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READJUSTMENT COUNSELING SERVICE AMENDMENTS OF 1993 
INTRODUCTORY STATEMENT BY SENATOR DANIEL K. AKAKA 

IN THE UNITED STATES SENATE
JULY 14, 1993

Mr. President, today I am introducing legislation that would 
make improvements in the Department of Veterans Affairs' (VA) 
Readjustment Counseling Service (RCS), the management entity for 
the Department's veterans readjustment counseling centers, more 
commonly known as "vet centers." Specifically, my bill would: 
make RCS a permanent, statutory service within VA; raise the 
status of the RCS director; expand eligibility for RCS services; 
preserve the confidentiality of RCS records; make improvements to 
the Advisory Committee on the Readjustment of Vietnam and Other 
War Veterans; expand the Vietnam Veteran Resource Center pilot 
program; and, establish a pilot program authorizing the provision 
of primary health care services at vet centers.

Mr. President, the vet center program was authorized by 
Congress in 1979 to provide readjustment counseling services to 
Vietnam era and Vietnam combat veterans. Originally based on a 
model first developed by veteran self-help groups in the late 
1960s and early 1970s, and further developed by the Disabled 
American Veterans, vet centers were established as informal, 
community-based facilities where a veteran could obtain 
assistance without encountering significant bureaucracy. The 
centers' informal atmosphere, distance from traditional VA 
institutions, and highly trained, empathetic staff (many of them 
Vietnam veterans themselves), gave them credibility in the eyes 
of veterans who, for whatever reason, remained reluctant to seek 
government-provided services.

Since their inception, vet centers have helped more than 1.4 
million clients readjust to civilian life. The number of vet 
centers has steadily increased from the original 87 to 201 today, 
operating in all fifty states, the Virgin Islands, and Guam. 
Because of the program's great success and popularity, Congress 
expanded eligibility beyond the original Vietnam-era population 
to include theater veterans of post-Vietnam conflicts, such as 
Lebanon, Grenada, Panama, and the Persian Gulf.

RCS has been a dynamic force in addressing the most topical 
issues facing the veteran population it serves. While the 
primary goal of the vet center program is to provide 
psychological counseling to assist veterans readjust to civilian 
life, it has also been active in other areas as well. For 
example, vet centers have taken a leading role in addressing post 
traumatic stress disorder (PTSD), a syndrome brought on by 
extraordinary mental trauma such as combat, whose devastating 
effects is only just beginning to be understood by the mental 
health profession.

Vet centers have also assumed additional responsibilities in



the areas of homelessness, disaster assistance, sexual trauma, 
alcohol and substance abuse, suicide prevention, the physically 
disabled, and minority veterans. Where vet center counselors 
have been unable to assist veterans, they have been helpful in 
identifying and providing access to appropriate services offered 
elsewhere within VA or the community at large. Indeed, it is 
their very willingness to do whatever it takes to help veterans, 
with a minimum of red tape, that makes vet centers so special. 
In this respect, vet centers fully live up to RCS's motto, "Help 
Without Hassles."

Yet, Mr. President, in spite of the program's widespread 
popularity and demonstrable record of success, several aspects of 
RCS's organization, administration, eligibility criteria, and 
scope of services need to be preserved, modernized, or changed 
altogether. A number of important improvements must be made to 
ensure that the program is up to the challenge of meeting the 
needs of a changing veteran population. This is particularly 
critical in view of the imminence of health care reform, which is 
expected to transform the health care environment and force VA to 
undergo fundamental changes if it is to remain competitive with 
other health care providers. If these improvements are not made, 
I am convinced that the vet center program stands in danger of 
becoming an anachronism, unable to meet the actual needs of the 
men and women it was created to serve.

For these reasons, I am proposing a number of changes in the 
program. A brief discussion of my bill's major provisions 
follows.

Organization & Budget

Vet centers are administered directly by the RCS leadership 
in Washington through seven regions. All administrative and 
professional (clinical) control is exercised by direct line 
authority. In other words, vet centers across the country report 
directly to their superiors in RCS, not through local VA medical 
centers or regional benefits offices. Thus, vet centers enjoy 
significant independence, which is key to their ability to 
respond quickly and appropriately to the specific needs of the 
clientele that vet centers serve.

This line authority and organizational structure make high 
levels of war veteran and minority staffing in vet centers 
possible, and are responsible for maintaining quality control 
levels unique within the Department. In addition, the current 
structure promotes cost-effectiveness. Since the first vet 
center began operations in 1980, the cost per veterans visit has 
dramatically decreased from $87 to $20 in 1980 constant dollars 
($87 to $67 in current dollars). In a recent letter to me,
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Secretary Brown asserted that one of the reasons that this has 
occurred is due to "various management and operational 
improvements which are able to be carried out on a continuous 
basis as a result of the fact that VA's vet center system is 
operated on a fully-centralized basis, whereby combined 
professional and administrative supervision and control are 
exercised by the VACO [VA Central Office] component and seven 
regional managers and their staffs."

Despite the obvious advantages that derive from the existing 
organizational structure, various attempts have been made over 
the years to undermine RCS's independence from other health care 
entities or programs. Some years back, beginning in 1987, there 
was an effort to close a number of vet centers or to relocate 
them to VA medical centers. Proponents of this initiative hoped 
by this means to bring vet centers under the more traditional 
administrative and clinical oversight of local medical centers. 
Fortunately, Congress recognized this as an ill-disguised attack 
against the vet center movement, and swiftly enacted legislation 
barring relocation or closure of any vet center without 
Congressional notification or review.

More recently, in the last two years, another proposal was 
raised to bring RCS and the vet centers under the control of 
local hospitals. Under this new plan, vet centers would simply 
be subject to the administrative control of the chiefs of staff 
of VA hospitals, rather than be physically incorporated into the 
medical centers. Fortunately, this proposal was dropped after 
several veterans organizations and members of the Senate 
Committee on Veterans' Affairs expressed strong opposition to the 
ploy, recognizing it as a thinly-disguised reprise of earlier 
attempts to emasculate the vet center program.

Yet, Mr. President, the institutional forces which have 
never recognized the valuable role that vet centers play in the 
well-being of thousands of veterans continue to lie in wait for 
another opportunity to curtail RCS's autonomy and render the vet 
center program just another clinical service.

Section 2 of my bill would put an end to attempts to curtail 
the operational independence of vet centers by making the service 
a statutory organization, and freezing its administrative 
structure as of January 1993. But my legislation would also give 
VA the flexibility to propose organizational changes to the 
service, provided that Congress is duly notified of such changes 
and is given an opportunity to review them.

In addition, Section 2 provides that each budget submitted 
to the Congress would specifically cite the amount requested for 
the operation of the RCS as well as the amount requested for
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Advisory Committee review of the RCS. This provision will help 
prevent the diversion of funds from this program, something which 
has occurred in the past only because RCS does not have the 
institutional clout to protect itself from budget raids by other 
clinical services.

Status of RCS Director

Mr. President, RCS administers a service with 850 employees, 
201 vet centers, seven regional offices, and a budget upwards of 
$56 million. The unique readjustment counseling services and 
mental health programs that RCS manages are central to the 
mission of VA and vital to the health care of veterans. Yet, 
because RCS represents a relatively new, non-traditional approach 
to health care, it has not gained universal acceptance within the 
Department, and specifically within the Veterans Health 
Administration. The service's budget and programs have suffered 
as a result.

While the Director now reports directly to the Associate 
Deputy Chief Medical Director for Clinical Programs, as do the 
heads of other clinical services (e.g., hospital services, 
ambulatory care, nursing, geriatrics and extended care, 
dentistry, environmental medicine and public health), the 
perception that RCS is a lower level entity, and thus is less 
able to hold its own vis-a-vis other services in terms of 
resource allocation, is underscored by the fact that the Director 
is at a lower salary and administrative level than the heads of 
these services.

Section 3 of my bill simply raises the Director of RCS to 
the level of Assistant Chief Medical Director, thus giving him or 
her equal status with the heads of most other clinical services. 
Section 3 also clarifies the academic and experience requirements 
for the position, specifically opening the job to psychologists, 
social workers, and other health professionals, and requiring at 
least three years of clinical experience and two years of 
administrative experience within RCS or comparable mental health 
counseling service. This will give those who have actually 
worked in vet centers, or similar facilities, an opportunity to 
hold the highest position in their service.

Expansion of Eligibility to Other Veterans

Under current law, only certain veterans are entitled to 
readjustment counseling. These include Vietnam-era veterans, and 
theater veterans of Lebanon, Grenada, Panama, and the Persian 
Gulf. Section 4 of my bill expands entitlement for readjustment 
counseling to all veterans, regardless of period, including World 
War II and Korean War veterans.
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Mr. President, considering that so many veterans have shown 
a need for the services offered through vet centers, it is time 
to recognize that potentially all veterans require vet center 
services at some time in their lives. With regard to World War 
II or Korean veterans, most have long since adjusted to their 
circumstances. However, a few of these older veterans (e.g., 
prisoners of war who were subjected to torture and starvation) 
still suffer from recurring effects of PTSD and other war-related 
problems. It is patently unfair to deny these individuals the 
services that are available to their younger counterparts. 
Indeed, many vet centers flout the law to assist these older 
veterans, despite the fact that they are not strictly authorized 
to do so.

Since 1987, the Senate Committee on Veterans Affairs has 
reported legislation that would entitle Korean and World War 
combat veterans to vet center services. Each of the four times 
that the Senate adopted such legislation, it was opposed by the 
Administration and rejected by the House. My legislation again 
expresses the Senate's position on this issue but goes one step 
further, by expanding the entitlement to all veterans, not merely 
combat veterans.

There is a very sound reason for extending entitlement to 
all veterans. Very simply stated, a veteran does not have to see 
combat to experience trauma associated with service to his or her 
country. Serious training accidents can cause as much 
psychological damage as incidents experienced during wartime. We 
need to recognize that PTSD and other mental health problems do 
not recognize the artificial distinctions we use to distinguish 
between a declared period of war and peacetime. It is time that 
title 38 is changed to reflect this fact.

Bereavement Counseling for Veterans' Survivors

Another original feature of my legislation is extension of 
eligibility for vet center services to immediate survivors of 
military members killed in action or in the line of duty. 
Section 4 of my bill authorizes vet centers to provide grief 
counseling to survivors of those who died in combat or as a 
result of a service-connected condition. As my colleagues are 
aware, vet centers currently provide family counseling; however, 
this counseling is only provided as a means of supporting the 
readjustment of the veteran. I believe that if a member of the 
military services has made the supreme sacrifice and died in the 
defense of his or her country, we have an obligation to offer 
counseling to his or her survivors to deal with their loss.

The Department of Defense technically provides basic
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bereavement counseling and assistance. However, as most of us 
are aware, more often than not this counseling consists of an 
official notification process rather than actual bereavement 
counseling. In addition, while there are services available to a 
service person's spouse and dependents, there is nothing 
available for the parents of deceased service members. In 
effect, family members are left to fend for themselves, or are 
helped by informal support groups made up of other caring 
individuals or families. Who among us can say that these parents 
have not suffered an irreplaceable loss in the name of their 
country, or that they are not deserving of minimal grief 
counseling?

For these reasons, I propose to expand the role of the vet 
centers to provide bereavement and family counseling to family 
members of those killed in the line of duty. Vet center 
personnel are well trained in the provision of such assistance. 
This benefit would be limited to grief counseling and would not 
extend to the full range of counseling services. Furthermore, 
these services will be provided on a resource-available basis; as 
such, they should not detract from the services available to 
veterans.

Confidentiality of Records

A major appeal of the vet centers is their physical 
remoteness and administrative independence from VA hospitals and 
regional offices. Some veterans, particularly Vietnam veterans, 
bear a profound distrust of the authority and bureaucracy 
represented by most VA facilities. Others fear that sensitive 
information divulged in confidence, and taken out of context, 
could be used against them by individuals or agencies outside the 
vet center system. Yet others, including some who may be current 
VA employees, fear the stigma associated with mental health 
treatment, and would never risk entering a vet center unless 
their files could be protected not only from the public, but more 
specifically from other VA entities.

Protecting the confidentiality of records is crucial to the 
relationship between such veterans and their counselors. 
Veterans entering a vet center must be able to have absolute 
confidence that the counselor can guarantee the privacy of their 
care. It would be morally unfair, ethically untenable, and 
clinically disastrous if a vet center file were opened to non-RCS 
personnel, in all but the most extreme and dire circumstances.

Thus, even attempts to seek access to confidential files for 
the best of reasons should be treated under the very highest 
standards of confidentiality. For example, attempts by outsiders
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to gain access to RCS records under the guise of research must be 
very carefully supervised by vet center personnel in a manner 
that will meet these needs, but never at expense of the 
confidentiality implicitly promised to veterans. This is not to 
say that data should not be collected. Collecting vet center 
workload data is essential, but the specifics of an individual 
veteran's care and treatment must be kept inviolate.*

Because confidentiality, and therefore trust, is the key to 
an effective vet center program, Section 5 of my bill codifies 
existing policies regarding confidentiality which have been 
carefully developed by RCS over the years and which appear to 
have worked extremely well in practice. Under Section 5, a 
veteran's record could be provided to non-RCS personnel only if 
the veteran consents, if there is a medical emergency, if there 
is imminent danger to the veteran or others, or if a competent 
court orders the release of the record.

Advisory Committee on the Readjustment of 
Vietnam and Other War Veterans

The Advisory Committee on the Readjustment of Vietnam and 
Other War Veterans is the chief advisory body to the Secretary on 
readjustment issues. The Committee's purpose is to serve as a 
forum for consumer representatives to systematically review, 
evaluate, and advise VA on the provision and coordination of 
services relative to veterans' post-war readjustment to civilian 
life.

Because the Advisory Committee is comprised of non-VA 
members, it represents a point of view independent from the 
Department, and thus serves as an invaluable check, or barometer, 
of RCS's performance. As such, I believe that it is important 
that RCS always have the benefit of the Committee's advice and 
oversight. However, the panel's future is potentially threatened 
by a recent Executive Order 12838 calling on various departments 
and agencies to phase out one-third of their advisory committees 
by the end of the year. While I fully expect that Secretary 
Brown will not seek to abolish the Advisory Committee, I fear 
that future Secretaries, who may not fully understand its 
importance to the vet center program, may not support the panel.

To forestall efforts to eliminate the Committee, Section 5 
calls for its permanent authorization, with the stipulation that 
at least two thirds of its membership be comprised of combat or 
combat era veterans. Section 5 also requires that the Committee 
provide annual reports to the Secretary, who shall formally 
transmit them to Congress.

Plan for Expansion of WRC Pilot Program
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In 1985, Congress authorized a program under which a number 
of vet centers, to be known as Vietnam Veteran Resource Centers 
(WRCs), would be supplemented with additional staff who would 
provide benefit counseling; employment counseling, training, and 
placement; intake, referral, and follow-up services for alcohol- 
and drug-related problems; and assistance in coordinating 
benefits and services. The idea behind these "super centers" was 
to provide centralized, one-stop services for veterans. The WRC 
concept was tested at 10 sites between December 1986 and August 
1988. VA's report to Congress at the conclusion of the program 
indicated that the WRC concept enjoyed considerable success.

According to the report, which was based on a survey of the 
team leaders of the ten WRCs, the mix of services available at 
the WRCs were clinically relevant and appropriate to the needs 
of Vietnam era veterans. The additional staff and augmented 
services at WRCs enhanced the staffs' capacity to provide more 
comprehensive readjustment counseling services. In addition, the 
added staff and services were successfully incorporated into the 
pre-existing service mix of counseling, outreach, and social 
services. Finally, the internal case management and interagency 
liaison activities were upgraded and enhanced.

Perhaps most significantly, the report also stated that the 
ten WRC sites had been so effective in meeting the needs of 
local Vietnam veterans that the Department intended to continue 
the program at those sites indefinitely. As I understand it, the 
ten sites are continuing to function successfully to this day; 
apparently, only a lack of management initiative and uncertainty 
over the availability of staffing resources have prevented the 
WRC concept from being extended to other vet centers.

To promote the WRC concept, Section 7 of my bill requires 
the Secretary to submit to the House and Senate Veterans' Affairs 
Committees a plan and schedule for the expansion of the WRC 
program to all vet centers nationwide. It is my hope that 
development of the plan will encourage VA to reassess its 
priorities with respect to the WRC program.

Health Care Pilot Program

Mr. President, as I have noted previously, it is an 
unfortunate fact that many veterans who seek out vet centers also 
are either unable or unwilling to seek treatment at VA medical 
centers or outpatient clinics. Vet centers tend to attract a 
significant number of veterans who are reluctant to brave the 
more formal, bureaucratic atmosphere which attends hospital-based 
services. Other veterans, while otherwise eligible for medical 
care, either cannot or will not travel to their local VA medical 
center. Some veterans simply do not wish to be inconvenienced by

- 8 -



travelling to a hospital that is distant from home. Still 
others, such as indigent or homeless veterans, have few means of 
transportation at their disposal, or are simply unaware of their 
eligibility for hospital care.

I am convinced that VA can make a greater effort to outreach 
such veterans. If the mountain cannot come to Mohammed, Mohammed 
must go to the mountain. VA should begin to examine innovative 
ways to provide medical care to veterans who would otherwise not 
present for care at medical centers. I believe that vet centers, 
which tend to be easily accessible and located where veterans 
reside, are ideal venues in which to provide user-friendly, 
accessible primary medical services.

Section 8 of my legislation calls for VA to establish a two- 
year pilot program to test the feasibility of offering limited 
health care services through vet centers. It requires the 
Secretary to test three different health care models. In the 
first model, a qualified health professional would provide basic 
ambulatory services and health care screening on a part-time 
basis. In the second, a qualified health professional would 
provide a full range of ambulatory services for at least 40 hours 
a week. In the final model, a minimum of 120 hours of physician 
services would be required. These models would be tested at 12 
to 15 vet centers located in various geographic settings, 
including rural and urban areas, and serving veterans from a 
variety of economic, social, and ethnic backgrounds.

I believe that the pilot initiative will reveal what we 
already know from anecdotal data—that there are significant 
numbers of veterans who are underutilizing their health benefits. 
By offering basic health services in user-friendly vet centers, 
VA may be able to capture some of these veterans and, if 
necessary, bring them into the hospital system for more extensive 
care. The clinics established at vet centers could serve as 
initial screening and referral points to VA medical centers for 
eligible veterans, or community institutions for non-eligible 
veterans. The vet center-based clinics could also be used for 
routine after-care by veterans discharged from hospitals.

The test program would be helpful in securing information 
relevant to health care reform. Since its inception in 1979, by 
stressing outreach and consumer satisfaction, the vet center 
program has been a new and innovative provider of service for a 
designated segment of the veterans population. Assuming that 
health care reform will force VA to compete against other large 
health care providers for business, I believe that a system of 
primary health clinics based in existing vet centers would help 
make the VA system more accessible, and thus attractive, to 
potential patients. Thus, this pilot program has significant
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implications for the future viability of the VA system. It will 
help VA exploit the potential benefits of the tremendously 
successful RCS program and its potential for expansion into the 
medical delivery realm.

Conclusion

Mr. President, there can be little doubt as to the 
importance of the work of RCS and the vet centers. In the area 
of PTSD alone, increasing workloads confirm findings that 479,000 
Vietnam theater veterans currently suffer from the disorder, but 
that only 20 percent have ever received care. The Persian Gulf 
War has created a new generation of war-zone veterans whose 
incidence of stress disorders is as yet undetermined, but which 
may be as high as 10 percent. The recent invasion of Somalia is 
bound to produce additional readjustment needs. And who knows 
what demand for vet center services will arise if the United 
States steps up its involvement in the Balkans.

It is clear that the demand for vet center services is 
unlikely to fall off in the foreseeable future. But certain 
changes to the program must be made to give it the flexibility to 
respond effectively to new demands and changing circumstances. 
At the same time, the basic integrity of the program must be 
maintained. I believe my legislation accomplishes both purposes. 
On the one hand, it maintains what is best in the program by 
codifying and enhancing RCS's organizational structure and 
administrative practices. On the other, it gives vet centers the 
authority and flexibility to take up new challenges, by expanding 
their eligible client base and exploring the vast potential of 
vet center-based primary health care and benefits services.

Mr. President, the vet center program is well-worth 
preserving. It is a national resource that has proven its worth 
many times over since its establishment fifteen years ago. My 
bill will give RCS the tools it needs to move successfully into 
the next century. I wish to work with the veterans community and 
my colleagues in both houses to develop the best, most 
practicable legislation possible. I welcome my colleagues' 
suggestions and hope they are able to support this important 
measure.

# # #
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MEMORANDUM

TO: SVAC Members Staff

FR: John Tagami/Gerry Kifer @ Sen. Akaka, 46361

DT: June 16, 1993

RE: Readjustment Counseling Service Amendments of 1933

Enclosed is a discussion draft of the Bill we are proposing 
regarding the Readjustment Counseling Service (RCS).

In summary, the bill establishes RCS as a statutory agency, 
raises the status of RCS director, expands vet center entitlement 
to all veterans, authorizes bereavement counseling to survivors 
of those who die on active duty or as a result of service- 
connected conditions, codifies current policies regarding 
confidentiality of RCS client records, establishes the Advisory 
Cmte on Readjustment Counseling as a permanent body, requires VA 
to develop a plan to expand the WRC program, and creates a pilot 
program to examine the feasibility of providing primary health 
care services through vet centers.

We are entirely open to any modifications/additions you may 
suggest. We hope to introduce the bill next week and have it 
considered during the Cmte's July health care hearing. Following 
is a section by section analysis.

Section 1

"The Readjustment Counseling Service Amendments of 1993."

Section 2

Makes RCS a statutory organization within the Veterans 
Health Service, freezing its administrative structure as of 
January 1993 and establishing a line item in the budget for RCS. 
Provides VA with the latitude to make changes to the structure, 
but only after appropriate Congressional review. The bill spells 
out a 60 day waiting period between announcement of any changes 
and the actual implementation during which time the Congress may 
make their views known to the Secretary.

Discussion: This is a response to efforts over the years to 
bring vets centers under the control of local medical centers 
(vet centers currently report to their respective RCS regions, 
which in turn report to RCS in central office). If these efforts 
had succeeded, the independence and unique "help without hassles" 
environment that characterizes this popular program would have 
been compromised. We believe that this section will discourage 
attempts to compromise RCS's independence by: making RCS a 
statutory body; establishing hurdles for VA to jump before making



substantive changes in the program; and providing for a protected 
budget to discourage shifting of funds to other programs.

Section 3

Raises the Director of the RCS to the Assistant Chief 
Medical Director (ACMD) level and establishes new qualifications 
for the position.

Discussion: Currently, RCS reports through the ACMD for 
clinical services, which we believe is institutionally biased 
toward traditional medical services. This section effectively 
establishes direct line authority from the Under Secretary for 
Health to RCS. We believe it is justified given the unique 
nature of the program. The qualifications for the directorship 
are designed to ensure that non-physician health care 
professionals who have extensive vet center or comparable 
experience are eligible for consideration.

Section 4

Expands entitlement for readjustment counseling to all 
veterans meeting the criteria for VA services. Also expands 
eligibility for grief counseling to certain family members of 
those who died on active duty or as a result of a service- 
connected condition.

Discussion: RCS has evolved beyond offering readjustment 
counseling to Vietnam veterans and post-Vietnam combat veterans. 
RCS offers a wide variety of important services, formal and 
informal, that should be offered to others as well, including 
WWII and Korea combat veterans and peacetime veterans. It makes 
little sense, particularly if national health care reform is 
enacted, to include one group and exclude another. For example, 
PTSD is not exclusive to war--peacetime soldiers suffer training 
accidents that can result in severe psychological trauma. We 
provide eligibility (contingent on available resources) for "gold 
star" families and the survivors of service-connected veterans 
because bereavement counseling services provided through the 
military may be lacking or inappropriate for their purposes.

Section 5

Codifies current policies regarding confidentiality of RCS 
client records.

Discussion: A major reason for vet centers' success is that 
clients can be assured of confidentiality. Many veterans, 
particularly Vietnam veterans, harbor resentment against 
authority, which they identify with the military or the 
traditional VA. Current safeguards have worked very well in 
maintaining the trust between counselors and clients.



Section 6

Establishes the current Advisory Committee on the 
Readjustment of Vietnam and Other War Veterans as a permanent 
committee, renamed the Advisory Committee on Veterans 
Readjustment (to reflect expansion of vet center entitlement to 
all veterans). This section also requires written reports from 
the Committee on an annual basis, at a minimum, and requires that 
the Secretary forward said reports with comment. It also 
addresses the composition of the Committee, which is to be 
comprised of at last two-thirds combat veterans.

Section 7

Requires that the Secretary shall submit to the Committees 
on Veterans' Affairs a plan, with an implementation schedule, for 
the expansion of the Vietnam Veteran Resource Center (WRC) Pilot 
Program.

Discussion: The original WRC program was repealed by 
section 4(b)(6) of PL 102-83. However, even after authorization 
for the program had expired, VA chose continue WRC activities at 
those sites where they had been established. The WRC concept 
was to have benefits counselors, DVOPs, and LVERs provide 
assistance to veterans in addition to the more traditional 
readjustment counseling. This section is drafted to provide VA 
with the flexibility to implement the program on an appropriate 
scale at each vet center.

Section 8

Provides for a two-year pilot program to test the 
feasibility of offering limited health care services through vet 
centers. Requires the Secretary to test three different health­
care service models at a minimum of 12 sites and a maximum of 15 
sites. The sites shall be located in vet centers in a variety of 
geographic areas and that serve veterans of a variety of 
economic, social, and ethnic backgrounds. The Secretary is 
required to report to Congress at the conclusion of the pilot 
program.

Discussion: VA needs to explore new ways to market itself 
in the event that health care reform takes place. Community­
based vets centers potentially offer the perfect venue for 
providing primary health care services where veterans are 
actually located, thus improving the health care experience for 
veterans and attracting new patients. Health care services 
offered at the vet centers would be available on the same 
eligibility basis as other outpatient care.

# # #



S'8714 CONGRESSIONAL RECORD —SENATE
1990. It Is projected to grow by another 
30 percent before the year 2000. But de­
spite this rapid growth, or perhaps be­
cause of It, New Mexico’s border region 
is one of the poorest areas of the Unit­
ed States. Dona Ana County has beenA 
ranked as the 10th poorest county in 
the Nation, in terms of per capita in­
come. Of the county’s total population, 
56 percent are Hispanic. More than one­

- third of them live below the poverty 
line. , "

Las Cruces, the county’s largest city 
and the State’s third largest, ranks as 
the fifth poorest city in the Nation In 
terms of per capita Income. The aver­
age per capita Income is less than . 
$9,500 in Las Cruces, with children 
under the age of 18 making up 30 per­
cent of the population.

These statistics alone would force 
tremendous stress on the health care 
infrastructure of any region. But the 
residents of Las Cruces, Dona Ana 
County, and the rest of New Mexico 
face another serious challenge: They, 
along with the people of Texas, Ari­
zona, and California, are on the front­
line of our country’s environmental 
and health problems.

Already, the over-developed environ­
ments of the Texas, Arizona, and Cali­
fornia borders have been seriously de­
graded by water and air pollution from
unregulated industries, widespread 
lack of sanitation facilities, toxic 
waste and other ground contaminants, 
and rapidly growing populations. 
Today, the threats these hazards pose 
are spreading. No longer are these 
problems exclusive to a geographic re­
gion or a State. Disease and death do 
not know political boundaries. They 
threaten all of us, Americans and Mexi­
cans alike.

With this legislation, we have the op­
portunity to assess our border prob­
lems in the proper framework. We also 
have the opportunity in New Mexico to 
create a model for developing com­
prehensive solutions to these serious 
blnatlonal problems.

The Commission we are advocating, 
composed of officials and experts from 
the United States and Mexico Govern­
ments and key States will develop a 
workable blnatlonal plan of action. It 
will be a long-term plan, with clear 
goals and mechanisms for measuring 

' progress. ~
V. e have a lot of work ahead of us, 

^*r- President, but together, with a
SK «n tCOmmOn ^als’ Iam «> F°r Purposes of the Commission, the 

, ^e can improve the quality border area will be defined as the areas lo- 
of life for our border residents and for ----* * “ “
all the people of the United States and
Mexico. - . .

To further explain the Commission 
and its duties to my colleagues, I ask 
unanimous consent that a summary of 
the bill be printed in the Record at the 
conclusion cf my remarks.

There being no objection, the mate­
rial was ordered to be printed in the 
Record, as follows:

Summary: United States-Mexico Border 
Health Commission act

I. BACKGROUND:
The concept for the U.S.-Mexico Border 

Health Commission Act was developed at a 
border state health conference hosted by the 
Texas Medical Association In 1991. Since that 
time, members of the medical communities 
in Texas. New Mexico, Arizona, and Califor­
nia have worked closely with the American 
Medical Association and the Congressional 
Border Caucus to develop the bill and gen­
erate support.

This bill is a first-step toward an effective, 
comprehensive and long-term answer to the 
many health challenges facing U.S. and Mex­
ico residents as our borders become more 
populated and more industrialized.

n. legislation:
The bill authorizes and encourages the 

President to enter Into an agreement with 
Mexico to establish a Blnatlonal Commission 
on Border Health. The commission will:

(1) conduct a needs assessment to identify, 
evaluate, prevent, and resolve health prob­
lems affecting the border population of both 
countries; •

(2) develop and implement an “action 
plan" for carrying out the activities rec­
ommended by " the needs assessment, 
through:

(a) helping to coordinate public-private ef­
forts to prevent and resolve border health 
problems; .

(b) helping to coordinate public-private, 
culturally-competent border health edu­
cation efforts; and ■ -

(c) developing and implementing culturally 
competent health-related programs where an 
unmet need currently exists; and

(3) develop a reasonable method, to be rec­
ommended to the governments of both coun­
tries. by which one government could reim­
burse a provider (public or private) for pro­

. vldlng health care to a resident of the other 
country.

To carry-out these duties, the commission 
would:

(1) conduct and support investigations, re­
search, and studies that will identify, study, 
and monitor border health problems;

(2) conduct and support a blnatlonal, pub­
lic-private health data collection and mon­
itoring system for the U.S.-Mexico border 
area; and .

(3) provide financial and technical assist­
ance to public and private efforts aimed at 
addressing border health prchLmr.

Details of the U.S. section of the Commis­
sion are: _ .

(1) 13 members: Including the Secretary of 
Health and Human Services; the four com­
missioners of health for the U.S.-Mexico bor­
der states: two Individuals from each of the 
four border states who have demonstrated an 
interest or expertise in border health issues.

(2) Regional offices: the Commission may 
establish regional offices to facilitate Its
work. -

(2) Annual Reports: th ;s!on will
report annually on Its activities to the gov­
ernments of both countries. -

cated in the U.S. and Mexico within 100 kilo-­
meters of the U.S.-Mexico border.

S. 1226. A bill to amend title 33, Unit­
ed States Code, to provide for the orga­
nization and administration of the Re­
adjustment Counseling Service, to im­
prove eligibility for readjustment 
counseling and related counseling, and 
for other purposes; to the Committee 
on Veterans’ Affaire.

July 14, 1993
READJUSTMENT COUNSELING SERVICE 

AMENDMENTS OF 1993 .
Mr. AKAKA. Mr. President, today I 

am Introducing legislation that would 
make Improvements in the Department 
of Veterans Affairs’ (VA) Readjustment 
Counseling Sendee [RCS], the manage­
ment entity for the Department’s vet­
erans readjustment counseling centers, 
more commonly known as “vet cen­
ters.’’ Specifically, my bill would:
Make RCS a permanent, statutory 
service within VA; raise the status of 
the RCS director; expand eligibility for 
RCS services; preserve the confiden­
tiality of RCS records; make improve­
ments to the Advisory Committee on 
the Readjustment of the Vietnam and 
Other War Veterans; expand the Viet­
nam Veteran Resource Center pilot
program; and, establish a pilot pro­

authorizing the provision of pri- 
health care services at vet cen-

gram 
many 
ters.

Mr.
gram

President, the vet center pro-
was authorized by Congress in 

1979 to provide readjustment counsel-
Ing services to Vietnam era and Viet­
nam combat veterans. Originally based 
on a model first developed by veteran 
self-help groups in the late 1960’s and 
early 1970’s, and further developed by 
the Disabled American Veterans, vet 
centers were established as informal, 
community-based facilities where a 
veteran could obtain assistance with­
out encountering significant bureauc­
racy. The centers’ informal atmos­
phere. distance from traditional VA in­
stitutions, and highly trained," empa­
thetic staff, many of them Vietnam 
veterans themselves, gave them credi­
bility in the eyes of veterans who, for 
whatever reason, remained reluctant to 
seek Government-provided services.'

Since their inception, vet centers 
have helped more than 1.4 million cli­
ents readjust to civilian life. The num- • 
ber of vet centers has steadily In­

. creased from the original 87 to 201 
today, operating in all 50 states, the 
Virgin Islands, and Guam. Because of 
the program’s great success and popu­
larity, . Congress expanded eligibility 
beyond the original Vietnam-era popu­
lation to include theater veterans of 
post-Vietnam . conflicts, such as Leb­
anon. Grenada. Panama, and the Per­
sian Gulf. ' * ■

RCS has been a dynamic force in ad­
dressing the most topical issues facing 
the veteran population it serves. While 
the primary goal cf the vet center pro­
gram is to provide psycholc^'^1 rm?-, 
seling to assist veterans readjust to ci­
vilian life, it has also been active in 
other areas as well. For example, vet 
centers have taken a leading role in ad­
dressing post traumatic stress disorder 
[PTSD], a syndrome brought on by ex­
traordinary mental trauma such as 
combat, whose devastating effects is 
only just beginning to be understood 
by the mental health profession.

Vet centers have also assumed addi­
tional responsibilities in the areas of 
homelessness, disaster assistance, sex­
ual trauma, alcohol and substance
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abuse, suicide prevention, the phys­
ically disabled, and minority veterans. 
Where vet center counselors have been 
unable to assist veterans, they have 
been helpful In Identifying and provid­
ing access to appropriate services of­
fered elsewhere within VA or the com­
munity at large. Indeed, it is their very 
willingness to do whatever it takes to 
help veterans, with a minimum of red- 
tape, that makes vet centers so special. 
In this respect, vet centers fully live up 
to RCS’s motto, “Help Without Has- 
8268.” '

Yet, Mr. President, in spite of the 
program’s widespread popularity and 
demonstrable record of success, several 
aspects of RCS’s organization, adminis­
tration. eligibility criteria, and scope 
of services need to be preserved. mod­
ernized, or changed altogether. A num­
ber of Important improvements must 
be made to ensure that the program is 
up to the challenge of meeting the 
needs of a changing veteran popu­
lation. This is particularly critical in 
view of the imminence of health care 
reform, which is expected to transform 
the health care environment and force 
VA to undergo fundamental changes if 
It la to remain competitive with other 
health care providers. If these Improve­
ments are not made, I am convinced 
that the Vet Center Program stands la 
danger of becoming an anachronism, 
unable to meet the actual needs of the 
men and women it was created to 
serve. .

For these reasons, I am proposing a 
number of changes In the program. A 
brief discussion of my bill’s major pro­
visions follows:

ORGANIZATION AND BUDGET
Vet centers are administered directly 

by the RCS leadership In Washington 
through seven regions. All administra­
tive and professional—clinical—control 
is exercised by direct line authority. In 
other words, vet centers across the 
country report directly to their superi­
ors la RCS, not through local VA medi­
cal centers or regional benefits offices. 
Thus, vet centers enjoy significant 
independence, which Is key to their 
ability to respond quickly and appro­
priately to the specific needs of the cli­
entele that vet centers serve.

This Une authority and organiza­
tional structure make high levels of 
war veteran and minority staffing in 
vet centers possible, and are respon­
sible for maintaining quality control 
levels unique within the Department. 
In addition. the current structure pro­
motes coet-effectlvenesa. * Since the 
first vet center began operations In 
1930, the cost-per-veterans visit has 
dramatically decreased from $87 to $20 
in 19S0 constant dollars—$87 to $67 in
ct dcllars. In a recent letter to
me, Secretary Brown asserted that one

due to: *
various management and operational Im­

provements which are able to be carried out 
on a continuous basis as a result of the fact 
that VA’a vet center system is operated on a 
fully-centralized basis, whereby combined

professional and administrative supervision 
and control are exercised by the VACO (VA 
Central Office] component and seven re­
gional managers and their staffs.

Despite the obvious advantages that 
derive from the existing organizational 
structure, various attempts have been 

" made over the years to undermine 
RCS’s independence from other health 
care entities or programs. Some years 
back, beginning in 1937, there was an
effort to close a number of vet centers • While the Director now reports di­
or to relocate them to VA medical cen- * -
ters. Proponents of this initiative 
hoped by this means to bring vet cen­
ters under the more traditional admin­
istrative and clinical oversight of local 
medical centers. Fortunately, Congress 
recognized this as an ill-disguised at­
tack against the vet center movement, 
and swiftly enacted legislation barring 
relocation or closure of any vet center 
without congressional notification or 
review.

More recently. In the last 2 years, an­
other proposal was raised to bring RCS 
and the vet centers under the control 
of local hospitals. Under this new plan, 
vet centers would simply be subject to 
the administrative control of the chiefs 
of staff of VA hospitals, rather than be 
physically incorporated into the medi­
cal centers. Fortunately, this proposal 
was dropped after several veterans or­
ganizations and members of the Senate 
Committee on Veterans’ Affairs ex­
pressed strong opposition to the ploy, 
recognizing it as a thinly disguised re-­
prise of earlier attempts to emasculate 
the vet center program.

Yet, Mr. President, the Institutional 
forces which have never recognized the 
valuable role that vet centers play In 

- the well-being of thousands of veterans 
continue to He in wait for another op­
portunity to curtail PvCS’s autonomy 
and render the vet center program just 
another clinical service. .

Section 2 of my bill would put an end 
to attempts to curtail the operational 
independence of vet centers by making 
the service a statutory organization, 
and freezing Its administrative struc­
ture as of January 1993. But my legisla­
tion would also give VA the flexibility 
to propose organizational changes to 
the service, provided that Congress Is 
duly notified of such changes and Is 
given an opportunity to review them.

In addition, section 2 provides that 
each budget submitted to the Congress 
would specifically cite the amount re­
quested for the operation of the RCS as 
well as the amount requested for Advi­
sory Committee review of the P,CS. 
This prevision will help prevent the di­
version of funds from this program, 
something which has occurred In the 
past only because RCS does not have 
the Institutional clout to protect itself

raids by other clinical. vlduals the services that are availablefrom budge 
services. "

STATUS OF RCS DIRECTOR
Mr. President, RCS administers a 

service with 850 employees, 201 vet cen­
ters, seven regional offices, and a budg­
et upward of $56 million. The unique re­
adjustment counseling services and

mental health programs that PvCS 
manages are central to the mission of 
VA and vital to the health care of vet­
erans. Yet, because P.CS represents a
relatively nontraditlonal ap-
proach to health care, It has not gained 
universal acceptance within the De­
partment, and specifically within the 
Veterans Health Administration. The 
service’s budget and programs have 
suffered as a result^ . -

rectly to the Associate Deputy Chief 
Medical Director for Clinical Pro­
grams, as do the heads of other clinical 
services—for example, hospital serv­
ices, ambulatory care, nursing, geri­
atrics and extended care, dentistry, en­
vironmental . medicine and public 
health—the perception that RCS is a 
lower level entity, and thus is less able 
to hold Its own vis-a-vis other services 
in terms of resource allocation, is un­
derscored by the fact that the Director 
is at a lower salary and administrative 
level than the heads of these services.

Section 3 of my bill simply raises the 
Director of RCS to the level of Assist­
ant Chief Medical Director, thus giving 
him or her equal status with the heads 
of most other clinical services. Section 
3 also clarifies the academic and expe­
rience requirements for the position, 
specifically opening the job to psy­
chologists, social workers, and other 
health professionals, and requiring at 
least 3 years of clinical experience and 
2 years of administrative experience 
within RCS or comparable mental 
health counseling service. This will 
give those who have actually worked in 
vet centers, or similar facilities, an op­
portunity to hold the highest position 
In their service. -
EXPANSION OF ELIGIBILITY TO OTHER VETEP-AN3

Under current law, only certain vet­
erans are entitled to readjustment 
counseling. These Include Vietnam-era 
veterans, and theater veterans of Leb­
anon, Grenada, Panama, and the Per­
sian Gulf. Section 4 of my bill expands 
entitlement for readjustment counsel- . 
Ing to all veterans, regardless of pe-
riod, including World War II 
re an war veterans.

Mr. President, considering 
many veterans have shown a 
the services offered through

and Ko-

that so 
need for' 
vet cen-

ters, It Is time to recognize that poten­
tially all veterans require vet center 
services at some time In their lives. 
With regard to World War II or Korean 
veterans, most have long since ad­
justed to their circumstances. How­
ever, a few of these older veterans, for 
example, prisoners of war who were 
subjected to torture and starvation, 
still suffer from recurring effects of 
PTSD and other war-related problems. 
It Is patently unfair to deny these indi-

to their younger counterparts. Indeed, 
many vet centers flout the law to as­
sist these older veterans, despite the 
fact that they are not strictly author­
ized to do so. • . .

Since 1987, the Senate Committee on 
Veterans1 Affairs has reported legisla-
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" tion that would entitle Korean and 

World War II combat veterans to vet 
center services. Each of the four times 
that the Senate adopted such legisla­
tion, it was opposed by the administra­
tion and rejected by the House. My leg­
islation again expresses the Senate’s 
position on this issue but goes one step 
further, by expanding the entitlement
to all veterans, not merely combat vet- ' a ns, particularly Vietnam veterans,
erans. ■ ^ ■ _

There is a very sound reason for ex­
. tending entitlement to all veterans. 
Very simply stated, a veteran does not 
have to see combat to experience trau­
ma associated with service to his or
her country. Serious training accidents uals or agencies outside the vet center
can cause as much psychological dam­
age as incidents experienced during 
wartime. We need to recognize that 
PTSD and other mental health prob­
lems do not recognize the artificial dis­
tinctions we use to distinguish between 
a declared period of war and peacetime. 
It is time that title 38 is changed to re­
flect this fact. • ■

BEREAVEMENT COUNSELING FOR VETERANS’ 
SURVIVORS

• Another original feature of my legis­
lation is extension of eligibility for vet 
center services to immediate survivors 
of military members killed in action or 
in the line of duty. Section 4 of my bill 
authorizes vet centers to provide grief 
counseling to, survivors of those who 
died in combat or as a result of a serv­
ice-com co:
leagues are aware

Ion. As my . col- 
vet centers cur-

rently provide family counseling; how­
ever, this counseling is only provided 
as a means of supporting the readjust­
ment of the veteran. I believe that if a 
member of the military services has 
made the supreme sacrifice and died in 
the defense of his or her country, we 
have an obligation to offer counseling 
to his or her survivors to deal with 
their loss.

The Department of Defense tech­
nically provides basic bereavement 
counseling and assistance. However, as 
most of us are aware, more often than 

• • not this counseling consists of an offi­
cial notification process rather than 

' actual bereavement counseling. In ad­
dition, while there are services avail­
able to a service person’s spouse and 
dependents, there is nothing available 
for the ‘ parents of deceased service 
members. In effect, family members
are left to P -emselves, or are
helped by. informal support groups 
made up of other caring individuals or 
families. Who among us can say that 
these parents have not suffered an irre­
placeable loss In the name of their 
country, or that they are not deserving- 
of minimal grief counseling? -

For these reasons, I propose to ex­
- pand the role of the. vet centers to pro-;

ing to family members of those killed 
in the line of duty. Vet center person­
nel are well trained in the provision cf 
such assistance. This benefit would be 
limited to grief counseling and would 
not extend to the full range of counsel­
ing sendees. Furthermore, these serv-

ices will be provided on a resource- 
available basis; as such, they should 
not detract from the services available 
to veterans.

CONFIDENTIALITY OF RECORDS
A major appeal of the vet centers is 

their physical remoteness and adminis­
trative independence from VA hos­
pitals and regional offices. Some veter-

bear a profound distrust cf the author­
ity and bureaucracy represented by 
most VA facilities. Others fear that 
sensitive information divulged in con­
fidence. and taken out of context, 
could be used against them by individ-

system. Yet others, including some 
who may be current VA employees, 
fear the stigma associated with mental 
health treatment, and would never risk 
entering a vet center unless their files 
could be protected not only from the 
public, but more specifically from 
other VA entities. * ■

Protecting the confidentiality of 
records is crucial to the relationship 
between such veterans and their coun­
selors. Veterans entering a vet center 
must be able to have absolute con­
fidence that the counselor can guaran­
tee the privacy of their care. It would 
be morally unfair, ethically untenable, 
and clinically disastrous if a vet center 
file were opened to non-RCS personnel, 
in all but the most extreme and dire 
circumstances.

Thus, even attempts to seek access 
to confidential files for the best of rea­
sons should be treated under the very 
highest standards of confidentiality. 

" For example, attempts by outsiders to 
gain access to RCS records under the 
guise of research must be very care­
fully supervised by vet center person­
nel in a manner that will, meet these 
needs, but never at expense of the con­
fidentiality implicitly promised to vet­
erans. This is not to say that data 
should not be collected. Collecting vet 
center workload data is essential, but 
the specifics of an individual veteran’s 
care and treatment must be kept invio-
late. , , ■ • ' .

Because confidentiality, and there- 
• fore trust, is the key to an effective vet 
center program, section 5 of my bill 
codifies existing policies regarding con­
fidentiality which have been carefully 
developed by RCS over the years and 
which appear to have worked ex­
tremely well in practice. Under section 
5, a veteran’s record could be provided 
to non-RCS personnel only if the vet­
eran consents, if there, is a medical 
emergency, if there is Imminent danger 
to the veteran or others, or if a com­
petent court orders the release of the 
record._  , _ .. . ,

ADVISORY COMMITTEE ON THE READJUSTMENT ; 
' OF VIETNAM AND OTHER WAR VETERANS ’

The Advisory Committee on the Re­
adjustment of Vietnam and Other War 
Veterans is the chief advisory body to 
the Secretary on readjustment issues. 
The committee’s purpose is to serve as 
a forum for consumer representatives 
to systematically review, evaluate, and

advise VA on the provision and coordi­
nation of services relative to veterans’ 
post-war readjustment to civilian life.

Because the advisory committee is 
comprised of non-VA members, it rep­
resents a point of view independent 
from the Department, and thus serves 
as an invaluable check, or barometer, 
of RCS’s performance. As such, I be­
lieve that it is important that PvCS al­
ways have the benefit of the commit­
tee’s advice and oversight. However, 
the panel’s future is potentially threat­
ened by a recent Executive Order 12838 
calling on various departments and 
agencies to phase out one-third of their 
advisory committees by the end of the 
year. While I fully expect that Sec­
retary Brown will not seek to abolish 
the advisory committee, I fear that fu­
ture Secretaries, who may not fully un­
derstand its Importance to the vet cen­
ter program, may not support the
panel. .
■ To forestall efforts to eliminate the 
committee, section 6 calls for its per­
manent authorization, with the stipu­
lation that at least two-thirds of its 
membership be comprised of combat or 
combat-era veterans. Section 6 also re­
quires that the committee provide an­
nual reports to the Secretary, who 
shall formally transmit them to Con­
gress.
PLAN FOR EXPANSION OF WRC PILOT PROGRAM

In 1985, Congress authorized a pro­
gram under which a number of vet cen­
ters, to be known as Vietnam Veteran 
Resource Centers [WRC’s], would be 
supplemented with additional staff who 

. would provide benefit counseling; em­
ployment counseling, training, and 
placement; intake, referral, and follow­
up services for alcohol- and drug-relat­
ed problems; and assistance in coordi­
nating benefits and services. The idea 
behind these super centers was to pro­
vide centralized, one-stop services for 
veterans. The WRC concept was test­
ed at 10 sites between December 1986 
and August 1988. VA’s report to Con­
gress at the conclusion of the program 
indicated that the WRO concept en­
joyed considerable success.. : • -

According to the report, which was 
based on a survey of the team leaders 
of the 10 WRC’s, the mix of services 
available at the WRC’s were clinically 
relevant and appropriate to the needs 
of Vietnam era veterans. The addi­
tional staff and augmented services at 
WRC’s enhanced the staffs’ capacity 
to provide more comprehensive read­
justment counseling services. In addl- 
tion, the added staff and services were ■ 
successfully incorporated into the pre­
existing service mix of counseling, out­
reach, and social services. Finally, the

agency liaison activities were upgraded 
and enhanced. /

■ Perhaps most significantly, the re­
port also stated that the 10 WP.C sites 
had been so effective In meeting the 
needs of local Vietnam veterans that 
the Department intended to continue 
the program at those sites indefinitely. 
As I understand it. the 10 sites are con-
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day; apparently, only a lack "of man­
agement initiative and uncertainty 

. over the availability of staffing re­
sources have prevented the WHO con­
cept from being extended to otb^r vet centers. *

- io promote the WHO concept sec­
tion 7 of my bill requires the Secretary 
to submit to the House and Senate Vet­
erans Affairs Committees a plan and 
schedule for the expansion of the WHO 
program to all vet centers nationwide.

, ^Y^0^ that development of the 
P^J^U enco^ga VA to reassess its 
priorities with respect to the W^C 

- program. •
HEALTH CARS PILOT PROGRAM -

.^- Present, as I have noted pre- 
vicu»ly,.it Is an unfortunate fact that 
a-, any veterans who seek out vet cen­
ters also are either unable or unwilling 
to seek treatment at VA medical cen­
ters or outpatient clinics. Vet centers 
tend to attract a significant number of 
veterans who are reluctant to brave 
Ue more formal, bureaucratic atmoe- 
p_cre whlca attends hospital-based 
services. Other veterans, while other­

. wise eligible for medical care, either 
cannot or will not travel to their local 
VA med-cal center. Some veterans sim- 
P-y co cot wish to be inconvenienced 
by traveling to a hospital that Is dis­
tant from home. Still others, such as 
indigent or homeless veterans, have 
few means of transportation at their 
d-sposal,, or are simply unaware of 
their eligibility for hospital care.

I am convinced that VA can make a 
greater effort to outreach such ve*’®-- 
ans. If the mountain cannot come "to 
Mohammed, Mohammed must go to the 
mountain. VA should begin to examine 
innovative ways to provide medical 
care to veterans who would otherwise 
not be present for cafe at medical cen- 
.”• J belleva th&t vet centers, which 
tend to be easily accessible and located 
^^J^jsins reslde- ^e ^eal venues 
in which to provide user-friendly, ac­
cessible primary medical eervices.

Section 8 cf my legislation calls for 
VA to establish a 2-year pilot program 
^^^ ^2 feasibility of offering lim­
ited health care services through vet 
tJ^^" 15 requiree the Secretary to 
test three (L^erent health care models. 
^rke<Lr9^ model, a qualified health 
professional would provide basic ambu­
latory services and health care screen­
ing on a part-time basis. In the second, 
a qualified health professional would 
provide a full range of ambulatory 
services for at least 40 hours a week. In 
tne final model, a minimum of 120 
hours of physician services would be re­

; 711633 mode13 would be tested 
to 15 vet centers located In var­

ious geographic settings, Including 
rura^ and urban areas, and serving vet­
erans from a variety of economic, so­
cial, and ethnic backgrounds.

I believe that the pilot initiative will 
reveal what we already know from an­
ecdotal data—that there are significant 
numbers of veterans who are 
underutlllzlng their health benefits. By

have ever received care. The Persian 
Uuif war has created a new generation 
of war-zone veterans whose incidence 
of stress disorders is as yet undeter­
mmed, but which may be as high as 10 
percent. Our recent military activities 
In ^cmalia is bound to produce addi­
tional readjustment needs. And who 
knows what demand for vet center 
services will arise If the United States 
steps up its Involvement In the Bal­kans.

center services is unlikely to fall off in 
the foreseeable future. But certain 
changes to the program must be "made 
to give it the flexibility to respond ef­
fectively to new demands and changing 
circumstances. At the same time, the 
oas.c integrity of the program must be 
maintained. I believe my legislation 
accomplishes both purposes. On the one 
hand, It maintains what is best In the 
Pegram by codifying and enhancing 
ECS s organizational structure a^d ad­
ministrative practices. On the ether it 

ceaters the authority and 
^exlblLty to take up new challenges 
by expanding their eligible client ba^e 
and exploring the vast potential of vet 
center-based primary health care and 
benefits services. -

Mr. President, the vet center pro­
gram Is well worth preserving. It is a

rVer1^ ^^ic health services in user- 
iriendly vet centers, VA may be able to 
capture some of these veterans and if 
necessary, bring them into the hospital 
system for more extensive care. T^e 
cfinlcs established at vet centers could 
serve as initial screening and referral 
points to VA medical centers fo^ pHch_ <

national resource that has proven Its 
worth may times over since Its estab- 
^^bment 15 years ago. My bill will give 

^^^00^5 ^ needs to move success­
fully into the next century. I w1^ tn 
work with the veterans community and 
my colleagues in both Houses to de­
velop the best, most practicable legis­
lation possible. I welcome my col- 
leagues1 suggestions and hope they are 
able to support this important meas-

bxe veterans, or community institu­
tions for noneliglble veterans. The vet 
center-based clinics could also be used 
for routine aftercare by veterans d^- 
charged from hospitals. *

The test program would be helpful in 
securing information relevant to 
m^o^k fe^1™- Since Its Inception 
In 1979, by stressing outreach and ___ -__

■ consumer satisfaction, the vet center . ca Finance. . 
■ program has been a new and Innovative 
provider of service for a designated seg­
ment of the veterans* population. As­
suming that health care reform " will 
force VA to compete against other 
large health care providers for busi­
ness I believe that a system of primary 
health Cilnics based in existing vet cen­
ters would kelp make the VA .system 
more accessible, and thus attractive, to 
potential patients. Thus, this pilot pro­
gram has significant implications for 
the future viability of the VA system.
Iu will he^p VA exploit the potential 
benefits of the tremendously successful 
KGS program and its potential fcr ex­
pansion into the medical delivery realm.

" By Mr. WOFFORD:
S. 1227. A bill to make technical cor- 

recJon to emergency unemployment 
benefits provisions; to the Committee

■ • . CONCLUSION .
Mr. President, there can be 11 ttl~ 
r^^-10 the imPcrUnce of the work 
, and 1219 vet centers. In the area 

of PTSD alone. Increasing workloads

• . EXTENDED UNEMPLOYMENT PENS FTPS 
legislation . “

6 Mr. WOFFORD. Mr. President, today 
I am Introducing legislation to fix 
what some may call a technical prob­
lem with the availability of extended 
unemployment benefits. But it is a 
problem that affects thousands cf u"- • 
employed people and their families in 
I ennsylvanla and around the country

Because of persistently high unem­
ployment levels, Congress has extended 
unemployment benefits for those whose 
regular State jobless benefits ended. 
Earlier this year, extended benefits * 
were provided to those whose regular 
benefits were set to expire cn or before 
October 2. .

However late last week, the Depart­
ment of Labor announced that begin­
ning July H it was reducing the maxl- 

duration for new extended bene- 
ESSiSSSS ssM 

ploy ment rates, extended benefits wiT 
■ be reduced from 26 to 15 weeks. , '

It was wrong to reduce these bene­
fits. This Is not to say that we have not 
received some good employment n°ws 
recently. Nationally, the unemploy­
ment rate has gone down from 7 7 per­
cent in June of 1992 to 7.0 percent In 
June of this year. In Pennsylvania, t^e 
unemployment rate has gone down 
from 8.2 percent to 6.8 percent since 

It is clear that the demand for vet tOtal emPloyment «P by
But the fact is that many people are 

still having a hard time finding a job 
because cf the slow rate of job growth. 
Z?6^ ^?ar^inent of Labor estimates 
thau this decision will affect 780,000 
new entrants into the extended benefit 
program between July 11 and October

In Pennsylvania, tens of thousands of 
workers will receive fewer benefits 
And these people are often the victims 
of mass layoffs In communities where 
there e^e not enough new jobs being 
created In the near term.

It Is not clear whether the Depart­
meat of Labor needed to make the de­
cision It did. The Department of Labor 
based Its decision on statutory lan­
guage requiring a reduction in benefits 
when the average rate of total unem­
ployment for all States for the most re-


