worldwide, as a matter of fact. It has expertise in areas such
as radiation exposure, exposure to toxic chemical, biological, and
environmental agents, and has, as Dr. Roswell mentioned earlier,
recently developed two Centers for the Study of War-Related
Illnesses.

DAV was supportive of the passage of the Department of Veter-
ans Affairs Emergency Preparedness Act of 2002. However, con-
cerns noted in our previous testimonies remain.

As this subcommittee is well aware, VA is currently struggling
to carry out its first and primary mission. This is to provide timely,
quality health care to our nation’s veterans.

Now, we believe VA must be provided with sufficient funding to
correct current deficiencies, also to enable it to respond quickly to
new threats and carry out all its missions.

As part of the independent budget, we recommend Congress ap-
propriate $20 million for fiscal year 2004 to fund the four emer-
gency preparedness centers.

We also recommend Congress include a separate line item in the
medical care account. This is to fund the development of education
and training programs on medical response which is to be dissemi-
nated to the health care providers within and outside VA.

Lessons learned in post-deployment health care from previous
conflicts yielded some accomplishments in areas which were men-
tioned earlier today: information management, recordkeeping, qual-
ity of pre and post-deployment health assessments, medical surveil-
lance during deployment, troop location, and environmental sur-
veillance assessments. However, DAV believes more can be
achieved in these areas.

For example, we are greatly concerned about what was said dur-
ing Tuesday’s hearing before the House Subcommittee on National
Security, Emerging Threats, and International Relations.

Now, the second panel before that subcommittee clearly voiced
their concern over the pre-deployment health assessment. Specifi-
cally, they questioned the quality and comprehensiveness of both
the blood samples and the questionnaires utilized, and specifically
as it relates to its intended purpose.
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Although the final responsibility to ensure the viability of the
data collected rests with the Department of Defense, VA bears the
responsibility of utilizing all the information DOD has collected,
and we look to this subcommittee, as well as the House Committee
on Veterans’ Affairs, to provide oversight over these matters.

So as you see, Mr. Chairman, we are confident that VHA and its
dedicated staff will do its utmost to meet its responsibilities to care
for those who are injured. However, we must have sufficient—I’m
sorry—VA must have sufficient resources to carry out all of its mis-
sions. We strongly urge this subcommittee to ensure adequate
funding be allocated to VA for these mandates.

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

[The prepared statement of Mr. Atizado appears on p. 122.]
Mr. SIMMONS. I thank the gentleman.
If the panel would suspend for one moment, I see that Dr.

Roswell is about to leave.
Before he escapes, I was wondering, for the record, Dr. Roswell,

it occurs to me that the VA must have established some internal
memoranda or RFP involving the establishment of the four centers
that have been the topic of this discussion.

Would you be able to provide those to the committee for our
record?

Dr. ROSWELL. Yes, Mr. Chairman, I’d be happy to submit for the
record the planning efforts we’ve taken in the event we receive ap-
propriated funds to begin to implement the four emergency pre-
paredness centers.

(The information follows:)
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Dr. ROSWELL. I also apologize. I have to catch a flight, or I would
otherwise certainly stay for the remainder of the hearing.

Mr. SIMMONS. Well, I appreciate that, and yes, those documents
would be useful to us as we move forward, since we, of course, are
going to try to change that situation, so it would be very helpful.

Mr. RODRIGUEZ. Mr. Chairman, I would also just like to follow
up, because we went through—my understanding is we made an
assessment for 2003 that basically says 9/11, some of the costs.

I’d like to get some additional, if we can get it, you know, be-
cause we looked at it in terms of training that’s required through-
out the system in preparing, you know, the—just the overtime.

I know every time we go to Code Orange, you guys have to also,
you know, beef up, you know, the prescriptions and items that
might be needed in case of an attack. We figured that just that
alone was about $50 million for 2003, and possibly another $66
million for 2004.

I’d like to get a more accurate, you know, figure from you on that
if it’s okay with the chairman, because as we look, you know, at
what expenses that have already occurred, if possible.

Mr. SIMMONS. Absolutely. We will go forward with that request
for the record.

Thank you, Dr. Roswell. Don’t miss your plane.
Dr. ROSWELL. Okay. Thank you very much. I will provide that.

We do have that information.
(The information follows:)
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Mr. SIMMONS. And now we’ll proceed with Mr. Blake. Welcome.

STATEMENT OF CARL BLAKE
Mr. BLAKE. Chairman Simmons, Ranking Member Rodriguez,

members of the subcommittee, PVA would like to thank you for the
opportunity to testify today concerning the status of the implemen-
tation of Public Law 107–287, the Department of Veterans’ Affairs
Emergency Preparedness Act of 2002.

Mr. Chairman, PVA would also like to thank you for your efforts
on behalf of veterans, to ensure that the fiscal year 2004 budget
resolution which was passed last week will provide adequate fund-
ing levels to allow the VA to provide proper health care to our vet-
erans.

The cuts proposed in the resolution would have been devastating
to the VA and to veterans as a whole, and we appreciate your ef-
forts and Chairman Smith’s efforts and the efforts of Members of
Congress. It really saved the day.

Mr. SIMMONS. We airborne officers have to stick together.
Mr. BLAKE. We will, sir.
Public Law 107–287 authorized the Secretary of Veterans Affairs

to establish four emergency preparedness centers within the VA for
research and development to education and train health care pro-
fessionals, and to provide support to federal, state, and local
agencies.

Section 3 of the law required the VA to develop and disseminate
a series of model education and training programs on the medical
responses to the consequences of terrorist activities.

Section 4 authorized the VA to provide hospital and medical
services to individuals affected by natural disasters or national
emergencies, to include all veterans, whether enrolled in the sys-
tem or not, and active duty military personnel.

Finally, Section 5 established the Secretary to establish an As-
sistant Secretary for Operations, Preparedness, Security, and Law
Enforcement.

Public Law 97–174, the Veterans’ Administration and Depart-
ment of Defense Health Resources Sharing and Emergency Oper-
ations Act, currently part of 38 USC 811A, established the VA as
the principal medical care backup for military health care ‘‘during
and immediately following a period of war, or a period of national
emergency declared by the President or Congress that involves the
use of armed forces in armed conflict.’’

This constitutes explicit statutory authority for the fourth mis-
sion of the VA. With soldiers currently in the field in combat, this
mission is very much a priority at this time.

An important part of the VA’s critical fourth mission is to also
assist states and localities.

The GAO, in a January 2001 report entitled, ‘‘Major Manage-
ment Challenges and Program Risks,’’ characterized the VA’s role
as the ‘‘primary backup to other federal agencies during national
emergencies.’’

The GAO further stated, the ‘‘VA’s role as part of the Federal
Government’s response for disasters has grown with the reduction
of medical capacity in the Public Health Service and military medi-
cal facilities.’’
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The VA is the only health care system that is capable of provid-
ing a comprehensive and national response to the threats we face
from terrorist activities and national disasters and emergencies.
This important and vital role was clarified explicitly in Public Law
107–287 under the provisions of section 4. These provisions include
war-wounded soldiers who will return from the front lines of Iraq
and Afghanistan.

A particular concern of PVA is the fact that the recently enacted
fiscal year 2003 omnibus appropriations act, Public Law 108–7,
prohibited funding of all section of this law except Section 3 and
4. This effectively prevents the VA from creating the four emer-
gency preparedness centers as well as establishing the new Assist-
ant Secretary position. We have serious concerns with this practice
of legislating through the appropriations measures.

Mr. Chairman, I would like to submit for the record a copy of an
article published in Washington Post on Tuesday, March 25, enti-
tled, ‘‘VA Posed to Help Care for Troops.’’ This article clearly out-
lines the importance of the VA’s fourth mission.

(The information follows:)
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Mr. BLAKE. Mr. Chairman, I’d like to thank you for the oppor-
tunity to testify today, and I’d be happy to answer any questions
you might have.

[The prepared statement of Mr. Blake appears on p. 124.]
Mr. SIMMONS. Thank you. The fourth panelist is Mr. Weidman.

STATEMENT OF RICHARD WEIDMAN

Mr. WEIDMAN. Mr. Chairman, on behalf of Vietnam Veterans of
America, I wish to thank you for this opportunity to be here today.

I was going to congratulate Dr. Roswell. He is doing leadership
by example in staying to hear what other witnesses have to say at
hearings. This is a trend that should be followed by all of our pub-
lic officials. In fact, the rudeness—they should have learned in kin-
dergarten that you don’t walk out in the middle of a conversation,
and hopefully, other witnesses will—I can assure you that I will be
here for the third panel.

We have two important issues here today. One is dealing with
domestic terrorism and bioterrorism and the lack of funding of the
significant piece of legislation passed by the Congress last year.

The funding of $20 million, we can debate where that funding
source should come from. Should it come from HHS? Should it
come to the Department of Homeland Security? Is it conceptually
wrong for it to come out of veterans health care medical oper-
ations?

Whatever the source, VVA strongly favors let’s put all that aside
and move forward. We need to get these four preparedness centers
up and running. It is vital to the American people. It is not a vest-
ed interest.

We would note for the record, on a personal note, if we may, Mr.
Chairman, and that is the recent edition of Roll Call, which has
Chairman Smith’s picture under the title, ‘‘Vested Interests.’’

We need to speak and educate our friends at Roll Call. Veterans
are not a vested interest. They have put their lives on the line, and
limbs, in defense of the Constitution of the United States, and
damn sure are not a vested interest, number one.

Number two, we would note that, if you’ll notice the appendix to
our statement submitted for the record, sir, you will notice that
had VA funding kept up, on a per capita basis, the number of peo-
ple using the system, and inflation, as determined by the Center
for Medicaid and Medicaid Services of the Social Security Adminis-
tration, we would be discussing whether we needed $37 billion or
$35 billion for fiscal year 2004.

This debate has become skewed. It’s not that veterans are asking
for too much money and it’s not a veterans’ problem. We believe,
at Vietnam Veterans of America, that it’s an American problem.

If you can’t take care of the men and women who are defending
the United States’ interests all over the world, including here at
home, in military service, which is a tough and dangerous occupa-
tion even in the best of times, then something is dramatically
wrong with our priorities and we need to re-examine out national
family values, we would suggest.

So anyway, what I would also like to note at this point, that in
regard to the fourth mission, that we have an article here that was
published in December, which we have shared with staff before, sir,
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and I know, Mr. Simmons, you’ve gotten yours at home, but we
would like to enter that into the record, the fourth mission story,
which we put a good deal, and there are quotes in there from Gen.
Kicklighter and many other folks, and we believe it’s a pretty bal-
anced article, and let that be part of the record.

Mr. SIMMONS. Without objection, so ordered.
(The provided material follows:)
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Mr. WEIDMAN. Thank you very much, sir.
So it’s the overall organizational capacity that we believe is dra-

matically lacking. Even if the 20 million becomes apparent and we
have the four preparedness centers created, where the organiza-
tional capacity within the VA?

We have already had Secretary Principi into a position where he
had to do a triage and cast out, create a new Category 8 and bar
them from entering the system, because there are not enough re-
sources there to properly take care of the folks that we have.

That’s a tough decision. I had to make it as a medic in Vietnam
and I Corps, and there’s a more difficult position, and I know that
Secretary Principi feels it deeply.

Let’s come back to the question, though, of resources. As my dis-
tinguished gentleman from PVA, Mr. Blake, just noted that there
was an article in the Post yesterday—or yesterday? This week?
Tuesday. And in that article, Dr. McKay said there’s up to 7,000
beds that will be available for backup to the military medical
system.

We’re fascinated to know where the heck are those 7,000 beds?
VA has, what, 40 percent of the number of in-patient beds and or-
ganizational capacity for those beds that it had in 1996, and about
25 percent, 25 to 30 percent of the organizational capacity for in-
patients that they had at the end of the last Gulf War.

So we think that the organizational capacity is really out of
whack on VA, and that needs to be addressed.

In regard, also, to the bioterrorism, VVA would strongly urge
that we speed up the efforts to have an expert on call at least at
each and every one of the 168 medical centers in the country that
is an expert in bioterrorism and/or chemical exposures, to be able
to work with the staff.

The start that VA is now starting to train 85 medical centers is
a good start, but it’s only a start. It does not cover the nation.

Let me shift my comments in the remaining time I have to the
question of pre and post-deployment physicals.

We believe that the law, which is also an attachment, Number
5, to the VVA’s statement, is clear as a bell. It says not a darn
thing about short questionnaires. It says a physical, a full psycho-
social workup, and taking of a blood sample. It has not been done.
We think it’s clear as a bell.

When we know that Dr. Winkenwerder and all of the folks at
DOD are very smart and very fine Americans, it is inexplicable to
us that people would ignore and substitute their own judgment for
the clear, black letter law of the United States.

As public officers, of course, they were sworn to uphold that law,
and you’re not supposed to be able to pick and choose, at least not
in any course that I ever learned in school.

So we would press hard and urge this committee to work with
your colleagues on the Armed Services Committee to ensure that
pre-deployment physicals for those who will be deployed, both dur-
ing the remainder of the way and during the occupation, which no-
body is talking very much about, which will have its own set of ex-
posures, that that be done, one.

Two, that adequate, full, post-deployment physicals be done,
including blood sample, including a full psycho-social workup, and
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what vaccines, et cetera, that that person has gone through, that
those be taken, and a blood sample not only made available, all of
that physical, including the samples, to DOD, but to the VA and
to that individual to use however he or she wants to do private
testing about what may have happened to him or her while
overseas.

Three——
Mr. SIMMONS. I thank the gentleman for his statement. If you

could wrap it up?
Mr. WEIDMAN. I’m sorry. I apologize.
Mr. SIMMONS. Yes. Thank you.
Mr. WEIDMAN. The last point I would want to make, sir, is that

the war-related injury and illness study centers need to be greatly
expanded, both in terms of their authority throughout the system—
they are not publicized outside of Washington, DC and East Or-
ange, New Jersey. Most people in VA, never mind the veterans who
use the VA, do not know that they exist.

This needs to be greatly expanded and those men and women
who are serving overseas today, whether in the Philippines or in
Southwest Asia, need to know that this exists, and when they go
to the VA, if they’re not immediately turned on to it, that they can
then say, ‘‘I want to go and/or be seen by the war-related injury
and illness study center, because I believe I have something due to
exposure.’’

[The prepared statement of Mr. Weidman, with attachments, ap-
pears on p. 127.]

Mr. SIMMONS. Thank you, and welcome home.
Now to the questions.
The first question, Mr. Weidman, Page 2 of your testimony, the

third paragraph from the bottom, there’s a statement, ‘‘respectfully
disagreeing with the leadership,’’ et cetera, et cetera, et cetera.

Is that language from another testimony, by any chance? Is that
language that might have been taken from testimony before the
Appropriations Committee?

The reason I ask is that if you read the language all the way
through, it is not consistent with the position that was taken by
this subcommittee and this committee on that issue, so I wonder
if that didn’t creep in in error.

If you could take a look at that and clarify it?
Mr. WEIDMAN. That first sentence is—the first part of that first

sentence is mistaken, and I apologize for that, sir, and with your
permission, would have that stricken and corrected for the record.

Mr. SIMMONS. I agree with that, and I know that sometimes
through the miracle of modern word processing, sometimes we re-
work our materials, but it occurred to me that the thrust of that
comment did not apply to this committee.

Mr. WEIDMAN. Actually, I did not borrow from previous testi-
mony.

Mr. SIMMONS. Oh, you didn’t?
Mr. WEIDMAN. It’s just I am, as they say, technologically chal-

lenged, sir.
Mr. SIMMONS. Okay. Thank you very much.
The second question is to all members of the panel, to respond

as they see fit.
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We’ve talked about the issue of four sites to be involved in bio-
terrorism research and to be involved in planning responses to the
threat of bioterrorism, and that seemed like a reasonable number
at the time. Whenever we try to initiate new programs, we try to
start, you know, relatively small, I guess you could say.

But given the fact of where we are, given the fact of what we’ve
uncovered thus far in the war in Iraq—3,000 suits, atropine vials,
et cetera, et cetera, the threat of chemical/biological weapons being
used by the chief of state, Saddam Hussein, the evidence that these
weapons are out there—do we think that four centers would be suf-
ficient to do this work if we were able to move forward and fund
this initiative?

Would four centers do it, or is another number better in line with
the reality of the problem we face?

Mr. GAYTAN. Speaking on behalf of the American Legion, we
would first like to see the four centers funded and developed and
built and serviced and provided with what they need to accomplish
their mission.

So to speculate any further, I honestly, as a citizen of this coun-
try, hope that, no, we don’t need four more; but as a member of
the American Legion and speaking on behalf of the American Le-
gion, I think we need to start with four. That’s going to be struggle
enough.

It’s obvious that the law was passed, the funding wasn’t pro-
vided, we’re back here reminding of the importance of these facili-
ties. We’re going to have to assess our mission, and our mission is
to make sure we get the first four.

Mr. SIMMONS. Does anyone else want to comment?
Mr. WEIDMAN. VVA has contended for a long time, as you know,

Mr. Chairman, that there is a need for, under another jurisdiction
within the Congress, to create a National Institute for Veterans
and Military Health at the National Institutes of Health.

These four centers may, in fact, be enough if we’re talking about
research and research conducted for it from these four centers.

The issue here is training of all staff and clinicians and research-
ers everywhere under the auspices of these four centers which,
frankly, we would hope would have one consolidated management
structure, if you will, reporting acknowledge to Dr. Ray, but not in
the sense of over-controlling, but then doing RFPs within the VA
that a researcher at some place not one of those four centers could
apply to do clinical research in this regard, and coordinate that
with what we really need, a National Institute for Veterans and
Military Health at the NIH.

Mr. SIMMONS. Thank you.
Mr. BLAKE. Mr. Chairman, I would just like to concur with Mr.

Gaytan from the Legion. I don’t think you could say it much better
than that. We need to focus on the priority first, which is to fund
what is already created.

To say what a number would be that would actually be needed,
one, PVA wouldn’t even want to begin to speculate, because then
you start getting into the possibility of something that could be a
tragic situation, and we would never go that direction.

But, given the possibility down the line, that may be a necessary
direction to go, to create more of these centers, but as it stands,
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the first four have not even been funded, so we need to focus our
efforts there first.

Mr. SIMMONS. I thank the gentlemen. I yield back my time.
Mr. Rodriguez.
Mr. RODRIGUEZ. Let me just follow up on that.
I want to first of all thank all four of you, and let me know if

I’m wrong, but all four of you are supportive of pushing forward on
those emergency response centers throughout this country, and I
think that that, as a minimum, is something that we ought to re-
spond to.

I was visiting one of the hospitals Israel, and one of the first
things they told me is that in case of a biological/chemical attack,
you know, that they have to take them through some process be-
fore they ever get admitted to the hospital, which, when I went to
my VA hospital in San Antonio, we’re not there yet.

So there’s a great deal of training that needs to take place, and
if anyone should be trained initially as to how to handle combat sit-
uations, it’s the VA medical response area.

My concern is that when it comes to the new agency, the home-
land defense, you know, with all due respect to that secretary, his
main responsibility is taking care of those 26 agencies underneath
that particular secretary, and I don’t know, and I’m going to have
to look at, because I know it deals with the Coast Guard and a
whole bunch of others, but we have, you know, a system now na-
tionwide of health facilities under the VA that can really be—you
know, and those are the ones that are going to be, in case a prob-
lem occurs, they’re going to be assisting in case something develops
out there, and those medical response teams are going to be the
first ones there, and so not any other federal office or anything.

So I think I wanted to ask you, because I know our thinking is
that next week or the following week, and I’ve mentioned it to the
chairman, the supplemental is coming over, and if we’re going to
fund this in any way, it almost has to be through the supple-
mental, because it’s going to be tough.

And I was going to ask if you would be willing to get—you know,
because we might move on that next week, and kind of push for-
ward on the supplemental some money to make this happen, and
I was going to ask you if you felt—you know, you don’t have to re-
spond—but if we could utilize your support in doing that.

Mr. GAYTAN. I do know the American Legion is dedicated to en-
suring that that law is enacted, and part of that would be any sup-
port you need from the American Legion to provide funding in the
supplemental, we’re right behind you, sir.

Mr. RODRIGUEZ. So I can say that you’re with me in terms of
making it happen on the supplemental?

Mr. GAYTAN. Yes, sir.
Mr. RODRIGUEZ. DAV?
Mr. ATIZADO. Yes, sir. As I said previously, we have and still con-

tinue to support the mandates of the law. It’s just good to see that
there is action being taken on the latter half of the law, which is
to actually allocate funds which were authorized when the public
law became effective.

I think we should understand, sir, that the VA is caught in two
specific instances. They’re a primary backup for DOD and they’re
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also a primary backup for the American public, the public health
care system.

I think it would behoove us to move on our initiatives here. Oth-
erwise, we don’t want to get caught in a position where we don’t
have something that the American public thought we did.

Thank you.
Mr. BLAKE. Congressman Rodriguez, I know PVA would certainly

support efforts to get funding for the VA through the supplemental.
We’ve spent—our organization particularly has been trying to

lead an effort to get funding for the VA’s fourth mission for the last
year-and-a-half, since September the 11th.

We had numerous meetings on the Hill last year. We talked to
all of the appropriators. We stressed the need to have that $250
million, which Secretary Principi discussed on more than one occa-
sion, for the fourth mission, and there was no sign of any money
to be provided for that particular mission at any point last year.

I’d also like to emphasize that we’ve always said that money for
the fourth mission should be a separate line item, as DAV men-
tioned in its testimony, it should not be considered as a sub-cat-
egory, say, of VHA. That’s a separate situation in and of itself, and
the fourth mission should be considered independent of all those
other programs within the VA.

Mr. WEIDMAN. Mr. Rodriguez, the VVA is deeply committed to
seeing these centers get moving, and we expand that to training,
proper training, in how to handle these kinds of casualties, mass
civilian casualties at all 168 medical centers across the country.
We’re way behind the curve on this.

As an example, on the Veterans’ Health Initiative, there should
be a chemical weapons curriculum available to all VA employees
and a biological weapons curriculum, and a dirty nukes, you know,
et cetera, et cetera.

We would note, however, that money has already been appro-
priated by the Congress. In the fall of 2001, $20 billion was imme-
diately appropriated and given to the President. VA requested 77
million of that 20 billion. I double checked yesterday with the chief
fiscal officer for VHA, and not a doggoned dime of that went to VA.

This full 20 million can come out of that 20 billion, which, as we
recall, was non-year-specific money, and therefore it didn’t go away
at the end of the fiscal year, and we could get moving on this if,
in fact, it is a national priority to prepare to take care of the Amer-
ican populace in case of chemical and biological terrorism attacks,
whether those occur in Florida or in Texas or in Connecticut.

And it would seem to us, instead of fighting a conceptual battle,
that that’s where the money ought to come from to get things mov-
ing at this moment while we develop another way of funding it,
perhaps through homeland security.

Mr. RODRIGUEZ. Thank you.
Mr. SIMMONS. I thank the gentleman for his questions.
Vice chairman, Mr. Moran, followed by Mr. Strickland.
Mr. MORAN. Mr. Chairman, thank you very much.
I just would ask the panelists if they have thoughts of kind of

what questions should we be asking the Department of Defense
and the Department of Veterans Affairs in regard to the safety and
health and wellbeing of our troops now deployed, and do they have
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a sense that things are different than they were in the way that
we’re handling these issues, different than they were during the
Persian Gulf war.

Can we expect our men and women to return, the service men
and women of today who will be participants in the VA system in
the future, can we expect them to return home in circumstances
different than what we experienced post-Persian Gulf war?

Mr. GAYTAN. Well, sir, I thank you for posing that question, and
I also want to comment that the questions that you did ask DOD
earlier were very relevant. I think we need to ensure that they re-
spond with a logical answer and explanation of exactly what
they’re doing.

I don’t think I made the specific point that I wanted to in my
oral testimony on the importance of DOD/VA collaboration in re-
cording exposure and health issues for deployed personnel pre-de-
ployment, during deployment, and post-deployment.

The fact that the law requires, as Mr. Weidman mentioned, ac-
tual physicals, blood samples—and what was the third?

Mr. WEIDMAN. Psycho-social workups.
Mr. GAYTAN. Psycho-social workups. Those are three require-

ments by law that DOD must meet for the returning
servicemembers.

Right now, as I mentioned, there are two questionnaires, and I
have copies of each of those questionnaires, DD forms, that are
being used instead of full physicals, blood samples, and a psycho-
social workup. The blood samples that DOD is relying on as a re-
quirement of that law are HIV blood samples that are taken by
servicemembers. They are categorizing that as the blood sample
that’s supposed to be used for returning servicemembers.

I think, sir, a question that needs to be asked of DOD is an exact
explanation of exactly what’s going on for these servicemembers,
what they’re receiving pre, during, and post-deployment, exactly
what’s going on, not that they are committed to doing this, but ex-
actly what is Joe Servicemember receiving pre, during, and post-
deployment. I think that’s a good start.

Mr. MORAN. I appreciate that, is what I’m trying to get at, be-
cause often, the answers we receive are, ‘‘We’re working on this,
we’re making progress, it’s our policy, we’re better off today than
we were,’’ but specifically, are there things that are not being done
that need to be done?

Mr. GAYTAN. I honestly think that’s a good start, sir.
Mr. WEIDMAN. The answer to that question, at least from our

point of view, sir, is how successful you, sir, and your distinguished
colleagues from this committee and from the Armed Services Com-
mittee are in pressing DOD to comply fully with the law and en-
sure that there is a complete post-deployment physical, and that
that information, including access to the blood sample, be of suffi-
cient size that the individual American citizen who is serving in
the military has access to that blood sample for private testing, or,
if they wish to direct it, go to a VA testing person.

The point about it is that that would make a tremendous dif-
ference. Not doing the pre and post is going to dramatically affect
these fine men and women who are in harm’s way now if, in fact,
they have to try and prove that some kind of physiological problem
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that they have, or psychological problem that there may be, was
due to their deployment in Southwest Asia; and that was the whole
point that the Congress had as an intent in passing that kind of
specific requirement.

The second thing is that is the VA ready? No, the VA is, in fact,
in much worse shape in terms of organizational capacity, in terms
of numbers of doctors, nurses, allied health care people, than they
were in 1991, a dramatically different kind of a situation, and
therefore—and is already an overloaded system that is virtually
collapsing under the demand that’s placed upon it right now, never
mind trying to fulfill the fourth mission, which may in fact happen
before these folks come home from Southwest Asia, the Philippines,
or wherever they are, and never mind the overload of veterans who
are already in the system and trying to properly meet their needs.

So there are a couple of things that we have recommended that
have not been done. Let me give you just one small example.

Mental health capacity—it’s not small, it’s a big one. Mental
health capacity has been dramatically sliced to ribbons since 1996,
all over the country, in every VISN. Some VISNs are worse than
others, but every one has been cut.

In addition to that, the vet centers have not had an increase in
well over a decade, not for inflation, not for nothing, and there’s
more vet centers today than there were then. That is really the for-
ward aid station, if you will, on neuropsychiatric wounds.

As many of us in this room know who have been on the battle-
field, you’re changed forever. It doesn’t mean you have PTSD that
can’t be resolved, and it doesn’t mean you can’t move onto a pro-
ductive life, but that vet center becomes a vital thing in helping
people quickly adjust and get on with their lives.

We, for the last 2 years, have recommended additional staff for
those vet centers, and approximately $18 million, and none of that
has been forthcoming. Something that could be done very fast is di-
recting the VA to channel that $18 million into those 206 vet cen-
ters around the country as a first line of defense against—and
screening to pull people into the VA system.

And in the short run, that would be that the overall question of
organizational capacity, Mr. Moran, is something that we really
have to change the context on and continue to work together to
educate everyone in the Congress as well as the American people.

Mr. MORAN. My time has expired. Thank you, Mr. Chairman.
I just would offer you the opportunity to submit to me any ques-

tions you would like to have asked of the DOD or the VA, because
I’d like to follow up with them with my own questions in writing.

Thank you.
Mr. SIMMONS. Thank you. Mr. Strickland.
Mr. STRICKLAND. Thank you, Mr. Chairman.
Listening to the questions and listening to the answers, it seems

obvious to me that the ultimate solution to all of our concerns is
more resources, more money. This system needs to be better
funded.

But I have here these Forms 2795 and 2796, these self-report ex-
aminations, if you will, and I want to ask you if you can answer
a question for me.
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At the end of this section that is supposed to be filled out, it ap-
pears, by the serviceperson, there’s a section, Post-deployment
Health Provider Review, for Health Provider Use Only,’’ and there’s
this statement:

‘‘After interview/exam of patient, the following problems were
noted and characterized,’’ and so on.

Help me understand. Is everyone who fills out these forms seen
by a physician?

Mr. ATIZADO. No, sir.
Mr. STRICKLAND. So they are not?
Mr. ATIZADO. No, sir. In fact, as I mentioned earlier in my testi-

mony to the subcommittee, I believe it was the—on Tuesday, the
second panel before the Subcommittee on National Security,
Emerging Threats, and International Relations.

The second panel consisted of Dr. Moxley, Managing Director,
North American Health Care Division; and Dr. Manning Feinlieb,
Professor of Epidemiology at Bloomberg School of Public Health;
and Mr. Steve Robinson, Executive Director, National Gulf War Re-
source Center.

The bulk of their discussions with the subcommittee dealt with
the questionnaire.

Dr. Manning Feinlieb, I believe—and I’m going to paraphrase or
summarize what was discussed—was that the questions that were
asked on the questionnaires, if you look at it from the perspective
of a servicemember who is about ready to be deployed, how does
one answer yes or no to these questions if their fellow
servicemembers, who he has trained with day in, day out for the
past who knows how many years, how that servicemember would
answer those questions when his fellow servicemembers are about
to be deployed, without him, possibly?

And the second thing that was brought up, sir, was their concern
that what use was the questions being asked? In fact, I believe
there was a third of the pre-deployment questions had any tie to
the post-deployment questions—a third.

Concern was raised whether or not the purpose of the question-
naire would actually be sufficient to initiate an epidemiological
study.

Mr. STRICKLAND. Sure. What I’m getting at here, there’s a place
for the serviceperson to sign, ‘‘I certify that responses on this form
are true,’’ and they’re asked to sign; and then, at the bottom, ‘‘I cer-
tify that this review process has been completed,’’ provide your sig-
nature and stamp.

So is every person who fills one of these out at least interviewed
by a physician?

Mr. ATIZADO. No, sir. I believe one of the recommendations that
panel made was to, in fact, utilize a computer to be able to insti-
tute secondary questions.

Mr. STRICKLAND. You know, I’m just wondering about a health
care provider that would be willing to sign his or her name indicat-
ing that they had reviewed this process.

As a health care provider myself, before coming to Congress, I
would be very hesitant to put my signature on such a form if I had
not had some direct interaction with the person that had filled out
the form.
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Mr. WEIDMAN. If I may add to that, Mr. Strickland?
Mr. STRICKLAND. Sure.
Mr. WEIDMAN. One-third of the forms are returned incomplete.

They didn’t even bother filling out the whole thing. It’s not, by and
large, done by a physician or even an examining, not a one-on-one
process. It’s done in a group.

They pass out the questionnaires to a large group, people fill
them out and either complete them or don’t, and turn them back
in and, you know, you have your basic E–2 in charge signing off
that this happened. So it’s not a good way to run a railroad.

We would make note, however, and would suggest, if I may, Mr.
Strickland, that you take those two forms, pre and post forms—
which incidentally we believe not just on our opinion, we’ve
checked with epidemiologists, believe that these forms are abso-
lutely, utterly useless from an epidemiological point of view—enter
those into the record so people reading the web site can make their
own judgment.

And secondly, I have in my possession a copy of a form that
would be a much more respectable form that was developed by re-
searchers and the Rhode Island National Guard, and proposed to
use that for a study of National Guard and Reserves activated from
New England, and have heretofore been refused access to their own
troops who have now been federalized in order to administer these
forms and provide the baseline.

(The material follows:)
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Mr. WEIDMAN. So it’s not just a question that they think that
they’re not doing the baseline. They’re preventing others who want
to establish a baseline for these troops from doing so, and that, sir,
we believe is a wilful act of calumny.

Mr. STRICKLAND. I want to thank you for your testimony, and I
have to apologize. I’ve got a second committee having a hearing on
this same subject, and I must break away and go to that hearing.

So thank you, Mr. Chairman.
Mr. BLAKE. Congressman Strickland, might I add one thing—Mr.

Chairman, can I just add one thing quickly?
Mr. SIMMONS. Of course.
Mr. BLAKE. Having gone through a very similar process not too

long ago, since I’m recently out of the service, I can say from my
perspective, the way it seemed that it was handled when I was in
the active duty Army, in many cases, the forms were just collected
and then those forms could just be signed by either a brigade or
battalion medical officer or they may be just forwarded to your
medical clinic which was responsible for your unit, and where they
went from there was anybody’s guess.

Mr. SIMMONS. I want to thank the panel. We are now ready for
the third panel; and I thank Mr. Strickland for his questions and
his participation. That’s very helpful.

The third panel is made up of four members, one of whom, Dr.
Shanley, from my state university, the University of Connecticut,
has been delayed in his travel arrangements.

He is the director of the Division of Infectious Diseases at the
UCONN Health Center, and he’s also the Connecticut State Chair-
man of Infectious Diseases.

We also have Dr. Lawrence Feldman, Vice President, the Univer-
sity of Medicine and Dentistry in New Jersey. Welcome.

We have Dr. Harold Timboe, Associate Vice President for Admin-
istration, University of Texas Health Science Center at Houston.

And Dr. Thomas Terndrup, Director of the Center for Disaster
Preparedness, Department of Emergency Medicine, University of
Alabama at Birmingham.

Gentlemen, thank you for being here today, and because one of
our panelists is from the great State of Texas, I would ask if the
ranking member would like to give his own personal welcome.

Mr. RODRIGUEZ. Welcome, and let me also just indicate, because
of the fact that you don’t see the other members here, we’ve got
two or three committees going at one time, and I know there was
a hearing on POWs.

So we welcome all of you here. Thank you very much.
Mr. SIMMONS. Thank you, gentlemen. If Dr. Shanley fails to

show up, I ask unanimous consent that his testimony be inserted
into the record. Hearing no objection, that will be so ordered.

[The statement of John D. Shanley appears on p. 143.]
Mr. SIMMONS. Gentlemen, you’ve been sitting through this hear-

ing. I think you have a sense of where we’re going and what our
concerns are.

Thank you for coming, especially those of you who have traveled
a great distance, and we look forward to your testimony.

Why don’t we begin with Dr. Feldman.
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STATEMENTS OF LAWRENCE A. FELDMAN, PH.D., VICE PRESI-
DENT, UNIVERSITY OF MEDICINE AND DENTISTRY OF NEW
JERSEY; HAROLD L. TIMBOE, M.D., MPH, ASSOCIATE VICE
PRESIDENT FOR ADMINISTRATION, UNIVERSITY OF TEXAS
HEALTH SCIENCE CENTER AT SAN ANTONIO AND DIREC-
TOR, CENTER FOR PUBLIC HEALTH PREPAREDNESS AND
BIOMEDICAL RESEARCH, UNIVERSITY OF TEXAS HEALTH
SCIENCE CENTER AT SAN ANTONIO; AND THOMAS E.
TERNDRUP, M.D., FACEP, DIRECTOR AND CHAIR, DEPART-
MENT OF EMERGENCY MEDICINE, UNIVERSITY OF ALABAMA
SCHOOL OF MEDICINE AND DIRECTOR, CENTER FOR DISAS-
TER PREPAREDNESS, DEPARTMENT OF EMERGENCY MEDI-
CINE, UNIVERSITY OF ALABAMA AT BIRMINGHAM

STATEMENT OF LAWRENCE A. FELDMAN

Mr. FELDMAN. Thank you, Mr. Chairman. It’s a pleasure for me
to be here today.

The University of Medicine and Dentistry of New Jersey,
UMDNJ, is the largest freestanding public university of the health
sciences in the nation. The university is located on five statewide
campuses and contains three medical schools and schools of den-
tistry, nursing, health-related professions, public health, and grad-
uate biomedical sciences.

UMDNJ comprises a university-owned acute care hospital, three
core teaching hospitals, an integrated behavioral health care deliv-
ery system, a statewide system for managed care, and affiliations
with more than 200 health care and educational institutions across
the state of New Jersey.

We congratulate Chairman Chris Smith and this committee for
securing the passage of Public Law 107–287, the Department of
Veterans Affairs Emergency Preparedness Act of 2002.

This legislation recognizes our nation’s continued vulnerability to
biological, chemical, or radiological attack and the unique resources
that exist within the Veterans Administration and our nation’s
medical and health professional schools to better prepare for these
contingencies.

Today, as our nation commits its military forces to defend free-
dom in Iraq, our brave soldiers lay exposed to the potential of bio-
logical or chemical attack. Once returned home, our Veterans Ad-
ministration hospitals will be called upon to provide the care need-
ed to return our veterans to productive lives.

The new statute recognizes that many diseases and toxins that
terrorists might use are not seen in the normal course of civilian
medical practice, and only rarely in the military environment.

Regional preparedness centers created under the new law join
the resources of VA medical centers with schools of medicine, pub-
lic health, allied health, and nursing to work cooperatively in devel-
oping research and educational programs to respond to terrorist
and other public health threats.

The designated preparedness centers would provide training to
VA staff community physicians, and other health care professionals
in the diagnosis and treatment of injuries or illnesses induced by
exposures to chemical and biological substances, radiation, and in-
cendiary or other explosive weapons or devices.
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In this way, the VA Emergency Preparedness Act leverages the
strong affiliations that exist between VA medical centers and many
of our nation’s schools of medicine.

For example, the VA New Jersey Health Care System is a major
training site for UMDNJ students and graduates. Medical students
and residents, as well as medical, nursing, and allied health under-
graduates participate in clinical rotations and clerkships within the
Lyons and East Orange VA facilities to enhance their clinical skills
and knowledge while delivering health care service to veterans?

The training of physicians and other health care professionals in
the diagnosis and treatment of illnesses caused by exposure to bio-
logical and chemical substances, as provided in the new statute, is
an integral, natural, and critical expansion of the mission of the
nation’s health professions schools.

UMDNJ—New Jersey Medical School—has provided training in
bioterrorism-related issues to its graduate students for several
years.

UMD and Rutgers University jointly sponsor an NIH/National
Institute of Environmental Health Science National Center of Ex-
cellence, known as the Environmental and Occupational Health
Sciences Institute, considered to be one of the nation’s foremost
programs in education and training concerning chemical and other
environmental threats. In fact, this institute was involved in the
aftermath of 9/11 in New York.

Faculty at EOHSI are already working closely with the VA to
develop educational modules on exposure-related chronic illnesses.
The creation of regional VA preparedness centers could more effec-
tively leverage these existing resources to enhance the education
and preparedness of our nation’s medical and public health
communities.

Regional VA preparedness centers would also be called upon to
increase our nation’s capacity for carrying out research on the de-
tection, diagnosis, prevention, and treatment of injuries and illness
related to exposure to chemical, biological, or radiological toxins.
These centers would engage in direct research and coordinate their
activities with affiliated schools of medicine, schools of public
health, and other public and private agencies to leverage existing
resources and activities.

For example, as New Jersey’s only academic health center,
UMDNJ offers an integrated network of basic and applied research
that addresses the health implications of exposure to biological and
chemical weaponry. At its Biosafety Level 3 laboratory, the
UMDNJ Center for Biodefense is conducting research to better un-
derstand the human immune response to infection by a wide range
of agents.

As one of the two war-related illness and injury study centers
created by the VA, the East Orange campus of the Veterans Ad-
ministration New Jersey Health Care System is collaborating with
faculty at UMDNJ to increase the understanding of the medically
unexplained symptoms of veterans deployed to combat areas.
UMDNJ and VA collaborations extend to many other areas, includ-
ing the medical consequences of stress.

UMDNJ and the VA New Jersey Health Care System enjoy
many other close affiliations in research, education , and health
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care that would provide critical support in meeting the objectives
of the statute to enhance our nation’s preparedness.

We congratulate the full committee and Chairman Smith in se-
curing the $20 million in budget authority within the veterans por-
tion of the House Budget Resolution, providing sufficient budget al-
lowance for first-year funding to establish four national emergency
preparedness centers.

We urge the Congress to complete this job and provide the nec-
essary support for the full implementation of Public Law 107–287.
The time to enhance our nation’s preparedness for biological and
chemical attack is now, and the VA, together with affiliated schools
of medicine, offers significant resources and assets to meet these
objectives.

This bill offers a tremendous opportunity to lead two vital play-
ers in defense of our nation against bioterrorism, and we enthu-
siastically support its implementation.

Thank you for this opportunity to appear before the committee.
Mr. SIMMONS. Thank you, Dr. Feldman.
Our next witness is Dr. Timboe. I note for the record that he

served 34 years in our nation’s military and recently retired as the
commanding general of Walter Reed Army Medical Center.

It’s good to have you here. Feel free to summarize your state-
ment if you wish, Dr. Timboe. Thank you.

STATEMENT OF HAROLD L. TIMBOE

Dr. TIMBOE. Thank you very much, Mr. Chairman, members.
I appreciate the opportunity to address the committee in support

of implementing the Department of Veterans Affairs Emergency
Preparedness Act of 2002.

Also, on behalf of President Francisco Cigarroa, I want to thank
Congressman Ciro Rodriguez for his leadership in passing this law
and for inviting me to appear before this committee.

I am Dr. Harold Timboe, Director of our Center for Public Health
Preparedness and Biomedical Research at the University of Texas
Health Science Center at San Antonio, and today I am represent-
ing Dr. Cigarroa, President of the University and a member of Sec-
retary Tommy Thompson’s National Advisory Council on Public
Health Preparedness.

The health science center that I represent is one of the largest
and most comprehensive health science universities in the country,
educationing the next generation of professional health care teams.
We have three campuses in San Antonio and three campuses along
the Rio Grande River, impacting several hundred miles of the U.S.-
Mexico border.

We collaborate closely with the renowned military medical cen-
ters in San Antonio, many public and private health organizations
throughout South Texas, and the South Texas Veterans Health
Care System led by Mr. Jose Coronado. We truly have a unique
mission, impact, and opportunities among the nation’s health
science universities.

On behalf of Dr. Cigarroa and Mr. Coronado, we applaud
Congress’s enactment of Public Law 107–287 which recognizes the
responsibility and tremendous impact we feel that the assets of the
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Department of Veterans Affairs can have on the health and pre-
paredness of our nation.

Thomas Jefferson said 200 years ago that, ‘‘The health of the
people is really the foundation upon which their happiness and the
power of the state depend.’’ With the new threats and
vulnerabilities we face, that statement is more pertinent today
than it ever has been. The public’s health preparedness is of vital
national interest.

We see responses at all levels to improve our public health emer-
gency response capabilities as well as the biomedical research es-
sential to giving us better products with which to protect our
people.

It is very appropriate that the Veterans Health Administration,
as the nation’s largest and most geographically dispersed health
system, contributes its considerable resources and talents to the
problems we all now face.

We’ve all had long, mutually-beneficial relationships. This is true
in San Antonio with the Audie Murphy VA Hospital as well. I went
to medical school there and know its clinical excellence in teaching
25 years ago, and today I work with them closely in our regional
emergency preparedness planning.

In fact, we have set up the Federal Coordinating Center for the
National Disaster Medical System. We will be receiving casualties
from Iraq and we have been from Afghanistan, into San Antonio.
The VA there is responsible for coordinating that. They set up their
regional operations center right on our campus of our health
science center.

So we’re very proud of the very collegial relationships we have
in education, service delivery, and in research between DOD, VA,
and the university.

One of the main challenges our public health emergency response
plans face is filling in the requirements in the new manpower gaps
that the casualty estimates brought on by vulnerabilities from
weapons of mass destruction and threats heretofore addressed by
the nation’s military forces, but now potentially directly impacting
our communities at home—communities both large and small.

Where in the past, local and regional plans generally considered
casualties in the hundreds, now they must address estimates ex-
ceeding several thousand or more. This is indeed a new era, and
the VA can help with building clinical surge capacity, some of
which must be mobile.

You’ve heard a little bit of my background in the military. I expe-
rienced more than a handful of mass casualty situations with at
least 100 injured, including the terrorist attack on the Pentagon
and the anthrax letters, and at the direction of the Governor of
Texas, as part of our Texas State Guard and Militia Volunteer
Unit, I now command a new volunteer unit we are forming, the
Texas Medical Rangers, which is in response to President Bush’s
call for a medical reserve corps.

We will establish elements of this on each of our eight health
science campuses around the state and grow to a unit of over 2,000
professionals—doctors, nurses, dentists, allied health, all ranges of
professional health care teams—to respond to our Governor’s need
to respond across the state in case of emergencies or disasters.
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The federal assets in the military, including its reserves and the
VA, commissioned corps of the U.S. Public Health Service really
represent the largest group of trained, mobile, reassignable health
professionals in the country, and likewise, at the state level, we
must recognize the tremendous potential of academic health cen-
ters—our nation’s medical schools—in contributing public health
preparedness as a component of clinical surge capacity.

Your law establishing the Veterans’ Affairs Emergency Prepared-
ness Act envision several medical emergency preparedness centers.
You’re well aware of the missions of this. It’s a well-conceived law.

We, with our unique environment in San Antonio and South
Texas are ideally situated to fulfill all of those missions with excel-
lence and to have additional benefits in terms of adding to sci-
entific knowledge in the areas of environmental and toxic expo-
sures, which this last panel just addressed, an area of expertise
which we really have developed in San Antonio at Brooks City
Base, with the Air Force and some of our other biotech industry,
as well as on our university campus.

In addition, our research teams have access to one of the nation’s
few BSL4 laboratories, which is at the Southwest Foundation for
Biomedical Research. We’re actively engaged in a promising new
oral smallpox vaccine. We’re doing research with DARPA on an en-
hancement to the anthrax vaccine.

We have research ongoing in plague, tularemia, and pox viruses,
so you can see—and in conjunction with our medical branch in Gal-
veston, who is about to open a very large BSL4, we’re really going
to be part of a regional center of excellence and well prepared to
do the mission of this law that you have well crafted.

San Antonio is the home of military medicine, a large active duty
population, a retired military, veteran population, and it’s natural
for a community with our federal and state assets and the popu-
lation we serve to be involved in the continuum of clinical care and
the research that needs to come out of that to solve these problems
that have been well described in the Gulf illness over the last 12
years.

We’re not there yet. There’s a lot more research that needs to be
ongoing, and particularly as the human genome really opens up ad-
ditional scientific areas of inquiry, I think that’s where we’re going
to find many of these answers to the veterans’ and other problems.

Mr. SIMMONS. Thank you, doctor. As the light glows yellow and
then it goes red, unfortunately, it means summarize as quickly as
you can.

Dr. TIMBOE. All right, sir.
Well, San Antonio, again, you know my enthusiasm. I’ve spent

time in Washington.
Mr. SIMMONS. Of course.
Dr. TIMBOE. And really, the border area, with its health dispari-

ties, its very special environmental exposures, I think it’s right for
a whole group of federal agencies to locate there as a regional cen-
ter and on a campus that can provide synergy for all of them to
communicate and work together.

Again, thank you, sir, for the opportunity to be here and express
our support for this well-crafted law.

[The prepared statement of Dr. Timboe appears on p. 151.]
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Mr. SIMMONS. Thank you. Now, Dr. Terndrup.

STATEMENT OF THOMAS E. TERNDRUP
Dr. TERNDRUP. Thank you, Chairman Simmons and members of

the committee. Good afternoon.
Mr. SIMMONS. Good afternoon.
Dr. TERNDRUP. My name is Tom Terndrup. I am Professor and

Chair of the Department of Emergency Medicine at the University
of Alabama at Birmingham. I’m also the Director of the Center for
Disaster Preparedness at UAB.

We appreciate the opportunity to be here today and speak on be-
half of Dean William Deal of the UA School of Medicine.

I’m here to speak in support of Public Law 107–287. Funding,
specifically funding for the establishment of four VA Centers of Ex-
cellence should, in my opinion, be established with utmost speed,
as many of the speakers have indicated this morning, to ensure
that our so on-to-be-future veterans and our citizens can be af-
forded the security improvements that those centers, I believe,
would bring to bear immediately.

I’m a career emergency physician. I have treated thousands of
victims of seemingly routine, small-scale disaster incidents, such as
those that occur on our nation’s highways and in our communities
on a daily basis.

I’m also an educator, and I’ve educated nurses, doctors, and other
staff members in the necessary recognition and treatment of a wide
array of these emergency disorders. I train people to save lives.

However, none of these has been as challenging, as important as
the tasks, I think, at present. That is, preparing our nation’s health
care delivery system and its personnel for responding to the con-
sequences of WMD.

In this effort, the vital relationships between VA medical centers
and our academic health centers is key, and I think our univer-
sities should be tapped in order for our nation to be better
prepared.

Secretary Tommy Thompson has said, ‘‘Knowledge is the health
care system’s greatest weapon’’ against terrorism. I believe that’s
true, and I believe that academic health centers collaborating with
VA are important national assets, and those relationships can be
exploited to improve our nation’s counterterrorism efforts.

At UAB, we formed the Center for Disaster Preparedness in 1999
in order to address issues associated with preparation for biological
terrorist attacks and other disasters through broad-based, multi-
disciplinary research, training, and service programs. Our local Bir-
mingham VA personnel were instrumental in the formation of that
center.

The center’s goal is to provide a formal structure to facilitate col-
laborative efforts between experts from a wide range of disciplines
in order to address the many issues surrounding disaster prepared-
ness.

Our experts in public health, drug delivery, medical operations,
rare and emerging infections, and basic and clinical research, we
work together to strengthen our nation’s biological shield.

These individuals work collaboratively in improving awareness
and preparation for professions for possible weapons of mass de-
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struction incidents. We’ve built strong relationships with other uni-
versities in the United States, as well, including Louisiana State
and Vanderbilt Universities, who, together with UAB, form the Na-
tional Health Professions Preparedness Consortium.

UAB is also collaborating with other southeastern universities in
responding to NIH’s call for regional centers of excellence in bio-
defense research. I’m intimately familiar with the broad capabili-
ties that such multidisciplinary centers can bring to bear on this
problem we have.

Our collaborative disaster center training activities include the
nation’s only live-exercise WMD course which achieves health care
leadership integration in responding to WMD incidents. We achieve
this through utilization and modification of Homeland Security’s
Noble Training Center in Anniston, AL. Our local Birmingham VA
has also been a key component of the design and implementation
of these training missions.

The VA’s National Disaster Medical System and our local DMAT
team, our Disaster Medical Assistance Team, have actively collabo-
rated, and recently were deployed to the World Trade Center at-
tacks. The planning, coordination, and training activities have in-
cluded conferences on post-deployment health and evaluation and
optimization of that health, an essential in our post-‘‘Iraqi Free-
dom’’ world.

The University of Alabama School of Medicine is one of the na-
tion’s top medical schools, with education, research and patient
care missions. It’s ranked in the upper echelon of federally funded
medical schools for over two decades.

Our faculty responded to various threats, including that of HIV/
AIDS, ongoing problems such as arthritis, heart disease, organ
transplantation, cancer, and now we’re directing those to anthrax
and other risk agents.

Disaster preparedness is another example of our eagerness to
serve the nation and the world.

Our public law that we’ve been discussing today establishes
emergency preparedness centers at VA which have strong collabo-
rations with qualifying medical and public health schools, as well
as other appropriate research and educational activities.

The mission of VA has been well described here, but it includes
that of education and research, very important for the mission
today.

A local example pointed out at the Birmingham VA is we have
initiated a project to evaluate better ways of training physicians
and nurses to detect patients who are victims of bioterrorist
attacks.

This project utilizes the advanced VA computer capabilities to
provide training, and it leverages a project supported by the Agen-
cy for Health Care Research the Quality that we are continuing to
work on at the Center for Disaster Preparedness. This project will
inform us not only about training VA personnel, but also training
community based health care providers nationwide.

Last year, we trained a VA Quality Scholar, Dr. Jessica Jones,
in bioterrorism, with many collaborators, including Drs. Catarina
Kiefe and Norm Weissman, who I collaborate with in bioterrorism
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preparedness. Now, she’s acting in Los Angeles County as the as-
sistant director for bioterrorism preparedness.

Public Law 107–287, in my view, creates a joint program be-
tween Department of Veterans Affairs and Department of Defense
in which a series of model education and training programs on the
medical response to the consequences of terrorist activities are de-
veloped and disseminated.

I agree with my other panelists here. The long history of the col-
laboration that exists between VA and academic centers and medi-
cal schools really needs to be leveraged as we consider these
problems.

In closing, let me point out that existing resources should not be
reassigned for this proposal. Rather, additional resources should be
added to this specific program. I haven’t heard any debate about
that in the negative that morning.

These resources should be instrumental in securing our home-
land, and they will build upon existing strengths of the existing VA
and academic health centers and their relationships.

Thank you.
[The prepared statement of Dr. Terndrup appears on p. 154.]
Mr. SIMMONS. Thank you, doctor.
I have some questions for the panel, but my colleague is under

a time constraint, so I will defer to him, and then ask my
questions.

Mr. RODRIGUEZ. Thank you, Mr. Chairman.
I want to thank the entire panel, first of all, for coming, and Dr.

Timboe, thank you very much for being here.
Let me ask you, I know you talked about the Texas Medical

Rangers, and we were looking at the numbers, even just from the
VA perspective, of the amount that they’ve already expended since
9/11. For one year, I think it was estimated at 55 million and then
expected 60-something million when it deals with training, tech-
nology, maybe even different infrastructure needs when we look at
preparing.

I was wondering, if you had your ’druthers, you know, what kind
of budget do you foresee that might be needed when you look at
the Texas Medical Rangers and/or the type of budgets that we’re
looking at for now for the response centers and the type of areas
that we need to concentrate on?

Dr. TIMBOE. Well, thank you, sir. I think, in responding to and
being prepared, you need plans, you need people, you need prod-
ucts, equipment, supplies for them to work with, and you need
them to practice exercises, and then reassess where they are.

We’re going to get our people virtually for free. We need some
people really full-time, half-time to do planning, exercise designs,
to help coordinate the volunteer activities, and so you need several
full-time people essentially at each campus.

You need probably a modicum of communications capabilities,
and a small amount of equipment, because you’re really going to
be using the local community’s equipment which you come into and
augment there.

So it’s a relatively small amount of money that you can leverage
a lot of subject matter expertise.
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We have, I would say, in the range of about $1 million per cam-
pus would really get you a good leverage point on building pre-
paredness.

Mr. RODRIGUEZ. Okay. Let me once again thank you and also in-
dicate to you that when we testify, we also only get 5 minutes.
Okay? And sometimes even just 1 minute on the House floor.

Thank you.
Mr. SIMMONS. I have several questions that I want to ask of each

of you. Why don’t I just ask them, and then you can respond as
you see fit.

First question. If your university was designated as a Veterans
Administration Bioterrorism Research Center, how prepared are
you to accept that designation should it come? I mean, is this some-
thing that you could say, ‘‘Wow, we’ll be ready in 48 hours,’’ or is
this something that’s going to involve 6 months to a year of plan-
ning? That’s Point 1.

Point 2. What mechanisms are in place, if any, to disseminate
bioresearch findings to national health care providers?

In my own involvement with the University of Connecticut, we
do some extraordinary things at a theoretical level, but when it
comes to applied research, sometimes it’s like, ‘‘Well, you know,
what do you mean we’ve got to share it with the world for some
practical purpose?’’

Thirdly, I think, Dr. Timboe, you mentioned participating in
some training exercises.

Have any of the panelists or their universities participated in a
simulated bioterrorism exercise, a catastrophic exercise of one sort
or another?

Mr. FELDMAN. I’ll start on some of these.
I think that the answer to how ready are we to implement such

a center is going to be different from one site to another, but I
think that in general the medical schools and the VA systems have
established already pretty good lines of communication and collabo-
ration on a variety of programs, and at our facility, we have many
faculty who have joint appointments between the VA and the medi-
cal school, so their salaries are shared and they rotate between the
sites of the main medical center as well as the VA facility.

We have many collaborative research programs looking at Gulf
War Syndrome, looking at chronic fatigue syndrome, which is
showing up more in veterans, that we do at both sites with com-
mon faculty; so I think the lead time is not great to start up this
kind of a program

I was particularly interested in your question about sharing in-
formation with a practicing physician. Let me just give you an ex-
ample of some of the things that we do.

First off, we’ve already integrated ourselves into the homeland
preparedness activities of the Health Department of the State of
New Jersey, and by that mechanism, we’re working with physi-
cians, practicing physicians at the county level, to share informa-
tion and procedures on how to deal with emergencies.

But the other thing that we do is we work very closely with the
Medical Society of the State of New Jersey and we provide ongoing
continuing education programs in the hospitals, and the program
that has been most active in the last year-and-a-half, which I par-
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ticipate in, is related to bioterrorism and particularly to infectious
diseases.

So the expertise of our Center for Emerging Pathogens is directly
translated to practicing physicians, and I’m sure that other univer-
sities are doing similar type things.

The jumpstart that this kind of a bill could provide to really put
this in a high gear, which I believe is going to be needed if a threat
emerges, is so obvious to most of us that it’s really hard to beat
on Congress for this. I think you’re already on board in most in-
stances, and it’s the matter of getting the money appropriated.

Mr. SIMMONS. You’re absolutely correct, it’s a matter of getting
the money appropriated. Thank you for that comment.

Dr. TIMBOE. Sir, let me just add to that, as our titles imply, we
already have an ongoing effort at many academic health centers
and medical schools that are trying to organize the work of the uni-
versities in education, research, training, community planning, but
we’ve taken it out of hide, and in some respects we’re kind of doing
it—we’re working on, you know, one-and-a-half cylinders, when we
really like to be going on all eight cylinders in helping move our
communities and regions forward.

I think a little bit of—we could rapidly ramp up to a full coordi-
nated effort and integrating with the VA’s assets. A little bit de-
pends on what the VA Central Office wants us to do at the four
centers relative VISN-wide, multi-VISN, how to ensure that we can
fulfill the rest of their mission for the education effort, infrastruc-
ture protection, building decontamination capabilities, the pharma-
ceutical caches that they want to put out there, and would these
centers have a role as regional coordination centers broadly across
the 50 states.

You could ask the question is four enough, then? Would you
might want to go to six or eight or 10 in that broader context?

We already have a lot of research going on. We could fully con-
sume these $20 million in additional research, well conceived, but
NIH has a lot of that money, too, and we’re going to compete for
that and do more research in that effort.

We have been doing a citywide smallpox exercise, we did a city-
wide anthrax exercise, plague, and we’re about to do a radiological
dirty bomb type scenario.

We’ve received the national pharmaceutical stockpile at least
once. We got another coming, to see how we can get that out quick-
ly into our community centers.

So we’re engaged, but we can really use the help to not do it on
a shoestring.

Mr. SIMMONS. Just as a point of comment, I’d be interested in
any followup on our smallpox exercise, if you could give us an
after-action report on that. Is that going to come anytime soon?

Dr. TIMBOE. Yes, I sure can.
(The information follows:)
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Mr. SIMMONS. We’ve just been called for a 15-minute vote. Dr.
Terndrup, I’d like your response.

I’d also like to suggest to each of the panelists that, since the ap-
propriations process is the problem here, that a certain Mr.
Aderholt, a certain Mr. Bonilla, and a certain Mr. Frelinghuysen
all serve on the Appropriations Committee. Drop by and visit them
before you go home today.

Dr. TERNDRUP. Duly noted, Chairman Simmons.
Mr. SIMMONS. We have about 5 minutes before I’m going to have

to leave and conclude the hearing, so please, Dr. Terndrup.
Dr. TERNDRUP. Thank you, Chairman Simmons.
I would add my comments as well to your three questions.
We’re ready to go. We started on a shoestring. We continue to op-

erate on some shoestrings. Infrastructure support would be extraor-
dinarily valuable in stabilizing our existing activities and helping
us to link even stronger to our VA Medical Center in the Bir-
mingham region in VISN 7, so we’re ready to go whenever you
want to send the money.

Disseminating the findings to providers is something that we do
every day. We have a web site that is www.bioterrorism.uab.edu.
That web site is available 24 hours a day, and shortly will become
a .gov web site.

We have issued about 1,500 continuing medical education certifi-
cates to health care providers since opening up the web site, and
that serves as a fundamentally important part of how we reach
out, as well as other mechanisms of continuing education to the
physician and other health care provider community.

We regularly involve ourselves in training exercise, in training
other hospital providers who are often left out of the training loop
otherwise, through training at the Noble Training Center in
Anniston.

What happened there, Mr. Simmons, was that the old Fort
McClellan hospital, Noble Army hospital, as the base was closed
down, that was converted into a training center, using assets from
the Department of Health and Human Services.

That training center brings in approximately 50 Americans every
other week for a 4-day training exercise. It’s the only live training
exercise that intends to focus on the health care leadership that
would be involved in responding to any significant incident, such
as a smallpox attack or an anthrax attack, and the like.

So we actually are doing a number of things to participate in the
education of physicians and the other health care providers that we
think we need to address.

Mr. SIMMONS. Thank you very much.
I notice that we’ve been joined by my distinguished colleague

from New Hampshire, Mr. Bradley. Do you have any questions or
comments you’d like to make?

Mr. BRADLEY. No, thank you.
Mr. SIMMONS. Thanks for being here.
Members of the panel and those who are still with us here today,

thank you for your participation. The issues that have been raised
are serious ones.

My colleague has suggested that members of this committee
might wish to address this issue in the context of the urgent sup-
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plemental, which I understand will be up next week. That may
come to pass. I certainly hope it does.

But for myself, I am also prepared to introduce legislation to
overturn the prohibition that was laid out by the Appropriations
Committee, if we’re not able to take advantage of the urgent sup-
plemental next week.

These are important issues. I’ve always felt that Americans are
terrific when it comes to reacting to problems. We’re not so good
sometimes when it comes to proactive approaches, but this is a
classic case where we have to be prepared, because failure to be
prepared is going to cost perhaps many thousands of lives, maybe
more.

Thank you for your testimony. Thanks to the staff for setting up
this subcommittee hearing, and this hearing is concluded.

[Whereupon, at 12:45 p.m., the subcommittee was adjourned.]
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