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ACHIEVING HEALTH EQUITY FOR 
AMERICA’S MINORITY VETERANS 

TUESDAY, FEBRUARY 11, 2020 

U.S. HOUSE OF REPRESENTATIVES 
SUBCOMMITTEE ON HEALTH 

COMMITTEE ON VETERANS’ AFFAIRS 
Washington, D.C. 

The subcommittee met, pursuant to notice, at 2:32 p.m., in room 
210, House Visitors Center, Hon. Julia Brownley [chairwoman of 
the subcommittee] presiding. 

Present: Representatives Brownley, Lamb, Brindisi, Rose, 
Cisneros, and Dunn. 

Also present: Representative Roe. 

OPENING STATEMENT OF JULIA BROWNLEY, CHAIRWOMAN 

Ms. BROWNLEY. Good afternoon and welcome to the Sub-
committee on Health’s hearing on Achieving Health Equity for Mi-
nority Veterans. 

In the next 25 years, America will be a majority minority coun-
try. Today, minorities disproportionately serve in the U.S. military. 
As America changes, so too will the veteran population, and so 
must the institution that provides their health care. The types of 
services, the competencies it develops, and the manner of outreach 
it conducts must meet the unique needs of its patients. 

To better meet new needs, VA must address current struggles, 
from implicit bias in medical providers and front-line staff, to in-
complete and missing data. VA should be the leader in American 
health care that can dynamically meet the needs of an increasing 
diverse and intersectional patient population. 

The GAO report from December 2019 found VA’s Health Equity 
Action Plan, originally drafted in 2014 and reissued again in 2018, 
had no measurable outcomes to date. No one is accountable for the 
success or failure of its efforts and, to make matters more con-
cerning, VA’s data on race and ethnicity is inconsistent, if not all 
together missing. 

Last month, I traveled to Cheyenne River and Standing Rock In-
dian Reservations, where I heard numerous concerns from veterans 
of culture insensitivity and racial bias perpetrated by VA patients 
and staff. At last week’s joint hearing, we heard how women’s expe-
riences with VA can have a deeply discouraging impact on their 
willingness to continue to receive care at the VA. As this committee 
knows all too well, no veteran is immune from harassment and as-
sault inside facilities. 
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We know racial bias in health care contributes to different out-
comes and increased fatalities. Providers with unconscious or con-
scious stereotypes about minorities may contribute to how they re-
spond to a patient’s concern. We know the legacies of horror such 
as Tuskegee experiments and the forced sterilization of Native 
women, compounded with experiences of racial bias and culturally 
insensitive providers contribute greatly to mistrust of health sys-
tems by people of color. 

Ms. Williams highlighted in her written testimony during focus 
groups participants reported that VA providers take the pain and 
symptoms of people of color, particularly women, less seriously 
than those of their white counterparts, providing a barrier to cor-
rect health diagnoses and contributing to a lack of trust. It is the 
undoing of bias and the building of trust that VA must work to-
ward. 

VA’s patients are only becoming more female and more ethnically 
and racially diverse. The realignment of a system built to serve 
white, straight men has to be a priority from a matter of patient 
safety to customer satisfaction. VA should be the leader in closing 
the chasm between minority and white health status in the United 
States. 

With that, I would like to recognize Dr. Dunn for 5 minutes for 
any opening remarks he may wish to make. 

OPENING STATEMENT OF NEAL P. DUNN, RANKING MEMBER 

Mr. DUNN. Thank you, Chairwoman Brownley, and thank our 
witnesses for spending time with us today. It is a pleasure to be 
back here in the committee room with you again this year. 

As the veteran population continues to diversify, we must ensure 
that the Department of Veterans Affairs is equipped to provide all 
those who have bravely served our great Nation with equitable, 
high-quality health care. 

Last year, this subcommittee held a hearing to discuss how the 
VA is caring for a growing number of women who are seeking VA 
care, and today we are discussing how the VA is caring for a grow-
ing number of veterans who are members of racial and ethnic mi-
norities. By 2040, military veterans are expected to be majority mi-
norities in the country. Concerns about the disparities in health 
care for minorities have long existed; it is not unique to the VA ei-
ther. 

I will note that the VA’s Office of Health Equity received in-
creased funding and staff allocations in 2019 to support its impor-
tant mission of identifying and eliminating inequities in care for 
minority veterans. The office’s work culminated last Fiscal Year in 
the release of a new version of its Health Equity Action Plan. I look 
forward to hearing this afternoon about how the VA is going to 
track the progress in implementation of that plan and what metrics 
they plan to assess. 

I think all of us, the VA, Congress, veterans themselves, all want 
to ensure that every single one of the brave men and women who 
have served our country and worn its uniform are well taken care 
of. Service and patriotism know no race or gender. 

I am grateful to the witnesses and audience members for being 
here today. I look forward to a productive conversation. 
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I will apologize to the Chairwoman in advance that I must leave 
early; however, it is in the service of veterans. We have a veterans 
STEM bill that is being signed into law this afternoon, so I am 
going to be attending that ceremony. 

With that, I yield back. 
Ms. BROWNLEY. Thank you, Dr. Dunn. 
We have one panel today. With us is Dr. Carolyn Clancy, she is 

the Deputy Under Secretary for Discovery, Education, and Affiliate 
Networks at the Veterans Health Administration. She is accom-
panied by Dr. Ernest Moy, the Executive Director of Health Equity, 
and Dr. Donna Washington, an attending physician at the Greater 
Los Angeles Health System. 

Then we also have Ms. Kayla Williams. She is a Senior Fellow 
and Military, Veterans, and Society Program Director at the Center 
for a New American Security. 

Last, but certainly not least, Ms. Melissa Bryant, the Legislative 
Director for The American Legion. 

Welcome all of you, thank you for being here. With that, I recog-
nize Dr. Clancy. 

STATEMENT OF CAROLYN CLANCY 

Dr. CLANCY. Good afternoon, Chairwoman Brownley, Ranking 
Member Dunn, and distinguished members of the subcommittee. I 
appreciate the opportunity to discuss our continued progress in 
achieving health equity for minority veterans. 

I am accompanied today by Dr. Ernest Moy, the Executive Direc-
tor of the Office of Health Equity, and Dr. Donna Washington, At-
tending Physician and Researcher at the Greater Los Angeles 
Healthcare System. 

Our goal at VA is to shorten the distance veterans need to go for 
care and to leave no one behind. Health equity means that all vet-
erans receive timely access to safe, high-quality care that helps 
them achieve their highest level of health regardless of age, gender, 
race, ethnicity, sexual orientation, and geography. 

Overall, there are few differences in the quality of services deliv-
ered to veterans by Veterans Health Administration (VHA) related 
to race and ethnicity. Preventive care and care for chronic diseases 
are delivered similarly for all groups within VHA, in contrast to 
the private sector where systematic disparities are too common. 

While the delivery of services is equitable, outcomes of care for 
racial and ethnic minority veterans in our system often lag behind 
outcomes achieved by non-Hispanic white veterans. For example, 
despite receiving comparable services, racial and ethnic minority 
veterans with diabetes are more likely to have poor glucose control 
and less likely to have good control of blood pressure and choles-
terol. 

There are also interactions between gender, race, and ethnicity 
in these outcomes. For example, non-Hispanic black veterans with 
diabetes are less likely than non-Hispanic white veterans to have 
good blood pressure and glucose control regardless of sex. Among 
veterans with heart disease, women, regardless of their demo-
graphic background, are less likely to have good cholesterol control 
compared with either non-Hispanic black or white men. In com-
parison to commercial plans, achievement of control of these cardio-
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vascular risk factors are much better in VA, but we are not done 
yet. 

Health equity also includes factors outside the direct provision of 
care that impact patient outcomes, including individual’s education, 
income, geography, and other factors. The Office of Health Equity 
has a broad charge, including analyzing data on disparities, raising 
awareness about veterans’ equity issues, working with our medical 
centers to improve outcomes for all veterans, and supporting work-
force diversity and inclusion within VHA. 

We have successfully addressed what are often referred to as the 
social determinants of health on a large scale; for example, reduc-
ing homelessness and food insecurity among veterans. We also, un-
like most health care systems, have the capacity to address other 
determinants such as education, employment, and social isolation 
in conjunction with the Benefits Administration and Veterans Serv-
ice Organizations, and others. Consequently, the Office has sup-
ported the development of two unique tools, one allows our medical 
centers to identify and address social determinants in their par-
ticular populations, a second actually is an equity-guided improve-
ment strategy, which uses equity information at VA medical cen-
ters to identify specific groups of veterans at a higher risk of re-
ceiving lower quality of care. 

In the December 2019 GAO report, there was a recommendation 
that the Office develop performance measures and clear lines of ac-
countability to track progress toward equity for veterans, and to as-
sess and improve the accuracy of racial and ethnic coding in VA 
systems. 

In response to the first, the Office, along with the Health Equity 
Coalition, which is comprised of leaders across the Department of 
Veterans Affairs, have updated the Health Equity Action Plan, lay-
ing out a roadmap for the future. 

In response to the second recommendation, the Office is 
partnering with researchers and supporting two assessments, the 
first led by Dr. Washington will formally determine the quality of 
coding by comparing existing racial and ethnic coding in the elec-
tronic record with self-reported survey information, because the 
self-report is considered the gold standard. A second assessment 
will collect race and ethnicity information in VA medical centers di-
rectly from veterans using an iPad, which will minimize staff dis-
comfort when asking for this information, particularly in a situa-
tion where there are a lot of people around. 

It is worth noting that race and ethnicity data are missing on 
about 7 percent of our veterans, which is better than that seen 
typically in the private sector. 

We are also proud to report our progress in fostering a more in-
clusive patient experience for women and lesbian, gay, bisexual and 
transgender (LGBT) communities. The Office works with our Office 
of Women’s Health Services to support assessments of equity issues 
faced by women veterans and share data. I think you have heard 
about the research we are supporting that involves close collabora-
tion between researchers, providers, and the women patients them-
selves. The Office also works with LGBTQ coordinators to support 
assessments of equity issues by these veterans. 
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The Office has also served as VA’s point of contact with the 
Health Care Equality Index, a major benchmarking tool throughout 
the health care industry, and is sponsoring work with the CDC to 
examine LGBT veterans, because they cannot be systematically 
identified in our current data systems. It is our expectation that it 
will be possible once Cerner is implemented to capture that infor-
mation systematically. 

Our goal is to meet veterans where they live and work, so we can 
work with them to ensure they achieve their goals by teaching 
them skills, connecting them to resources, and providing the care 
they need along the way. We are committed to advancing our out-
reach and empowerment to further restore the trust of veterans 
every day and continue to improve access to care. 

We agree with the Chairwoman’s statement that VA should lead 
in this area and that is exactly our aspiration. Our goal is to give 
our Nation’s veterans the top quality experience and care that they 
have earned and deserve. We appreciate this committee’s continued 
support as we identify challenges and find new ways to care for our 
veterans, and look forward to your questions. 

[THE PREPARED STATEMENT OF CAROLYN CLANCY APPEARS IN THE APPENDIX] 

Ms. BROWNLEY. Thank you very much. 
I now recognize Ms. Williams for 5 minutes. 

STATEMENT OF KAYLA WILLIAMS 

Ms. WILLIAMS. Chairwoman Brownley, Ranking Member Dunn, 
distinguished members of the subcommittee, thank you so much for 
this opportunity to discuss this under-explored topic. 

Overall, I fully agree that VA is an excellent source of health 
care, boasting low wait times, high quality, military cultural com-
petence, and low cost. However, not all groups of veterans find VA 
to be equally welcoming, accessible, or adequate. 

My testimony is drawn primarily from the forthcoming Center 
for New American Security (CNAS) report New York State Minor-
ity Veteran Needs 

Assessment, supported by the New York State Health Founda-
tion. Given the time limit, today I will focus my spoken remarks 
on racial, ethnic minority, and LGBT veterans. 

As mentioned, racial minorities experience bias in health care 
that can and does lead to worse outcomes, such as the higher ma-
ternal mortality rates among African American and American In-
dian and Alaskan Native women. Racial bias in health care causes 
preventable deaths. 

Stereotypes about minority individual’s pain tolerance and symp-
toms have been reported to influence medical providers and to dis-
regarding complaints by minority patients, and CNAS focus group 
participants express beliefs that these challenges extend into the 
VA system. Some reported that VA medical providers take the pain 
and symptoms of people of color, particularly women, less seriously 
than those of their white counterparts, creating a barrier to correct 
diagnoses and contributing to a lack of trust. 

Advocates for minority veterans also argued that VA providers 
are inadequately culturally knowledgeable, negatively affecting the 
provision of care. For example, a number of participants emphasize 
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the need for providers to understand a lower willingness in the Af-
rican American community to seek out mental health care. One 
participant said, ‘‘In black culture, there is not a lot of tendency to 
seek help for mental incapacity. You can not just have a doctor say, 
here is a service, come and get treatment. If they at VA understood 
the cultural aspects, they have to understand talking to a person 
that there is a reason they are not accessing services.’’ 

Implicit and explicit biases of health care providers negatively af-
fect minority veterans. Participants felt that they received sub-
standard treatment by doctors. 

LGBT veterans also face barriers in accessing VA health care, in-
cluding staff with inadequate knowledge and openly hostile fellow 
patients. This is particularly concerning given that a higher per-
centage of gay servicemembers suffer from Post Traumatic Stress 
Disorder (PTSD) and other mental health conditions. 

Importantly, while LGBT status is not causal for PTSD or sui-
cide, it is a risk factor. Stigma, prejudice, and discrimination create 
a hostile and stressful social environment that causes mental 
health problems, a phenomenon known as minority stress. 

Gender confirmation surgery is specifically excluded from the VA 
medical benefits package. This is not in alignment with accepted 
standards of care for gender dysphoria. Because VA health care is 
minimum essential coverage under the Affordable Care Act, vet-
erans who are enrolled in VA health care do not qualify for sub-
sidies in the health insurance marketplace. Accordingly, these vet-
erans may be unable to enroll in a plan that would provide this 
medically necessary. Crucially, there are dramatic reductions in 
suicide among transgender individuals who receive appropriate 
transition-related care, denying it violates VA’s stated commitment 
to suicide prevention. 

Additionally, VA does not provide IVF for same-sex couples, an-
other discriminatory practice that should be eliminated. 

VA should work to become more welcoming for all minority vet-
erans by implementing trauma-informed and dignity-affirming 
care, including effective cultural awareness training for employees, 
updating waiting room reading material, posters, and television 
channel default settings to be more inclusive; increasing Veterans 
Experience Office efforts to alleviate disparities in the experiences 
of minority veterans; expanding the nascent End Harassment Cam-
paign to include the harassment of LGBT and racial/ethnic minor-
ity veterans; and replicating VA’s existing secret shopper model of 
ensuring that front-line staff members are aware of resources for 
MST survivors to also include minority veteran coordinators and 
LGBT veteran care coordinators at VA medical centers nationwide. 

Additionally, VA should carefully review all policies and provi-
sions of the medical benefits package to eliminate those that dis-
criminate against women and LGBT individuals. Should VA be un-
willing or unable to take these actions independently, I urge Con-
gress to pass legislation requiring VA to cover gender-confirmation 
surgery and IVF for same-sex couples. 

VA is a top-tier provider of health care. Identifying and elimi-
nating any barriers that make it less welcoming and effective for 
the rapidly growing population of minority veterans is an impor-
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tant part of ensuring health equity for all who have served our 
great Nation. 

Thank you, and I look forward to any questions you may have. 
[THE PREPARED STATEMENT OF KAYLA WILLIAMS APPEARS IN THE APPENDIX] 

Ms. BROWNLEY. Thank you very much, Ms. Williams. 
I now recognize Ms. Bryant. 

STATEMENT OF MELISSA BRYANT 

Ms. BRYANT. Staff Sergeant Herman A. Day fought in the Italian 
campaign of Word War II. He was assigned to the 92d Infantry, the 
Buffalo Soldiers, the Colored Division. Reports at the time cited 
poor combat performance, low morale, and malinger. The 92d In-
fantry Division was considered of inferior quality by both German 
and U.S. commands. 

Many historians have begun to reevaluate the combat record of 
the 92d Division as concurrent reports of its honorable performance 
have continued to surface. Numerous veterans at the division be-
lieve that the reports of poor performance were motivated by racist 
sentiments present within the senior officer ranks. To wit, the 92d 
Division commander asked the Army—or advised the Army, rather, 
against ever again using African American soldiers as combat 
troops. Even as evidence mounts in support of the division’s honor-
able conduct, some still seek to suppress these facts. 

Staff Sergeant Herman A. Day was killed in action in Italy 75 
years ago on February 10th, 1945; he was my grandfather. 

I never had the opportunity to ask him about the racial preju-
dices he faced during his service, but it is well documented what 
he endured. Despite Presidential executive order to desegregate the 
Armed Forces in 1948, the stain on the U.S. military history lives 
on, and reflects the racial and ethnic biases many minorities still 
face when using the Veterans Health Administration services, 
hence why I share this personal story. 

Chairwoman Brownley, Ranking Member Dunn, and distin-
guished members who serve on the subcommittee, on behalf of our 
National Commander, James W. ‘‘Bill’’ Oxford, we thank you for 
the opportunity to discuss the topic of how VA addresses health in-
equities for minorities across the Veterans Health Administration. 
I proudly represent the The American Legion and appreciate the 
opportunity to assist this subcommittee in better understanding 
this critical topic. 

We must ensure that the institutions we built to care for our Na-
tion’s veterans give every veteran, regardless of gender, race, sex-
ual orientation, or creed, the quality of care and support that they 
deserve. Why? Because recent studies show that racial and ethnic 
minority veterans represent nearly 22 percent of the total veteran 
population. VA projects that the minority population will continue 
to rise over the next few decades and reach an estimated 35 per-
cent of the total veteran population by 2040. 

Often the only woman-of-color officer in my units, I can point to 
many occasions where I have helped soldiers who came to me for 
advice, counsel, or reporting of incidents dealing with racial, gen-
der, sexual orientation discrimination, harassment, or even assault 
within the ranks. 
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My service was also during the time of Don’t Ask, Don’t Tell, 
where I had the truly unfortunate duty of separating troops from 
service due to their sexual orientation. This is relevant, because, 
depending on discharge status, LGBT would not have the same ac-
cess to veteran benefits, adding an overall distrust of the military 
and veteran health care systems. Notably, The American Legion is 
the only Veterans Service Organization that assists veterans with 
discharge upgrades and represents them before service discharge 
upgrade boards and hearings. 

Many clinical outcomes have significant racial gaps in data col-
lected for conditions such as hypertension, cardiovascular events, 
diabetes, and labor and delivery. A grim example of disparity in 
health care outcomes as due to racial bias is in the nationwide ma-
ternal mortality rate in minority women, who are two to three 
times more likely to die from pregnancy-related causes than white 
women. A widely publicized U.S. Supreme petition last year unsuc-
cessfully challenged the Feres doctrine, Daniel v. United States, 
which involved the death of a Navy nurse who died in childbirth 
in the same labor and delivery board in which she served at Brem-
erton Naval Base. This is a chilling example of where the deceased 
was also a racial minority, her pain was ignored, and it shows how 
this nationwide trend can be reflected in our military and in our 
veterans, and may color the perception of disparate care provided 
to minority women at both military and veteran medical centers. 

I should also note that the petitioner in this case, the widower, 
Walter Daniel, is my classmate and friend of over 20 years. 

It becomes necessary to ask why these care inequities exist in 
the microcosm that is our community; in research, to what extent 
these disparities are attributable to negative outcomes. 

Chairwoman Brownley, Ranking Member Dunn, and distin-
guished members who proudly serve on this subcommittee, The 
American Legion thanks you for the opportunity to illuminate the 
positions of the nearly 2 million veterans of this organization. It is 
the priority of The American Legion that all of our Nation’s vet-
erans receive the same quality of care and support we expect from 
the VA. By action of this committee, we can see that it is a priority 
for you as well. 

As we unpack the myriad reasons why minority veterans on the 
whole report either negative health care outcomes or unequal treat-
ment under the law at the VA, The American Legion stands ready 
to support this subcommittee with observations and expertise. 

Thank you. 
[THE PREPARED STATEMENT OF MELISSA BRYANT APPEARS IN THE APPENDIX] 

Ms. BROWNLEY. Thank you, Ms. Bryant, and thank you for shar-
ing your story and your grandfather’s story with us here today. I 
appreciate it. 

I will now recognize myself for 5 minutes. 
The first question that I had, I want to go to actually the applica-

tion for health benefits, which I think is probably, maybe one of the 
VA’s first touches, you know, on a VA, and the application asks for 
a lot of information, sex, gender identity, and so forth. In reading 
through this, in question box number 4 it says, ‘‘Are you Spanish, 
Hispanic, or Latino?’’ I am just wondering if Spanish, is that a mis-
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take? I do not think Spanish is an ethnicity. I do not think the U.S. 
Census Bureau uses it as an ethnicity, Office of Management and 
Budget (OMB). Is that a mistake or—— 

Dr. CLANCY. I will have to take that for the record. I would point 
out that about two thirds of people who sign up for our health care 
system are actually signing up in person and are probably being 
asked that question verbally, but I will check on that. I had not ac-
tually seen that application. Thank you. 

Ms. BROWNLEY. OK. Well, let me just point out a couple of other 
things that you can take back. One is, when asking race, there is 
a box for American Indian or Alaska Native, but they do not ask 
for the tribe, which is an important piece of information. Nowhere 
on the form does it talk about the language needed to use with ei-
ther the veteran or the veteran’s family. We have heard many, 
many stories of particularly our Native veterans who, you know, go 
back to their land and speak their language and, as they grow 
older, they have not spoken English in a very, very long time, and 
that becomes a barrier to their health care. I think that would be 
a good question to ask. 

Then also on the back of the form, it also asks if you are eligible 
for Medicaid. It does not ask the question if you are eligible for In-
dian Health Services, which I think is an important piece of infor-
mation to have. Having just traveled to Indian country, it is very 
clear that the VA does not have a good handle on our Native vet-
erans and where they are getting their health care, whether it is 
the VA or Indian Health Services, or a combination of both; the 
counts are very, very difficult to attain. 

If you could take that back, because I feel like, as you said, when 
they first sign up, this is probably something that they are asked, 
but this is certainly an important touch point and I just think that 
there is more information that needs to be included. 

I wanted to ask you, Dr. Clancy, also you mentioned in your tes-
timony that the VA collects the survey of health care experiences 
of patients, which is the VA’s sort of national standardized publicly 
reported patient survey, but it goes on to say that we do not really 
collect the racial and ethnic groups because the number of minority 
veterans responding to this survey is too small. Is that an accurate 
statement? 

Dr. CLANCY. There are two sources of information that we get 
from veterans on the out-patient basis, one is the survey you just 
referenced, the other is real-time information where veterans can 
go to a kiosk in any of our facilities and report on their experience 
that day, and we think that that is—it is called V-Signals—we 
think that is very important in terms of service recovery and so 
forth. It is that survey, not the Survey of Healthcare Experience of 
Patients (SHCEP) survey, which actually very few people are actu-
ally indicating their race or ethnicity. 

I think that as we look into sources of missing data, we might 
be able to pick that back up, but this is like real-time, very short 
surveys that are now being deployed at all our facilities. 

Ms. BROWNLEY. Do they ask ethnicity and gender and—— 
Dr. CLANCY. They do, but I do not believe that many people fill 

it out. We have some work to do there. 
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Ms. BROWNLEY. Well, it just seems to me in terms of the survey, 
I think that, you know, if we do not have many minority veterans 
filling out the survey and/or putting that data onsite—— 

Dr. CLANCY. Right. 
Ms. BROWNLEY.—you know, I wonder what the problem is and 

why that is, and I just feel like it is something that we should— 
if that is an issue where we can not collect the data, what are we 
going to do, what are we going to do to make sure that we do col-
lect the data, because the data, you know, is really the starting 
point in terms of providing high-quality health care to each and 
every one of our veterans, particularly our minority veterans. 

Do you have an answer for that or—— 
Dr. CLANCY. No, but I will get back to you—— 
Ms. BROWNLEY. OK. 
Dr. CLANCY.—with a more thorough answer. This is relatively 

new information, but it is especially important because it actually 
gets at a dimension that the SHCEP surveys do not, because it ac-
tually gets more at veteran trust in our system and in the Depart-
ment, which is hugely important to health care outcomes. We will 
get back to you. 

Ms. BROWNLEY. OK. If I run out of time—I have run out of time, 
so I will yield back and yield to Ranking Member Dunn. 

Mr. DUNN. Thank you very much, Madam Chair. 
I will direct my first question to Dr. Washington, if I may. You 

know, we have read that minority vets are less likely to be treated 
for hepatitis C, even though they—I mean, with the same instance, 
so why do you think that is and what are we doing to try to correct 
that? 

Dr. CLANCY. I am sorry—— 
Mr. DUNN. I directed the question to Dr. Washington. I think you 

are the attending physician on the wards, right? Hit your micro-
phone. 

Dr. WASHINGTON. Thanks for that question. I am the attending 
physician, that is correct. Your question is, why are minority vet-
erans less likely to be treated for hepatitis C? 

Mr. DUNN. I assume that is, you know, per capita. Of 100 cases, 
minority get—they get treatment less often, why would that be? 

Dr. WASHINGTON. That is a really excellent question. I actually 
do not have the answer for that. I do know certainly that is the 
case that minority veterans are more likely to have hepatitis C, 
that though they had very high treatment rates in comparison to 
treatment rates outside of the VA, that there are definitely racial/ 
ethnic differences, as you mentioned, within the VA. 

Mr. DUNN. Do you have any eyes on that, Dr. Moy? Any insights? 
Dr. MOY. I do not have anything to add to that. 
Mr. DUNN. Dr. Clancy. 
Dr. CLANCY. No, except to note that at one point we were doing 

special outreach to Hispanics with hep C for treatment, because we 
were very concerned that we were missing them. 

I will say that for every facility in our system, every facility got 
a list of the veterans who were hep C positive, so that they could 
do outreach. I have not seen it stratified by minority status, but 
would be happy to look into that. 
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Mr. DUNN. Also, Dr. Clancy, you know, when these new hep C 
treatments—and there are a number of them—started becoming 
available some 5 or 6 years ago, what steps did the VA take to in-
clude those in the, you know, treatment for minorities and in fact 
all of your population? You had to be progressive—it was expen-
sive, but what would you—— 

Dr. CLANCY. Well, it was expensive and, it was so expensive, we 
had to come back to the Congress to say we actually need more re-
sources, and to Congress who was swiftly responsive, for which we 
are very, very appreciative. Fast forward several years, we have 
cured 100,000 veterans of hepatitis C, which I do not think any 
health care system can claim. I simply have not seen the data in 
terms of—— 

Mr. DUNN. Just stratify—— 
Dr. CLANCY. Yes. 
Mr. DUNN.—do you have a sense of how many are untreated? 
Dr. CLANCY. I believe that we have reached the vast majority of 

people who are eligible for treatment. That brings up the question, 
what do I mean, eligible for treatment? People who do not have on-
going substance use or other disorders that would make treatment 
a bit risky for them, or people who actually refuse to be treated, 
but we have been able to reach a very high proportion of the vet-
erans with hep C. 

Mr. DUNN. That is a counseling problem. 
Dr. Moy, let me ask you a question here. Do the patient satisfac-

tion rates vary between minority veterans and white veterans? 
Dr. MOY. Yes, they do. The SHCEP surveys do indicate that mi-

norities tend to be less satisfied with the patient-provider commu-
nication than—— 

Mr. DUNN. Can you quantify that? 
Dr. MOY. Yes, we can quantify it. Actually, Dr. Washington is 

our expert—— 
Mr. DUNN. OK. 
Dr. MOY.—on the SHCEP by race and ethnicity. 
Mr. DUNN. Great. Dr. Washington. 
Dr. WASHINGTON. I am regretting that I did not bring those exact 

numbers with me. We can certainly get back to you with the exact 
numbers. 

Mr. DUNN. I would like to—but do you have a ballpark? 
Dr. WASHINGTON. I will have to look at—— 
Mr. DUNN. OK. 
Dr. WASHINGTON.—my numbers, I do not want to—— 
Mr. DUNN. We are going to hold you to it, though—— 
Dr. WASHINGTON.—misspeak. 
Mr. DUNN.—I want to see those numbers. 
How about the cost? Can you compare the cost of treating minor-

ity veterans with the cost of treating non-minority? 
Dr. WASHINGTON. We did not look at cost in our analyses. 
Mr. DUNN. That might—Dr. Clancy, would you speculate on 

that? Does that have any bearing on the rate of treatment or—— 
Dr. CLANCY. Well, cost is important, but as a system with more 

or less a global budget, right, where sort of simulating what things 
would cost, the biggest issue of concern to us is are people not get-
ting treatments because we did not try hard enough, because they 
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did not trust us when we spoke to them and said we are recom-
mending that you get treated with this regimen or medication, or 
whatever it is. 

In general, I think the larger concern in the field of health equity 
is that in fact it costs less because of the factors I just mentioned. 

Mr. DUNN. Yes, curing the disease is generally—— 
Dr. CLANCY. Yes. 
Mr. DUNN.—cheaper than treating it chronically. 
Dr. CLANCY. Yes. 
Mr. DUNN. You do not see any deliberate attempt to not treat mi-

norities given costs; is that fair to say? 
Dr. CLANCY. Yes. 
Mr. DUNN. OK. With that, I yield back. Thank you. 
Ms. BROWNLEY. Thank you, Dr. Dunn. 
Mr. Cisneros, you have 5 minutes for questioning. 
Mr. CISNEROS. Thank you, Madam Chairwoman, and thank you 

all for being here today. 
Dr. Clancy, the Health Equity Committee created in 2012 and 

chaired by the Director of the Office of Health Equity was created 
as a steering committee dedicated to minority veteran health 
issues, amongst others, in order to oversee timely completion of ini-
tiatives and ensure the commitment of appropriate organizational 
resources. However, between the years of 2015 and 2019, that com-
mittee did not meet on a regular basis. How can it provide ade-
quate oversight of the VA’s minority veteran health initiatives if it 
does not meet for 4 years. 

Dr. CLANCY. I think it is fair to say that with new leadership in 
place that we have a reason to have much, much higher expecta-
tions. I think that would be the easiest way to respond to your 
question. 

You are absolutely right. If the committee does not meet, how 
can they possibly do anything? Under current leadership for VHA 
with Dr. Stone, where he is putting a very, very high premium on 
consistency across our system; not good for this State compared to 
others, but, you know, good for all veterans regardless of where you 
get your care. This sometimes is called highly reliable care. We 
now have a framework to actually move forward and make sure 
that disparities and tracking that in performance are routinely in-
cluded. 

Mr. CISNEROS. When is the next meeting scheduled, when is that 
committee scheduled to meet? 

Dr. CLANCY. Dr. Moy. 
Dr. MOY. March 2nd. 
Mr. CISNEROS. March 2nd? 
Dr. MOY. Yes. 
Mr. CISNEROS. Are they going to meet on a regular basis now or 

how often will they meet? 
Dr. MOY. Yes, we have been meeting monthly for about the last 

year. Then we are just tapering down to every 6 weeks, because we 
have finished our Health Equity Action Plan update, as well as our 
operational plans for the fiscal year. 

Mr. CISNEROS. OK. In 2014, Office of Health Equality (OHE) 
identified activities to make improvements in five focus areas, but 
VA could not track progress because there were no performance 
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measures and are no clear lines of accountability for offices. How 
can we track improvement and track performance if we do not cre-
ate any performance measures? Has that changed? 

Dr. MOY. Yes. With the guidance of the Health Equity Coalition, 
we have created a 5-year Health Equity Action Plan that was en-
dorsed by our Under Secretary this past fall and we just finished 
creating our Fiscal Year 2020 operational plan. The Health Equity 
Coalition at the end of our Fiscal Year will compare what we said 
that we would do with what we actually did. I think we are highly 
accountable at this point. 

Mr. CISNEROS. All right. Can you share that with us? 
Dr. MOY. Yes. It is on our website, but, yes, we would be glad 

to do that. 
Mr. CISNEROS. All right. 
Dr. CLANCY. I would just add that it is under Dr. Moy’s leader-

ship that really we have got facility-specific information routinely 
provided and I think that is a very key picture, right? Because if 
you are just looking at a global national report, we all know the 
response to that is, we are doing great, but it must be those other 
people, right? When it is about where you provide care, it says a 
very different implication. 

Mr. CISNEROS. According to the December 2019 Government Ac-
countability Office (GAO) report, the VA cannot ensure the accu-
racy of race and ethnicity information labeled in the electronic 
health records. Dr. Clancy, how has this impacted the VA’s ability 
to gather retrospective data in order to measure the effectiveness 
of minority health care? 

Dr. CLANCY. I am going to turn to Dr. Washington, who is going 
to be helping us a lot with this as we try to make improvements. 

Dr. WASHINGTON. Thanks for that question. We have a study un-
derway, the study to which Dr. Clancy referred to in response to 
the GAO report, that is looking to exactly quantify what that rate 
of missing data is, as well as inaccurate data, and we will be retro-
spectively reevaluating some of our measures of differences by race 
and ethnicity to look at the impact of those inconsistencies in race 
and ethnicity data coding. 

Mr. CISNEROS. Will you be asking individuals to self-identify, so 
we can get—— 

Dr. WASHINGTON. Actually the Survey of Health Care Experi-
ences of Patients does ask individuals to self-identify. We will be 
using several years of that data as sort of the gold standard for 
race and ethnicity data, and we will be combining that with the 
electronic health record report of race and ethnicity, so that we can 
see not only what the overall national inaccuracies are, but we will 
be able to hone in at the health care system level, so that we can 
identify if there are particular areas or particular sites in which we 
need to look more closely at the practices. 

Mr. CISNEROS. All right. With that, I yield back my time. 
Ms. BROWNLEY. Thank you, Mr. Cisneros. 
I now recognize Mr. Rose for 5 minutes. 
Mr. ROSE. Thank you, Madam Chairwoman. 
Ms. Williams, thank you for—I am looking at this New York 

State assessment. If you were crowned Empress of New York for 
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a day, give me two or three things that you think New York needs 
to change as quickly as possible as it pertains to this issue? 

Ms. WILLIAMS. Among the things that I think are most important 
to realize are that veterans do not leave the military and go and 
live in veteran bubbles. We do not live in veteran barracks and 
work in veteran-employment situations only. All of the situations 
that can be challenging for minorities in the broader community 
also affect veterans who happen to be minorities. I think it is im-
perative at the State level, given the current national situation, to 
carefully seek to identify any laws or policies that are going to be 
disproportionately affecting minorities at the Federal level and do 
what they can at the State level to address those. 

For example, New York already provides some protections for 
LGBT folks that are not available at the national level. Seeking out 
additional areas like that I think is incredibly important. 

Mr. ROSE. What do you think that the VA should be doing in 
New York? 

Ms. WILLIAMS. I think VA nationally should address the inequi-
ties already identified, such as the lack of provision of gender-con-
firmation surgery. There are also some disproportionate challenges 
for women, such as the fact that women vets can be charged copay-
ments for birth control in VA, which cannot happen in—— 

Mr. ROSE. Are there any ways the VA looks worse than the rest 
of—in New York it looks worse than the rest of the country? 

Ms. WILLIAMS. Unfortunately, we are not able to assess it on the 
health level, and that is the primary area that VA is able to pro-
vide care. We are really excited to hear that VA is releasing a re-
port soon, I think that is going to be really beneficial for all of us. 

I also do want to give one quick shout-out to VA on other areas; 
this is broader than New York, but there are some areas of real 
strength. For example, the Minority Veterans Program, which is 
collecting genetic data from veterans, is doing some really 
groundbreaking research that is also beneficial in this area. They 
recently released, for example, a report on levels of anxiety and 
identified genetic loci that are different between African American 
and white veterans. 

VA is doing some great things, and I want to continue to support 
and encourage that across the board, in New York and nationally. 

Ms. BRYANT. You mean the Million Veteran Program? 
Ms. WILLIAMS. I am sorry, that is what I meant. 
Ms. BRYANT. Yes. 
Ms. WILLIAMS. Thank you very much, Melissa. 
Ms. BRYANT. You are welcome. 
Ms. WILLIAMS. It was a long week. 
Mr. ROSE. Sure. Thank you. 
Ms. WILLIAMS. Million Veteran Program. Thank you. 
Mr. ROSE. One thing that I have noticed in New York and 

around the rest of the country is that, while indeed, you know, 
Global War on Terrorism (GWOT) veterans look like the country 
and the beautiful cultural mosaic that it is, but our Vietnam vets 
and Korean War vets of color experienced particular trauma, you 
know, fighting for freedom abroad, not exactly finding that same 
freedom here at home. In your analyses, what particular challenges 
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have you seen for veterans of color who are older, from those ear-
lier conflicts? 

Ms. WILLIAMS. When we did a focus group in Northwestern New 
York, we definitely encountered older veterans of color who were 
struggling with serious economic problems that are, again, related 
to the economic conditions in the region, and some of the Federal- 
level protections that try to help with that, so Federal hiring pref-
erences, for example, are less relevant to those veterans, because 
there are not very many Federal jobs there. 

Finding ways that we can improve the economic outcomes of mi-
nority veterans in Upstate New York where, you know, things are 
not as vibrant economically as say in the city, I think is really in-
credibly important, especially as they are reaching, you know, in 
some cases the end of their earning years and are going to be look-
ing at ways to manage moving forward. That definitely is some-
thing that is a challenge, although, of course, that population does 
tend to be whiter. 

Mr. ROSE. Sure. 
Ms. WILLIAMS. Yes, the social supports are not as strong for mi-

nority veterans. 
Mr. ROSE. Would anyone else like to touch on—— 
Ms. BRYANT. I would—— 
Mr. ROSE.—that point? Yes. 
Ms. BRYANT.—please, Representative Rose. I completely concur 

with everything that Kayla said and, in addition to that, on the 
benefits side there is impact to health care outcomes. Studies have 
historically shown that there is racial bias, implicit bias that is in-
jected into lower rating decisions that are given for service-con-
nected claims. 

There is automatically, as I touched on in my opening statement, 
there is a distrust that follows in particular the African American 
community, but it flows into the Hispanic community for those that 
are bilingual speakers, and it really does go back for the history of 
our country’s Armed Forces to where that distrust lives on through 
generations. 

For the Vietnam era, as you articulated already, they came home 
to an unwelcome environment. If you think of those who were 
fighting through the civil rights movement at the same time of 
fighting through battles in Vietnam, when they came home, they 
were automatically distrustful of the VA. That is compounded by 
the overall distrust of the VA by the Vietnam generation to begin 
with, but when they got older and they started filing their claims 
and they started going to claims officers. 

Last year, we have seen at The American Legion as reported 
through our System Worth Saving program, as reported to our 
service officers who are out in the field, that there is a bias that 
can be injected into claims that are submitted by minorities. 

Mr. ROSE. Fantastic. Thank you. 
Ms. BROWNLEY. Thank you, Mr. Rose. 
No other members are present, so I have a few more questions 

that I would really like to ask. 
The first question is, in 2016, the VA Health Equity Report, it 

states that most of the research on racial/ethnic disparities among 
veterans has focused on single clinical conditions or on limited ra-
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cial/ethnic minority groups comparisons. There is limited evidence 
on health and health care for racial/ethnic groups of veterans other 
than black and white. 

Dr. Clancy or Dr. Washington, is there more research going on, 
research on disparities that have occurred since then or anything 
that is currently underway? 

Dr. WASHINGTON. Yes. Actually, there is quite a bit underway. 
With respect to the single conditions, then what we have done is 
to systematically look at all different medical conditions—I should 
say, diagnosed medical and mental health conditions by race and 
ethnicity, as well as by sex and rural residence in rural geographic 
areas, and have catalogued that across the VA. That information 
is available in the National Veterans Health Equity Report, which 
is publicly available on the Office of Health Equity website. 

In addition, then we have looked beyond diagnoses to start look-
ing at differences in mortality by race and ethnicity. In fact late 
last year then we published a report that compares disparities in 
all cause mortality, as well as cardiovascular and cancer mortality, 
by race and ethnicity among veterans with similar conditions in 
the broader U.S. population. 

That information is available. We were gratified to find that 
many of the racial and ethnic differences present outside of the VA 
are either smaller or nonexistent within VA. 

Ms. BROWNLEY. Thank you. 
You know, I lead a Women Veterans Task Force and so we have 

been talking a lot around issues that impact women veterans and 
trying to find inequities and address those. One of the issues that 
always tends to come up is that, if women are a minority, and then 
breaking down women, you know, African American women, LGBT 
women, Asian women, Latina women, and it does not seem like 
we—you either have, you know, Latinas and women, but not—you 
can not break that out. 

Dr. CLANCY. Well, we are starting to support more research on 
that and in fact we saw a publication just the other day, which we 
will get you a copy of. What I found striking was, while it might 
be plausible to imagine, if you are female and you are a member 
of one of these other groups, that that would be additive, it actually 
was not a consistent pattern. I think we have a lot to learn about 
why that is, why is it that it would look one way for diabetes and 
a different way for mental health, and so forth. But I think that 
is why the work that Dr. Washington is going to do helping us to 
make sure that that data on race and ethnicity are accurate would 
be most important. 

Ms. BROWNLEY. Thank you for that. 
Ms. Bryant, in terms of The American Legion, do they have pro-

grams that are, you know, reaching out to minorities that maybe 
we could learn from? 

Ms. BRYANT. The American Legion does have their programs that 
reach out to all veterans, of course, and recognizing the 
intersectionality that you just mentioned, myself being one of them, 
being a woman of color, but there are also specific measures that 
we even recognize internally that we should probably look at in 
order to ensure that outreach is appropriate. 
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Through all of our programs, whether it is on the economic op-
portunity side or on the health care side, through our System 
Worth Saving program where we ferret out information of what is 
happening down at the Veterans Integrated Services Network 
(VISN) and down at the medical center level, we try to find where 
those systemic challenges may come, nine times out of ten it is in-
volved with outreach. Then what we are looking at doing is looking 
even within our resolution process, as we are a resolution-based or-
ganization, in what we should be doing to give greater attention to 
minority veterans. 

Ms. BROWNLEY. Thank you for that. 
Ms. Williams, too I am, you know, very interested in the findings 

that you have shared and the focus groups that you are doing and 
finding, determining things like veterans of color were taken less 
seriously for pain concerns than white veterans. I think this is very 
valuable information and, just from your vantage point, how should 
the VA move forward, you know, to provide more patient-centered 
competent care like that? 

Secondary to that question, I would be interested if the VA is 
doing any kind of focus groups like Ms. Williams’ organization is 
doing to understand some of the disparities and maybe biases and 
other kinds of things that exist. 

Ms. Williams. 
Ms. WILLIAMS. I think VA has a great opportunity to use the ex-

isting survey data that it has to identify where there may be pock-
ets that are particularly problematic, particular VISNs or medical 
centers. The Veterans Experience Office, which is also collecting a 
great deal of survey data, is another source that they can draw on 
to identify challenges and try to explore how to improve them. 

My experience at VA is that VA is swimming in data, the chal-
lenge is analyzing it and then figuring out how to take appropriate 
action. 

One step that I would put forward that undercuts my previous 
position. When I ran the Center for Women Veterans at VA, there 
is a Women Veterans Program governance board that has all of the 
senior leaders across VA sit on this governance board. It is sup-
posed to meet periodically and address cross-cutting issues, because 
some of these problems that we are talking about, they cross de-
partments within the agency, right? Something can be a health 
issue, but also have a benefits component. Having folks from across 
the different business lines sitting together to tackle problems is 
beneficial. 

My belief at this point is that it should be reconfigured to be a 
governance board for all traditionally under-served populations 
with subcommittees for women, racial/ethnic minorities, LGBT vet-
erans, Military Sexual Trauma (MST) survivors, others that may 
have these cross-cutting challenges, so that teams across VA can 
come together and identify the best way to solve the problems, and 
communicate publicly about what they are doing to solve the prob-
lems and deal with all the nuances of the issue. 

Thank you. 
Ms. BROWNLEY. Yes, thank you. 
Dr. CLANCY. We will take that back. I agree with you, because, 

I mean, one way to effectively—to create a perception that maybe 
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we are minimizing problems is to cut it into too many little pieces 
and I think bringing it together, there is a lot of value in that. 

Thanks. 
Ms. BROWNLEY. Dr. Clancy, back to the other question that I 

had, is the VA doing any kind of focus groups to understand, you 
know, what the experiences are for our minority population 
amongst veterans. If we can collect—I think the collecting of the 
data is obviously critically important, I do not want to discount 
that, but we could have, you know, perfect data—— 

Dr. CLANCY. Right. 
Ms. BROWNLEY.—but if we are not applying what we are learning 

to the practice in terms of servicing our veterans, then it is really 
useless, because we know with those component pieces there are 
cultural competencies and other issues. 

I am just wondering if the VA does sort of take a deeper dive in 
looking at focus groups to help determine that? 

Dr. CLANCY. Focus groups are a very consistent feature of much 
of the research we are doing on disparities in health care and cer-
tainly a very big part of what we are doing in terms of the End 
Harassment Campaign. 

One reason I am such a fan of Dr. Washington’s work with Dr. 
Yano—and I am pretty sure that you have heard about this—is 
this notion that the research itself starts with a collaboration be-
tween researchers, providers, and patients, so that when patients 
do bring up issues it is easy or relatively straightforward to say, 
gosh, we had not thought about that when we wrote this applica-
tion, but that does not mean we can not act on it now. 

To do a survey to ask how many times have you felt discrimi-
nated against or gotten some kind of communication you thought 
was biased, that is hugely important. 

The other technique that we have used in some circumstances 
that grew out of research, but is actually part of ongoing oper-
ations, is so-called standardized patients. In about five or six facili-
ties now veterans are given the opportunity to bring in an audio 
recorder to their encounters and this is used under peer-review 
protections, but the primary care clinicians get a lot of feedback 
about did they miss cues from the patient. For example, just using 
Melissa’s example about mental health. When you said, gosh, what 
you need to do is go see the mental health provider, this patient 
was kind of telling you that it is not easy for me. You know, it is 
very much a collegial kind of conversation. 

We have also trained actors in some settings, particularly for re-
source referral centers related to the homeless program, to try to 
find out, are there systematic issues. Interestingly—I am sorry 
Representative Rose left—older African Americans were an issue 
and the program made changes to fix that. 

Ms. BROWNLEY. Thank you, thank you for that. 
I just think this is really important, because I know the VA will 

say, you know, we have collected the data, we are doing training, 
but how to really—you know, really be able to sort of see in and 
witness in the examination room or in a mental health setting, 
wherever it might be, that these practices and what we are learn-
ing are actually being applied I think is really important. 
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I mentioned in my opening comments that I recently visited 
Cheyenne River and Standing Rock. Well, I have also been to the 
American Territories in the Pacific and have been to Puerto Rico 
to look at VA health services there. It is abundantly clear when 
you go to these locations that the quality of care for our veterans 
who have served our country is less than what we see in the conti-
nental United States, and I think some of that is definitely a cul-
tural divide, you know, without question. I think we just—you 
know, we need to do a deeper, deeper dive. 

In a day or two we are going to have a hearing on our commu-
nity care networks and we still do not even have someone who is 
going to take care of Hawaii and American Territories. You know, 
my first reaction to that is that should be first on the list and not 
last on the list, because it is where—you know, it is hitting where 
the most desperate needs are. I think the VA has got to do a better 
job and be more vigilant and be sort of a model of continuous im-
provement in terms of these cultural competencies, because we 
are—the veteran population is changing and I do not think that we 
are fully prepared. 

I am going to be anxious to see, you know, what kind of—from 
the data, how that data gets applied to real applications, so that 
our—you know, our veterans are feeling welcomed to the VA, all 
of our minority veterans, you know, being able to, as we were talk-
ing about, crossing over. I think Ms. Williams’ idea is an excellent 
one, but there is a lot more work that needs to be done. 

Just before I close and let everybody go home, I just wanted to 
point out, and I think that this is pretty alarming, but there was 
a recent Military Times poll that found that more than half of ac-
tive duty minority servicemembers have personally witnessed ex-
amples of white nationalism or ideological-driven racism within the 
ranks. I think, as Ms. Bryant’s written testimony confirms, that we 
can only assume that this experience will continue on, continues on 
into the veteran community. This is alarming to me. I guess the 
question is, are we thinking about effective strategies for address-
ing this issue in the veteran space, and also what are the health 
impacts of experiencing white nationalism and ideological-driven 
racism. 

Ms. Williams. Dr. Clancy. Dr. Washington. 
Ms. BRYANT. I will just quickly dovetail on your point, ma’am, 

and that is I often find myself saying this in testimony, that what 
happens when we are in uniform does not change when we come 
off of uniform. I can speak for myself, I can speak for being a rep-
resentative of focus groups when I worked in DOD and when I 
worked in a government capacity where, again, that—first of all, 
there is an isolationism that sort of happens when you are a minor-
ity and when you are an intersectional minority such as I am, you 
are often the only one in the room and you are the only one who 
is the representative for others to come to as well. 

I can certainly assure that I saw tattoos, that I saw plenty of 
people who were affiliated with white nationalism and it saddens 
me—I have been out since 2009—that it is still being reported 
today. I am glad that you raised that, because I was actually read-
ing as a part of my research for this testimony a Guardian article 
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that speaks to the same challenges in the Royal Air Force (RAF) 
with our friends in the UK. 

Clearly, this is a problem of racism that still persists and I— 
again, without getting too emotional in my plea, I can not imagine 
that my late grandfather would imagine his granddaughter still 
talking about the same issues that he faced 75 years ago. 

Ms. WILLIAMS. I think you are absolutely right. Minority stress 
is real. Having to endure discrimination is bad for health outcomes. 
We see that white nationalism and sexism and homophobia and 
transphobia, they often hang together. If we are seeing spikes in 
any of these, we are likely to see them in others. That is why I rec-
ommended that the End Harassment campaign that VA has 
launched, which is a terrific start for dealing with sexism and gen-
der discrimination and sexual harassment, that as more is learned 
about what messaging is effective that that should be expanded to 
also tackle racial harassment and homophobic and transphobic har-
assment within VA facilities as well, because it is incredibly impor-
tant that the place that folks go to get health care, if nowhere else, 
should be a place where they are safe, where they are welcomed, 
they are comfortable, and they do not have to endure these types 
of experiences. 

Certainly, VA, unlike other sectors of care, has an obligation to 
care for all veterans, even those who behave inappropriately to-
ward their fellow patients, but there systems in place that can be 
used to ensure that folks who do behave inappropriately can be put 
into the disruptive patient behavior management system and have 
escorts or whatever may need to be done to ensure that those 
around them are able to access care safely. 

Thank you. 
Ms. BROWNLEY. Thank you. 
Dr. Washington or Dr. Clancy, anything else to add? 
Dr. CLANCY. I think it is fair to say we share your concerns and 

a lot of this comes back to what kind of trust, do veterans trust 
that we have got their backs, that we will provide them the appro-
priate care regardless of their background. If you have had such 
negative experiences, there is a lot of research that shows that you 
are not going to come in immediately presuming trust. 

I was mentioning earlier the V-Signals, which is part of the Vet-
erans Experience Office, is giving us the opportunity to address 
issues that people raise with us in something close to real time, not 
literally that instant, but—and I will say that a lot of our network 
and facility leaders have been surprised, not particularly related to 
minority issues, but areas where they thought things were working 
pretty well. The veteran said, well, actually, no, it is not, and they 
made changes and so forth. 

I can not change how people—no one can change how people 
think. I do think two things need to happen: one is that we need 
to act on the information when people share their concerns and, if 
we do not, that is a failure, because we will lose an opportunity to 
gain trust, and that is really the most important aspect of what we 
can do. 

Having worked in the field of disparities for a number of years 
before I came to VA, one of the advice when people would say, well, 
what would you tell patients to do right now and a lot of it is to 
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speak up and to just say I am worried that I am still having pain, 
for example, to use your example, and I know you gave me medi-
cine, but it is really not working, can we talk about other solutions. 
But if people speak up and we do not hear them, that will not be 
effective. 

Ms. BROWNLEY. Well, we have to create a culture where it is safe 
to speak up and say that. You are right, we can not change how 
people think, but we can ensure that once a veteran enters a VA 
space that it is free of bias and it is not tolerated and that has to 
be left at the door. 

Oh, I am sorry. 
Ms. WILLIAMS. No, I am so sorry. I wanted to mention that— 

well, of course, my bias is to worry about how veterans are receiv-
ing care and the environment of care for them, I think we should 
also be concerned about VA providers. I understand in the health 
care system more generally for health care providers being on the 
receiving end of racist and sexist comments is also a problem. So 
let us be concerned about the staff and making sure that they also 
are able to perform their jobs in an environment where they are 
being treated with dignity and respect. 

Ms. BROWNLEY. Yes, thank you for bringing that up, because 
that is an important component piece of it. 

Well, I want to thank you all for being here. I think this is the 
first time we have had a hearing on minority veterans I think in 
a very, very long time. Having an afternoon hearing is always dif-
ficult, because there are too many competing circumstances, but it 
was important I think to at least begin to start to have this con-
versation and I want to continue the conversation. 

Dr. Washington, thank you for traveling from LA to here to join 
us today. I am surprised I did not see you on the airplane, because 
I usually do. 

Dr. WASHINGTON. I was looking for you. 
Ms. BROWNLEY. Any way, I appreciate everyone being here and 

I look forward to continuing this conversation through the Sub-
committee on Health and also through the Women Veterans Task 
Force. Thank you. 

With that, we will adjourn. 
[Whereupon, at 3:39 p.m., the subcommittee was adjourned.] 
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PREPARED STATEMENT OF WITNESSES 

Prepared Statement of Carolyn Clancy 

Good afternoon Chairwoman Brownley, Ranking Member Dunn, and distin-
guished Members of the Subcommittee. I appreciate the opportunity to discuss our 
continued progress in achieving health equity for Minority Veterans. I am accom-
panied today by Dr. Ernest Moy, Executive Director, Office of Health Equity, and 
Dr. Donna Washington, Attending Physician at the Greater Los Angeles Healthcare 
System. 
Introduction 

The health and well-being of our Nation’s men and women who have served in 
uniform are the highest priority for VA. VA is committed to providing timely access 
to high-quality, recovery-oriented, evidence-based health care that anticipates and 
responds to Veterans’ needs and supports the reintegration of returning 
Servicemembers and to shorten the distance between people in need of Veterans 
services. At VA, we are working to increase our reach among all Veterans, regard-
less of age, gender, race, ethnicity, and sexual orientation to ensure all of our Vet-
erans receive and find access to quality and inclusive care from our health care sys-
tems. Today, I will talk about some of the successes and challenges we face in 
achieving health equity for Veterans, some of the programs that make this happen, 
and how the recent GAO report is guiding future improvement. 

Care for Minority Veterans 
VA has worked hard to try to get all Veterans the care they need. We are proud 

of our successes, but understand that there is still much work to be done. Overall, 
there are few differences 1 in the quality of services delivered to Veterans by VHA 
related to race and ethnicity. Preventive care and care for chronic diseases are deliv-
ered at comparable rates inside VHA, in contrast to care in the private sector where 
disparities are common. For example, 2 prior to the launch of VHA’s Health Equity 
Action Plan, rates of colorectal cancer screening for Black Veterans who used VHA 
lagged rates for White Veterans. Now, 3 there are no significant differences in rates 
of colorectal cancer screening among White, Black, and Hispanic Veterans who use 
VHA, and the overall rate is about 80 percent; in the private sector, disparities are 
common and overall rates lower, averaging, for example, 60–65 percent among com-
mercial health plans that provide data to NCQA. Within VHA, colorectal cancer 
screening rates among American Indian/Alaska Natives are 75 percent; while supe-
rior to the private sector, additional study is needed to understand why this rate 
differs from other groups within VHA. While delivery of services is equitable, 
4 outcomes of care for racial and ethnic minority Veterans in VHA often lag behind 
outcomes achieved by non-Hispanic White Veterans. For example, while receiving 
comparable services, racial and ethnic minority Veterans with diabetes are more 
likely to have poor glucose control and less likely to have good control of blood pres-
sure and cholesterol. There are sex, race, and ethnicity differences in these out-
comes. For example, non-Hispanic Black Veterans with diabetes are less likely than 
non-Hispanic White Veterans to have good blood pressure and glucose control, irre-
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spective of sex. Among Veterans with heart disease, women, irrespective of race and 
ethnicity, are less likely to have good cholesterol control compared with either non- 
Hispanic Black or non-Hispanic White male Veterans. In comparison to commercial 
plans, achievement of control of these cardiovascular risk factors are much higher 
with VA, and VA racial and ethnic disparities are smaller. 

5 Mortality differences favoring non-Hispanic White Veterans also exist although 
they are typically smaller than mortality differences among the U.S. population as 
a whole. For example, heart disease and cancer are the leading causes of death for 
women in both VA and the U.S. general population – accounting for about one-half 
of deaths. 6 In the U.S. population, non-Hispanic Black women have a higher death 
rate than non-Hispanic White women for all causes, heart disease, and cancer mor-
tality. Among VA health care users, these disparities have been eliminated. Non- 
Hispanic Black women Veterans who use VHA do not experience higher death rates 
than White women, unlike non-Hispanic Black women in the U.S. general popu-
lation. 

Smaller disparities in health outcomes among racial and ethnic minority Veterans 
compared with non-Veterans may be attributed in part to fewer financial barriers 
to care. A recent Health Affairs article 7 showed that ‘‘Substantial racial/ethnic dis-
parities in cost-related medication nonadherence were consistently present among 
people with non-VHA coverage, but not among VHA enrollees. For instance, among 
those with non-VHA coverage, 5.9 percent of whites couldn’t afford a prescription 
drug, versus 8.6 percent of Hispanics and 10.6 percent of Blacks. However, no sig-
nificant racial/ethnic differences were present among people with VHA coverage.’’ 
Office of Health Equity Efforts 

The Office of Health Equity (OHE) has a broad charge including gathering and 
analyzing data on disparities among Veterans, developing communication products 
to raise awareness about equity issues faced by Veterans, working with VA medical 
centers (VAMC) to improve outcomes of care for all Veterans, and supporting work-
force diversity and inclusion within VHA. VA has successfully addressed social de-
terminants of health on a large scale, such as reducing homelessness and food inse-
curity among Veterans. VA also has the capacity to address other determinants such 
as education, employment, and social isolation in conjunction with Veterans Service 
Organizations. Consequently, OHE supported the development of the Accessing Cir-
cumstances, Offering Resources for Need (ACORN) project to screen Veterans for a 
broad range of social determinants, which disproportionately affect communities of 
color, and match them with appropriate social services. OHE has also developed the 
Equity-Guided Improvement Strategy (EGIS) which uses equity information at 
VAMCs to target specific groups of Veterans for quality improvement and connect 
them with services tailored to their needs. 
December 2019 Government Accountability Office (GAO) Report Rec-
ommendations and Responses 

A GAO report released in December recommended that VHA develop performance 
measures and clear lines of accountability to track progress toward equity for Vet-
erans and assess and improve the accuracy of racial and ethnic coding in VHA sys-
tems. 

In response to this recommendation, OHE has updated the Health Equity Action 
Plan (HEAP) and developed an operational plan for Fiscal Year (FY) 2020 with per-
formance measures and clear lines of accountability. These plans were developed 
with the aid and support of a Health Equity Coalition consisting of a variety of VA 
health equity stakeholders. This Coalition will assess achievement of performance 
goals at the end of the Fiscal Year and assist the development of future operational 
plans and performance measures. 

Race and ethnicity data are missing on about 7 percent of Veterans in VHA, 
which is better than typically seen in the private sector. The quality of coding is 
mixed; with the highest missing data rates being 11 percent, 10 percent, and 9 per-
cent, respectively, for Hispanic, Asian, and Native Hawaiian/Other Pacific Islander 
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Veterans, in a recent year. In response to the second GAO recommendation, OHE 
and Health Services Research & Development are supporting two assessments: one 
assessment, led by 

Dr. Washington, will formally determine the quality of coding by comparing exist-
ing racial and ethnic coding in the electronic health record with self-reported survey 
information from VHA’s Survey of Health Care Experiences of Patients, since self- 
reported identification of race and ethnicity is the gold standard; a second assess-
ment will collect race and ethnicity information in VAMCs directly from Veterans 
using an iPad because staff discomfort with asking for this information has been 
cited as a major reason race and ethnicity data are missing. 
Women and LGBTQ Veterans 

VA is making progress in fostering a more inclusive patient experience for women 
and our Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ) community. A 
recent study set out to identify patterns of risk and resilience by the intersections 
of race/ ethnicity (a combined measure in that study) and sexual orientation in men-
tal health symptom severity, sexism, and social support among women Veterans.8 
The study found that among women Veterans, minority race/ethnicity or minority 
sexual orientation were associated with higher levels of mental health symptoms 
and experiences of sexism, when compared with White, heterosexual women Vet-
erans. As the study noted, ‘‘However, women Veterans with both minority race/eth-
nicity and minority sexual orientation did not always fare worse than White, hetero-
sexual women Veterans,’’ with respect to severity of symptoms, suggesting that 
women at the intersection of these minority identities may develop resilience from 
their lived experience. 

OHE works with VHA Women’s Health Services to support assessments of equity 
issues faced by women Veterans. Data sources are often shared; for example, the 
Women’s Health Evaluation Initiative data base that was developed to monitor eq-
uity issues for women Veterans, was adapted and expanded to create the National 
Veterans Health Equity Report (which reported on equity issues by race/ethnicity, 
sex, rurality of residence, mental health disorders, and age). OHE also works with 
the LGBTQ coordinators, present at every VAMC, to support assessments of equity 
issues faced by LGBTQ Veterans. OHE has served as the VA point of contact with 
the Healthcare Equality Index, the major national LGBTQ benchmarking tool, and 
is sponsoring work with the Centers for Disease Control and Prevention to study 
LGBT Veterans because they cannot be identified systematically in VHA’s current 
data systems. However, in the new Cerner Electronic Healthcare Record system, it 
will be possible to capture information on sexual orientation in a systematic fashion. 
Patient Experience 

VA recognizes the importance of patient experience, communication, and trust. 
We understand that patients who trust their clinicians and care teams are more 
likely to modify their health behaviors and have better outcomes. When Veterans 
respond to certain Veterans Experience Office (VEO) surveys, they have an oppor-
tunity to self-identify their race and ethnicity. VEO analyzed Veteran feedback 
based on self-identification of race as Asian, American Indian or Alaska Native, 
Black or African American, Native Hawaiian or Other Pacific Islander, or White. 
VEO also analyzed Veteran feedback based on identification of their ethnicity as 
Hispanic or Latino versus not Hispanic or Latino. The results showed the following 
insights about Veteran experience based on age, gender, and self-reported race and 
ethnicity: 

• Veterans ages 70 and over in the Outpatient Surveys had the highest percent-
age reporting that they had trust in VA facilities for meeting their healthcare 
needs; Veterans under 30 had the lowest percentage reporting trust. Addition-
ally, male Veterans report higher trust than female Veterans. Trust for all age 
groups as well as both men and women has increased since the third quarter 
of Fiscal Year 2017. 

• Veterans who self-identify as White show the highest trust in the Outpatient 
Surveys; Veterans who self-identify as American Indian or Alaskan Native Vet-
erans show the lowest trust. Additionally, Veterans who identify as non-His-
panic or Latino show higher trust than Veterans who identify as Hispanic or 
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Latino. Trust for all self-reported races and ethnicities has increased since the 
third quarter of Fiscal Year 2017. 

Conclusion 
VA’s goal is to meet Veterans where they live and work so VA can work with 

them to ensure they can achieve their goals by teaching them skills, connecting 
them to resources, and providing the care need along the way. We are committed 
to advancing our outreach and empowerment to further restore the trust of Vet-
erans every day and continue to improve access to care. Our objective is to give our 
Nation’s Veterans the top-quality experience and care they have earned and de-
serve. We appreciate this Committee’s continued support and encouragement as we 
identify challenges and find new ways to care for Veterans. 

Prepared Statement of Kayla Williams 

Despite criticisms VA is an excellent source of health care, boasting low wait 
times, high quality, cultural competence, and low cost for many veterans.1 Studies 
have shown that wait times at VA facilities are shorter than in the private sector.2 
Systematic studies have examined the relative quality of care between the Veterans 
Health Administration (VHA) and outside health care providers and shown that VA 
provides better or equal outcomes in regard to safety and effectiveness for patients.3 
VA also provides substantially better-quality mental health care, a prime consider-
ation for many veterans.4 However, not all groups of veterans find VA to be equally 
welcoming, accessible, or able to provide adequate care. There can also be significant 
variation across VA Medical Centers (VAMCs), and there are widely acknowledged 
challenges gaining initial access to the VA system. The following testimony cen-
tering on disparities among minority veterans – women, racial/ethnic minorities, 
and LGBT individuals – using VA health care is drawn primarily from the forth-
coming CNAS report New York State Minority Veterans Needs Assessment.5 

Different veteran populations use the VA at different rates. This may partly be 
because not all veterans have the same knowledge base about how to access VA 
health care or disability assistance, particularly those who transitioned out of the 
military before the Veterans Opportunity to Work (VOW) to Hire Heroes Act man-
dating improvements to the Transition Assistance Program was signed into law in 
2011. Veterans’ own perception of self may also influence their comfort or willing-
ness in seeking out care and benefits from VA: previous experiences specific to mi-
nority group populations can deter veterans from using VA for their health care at 
all. Minority and underrepresented groups, in particular women, racial/ethnic mi-
norities, students, and veterans in rural areas, tend to be at increased risk for nega-
tive health care outcomes in large part due to lack of awareness, ineligibility for cer-
tain programs, and concerns about stigma against them or lack of confidentiality. 

Accordingly, as the veteran population changes, so must training and assumptions 
of VA staff and even fellow patients, as well as what types of care are covered and 
how outreach is conducted.6 
Women Veterans 

Overall health outcomes for military-affiliated women have been deteriorating 
over the last 15 years, for both physical and mental health challenges and condi-
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tions.7 Of particular concern for this hearing because it can affect willingness to 
seek care at VA facilities, military women experience sexual harassment and as-
sault at significantly higher rates than; military sexual trauma (MST), the umbrella 
term that covers both severe or pervasive sexual harassment and sexual assault ex-
perienced during service, is correlated with a range of negative health outcomes.8 
According to a DoD survey, in 2018, 6.2 percent of active-duty women and 0.7 per-
cent of men experienced a past-year sexual assault.9 The same survey estimated 
that 24.2 percent of women and 6.3 percent of men had experienced sexual harass-
ment in the previous year, and 16 percent of women and 2.3 percent of men had 
experienced gender discrimination. Nationwide, over the course of a lifetime, an es-
timated 27.5 percent of women and 11 percent of men experience unwanted sexual 
contact; women veterans are also at increased risk of having experienced pre-service 
sexual assault. Accordingly, women veterans may have complex trauma due to expo-
sure to multiple traumatic events prior to, during, and after military service. MST 
is also more strongly correlated to PTSD than either combat trauma or civilian sex-
ual assault; following the high rates of exposure in service, a significant percentage 
of women veterans screen positive for MST.10 

Experiences with fellow patients and VA staff can affect veterans’ willingness to 
engage with the system, trust the care they receive, and seek care in the first place. 
For example, 25 percent of women veterans reported inappropriate/unwanted com-
ments or behavior by men veterans while at VA.11 Women veterans who reported 
harassment were less likely to report feeling welcome to VA, which related to delay-
ing and/or missing care. One stakeholder in CNAS interviews said about experi-
encing harassment at VA: ‘‘A veteran doesn’t necessarily go back to VA. If they have 
a negative experience, they’re not coming back.’’ Women with a history of MST are 
more likely to find this to be an insurmountable barrier to care. Women veterans 
strongly encouraged each VA center to have a women’s care coordinator employed 
to change the all-male culture of VA centers. While each VAMC is required to have 
a women veterans program manager to advise and advocate for women veterans, 
the amount of influence that individual has within the facility varies substantially. 

As a smaller share of the veteran population, women veterans have historically 
not felt informed of their benefit entitlement or welcomed at VA facilities. A vast 
disparity between VA users and nonusers illustrated lack of awareness that specifi-
cally addressed women’s health services: 67 percent of users received information 
compared with only 21 percent of nonusers.12 One of the biggest factors, according 
to interviews with stakeholders and advocates for women veterans, is barriers to re-
ceiving care. One example given was, ‘‘When women show up, they are challenged 
whether they served; they’re asked questions that their male counterparts aren’t 
asked.’’ 

Stakeholders routinely reported that women are often reluctant to seek services 
at VA Medical Centers as they are, or are perceived to be, male-dominated spaces 
and thus less sympathetic, understanding, or welcoming to women. Women veterans 
reported being mistaken for a spouse or partner of a veteran rather than veterans 
themselves, or otherwise questioned as to why they are entitled to veterans’ bene-
fits. Women who have experienced military sexual assault are particularly 
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untrusting of VA care and often elect not to reenter a military environment; how-
ever, few providers in the civilian setting are familiar with the effects of MST. 

Despite these challenges, there has been a rapid and significant increase in VHA 
usage by women veterans—a 45.4 percent increase since 2007, though the women 
veteran population has increased only by 7.7 percent.13 It is imperative that VA 
strategically plan for the substantial and ongoing growth in the population of 
women veterans it serve. In particular, given the high rates of mental health condi-
tions and MST, the Office of Mental Health Services and Suicide Prevention should 
develop a strategic plan to support women veterans’ mental health needs within the 
PACT model as well as with increased funding and training for providers. Addition-
ally, VA should modify or eliminate two discriminatory policies: the medical benefits 
package bars abortion and abortion counseling, with no exceptions for rape, incest, 
or life endangerment of the woman; and VA may charge a co-payment for birth con-
trol for some patients.14 This is out of alignment with all other federally provided 
health care and medical best practices. 
Racial/Ethnic Minority Veterans 

In the United States more broadly, studies have shown that racial minorities ex-
perience bias in health care that can and does lead to increased fatalities. As the 
Centers for Disease Control and Prevention published in May 2019, maternal mor-
tality is three times higher among African American and AIAN women than white 
women in the general population, demonstrating that racial bias in health care 
causes preventable deaths.15 The legacy of the Tuskegee experiments also contrib-
utes to lingering mistrust of the health care system among people of color more 
broadly. Stereotypes about minority individuals’ pain tolerance and symptoms have 
been reported to influence medical providers into disregarding complaints by minor-
ity patients.16 A few CNAS focus group participants specifically reported that med-
ical providers at VA centers take the pain and symptoms of people of color, particu-
larly women, less seriously than those of their white counterparts, providing a bar-
rier to correct health diagnoses and contributing to a lack of trust. 

Advocates for minority veterans also argued that providers, representatives, and 
VSOs are not culturally knowledgeable and are unable to offer culturally competent 
care. Focus group participants perceived providers as not sufficiently trained on cul-
tural differences or adequately connected to the minority populations they are serv-
ing. A number of participants emphasized a lower willingness in the African Amer-
ican community to seek out mental health care, and this cultural difference needs 
to be examined by leadership to better care for black veterans suffering from mental 
health issues: ‘‘In black culture there isn’t a lot of tendency to seek help for mental 
incapacity. You can’t just have a doctor say here’s a service, come and get treat-
ment. If they understood the cultural aspects, they have to understand talking to 
a person that there’s a reason they’re not accessing services.’’17 Similar to the expe-
riences of minority communities, civilian and veteran alike, across other life do-
mains, implicit and explicit biases of health care providers negatively affect minority 
veterans. Participants felt they received substandard treatment by doctors. 

Despite these perceived challenges, between 2005 and 2014, minority veterans en-
rolled in VA health care at much higher rates, an increase of 43 percent, while non-
minority veterans enrollment increased only 24 percent.18 The causes for this dif-
ferential increase in enrollment are unclear and could indicate greater need for VA 
health care due to economic factors or be a reflection of growth in the minority vet-
eran population. Increases in VA utilization overall likely reflect enhanced outreach 
and changes to eligibility that expand access to all combat veterans for 5 years after 
service. The overall VA benefit usage rate was 49 percent: Native Hawaiian/Other 
Pacific Islander veterans were the most likely to use VA (59 percent), followed by 
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black (54 percent) and Hispanic veterans (53 percent).19 American Indian / Alaska 
Native (45 percent) and Asian (42 percent) veterans were the least likely to use VA 
benefits. American Indian and Alaska Natives are more likely than their non-Native 
veteran counterparts to lack health insurance and proper health care.20 (Native 
American veterans present a unique case as they are covered by three jurisdictions 
– Federal, State, and tribal. Due to these complexities, we recommend a separate 
hearing specifically focused on their access to care.) 
LGBT Veterans 

LGBT veterans are more likely to have experienced sexual assault and trauma 
prior to and during service, influencing health and well-being outcomes post-service, 
and the LGBT community on the whole is at higher risk of stigma and violence than 
other groups.21 While health-care-related data regarding LGBT veterans is limited 
due to historical policy barriers to the disclosure of sexual orientation and gender 
identity, the Health Related Behaviors Survey has shown that among active-duty 
personnel, LGBT individuals were more likely to report having ever experienced 
physical abuse or unwanted sexual contact.22 Similarly, a significantly higher per-
centage of LGB service members reported past-year sexual assault than did their 
non-LGB counterparts in the 2018 Workplace and Gender Relations Survey (WGRA) 
of Active Duty Members (which tracked LGB but not transgender service members): 
9 percent of LGB women compared with 4.8 percent of non-LGB women and 3.7 per-
cent of LGB men compared with 0.4 percent of non-LGB men.23 LGB service mem-
bers in another study were twice as likely to experience military sexual assault, 
which was directly linked to PTSD and depression among LGB veterans: 40 percent 
of LGB veterans have PTSD symptoms compared with 30 percent of non-LGB vet-
erans.24 

The Healthcare Equality Index, developed by the Office of Health Equity in part-
nership with the Human Rights Campaign, showed only 49 percent of VA Medical 
Centers were classified as ‘‘Leaders,’’ or ‘‘Top Performers,’’ the two highest designa-
tions awarded, as of 2019.25 This data is reinforced by input from stakeholders and 
veterans. A common thread across interviews and focus groups regarding LGBT vet-
erans was the importance of cultural competency and mandatory trainings for VA 
personnel to better serve the LGBT veteran population. Multiple advocates high-
lighted the variety of barriers LGBT veterans face in accessing health care, many 
of which are unique to their sexual orientation and/or gender identity, during CNAS 
interviews. One described it as, ‘‘You’re dealing with medical providers that aren’t 
receiving necessary training to properly assess issues that you’re going through and 
provide unnecessary treatments.’’ According to numerous stakeholders, many LGBT 
veterans tend not to feel comfortable claiming veteran status and are therefore less 
willing or likely to seek out VA health care. Similar to those barriers for women 
veterans, LGBT veterans report a reluctance to visit VA medical centers, specifically 
reporting that they are often dominated by older veterans who typically have more 
conservative views on sexual orientation and gender identity. One stakeholder noted 
that LGBT veterans experience disproportionate negative health outcomes not be-
cause of their identity but rather because of the stigma and discrimination they face 
for who they are, or due to providers who ‘‘don’t understand these implicit things 
they should about LGBT people.’’ However, according to the 2015 U.S. Transgender 
Survey, 87 percent of transgender veteran respondents had reported being treated 
respectfully at the VA all or most of the time.26 
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These barriers to care are particularly concerning for the LGBT veteran popu-
lation given that among the active duty force, a significantly higher percentage of 
gay service members suffer from PTSD (53 percent) compared with heterosexual 
service members (17 percent). This is even more acute for lesbian service members, 
67 percent of whom suffer from PTSD compared with 19 percent of heterosexual fe-
male service members.27 While LGBT status is not causal for PTSD or suicide, sex-
ual orientation is considered a risk factor.28 LGBT individuals are more likely to 
have reported binge drinking, cigarette smoking, moderate to severe depression, and 
suicidal ideation and attempts.29 Rates of suicidal ideation are two to three times 
higher for the LGBT community and suicide attempts two to seven times more fre-
quent. Those with gender dysphoria attempt suicide at a rate 20 times higher.30 Re-
search has shown that ‘‘stigma, prejudice, and discrimination create a hostile and 
stressful social environment that causes mental health problems,’’ known as minor-
ity stress; efforts to reduce homophobia and transphobia are an important compo-
nent of broader efforts to improve mental health in the veteran community.31 

In terms of transgender-specific health care, gender confirmation surgery is spe-
cifically excluded from the VA medical benefits package; additionally, VA does not 
provide any surgery for strictly cosmetic purposes.32 This is not in alignment with 
generally accepted standards of care for those with gender dysphoria.33 Additionally, 
because VA health care is considered ‘‘minimum essential coverage’’ under the Af-
fordable Care Act, veterans who are enrolled in VA health care do not qualify for 
subsidies in the Health Insurance Marketplace; accordingly, these veterans may be 
financially unable to enroll in a plan that would provide this medically necessary 
care.34 Crucially, observational studies have shown dramatic reductions in suicide 
ideation, suicide attempts, and suicides among transgender individuals who receive 
appropriate transition-related care. Excluding this care from the VA medical bene-
fits package does not align with standards of care or VA’s stated commitment to sui-
cide prevention. Additionally, VA does not provide in vitro fertilization for same-sex 
couples, another discriminatory practice that should be promptly eliminated. 

Discharge status may have an outsized impact on LGBT veterans, who may have 
been involuntarily separated from the military under the DADT policy. If separated 
with an OTH discharge, these veterans would not have the same access to veteran 
benefits, compounding an overall distrust of the military and veteran system and 
a feeling of unwelcome. The approximately 14,000 service members separated from 
the military under DADT may need to appeal their discharge status.35 While these 
individuals can now request a discharge upgrade, they may have been denied access 
to care and benefits for many years, and the upgrade process takes time. Members 
of the LGBT community repeatedly report fear and mistrust in deciding whether to 
access their VA services. One stakeholder noted that an administrative separation 
code indicates when a discharge was related to homosexual behavior even when a 
veteran retains access to benefits. Many veterans fear that involuntarily ‘‘coming 
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out’’ to health care providers due to service records will lead to less than optimal 
care from a provider who does not support their identity or sexual orientation. 

A number of stakeholders referenced the current political environment’s impact 
on minority populations, particularly the LGBT community, and their willingness 
to access care, in some cases mistaking DoD policy for VA policy. For example, one 
advocate said debates over the military’s ‘‘trans ban’’ affect ability to provide care 
to the LGBT community at the State level due to mistrust in the community and 
confusion over legal status. Transgender individuals also express fear of being 
misgendered by health care practitioners, a microaggression in a space that deals 
with very personal issues that can lead to a lack of trust in the health care system 
as a whole. Advocates for transgender veterans note that being misgendered in 
health care environments can lead to negative mental health outcomes, which is 
supported by studies relating misgendering to increased stress.36 

A damaging misconception is that VA facilities do not include any LGBT health 
services. While the absence of available gender confirmation surgery negatively im-
pacts transgender veterans who have not medically transitioned, other LGBT health 
care options at the VA do exist. Lack of trust in health care providers is insidious 
and leads to suboptimal health outcomes. For example, providers do not always ad-
vertise that they offer pre-exposure prophylaxis (PrEP), making it less likely LGBT 
patients will obtain a prescription for this vital HIV-prevention drug. Providers also 
may not explicitly offer screening for sexually transmitted diseases (STDs), putting 
the onus on the patient, which can be a charged request and difficult without a 
trusting relationship. A second layer of challenges LGBT veterans face is discrep-
ancies with health care itself. Many LGBT veterans experience a lack of consistency 
across VA facilities. Each VA Medical Center is supposed to have an LGBT veteran 
care coordinator (VCC) on hand to serve as a patient advocate and assist LGBT- 
sensitive staff trainings. However, quality of VCCs varies widely. CNAS site visits 
identified significant variation in the LGBT-focused materials available in waiting 
rooms, ranging from confusion over the acronym ‘‘LGBT’’ to comprehensive informa-
tional material, welcoming posters, and competent staff. Additionally, other patients 
can contribute to VA Medical Centers being unwelcoming: One representative of a 
veteran-serving nonprofit reported witnessing transgender veterans being subjected 
to inappropriate verbal and nonverbal behavior from fellow patients because of their 
transgender status. 

A number of LGBT advocates noted the lack of effective outreach by VA to these 
populations. This lack of public awareness leads to increased confusion and/or igno-
rance of entitlements and benefits. VSOs have historically fulfilled this outreach 
role, helping veterans and transitioning service members navigate online services 
and file comprehensive claims. According to advocates and LGBT veterans, these 
spaces and organizations are often hostile or triggering spaces, leaving this commu-
nity without assistance navigating a cumbersome bureaucracy. Improving these 
spaces is one recommended solution, though additional outreach to nontraditional 
veteran spaces may be more useful. 

LGBT veterans expressed that VA needed to specifically ask about sexual orienta-
tion upon intake to normalize and clarify LGBT status from the beginning. Such a 
question would remove the ‘‘dirty secret’’ aspect of sexual orientation and make it 
more clinical, rather than something veterans have to worry about. Veterans also 
agreed that the location of LGBT veteran care coordinators’ offices in VA centers 
on the mental health floor likened LGBT status to mental health issues. Of trans 
veterans, 40 percent have received health care through VA, of which 75 percent con-
tinue to receive health care.37 Of these veterans, 72 percent said they were out as 
trans to their health care provider and 47 percent reported they were always treat-
ed respectfully. The majority of trans veterans—79 percent—reported satisfaction 
with VA care, higher than the satisfaction expressed by ethnic minorities and low- 
income veterans, despite the challenges noted above.38 
Conclusion 

VA should improve data collection, analysis, and publication on health outcomes 
of all minority veterans, particularly from an intersectional lens, to enhance Con-
gress’ ability to conduct effective oversight. In addition, VA should work to become 
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more welcoming for all minority veterans. Recommendations include implementing 
trauma-informed and dignity-affirming care, including effective cultural awareness 
training for all employees; updating waiting room reading material, posters, and tel-
evision channel default settings to be more inclusive; expanding Veterans Experi-
ence Office efforts using human-centered design concepts to identify and alleviate 
disparities in the experiences of minority veterans; expanding the nascent End Har-
assment campaign to include the harassment LGBT and racial/ethnic minority vet-
erans experience; and expanding the ‘‘secret shopper’’ model of ensuring that front- 
line staff members are aware of resources for MST survivors such as LGBT VCCs, 
minority veteran coordinators, and women veteran coordinators at VA Medical Cen-
ters nationwide. 

Additionally, VA should carefully review all policies and provisions of the medical 
benefits package to eliminate provisions that discriminate against women, veterans 
of color, and LGBT individuals. Should VA be unwilling or unable to take these ac-
tions independently, I urge Congress to consider legislation to require VA to cover 
gender confirmation surgery, a medically necessary and evidence-based treatment 
for gender dysphoria in transgender individuals; cover in vitro fertilization for same- 
sex couples; eliminate the blanket ban on abortion and abortion counseling, with no 
exceptions for rape, incest, or life endangerment of the woman; and eliminate co- 
payments for birth control. Overall, VA is a top-tier provider of health care. Identi-
fying and eliminating barriers that make it less welcoming and effective for minor-
ity veterans is an important part of ensuring health equity for all who have served 
our great nation. 

Prepared Statement of Melissa Bryant 

Chairwoman Brownley, Ranking Member Dunn, and distinguished members who 
proudly serve on this subcommittee; on behalf of our National Commander, James 
W. ‘‘Bill’’ Oxford, thank you for the opportunity to discuss the important issue of 
how the Department of Veterans Affairs (VA) addresses health inequities for minori-
ties across the Veterans Health Administration (VHA). I proudly represent The 
American Legion and appreciate the opportunity to assist this subcommittee in bet-
ter understanding this issue, how it impacts minority veterans, and provide rec-
ommendations for improvement to the system. 

Above all, we must ensure that the institutions we built to care for our Nation’s 
veterans give every veteran regardless of race, gender, sexual orientation, or creed 
the quality care and support they deserve. 

Recent statistics show that racial and ethnic minority veterans represent nearly 
22 percent of the total veteran population, nearly 19 million who are living today. 
VA projects that the minority population will continue to rise over the next few dec-
ades and reach an estimated 35 percent of the total veteran population by 2040. In 
recent years, VA has made improvements in the advancement of veteran’s health 
care in VA medical facilities nationwide. However, there is still much work to do 
to meet the overall health care needs of all veterans. There are also many research 
gaps that exist, which makes it difficult to identify, analyze, and resolve specific 
issues in inequities in overall care for the minority veteran population. 

Sadly, I can point to my own dealings with harassment and discrimination from 
my peers, superior officers, and subordinates in my lifetime. It was a double burden 
I faced while on active duty, when the intersectionality of being both a black and 
female officer would creep into misogynistic and prejudiced comments made toward 
me. Now as a veterans advocate, I still hear the misogynistic and prejudicial com-
ments in our community. At best, these comments are casual dismissals of my cre-
dentials and expertise to have earned a seat at the table; at worst, these comments 
mean just what these hurtful comments sound like—flagrant disregard for my serv-
ice, and ultimately an emotional barrier to seeking additional care through VHA, 
where the veteran culture often mirrors the experience of minority servicemembers. 

To its credit, VA has already identified some of the more prominent issues the 
department currently faces with attending to minority veterans’ health needs: 

Challenges with the Accuracy of Medical Records 

VA has cited concerns about the accuracy of medical records, particularly when 
referencing the completeness and accuracy of the race and ethnicity data of vet-
erans. These concerns include: 
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• Difficulty determining if race and ethnicity information is correctly captured in 
a veteran’s health record through either veteran self-reporting or VA staff cap-
ture.1 

• Trouble confirming that relevant race/ethnicity informational values are reliable 
in the health record because of the possibility of necessary data being missing 
from the records.2 

• Conflicting race and ethnic data calls into question the accuracy of information 
when race or ethnicity information is recorded.3 

The American Legion is encouraged by the forthcoming improvements in race and 
ethnicity data collection that will be achieved with the implementation of the Cerner 
Electronic Health Records Modernization (EHRM) efforts. Accurate data may help 
dispel or correct any deficiencies in care for minority veterans. The American Legion 
also will continue to advocate that VA’s EHR initiative remains fully and adequately 
funded and that VA and Cerner regularly report EHR progress and status to Con-
gress. 

Supporting American Legion Resolution: Resolution 83 (August 2016): Virtual 
Lifetime Electronic Record. 

Problems with Outreach and Trust Among Minority Veterans 

As a military intelligence officer who led women and men in both combat and gar-
rison, some my most salient experiences are from times when the true beliefs of sol-
diers you would normally trust with your life in battle would surface. As one of the 
few, if not only, women officers (and often the only woman of color officer) in my 
units, I can point to many occasions where I have helped soldiers who came to me 
for advice, counsel, or reporting of incidents dealing with racial, gendered, or sexual 
orientation discrimination, harassment or even assault in the ranks. My service was 
also during the time of the Don’t Ask, Don’t Tell (DADT) policy era, where I had 
the truly unfortunate duty of involuntarily separating troops from service due to 
their sexual orientation. 

There are current difficulties among all veterans, including minority veterans, on 
understanding the eligibility requirements and scope of services available to them. 
For example, discharge status may have greater impact on Lesbian, Gay, Bisexual, 
Transgender, or Queer (LGBTQ) veterans, who may have been involuntarily sepa-
rated from the military under the DADT policy. Depending on discharge status, 
these veterans would not have the same access to veteran benefits, compounding an 
overall distrust of the military and veteran system. The American Legion is the only 
Veteran Service Organization that assists veterans with discharge upgrades and 
represents them before service discharge upgrade boards and hearings. 

VHA must continue to build trust among all veterans to make their system the 
premier medical provider that veterans desire to go for their healthcare needs. Ef-
forts should include increased communications outreach to all categories of minority 
and women veterans to inform them of their eligibility for health care. VHA can also 
increase its information dissemination concerning the development of better commu-
nity care network (CCN) accesses and health care choices, as provided by the serv-
ices developed in the MISSION Act of 2019, which include contractor provided serv-
ices. These services allow increased access to urgent cares, expansions of eligibility 
for community care, veteran-centered and control of scheduling appointments, as 
well as better coordination and customer services. VA should also better publicize 
the Million Veteran Program to its minority and women veteran patients and en-
courage their participation in the program. 

Care for Diseases Found More Prevalently in Minority Veterans 

Some diseases have been found to be more prevalent in minority veteran popu-
lations, and further study is needed to determine why this may be the case. Prostate 
cancer is the most commonly diagnosed form of the disease found in veterans; for 
example, African American veterans are diagnosed at younger ages than the general 
veteran population. VHA must aggressively work to provide the best treatment and 
care for any veterans who may be diagnosed with this form of cancer. Some factors 
that VHA should note are: in general, African American men are at an increased 
risk of developing prostate cancer than white men or other men of color. They are 
also at a greater risk of getting an incorrect diagnosis of cancer, and more likely 
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to die from the disease 4. Early detection can help contribute to an almost 100 per-
cent cure rate. Efforts must continue to determine if military service and/or combat 
specific areas of operation have any correlation to increases in prostate cancer diag-
nosis or any disparities in treatment. 

The American Legion continues to advocate for research that continues to assess 
the possible connections between cancer and any exposures that veterans may have 
encountered due to their service, including Agent Orange exposures, burn pits and 
other airborne toxins, radiation exposure, depleted uranium exposure, or environ-
mental and other toxic exposures which may affect veterans. 

• Relevant resolutions: 
o Resolution 130 (August 2016): Radiation Exposure 
o Resolution 55 (August 2016): Radiation Exposure 
o Resolution 271 ( August 2016): Request Study by the Department of Veterans 

Affairs on the Medical Effects of Exposure to Depleted Uranium 
o Resolution 35 (August 2016): Agent Orange 
o Resolution 118 (August 2016): Environmental Exposures 
o Resolution 127 (August 2016): ProState Cancer Research and Treatment 
o Resolution 41 (August 2017): Radiation-Exposed Veterans 
o Resolution 11 (August 2019): Environmental Exposures at Fort McClellan 

Knowledge Gaps 

Many clinical outcomes have significant racial gaps in data collected for conditions 
such as hypertension, cardiovascular events, diabetes, and labor and delivery. A 
grim example of the disparity in healthcare outcomes due to racial bias is the na-
tionwide maternal mortality rate in African American, American Indian, and Alaska 
Native women, who are two to three times more likely to die from pregnancy-related 
causes than white women – and this disparity increases with age.5 A widely pub-
licized U.S. Supreme Court petition last year unsuccessfully challenged Feres doc-
trine, Daniel v. United States, which involved the maternal death of an active duty 
Navy Nurse who died in childbirth in the same Labor and Maternity Ward in which 
she served at Naval Station Bremerton.6 In this case, the deceased was also a racial 
minority, a chilling example of this national trend within the military, which may 
color the perception of disparate care provided to minority women by both military 
and veterans medical centers. 

It becomes necessary to ask why these instances exist in the microcosm that is 
our community, and research if disparities are attributable to a higher concentration 
of minority veterans using lower-performing VA medical facilities, if there is a dif-
ference in the quality of care between white and minority veterans receiving care 
at the same facility, or if there are other factors which have yet to be identified.7 
The American Legion realizes that many significant improvements in VA’s health 
care systems have occurred in recent years, but will continue to advocate for further 
study that yields a reduction in any disparities which may affect minority veterans 
and their life expectancy. 

Since 2003, The American Legion has conducted over 300 System Worth Saving 
site visits to assess the quality of care, challenges and best practices of VHA’s 
health care systems at many of its medical centers and community-based outpatient 
clinics across the country. Although the program’s main focus is to gather informa-
tion from all veterans and provide recommendations for the best possible care for 
all veterans in VHA’s system, these visits continue to highlight examples of minority 
and women veterans discussing their particular issues during the program’s town 
hall meetings. 

• Relevant resolutions: 
o Resolution 147 (August 2016): Women Veterans 
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Conclusion 

Chairwoman Brownley, Ranking Member Dunn, and distinguished members who 
proudly serve on this subcommittee, The American Legion thanks you for the oppor-
tunity to illuminate the positions of the nearly two million veteran members of this 
organization. It is a priority of The American Legion that all our Nation’s veterans 
receive the same quality care and support we expect from VA. By the action of this 
committee, we can see that it is for you as well. We call on Congress to direct VA 
to conduct and/or continue existing studies into the inequity or disparities of care— 
real or perceived—contained within today’s testimony, and more. As we unpack the 
myriad reasons why minority veterans on the whole report either negative 
healthcare outcomes or unequal treatment under the law at VA, The American Le-
gion stands ready to support this subcommittee with observations and expertise. 

As always, The American Legion thanks this committee for the opportunity to elu-
cidate the position of the nearly 2 million veteran members of this organization. For 
additional information regarding this testimony, please contact Ms. Melissa Bryant, 
Legislative Director, at MBryant@legion.org or (202) 263–2981. 
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STATEMENTS FOR THE RECORD 

Prepared Statement of National Council on Urban Indian Health 

My name is Sonya Tetnowski, I am a member of the Makah Tribe, a U.S. Army 
Veteran Paratrooper, and the Chief Executive Officer of the Indian Health Center 
of Santa Clara Valley in California. I’m also the Vice President of the National 
Council of Urban Indian Health (NCUIH), as well as President of the California 
Consortium for Urban Indian Health (CCUIH). NCUIH represents the 41 Title V 
Urban Indian Organizations (UIOs) across the Nation. UIOs provide high-quality, 
culturally competent care to urban Indian populations, which constitute more than 
70 percent of all American Indians and Alaska Natives (AI/ANs). I would like to 
thank Chairwoman Brownley, Ranking Member Dunn and other distinguished 
members of the subcommittee for holding this important hearing on the critical 
issue of health equity for minority Veterans. My testimony will focus on the need 
for equitable treatment of AI/AN Veterans living in urban communities. 

NCUIH believes the single most important thing the Department of Veterans Af-
fairs (VA) can do to improve the equitable healthcare efforts to AI/AN Veterans, is 
to fully implement the VA and Indian Health Services’ Memorandum of Under-
standing (VA-IHS MOU) and Reimbursement Agreement for Direct Health Care 
Services. This would allow UIOs to be reimbursed for providing culturally competent 
care to AI/AN Veterans residing in urban areas. Despite an embattled history be-
tween tribal people and the U.S. Government, and as an inherited responsibility to 
safeguard the lands of their ancestors, AI/ANs serve this country at a higher rate 
than any other group in the Nation. A significant number of these Veterans live in 
urban areas and often seek out the high-quality, culturally competent care of their 
local UIO. 

UIOs were formally recognized by Congress following the end of the Termination 
Era in 1976 under the Indian Health Care Improvement Act (IHCIA) to fulfill the 
Federal Government’s health care-related trust responsibility to Indians who live off 
the reservation. Each UIO is led by a Board of Directors that must be majority In-
dian. They are collectively represented by the National Council of Urban Indian 
Health (NCUIH), which is a 501(c)(3), member-based organization devoted to the de-
velopment of quality, accessible, and culturally sensitive healthcare programs for AI/ 
ANs living in urban communities. UIOs are a critical part of the Indian Health 
Service (IHS), which uses a three-prong approach to provide health care: Indian 
Health Services, Tribal Programs, and Urban Indian Organizations commonly re-
ferred to as the I/T/U system. 
VA-IHS MOU Historical Background 

In February 2003, the VA and IHS signed a Memorandum of Understanding 
(MOU) and updated this MOU in October 2010. The very first paragraph of the 
MOU states: ‘‘the intent of this MOU (is) to facilitate collaboration between IHS and 
VA, and not limit initiatives, projects, or interactions between the agencies 
in any way.’’ The MOU recognizes the importance of a coordinated and cohesive 
effort on a national scope, while also acknowledging that the implementation of such 
efforts requires local adaptation to meet the needs of individual tribes, villages, is-
lands, and communities, as well as local VA, IHS, Tribal, and Urban Indian 
health programs.’’ 

In December 2012, the two agencies signed a reimbursement agreement allowing 
the VA to financially compensate IHS for health care provided to AI/ANs that are 
part of the VA’s system of patient enrollment. While this MOU has been imple-
mented for IHS and tribal providers, it has not been implemented for UIOs, despite 
the fact that UIOs are explicitly mentioned in the original language of the 2010 
MOU, and provide healthcare within IHS’s own I/T/U system. Leaving out UIOs is 
a violation of the MOU since the agencies agreed to ‘‘not limit initiatives, projects, 
or interactions between the agencies in any way.’’ Not reimbursing UIOs for services 
provided to Native Veterans is limiting this vulnerable, underserved population 
from the healthcare they need and deserve. NCUIH and UIO leaders have been tes-
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tifying before Congress for several years to correct this oversight and to fully imple-
ment the MOU. Members have said this is an ‘‘easy fix,’’ and ‘‘an oversight,’’ so we 
are happy to see that there is now a bill to address this issue once and for all. We 
support the extensive efforts of the Veterans Administration and the work they do 
but AI/AN Veterans should be allowed to seek care and support that best suits their 
unique needs, and our UIO’s can provide that support. NCUIH supports H.R. 4153, 
the Health Care Access for Urban Native Veterans Act, introduced by Congressman 
Khanna along with 27 additional Co—Sponsors. H.R. 4153 is a necessary and crit-
ical piece of legislation, one that will make a real meaningful difference in the fund-
ing for health care services provided by UIOs across the United States. We maintain 
that as part of the I/T/U system, the VA already has the authority to reimburse title 
V UIOs, but we are happy Congress is taking the next step to address this impor-
tant issue. 

Between 2012 and 2015, the VA reimbursed over $16.1 million for direct services 
provided by IHS and Tribal Health Programs covering 5,000 eligible Veterans under 
the IHS-VA MOU. In spite of the Federal trust responsibility to AI/ANs, the VA had 
decided to deem UIOs ineligible to enter into the reimbursement agreement under 
the IHS-VA MOU. For context, UIOs are already extremely underfunded and re-
ceive less than $400 per patient from IHS, versus national health expenditure rates 
of almost $10,000 per patient. In 2018, UIOs received a total of $51.3 million to sup-
port 41 programs, and that is before IHS’s administrative costs are removed, which 
is already less than 1 percent of the total IHS budget. UIOs only receive one line- 
item appropriation in the IHS budget-the urban Indian health line item. UIOs don’t 
receive purchase and referred care dollars, Federal Tort Claims Act (FTCA) cov-
erage, 100 percent Federal Medical Assistance Percentage (FMAP), or facilities 
funding. In fact, a few UIOs temporarily closed during the shutdown due to the lack 
of parity within the IHS system. VA reimbursement, even half of the $16.1 million, 
would drastically help our facilities. It is time to fix this issue for good. 

Today, AI/AN service members face some of the lowest health outcomes and the 
largest barriers to quality and culturally competent health services. AI/AN Veterans 
are more likely to be uninsured, homeless, and impoverished than Veterans of other 
ethnicities. The high rates of mental and behavioral health disorders such as de-
pression, suicide, and post-traumatic stress disorder (PTSD) is linked to the 
predisposal that AI/AN people have to these same disorders without facing combat. 
AI/AN Veterans deserve clear and careful attention in order to ensure they receive 
the highest quality of care our country can afford to provide them. 

In urban areas, AI/ANs may experience difficult geographical distances from their 
homelands and from their traditional practices. UIOs serve as important centers for 
health care services and as cultural support and provide a sense of community while 
providing primary care, dental, and behavioral health services to AI/AN Veterans. 
The national interest of serving AI/AN Veterans will be best carried out when Con-
gress extends the collaborative arrangements already agreed to by the VA and IHS 
to include the bulk of our Nation’s AI/AN Veterans. 

Thank you again for holding today’s hearing and for the Sub-committee’s support 
of urban Indian health care issues. I am available, along with NCUIH staff, to an-
swer any questions related to this testimony or related urban Indian health issues. 

Prepared Statement of National Indian Health Board 

Chairwoman Brownley, Ranking Member Dunn, and Members of the Sub-
committee, thank you for holding this important hearing on ‘‘Achieving Health Eq-
uity for America’s Minority Veterans.’’ On behalf of the National Indian Health 
Board (NIHB) and the 574 federally recognized sovereign Tribal Nations we serve, 
I submit this testimony for the record. 

By current estimates from the Department of Veterans’ Affairs (VA), there are 
roughly 146,000 American Indian and Alaska Native (AI/AN) Veterans, with Native 
Servicemembers enlisting at higher rates than any other ethnicity nationwide. In-
deed, the Department of Defense continues to acknowledge the indispensable role 
of AI/AN Servicemembers throughout American history. Native Veterans are highly 
respected throughout Indian Country, in recognition of what they have sacrificed to 
protect Tribal communities and the United States. Yet despite the bravery, sacrifice, 
and steadfast commitment to protecting the sovereignty of Tribal Nations and the 
entire United States, Native Veterans continue to experience among the worst 
health outcomes, and among the greatest challenges in receiving quality health 
services. 

Overall, our communities face the starkest health disparities and among the low-
est health outcomes. Life expectancy for our people is 5.5 years less than the na-
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tional average, while in some states our people are dying as much as two decades 
earlier than Whites.1 Overall, AI/ANs have higher rates of death associated with 
most types of cancer, chronic liver disease and cirrhosis, type II diabetes, drug over-
dose deaths, assault/homicide, intentional self-harm/suicide, and chronic lower res-
piratory diseases.2 From 1999 to 2015, AI/ANs experienced the highest percentage 
increase in drug overdose deaths overall at 519 percent.3 Infant mortality rates for 
AI/ANs are 1.3 times the national average, with infant mortality rates having de-
clined for all ethnicities from 2005 to 2014 except among AI/ANs.4 

Health disparities among Native Veterans are equally dire, if not worse in certain 
cases. In a 2016 consultation report from the U.S. Department of Veterans’ Affairs, 
access to medical care was consistently ranked as the top priority for Tribal Nations 
and Native Veterans.5 Compared to White Veterans, Native Veterans are 1.6 times 
more likely to be uninsured; twice as likely to experience delays in care; and 2.9 
times more likely to experience transportation challenges in accessing care.6 

Destructive Federal Indian policies and unresponsive human service systems have 
left Native Veterans and their communities with unresolved historical and intergen-
erational trauma. From 2001 to 2015, suicide rates among Native Veterans in-
creased by 62 percent (50 in 2001 to 128 in 2015).7 In Fiscal Year 2014, the Office 
of Health Equity within VHA reported significantly higher rates of mental health 
disorders among Native Veterans compared to non-Hispanic White Veterans, includ-
ing in rates of PTSD (20.5 percent vs. 11.6 percent), depression symptoms (18.7 per-
cent vs. 15.2 percent), and major depressive disorder (7.9 percent vs. 5.8 percent).8 

Among all Veterans, Native Veterans are more likely to have a disability, service- 
connected or otherwise.9 Native Veterans are exponentially more likely to be home-
less, with some studies showing that 26 percent of low-income Native Veterans ex-
perienced homelessness at some point compared to 13 percent of all low-income Vet-
erans.10 There exists a paucity of Native Veteran specific health, housing, and eco-
nomic resources and programs that are accessible and culturally appropriate. It is 
essential that the VHA work with IHS and Tribes to create more resources specifi-
cally for Native Veterans. 

The VA’s Veteran Outreach Toolkit lists AI/ANs as an ‘‘at-risk’’ population, citing 
this troubling suicide rate. Additionally, AI/ANs grapple with complex behavioral 
health issues at higher rates than any other population—for children of AI/AN vet-
erans, this is compounded by the return of a parent who may suffer from post-trau-
matic stress disorder (PTSD). Outreach events for AI/AN communities should be a 
VA priority to increase wellness, decrease stigma, and prevent suicide. It is essential 
that the VHA continue to engage with Tribal leaders, through consultation, to assist 
in carrying out these activities. 
Federal Trust Responsibility 

Over the course of a century, sovereign Tribal Nations and the United States 
signed over 300 Treaties requiring the Federal Government to assume specific, en-
during, and legally enforceable fiduciary obligations to the Tribes. The terms codi-
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fied in those Treaties – including for provisions of quality and comprehensive health 
resources and services – have been reaffirmed by the United States Constitution, 
Supreme Court decisions, Federal legislation and regulations, and even Presidential 
executive orders. These Federal promises have no expiration date, and collectively 
form the basis for what we now refer to as the Federal trust responsibility. More-
over, the United States has a dual responsibility to Native Veterans – one obligation 
specific to their political status as members of federally recognized Tribes, and one 
obligation specific to their service in the Armed Services of the United States. 

In 1955, Congress established the Indian Health Service (IHS) in partial fulfill-
ment of its constitutional obligations for health services to all AI/ANs. The IHS is 
charged with a similar mission as the VHA as it relates to administering quality 
health services, with the exception of the following differences: (1) the Federal Gov-
ernment has Treaty and Trust obligations to provide health care for all American 
Indians and Alaska Natives; (2) IHS is severely and chronically underfunded in 
comparison to the VHA, with per capita medical expenditures within IHS at $4,078 
in Fiscal Year (FY) 2017 compared to $10,692 in VHA per capita medical spending 
that same year 11; and (3) unlike IHS, the VHA has been protected from government 
shutdowns and continuing resolutions (CRs) because Congress enacted advance ap-
propriations for the VHA a decade ago.12 

Tribal Nations have consistently communicated that the VA must do significantly 
more to meet its trust obligations to Native Veterans. Our people serve at higher 
rates than any demographic nationwide, and should not be afforded the worst 
health outcomes. Congress must act on the legislative and policy priorities outlined 
below in order to reduce health disparities among Native Veterans. 
Funding Levels for IHS versus VHA: The Need for Advance Appropriations 

1. Tribes and NIHB strongly urge Congress to pass bipartisan legisla-
tion that would enact advance appropriations for Indian programs 

By the most recent estimates, federally operated IHS facilities, Tribally operated 
health facilities and programs, and urban Indian health programs collectively serve 
roughly 2.6 million AI/ANs nationwide. In comparison, the VHA serves roughly 6.9 
million Veterans through 18 regional networks. In Fiscal Year 2019 discretionary 
appropriations for IHS equaled roughly $5.8 billion; in comparison, spending within 
the VHA totaled over $76 billion. In effect, this means that while the VHA service 
population is roughly only three times the size of the Indian health system, its dis-
cretionary appropriations are approximately 13 times higher than for IHS. 

According to the IHS Tribal Budget Formulation Workgroup, IHS appropriations 
must reach nearly $38 billion – phased in over 12 years – in order to fully meet 
current health needs. In other words, even if today IHS were fully funded at the 
level of need identified by sovereign Tribal Nations, it would only equal half the 
total Fiscal Year 2019 discretionary appropriation for the VHA. Indeed, the Federal 
Government’s continued abrogation of its trust responsibility for health services for 
AI/ANs is clearly exemplified by the gravity of the divide in health funding for the 
VHA versus IHS. 

Although the IHS budget has nominally increased by 2–3 percent each year, these 
increases are barely sufficient to keep up with rising medical and non-medical infla-
tion, population growth, facility maintenance costs, and other expenses. According 
to a 2018 report by the Government Accountability Office (GAO–19–74R), from 2013 
to 2017, IHS annual spending increased by roughly 18 percent and per capita 
spending increased by roughly 12 percent; in comparison, annual spending under 
the VHA increased by 32 percent and per capita spending increased by 25 percent 
during the same time period.13 The widening gap in funding levels between IHS and 
the VHA only serves to perpetuate the disproportionately higher levels of health dis-
parities experienced by Native Veterans and AI/ANs overall. 

Unequivocally, the U.S. Federal Government has a moral and ethical obligation 
to ensure all U.S. Veterans can access quality health services – and it must continue 
to honor this responsibility. But the U.S. also has a Trust obligation to ensure all 
AI/ANs, including Native Veterans, can receive quality health services, that it con-
tinuously fails to honor. It is long past due for the Federal Government to make 
good on its constitutional obligation to Native Veterans an all AI/AN Peoples. 
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The discrepancies do not end with chronic underfunding of IHS. Of the four major 
Federal healthcare entities, IHS is the only one subject to the devastating impacts 
of government shutdowns and continuing resolutions (CRs). This is because Medi-
care and Medicaid receive mandatory appropriations, and the VHA was authorized 
by Congress to receive advance appropriations nearly a decade ago. As a result, the 
VHA has been insulated from every government shutdown, CR, and discretionary 
sequestration over the past decade. While it is true that no sector of government 
is fully spared by the repercussions of endless shutdowns and CRs, those repercus-
sions are neither equal nor generalizable across all entities. In fact, the worst con-
sequences are levied on Indian Country. 

For instance, during the 2013 Federal budget sequester, the IHS budget was 
slashed by 5.1 percent—or $221 million – levied on top of the damage elicited by 
that year’s government shutdown. In fact, IHS was the only federally funded 
healthcare entity that was subject to full sequestration because Congress had al-
ready exempted the VHA when it authorized it to receive advance appropriations. 
Once again, during the most recent 35-day government shutdown – the Nation’s 
longest and most economically disastrous – IHS was the only Federal healthcare en-
tity to be shut down. While direct care services remained non-exempt, providers 
were not receiving pay. Administrative and technical support staff – responsible for 
scheduling patient visits, conducting referrals, and processing health records – were 
furloughed. Contracts with private entities for sanitation services and facilities up-
grades went weeks without payments, prompting many Tribes to exhaust alter-
native resources to stay current on bills. 

Several Tribes shared that they lost physicians to hospitals and clinics not im-
pacted by the shutdown. Some Tribal leaders even shared how administrative staff 
volunteered to go unpaid so that the Tribe had resources to keep physicians on the 
payroll. These are just a few examples of the everyday sacrifices and ongoing strug-
gles that widen the chasm between the health services afforded to AI/ANs and those 
afforded to the Nation at large. While it is impossible to measure the full scope of 
adversity brought on by the 35-day government shutdown, one reality remains clear 
– Indian Country was both unequivocally and disproportionately impacted. 

In 2018, GAO released a report examining the benefits of authorizing advance ap-
propriations for the IHS and thus establishing parity between IHS and the VHA 
(GAO–18–652). The report outlined how Congress has been forced to use short-term 
or full-year CRs in all but four of the last 40 years. In fact, only once in the past 
two decades – in Fiscal Year 2006 – has Congress successfully passed the Interior, 
Environment, and Related Agencies appropriations package (which funds IHS) be-
fore the end of the fiscal year. As a result, year after year, the Indian health system 
is curtailed from making meaningful improvements toward the availability and 
quality of health services and programs, further restraining efforts to advance qual-
ity of life and health outcomes for AI/ANs. 

While a CR is always preferable to a government shutdown, they are not devoid 
of obstacles that directly impact patient care. Because of budget authority con-
straints under a CR, IHS is prohibited from initiating any new activities or projects 
that were not expressly authorized or appropriated in the previous fiscal year. In 
addition, under a CR, IHS must exercise significant precaution over expenditures, 
and is generally limited to simply maintain operations as opposed to improve them. 
When you compound the impact of chronic underfunding and endless use of CRs, 
the inevitable result are the chronic and pervasive health disparities seen across In-
dian Country. As such, Tribal Nations and NIHB strongly urge Congress to 
pass bipartisan legislation that would authorize advance appropriations 
for Indian programs. 
Lack of IHS and VHA Care Coordination and Reimbursement Agreements 

1. NIHB recommends that Congress clarify statutory language under 
section 405(c) of the Indian Health Care Improvement Act and make ex-
plicit the VHA’s requirement to reimburse IHS and Tribes for services 
under Purchased/Referred Care (PRC). 

By law, an AI/AN Veteran is eligible for services under both the VHA and IHS. 
A 2011 report showed that approximately one-quarter of IHS-enrolled Veterans use 
the VHA for health care, commonly receiving treatment for diabetes mellitus, hyper-
tension or cardiovascular disease from both Federal entities.14 According to the VA, 
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more than 2,800 AI/AN Veterans are served at IHS facilities.15 In instances where 
an AI/AN veteran is eligible for a particular health care service from both the VA 
and IHS, the VA is the primary payer. Under section 2901(b) of the Patient Protec-
tion and Affordable Care Act (ACA), health programs operated by the IHS, Tribes 
and Tribal organizations, and urban Indian organizations (collectively referred to as 
the ‘‘I/T/U’’ system) are payers of last resort regardless of whether or not a specific 
agreement for reimbursement is in place. 

Section 407(a)(2) of the Indian Health Care Improvement Act (IHCIA) reaffirms 
the goals of the 2003 Memorandum of Understanding (MOU) between the VHA and 
IHS established to improve care coordination for Native Veterans. In addition, dur-
ing permanent reauthorization of IHCIA, section 405(c) was amended to require the 
VHA to reimburse IHS and Tribes for health services provided under the Purchased/ 
Referred Care (PRC) program. In 2010, the VHA and IHS modernized their 2003 
MOU to further improve care coordination for Native Veterans by bolstering health 
facility and provider resource sharing; strengthening interoperability of electronic 
health records (EHRs); engaging in joint credentialing and staff training to help Na-
tive Veterans better navigate IHS and VHA eligibility requirements; simplifying re-
ferral processes; and increasing coordination of specialty services such as for mental 
and behavioral health. 

According to a 2019 GAO report (GAO–19–291), since implementation of the 2010 
MOU, the VHA has reported entering into 114 signed agreements with Tribal 
Health Programs (THPs), along with 77 implementation agreements to strengthen 
care coordination. While a single national reimbursement agreement exists between 
federally operated IHS facilities and the VHA, THPs continue to exercise their sov-
ereignty by entering into individual agreements with the VHA. From 2014 to 2018, 
those reimbursement agreements with THPs alone increased by 113 percent. 

VA reimbursements to IHS and THPs overall during that same time period in-
creased by 75 percent, reaching $84.3 million in total. Yet these increased reim-
bursements still represent just a fraction of 1 percent of the VA’s annual budget. 
While recent increases in the quantity of agreements and reimbursements dem-
onstrates a positive trend, there continue to be significant challenges in care coordi-
nation between the VHA and IHS. The 2019 GAO report highlighted three over-
arching challenges related to care coordination: ongoing issues in patient referrals 
between I/T/U facilities and the VHA; significant problems in EHR interoperability; 
and high staff turnover within both VHA and IHS. These complications continue to 
stifle Native Veterans’ access to health care, erodes patient trust in both IHS and 
VHA health systems, and obstructs efforts to improve health outcomes. 

These issues are exacerbated by VHA claims that no statutory obligation exists 
for reimbursement of specialty and referral services provided through IHS or THPs. 
To clarify, the VHA currently reimburses IHS and THPs for care that they provide 
directly under the MOU. Despite repeated requests from Tribes, the VA has not pro-
vided reimbursement for PRC specialty and referral care provided through IHS/ 
THPs. This is highly problematic, as AI/AN Veterans should have the freedom to 
obtain care from either the VA or an Indian health program. If a Veteran chooses 
an Indian health program, that program should be reimbursed even if the service 
could have been provided by a VA facility or program in the same community. 

But because that doesn’t happen, it creates greater care coordination issues and 
burdensome requirements for Native Veterans. For example, if a Native veteran 
goes to an IHS or THP for service and needs a referral, the same patient must be 
seen within the VA system before a referral can be secured. This means the VHA 
is paying for the same services twice, first for those primary care services provided 
to the Veteran in the IHS or THP facility, and then again when the patient goes 
back to the VHA for the same primary care service to then receive a VHA referral. 
This is neither a good use of Federal funding, nor is it navigable for veterans. In 
order to provide the care that Native Veterans need, many THPs are treating Vet-
erans or referring them out for specialty care and paying for it themselves so that 
they can be treated in a timely and competent manner. For those Veterans that do 
go back to the VHA for referrals, there is often delayed treatment and a signifi-
cantly different standard of care provided. 

As a step toward mitigating the confusion surrounding reimbursement for care 
provided by the VHA, NIHB recommends the VHA include PRC in future IHS/THP 
reimbursement agreements, so that there is no further rationing of health care pro-
vided by IHS and THPs to Native Veterans and other eligible AI/ANs. Ultimately, 
however, NIHB recommends that Congress clarify the statutory language under sec-
tion 405(c) of IHCIA and make explicit VHA’s requirement to reimburse under PRC. 
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2. NIHB also strongly supports the GAO recommendation that the VHA 
work with IHS to create written policy or guidelines to clarify how re-
ferrals from IHS and THP facilities to VHA facilities for specialty care 
should be managed, and to establish specific targets for measuring ac-
tion on MOU performance measures. 

The GAO report cited how, for example, facilities reported conflicting information 
about the processes for referring Native Veterans from IHS or Tribal facilities to 
VHA, and VA headquarters officials confirmed that there is no national policy or 
guide on this topic. One of the leading collaboration practices identified by GAO is 
to have written guidance and agreements to document how agencies will collaborate. 
Without written policy or guidance documents on how referrals should be managed, 
neither agency can ensure that VHA, IHS, and Tribal facilities have consistent un-
derstanding of the options available for referral of Native Veterans for specialty 
care. 

As is currently the case, the result is duplicative care for Native Veteran and du-
plicative costs for the Federal Government. NIHB has heard that some Native Vet-
erans prefer to simply hand carry their EHR records from their IHS provider to their 
VHA provider to avoid having to receive the same care twice. In short, lack of written 
policy perpetuates this burdensome, pointless, and complicated process that only 
serves to frustrate patients, worsen administrative red tape, and increase expendi-
tures. 

For numerous Tribes, and especially for the Veterans themselves, it is an undue 
barrier to constantly have to refer patients back and forth to the VA that ultimately 
wastes time and delays access to care. The GAO identified that IHS and VA lack 
sufficient measures for quantifiable assessments of progress toward MOU goals and 
objectives. Although the VHA and IHS have created 15 performance measures, no 
specific targets or indicators have been established that allow Tribes to measure 
progress toward achieving the goals and objectives of the MOU. 

3. Tribes and NIHB have strongly recommended that the VHA consult 
with Tribes and work through their MOU with IHS to create and pub-
lish a living list of available Veterans Liaisons/Tribal Veterans Rep-
resentatives across all IHS and VHA regions 

The VHA must do more outreach and education with Native Veterans to improve 
care coordination. Tribes and NIHB have consistently stressed the need for VHA to 
create toolkits and guides to assist Native Veterans in navigating care access. The 
paucity of currently available newsletters, outreach workers and liaisons such as 
Tribal Veteran Service Officers (TVSOs), and online resources specifically for Native 
Veterans also sends the message that care for Native Veterans is not a priority. But 
despite repeated Tribal demands, the agency has yet to implement this request. 

A closely related issue is the fact that Native Veterans are still charged copays 
and deductibles when receiving services under the VHA. The Federal Government’s 
trust responsibility for health services extends to all Native Veterans. In recognition 
of this, AI/ANs do not have copays or deductibles for services received at an I/T/U 
facility. Additionally, the ACA further affirmed the trust responsibility when it in-
cluded language at Section 1402 to exempt all AI/ANs under 300 percent of the Fed-
eral poverty level from co-pays and deductibles on plans purchased on the health 
insurance Marketplace. 

4. Congress should pass legislation exempting Native Veterans from 
copays and deductibles 

Section 222 of IHCIA prohibits cost sharing of AI/ANs in cases where an AI/AN 
receives a referral from the from an IHS or THP under the PRC program. Like IHS 
and the Marketplace, the VHA is another means by which the Federal Government 
must uphold its trust responsibility to AI/ANs. As such, it is imperative that Con-
gress enact legislation that requires the VHA to similarly exempt AI/AN Veterans 
from copays and deductibles in the VA system in recognition of the Federal trust 
responsibility. Importantly, copay costs should not be shifted to IHS or Tribes. The 
VHA must absorb these costs on behalf of AI/AN Veterans in recognition of their 
Trust and Treaty obligations to AI/AN Peoples. 

5. Congress should pass the bipartisan H.R. 2791 – Department of Vet-
erans Affair Tribal Advisory Committee Act of 2019 

Tribal Nations and NIHB have also strongly advocated for the seating of a Tribal 
Advisory Committee (TAC) within the Office of the Secretary at the VA. Estab-
lishing a Veteran TAC is essential for strengthening the government-to-government 
relationship, and improving VA accountability to Native Veteran health needs. 
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Through the seating of a TAC, top VA officials would have the ability to hear di-
rectly from Tribal leaders about the unique health priorities and challenges that im-
pact Native Veterans. In addition, it would help prevent the development of new 
rules or policies that would adversely affect care for Native Veterans. As such, 
Tribes and NIHB strongly support the bipartisan H.R. 2791, introduced by Rep-
resentative Deb Haaland, and urges the House VA Committee to vote to pass this 
significant legislation. 
EHR Interoperability and Health Information Technology (IT) Moderniza-

tion 
1. Congress must ensure parity between the VA and IHS in appropria-
tions and technical assistance for health IT modernization 

The Resource and Patient Management System (RPMS) – which is the primary 
health IT system used across the Indian health system – was developed in close 
partnership with the VHA and has become partially dependent on the VHA health 
IT system, known as the Veterans Information Systems and Technology Architec-
ture (VistA). The RPMS is an early adoption of VistA for outpatient use, and the 
legacy system was designed with the decision to keep the same underlying code in-
frastructure as VistA. IHS began developing different clinical applications for their 
outpatient services, and the VHA adopted code from RPMS to provide this 
functionality for VistA. 

RPMS eventually began to use additional VistA code as the need for inpatient 
functionality increased. This type of enhancement and support for both the IHS and 
VHA was made possible because VistA’s software components were designed as an 
Open Source solution. The RPMS suite is able to run on mid-range personal com-
puter hardware platforms, while applications can operate individually or as an inte-
grated suite with some availability to interface with commercial-off-the-shelf (COTS) 
software products. 

Currently, the RPMS manages clinical, financial, and administrative information 
throughout the I/T/U, although, it is deployed at various levels across the service 
delivery types. However, in recent years, many Tribes and even several Urban In-
dian Health Programs (UIHPs) have elected to purchase their own COTS systems 
that provide a wider suite of services than RPMS, have stronger interoperability ca-
pabilities, and are significantly more navigable and modern systems to use. As a re-
sult, there exists a growing patchwork of EHR platforms across the Indian health 
system. 

When the VA announced its decision to replace VistA with a COTS system in 
2017 (Cerner), concentrated efforts to re-evaluate the Indian Health IT system accel-
erated, and arose significant concerns as to how VHA and I/T/U EHR interoper-
ability would continue. In 2018, IHS launched a Health IT Modernization Project 
to evaluate the current I/T/U health IT framework, and to, through Tribal consulta-
tion, key informant interviews, and national surveys, develop a series of next steps 
and recommendations toward modernizing health IT in Indian Country. 

Difficulties in achieving IT interoperability among VA, IHS, and THP facilities 
pose significant problems for Native Veterans’ care coordination. Unfortunately, the 
VHA and IHS have yet to identify a systemic solution toward increasing EHR inter-
operability between I/T/U and VHA hospitals, clinics, and health stations. A result-
ing scenario includes situations where a THP provider – having treated a Veteran 
and referred them to the VHA for specialty care – would not receive the Veteran’s 
follow-up records as quickly as if they had streamlined access to each other’s sys-
tems. 

Now that the VHA is transitioning to the Cerner system, it has worsened con-
cerns around care coordination and sharing of EHRs between I/T/U and VHA sys-
tems. The fact is, Native Veterans are suffering today from the lack of health IT 
interoperability. It is shameful that Native Veterans are put in a position 
where they have to find their own solutions to streamline EHR sharing, 
most shockingly exemplified by anecdotes of AI/AN Veterans hand carrying 
their health records between their IHS and VHA provider. 

Congress must ensure that the Indian health system is fully integrated across the 
development and implementation of the VHA’s transition to Cerner; however, thus 
far it has failed to do so. By the most current estimates, the transition to Cerner 
will take up to 10 years to fully implement, with a current price tag of roughly $16 
billion. None of the existing estimates include calculations of how much it will cost 
to include IHS in this transition; however, through its Health IT Modernization 
Project, IHS is attempting to arrive at an estimated dollar figure for this cost. 

Tribes and NIHB were pleased to see that the Fiscal Year 2020 President’s Budg-
et included a request for a new $20 million line item in the IHS budget to assist 
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with health IT modernization, and that this request was included in the House- 
passed Fiscal Year 2020 Interior Appropriations package. But in comparison, the 
Fiscal Year 2020 House Military Construction Appropriations bill budgeted $1.6 bil-
lion to assist VHA in its transition. Ensuring EHR interoperability between I/T/U 
and VHA health systems will be impossible if Congress fails to establish parity in 
appropriations for VHA and IHS health IT modernization. 
Conclusion 

The Federal Government has a dual responsibility to Native Veterans that con-
tinues to be ignored. As the only national Tribal organization dedicated exclusively 
to advocating for the fulfillment of the Federal trust responsibility for health, NIHB 
is committed to ensuring the highest health status and outcomes for Native Vet-
erans. We applaud the House VA Subcommittee for Health for holding this impor-
tant hearing, and stand ready to work with Congress in a bipartisan manner to 
enact legislation that strengthens the government-government relationship, im-
proves access to care for Native Veterans, and raises health outcomes. 
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