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As this report is being presented, American servicemen and servicewomen continue to be
placed in harm’s way in Iraq, Afghanistan, and other hostile areas around the world. Since
fighting began in Iraq in March 2003 and in Afghanistan in October 2001, thousands of men
and women have made the ultimate sacrifice or have suffered grievous injuries. These brave
soldiers, sailors, airmen, and marines are only the latest in a long line of men and women who
have unhesitatingly come forward in times of war to confront those who seek to unalterably
change the world we know and the liberty we cherish.
It is for these men and women and the millions who came before them that we set out each
year to assess the health of the one federal department whose sole task is to care for them and
their families.
The Independent Budget is based on a systematic methodology that takes into account
changes in the size and age of the veteran population, cost-of-living adjustments, federal
employee staffing, wages, medical care inflation, construction needs, the aging health-care
infrastructure, trends in health-care utilization, benefit needs, efficient and effective means of
benefits delivery, and estimates of the number of veterans and their spouses who will be laid
to rest in our nation’s cemeteries.
While The Independent Budget will be released in February 2008 concurrent with the release
of the President’s proposed budget for the Department of Veterans Affairs (VA), this Critical
Issues Report is designed to alert the President and his staff, Members of Congress, VA, and
the public to those issues surrounding VA health care, benefits, and benefits delivery that
deserve special scrutiny and attention. We are releasing this report now as a guide to
policymakers so they can produce a budget for fiscal year 2009 that is more likely to correct
existing problems and to better position VA to successfully meet the challenges of the future.
The President has stated that the war on terrorism is likely to be lengthy, with dangers from
unexpected directions and enemies who are creative and flexible in planning and executing
attacks on our citizens and on our friends. With this new reality ever present in our minds, we
must do everything we can to ensure that VA has all the tools it needs to meet the challenges
of today and the problems of tomorrow.
Our sons, daughters, brothers, sisters, husbands, and wives who serve in the darkest corners of
the world, keeping the forces of anarchy, hatred, and intolerance at bay, need to know that
they will come home to a people who not only cherish their service, but also honor them with
the best medical care to make them whole, the best vocational rehabilitation to help them
overcome the employment challenges created by injury, and the best claims processing
system to deliver education, compensation, and survivors’ benefits in a minimum amount of
time to those most harmed by their service to our nation.

We are proud that The Independent Budget has gained the respect that it has over its 22-year
history. The coauthors of this important document—AMVETS, Disabled American Veterans,
Paralyzed Veterans of America, and the Veterans of Foreign Wars of the United States—work
hard each year to ensure that The Independent Budget is the voice of responsible advocacy
and that our recommendations are based on facts, rigorous analysis, and sound reasoning.
We hope that each reader approaches this Critical Issues Report with an open mind and a
clear understanding that America’s veterans should not be treated as the refuse of war, but
rather as the proud warriors they are.
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CRITICAL ISSUE 1: Sufficient, Predictable, and Timely Funding
for VA Health Care
The Department of Veterans Affairs (VA) must receive sufficient funding for veterans
health care, and Congress must reform the funding process to ensure sufficient,
predictable, and timely VA health-care funding.
This year began with Congress—under new leadership for the first time in a dozen
years—operating under a continuing resolution for the 13th time in the past 14 years. The
year draws to a close with the new Congress having failed to pass VA’s funding bill on time
and VA once again operating under a continuing resolution with no solution in sight.
While significant strides have been made to increase the level of VA health-care funding
during the past several years, the inability of Congress and the Administration to agree upon
and enact veterans health-care funding legislation on time continues to hamper and threaten
VA health care. When VA does not receive its funding in a timely manner, it is forced to
ration health care. Much-needed medical staff cannot be hired, medical equipment cannot be
procured, waiting times for veterans increase, and the quality of care suffers.
On February 5, 2007, the President’s budget submission for the Department of Veterans
Affairs for FY 2008 was released, which included a request for $34.2 billion for VA medical
care, an increase of $1.9 billion over the expected FY 2007 funding level.
For FY 2008, The Independent Budget recommended approximately $36.3 billion for medical
care, an increase of $4 billion over the FY 2007 appropriation level (which had not yet been
enacted at that time) and approximately $2.1 billion over the Administration’s request. This
funding recommendation would allow VA to reduce waiting times for medical services and
keep up with the increasing demands placed on the system by returning and transitioning
veterans.
After operating under a temporary continuing resolution for more than a third of FY 2007,
Congress finally approved, and on February 15 the President signed, H.J. Res. 20, a bill to
fund the federal government for the remainder of the year. H.J. Res. 20 provided $32.3
billion for veterans medical care, an increase of $3.6 billion above the FY 2006 level.
Shortly thereafter, a series of stories about the living conditions of soldiers at Walter Reed
Army Medical Center ignited a firestorm of public criticism about the treatment of America’s
returning war heroes. Stories about the quality of care afforded to veterans exploded across
the country, and the President ordered an internal task force and an outside commission to
study how our nation’s veterans were being treated.
In response to an Administration request for supplemental war funding, Congress approved,
and the President signed on April 25, an emergency supplemental appropriation that also
included additional VA health-care funding for FY 2007. H.R. 2206, the “U.S. Troop
Readiness, Veterans’ Care, Katrina Recovery, and Iraq Accountability Appropriations Act,”

contained $1.8 billion in supplemental funding for veterans health-care programs for FY
2007. These funds were targeted toward maintaining VA’s infrastructure, hiring additional
personnel, treating the growing number of Iraq and Afghanistan veterans, and increasing
mental health-care services.
Both the House and the Senate have now approved VA’s FY 2008 appropriations bill,
H.R. 2642, the Military Construction and Veterans Affairs Appropriations Act. House
approval came in June, with the Senate approving H.R. 2642, on September 6. Although
there are small differences within some accounts and among some of the provisions of the
bill, both versions would provide $37.1 billion for veterans health care. For the first time in
its 22-year history, the funding levels included in the House and Senate versions of the
appropriations bill match, and in some cases exceed, the recommendations for FY 2008 in
The Independent Budget. While these proposed levels of funding are welcomed and would go
a long way toward aligning VA’s resources with the demand for its services, the fact is that
today VA cannot take advantage of this increase. Despite strong bipartisan and bicameral
Congressional support, as well as clear indications that the President would sign this
legislation, Congress has yet to send VA’s appropriations bill to the White House. Instead,
VA health-care funding has been held hostage to larger budget politics and VA must once
again operate under a continuing resolution, frozen at last year’s spending levels.
Even with this increase, VA will not have the resources necessary to remove the prohibition
on enrollment of priority group 8 veterans, who have been blocked from enrolling in VA
since January 17, 2003. Earlier this year, the House Committee on Veterans’ Affairs held a
hearing to examine the issues surrounding this moratorium on enrollment of priority group 8
veterans. The Committee requested that VA produce a report on the costs, both direct and
indirect, of reopening the VA health-care system to all veterans. The Independent Budget
estimates that such a policy change would cost approximately $366 million in the first year,
assuming that about 314,000 such veterans would enroll in and use the system. Once VA
submits its cost estimates, Congress should carefully consider providing sufficient funding to
meet this requirement and removing the prohibition on enrollment of priority group 8 veterans
at the earliest opportunity.
In its FY 2008 VA budget submission, the Administration included policy proposals to
increase prescription drug copayments from $8 to $15 for a 30-day supply and to add an
enrollment fee for priority group 8 veterans that earn $50,000 or more annually that would
range from $250 to $750. VA estimated that these proposals would generate $2.3 billion in
receipts to the Treasury over five years; however, there would have been no guarantee that the
funds would be used to improve or expand the delivery of health-care services to veterans.
The Independent Budget opposed these proposals requiring veterans to pay more for their own
care, particularly when such revenues may not even be used for veterans health care. As it
had done numerous times in previous years, Congress solidly rejected these proposals again
this year.
Despite recent funding increases for VA health care, today’s budget process itself has
basically paralyzed VA officials from more properly managing, planning, and operating the
VA system. Not knowing when or what level of funding they would receive from year to

year or how Congress would deal with policy proposals directly affecting the budget severely
impairs their ability to recruit and retain staff, contract for services, procure equipment and
supplies, and conduct planning and administrative matters. VA has been faced with such
problems resulting from late appropriations bills and continuing resolutions in 13 of the past
14 years: over the past five years the VA appropriation has been late by an average of 105
days, almost one-third of the entire fiscal year. Congress can fully solve this problem only by
enacting real reform that results in sufficiency, predictability, and timeliness of VA healthcare funding.
The conflicts in Iraq and Afghanistan are producing a new generation of wounded, sick, and
disabled veterans, with severe types of polytrauma never seen before in warfare. A young
American wounded in Central Asia today with brain injury, limb loss, or blindness will need
the VA health-care system for the remainder of his or her life. The Independent Budget
veterans service organizations support enactment of a long-term solution for funding VA
health care that guarantees these veterans a dependable system for the future, not simply next
year. Reformation of the whole funding system is essential so federal funds can be secured on
a timely basis, allowing VA to manage the delivery of care and to plan effectively to meet
known and predictable needs. In our judgment, a change is warranted and long overdue. To
establish a stable and viable health-care system, any reform must include sufficiency,
predictability, and timeliness of VA health-care funding.
For more than a decade, the Partnership for Veterans Health Care Budget Reform
(Partnership), made up of nine veterans service organizations, including the four coauthors of
The Independent Budget, has advocated for reforming the VA health-care budget process.
The Partnership has worked with both House and Senate veterans leaders to craft legislation
that would change the VA health-care funding process from a discretionary to a mandatory
system. Such a change would be designed to guarantee that VA health-care funding is
sufficient, predictable, and timely. Legislation has been introduced in both the Senate and the
House in recent Congresses; the current House version is H.R. 2514, while a Senate
companion bill has not yet been introduced.
Significantly—for the first time ever—both the Senate and House held hearings this year to
examine VA health-care funding and consider possible alternative funding methods. At these
hearings a number of issues were raised regarding the current mandatory funding proposal,
including the accuracy of the formula, future growth of spending, and PAYGO implications.
At the Senate hearing in July, however, Dr. Uwe Reinhardt, a renowned health-care
economist from Princeton University, made persuasive arguments for the propositions that the
VA system can be sustained, is affordable, and would be more efficient if funded through a
mandatory rather than discretionary system. At the House hearing in October, economist
Richard Kogan from the Center on Budget and Policy Priorities stated, “… mandatory
funding in the form of capitation payments to a government agency that administers health
care is, in concept, a pretty good way to go.” Under questioning, fellow economist Henry
Aaron of the Brookings Institution aligned himself with those comments.
While members of both Committees appeared to have serious questions about how best to
address the recurring problems in the VA health-care funding system, it is clear that the

current system must be reformed in a manner that meets three key tests: sufficiency,
predictability, and timeliness. It is not clear, however, whether this will best be accomplished
with a mandatory funding formula, a mixed system of mandatory and discretionary funding,
or a hybrid proposal that meets the three tests while addressing the concerns expressed by
Congress. But as long as the VA health-care system remains part of the discretionary funding
system, it will remain vulnerable to budget and partisan politics that threaten the quality of
care for veterans.

Recommendation:
•

The Administration and Congress must provide sufficient funding for VA health care
to ensure that all eligible veterans are able to receive medical services without undue
delays or restrictions. Once VA calculates the cost to reopen the system to all
veterans, VA should be fully funded to accommodate those priority group 8 veterans
who choose to use VA for their health-care needs.

•

Furthermore, Congress and the Administration must reform the funding system for
VA health care through a new system that provides mandatory funding, a combination
of mandatory and discretionary funding, or a hybrid proposal that meets the three tests
of sufficiency, predictability, and timeliness.

CRITICAL ISSUE 2: Careful Consideration of Task Force and
Commission Recommendations
Careful consideration must be given to the reports released by the Veterans’ Disability
Benefits Commission (VDBC) and the President’s Commission on Care for America’s
Returning Wounded Warriors (PCCWW) to ensure that meaningful reforms are made
to the VA benefits and health-care systems.
With hundreds of individual recommendations from various task force and commission
reports that have been released over the past few months, The Independent Budget veterans
service organizations (IBVSOs) urge careful and deliberate consideration and study of these
important recommendations to ensure that the transition, health-care, and benefits delivery
systems are transformed to better serve service members and veterans well into the future.
Six years after terrorists attacked us on American soil we remain deeply embroiled in armed
conflict in both Iraq and Afghanistan. More than 3,800 men and women have been killed and
more than 28,000 wounded. Another 29,000 were treated for diseases and injuries not arising
from combat—disabilities so debilitating that they required evacuation from the region in
order to receive appropriate medical treatment.1 There is no accounting for the thousands of
other servicemen and servicewomen who were treated and returned to duty in that troubled
region of the world.
Thousands of soldiers, marines, sailors, and airmen have returned home with catastrophic
injuries. It was the problems in obtaining treatment, proper housing, and adequate benefits
and services, as well as basic help in the transition from military service to civilian life, that
caught the nation’s attention earlier this year. Most disturbing were the problems coming to
light in 2007. While perhaps exacerbated by the current conflicts, these problems have
existed to some extent for decades. The Presidents Commission on Care for America’s
Returning Wounded Warriors (PCCWW), created in March 2007 and reporting four months
later, examined how the armed services treat those with serious injuries and help them
through discharge from service and transfer to the Department of Veterans Affairs (VA).
The other major report focused more on the totality of the system. In 2004, Congress enacted
legislation creating the Veterans Disability Benefits Commission (VDBC):
…to carry out a study of the benefits under the laws of the United
States that are provided to compensate and assist veterans and their
survivors for disabilities and deaths attributable to military service, and
to produce a report on the study.
During the 28 public sessions spanning 55 days of public hearings, it became apparent that
commissioners were willing to work hard to learn about compensation benefits: what they are,
1

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

how the program evolved to where it is today, and what problems exist. Further, the IBVSOs
were gratified to note that the commissioners were willing to reconsider their opinions as facts
were brought to light by the Center for Naval Analyses and the Institute of Medicine. We
watched extensive fact gathering and more extensive debates on issues that were critical to the
establishment of a foundation for later decisions.
On October 3 the VDBC released its final report. Of the commission’s 114
recommendations, 83 percent deal with compensation benefits or factors related to
compensation benefits. Even when the commission made recommendations concerning
transition issues, it was clear that most of them dealt with ensuring that VA receives the
information it needs as soon as possible to process veterans’ claims.
The PCCWW, on the other hand, was created in March 2007 and delivered its report less than
four-and-a-half months later. It produced 24 recommendations; 8 of the 24 recommendations
were focused on discarding the current compensation program and substituting a new
program requiring most notably a new rating schedule, new rates for disability benefits, new
theories about which injuries and conditions would qualify as service connected, and how
long compensation payments would continue.
Both reports discussed transition issues extensively. We are generally supportive of those
recommendations from both commissions. We urge Congress to carefully consider the
recommendations of these commissions on these issues, especially with respect to how they
overlap. We do, however, have a few concerns with the recommendations included in the
original PCCWW report, and understand that there are efforts to address these concerns
through draft legislation.
•

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

•

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

•

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

The report recommended improvements in VA’s ability to provide psychological care for
returning veterans of OIF/OEF who are suffering from adjustment disorders, depression, and
from post-traumatic stress disorder (PTSD). We applaud that recommendation. The IBVSOs
have consistently supported higher levels of resource investment in all of VA’s mental health
programs, including its Readjustment Counseling Service (vet centers). We have recently
learned that vet centers are shouldering the burden for bereavement counseling for survivors
of service members killed in action in Iraq and Afghanistan, and are reaching out to service
personnel and veterans repatriating from duty in Iraq and Afghanistan and who may be in
need of vet center counseling and other services.
With respect to the changes suggested to the veterans disability compensation system by both
reports, we are generally supportive of the VDBC but generally opposed to many of the
changes suggested by the PCCWW. While there are a few ideas presented by the PCCWW
that may have merit, the discussion below describes those that are most objectionable.
•

Bifurcated System – The PCCWW recommends the creation of a bifurcated
system of compensation for service-connected disabilities, one for combat-injured
veterans and one for all others. Under its proposal, combat-injured veterans would
be eligible for quality-of-life payments, while those not injured in combat would
be denied. This means the paralyzed veterans mentioned earlier in this paper
would receive substantially disparate compensation even though their quality of
life would be the same.

•

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

•

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

2
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The seemingly subtle difference between “earnings” and “average impairment of
earning capacity” is significant. We recommend reviewing the discussion in the
VDBC report on this topic. We can say, however, that this focus on earnings
rather than average impairment of earning capacity opens the door for some of the
potentially harmful recommendations by the PCCWW discussed below. What the
PCCWW recommends is nothing short of throwing out a compensation program
designed, refined, and tested more than 70 years to compensate disabled veterans
based on the average impairment of earnings capacity for one based solely on loss
of earnings. This, in turn, opens the door for means testing, taxing, and curtailing
compensation.
•

Means testing compensation – The PCCWW would substitute a payment scheme
that is means tested in place of the current compensation program. This results in
a situation where veterans with identical disabilities receive differing benefits or,
in some cases, no compensation at all. The commission suggests that the DOD
disability annuity payment as well as the quality of life payment would continue
for life. However, only about 10 percent of all veterans (those discharged through
the DES) would receive the annuity. While not all veterans have serviceconnected disabilities for which they receive compensation, a significant
percentage of those receiving compensation today would not be eligible for the
annuity.
Further, because the PCCWW proposes that only combat-injured veterans would
be potentially eligible for quality-of-life payments, noncombat-injured veterans, no
longer eligible for compensation because of means testing, would receive nothing
at all.

•

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

•

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

•

Abuse of reexamination process – The PCCWW recommends that veterans be
recalled for examination every three years throughout their lifetime to determine
whether their disability has worsened or improved. VA already has the authority
to reexamine veterans whose disabilities could improve. This authority has existed
for many decades. Further, this proposal is a transparent attempt not only to
identify those individuals whose disabilities may improve over time but also to
harass those veterans whose disabilities are static. And because failure to report
for an examination is a basis for terminating compensation, this practice, if
adopted, could result in the termination of benefits to many veterans especially
because they don’t always notify VA when they move.

For these reasons and others, we strenuously object to the proposals by the PCCWW to throw
out the current compensation program and put in its place a program that will be harmful to
the vast number of men and women who have served our nation, and who are fighting even
now in Iraq and Afghanistan. Further, it would require VA to adjudicate cases under two
separate systems.
The Veterans Disability Benefits Commission has exhaustively examined the current
compensation program, affirmed its strengths, and pushed forward many thoughtful and
constructive recommendations for evolving it into a mechanism to better serve America’s new
generation of veterans. Their approach is to retain the best parts of the disability
compensation program and create a process for measured and deliberate reform and
improvement. We urge Congress to carefully consider their recommendations.
Recommendations:
•

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

•

Congress should adopt the recommendations on transition of seriously injured service
members, regardless of where or how the serious injury was incurred, so that their
movement from military service to civilian life can be effected with minimum
additional hardship on both themselves and their families.

•

Congress should create a transition benefit totally separate from VA’s disability
compensation program to better ease the movement of all discharging service
members into civilian life.

•

The Veterans Disability Benefits Commission has laid out a plan for the timely but
measured evolution of major components of the VA’s disability compensation
program. Congress should thoughtfully examine each proposal before mandating
change since the current compensation program, while in need of some updating, is
basically sound and fair.

CRITICAL ISSUE 3: The Challenge of Caring
for Our Newest War Veterans
The Departments of Defense (DOD) and Veterans Affairs (VA) face
unprecedented challenges in meeting the needs of a new generation of disabled veterans,
who suffer from devastating injuries that are both visible and invisible
but that are the inevitable cost of war.
The DOD and VA share a unique obligation to meet the health-care and rehabilitative needs
of veterans who have been wounded during military service or who may be suffering from
severe readjustment difficulties as a result of combat deployments. Military deployments in
Iraq and Afghanistan are among the most demanding since the Vietnam War four decades
ago. Military medicine has advanced to a level of excellence that saves the lives of almost all
soldiers, sailors, airmen, and marines who are being injured today. In fact, the survival rate
for the men and women serving in Iraq and Afghanistan is far greater than the survival rates
for those veterans who served in Vietnam and Korea. However, their wounds are grievous,
and their needs are great.
These deployments are also causing heavy casualties in what are considered the “invisible”
wounds of war: post-traumatic stress disorder (PTSD), depression, family disruptions and
distress, and a number of other social and emotional consequences for those who have served.
The DOD, VA, and Congress must remain vigilant to ensure that federal programs aimed at
meeting these extraordinary needs are sufficiently funded and adapted to meet them, while
continuing to address the chronic health maintenance needs of older veterans who served and
were injured in earlier military conflicts, including World War II, Korea, Vietnam, the Persian
Gulf War, and other military engagements. Also, Congress must remain apprised of how VA
spends the significant new funds that have been added and earmarked specifically for the
purpose of meeting the post-deployment mental health-care and physical rehabilitation needs
of veterans of Operation Iraqi Freedom and Operation Enduring Freedom (OIF/OEF) military
service.
VA has adopted the principles of the President’s New Freedom Commission on Mental
Health, which has an ultimate goal of full recovery for people with mental illnesses. The
commission’s framework for achieving this important goal should be the guiding beacon for
VA mental health planning, programming, budgeting, and clinical care for veterans of
OIF/OEF service, and those of all military service periods. Optimal recovery is also the goal
for those with severe physical injuries.
Traumatic Brain Injury
Traumatic brain injury (TBI), spinal cord injury (SCI), and other serious injuries account for
almost 20 percent of the combat causalities sustained by U.S. soldiers, sailors, airmen, and
marines in OIF/OEF.4
4
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TBI occurs when explosive blast pressure waves violently shake or compress the brain within
the closed skull and cause devastating and often permanent damage to brain tissues. Veterans
with severe TBI will need a lifetime of intensive services to care for their injuries.
Military service personnel who sustain catastrophic physical injuries, and suffer severe TBI,
are easily recognized, and the treatment regimen is well established. However, the DOD and
VA experts note that TBI can also occur without any apparent physical injuries if a person is
in the vicinity of these powerful detonations. Veterans suffering from this milder form of TBI
may not be easily diagnosed; however, symptoms can include chronic headaches, irritability;
dis-inhibition, sleep disorders, confusion, memory problems, and depression, among other
conditions. With nearly 15,000 improvised explosive device detonations now recorded in
Iraq alone, it is believed that many OIF/OEF service members have suffered mild brain
injuries (including multiple concussions) that have gone undiagnosed and largely untreated
thus far. TBI and its associated symptoms may be detected later only if proper screening is
conducted.
We are concerned about emerging literature that strongly suggests that even mildly injured
TBI patients may have long-term mental and physical health consequences. According to
DOD and VA mental health experts, mild TBI can produce behavioral manifestations that
mimic PTSD or other conditions. Additionally, TBI and PTSD can be coexisting conditions
in one individual. Much is still unknown about the long-term impact of these injuries and the
best treatment models to address mild-to-moderate TBI. We believe VA should conduct more
research into the long-term consequences of brain injury and development of best practices in
its treatment; however, we suggest that any studies undertaken include older veterans of past
military conflicts who may have suffered similar injuries that thus far have gone undetected,
undiagnosed or misdiagnosed, and untreated: Their medical and social histories could be of
enormous value to VA researchers interested in the likely long-term progression of these new
injuries. Likewise, such knowledge of historic experience could help both the DOD and VA
better understand the policies needed to be put into place to improve screening, diagnosis, and
treatment of mild TBI in combat veterans of the future.
Individuals suffering from brain injury often present complex, difficult-to-assess, and even
unique psychological and physiological pictures. This complexity requires a cadre of
specialists to diagnose and manage their medical, psychological, and psychosocial needs.
Most severely injured veterans will require extensive rehabilitation and lifelong clinical,
social, and personal support, including specialty neurological and psychiatric services, and
physical, psychosocial, occupational, and vocational therapies. Currently, VA medical
centers in Minneapolis, Palo Alto, Richmond, and Tampa have been designated as TBI “lead
centers” and provide a full spectrum of specialized care for patients suffering from moderate
to severe brain injuries. Additionally, VA is expanding similar services in 17 other facilities
in each of its Veterans Integrated Service Networks for follow-up care of TBI patients

Government, Harvard University, “Soldiers Returning from Iraq and Afghanistan: The Long-term Costs of
Providing Veterans Medical Care and Disability Benefits” (RWP07-001). January 2007.

referred from the four lead centers and for those referred directly from military medical
treatment facilities.
Although VA has initiated new programs and services to address the needs of TBI patients,
gaps in services are still troubling. The VA’s Office of the Inspector General (OIG) issued
a report July 12, 2006, titled Health Status of and Services for Operation Enduring
Freedom/Operation Iraqi Freedom Veterans after Traumatic Brain Injury Rehabilitation. The
report assessed health-care and other services provided for veterans and active duty patients
with TBI, and then examined their status approximately one year following completion of
rehabilitation.
The report found that better coordination of care between DOD and VA health-care services
was needed to enable veterans to make a smooth transition. According to the report, the goal
of achieving optimal function of each individual requires further interagency agreements and
coordination between the DOD and VA. The Independent Budget veterans service
organizations (IBVSOs) believe the true measure of success will be the extent to which the
most severely injured veterans are able to reenter normal society or, at minimum, achieve
stability of function at home or in age-appropriate continuing care facilities made available for
them. Until these results become clear, we will continue to consider this program as a work in
progress.
The IBVSOs are pleased that VA has designated TBI as one of its special emphasis programs
and is committed to working with the DOD to provide comprehensive acute and rehabilitative
care for veterans with brain injuries. We are also encouraged that VA has responded to the
growing demand for specialized TBI care and, fulfilling the requirement of Public Law 108422, established four polytrauma rehabilitation centers (PRCs) that are now colocated with the
existing TBI lead centers named above. However, the authors of The Independent Budget
remain concerned about whether VA has addressed the long-term emotional and behavioral
problems that are often associated with TBI and the devastating impact on both veterans and
their families. As noted in the July 2006 OIG report, “these problems exact a huge toll on
patients, family members, and health care providers.” The following excerpt from the report
is especially telling:
In the case of mild TBI, the [veteran’s] denial of problems which can accompany
damage to certain areas of the brain often leads to difficulties receiving services.
With more severe injuries, the extreme family burden can lead to family
disintegration and loss of this major resource for patients.
The OIG conducted interviews with 52 patients to assess four areas of concern: general wellbeing, functional status, social adjustment and behavior, and access to health-care services.
We believe several key issues identified by patients and families warrant action by VA and
continued oversight by Congress:
•

Patients and families highlighted the importance of case managers in facilitating care
but reported significant variances in the effectiveness of currently assigned case
managers, rating them from “outstanding” to “poor.”

•
•
•
•
•
•

Access to care because of distance from a VA facility was perceived as a barrier for
patients living in remote areas.
There were significant problems with discharge planning in some cases, with gaps in
follow-up care.
Working spouses feared they could lose their jobs as a consequence of the demands of
caring for their loved ones.
Spouses and parents reported feeling isolated and suggested the need for a support
network.
Some families received psychological support they needed, while others reported they
had not.
Many families reported difficulty with behavioral problems, including memory loss,
disruptive acts, depression, and substance abuse—common problems associated with
TBI. They also reported issues with anger, community reintegration, and
socialization.

The OIG recommendations included improving case management for TBI patients to ensure
lifelong coordination of care; improving collaborative policies between the DOD and VA;
starting new initiatives to support families caring for TBI patients, including providing
additional caregivers; and recommending that rehabilitation for TBI patients is initiated by the
DOD when clinically indicated. We fully concur with the OIG’s recommendations and
recognize that supporting these patients for a lifetime of care and service will be a continuing
challenge for VA.
VA now requires a case manager be assigned to each OIF/OEF veteran enrolled in VA health
care. The case manager’s duty is to communicate and coordinate all VA benefits and
services. Also, VA has created liaison and social work positions in DOD facilities to assist
injured service members with their transition to veteran status and providing advice and
assistance to them and their families in accessing VA services. We commend VA for its
outreach to these new veterans, as well as for improving the knowledge and skills of VA
clinicians through educational initiatives defining the unique experience and needs of this
newest generation of combat veterans. We acknowledge VA’s dedication and commitment to
meeting the needs of veterans with TBI through high-quality services at its polytrauma-TBI
lead centers, for ongoing research into this debilitating injury, and for establishing effective
services with academic and military affiliates to fill gaps in service when and where they are
found. However, we are concerned about media reports from veteran patients with TBI and
their family members who claim that VA TBI care is not up to par in certain locations,
prompting them to seek rehabilitation services from private facilities.
We encourage VA and Congress to ensure severely wounded TBI veterans are receiving the
best rehabilitative care available, and that the needs of their family caregivers be met with
innovative and effective programs.
Mental Health and Substance Abuse Challenges
Current research highlights that OIF/OEF combat veterans are at higher risk for PTSD and
other mental health problems as a result of their military experiences. The most recent

research indicates that 25 percent of OIF/OEF veterans seen at VA have received mental
health diagnoses.5
VA reports that OIF/OEF veterans have sought care for a wide array of possible medical and
psychological conditions, including adjustment disorder, anxiety, depression, PTSD, and the
effects of substance abuse. Through October 2007, VA reported that, of the 263,909
separated OIF/OEF veterans who have sought VA health care since fiscal year 2002, a total of
100,580 unique patients have received a diagnosis of a possible mental health disorder. More
than 48,000 enrolled OIF/OEF veterans had a probable diagnosis of PTSD, almost 33,000
OIF/OEF veterans have been diagnosed with depression, and more than 40,000 reported
nondependent abuse of drugs.6 These data are consistent with DOD studies of OIF/OEF
combat troops.
In the most recent compilation of screenings of service members returning from deployment
in Iraq, 38 percent of active duty soldiers and 31 percent of active duty marines acknowledged
a psychosocial problem. The positive screening rates for reservists were even higher, at 46
percent and 50 percent for Army Reserve and National Guard members, respectively, and 44
percent for Marine Corps Reserve members.7 The most recent DOD study (March 2007) of
more than 1,700 soldiers and marines in deployment in Iraq found that 20 percent of soldiers
and 15 percent of marines screened positive for a mental health problem. These rates rose to
30 percent among those exposed to the highest levels of combat. Screening rates were also
significantly correlated with the number and duration of deployments (e.g., rates for multiple
deployments were 27 percent versus 17 percent for one-time deployments).8
VA has intensified its outreach efforts to OIF/OEF veterans and reports that the relatively
high rates of health-care utilization among this group reflect the fact that these veterans have
ready access to VA health care, which is available without fees or copayments for two years
following separation from service for health problems potentially related to wartime service.
Bills in both chambers of Congress have advanced to increase this two-year eligibility to five
years. We fully support this change primarily due to the nature of the mental health challenge
VA must confront in the OIF/OEF population.
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Currently, no thorough data have been collected from returned OIF/OEF veterans on their
personal perceptions of barriers to care. It remains unclear whether there are some VA
services needed by recently returned OIF/OEF veterans that are currently unavailable. For
example, in the most recent survey of soldiers and marines in Iraq, which included a large
number of reservists, 20 percent of soldiers and 13 percent of marines indicated that they were
planning a divorce—double the rate found just two years ago.9 In a recent anonymous survey
of Maine National Guard members, after repatriation from deployments, 36 percent
acknowledged relationship problems with a spouse and/or children.10 Yet few VA medical
centers or VA community-based outpatient clinics provide any marital and family counseling.
The abuse of alcohol and other substances continues to be a major health problem for
veterans. We are concerned that over the past decade VA has drastically reduced its
substance abuse treatment and related rehabilitation services, and has made little progress in
restoring them—even in the face of increased demand from veterans returning from OIF/OEF.
There are multiple consistent indications that the misuse of substances will continue to be a
significant problem for OIF/OEF service members and veterans. In a recent study, VA New
Jersey–based researchers examined substance abuse and mental health problems in returning
veterans of the war in Iraq. Researchers noted that although increasing attention is being paid
to combat-stress disorders in veterans, there has been little systemic focus on substance abuse
problems in this population. In the group studied (292 New Jersey National Guard members
who had returned from Iraq within 12 months) there was a 39.4 percent prevalence of a
substance abuse problem; 37.1 percent reported problem drinking; and a 21.2 percent
prevalence of alcohol abuse or dependence. Highlights of the study indicated that nearly 47
percent of veterans studied had reported a mental health and/or substance abuse problem.
Substance abuse problems were found to be higher among veterans with other mental health
problems; access to treatment both during and after deployment was especially low for those
needing substance abuse treatment (among veterans with dual disorders—41 percent received
mental health treatment but only 9 percent received treatment for substance abuse). Similarly,
a study of returning Maine National Guard members found substance abuse problems in 24
percent of the troops surveyed.11 In the most recent DOD anonymous Survey of Health
Related Behaviors Among Active Duty Personnel, 23 percent of respondents acknowledged a
significant alcohol problem.12
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Both VA and DOD current evidence-based treatment guidelines for substance-use disorders
document the substantial research supporting the effectiveness of a variety of treatments. VA
must continue to educate its primary care providers about guidelines, including the detection
of substance-use disorders, to ensure that problems are identified and treated early. In
addition, substance use—common as a secondary diagnosis among newly injured veterans
and others with chronic long-term care illness or injury—often can be overshadowed by acute
care needs, which are seemingly more compelling. Untreated substance abuse results in
health consequences for the veteran, a marked increase in medical expenditures, additional
stresses on families, social costs from loss of employment and additional, avoidable costs to
the legal system. We urge VA and the DOD to continue research into this critical area and to
identify the best treatment strategies to address substance abuse and other mental health and
readjustment issues collectively.
We urge VA to provide a full continuum of care for substance-use disorders, including
additional screening in all its health-care facilities and programs—especially primary care.
Outpatient counseling and pharmacotherapy should be available at all larger VA communitybased outpatient clinics, and short-term outpatient counseling, including motivational
interventions, intensive outpatient treatment, residential care for those most severely disabled,
detoxification services, ongoing aftercare and relapse prevention, self-help groups, and opiate
substitution therapies and newer drugs to reduce craving, should be included in VA’s overall
program for substance abuse and prevention.
Suicide—A Special Concern
According to the American Psychiatric Association, suicide rates have risen among OIF/OEF
active duty members.13 We understand that the DOD has reported that alcohol abuse
contributed in 65 percent of the instances of suicidal behavior in military service members.
Depression and marital and relationship difficulties were seen as additional key contributors
to suicidal ideology. Recognizing the risk, the DOD is now reinforcing its suicide prevention
efforts, and VA is deploying resources specifically targeting suicidal behavior among
returning veterans, including linkage to the National Suicide Prevention Hotline (800-273TALK), sponsored by the Substance Abuse and Mental Health Services Administration of the
Department of Health and Human Services. Ready access to robust mental health and
substance abuse treatment programs, which should include screening and early intervention,
are critical components of any effective suicide prevention effort.
VA’s Specialized PTSD Programs
Without question, the Veterans Health Administration (VHA) has the most comprehensive
mental health programs in the nation to treat veterans with readjustment problems stemming
from military combat, including combat stress and acute and chronic PTSD. The VHA is
home to a cadre of highly skilled clinicians and researchers who specialize in and are
dedicated to helping veterans deal with the unique mental health challenges they face as they
return to civilian life from a military combat deployment.
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VA operates a network of more than 190 specialized PTSD outpatient treatment programs
throughout its system of care, including specialized PTSD clinical teams and/or a PTSD
specialist at each VA medical center. Additionally, vet centers, which provide readjustment
counseling in 207 community-based centers, have reported rapidly increasing enrollments in
their programs, from 9,707 individuals in FY 2004, to 22,749 veterans in FY 2007 (through
August, 2007). These veterans have recorded 95,729 visits so far in FY 2007, a five-fold
increase in visits since FY 2004. These workload data do not include vet center outreach
visits to military bases and reserve and National Guard units to provide information to service
members when they repatriate from overseas deployments. Over that four-year period, only
133 new staff members have been added to the nationwide vet center program, to bring its
total staffing to 1,126. While VA has announced plans to increase the number of vet centers
in the near future, the IBVSOs believe that currently operating vet centers must also bolster
their staffing to ensure that all the centers can meet this rapidly expanding caseload.
In 1989, VA established the National Center for Post-Traumatic Stress Disorder as a focal
point to promote research into the causes and diagnosis of this disorder, to train health-care
and related personnel in diagnosis and treatment, and to serve as an information clearinghouse
for professionals. The center offers guidance on the effects of PTSD on family and work and
notes treatment modalities and common therapies used to treat the condition.
Even though VA has led the way in researching efficacious and best practices for the care of
patients with PTSD and substance abuse disorders, these findings have not been adequately
disseminated across the system and are thus unavailable to many of the veterans that most
need this state-of-the-art care. Such dissemination is a daunting task, but the need is now and
early intervention is critical. We urge VA to double its efforts to incorporate these best
practices into all clinical care programs.
Because of increased roles of women in the military and their exposure to combat in OIF/OEF
theaters, as well as the potential for them to carry the dual burden of combat exposure and
sexual assault, we encourage VA to continue to address, through its treatment programs and
research initiatives, the unique needs of women veterans in treatment of combat-related PTSD
and military sexual trauma.
Summary
Emerging evidence suggests that the burden of combat-related mental illness from OIF/OEF
will be heavy. Utilization rates for health care and mental health services indicate an
increasing requirement for such services in the future. The evidence suggests that the current
wars are presenting new challenges to the DOD and VA health-care systems. The devastating
effects of PTSD, TBI, sexual assault, and other injuries with mental health consequences that
are not so easily recognizable can lead to serious health catastrophes, including occupational
and social disruption, personal distress, and even suicide, if not treated. We must ensure a
stable, robust VA health-care system that is dedicated to the unique needs of the nation’s
veterans—one that is there now for the aging veterans of World War I, World War II, Korea,
and Vietnam, and will remain viable for the newest generation of war fighters who will need

specialized medical and mental health care for decades to come. Congress must remain
vigilant to ensure that research and treatment programs are authorized and sufficiently funded.
Overall, the IBVSOs are pleased with the direction that the DOD and VA have taken and the
progress that they have made with respect to mental health initiatives and programs. We are
also pleased the DOD has acknowledged that it needs to conduct more rigorous pre- and postdeployment health assessments and reassessments with military service personnel who serve
in combat theaters and that it is working to improve collaboration with VA to ensure this
information is accessible to VA clinicians. Likewise, the DOD and VA are to be commended
for attempting to deal with the issue of social stigma and the barriers that prevent service
members and veterans from seeking mental health services. Although we recognize and
acknowledge both agencies’ efforts, the DOD and VA are still far from achieving the
universal goal of “seamless transition.”
All of the challenges VA and DOD face will require an unprecedented level of interagency
cooperation to correct. Nevertheless, the IBVSOs believe that with proper resources, clearly
defined goals and determination to overcome the stigma and other institutional, cultural, and
social barriers, our government can fulfill its commitment to providing the best available
health-care and rehabilitation services to service members and veterans with combat-related
physical and mental health injuries.
Recommendations:
•

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

•

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

•

VA must conduct more research into the consequences of traumatic brain injury and
best practices in treatment to deal with both the medical and mental health aspects of
TBI, including research into the long-term consequences of mild TBI in OIF/OEF
veterans, compared to similar injuries in previous generations of combat veterans.

•

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

•

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

•

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

•

VA should initiate surveys and other research to assess the variety of barriers to VA
care for OIF/OEF veterans, with special emphasis on reservists and guardsmen
returning to veteran status after combat deployments; rural and remote veterans; and
female OIF/OEF veterans. These surveys should assess barriers among all OIF/OEF
veterans—not only the subset who actually enroll or otherwise contact VA for healthcare or other services.

CRITICAL ISSUE 4: VA Needs a Sufficient Construction Budget
The Independent Budget veterans service organizations (IBVSOs) believe that the
Department of Veterans Affairs (VA) needs more resources for major medical facilities
construction to support the implementation of the Capital Asset Realignment for Enhanced
Services (CARES) plan, and to make up for a manifest lack of resources dedicated to
recapitalization and maintenance of its aging physical plant.
When The Washington Post detailed the deplorable living conditions some wounded service
members faced at Walter Reed Army Medical Center, including mold, leaky plumbing, and
holes in walls, the reactions were swift, immediate, and universal. These intolerable
conditions were a national shame, and we as a nation can and must do better for those who
have served this country.
The IBVSOs absolutely agree, but we view the problems at Walter Reed as the manifestation
of a problem we have repeatedly pointed out for years with respect to VA. The unacceptable
living conditions at Walter Reed were caused, in part, because of an insufficient maintenance
budget. The IBVSOs do not want to see a similar situation befall any of the hundreds of
clinics and medical centers within the VA system, and we urge VA to request and Congress to
fully fund all identified maintenance needs as well as to provide a sufficient contingency
budget, in accordance with accepted industry standards and VA’s projections, to meet any
needs that may arise.
In light of the attention focused on the health care of veterans, VA Secretary Jim Nicholson
ordered an immediate review of the Department’s maintenance needs on March 7, 2007. The
results, which were released on May 21, 2007, showed that the majority of VA’s facilities
were in good condition and that most of the deficiencies that VA’s internal review identified
were, in VA’s words “normal wear and tear.”
The IBSVOs, however, have some concerns with the report’s findings and what they
represent. A March 22, 2007, article in The Washington Post reported that VA officials
concluded that 90 percent of the problems identified were routine, but that 10 percent were
deemed more critical. Among the critical problems VA identified were problems with the fire
alarm and smoke-barrier systems in a hospital in Amarillo. In Fayetteville the review found
problems with fixtures and other objects in patient areas that could pose a suicide threat in its
mental health unit. The VA medical center in Saginaw found, “[o]ld, worn out carpet may
harbor residue/bacteria from patients’ personal accidents.” In Manchester the damaged and
stained carpet is more than 15 years old and was installed over asbestos floor tiles. Many
other facilities had leaky pipes or roofs, discolored or defective ceiling tiles, peeling paint or
holes in walls, and issues with the appearance of or quality of the flooring.
In past editions of The Independent Budget, we have identified full and proper funding of the
Non-Recurring Maintenance (NRM) Account as one of the biggest challenges facing VA.
We have cited industry standards, as well as the findings of the PricewaterhouseCoopers

study of VA’s facilities management programs that found a need for VA to spend 2–4 percent
of its plant replacement value each year on NRM.
VA’s Office of Asset Enterprise Management’s most recent Asset Management Plan14 the
current plant replacement value of VA’s facilities to be roughly $40 billion. Accordingly,
VA’s own Asset Management Plan recommends an appropriate level of funding ranging from
$800 million to $1.6 billion on NRM.
The IBVSOs note that the level of NRM funding in the past few years of appropriations has
fallen far below that. This past year, for example, the Administration recommended a paltry
$573 million for NRM for FY 2008. Over the previous two fiscal years, only about $1 billion
total was appropriated for this critical account, far below what VA itself had identified as a
need. The thorough review of VA’s facilities showed so many critical issues or the great
number of less critical but nontrivial instances of disrepair.
Further, we have observed in the past that because the NRM funding is separate from the
construction budget and is part of the health-care portion, it is a tempting target for hospital
managers to dip into to provide patient care. With the difficulties of this Congress in passing
an on-time appropriation, causing VA to make do with inadequate budgets for months at a
time, and with overall health-care funding levels not sufficient to meet the demands of
veterans accessing the system, especially in light of Operation Iraqi Freedom and Operation
Enduring Freedom (OIF/OEF), this is something hospital directors have been forced to do to
meet their primary and immediate objective—providing direct health care to veterans.
Not only was inadequate funding being provided in the first place for non-recurring
maintenance, but it was not necessarily being used for its stated purpose. It is no wonder,
then, that we have seen these maintenance issues. Providing a safe, clean, hospitable healthcare environment is critical to the effective delivery of health care, and, accordingly, Congress
must provide VA with all the resources it needs to address the shortcomings already
identified, and also to stay on top of any problems that arise in the future. We cannot afford
to have what happened at Walter Reed happen ever again. The IBVSOs encourage Congress
and VA to be proactive and to do what is right for this nation’s veterans.
To that end, we applaud Congress for stepping up when these problems were identified,
dramatically increasing funding by $550 million for NRM in the fiscal year 2007
supplemental appropriation. The IBVSOs hope that, in the future, proper levels of funding in
the regular appropriations process will eliminate the need for emergency appropriations.
Further, we were pleased to see that Congress adopted our recommendations to exclude this
NRM funding from apportionment via the Veterans Equitable Resource Allocation (VERA)
formula. As we have argued in the past, VERA tends to send money to the hospitals with the
greatest patient demand, which is not always consistent with facilities that have the greatest
maintenance needs, especially at the oldest VA medical centers.
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With respect to the budget for the Major Construction Account, the IBVSOs are pleased with
the individual efforts of the House and Senate. Both chambers recommended an
appropriation that gives a sizeable increase over the previous fiscal year. The Senate asked
for a total of $727 million, and the House met the recommendation we laid out in the previous
Independent Budget of $1.4 billion. Unfortunately, as of mid-October, Congress has not
approved a final version of the appropriation, and the funding for VA’s list of priority
construction projects is in limbo. Until final funding is approved, VA cannot move forward
on these critical projects, and with the rate of inflation in construction projects, the ultimate
cost to the government will only go up.
Of concern to the IBVSOs, of course, is that delays in construction mean that veterans must
wait—be it for renovations of an existing hospital or construction of a new facility, such as
the money earmarked for a medical center in Las Vegas. We need immediate action on the
funding bills so VA can proceed and veterans can have their health-care needs met.
In identifying VA’s construction priorities, we continue to urge usage of the CARES
prioritization model. Each year, as part of the budget submission, VA presents a long-term
vision for VA construction. This five-year capital plan includes VA’s full list of future
construction priorities as originally identified by the CARES process. Just as important,
however, VA continues to utilize the prioritization methodology from CARES to assess and
rank its planned projects, giving Congress and veterans a clear vision of what VA’s highest
priority needs are.
This is an apolitical process that relies on a full range of assessments to identify the most
pressing needs and where VA’s budget could be spent most wisely. It is a process that the
IBVSOs fully support, and we urge Congress to fully fund those priorities ranked by VA.
It is that ranking, however, that caused us to have some reservations about the
Administration’s FY 2008 request. The request of $511 million, while a sizeable increase
over the $283 million of the previous fiscal year, would only fund six current VA construction
projects—projects that have already received various levels of funding previously. It did not
include funding for any new construction projects, nor did it include funding for six other
projects, which had previously received an appropriation. Projects that were not funded
included the Milwaukee Spinal Cord Injury Center, which was identified as the number 1
priority by VA for fiscal year 2007—although this was later funded outside the regular
budget/appropriations process. Additionally, not one of the 27 new FY 2008 construction
priorities identified by this process received funding under this budget request.
VA has clearly identified a need for these projects. The IBVSOs urge Congress and the
Administration to live up to the promises of CARES and to fully fund these essential projects
and all others that VA identifies to keep VA on the forefront of health-care delivery and to
ensure that its patients—this nation’s veterans—are cared for in safe, comfortable facilities.

Recommendations:
•

Congress and the Administration should provide sufficient funding for the major
construction of new VA health-care facilities and for the renovation and restoration of
existing facilities as determined by the CARES process.

•

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

•

We urge Congress to resolve their differences and enact an appropriations bill at the
earliest possible date to address VA’s self-identified major medical facility
construction needs.

CRITICAL ISSUE 5: Claims Backlog Remains High
To overcome the ongoing problems of the disability claims backlog and resulting delays
in delivery of crucial disability benefits to veterans and their families, the Administration
must invest adequate resources and commit to new strategies to improve quality,
proficiency, and efficiency within the Veterans Benefits Administration (VBA).
These tasks must receive the utmost priority without losing sight of the need to
ensure enhanced quality and accuracy in the adjudication process.
A core mission of the Department of Veterans Affairs (VA) is to provide disability
compensation and pension; dependency and indemnity compensation; and death pension
benefits to veterans, their dependent family members, and survivors. By law, these payments
are intended to relieve the economic effects of disability (or death) on veterans and their
dependents (or survivors). These benefits fail to effectively fulfill their intended purpose if
not delivered promptly and accurately by awarding every benefit allowed by law.15 The
livelihood of disabled veterans and their families rests in the balance.
Financial support requirements among disabled veterans are often urgent, and protracted
delays in these benefits lead to severe hardships, such as deprivation and bankruptcy. Many
veterans die after waiting years for VA to resolve their disability claims. VA disability
benefits are critical to veterans and their families and must therefore be a top priority of the
federal government.
VA has demonstrated great speed and efficiency in adjudicating some claims of veterans
wounded in Iraq and Afghanistan. We applaud VA’s efforts to help our nation’s newest
veterans, but we feel dismayed when VA continues to fail our older veterans by allowing the
backlog to grow daily. While boasting that it is breaking records in awarding new veterans
their rightful benefits, VA sits on hundreds of thousands of older claims filed by veterans of
prior conflicts and military service. These claims lie dormant, awaiting some future
resolution.
VA can only deliver benefits effectively when its adjudication process is timely and accurate.
Considering the critical importance of disability payments to the livelihood of veterans and
their families, VA has an undeniable responsibility to establish an exceptional delivery system
by taking decisive action to correct deficiencies as soon as they become evident. However,
VA has proven unable to maintain a capacity necessary to meet its growing claims workload
and has failed to correct systemic deficiencies that compound the problem of an everexpanding claims backlog.
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Rather than reducing the claims backlog and consequent protracted delays in claims
disposition, VA has lost ground. The backlog of pending claims continues to grow
substantially. In fact, the backlog of compensation and pension (C&P) claims grew from
363,412 in December 2000 to 636,154 in October 2007—an increase of more than 75 percent.
During this same period, three VA Secretaries, representing both political parties, publicly
stated on multiple occasions that reducing the chronic backlog was their highest management
priority. We also note that during this same period, VBA staffing remained essentially flat. Of
the 636,154 C&P claims exiting in October 2007, more than 165,000 were older than six
months. Additionally, more than 161,000 were in appellate status. These figures represent an
increase of pending C&P claims by more the 43,000, an increase in claims older than six
months by nearly 25,000, and an increase in pending appeals by nearly 10,000—all
accumulating over a one-year period from October 2006 to October 2007.
Many underlying causes have acted in concert to bring on this seemingly intractable problem.
These include poor management, misdirected goals, lack of focus, or the wrong focus on
cosmetic fixes, poor planning and execution, and outright denial of the existence of the
problem. These dynamics have been thoroughly detailed in several studies, but they persist
without remedy—that is, without the development and execution of real strategic and
achievable measures.
Additionally, many cases on appeal are needlessly remanded time after time by the Board of
Veterans’ Appeals (Board) and/or the Court of Appeals for Veterans Claims (Court). In many
of these appeals, the evidence of record fully supports a favorable decision on the appellant’s
behalf, yet the appeal is remanded nonetheless. These unjustified remands not only
perpetuate the hamster-wheel reputation of veterans law, but also risk depriving the appellant
of the benefits to which he or she is entitled based on facts already of record. In these cases,
appellants are denied rightful benefits, usually for many additional years, without any remedy
for such delays.
In the context of needless remands, certain issues are specific to the Court. The Court is a
federal court of appeals that was established by the Veterans’ Judicial Review Act of 1988.
Congress created the Court to review decisions rendered by the Board. Section 7252 (a) of
title 38 United States Code authorizes the Court to affirm, modify, or reverse a Board
decision, or to remand the matter as appropriate. When the Court remands a case, it sends it
back to the Board for further action. As with VA, the greatest challenge facing the Court is
the backlog of appeals. Due to long delays in claims processing at VA, it can take years for
appeals to reach the Court. A significant number of disabled veterans are elderly and in poor
health, and many do not live to witness resolution to their claims. Those who do survive are
understandably discouraged.
Over the years, the Court has shown a reluctance to reverse errors committed by the Board.
Rather than addressing an allegation of error raised by an appellant, the Court has a
propensity to vacate and remand cases to the Board based on an allegation of error made by
the Secretary of Veterans Affairs for the first time on appeal, such as an inadequate statement
of reasons or bases in the Board decision. Another example occurs when the Secretary argues,
again for the first time on appeal, for remand by the Court because VA failed in its duty to

assist the claimant in developing the claim, notwithstanding the Board’s express finding of
fact that all development is complete. Such actions are particularly noteworthy because the
Secretary has no legal right to appeal a Board decision to the Court.16
Further, once the Court remands a case based on error by the Board, the Court will generally
decline to review alleged errors raised by an appellant that actually serve as the basis of the
appeal. Instead, the Court remands the remaining alleged errors on the basis that an appellant
is free to present those errors to the Board—even though an appellant may have already done
this—although there is the possibility that the Board may repeat the same mistakes on
remand. Such remands can leave errors by the Board—properly raised to the
Court—unresolved; reopen the appeal to unnecessary development and further delay;
overburden a backlogged system already past its breaking point; exemplify far too restrictive
and out-of-control judicial restraint; and inevitably require an appellant to invest many more
months and perhaps years of his or her life in order to receive a decision that the Court should
have rendered on initial appeal. As a result, many cases are appealed to the Court for the
second, third, and fourth times.
In addition to postponing decisions and prolonging the appeal process, the Court’s reluctance
to reverse Board decisions may provide an incentive for VA to avoid admitting error and
settling appeals before they reach the Court. By merely ignoring arguments concerning legal
errors rather than resolving them at the earliest stage in the process, VA contributes to the
backlog by allowing a greater number of cases to go before the Court. If the Court would
reverse decisions more frequently, the IBVSOs believe VA would be discouraged from
standing firm on decisions that are likely to be overturned or settled late in the process.
The Court, however, is not unique in its contribution to the backlog of VA claims. In many
cases, the Board, as well as various regional offices, overdevelop claims to the point of
lending validation to the increasing accusations that VA “develops to deny” claims. The
Secretary has an obligation to inform a claimant of any information, and any medical or lay
evidence, not previously provided to the Secretary that is necessary to substantiate the claim.
In far too many appeals, the Board concludes that remand is required solely for obtaining a
VA medical opinion notwithstanding the claimant’s submission of a private medical opinion
adequate for rating purposes. VA’s conduct in these cases violates the very purpose of its
pro-claimant, nonadversarial benefits delivery system. Claimants desiring to participate in
securing a fully informed medical opinion are entitled to do so.
If a claimant secures an adequate medical opinion, there is no need for VA to seek its own
medical opinion. Congress enacted 38 U.S.C. § 5125 for the express purpose of eliminating
the former 38 C.F.R. § 3.157(b)(2) requirement that, prior to an award of VA benefits, a
private physician’s medical examination report be verified by an official VA examination
report. Section 5125 was therefore codified to eliminate unnecessary delays in the
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adjudication of claims and to avoid the costs associated with unnecessary medical
examinations.
Notwithstanding the elimination of 38 C.F.R. § 3.157, and the enactment of 38 U.S.C.A. §
5125, VA consistently refuses to render decisions in claims wherein the claimant secures a
private medical opinion until a VA medical opinion is obtained. Such actions not only
validate accusations that VA develops claims to deny benefits, but also contribute
substantially to the backlog by needlessly delaying decisions and prompting additional
appeals when a VA medical opinion fails to validate the claimant’s private medical opinion.
VA should ensure that claimants are properly notified as to what constitutes a medical opinion
adequate for rating purposes. When claimants submit a competent private medical opinion in
support of their case, VA must to decide the case based on such opinion, if adequate for rating
purposes, rather than further delaying the claim by arbitrarily requesting an additional medical
opinion.
In its recent in-depth report, the Veterans Disability Benefits Commission (VDBC) expressly
referred to the untimely deliverance of VA benefits as an “unacceptable situation.” The
VDBC found numerous explanations for the claims backlog, to include court decisions,
statutory changes, and resource limitations. Many other studies over the years have assessed
the processing of both claims and appeals and have made various recommendations for
change. Yet veterans seeking disability compensation still face a complex process. The
population of veterans is steadily decreasing with the passing of veterans of World War II and
Korea. However, the aging of the Vietnam Era veterans means that they are filing original and
reopened claims in large numbers.
Technology offers opportunities for improvement. Therefore, the IBVSOs agree with the
VDBC that increased reliance on best business practices and maximum use of information
technology should be coupled with a simplified and expedited process for well-documented
claims to improve timeliness and reduce the backlog.
The IBVSOs are aware that a significant increase in claims processing staff has recently been
approved, although the funding for such increase has not been enacted. We are also aware
that the time required for training and the slow development of job experience will limit the
speed with which results can occur. Nonetheless, the IBVSOs agree with the VDBC’s
recommendation that Congress should mandate and provide appropriate resources to reduce
the VA claims backlog by 50 percent within two years.
Adjudication of veterans’ claims is a labor-intensive, hands-on system of decision
making—decisions with lifelong consequences. The government’s political and management
decisions have collectively diminished the quality of claims processing, causing the agency to
lose ground against the claims backlog. During Congressional hearings, VA is routinely
forced to defend VBA budgets, knowing they are inadequate to fulfill its mission. VA must
also establish a long-term strategy primarily focused on attaining quality and accuracy, not
merely on achieving arbitrary production quotas in claims processing. The rating process
should have built-in checks or periodic evaluations to ensure consistent and accurate
reliability and validity of ratings across impairment categories and regions.

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

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

•

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

•

Actions that fall under category 2 are of an administrative nature and are generally
accomplished by the Clerk of the Court. The Court’s judges must accomplish
categories 1 and 3, thus presenting the information in this suggested format would
give Congress a clearer picture of the Court’s accomplishments. The annual report
should also include the number of memorandum decisions made by each judge.

•

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

•

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

•

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

•

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

CRITICAL ISSUE 6: Seamless Transition from the DOD to VA
The Departments of Defense (DOD) and Veterans Affairs (VA) must ensure
that all servicemen and servicewomen separating from active duty
have a seamless transition from military to civilian life.
As servicemen and servicewomen return from the conflicts in Iraq and Afghanistan, the DOD
and VA must provide these men and women with a seamless transition of benefits and
services as they leave military service and become veterans. The transition from the DOD to
VA continues to be inconsistent and generally difficult. This simply creates additional
hardship for new veterans trying to gain access to VA system. The Independent Budget
veterans service organizations (IBVSOs) believe that veterans should not have to wait to
receive the benefits and health care that they have earned and deserve.
The problems with transition from the DOD to VA were never more apparent than during the
controversy that occurred at Walter Reed Army Medical Center earlier this year. Much of the
media coverage misrepresented the problems at Walter Reed as being a problem with VA care
for injured service members. The real problems with DOD care at Walter Reed are a
reflection of the administrative difficulties associated with transitioning from the DOD to VA.
The Independent Budget continues to stress the points outlined by the President’s Task Force
to Improve Health Care Delivery for Our Nation’s Veterans (PTF) report released in May
2003 and reinforced by the President’s Commission on Care for America’s Returning
Wounded Warriors (PCCWW) in September 2007 regarding transition of soldiers to veteran
status. Foremost among the recommendations made by the PTF and the PCCWW is
increased collaboration between the DOD and VA for the transfer of personnel and health
information. Unfortunately, the need is still not being met.
The IBVSOs believe that the DOD and VA must continue to develop electronic medical
records that are interoperable and bidirectional, allowing for a two-way electronic exchange
of health information and occupational and environment exposure data. We applaud the DOD
for beginning to collect medical and environmental exposure data electronically while
personnel are still in theater and this must continue. But it is equally important that this
information be provided to VA. These electronic medical records should also include an
easily transferable electronic DD Form 214, Certificate of Release or Discharge from Active
Duty, forwarded from the DOD to VA. This would allow VA to expedite the claims process
and give the service member faster access to health care and benefits.
The Joint Electronic Health Records Interoperability (JEHRI) plan, as agreed to by both VA
and the DOD through the Joint Executive Council and overseen by the Health Executive
Council, is a progressive series of exchange of related health data between the two
departments culminating in the bidirectional exchange of interoperable health information.
However, with continued successes from the first phase through milestones in the second
phase, achieving real time sharing of computable health information is heavily dependent on
health data standards and technology not wholly under the control of either department.

Moreover, the IBVSOs are not encouraged by reports that, in some instances, medical data
gathered in theater and stored on electronic smart cards provided to the soldier are not even
readable by other military medical facilities upon the service member’s return. This does not
bode well for an electronic system meant to exchange information between federal agencies.
The Independent Budget likewise concurred with the PCCWW recommendation that the DOD
and VA implement a single comprehensive medical examination, and we believe that this
must be absolutely done as a prerequisite of promptly completing the military separation
process. However, we would like to reiterate our belief that if and when a single separation
physical becomes the standard, VA should be responsible for handling this duty. The VA
simply has the expertise to conduct a more thorough and comprehensive examination as part
of its compensation and pension process. Moreover, the inconsistencies of the physical
evaluation board (PEB) processes from the different branches of the service can be overcome
with a single physical administered from the VA perspective, and not the DOD’s.
The problem with separation physicals identified for active duty service members is
compounded when mobilized reserve forces enter the mix. A mandatory separation physical
is not required for demobilizing reservists. Though the physical examinations of
demobilizing reservists have improved in recent years, there are still a number of soldiers who
“opt out” of the physicals, even when encouraged by medical personnel to have the physical.
Though the expense, manpower, and delays needed to facilitate these physicals might be
significant, the separation physical is critical to the future care of demobilizing soldiers. We
cannot allow a recurrence of the lack of information that led to so many issues and unknowns
with Gulf War Syndrome, particularly among our National Guard and Reserve forces. This
would also enhance collaboration by the DOD and VA to identify, collect, and maintain the
specific data needed by both Departments to recognize, treat, and prevent illnesses and
injuries resulting from military service.
In the past several years, the DOD and VA have made good strides in transitioning our
nation’s military to civilian lives and jobs. The Department of Labor’s (DOL) Transition
Assistance Program (TAP) and Disabled Transition Assistance Program (DTAP), handled by
the Veterans Employment and Training Service (VETS), is generally the first service that a
separating service member will receive. In particular, local military commanders, through the
insistence of the DOD, began to allow their soldiers, sailors, airmen, and marines to attend far
enough in advance to take greatest advantage of the program. The programs were provided
early enough to educate these future veterans on the importance of proper discharge physicals
and the need for complete and proper documentation. It made them aware of how to seek
services from VA and gave them sufficient time to think about their situations and then seek
answers prior to discharge.
The TAP and DTAP programs continue to improve. But challenges continue at some local
military installations, at overseas locations, and with services and information for those with
injuries. Disabled service members who want to file a claim for VA compensation benefits
and thus, other ancillary benefits, are dissuaded by the specter of being assigned to a medical
holding unit for an indefinite period. Furthermore, there still appear to be disorganization and
inconsistency in providing this information. Though individuals are receiving the

information, the haphazard nature and quick processing time may allow some individuals to
fall through the cracks. This is of particular risk in the DTAP program for those with severe
disabilities who may already be getting health care and rehabilitation from a VA spinal cord
injury center despite still being on active duty. Because these individuals are no longer
located on or near a military installation, they are often forgotten in the transition assistance
process. DTAP has not had the same level of success as TAP and it is critical that
coordination be closer between DOD, VA, and VETS to improve this.
Though the achievements of the DOD and VA have been good with departing active duty
soldiers, there is a much greater concern with the large numbers of Reserve and National
Guard soldiers moving through the discharge system. Due to the number of troops that are on
“stop loss”—a DOD action that prevents troops from leaving the military at the end of their
enlistments during deployments—large numbers of troops rapidly transition to civilian life
upon their return. Both the DOD and VA seem ill-prepared to handle the large numbers and
prolonged activation of reserve forces for the global war on terrorism. The greatest challenge
facing these service members is their rapid transition from active duty to civilian life. Unless
injured, these service members may clear the demobilization station in a few days. Little of
this time is dedicated to informing them about veterans benefits and services. Additionally,
DOD personnel at these sites are most focused on processing soldiers through the site. Lack
of space and facilities often allow for limited contact with the demobilizing soldiers by VA
representatives.
The IBVSOs believe that the Department of Defense and Department of Veterans Affairs
have made progress in the transition process. Unfortunately, limited funding and a focus on
current military operations interfere with providing for service members who have chosen to
leave military service. If we are to ensure that the mistakes of the first Gulf War are not
repeated during this extended global war on terrorism, it is imperative that a truly seamless
transition be created. With this, it is imperative that proper funding levels be provided to VA
and the other agencies providing services for the vast increase in new veterans from the
National Guard and Reserves. Servicemen and servicewomen exiting military service should
be afforded easy access to the health care and benefits that they have earned. This can only be
accomplished by ensuring that the DOD and VA improve their coordination and information
sharing to provide a seamless transition.

CRITICAL ISSUE 7: The National Cemetery Administration
The National Cemetery Administration (NCA) must ensure that burial in a national or state
veterans cemetery is an available option for all veterans and their family members and
must provide a dignified setting with perpetual care that honors veterans and exhibits
evidence of the nation’s gratitude for their military service.
The Department of Veterans Affairs (VA) National Cemetery Administration maintains more
that 2.8 million gravesites at 125 national cemeteries and 33 additional installations in 39
states and Puerto Rico. Currently there are more than 17,000 acres within established NCA
installations. Only slightly more than half of this land is undeveloped. Including available
gravesites and the undeveloped land, there is the potential to provide more than 4 million
resting places. In addition to the maintenance of these facilities, the NCA administers four
programs: the State Cemetery Grants Program (SCGP), the Headstone and Marker Program,
the Presidential Memorial Marker Program, and Outer Burial Receptacle reimbursements.
VA estimates that approximately 24 million veterans are alive today. These veterans served in
wars and conflicts ranging from World War I to the war on terrorism, as well as service in
peacetime. As the age of America’s veterans increases, so does their death rate. In 2008,
nearly 670,000 veterans are expected to die, this number is expected to peak in 2009 at
approximately 700,000. Experts predict one in six of those veterans will request burial in a
national cemetery.
The purpose of the national cemetery is to honor the memory of America’s servicemen and
servicewomen. Many of our nation’s cemeteries are steeped in history, and the monuments,
markers, and memorials represent the very foundation of this country. Our nation’s burial
grounds are a national treasure, deserving of the utmost care and protection. To achieve this
high standard of preservation, the NCA faces serious challenges. The increase in the demand
for interment and the need for continuous gravesite maintenance, including the repairs,
upkeep, and other labor-intensive tasks involved in operating a cemetery, continue to rise. To
meet these challenges, the NCA must have adequate funding to ensure it remains a worldclass system that honors our veterans and recognizes their contributions and service to our
nation. Therefore, The Independent Budget recommends a budget for the NCA that will both
meet the growing demand and allow every man and woman who has worn the uniform of the
United States armed forces to be treated with dignity and respect.
To ensure the NCA’s capability to maintain our national cemeteries remain dignified and
respectful settings, a comprehensive effort must be made to greatly improve the condition,
function, and appearance of these cemeteries. To assist in restoring the national cemeteries,
The Independent Budget recommends to Congress the establishment of a five-year, $250
million “National Shrine Initiative” to restore the character of NCA cemeteries.
In addition to the day-to-day operations to develop, maintain, and improve NCA cemeteries,
the NCA-run State Cemetery Grants Program is vital in establishing and maintaining
veterans’ gravesites in areas where the NCA cannot fully respond to veterans’ burial needs.

This program provides grant money to states to ensure that veterans’ burial needs are met in
areas without national cemeteries or in areas underrepresented as a result of the number of
veterans living there. It is imperative that the SCGP be funded at a level that ensures states
can continue to meet the needs of veterans who want to be buried closer to their homes and at
a level that meets the challenge of growing state interest in providing burial services in areas
not currently served.
In 1973 the NCA established a burial allowance benefit aimed at offsetting the cost of
interment. Over the years, this benefit has severely eroded, currently paying only 6 percent of
what was provided when the benefit was first provided. Therefore, The Independent Budget
recommends increasing the plot allowance from $300 to $754 and expanding eligibility to
include all veterans who would be eligible for burial in a national cemetery, not just those
who served during wartime. We also recommend increasing the service-connected benefit
from $300 to $1,270. These modest increases will make a more meaningful contribution to
the burial costs of our veterans.
The NCA honors veterans with a final resting place that commemorates their service to the
nation. Each Memorial Day and Veterans Day we honor the last full measure of devotion they
gave for this country. Our national cemeteries are more than the final resting place of honor
for our veterans— they are hallowed ground to those who died in our defense and a memorial
to those who survived.
Recommendations:
•

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

•

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

•

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

•

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

