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POST-TRAUMATIC STRESS DISORDER AND
TRAUMATIC BRAIN INJURY AS EMERGING
ISSUES IN FORCE AND VETERANS HEALTH

THURSDAY, SEPTEMBER 28, 2006

U.S. HoUSE oF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON VETERANS  AFFAIRS,
Washington, D.C.

The Committee met, pursuant to call, at 10:00 a.m., in Room 334,
Cannon House Office Building, Hon. Henry Brown [Chairman of the
Subcommittee] presiding.

Present: Representatives Brown of South Carolina, Moran, Mi-
chaud, Michaud, Filner, Snyder. Also Present: Representatives Bo-
swell, Cantrell.

MR. BrRowN. The Subcommittee will now come to order. Good morn-
ing, and welcome to today’s hearing on an issue that is very impor-
tant to all of us. I am pleased to have assembled, with the help of
Ranking Member Mr. Michaud, the panel that we have in front of us
here today.

As most of you here today know, much has been written and dis-
cussed relative to Post Traumatic Stress Disorder, or PTSD, since the
beginning of Operations Enduring and Iraqi Freedom. We are fortu-
nate to have before us some of those who are responsible for providing
us critical data on this mental health condition, and I am eager to
take this opportunity to learn more about the nature of the disorder
and its prevalence amongst our returning servicemen and women.

And while PTSD seems to have captured a majority of the headlines
over the last few years, an equally challenging condition is being seen
in increasing numbers at the VA; Traumatic Brain Injury, or TBI.
Due to the concussive nature of many of the war-related injuries be-
ing seen in Iraq and Afghanistan, TBI can take many forms, ranging
from quite mild, almost undetectable, to very dramatic.

We will be interested in hearing how the VA is meeting the in-
creased demand, how the four polytrauma centers are handling that
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workload, and what best practices are being shared with other VA
medical centers to ensure that the best care is being provided all
around the nation for those who have suffered some form of TBI. In
addition, we are going to examine some of the similarities between
PTSD and TBI in terms of how the conditions manifest, how they are
identified and ultimately how they are treated.

The important point I would like to add to this is that these injured
servicemembers, in particular those with PTSD, can be treated and a
sense of normalcy can be attained. Having said that, in the absence
of in-theater risk mitigation techniques, effective early identification,
and aggressive outreach and treatment, normalcy and appropriate
adjustment may be difficult to realize for some returning from the-
ater.

This is an important topic and I want to again thank those assem-
bled before us today for taking the time to help us better understand
some of the emerging health challenges that both DoD and VA will
continue to face.

[The statement of Mr. Brown appears on p. 38]

MR. BrowN. I now yield to the Ranking Member, Mr. Michaud, for
an opening statement.

MR. MicHaup. Thank you very much, Chairman Brown, for hold-
ing this very important oversight hearing. Fatalities to our troops in
Iraq and Afghanistan from blast-related injuries are lower than in
previous conflicts, due to improved protective combat equipment and
advances in the delivery of medicine on the battlefield.

However, those who survive blasts are at great risk for Traumatic
Brian Injury, or TBI. Severe, moderate and even mild TBI can affect
veterans and their families for the rest of their lives. Brain injuries
can impair functions including short-term memory, concentration,
judgment. As well, many TBI cases experience degrees of impaired
vision. It can also affect a veteran’s ability to return to work.

The emotional and behavioral changes that result from TBI can
place a tremendous burden on families and friends. Many veterans
with mild TBI may have their symptoms misdiagnosed as a men-
tal health disorder. These veterans need targeted care to help them
function better.  Post traumatic stress disorder (PTSD) is also a
wound that many of our returning veterans carry home.

Unfortunately, the stigma of mental illness often leads veterans to
ignore or deny that they had any problems, even when they see their
relationships and lives crumble under the weight of the symptoms
of PTSD. Untreated PTSD is linked with substance abuse, severe
depression and unfortunately, even suicide. Sadly, we have already
seen too many Vietnam veterans—and now veterans from Iraq—go
down this tragic path.

Access to VA’s mental health programs and TBI programs, and the
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quality of these programs depend on adequate funding. VA mental
health care experts have recognized that VA’s program have gaps
in quality. In response, Secretary Principi rightly adopted a mental
health strategic plan with initiatives to address the gap in VA’s men-
tal health care efforts. The Administration promised to commit $100
million in fiscal year 2005 and $200 million in fiscal year 2006 to fund
these mental health care initiatives.

Last fall, Ranking Member Lane Evans and I asked GAO to study
whether the administration fulfilled this commitment to fund the
new mental health initiatives. Today, GAO’s testimony provides its
preliminary findings of the study. Sadly, the Administration is far
short of fulfilling its commitment. VA did not provide $100 million in
fiscal year 2005 for new mental health care efforts. VA only funded
approximately $53 million.

VA claimed to GAO that it also provided $35 million in funds gen-
erally distributed to VA hospitals and clinics. GAO found, and VA
concedes, that VA never told medical facility directors that the $35
million was to be used to rebuild mental health services. GAO also
found that some of the $53 million went unspent. The preliminary
findings for fiscal year 2006 were also disappointing. VA allocated,
at best, $158 million of the promised $200 million. Again, GAO found
that some of this money might not be spent.

Gaps in mental health care services remain. The mental health
strategic plan is good. However, without real commitment to fund-
ing, the plan will not become a reality. Members on both sides of the
aisle want and need to address this very important issue. We must
keep our promise to our veterans and dedicate mental health care
staff who want to help them recover from the psychological wounds
of war.

Funding and implementation of VA’s mental health plans will
require vigorous oversight from this Committee. That is why I am
pleased, Mr. Chairman, that we are holding this hearing. Further,
it is my intention to continue to press for passage of Lane Evans’
Comprehensive PTSD Bill, H.R. 1588. It is also my intention to re-
introduce an updated version of this legislation in Lane Evans’ name
in the 110th Congress to ensure that his noble efforts are carried on
in order to meet the critical mental health challenges that we face.

So with that, Mr. Chairman, I want to thank you very much, and I
also would like to welcome both Representative Pascrell, and Repre-
sentative Boswell. And I want to thank Chairman Brown for allow-
ing them to join us at this hearing, because I know they have a deep
commitment to veterans’ issues, and they definitely will add a lot to
this discussion. So thank you very much, Mr. Chairman.

[The statement of Mr. Michaud appears on p. 41]

MRr. BrRowN. And thank you, Mr. Michaud, for the opening state-



4

ment. And I know both of the other gentleman from other commit-
tees, and they have got other responsibilities, so if it is the will of the
Committee to allow them to speak out of order, and to speak for two
minutes?

[No response.]

Okay, without objection. Okay, Mr. Pascrell?

STATEMENTS OF HON. BILL PASCRELL, JR., A REPRE-
SENTATIVE IN CONGRESS FROM THE STATE OF NEW
JERSEY, AND HON. LEONARD BOSWELL, A REPRESEN-
TATIVE IN CONGRESS FROM THE STATE OF IOWA

STATEMENT OF HON. BILL PASCRELL

MR. PascreLL. Thank you Mr. Chairman and Ranking Member Mi-
chaud, and also Committee members, for dedicating so much of your
time to this very critical issue. I salute the Veterans Committee.
Your work many times goes unnoticed, I understand that.

I would like to ask that my entire testimony be inserted into the
record, if you would?

MR. BrowN. Without objection.

MR. PascreLL. As a cofounder of the Congressional Brain Injury
Task Force, I am committed to improving the lives of individuals with
Traumatic Brain Injury, TBI. I would like to focus on an issue that
has gained more and more publicity over the last year; dramatic brain
injury in our nation’s servicemen and women, past and present.

Traumatic brain injury is defined as a blow or jolt to the head, or a
penetrating head injury that disrupts the function of the brain. This
has been called the “ silent epidemic.” A million five-hundred-thou-
sand people are affected in the United States every year. When I first
learned of this, seven years ago, and I want to tell you, Mr. Chair-
man, I was just shocked out of my wits. I never thought, until folks
in my own district came to me, you know, we need to be educated on
these things, and certainly members of Congress should be, if we are
going to talk about it.

Military duties increase the risk of sustaining TBI. For our armed
forces, TBI is an important clinical problem in peace and war, and its
consequences may extend for many years. Over 1500 military person-
nel involved in the global war on terror have been seen and treated by
DVBIC. At Walter Reed alone, over 650 soldiers with brain injuries
from Iraq and Afghanistan have been treated. That represents 40
percent of all the troops evacuated to Walter Reed Medical Center so
far. About 10 percent of the servicemembers in Iraq, 20 percent of
the troops on the front lines returned from combat tours with concus-
sions.

DVBIC, the Defense and Veterans’ Brain Injuries Center, was es-
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tablished in 1992, after Desert Storm. Until then, there was no over-
all systematic program for providing brain injury-specific care and
rehab within the department of defense, or the Veterans Administra-
tion for that matter.

The changing nature of warfare demands corresponding improved
and specialized medical care. It has been estimated that 50 percent of
all combat injuries are blast injuries. So as part of the recently-passed
blast injury prevention and mitigation and treatment initiative, the
DVBIC is leading the effort to illuminate patterns of brain injury
from blasts including providing guidelines for the assessment.

I must say, Mr. Chairman, the last five years has seen more ad-
vancement in this area than probably in the past couple of hundred
years, so that parts of the brain that have not been affected in a nega-
tive way can be developed, so that we can compensate.

These are great times. You know, I tell kids in the schools, “ Don’t
let your parents tell you, oh, for the good old days.” These are the
times when we can address these very serious injuries in terms of
modern warfare. The Defense and Veterans’ Brain Injury Center’s
mission is to serve active duty military, their dependents, and veter-
ans with TBI, through state-of-the-art medical care, innovative clini-
cal research initiatives, and educational programs.

In order to better recognize TBI, the DVBIC has begun to employ
improved diagnostics, increase brain injury training of battlefield
medics, and clinical research on blast injury.

Now, what I want to emphasize in concluding, Mr. Chairman, is
the need to improve and expand the Special Committee on Post Trau-
matic Stress Disorder. And the Committee on Care of Veterans with
Serious Mental Illness recommended to the Veterans Administration,
under the Secretary of Health, that VA establish a screening process
to identify veterans with mild TBI. I recommend that we look into
that screening process.

Also noted was the need for the VA to establish a TBI registry that
can be used to create more sophisticated evidence-based, cost-effec-
tive assessment and treatment strategies. We have passed general
legislation to do this throughout the nation for civilian TBI. We need
to do it in terms of the special situation that we face as Americans.

In July 2006, the Veterans Administration Inspector General’s of-
fice reported on a lack of consistency in VA case management, citing
that the effectiveness of case managers ranged from outstanding to
inadequate. The Inspector General also reported on a major weak-
ness in the VA’s TBI care, and its participation in the DVBIC pro-
gram. The number of TBI beds—I was shocked to find this out—in
head-brain injury treatment resources do not correspond to the scope
of the problem. That was the case since 1999; it is the case today,
also.

And very briefly, Mr. Chairman, I would ask you—beg you— to



6

look at the funding. According to a recent study by researchers at
Harvard and Columbia, the cost of medical treatment for individuals
with TBI from the Iraq war will at least cost $14 billion over the next
20 years. This is a sustaining situation; not going to be hit or miss.
Without our support, DVBIC’s congressionally directed mission of co-
ordinating clinical health care, executing research that will result in
better characterization and management of the problem, and educa-
tion of both military and civilian communities will come to a halt.

This is one of TBI tasks force’s primary mission. As such, in conclu-
sion, the task force along with other concerned members request an
additional $12 million for the DVBIC in the Military Quality of Life,
and Veterans Affairs Appropriations Bill for fiscal year 2007, for a
total of 19 million.

I know the Committee shares these sentiments, and I am abso-
lutely thankful for the fact that you have let me testify.

[The statement and attachment of Mr. Pascrell appears on p. 45]

MR. BrowN. Well, let me also thank you, Mr. Pascrell for taking
your time to be part of this discussion. We have got assembled a
great panel that I am sure has listened very intently to some of your
recommendations, and thank you for coming. You can stay for the
whole meeting if you would like, but we wanted to afford you the op-
portunity to speak first.

And Mr. Boswell, if you could take a couple minutes, so we can
proceed.

STATEMENT OF HON. LEONARD BOSWELL

MRr. BoswgiLL. I heard the “couple minutes,” and I will try to do
that, sir.

And I do thank you kindly, you and Mr. Michaud, for allowing us to
do this. As Congressman Pascrell has already said, very kind of you.
I have been respecting your work on this for a long time, and I salute
you too, sir, because I know your heart is in this, you are focused, and
we cannot thank you enough. There are probably over a hundred
of us here in this room and otherwise that are veterans. And so we
thank you. I feel very fortunate.

I would like to share with you before I start, I have a veteran that
is from Iraq that is on my staff, and I would like to introduce you to
this veteran. She is standing right over there, Alexis Taylor; she has
joined my staff, an Iraq veteran.

MR. BrowN. Glad to have you with us today.

MR. BosweLL. Again, Mr. Chairman, I would say this, that we all
know it has been said that for more and more veterans are returning
from tours of duty in Iraq and Afghanistan, there are many new is-
sues and we have heard some of them. But it is an issue that I don’t
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think we can’t ignore, and I am not suggesting that we are.

The number of veterans returning with post traumatic stress dis-
order is alarmingly high. A recent study found that 17 percent of
soldiers and marines returning from Iraq screened positive for PTSD.
Our men and women in uniform returning from combat are fighting a
different type of war, and a different type of enemy. I thought maybe
I had seen it all in Vietnam. It was different, and there is no front
line there, either. I helped to put too many of our young men and
women in body bags, and it makes a lasting impression.

The National Center for PT'SD found several things associated with
individuals diagnosed with PTSD, such as physical pain, sleep distur-
bance, nightmares, substance abuse, self-harm, or suicide. I believe
obviously there is a connection between PTSD and suicide. Some es-
timates have found that almost one thousand veterans receiving care
from the Department of Veterans Affairs commit suicide each year,
and research shows that one out of 100 veterans who have returned
from Iraq have considered suicide. I find this very disturbing.

Since March 2003, 80 individuals who have served in Iraq or Af-
ghanistan have committed suicide. Our young men and women serv-
ing our country have kept us safe for so long, it is our job, as you
know, to protect them. A few months ago I learned of a young man
from my district, Joshua Omvig, who experienced undiagnosed PTSD
after returning from an 11-month tour in Iraq. His family and friends
did not know how to help him. Goodness knows they tried. Then in
December of last year Joshua tragically took his life. He was only 22
years old.

His parents were very close. They knew something wasn’t right,
and they were trying everything they could think of. He was staying
with them, going to work, and trying to get adjusted. And one morn-
ing, his mother felt the intensity, and she stayed right with him as
he went out to get in his pickup to go to work, and he shot himself in
front of his mother, in the pickup.

After I heard his story I was shocked to find one in a hundred Op-
eration Iraq Freedom veterans have reported thinking about suicide.
I knew something had to be done, as anybody would feel. That is
why we have introduced H.R. 5771, the Joshua Omvig Veterans Sui-
cide Prevention Act. This legislation will mandate the Department of
Veterans Affairs to develop and implement a comprehensive program
to regularly screen and monitor all veterans for risk factors for sui-
cide within the Veterans Affairs system.

At any point in a veteran’s life, if they were found to have specific
risk factors for suicide they would be entered into a tracking system,;
ensuring they do not fall through the cracks. Then they would be
entered into a counseling referral system to make certain those vet-
erans receive the appropriate help. It would provide education for
all VA staff, contractors, and medical personnel who have interaction
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with the veterans. In addition, it would make available 24-hour men-
tal health care for veterans found to be at risk for suicide.

Currently, the Department of Veterans Affairs regularly screens
veterans for depression, PTSD, and substance abuse, but not suicide
specifically. I am saddened by the circumstances that this legislation
grew out of, but I know that if enacted, this program could save lives.
We treat their physical injuries, which goodness knows we should.
Now it is time to treat the wounds that are not visible. It is my hope
that a comprehensive veterans bill will result from this hearing and
that any bill considered will include provisions for the Joshua Omvig
Veterans Suicide Prevention Act. This important issue cannot go
another day without the attention it needs.

And Mr. Chairman, I say this and I am looking you square in the
eye, and I am very, very serious: it is not important to Leonard Bo-
swell to have my name on that Bill. It is not. We are in the political
season, and we know that. It is important that this need be taken
care of, and I would be delighted if you, Mr. Chairman, Mr. Michaud,
wanted to take this and make it your bill. I don’t care. I know there
is a need, and I think we all know that. And that is the way I deeply
feel about it.

It unfortunately came to my attention the manner it did. We stayed
very close to the family, very close. When we built this idea, we went
and talked to them about it, because they have come out in a sense.
They want to help others. They are in their grief, and their shock, and
it will go on the rest of their lives, but they want to do something to
help others.

And so we felt like we could, so I very carefully, very quietly went
and talked to them with staff that was working on it, and said this is
what we had in mind, what would they think about it? And after a
few tears, they said this would be wonderful. I said, “ Now, it is up to
you. If allowed, I will name this the Joshua Omvig Bill.” And they
looked at each other and they said that they would be honored. So
that is the reason that it is on there.

And I seriously don’t care who gets credit for sponsoring this bill.
I want you to know that, Mr. Chairman. I say this in all sincerity:
it needs action, and I have confidence that you and Mike will give it
your attention.

And I thank you very, very much for allowing me to make this tes-
timony, and I will leave this for the record.

MR. BrowN. And we will certainly, with unanimous consent, allow
the statement to be submitted for the record.

[The statement of Mr. Boswell appears on p. 60]

MRr. BrowN. And Mr. Boswell, I really do appreciate you and Mr.
Pascrell coming and being a part of this discussion. This has been
a Committee hearing that has been late coming, and I am grateful
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for you all’s input. I know we have all got stories we can tell about
personal involvement. I know last July, I had my appendix taken
out in Bethesda on the fifth floor, and had a chance to interact about
four or five days with those young men and women coming back from
harm’s way. And you know, you could see some visible injuries, you
know, if so many came back without an arm or a leg, those were eas-
ily identifiable.

I went into a room for this young guy from Florence, South Caro-
lina, and it had half of his skull actually blown away, and they have
got the computer technology to replace the image of that skull, and
they all could draft hair on it, you know, to make a kind of look back
like it was normal. But you could tell, as you look at that young man’s
eyes and you talked to him, that you knew that he was going to have
a lasting problem with that brain injury.

And so this is a major concern, and we are grateful for you all’s in-
put. And you can stay as long as you would like, if you would like.

MR. BosweiLL. Thank you what you just said. And you know, with
today’s technology, we do the battery of tests when the young men
and women leave the service. We have got the ability to see what is
going on in their minds, and we have just got to do something about
it. And we thank you. We wouldn’t ever think about doing something
for the physical injury, as you well know.

MR. BrowN. Right.

MR. BosweLL. We would do everything we possibly could. And the
mental injury is just as important.

MR. BrowN. That’s right. Thank you so much.

And our Ranking Member, acting Ranking Member, do you have
an opening statement?

MR. FiLNER. Yes, I would like to submit my opening statement for
the record.

Let me just thank Mr. Pascrell and Mr. Boswell not only for your
expertise, but for your passion. We need that energy, and I would
say to the panel something I generally say after you all have testi-
fied: please don’t hide behind statistics and bureaucrat-ese and writ-
ten statements. Let us know that you have some passion for doing
this, for solving this issue. I think we want to hear that more than
anything else; more than any defensiveness about what you're doing,
about things that you want to point out. We want to make sure that
you have the passion that many of us have from personal experi-
ences. I know you all do, too, but in these Committee hearings, it
doesn’t always come out.

And let me say, I think we are letting our veterans down today. The
young men and women who are, as you have shown one of us here,
Mr. Boswell, coming back, are the bravest young people in the world.
And yet we are not giving them the attention or the expertise that we
have as a society. We don’t do outreach sufficiently. We don’t make
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sure that the mental, as has been said here, is seen as important as
the physical health. The mental scars will last probably longer or at
least equally, and may have a deeper impact.

And yet, when these young men and women come back, they don’t
even know what they got. And when we have diagnoses of PTSD, the
first thing the VA does, instead of saying, “ We have got to have more
facilities, and more resources to deal with it,” the first thing they
do is investigate why we have so many diagnoses of PTSD. That is
disgraceful, that that is the response that these two men and women
get, and the doctors who are dealing with him.

And the tragedy, as I think both of our guests have said, is that we
know how to deal with these issues today better than we ever have.
And we watch the same things for these returning Iraqi vets that we
saw in Vietnam, when we knew less. They come home without knowl-
edge of what is going on. The family doesn’t have any idea. There is
violence in the family, perhaps spousal abuse, kids run away, alcohol
and drug abuse, loss of job, homelessness, suicide.

I think the figures that I have seen, Mr. Pascrell, are much higher.
I have seen figures of several hundred suicides, and a much higher
rate, as you point out, than either in the general veterans’ population,
or in the general population. This is a tragedy. The administration
says, “ Support our troops, support our troops, support our troops.”
When they come home, we don’t have the outreach for them, we don’t
have the resources for them. We know that whatever percentage it
is, whether it is one-half or one-third of our veterans that have PTSD,
we don’t have the resources to deal with it. I have been at the PTSD
clinics in San Diego. They are wonderful. We know how to deal with
it. But we are not getting these services to all the people that need
them. And we are not given the resources to make sure that we can
handle them if we did.

We even have now, as I think you pointed out, ways to perhaps—
knowledge of the brain that says we can physically identify who has
certainly a higher risk of PTSD.

So let us as a nation commit ourselves. We made a tremendous
moral mistake by not dealing with these issues for Vietnam. It is not
too late, by the way. Half of the homeless on the streets tonight are
probably Vietnam vets, probably with intense mental situations. We
need to bring them back, if we can. But let us not lose more, who are
returning from Iraq, to this terrible situation.

So we want to give you all the resources that you need as profes-
sionals, but we have to look at this in a passionate way like our two
guests have shown, and we have to, as a nation, say we are going to
support our troops, we are going to treat these mental illnesses with
the knowledge that we have, and we are not going to let them be lost
and unable to further contribute to our society.

Thank you Mr. Chairman.
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[The statement of Mr. Filner appears on p. 43]

MR. BrowN. Okay. Thank you, Mr. Filner.

Dr. Snyder, do you have an opening statement?

MR. SNYDER. I do not, Mr. Chairman, thank you.

MR. BrowN. Okay, thank you very much.

We are absolutely impressed that we have got such an outstanding
panel before us today, and let me introduce our panel.

I welcome Dr. Gerald Cross, the Acting Principal Deputy Under
Secretary for Health at the VA. He is accompanied by Dr. Katz, the
Deputy Chief Patient Care Services Officer for Mental Health, and
Dr. Sigford, VA’s National Program Director for Physical Medicine
and Rehabilitation.

Representing the United States Army, we are pleased to have Colo-
nel Elspeth Cameron Ritchie and Colonel Charles W. Hoge. Doctor
Ritchie is the Psychiatry Consultant to the Surgeon General of the
United States Army, and Doctor Hoge is the Director of the Division
of Psychiatry and Neuroscience at the Walter Reed Army Institute of
Research.

They are accompanied by Colonel Labutta, the Chief of the Depart-
ment of Neurosurgery at Walter Reed.

We will now proceed with Dr. Cross.

STATEMENTS OF GERALD CROSS, M.D., ACTING PRINCI-
PAL DEPUTY UNDER SECRETARY FOR HEALTH, VETER-
ANS HEALTH ADMINISTRATION, U.S. DEPARTMENT OF
VETERANS AFFAIRS, ACCOMPANIED BY IRA R. KATZ,
M.D., PH.D, DEPUTY CHIEF PATIENT CARE SERVICES
OFFICER FOR MENTAL HEALTH; BARBARA SIGFORD,
M.D., PH.D, PROGRAM DIRECTOR, PHYSICAL MEDICINE
AND REHABILITATION SERVICES; COL. ELSPETH CAM-
ERON RITCHIE, M.D., M.P.H., PSYCHIATRY CONSUL-
TANT TO THE U.S. ARMY SURGEON GENERAL, UNITED
STATES ARMY; COL. CHARLES W. HOGE, M.D., DIREC-
TOR, DIVISION OF PSYCHIATRY AND NEUROSCIENCE,
WALTER REED ARMY INSTITUTE OF RESEARCH, UNIT-
ED STATES ARMY, ACCOMPANIED BY COL. ROBERT J.
LABUTTA, MC, CHIEF, DEPARTMENT OF NEUROLOGY,
WALTER REED ARMY MEDICAL CENTER

STATEMENT OF GERALD CROSS, M.D.

Dr. Cross. Mr. Chairman and members of the Committee, good
morning. I am accompanied by Dr. Arthur Katz, Chief Patient Care
Services Officer for mental health, and Dr. Barbara Sigford, director
of physical medicine and rehabilitation service.
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At first, let me say I can assure you, Mr. Chairman, we from VHA
do have passion, and we have that passion in caring for our veter-
ans.

I would like to submit my written testimony for the record.

In beginning my testimony, I would like to address an issue that I
know is of concern to many members. Recently, VA’s Inspector Gen-
eral issued a report on our ability to care for patients with traumatic
brain injuries. While the report identifies areas in which we can im-
prove on our performance, its executive summary is very clear. It
states that our patients have very similar outcomes when compared
with a matched group of TBI patients from the private sector.

Given that our patients have more severe injuries than the average
patient, and given that it takes longer for them to begin rehabilita-
tion because of the complexity of their wounds, and because of the
distance they must travel from the theater of war to begin treatment
for those wounds; the fact that our patients do as well as those in the
private sector demonstrates that we are doing an outstanding job in
supporting their recovery, and that we are providing the exceptional
care Congress and all Americans expect of our department.

VA is succeeding in treating many TBI patients with multidisci-
plinary approaches that include a sensitivity to the physical, cogni-
tive, emotional, functional, and behavioral manifestations of brain
trauma. Our polytrauma system of care includes four primary poly-
trauma rehabilitation centers, which provide exemplary care for vet-
erans with multiple injuries, including brain injuries, and fully in-
volves their families in their care and treatment.

Twenty-one new polytrauma network sites are opening this fall,
enhancing access, and ensuring lifelong coordination of care for these
men and women. And a hotline for all polytrauma patients, and their
families, is staffed 24 hours a day, seven days a week, 365 days a
year.

To ensure that we identify every veteran with TBI, VA clinicians are
receiving additional training in recognizing both acute and delayed
symptoms of brain trauma, and then providing the prompt identifica-
tion, and multidisciplinary evaluation and treatment, which is essen-
tial for their successful recovery.

We are improving our ability to coordinate the care of TBI patients
by assigning a permanent social worker-case manager to every pa-
tient we have seen at our polytrauma centers. And we recognize the
need for family support in caring for loved ones.

Our intent is to restore every patient to his or her fullest possible
level of functioning. We will not fail in that effort.

Mr. Chairman, members are also concerned that we have the ca-
pacity and the funds to treat OIF-OEF veterans with PTSD. Let me
assure the Committee that we do. Among our accomplishments, we
have been adding 100 OIF-OEF veterans to our vet center staff to
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provide clinical peer support. We have expended substantial funds
to expand mental health services at our community-based outpatient
clinics, and we have added tele-mental services to serve remote loca-
tions.

Altogether, VHA now operates approximately 200 specialized
PTSD programs in addition to our 207 vet centers which, by the way,
will increase in number to 209 by October of this year.

Working closely with our colleagues in DoD and other federal agen-
cies, our researchers are working on new pharmacological, psycho-
logical, and other treatments, and we are finding ways to harness
these technologies to extend our ability to care for veterans with this
illness. And we are placing a special emphasis on finding more effec-
tive ways to treat veterans—including women veterans—at risk for
PTSD.

Mr. Chairman, today’s veterans with PTSD and TBI are receiving
state-of-the-art care throughout VHA. We are committed to improv-
ing our abilities to address TBI and PTSD, and to meet the specific
needs of veterans returning from the global war on terror, who have
earned and are receiving the best care available anywhere.

Thank you for your time, sir.

[The statement of Gerald Cross, M.D. appears on p. 62]

MR. FiLNER. Sure glad I gave that lecture on passion, Mr. Chair-
man.

MRr. BRowN. Thank you very much, gentlemen, for being a part of
this, and thank you for your passion and for your understanding, and
for your expertise.

And with that, I will ask Colonel Ritchie to testify.

STATEMENT OF COL. ELSPETH CAMERON RITCHIE

CoLoNEL Rircaie. Mr. Chairman, distinguished members, Mr. Mi-
chaud, thank you for the opportunity to be here and to share with
you our concern and our passion about taking care of our soldiers and
veterans.

Going to war affects all soldiers. The number of soldiers with Post
Traumatic Stress Disorder, PTSD, has gradually risen. Since 911,
the Army medical department has taken care of soldiers at the Pen-
tagon during 911, in Afghanistan, in Iraq, and throughout the world.
We take care of soldiers with physical wounds, and with psychologi-
cal issues from combat.

We are committed to providing and ensuring that all returning
veterans receive the physical and behavioral health care they need.
An extensive array of mental health services has long been avail-
able. However, since 911, we have augmented and improved behav-
ioral health services throughout the world, especially at Walter Reed
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Army Medical Center and the other Power for Vets projection plat-
forms and major army installations, where we mobilize, train, deploy,
and demobilize army forces.

We anticipate that the need for these services will not decrease.
We are committed to providing the necessary help. The Army medical
department has performed behavioral health surveillance in an un-
precedented manner. There have been four mental health advisory
teams, three previously in Iraq, one in Afghanistan, and currently
one in Iraq at this time. Charles Hoge, Colonel Hoge, will present his
research.

We have also performed several epidemiological consultations,
called EPICONSs, at installations in the United States, such as the
assessment following the cluster of suicide-homicides at Fort Bragg
in North Carolina in 2002.

There are numerous other initiatives for us to learn from the war.
We held a workshop on updates in combat psychiatry at the Uni-
formed Services University of the Health Sciences, in 2004, where we
gathered together those who had been in theater with academicians
and policymakers. We have used the results of all of these assess-
ments to improve the behavioral health services that we offer our
soldiers.

The Army Deputy Chief of Staff for Personnel, and the Army Sur-
geon General, share responsibility for the prevention and screening
for PTSD for soldiers, both active and Reserve, from the global war
on terror. Derived partly from the EPICON results from Fort Bragg,
we have come up with a new deployment cycle support program that
has been in place for several years to help our soldiers and their fami-
lies.

Since the beginning of the war, there has been a robust combat
and operational stress control presence in theater. Today, more than
200 behavioral health providers are deployed in Iraq, and another 25
in Afghanistan. The mental health assessment team reports have
demonstrated both the successes and some of the limitations of these
combat stress control teams. As a result of learning of the limita-
tions, we have improved the distribution of behavioral health provid-
ers throughout the theater. Access to care and quality of care have
improved as a result.

Before deployment, soldiers are screened for medical issues includ-
ing family problems. Then, as part of the reintegration process, sol-
diers are briefed on what stressors to expect, the common symptoms
of post-deployment stress, such as hyper-arousal, and ways to miti-
gate these symptoms.

The post-deployment health assessment, when soldiers are coming
home, is used to screen the soldiers again for physical complaints and
psychological complaints. And then last year, the Assistant Secretary
of Defense for Health Affairs directed an extension of the current pro-
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gram so that we now have a post-deployment health reassessment;
and the army requires that all soldiers redeployed from combat zone,
whether they are active or Reserve, complete this new PDHRA screen
at three to six months following deployment. The PDHRA program
was fully implemented in January of 2006.

If a soldier has post traumatic stress disorder, or other psycho-
logical difficulties, they will be further evaluated and treated, using
well-recognized treatment guidelines, including psychotherapy and
pharmacotherapy.

Traumatic brain injury is also a focus of our attention. TBI, as it is
often called, is a broad grouping of injuries that range from mild con-
cussions to penetrating head wounds. Many of these symptoms are
similar to post traumatic stress disorder, especially the symptoms of
difficulty concentrating, and irritability. I have Col. Labutta here,
chief of neurology, with me today to answer any questions you may
have on screening, diagnosis, and treatment of TBI.

We recognize that there is a perceived stigma. Therefore, we are
moving to integrate behavioral healthcare into primary care, wherev-
er possible. Our pilot program at Fort Bragg, Respect.Mil, has been
very successful, and we are moving to implement it throughout the
Army.

There 1s a legitimate concern about our isolated Reserve compo-
nent soldiers. The Army one-source program was put into place, and
1s now becoming the military one source to provide free confidential
counseling. Our physically wounded soldiers have also been the focus
of attention.

Finally, we have been working on improving our suicide prevention
programs. Every suicide is a tragedy. The DCSPER is the proponent
for suicide preventions, while the chaplains conduct suicide preven-
tion classes, and behavioral health is also doing surveillance. How-
ever, several years ago we leveraged a new report, the Army Suicide
Event Report, the ASER, to improve our surveillance. All suicides
and serious suicide attempts require this report to be filled out, and
we are in the process of setting up a new suicide prevention office
within the Army medical department.

So continuing to assess the quality of our services, we learn. Lieu-
tenant General Kiley is a co-chair of the Department of Defense Men-
tal Health Task Force, with a report due in May of 2007.

We are ongoing training of our leadership in numerous venues. You
have already heard about after the soldier leaves and goes to the VA,
it is critically important also that we provide education to our civilian
providers; that they learn to ask, “ Are you a veteran?” and, “ Have
you been exposed to a blast injury?” And we have numerous efforts.

In summary, we have been at war for five years. War challenges
the psychological health of our troops and their families. We have
been in continual process of improving our efforts. This is not just
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an army issue, it is not just a VA issue, it is a national issue. We
have the tools that we need to recognize and treat soldiers and their
families.

Thank you very much for your attention.

[The statement of Colonel Elspeth Cameron Ritchie appears on
p. 72]

MR. BrowN. And I thank you, Colonel Ritchie, for your service.
And at this time, we would hear from Colonel Hoge.

STATEMENT OF COL. CHARLES HOGE, M.D.

CoLoNEL HoGe. Thank you, Mr. Chairman and distinguished mem-
bers. Thank you for inviting me here.

I direct a research program focused on assuring that soldiers who
serve in Iraq and Afghanistan get the best mental health services
that we can provide. And since my testimony to this Committee in
July of 2005, we have continued to collect data, and continue to try to
refine our programs and improve our programs, based on the lessons
learned from the data that we collected.

Soldiers are remarkably resilient. They are doing heroic things
day after day for a year or longer. Some of them are going back for
their second or third rotation. They are working in highly danger-
ous and unpredictable environments. And it is normal to experience
symptoms after these combat experiences. Most soldiers transition
very well when they come home, and have resolution of those symp-
toms. Some need help, and that has been the primary focus of the
research that we have been conducting.

Based on the data from several sources, and we now have robust
data from a number of different sources, we estimate that 10 to 15
percent of Army soldiers develop post traumatic stress disorder after
deployment to Iraq. Another 10 to 15 percent have significant symp-
toms of PTSD, depression, or generalized anxiety, and may benefit
from care. Alcohol and family problems can add to these concerns.

The Army has a comprehensive strategy to encourage soldiers to
seek help early, before these symptoms become severe, or interfere
with their lives, seriously interfere with their lives, such as the ex-
ample that we heard earlier today.

We learned that soldiers may not express mental health concerns
until several months after they returned from deployment, and as
a result, the post deployment health assessment now includes the
reassessment that Dr. Ritchie discussed earlier. So far, over 60,000
soldiers who have returned from Iraq have completed this health as-
sessment. Of these, 35 percent reported some sort of mental health
concern on general screening questions. And after speaking with a
health care professional, about 18 percent were recommended to seek
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assistance from one of the many mental health sources of care.

One new finding from post-deployment health reassessment pro-
gram 1is that Reserve component soldiers—that is, National Guard
and reservists—report higher rates of mental health concerns, and
higher rates of referral, compared to active component soldiers. It
1s important not to misinterpret these data as suggesting that they
are in some way less mentally healthy than the active component sol-
diers. Reserve component and active component soldiers have nearly
identical rates of mental health concerns in theater and immediately
post deployment. And these differences don’t appear to emerge until
several months after they return home.

We don’t know exactly why this is, but potential factors that could
relate to this include concerns about ongoing access to health care
among Reserve component soldiers after they have been home for
some period of time, and the fact that active component soldiers stay
with their unit, and they continue to work full time with their unit,
with the peers who they have shared their combat experiences with,
and that provides a very supportive environment for resolving symp-
toms when they have been home.

So far, we are not seeing higher rates of mental health concerns
among soldiers who are deployed more than one time to Iraq, com-
pared to those who have deployed once. However, it is difficult to
measure the effect of multiple deployments, because the rate of leav-
ing military service is somewhat higher for those who have been to
Iraq one time. Although we have data indicating that our efforts are
working to encourage soldiers to get help for combat related mental
health problems, our surveys indicate that many soldiers with men-
tal health concerns still don’t seek care, and perceive that they will be
stigmatized if they do; that is, viewed or treated somehow differently
by their peers or leaders.

The data on stigma have led to new approaches to improve the
availability of mental health in primary care settings and training
for soldiers and leaders to improve their recognition of mental health
issues, reduce the perception of stigma, and assure successful transi-
tions throughout the deployment cycle.

In the area of training, my team has developed and tested a new
training program called BATTLEMIND, with these goals in mind.
This new training highlights the skills that help soldiers survive in
combat, and how to transition the skills when they get home. The
training has been incorporated into the army deployment cycle sup-
port program, and is being utilized in a variety of ways, including at
VA facilities and VA vet centers. Further information on the training
materials can be obtained at www.BATTLEMIND.org.

Thank you very much for your continued interest in our research,
and your support for the men and women who are serving in Iraq and
have served in Iraq and Afghanistan, and other locations.
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MRr. BrowN. Thank you, sir, for your testimony and for your in-
volvement in this program.

My first question would be that understanding that the post de-
ployment health assessment, and the post and limit health reassess-
ment are self-reporting tools, are you personally convinced that they
are powerful sufficient to be used as predictable tools? and if not, how
can they be improved?

CoLoNEL Hogk. The post-deployment health assessment and the
post-deployment health reassessment include a self- report portion
of the survey, but basically, all individuals sit down with a primary
care professional to review the answers that they have put on those
surveys. So in essence, the survey questions are really just prompts
to help the primary care professional identify what issues need to be
discussed further.

CoLonEL RircHIE. If I may add to that, it is also important to recog-
nize that the soldiers have a number of other venues to seek help, and
we encourage the unit—and I believe the unit leaders are very much
doing this—to provide outreach and education. And then there is a
number of other efforts, such as the combat stress control teams, to
provide outreach, education, and treatment if necessary.

MR. BRowN. But I assume that all the young men and women leav-
ing service are leaving the battlefield, they have this battery of tests,
or this observation; and I guess the ones that show signs, I guess they
are sort of put into the system. But is there a process to later go back
and reevaluate the ones not detected early on after they leave the
battlefields, to see if there is a later-developing problem?

Dr. Cross. Sir, that is one of the main reasons that the post-deploy-
ment health reassessment was established, to be done three to six
months after the soldier has returned from combat. I think it is very
important that we have numerous opportunities in our system and in
the VA system for the soldier to seek treatment, because we do recog-
nize that many soldiers will not seek treatment right away.

MRr. BrRownN. And if I might ask, how are the service chaplains be-
ing integrated into the theater-based assessment team? Do you bring
those chaplains on board to help do the assessments?

CoLoNEL RitcHIE. If T understand the question correctly, you ask
how the chaplains are integrated into theater, and also after the re-
turn home?

MR. BrowN. My question is just how are they integrated in the as-
sessment of the troops after they leave the battlefields?

CoLonEL Rircuie. Chaplains are an integral part of our system.
In general, each battalion has its own chaplain who will work very
closely to the soldiers, and this is extremely important because it
provides a non-stigmatizing, confidential way for the soldier to seek
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help. Chaplains have also been part of our mental health assessment
teams. In terms of after they come back, again, the chaplains will be
present, and in every battalion. And as a result of the evaluations,
the post-deployment health assessment or reassessment, the soldier
can either seek out a chaplain or a behavioral health provider. So
again, they are very well integrated, and we really could not do our
mission without them.

MR. BrRowN. Do you have some thing to add, Dr. Hoge? Do you have
anything further to add on that question about the chaplains, or are
you pretty satisfied?

CoLoNEL Hock. T agree completely. They are very well integrated,
and a very important part of the well-being of soldiers in every unit.

MR. Brown. Okay, thank you. We will probably come back for
some other questions, and I will also offer the other members of the
Committee to question later. But let me further my question to Dr.
Cross and Dr. Katz, if I could.

One of the biggest challenges that we continue to hear a lot about
is the transitional rehab capacity of the VA for those with TBI. Dr.
Cross, Dr. Katz, or Dr. Sigford, please describe the resources avail-
able to our men and women after they have been discharged from a
VA facility.

Dr. Cross. If I understood your question, sir, it relates to the re-
sources available to them after separated from the military?

MR. BrowN. Right.

DRr. Cross. For both PTSD and TBI, we have very significant pro-
grams available. I wanted to highlight particularly both in the pro-
grams that we have to address their needs, and in outreach, our vet
centers. Our vet centers are a unique resource within our organiza-
tion, and I wanted to point out a couple of things about them.

As of August, counseled 16,933 outreach services for 111,000-plus,
and also counseled with 1215 families. A unique resource, where the
new veteran can just walk in, no wait, say “ hello,” be welcome, say
Have a cup of coffee, take it easy, let’s talk,” and I think that is very
important.

We also have a comprehensive system of primary care. We are
training our primary care providers to make sure that they under-
stand, in addition to all of their other training, that they can recog-
nize TBI or PTSD. We have put out this training manual, and an
online course that we now mandate for our primary care providers
working with polytrauma patients and others.

And of course, our PTSD programs, 112 inpatient and over 200 spe-
cialty service programs. And I will ask Dr. Katz to expand on that.

Dr. Katz. The first task is to overcome the barriers to veterans get-
ting into our systems. For that, their interactions with DoD, vet cen-
ters are also very important sources of outreach. In our medical cen-
ters and clinics, we also run outreach programs. Over recent years,
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we have funded 84 outreach providers to go out to the community,
Reserve, and Guard units, and also to do in-reach; to work with the
veterans in primary care, and rehabilitation programs after physical
injury, to educate veterans and families about mental health condi-
tions, and to give the message the treatment works. We are working
very hard to get patients somewhere. The no-wrong-door theme that
we have learned from the vet centers applies all over the system. Our
goal is to get people in treatment, knowing the treatment works, and
that it can prevent disability.

MR. BrRownN. Let me follow up on that if I could. What type of col-
laborative arrangements exist with the DoD to providing continued
care for these folks? The September 2004 GAO report stated that
VA lacks the information it needs to determine whether it can meet
an increasing the demand for VA PTSD services. VA stated that it
planned to aggregate, at the national level, the number of veterans
receiving PTSD services at VA medical facilities and vet centers, and
share this information with GAO. Has this been achieved?

Dr. Cross. Sir, with regard to collaboration with DoD, we are mak-
ing remarkable efforts in that area. We put our own staff in the eight
military treatment facilities where returning service numbers are
most likely to come. We are collaborating on information exchange
to make sure that data that is found, obtained in the DoD system, is
conveyed over to us.

I have observed personally an interaction between our Tampa facil-
ity for polytrauma, Walter Reed in Bethesda, talking about a patient
online on video teleconference, simultaneously with a doctor in Bagh-
dad, who had actually treated that patient initially. A remarkable
degree of communication.

MRr. BrowN. Is that a seamless transferring of information, or is
that a manual transfer of information? Do you have, like, is your
computers compatible, and can you share those records electroni-
cally?

Dr. Cross. We are receiving electronic information from DoD, but
we are also, on a patient-by-patient basis, making sure that we talk
to each other, to compare notes.

MR. Brown. Okay.

Dr. Cross. And we are talking about the very, very seriously in-
jured polytrauma patients.

MR. BrowN. Right, okay. I thank you very much.

Mzr. Michaud, do you have some questions?

MR. MicHauD. Thank you very much, Mr. Chairman. Once again,
I want to thank the panel for your testimony.

Colonel Hoge, your research shows real differences in how the Na-
tional Guard members and reservists respond to PTSD screening
questions three through six, most after deployment, as compared to
active components of servicemembers. Is this because the National
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Guard and Reserve members do not have the same access to mental
health services, or support?

CoLoNEL HoGE. Sir, we are not really sure. This is new data. The
PDHRA program has just been implemented, and this is the first
time we have seen this. To date, all of our data has shown very com-
parable rates between active component and Reserve component. So
something is happening in terms of the level of concern rising in Re-
serve component soldiers, among Reserve component soldiers, after
they have been home for several months. And I don’t know if that is
concern that they may have issues that may be ongoing and whether
they have concerns about getting health care on an ongoing basis.

Also, we have a relatively small sample of Reserve component sol-
diers who have completed the post-deployment health reassessment,
and that sample may not be representative of all Reserve component
soldiers. So this these to be continued to be studied. But we were
asked specifically about what we are seeing on the PDHRA, and I felt
like it was important to share those data, even though they are fairly
preliminary.

MR. Micaaup. Thank you.

Dr. Cross, what challenges do you see in helping families of veter-
ans with TBI to navigate the VA and the DoD health care systems?
And what is the VA doing to help?

Dr. Cross. Sir, the greatest challenge that we have faced, in my
opinion, is communication. It has been so very important for us to
make those family members feel and actually be a part of the treat-
ment care team, to be involved in making the decisions that will af-
fect their loved one. We are learning to do that better and better,
but this is something that we have really put a great deal of effort in.
Communication I think is at the core of success; not only of treating
the patient himself, but the family as well.

MR. MicHauD. Also, we have heard that mild TBI can go undiag-
nosed or misdiagnosed. What is VA doing to ensure that veterans
with mild TBI are correctly diagnosed? Dr. Cross?

DRr. Cross. We are working with our primary care providers and all
of our staff to deal with polytrauma in any of its forms, to make sure
that in addition to their education that they already have, their medi-
cal education for instance, that they receive supplemental training to
make sure that they understand those fine distinctions. Not just to
recognize the severe cases, but the mild and moderate, as well.

MR. Micaaup. Okay. Why is it that VA is not using the brief trau-
matic brain injury screen development by the Department of Defense
in the Veterans Brain Injuries Center to screen veterans for mild
TBI?

Dr. Cross. We are vitally interested in screening. We take great
interest in the work that DoD is doing with the screening in the Vet-
erans Brain injuries Center. We want to make sure that any screen
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that we adopt is evidence-based and applicable to the population, the
much larger population that we serve. We are following this with
great interest, and we are doing research of our own.

MR. MicHaup. But Col. Labutta, has a brief traumatic brain injury
screen been validated as a screen for mild TBI?

CoLoNEL LaButTra. The screening questions are validated to the
point of the mid-80s, 85 percent or so, of sensitivity at this time. Some
of those questions have been asked to redeployed returning units,
and have not been wider applied until we know more about that, and
to apply them both for more redeployed units, and to apply those or
modified versions of those questions, into the VA system.

MR. MicHAUD. So it has been 85 percent validated? That is a pretty
high percentage. So why isn’t VA using it? Are you looking for a hun-
dred percent?

Dr. Cross. We are not looking for a hundred percent. We are look-
ing to make sure that it is applicable to the patient population that
we serve. I have read the study that has been referred to—I believe
it is one study—and as I said, we want to make sure that we don’t in-
appropriately label, that we don’t expose to imaging studies that are
unnecessary. We want to make sure that we have a test that works
for our population. Dr. Sigford?

MR. MicHAUD. Are you testing it right now?

Dr. Cross. No, Sir. We are doing research on developing tests.

MR. Micaaup. And how long will that be?

Dr. Cross. We are expecting research grants on those subjects this

year.
MR. MicHAUD. So you will have some results on that research this
year?
DRr. Cross. I can’t promise you that, sir. We will do the research
this year.

MR. Micuaup. Okay. I know Dr. Ritchie made a statement that
you have the tools. You might have the tools, for those that can ac-
cess those tools. My concern is talking to a lot of veterans, they do
not have access to those tools, and that is a big difference. The tools
are no good if a veteran cannot access them. And that is my major
concern, particularly for veterans that live in rural areas who have
even a greater problem of accessing tools when you look at, under the
CARES process, a lot of the recommendations have not even been
implemented to make the tools available to rural areas.

So I am really concerned with that. I am also very concerned that
the VA did not provide the $100 million that Secretary Principi had
talked about for fiscal year 2005 for new mental health care efforts.
As well as the additional $35 million that VA said that they would
be using, and they sent out to the VISNs; they never stipulated that
it was for mental health care areas, which they can use to make up
shortfalls in a lot of different areas.
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And the other area that I am really concerned about is the fact
that when you look at Iraq and Afghanistan veterans, and what is
happening with them with TBI and PTSD; the war over in Iraq and
Afghanistan is triggering effects of veterans from Vietnam. Will they
be able to get the access, because they might fall into category eight?
And because of the current war, it is really having a negative effect
on them.

These are a lot of concerns that I have, and when you mention that
you have the tools, I beg to differ. Everyone does not have access to
those tools, and we are not doing our job to make sure that they are. I
think it is incumbent upon each and every one of us here at this table,
in Congress, and each and every one of you at that table, to make sure
that we provide these services for our veterans.

I realize that you are in a different situation, that you have to get
your statements approved, but I do not have to get my statements
approved. I can tell you, having heard from veterans yesterday, and
having heard from other veterans in the past, Blake Miller, Mrs.
Pelkey, who lost her husband to suicide; veterans are not getting the
help that they need. I would implore each and every one of you to do
what you have to do to convince your boss and your superiors to do
what they have to do to provide the resources, so our veterans can
get it.

This is a family values issues. It doesn’t affect only the veteran; it
affects their families. And if you care about family values, and if you
care about veterans, you will do everything in your heart and soul to
convince your superiors to do what is right, and that is to take care
of the veterans.

Thank you Mr. Chairman.

MR. BrowN. Thank you, Mr. Michaud.

Mr. Filner, do you have a question?

MR. FiLNER. Yes, thank you. Thank you for your statement, Mr.
Michaud.

Can anyone there tell me how many suicides we have had from
returning Afghanistan-Iraqi troops?

Dr. Cross. Sir, I don’t have that number—

MR. FiLNER. I'm sorry, can you speak a little louder?

Dr. Cross. Sir, I don’t have that number with me, but I will take it
for the record and get you that information.

MR. FiLNER. Give me a guess, Mr. Cross. Come on. You don’t have
it with you? Is it in the thousands? Is it in the millions? Is it 10, is
it 100? Come on.

Dr. Karz. We have requested information from the National Death
Index, which records—

MR. FiLNER. Nobody there knows how many suicides there have
been from returning Iraqi soldiers? Nobody there knows? This is dis-
graceful. You guys are the experts. Many people have attributed sui-
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cides—not everyone, but the connection between PTSD and suicide is
very clear. Surely you would want to know how many suicides there
are, to see if this is a problem or not.

CoLoNEL RircuHiE. Perhaps I can answer that question. I believe
that the number of suicides in active duty soldiers after they have
returned from Iraq is about 78. However, I will need to confirm that
exact number.

MR. FiLNER. I have seen higher, much higher estimates. I don’t
know, you have—you have hedged it with “ active duty.” I don’t
know what that means. I have seen in the hundreds. I have also
seen—and if you dispute this, let me know—that the suicide rate is
much higher in this population than in either the normal veteran
population or the normal civilian population; is that true, or not?

CoLoNEL HocE. Sir, no, the suicide rate actually consistently has
been lower in the military than civilian populations that are compa-
rably matched in terms of the age and demographics.

MR. FiLNER. I am saying the returning Iraqi- Afghanistan soldiers.
Use my language. You take whatever I say and use your own lan-
guage, and which gives all kinds of caveats and bureaucratic—I said
one thing, you said “ the military.” That means everybody, now, in
the military, including all the guys at the desks, right?

So is the suicide rate of returning Iraqi and Afghanistan soldiers,
Marines, and anybody who is involved there, even civilians, higher or
not, than the general population?

CoLoNEL HogE. No, sir.

MR. FiLNER. T have different information. I think that is at least a
matter of debate.

But, as I think Col. Ritchie said, any suicide would be important.
Of course, you cloak that concern with all kinds of—suicidal events,
what the hell is a “ suicidal event?” It’s an attempted suicide or a real
suicide, probably, but the way you talk about them dehumanizes it, it
takes the passion out, takes the emotion out.

Okay, whatever the rate is, let’s say it is 83, somebody said 83 ear-
lier. You said 78. I have seen hundreds. Have we done everything
we could to prevent those, is what I want to know. Every one of you
said what a great job we are doing. I don’t question that we are doing
alot. I don’t question your own commitment to this. I don’t question
your own sincerity in this.

But you have an opportunity here, in front of people who have said
they are concerned and control the resources that you get. What do
you need to do your job better? Tell us. What resources do you need?
Not one person has said “ We need additional resources,” or “ We
would like to have additional this.” You have said “ Everything is
fine.” Col. Ritchie said, “ We have all the tools that we need.” Ev-
erybody else, “ Oh, we are doing such remarkable things.”

How come every one of us here, and I'm sure you, too, have heard
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story after story after story that we are not doing our job? Because
we are doing part of it, but we are not doing a lot. To whom much is
given, much is required. We are the richest nation in the history of
the world. If we can’t devote the resources we need to do this, to take
care of every single person who needs the help, we are not doing our
job.

So what else do you need to do your job? Not one of you has said
that to us. You have got some very sympathetic people here. We
want to give you resources. What would you do? How would you do
your job better? Every one of you, how would you do your job better
if you have more resources?

Dr. Cross. Sir, we are committed to doing the best job that we
can—

MR. FiLNER. Oh, come on, Dr. Cross. Tell me what you need to do
the job better.

Dr. Cross. I screen every single patient that we have for depres-
sion—

MR. FiLNER. But as Mr. Michaud said, maybe half—we don’t know,
maybe half the people aren’t even coming in to you. How do we reach
out to them? Do you need any more outreach help?

Dr. Cross. We are making a tremendous effort in outreach.

MR. FiLNER. I can’t believe you guys.

DRr. Cross. Can I tell you about some of—

MR. FiLNEr. I can’t believe you, all of you. We are giving you a
chance to say what you need. Let us see, we have 150,000 troops in
Iraq now, probably several hundred thousand have come back, prob-
ably another couple hundred thousand are going. I would say that
adds up to maybe a million children of families. What are we doing
for the children to tell them about PTSD when their daddy comes
home and their mommy comes home? What do we tell them about
the nightmares that their parents are going to have? What do we
tell them about why they are being slapped in the face, or why their
father tried to kill himself? What are we doing for the children?

CoLoNEL RircHIE. Perhaps I can address that one. We have got a
number of new educational products, which is part of the solution,
but not all of the solution.

MR. FiLNER. You held up a training manual, one of you. Where is
the comic book that will help kids understand what is going on?

CoLoNEL RitcHIE. Well, there are those products out there. There
1s a new Sesame Street video for children of deployed families, there
is a new “ Mr. Poe Goes to War” educational product—

MR. FiLNER. Tell me about those. Those sound very interesting. Is
everybody given one? How do they get them?

CoLoNEL RitcHIE. Okay. They are available in a number of sites
from our Army community service—

MR. FiLNER. Does anybody go to the families and deliver the—
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CoLonEL RircHiE. The Army community service has been very ac-
tive in outreach to families, and they are hung on a number of web-
sites—

MR. FiLNER. And everybody who would need this has gotten their
hands on it? Would you say that?

CoLoNEL RitcHik. No, I would not—

MR. FiLNER. So what would you do to make sure that everybody
gets access to them?

CoLonEL RircHiE. Well, T think we are in the process of doing that
right now, but we are not there yet.

MR. FILNER. So what do you need to do the job better? How many
times do I have to ask it?

CoLoNEL RitcHIE. I think, sir, if I could say in my personal opinion,
my personal opinion—

MR. FiLNER. I know, is not approved by OMB. That is what I would
love to hear.

CoLoNEL RircHIE. The area that I am very concerned about is the
family members of the deceased, and the family members of the
wounded. And the family members of the deceased in many cases
move off our installations, off our posts. And I think we need to, as a
system, continue to do more.

Now, the vet centers do offer them counseling through their read-
justment centers. But I am not sure if everybody knows about that.
So that is one area where personally, I think we need to do more.
Over the long term, not just the short term.

MR. BRowN. Mr. Filner, I think you much for your questions. Your
time has expired.

MR. FILNER. Are we going to have another round, Mr. Chairman?

MR. BrowN. We will have another opportunity.

MR. FiLNerR. Thank you.

MR. BrowN. Okay. Mr. Moran, do you have a question?

MR. MoranN. Mr. Brown, thank you very much, Mr. Chairman.
Thank you for convening this hearing. I think this topic is one that
is of significant importance. And I apologize for not hearing your
testimony, although I have read at least in part your testimony, and
I apologize for not hearing the other questions.

The reason that I wanted to make certain that I was here was this
question in particular. I have been reading these statistics, the press
stories of increased post-traumatic stress syndrome, that the num-
bers are growing, and which our servicemembers are suffering from
this condition.

My question 1is, is there any statistical evidence related to the
length of deployment and the number of times that a serviceman or
woman is deployed in Iraq or Afghanistan? One of the things that I
am greatly concerned about is the request that we are making of our
servicemen and women to serve longer and longer periods of time,
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deployed in the war on terror, and the number of times that they are
redeployed back to those theaters. And my question is, is there a
relationship between the presence of post traumatic stress syndrome
symptoms and the number of deployments, and the length of deploy-
ment?

CoLoNEL HoGE. Yes, sir. In the early part of the war, there were
combat units that were from the Army that were rotated into Iraq for
varying periods of time. Some were there for less than six months.
Others were there for longer, between six months and a year. And
others were in fact there for longer than a year.

Among those, looking at those data, we did see a linear increase
in the rate of concerns of post traumatic stress symptoms, and other
mental health concerns was increased for those who had been there
longer. Now in the Army, most units are rotating for a year, so we
really can’t look at that at this time.

MR. Moran. What about the number of deployments? And this is
perhaps more National Guard and Reserve units, but again, it ap-
pears to me that we are—no, it doesn’t appear; it is true—we are
utilizing our Guard and Reserve in significant increases in number
of deployments. And I know from time to time that our servicemen
and women are returned home, they in some cases believe that they
have completed their service in theater, and only a matter of a few
weeks later, learned that they are being redeployed. Is there a men-
tal health consequence to that redeployment, or that series of rede-
ployments?

CoLoNEL HockE. We have some data from the post- deployment
health reassessment, and from some of our other surveys that we
have done, that actually shows that soldiers who have rotated two
or more times to Iraq have similar rates of mental health concerns,
compared to soldiers who have rotated only one time to Iraq.

But that is difficult to study, and that doesn’t really answer the
question, because we also know that soldiers who have been to Iraq
the first time, for one rotation, have a somewhat higher rate of leav-
ing military service than soldiers who have in, for instance, to Af-
ghanistan or other deployment locations. So there may be a multiple
deployment effect that we can’t measure because there is a higher
rate of attrition from service among those who have been to Iraq.

MR. MoraN. Well, commonsense, at least my commonsense tells me
that there would be a relationship, and that being redeployed has to
be a significant event in one’s life and their family’s life, with what
I would think would be just necessary mental health components to
that redeployment.

CoLoNEL RitcHIE. Sir, if I could add to that. We agree with your
interest and concern, and we are looking at that closely. The Army
leadership is very interested in that. I mentioned before that we
have a mental health advisory team in theater again right now for
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the fourth time in Iraq, and they are looking at that very issue, the
post- deployment health reassessment is looking at that. I expect
that we will have more data emerge over time, as multiple deploy-
ments continue.

MR. MoranN. What kind of time frame do you think that you would
have more data in which we could better analyze the answer to these
questions?

CoLoNEL RiTcHIE. In general, the results of the mental health as-
sessment teams have been coming out yearly. We have the results
from the mental health assessment team sometime this fall, the cur-
rent MHAT three, the ones from MHAT four will probably be next
summer or fall. So over time.

In addition, we have the results of the post-deployment health re-
assessment, which is coming out continually. So I would say over the
next year, there will be a number of different sources of data.

MR. MoraN. Anyone else? Thank you very much for your response.
I just had a genuine concern about what we are doing to soldiers
and their families, and today’s circumstances that they face. And my
guess is this is one component, one symptom of the results of multiple
deployments, and long periods of deployment. And any information
that you garner in the short run which is of value to us in making
decisions and encouraging the Department of Defense to do things
differently—in other words, sooner knowing that information is bet-
ter, before it is no longer relevant.

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

MR. BrowN. Thank you, MR. MoraN. Dr. Snyder, do you have any
questions?

MR. SnxyDER. I do.

Colonel Ritchie, following up on your bringing up the family mem-
bers, and I appreciate you bringing up the family members: if a base
and a family, a spouse get notice—and they are living on the base—
that their active-duty member has died overseas, what is the time
period in terms of notification, and having to be out of the housing
and off the base?

CoLoNEL RitcHIE. I believe that the answer to that is one year. 1
would need to double check for you. That doesn’t directly fall into
the medical lane, but I believe that it used to be six months, and now
it is extended to a year. And I will take that for the record, also, to
confirm.

MR. SNYDER. Because we talk a lot about the support network, that
they lose that support network, at some point.

Dr. Hoge, on page nine of your written testimony, you say that
there are gaps in mental health research. You say, quote, “ specifi-
cally, research is limited in the areas of establishing standardized
treatment strategies for combat related PTSD, long-term longitudi-
nal studies, and studies on the impact of deployments on military
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families,” end of quote.

Why is the research limited? Do you all need more medical research
dollars from us? Could you benefit from more medical research dol-
lars? Do you have some estimate on how many additional dollars you
need, or are there other factors? What is the limitation here?

CoLoNEL Hoce. T am only speaking for research within DoD among
our soldiers, among our men and women who are serving. And in
general, I think we have done a good job with identifying the prob-
lems, and reducing stigma barriers to care, but I think there is a lack,
a potential lack of standardization of the treatment that soldiers re-
ceive, in that soldiers really speak—there is a way of communicating
with soldiers about mental health issues.

MR. SNYDER. So you are describing the problem, but what is it going
to take to solve the problem? I appreciate what you are saying there,
but what kind of money, or what is it that is keeping you from doing
that kind of study?

CoLoNEL Hogk. I hesitate to quote a specific dollar figure, because
I don’t think I am allowed to do that. But I would take that for the
record, and I would be happy to provide—

MR. SNYDER. We can read the First Amendment to you, Colonel. It
applies in this building.

Without quoting a specific amount, would it be helpful if you had
additional dollars?

CoLoNEL HocE. Absolutely. Absolutely. We really do not have
any—we really have very few treatment studies within DoD that fo-
cus specifically on what medications are effective for troops in the
combat environment; for instance, what are the best cognitive behav-
ioral techniques that speak the language of the soldiers?

And we are doing a lot. We know a lot. We know that pharmaco-
logical interventions are effective. We know that cognitive behavioral
therapy are effective. And we rely on a lot of good research studies
that have been conducted outside of DoD. But I think more could be
done in the area of specific treatment studies for our soldiers, you
know, within the military, before they leave service.

MR. SnypER. Thank you.

Dr. Cross, in your testimony, on page six of your written testimo-
ny, you talked about research collaboration between NIH and DoD,
and you mentioned 55 proposals were received, and that “ those with
merit are expected to start later this year.” Of the ones that you con-
sidered to have merit, were all of them funded? And again, obviously
it is a bottom line question.

DRr. Cross. For this year, we plan to fund at least six new major sci-
entific projects related to TBI in fiscal year 2007. Spending for fiscal
year 2007, including research on polytrauma, neurotrauma, amputa-
tion, prosthetics, I would estimate to be approximately 75 million.

MRr. SnypER. That wasn’t my question. My question was, do you
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have proposals—of these 55—this is your statement, I am just read-
ing from your statement.

Dr. Cross. Yes, sir.

MR. SNYDER. You said you have 55 proposals you received, and that
those with merit are expected to start later. My question is, do you
have funding to start all the ones that have merit? Or were some of
those 35 not able to be started even though you considered them to
have merit, because you did not have adequate funding? Could you
have benefitted from some more research dollars?

Dr. Cross. We are going to fund them based on their methodology.
We are not going to fund them all. Those that meet the criteria that
we set, those are the ones that will be funded.

MR. SNYDER. I should have become a dentist. Sometimes you have
to pull teeth around here, don’t you?

DRr. Cross. Sir, honestly I don’t know where the line is going to be
drawn on that, in terms of the methodology.

MR. SNYDER. Is money part of your methodology? Is that on your—I
mean, we have had previous testimony. This is not a mystery. We
have had previous testimony that there was not—matter of fact, it
was in somebody’s written statement from the VA, I think, was it
from the VA? That there was not enough money to fund all the trau-
matic brain injury studies. And that was several months ago, and I
am just trying to get a follow-up. We can’t help you if we don’t have
information.

Dr. Cross. I have with me Dr. Kupersmith, who is heading our
research effort. If I could introduce him?

MR. SNYDER. Sure.

Dr. KupersMiTH. We often have a category of meritorious but not
funded. I don’t have the numbers for you on that particular review.
Our general funding rate is about 20 to 25 percent, and that is where
we target the meritorious proposals. We work with people who are
below those levels to try to upgrade their proposals, usually, and you
know, we review them on the next round. But I don’t know in that
particular review whether there was a category of meritorious but
not funded. I will get that information for you.

MR. SNYDER. Yes, we would like it. We have had previous testi-
mony to that effect, but more good work could have been done if there
was adequate funding.

Thank you, Mr. Chairman.

MRr. BrRowN. Thank you, Dr. Snyder. And we will entertain a sec-
ond round of questioning, and I have got a question of Dr. Hoge.

It is often reported that 30 percent of servicemembers returning
from Iraq and Afghanistan suffer from PTSD. That is an alarming
statistic. As a recognized leader in research in this area, what do you
think—this is true incident rate of PT'SD among those returning from
OEF or OIF?
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CoLoNEL HocE. I am sorry, I misunderstood the question, sir, the
last part of your question?

MR. BrowN. Is 30 percent the right number, or is there some other
number?

CoLoNEL HocGE. Thirty percent is certainly the right number, at
least for individuals who experience symptoms. But that doesn’t
mean that they have the disorder of PTSD. Our estimates based on a
variety of data sources is that about 10 to 15 percent of soldiers who
return from Iraq have the disorder of PTSD, and need treatment.
And then there are additional soldiers who experience symptoms to a
varying degree, that may need some assistance but don’t necessarily
reach the criteria for actually having the disorder.

CoLoNEL RitcHIE. And if T could add to that; by “ symptoms,” what
we are seeing very commonly is hyper- vigilance, the increased arous-
al, nightmares, and sort of just being on edge all the time. And that
should in most cases resolve on its own over time. The message we
are trying to put out to our troops and our leaders is that if that
doesn’t resolve, if it gets in your way with either your family life or
your work life, come in and see us. And “us,” we include is chaplains,
behavioral health, primary care, military one-source. So we try to
offer a really wide range of options, low-stigma ways that people can
come and get the help that they need. In many cases, just the educa-
tion that this is normal is helpful to the soldier.

I would like to add, too, that I think an important push for us that
we are doing right now with the aid of Colonel Hoge and his troops
1s BATTLEMIND training for spouses and family members, and par-
ents of soldiers, how can we make sure they are educated in these
symptoms?

I had a mother of a soldier tell me a very eloquently how shocked
she was when her son came home for R&R, and he was just not act-
ing right. And she felt she needed more education on that issue, to
realize their son might not a very nice guy when he came back for the
R&R. So that again is part of our increased educational effort to the
whole collective military family.

MRr. BrowN. Do you find that most of the cases coming back, are
they treated with medicine, or just by coming back in and having the
community support and family support, that tends to help them over-
come that, you know, that stress?

CoLonEL RitcHIE. I think Committee support is absolutely essen-
tial. I do not have hard data for you on that, but anecdotally, it makes
a lot of difference to have the uniform be recognized, to have people be
thanked for their service. Tremendously important.

MRr. BrowN. Then what percent would you say would have to be
treated with some medicine, or—

CoLoNEL Hogk. I think the question is, what percent need to be
treated? Is that correct, sir?
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MgR. BRowN. Yeah. I know there are all sorts of treatments, and
I guess going, having sessions, and—but I am just thinking, if there
is some long-lasting treatment that would have to be on some, you
know.

CoLoNEL HoGE. Among the soldiers who have come back from Iraq,
about a third have received some sort of mental health evaluation or
treatment. A lot of this is preventative, educational type services,
and not necessarily treatment for disorders. About 12 percent of the
troops who come back from Iraq have been diagnosed with some sort
of mental health problem. That is within the year of return, and
within our military treatment facilities.

Once they leave the military and go into the VA system, I think the
VA has data as well on what percent of individuals who access the
healthcare system at the VA receive a diagnosis of a mental health
problem or presumptive diagnosis of a mental health problem. And
their overall data that I have seen that has been made public, the
overall rate of accessing care for mental health issues is actually fairly
similar, though there is a lot higher use of mental health diagnoses.

I don’t know if that is clear, but it is about a third of individuals ac-
cess care, and somewhere in the neighborhood of at least 10 percent
receiving a diagnosis of a mental health problem within the first year
of coming home.

MR. Brown. Dr. Cross, is that a similar number with you? I am
really just looking to see how many are long-term users of some kind
of corrective medicine?

Dr. Cross. Sir, I would ask that Dr. Katz answer that, but if I
might just—I wanted to say one word on how much I appreciate our
BATTLEMIND technique that has been brought forward by DoD.
We have adopted this. We are using it in our vet centers. We are
finding it to be very practical, and very effective, and I want to thank
my DoD colleagues for their work on that.

And now I will ask Dr. Katz to respond to your specific question.

MR. BrowN. Thank you, okay. Doctor?

Dr. Karz. In terms of the number of people we are seeing—VA sees
about 31 percent or so of returning veterans—about a third of them
have mental health concerns or diagnoses. 15 percent have PTSD.
Other conditions, as Dr. Hoge suggested, like depression, anxiety, al-
cohol use problems, are also common.

Information from our National Center for PTSD suggests that
among those exposed to a significant trauma in military or civilian
life, about 25 percent will exhibit significant symptoms over time.
Most of them, though, will recover on their own, or with brief in-
terventions. About eight to 10 percent will require more extended
treatment. And about 60 percent of those that receive either medi-
cations—certain antidepressants, for example—or certain forms of
psychotherapy, will respond.
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MR. BrowN. Okay, thank you very much.

Mr. Michaud, you have a follow-up question?

MR. MicHaup. Yes, thank you, Mr. Chairman.

Dr. Cross, what happens to the mental health care initiatives that
are supposed to be beefed up, VA resources for mental health care,
when the allocated funds sunset? What happens to those initiatives?
And when does it sunset?

Dr. Cross. The enhancement funds that I believe you are talking
about? The enhancement funds?

MR. MicHauD. Yes.

MR. Moran. We are still fully committed to using the full amount
of those enhancement funds. Here is what we are doing: we want to
make sure that every one of those dollars that are put forward for
that is used appropriately. It is taking a bit longer to do that, but
we want to make sure that those dollars go to the very best purpose,
to actually make a difference for each of those veterans. So we are
doing this carefully. We are taking some time, but we are doing it
as expeditiously as we can, while making sure that it is used very
effectively.

MR. MicHAUD. So when those funds sunset, what happens to the
initiatives? And when does it sunset?

Dr. Karz. We have been talking about 2008 funding. We can’t
speak about funding until you speak about funding. I was hired four
months ago to implement the strategic plan; and empowered to do it,
we will do it.

Programs are out there, but it is more than spending money. Im-
plementing the strategic plan really involves culture change. Issues
like Dr. Ritchie and Dr. Hoge were talking about, integrating mental
health and primary care is a matter of money, but not just a matter of
money. Reorienting the specialty mental health sector to provide re-
habilitation and recovery-oriented care is a matter of cultural change
that we are working intensively on. It will be done, but it will take
time.

MR. MicHaup. Okay. Okay, actually I was just told that once the
money runs out, then the facilities will have to pick up, so—

Dr. Katz. Yes. One of the conditions of the money going to a facil-
ity or a VISN, or regional network, is a commitment that staff hired
will be permanent staff. And when designated funds run out—if they
do—the programs and the positions will be continued by the facility,
or the VISNS.

MR. MicHaup. So if a VISN is running low on money, and they see
this program, then they probably will not want to accept it, knowing
that they will have to pick up the cost.

Dr. Cross. Sir, for the VISNs on mental health, we are putting
out enough money to make sure that they can carry out whatever
program they need to carry out. Looking at 2005 to 2006, and on to
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2007, we are looking at about a 30 percent increase in funding for
that period of time. The service enhancements are going to make a
difference. We are going to carry them out. We are going to do good
things for these veterans, and we are going to make sure that those
programs that we fund are actually effective, and make a difference.

MR. MicHaup. Well, I respectfully disagree, because I know some
VISNs that were supposed to have a CBOC within the VISN, they
refused to submit a business plan because they know they don’t have
the money to implement it. So I can’t see them doing this.

What steps is the VA taking now to be able to release funds quickly
for the new mental health initiatives for 2007?

Are you doing anything now for the 2007?

Dr. Cross. Sir, we have already got a great deal of work done,
and we are working on a mental health primary care initiative. You
talked about stigma. We want to make sure that that is not an issue.
People are comfortable in coming in to, usually, a primary care facil-
ity, and seeing people that they already know.

What we want to do is to make sure that when we do detect any
mental health condition, especially things like depression, we want to
make sure that when we detect it, that we then follow through, and
have the capability in those primary care clinics. So we have brought
forward a mental health primary care initiative on which we are go-
ing to expand very substantial funds, over the coming years.

MR. MicHauDp. And my last question is, how many and how much?

Dr. Karz. Our talk about the primary care initiative is roughly a
$40 million program. We received 85 responses to requests for pro-
posal, and we will be funding the overwhelming majority of them.
Other plans for the year are to target specific needs, both in estab-
lished programs where there are gaps, and also in new programs.
For example, part of our plan for the year includes suicide prevention
counseling very much like the ones that Mr. Boswell spoke about.

Another plan is to put recovery and rehabilitation coordinators in
the field, really to facilitate, at the local level, the transformations
discussed in the strategic plan.

MR. MicHaup. Thank you. Thank you Mr. Chairman.

MR. BrowN. Thank you, Mr. MicHauD. Mr. Moran?

MR. Moran. Thank you Mr. Chairman.

The issues surrounding brain rehabilitation, traumatic brain in-
jury, what is the status of the ability for Bethesda and Walter Reed
Army Medical Center to meet those needs of our military men and
women? Do we have sufficient capacity?

CoLoNEL LaButTa. I think your question was, do we have the ca-
pacity to meet the rehabilitation needs at Walter Reed and National
Navy Medical Center?

MR. Moran. Yes, sir.

CoLoNEL LaBurTa. Thank you. We could certainly do more inpa-
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tient rehab at both those facilities for traumatic brain injury. I think
that when we have a soldier there who has had a brain injury and is
there for prosthetic care for a year, and also had a brain injury; the
prosthetic care and the prosthetic rehab seems to take first place.
When there isn’t another injury, what we usually do is try to have
that soldier transferred to one of the VA polytrauma centers, where
they have active traumatic brain injury rehab.

So hopefully, to answer one of the questions of what is a need, there
1s a gap, if you will, for those soldiers who need some inpatient re-
hab during their acute care, while they are getting acute care, at the
MTFs.

MR. MoraN. Is that gap caused by lack of dollars, lack of personnel,
or lack of physical space?

CoLoNEL LaButTA. I think the answer to that question, sir, would
be yes.

MR. MoraN. And I guess also what you are telling me, though, is
aside from the inpatient treatment that is occurring during the im-
mediate return and medical care and treatment at the Bethesda or
Walter Reed; then, we are utilizing the VA system to help meet that
gap in other circumstances?

CoLoNEL LaButTa. Yes, sir.

MR. MoraNn. And the capacity within the VA?

CoLoNEL LaButTa. T am sorry?

MR. Moran. Is there sufficient capacity within the VA for this
treatment?

Dr. Cross. Sir, looking at our polytrauma treatment centers, the
floor of them, 12 beds each; occupancy rate about 71 percent.

MR. Moran. I thank you. Thank you Mr. Chairman.

MR. BrowN. Thank you, MR. MoraN. Mr. Filner?

MR. FiLNgr. Thank you Mr. Chairman. Thank you for having this
hearing today, I think it is very important to our nation.

I am not going to get too much—with questions. Let me just briefly
say I am more than a little disappointed from the testimony today. I
said in my opening statement that we are letting our veterans down.
That judgment is based on representing San Diego, California, prob-
ably the biggest military and veterans community in the country. If
not the biggest, one of the biggest. And I talk to my constituents
every day. We had a lot of statistics from Dr. Katz. I appreciate
that, but I assume those statistics are based on the patients that
come in. I mean, two thirds of the almost 600,000 returnees from
Iraq and Afghanistan don’t access that system, so I am not sure if
you have—whatever your statistics are, we are missing an incredible
amount of our population.

And what saddens me is that we have the expertise—and I don’t
question your expertise—we have the expertise and the resources not
to let these young men and women—and some older men and wom-
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en—down. We know that whatever your statistics say, the Guard
and Reserve forces who are taking a much more prominent role, as
you know, in this war; when they get those papers that they have to
check boxes on, all they want to do is get home. And they can check
anything that stops that, and if they had to go for a medical inquiry
for two or three days, they ain’t going to check that box. And they are
going to have those problems.

Treating our veterans, as you know, should be seen as a cost of the
war. We are spending $1 billion every 2 and a half days in Iraq. If we
can’t take the money that you all need to do your job better, we ought
to be ashamed of ourselves. We have the money.

And Mr. Chairman, maybe you and some of the other leaders of the
Committee could talk to their bosses—I hope they talk to their boss-
es. Talk to the Secretary of Defense, talk to the Secretary of Veterans
Affairs. The rules under which you are here, and the kind of state-
ments that you are allowed to make, are not helping our veterans.
Personally, I know you want to help them. You are not doing it with
this kind of testimony, and the way you responded to our questions.
You are simply not doing the job that you can do, and if we have to
change the rules, Mr. Chairman, and make those arrangements with
their secretaries, we ought to do that. These people know a lot more,
need a lot more, then they are telling us here. And you have lost an
opportunity for our veterans. We have lost an opportunity to use
your expertise. That saddens me, and I wish we could find a way to
talk more freely, because as Dr. Katz says, you know, we have the
money. You have the expertise. Let us join those two together. We
want to give you the money. We want to make your arguments, but
you are not helping us, and I wish you could find a way to do that in
a better way.

And I thank you, Chairman.

MR. BrowN. Thank you, Mr. Filner.

Mr. Michaud, for a brief statement.

MR. MicHaup. Thank you very much, Mr. Chairman, once again for
having this hearing. I also want to thank the panel, for your willing-
ness to come here, and I look forward to working with you. I want to
thank Mr. Filner, as well.

In closing, Mr. Chairman, I just want to say that actually, Mr.
Filner’s remark actually reminded me, yesterday, we actually heard
from two veterans that came back from Iraq, and one of them, exactly
how they answered the question, made a difference in whether or
not they get home immediately or not. So it forced them to answer
the question in such a way that they could go home to see their loved
ones. So there are problems out there, and as Mr. Filner has men-
tioned, and others, hopefully that each and every one of you will look
down deep in your heart, and really—because I know you know what
1s going on out there—and encourage your bosses to come forward
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and put forward an aggressive program that is funded. You have the
tools, but we have got to make sure that each and every veteran has
access to those tools, and that you don’t have to wait for services.

So once again, I want to thank the panel for coming today. And
thank you especially, Mr. Chairman.

MR. BrowN. Thank you, Mr. Michaud. And let me tell you, I want
to thank you and Mr. Filner and the other members for their par-
ticipation today, and certainly thank the panel for what you do with
the resources that are available to you, for solving such a pressing
problem, that we feel like we need to reach across all lines to help our
young men and women in their time of need.

Without further ado, I would like to ask unanimous consent that
all members have five legislative days in which to submit an opening
statement, or to revise the extent of their remarks.

And with nothing further, the hearing stands adjourned, and
thanks to you all again for your service.

[Whereupon, at 11:50 a.m. the hearing was adjourned.]
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Opening Statement
Honorable Henry E. Brown, Jr.
Chairman, Subcommittee on Health

Hearing on Post Traumatic Stress Disorder (PTSD) and Traumatic Brain Injury (TBI): Emerging
Trends in force and Veteran Health

September 28, 2006

The Subcommittee will come to order.

Good Morning and welcome to today’s hearing on an issue that is very
important to us all. T am pleased to have assembled-- with the help of the Ranking
Member, Mr. Michaud--the panel that we have in front of us here today.

As most of you here today know, much has been written and discussed relative
to Post Traumatic Stress Disorder, or PTSD, since the beginning of Operations
Enduring and Iraqi Freedom (OEF/OIF). We are fortunate to have before us some of
those who are responsible for providing us critical data on this mental health condition
and I am eager to take this opportunity to learn more about the nature of the disorder
and its prevalence amongst our returning service men and women.

And while PTSD seems to have captured a majority of the headlines over the
last few years, an equally challenging condition is being seen in increasing numbers at
the VA—Traumatic Brain Injury, or TBI. Due to the concussive nature of many of the
war-related injuries being seen in Iraq and Afghanistan, TBI can take many forms,
ranging from quite mild (almost undetectable) to very dramatic.

We will be interested in hearing how the VA is meeting the increased demand,

how the four polytrauma centers are handling that workload and what best practices

(38)
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are being shared with other VA medical centers to ensure that the best care is being
provided all around the nation for those who have suffered some form of TBL

In addition, we are going to examine some of the similarities between PTSD
and TBI in terms of how the conditions manifest, how they are identified and
ultimately how they are treated.

The important point I would like to add to this is that these injured
servicemembers, in particular those with PTSD, can be treated and a sense of
normalcy can be attained. Having said that, in the absence of in-theater risk mitigation
techniques, effective early identification and aggressive outreach and treatment,
normalcy and appropriate readjustment may be difficult to realize for some returning
from theater.

This is an important topic and I want to again thank those assembled before us
today for taking the time to help us better understand some of the emerging health

challenges that both DoD and VA will continue to face.

I now yield to the Ranking Member, Mr. Michaud, for an opening statement.
Thank you, Mr. Michaud.
Let me now introduce our Panel. I welcome
Dr. Gerald Cross, the Acting Principal Deputy Under Secretary for Health at the VA.
He is accompanied by Dr. Katz [CATS], the Deputy Chief Patient Care
Services Officer for Mental Health and Dr. Sigford, VA’s National Program Director

for Physical Medicine and Rehabilitation.
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Representing the United States Army, we are pleased to have Colonel Elspeth
Cameron Ritchie and Colonel Charles W. Hoge. Doctor Ritchie is the Psychiatry
Consultant to the Surgeon General of the United States Army and Doctor Hoge is the
Director of the Division of Psychiatry and Neuroscience at the Walter Reed Army
Institute of Research.

They are accompanied by Colonel Labutta, the Chief of the Department of
Neurology at Walter Reed.

1 thank all our witnesses, and our Subcommittee Members, for their
participation and attendance today. This has been a very helpful and informative

hearing. We thank you all for attending.

I ask unanimous consent that all Members have five legislative days in which to
submit an opening statement or to revise and extend their remarks.

With nothing further, the hearing stands adjourned.
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Statement of Ranking Member Michaud
House Committee on Veterans’ Affairs
Subcommittee on Health
Oversight hearing on PTSD and TBI
September 28, 2006

Chairman Brown, thank you for holding this important oversight hearing.

Fatalities to our troops in Iraq and Afghanistan from blast-related injuries are
lower than in previous conflicts — thank God — due to improvements in
protective combat equipment and advances in the delivery of medicine on
the battlefield. However, those who survive blasts are at great risk for
Traumatic Brian Injury (TBI).

Severe, moderate and even mild TBI can affect veterans AND their families
for the rest of their lives. A brain injury can impair cognitive functioning,
including short-term memory, concentration, judgment and impulsivity.
Many TBI cases experience degrees of impaired vision. It can affect a
veteran’s ability to return to work. The emotional and behavioral changes
that result from TBI can place a tremendous burden on families and friends.

Many veterans with mild TBI may have their symptoms misdiagnosed as a
mental health disorder. These veterans need targeted care to help them
function better.

Post-traumatic Stress Disorder (PTSD) is also a wound that many of our
returning veterans carry home. Unfortunately, the stigma of mental illness
often leads veterans to ignore or deny that they had any problems even when
they see their relationships and lives crumble under the weight of the
symptoms of PTSD. Untreated PTSD is linked with substance abuse, severe
depression and even suicide. Sadly, we have already seen too many
Vietnam veterans — and now veterans from Iraq — go down that tragic path.

Access to VA’s mental health and TBI programs, and the quality of those
programs depend on adequate funding. VA mental health care experts have
recognized that VA’s program has gaps in quality. In response, Secretary
Prinicpi rightly adopted a mental health strategic plan with initiatives to
address the gaps in VA’s mental health care efforts. The Administration
promised to commit $100 million in FY 2005 and $200 million in FY 2006
to fund these new mental health care initiatives.
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Last fall, Ranking Member Lane Evans and I asked GAO to study whether
the Administration fulfilled this commitment to fund the new mental health
initiatives. Today, GAO’s testimony provides its preliminary findings of the
study. Sadly, the Administration is far short of fulfilling its commitment.
VA did NOT provide $100 million in FY 2005 for new mental health care
efforts. VA only funded half that amount, or $53 million. VA claimed to
GAO that it also provided $35 million in funds generally distributed to VA
hospitals and clinics. GAO found — and VA concedes — that VA never told
medical facility directors that the $35 million was to be used to rebuild
mental health care services.

GAQ also found that some of the $53 million went unspent. The
preliminary findings for FY 2006 are also disappointing. VA allocated, at
best, $158 million of the promised $200 million. Again, GAO found that
some of this money might not be spent.

Gaps in mental health care services remain. The mental health strategic plan
is good. However, without a real commitment to funding, the plan will not
become reality.

Members on both sides of the aisle want and need to address this issue. We
must keep our promise to veterans and the dedicated mental health care staff
who want to help them recover from the psychological wounds of war.
Funding and implementation of VA’s mental health plan will require
vigorous oversight from this Committee. That is why I am pleased, Mr.
Chairman, that we are holding this hearing.

Further, it is my intention to continue to press for passage of Lane Evans’
Comprehensive PTSD bill, H.R. 1588. It is also my intention to re-introduce
an updated version of this legislation in Lane Evans’ name in the 110"
Congress to ensure that-his noble efforts are carried on in order to meet this
critical mental health challenge.

Thank you again, Mr. Chairman.
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STATEMENT OF CONGRESSMAN BOB FILNER
before the
SUBCOMMITTEE ON HEALTH
HOUSE COMMITTEE ON VETERANS’ AFFAIRS
UNITED STATES HOUSE OF REPRESENTATIVES

Oversight Hearing on Post Traumatic Stress Disorder and
Traumatic Brain Injury: Emerging Trends in Force and Veteran Health

September 28, 2006

Chairman Brown, thank you for holding this hearing on Traumatic Brain Injuries (TBI) and Post-
traumatic Stress Disorder (PTSD). It is vitally important that Congress exercises its oversight
role over the diagnosis and care for these truly life-altering afflictions.

We need to be certain that the Veterans® Affairs Department (VA), first, can meet the urgent
needs of returning veterans and, second, will continue to help these veterans and their families
over the long haul. It is unacceptable that many families of returning veterans are frustrated and
feel they must fend for themselves to navigate the VA and Department of Defense heaith care
and benefit systems.

I am very concerned that the VA Office of Inspector General (VA IG) has found the VA
program of care for the Traumatic Brain Injury program inconsistent and wanting.

Before the war, in 1999, the VA IG raised the concern that VA’s 100 beds for Traumatic Brain
Injury patients were not adequate to meet the demand at that time.

Now, news reports on Department of Defense research state that 10 to 20 percent of our troops
may have some level of TBI. With TBI becoming the signature wound of this war, we must
ensure that VA’s capacity for acute care and extensive rehabilitative care adequately grows to
meet the demand. :

The VA needs a good system for screening, evaluating and treating veterans for both severe and
mild brain injuries. Iam also concerned that many veterans with mild TBI may NOT be
properly diagnosed and may not be getting the care they need.

Veterans are also returning home with psychological wounds. More than one in three veterans
who have returned from Iraq and Afghanistan and have come to the VA have received a
diagnosis of a mental health disorder. That translates into more than 34,000 veterans from Iraq
and Afghanistan — who have come to VA hospitals and Vet Centers since FY 2002 - have a
diagnosis of PTSD.
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I know that the Administration cautions that these veterans have a “possible diagnosis” of PTSD.
But, after several years, the VA should be able to determine with accuracy whether tens of
thousands of veterans have a PTSD diagnosis.

If the Administration cannot track how many enrolled veterans returning from the war actually
have a diagnosis of PTSD, then how can we have confidence that the Administration can budget
or plan for their care?

Last week, the Government Accountability Office (GAO) issued a report which revealed the
depths of the Administration’s inability to plan for veterans’ health care during the past two
fiscal years. The GAO found that “unrealistic assumptions, errors in estimation and insufficient
data” were key factors in the budget debacles of FY 2005 and FY 2006.

Throughout this budget shortfall debacle, the Administration professed that it had the capacity to
meet the mental health care needs of veterans. Top VA officials promised $100 million in FY
2005 and $200 million in FY 2006 for new initiatives to close the gaps and deficiencies in
mental health care services.

But we hear preliminary findings from GAO that VA failed to address these gaps as planned.
VA did not allocate the $100 million promised in FY 2005. It allocated roughly half that
amount.

VA claims it spent another $35 million through general funds for health care. However, VA
officials failed to notify medical center directors about those funds or that they should be used
only for mental health care initiatives.

InFY 2006, VA allocated only $66 million to continue efforts from FY 2005 and $92 million for
new mental health care initiatives. $158 million is pot the same as the promised $200 million.

The Administration has once again broken its promises to veterans. The Administration’s failure
to actually fund and spend the $300 million it said was needed for VA mental health care
programs is unacceptable.

M, Chairman, thank you again for scheduling this extremely important oversight hearing to hold
the VA accountable and to help ensure that our nation’s veterans and their families get the
services they need.
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Congressman Bill Pascrell, Jr.
Testimony before the Veterans Affairs Committee
Subcommittee on Health
334 Cannon HOB
September 28, 2006

Good morning. I would like to begin by thanking Chairman Brown, Ranking Member
Michaud, and all the subcommittee members for dedicating so much of their time to hear
public and member testimony. I would like to ask that my entire testimony be inserted
into the hearing record.

As a cofounder of the Congressional Brain Injury Task Force, I am committed to
improving the lives of individuals with traumatic brain injury (TBI). This moming 1
would like to focus on an issue that has gained more and more publicity as of late:
Traumatic brain injury and our nation’s servicemen and women, past and present.

What is TBI?

Traumatic brain injury (TBI) is defined as a blow or jolt to the head or a penetrating head
injury that disrupts the function of the brain. It is often called the “silent epidemic”
despite being a leading cause of death and disability among young Americans. Every year
1.5 million Americans suffer a TBL. This is eight times the number of people diagnosed
with breast cancer and 34 times the number of new cases of HIV/AIDS. Military duties
increase the risk of sustaining a TBI, and we have seen an ever growing number of our
armed service personnel become victims of TBL

TBI and the Military
For our armed forces, TBI is an important clinical problem in peace and war, and its

consequences may extend for many years. Military doctors are naming Traumatic Brain
Injury the signature wound of the war in Iraq and Afghanistan.

Over 1,500 military personnel involved in the Global War on Terror have been seen and
treated by Defense and Veterans Brain Injury Center. At Walter Reed alone, over 650
soldiers with brain injuries from Iraq and Afghanistan have been treated. That represents
40% of the all troops evacuated to Walter Reed Medical Center so far.

About 1 in 10 service members in Iraq - 2 in 10 troops on the front lines - return from
combat tours with concussions. Experts say the real total is much higher because closed-
head injuries — in which there may be no obvious wound — often go undiagnosed.

DVBIC

The Defense and Veterans Brain Injury Center was established in 1992 after Operation
Desert Storm. Until then, there was no overall systemic program for providing brain
injury specific care and rehabilitation within Department of Defense (DoD) or Veterans
Administration (VA).
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Program founders were motivated in particular by the troops who suffered TBI in
Vietnam but were never properly diagnosed or treated. Many ended up in mental
hospitals or prison, and they suffered high divorce and suicide rates. In Vietnam and
previous 20th century wars, brain injuries were just 12 percent of injuries. In Iraq and
Afghanistan, it is almost double -- 22 percent.

The changing nature of warfare demands corresponding improved and specialized
medical care. Blast injuries, particularly those causing brain injuries, are becoming the
primary injury of the conflict in Iraq. It has been estimated that 50% of all combat
injuries are blast injuries. Unit operational readiness is compromised by individuals with
a]l any form of TBL

As part of the recently passed Blast Injury Prevention, Mitigation and Treatment
Initiative, the DVBIC is leading the effort to elucidate patterns of brain injury from
blasts, including providing guidelines for the assessment and follow-up care after blast-
related TBI within the military environment.

The Defense and Veterans Brain Injury Center's mission is to serve active duty military,
their dependents and veterans with TBI through state-of-the-art medical care, innovative
clinical research initiatives, and educational programs.

To date, DVBIC staff has accomplished the following:

Clinical Care

« Developed the Military Acute Concussion Evaluation (MACE) for use in all
operational settings, including in-theater.

* Developed management guidelines for mild, moderate, and severe TBI in-theater.

¢ Established a telemedicine network linking DVBIC’s military and VA sites.

+ Initiated a care coordination capacity for persons with TBI in regions remote from
one of the DVHIP core sites. Still needed (and planned if funding is available)
are greater treatment capacity, particularly at the community reentry level, and an
expanded care coordination system that meets the special needs of persons with
TBI and is widely distributed across the country.

Research -

» Commenced multiple new projects and collaborations focused on defining and
understanding blast-related TBIL

+ Continued active medication treatment trials for TBI-related symptoms.
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» Presented preliminary scientific reports on patterns of TBI emerging from OIF
and OEF.

» Initiated development of a clinical platform for the testing of a promising novel
rehabilitation intervention for TBI based on animal experiments with
environmental enrichment.

« Still needed (and planned if funding is available) are more DVBIC-based
investigators and other research personnel to address further the many TBI-related
issues emerging from OIF and OEF.

Education and Training

¢ Developed a syllabus for training first responders in the management of moderate
and severe TBI in-theater.

+ Developed the first two modules of a course for first responders and other
clinicians in the assessment and management of mild TBL

e Initiated a public awareness campaign on TBI called “Survive, Thrive, & Alive,”
the centerpiece of which is a documentary on TBI in military and veterans.

* Developed an outreach team to train clinical personnel at non-DVBIC sites in the
assessment and management of mild TBL

¢ Still needed (and planned if funding is available), is to build on the public
awareness campaign and develop a broadly available multimedia educational
capacity for military and veteran TBI patients, their families, clinicians, and all
other persons who are touched by this significant public health problem.

In order to better recognize TBI, the DVBIC has begun to employ improved diagnostics,
increased brain injury training of battlefield medics and clinical research on blast injury.
Ongoing DVBIC research is linked to clinical care programs to ensure that information
learned from caring for these individuals will be disseminated to military and veteran
treatment facilities and added to the medical literature. Continuing collaboration with
military experts on blast injuries, working with preclinical subjects, also will help to
better understand the injuries our troops sustain.

DVBIC provides a unique and necessary collaboration between the DoD and the VA
Healthcare system. The program also coordinates with other federally funded research
projects to assure that our troops get the best care our nation can offer.

However, that does not mean we cannot improve.



48

Need to Improve and Expand

In August, the Armed Forces Epidemiological Board commended the Army and Marine
Corps for recognizing TBI as a significant health and operational concern. However, the
Board found the DoD system-wide approach to TBI to be lacking.

The Special Committee on Post Traumatic Stress Disorder and the Committee on Care of
Veterans with Serious Mental Iliness recommended to the Veterans Administration
Under Secretary for Health that VA establish a screening process to identify veterans
with Mild TBL

Also noted was the need for the VA to establish a TBI registry that can be used to create
more sophisticated evidence-based, cost effective assessment and treatment strategies.
This has proven to be tremendously useful tool in the civilian world. The Centers for
Disease Control and Prevention makes grants to States operate traumatic brain injury
registries and allows academic institutions to conduct research to support the
development of the registries.

In July 2006, the Veterans Administration Inspector General’s Office reported on a lack
of consistency VA case management citing that the effectiveness of case managers
ranged from outstanding to inadequate. One of the greatest challenges the military health
care and veterans systems face is to assure that no one falls through the cracks.

The Inspector General also reported on the major weakness in the VA’s TBI care and it’s
participation in the DVBIC program: The number of TBI beds and head brain injury
treatment resources do not correspond to the scope of the problem. That was in 1999, but
it remains true today.

Future Funding
There is no cure for brain injury. That is why the research being carried out by DVHIP is

critical. We must find a way through research to help our injured soldiers with brain
injury to return to as near normal life as possible. Because brain injuries can require
lifelong care, the need for treatment and care, for the victim and their family, does not
stop when injured troops are discharged from the hospital.

According to a recent study by researchers at Harvard and Columbia, the cost of medical
treatment for individuals with TBI from the Iraq war will be at least $14 billion over the
next 20 years.

The DVBIC provides continuity of care from the battlefield to rehab and back to active
duty or civilian life. Continued congressional support is vital. We are in a time of war.
Due to the increased number of injuries from blasts and the need for strategically placed
trained brain injury specialists, it is imperative to ensure that all troops are counted and
served.
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Without our support, DVBIC’s congressionally-directed mission of coordinating clinical
care, executing research that will result in better characterization and management of the
problem, and education to both military and civilian communities will come to a halt.

Adequate funding for the DVBIC is orne of the TBI Task Force’s primary missions. As
such, the Task Force. Along with other concerned Members, requested an additional $12
million for the DVBIC in the Military Quality if Life and Veterans Affairs
Appropriations bill for FY 2007 for a total of $19 million.

Fknow the Committee shares these sentiments.

And thank the Committee for the opportunity to speak here today.
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@Congress of the Nnited States
Hashingtan, B 20515

September 20, 2006

The Honorable James T. Walsh The Honorable Chet Edwards

Chairman Ranking Member

Military Quality of Life, Veterans Affairs Military Quality of Life, Veterans Affairs
and Related Agencies Subcommitiee and Related Agencies Subcommittee
House Appropriations Committee House Appropriations Committee

H-143 U.S. Capitol Building 1016 Longworth HOB

Washington, DC 20510 Washington, DC 20510

Dear Chairman Walsh and Ranking Member Edwards:

As you prepare for a conference with the Senate Defense Appropriations Subcommittee,
we urge your support for $19 million for the Defense and Veterans Brain Injury Center (DVBIC)
under Health Affairs, Operation and Maintenance, as contained in the Senate passed Defense
Appropriations bill for FY2007. As $7 million is already in the Defense Health Program POM,
this $12 million plus up would fund the program at a total of $19 million for the year, to be
administered by the U.S. Army Medical Research and Materiel Command at Fort Detrick.

Established in 1992, the DVBIC is a component of the military health care system that
integrates clinical care and clinical follow-up, with applied research, treatment and training. The
program was created after the first Gulf War to address the need for an overall systemic program
for providing brain injury specific care and rehabilitation within the Department of Defense and
the Department of Veterans Affairs. It provides a unique and necessary collaboration between
the DoD and the VA Healthcare systems to provide continuity of care from the battlefield to
rehab and back to active duty or civilian life

Traumatic brain injury (TBI) is now the signature injury of the conflict in Iraq, and some
28% of casualties involve TBI, many caused by blast injuries from improvised explosive
devices. The DVBIC is leading the effort to elucidate patterns of brain injury from blasts,
including providing guidelines for the assessment and follow-up care after blast-related TBI
within the military environment. Ongoing DVBIC research is linked to clinical care programs to
ensure that information learned from caring for these individuals will be disseminated to military
and veteran treatment facilities and added to the medical literature. Continuing collaboration
with military experts on blast injuries, working with preclinical subjects, also will help to better
understand the injuries our troops sustain,

In addition to supporting and providing treatment, rehabilitation and case management at
each of the eight primary DVBIC centers,’ the DVBIC includes a regional network of additional

! Walter Reed Army Medical Center, Washington, DC; James A. Haley Veterans Hospital, Tampa, FL; Naval
Medical Center San Diego, San Diego, CA; Virginia NeuroCare, Inc., Charlottesville, VA; Minneapolis Veterans
Affairs Medical Center, Minneapolis, MN; Veterans Affairs Palo Alto Health Care System, Palo Alto, CA; Hunter
McGuire Veterans Affairs Medical Center, Richmond, VA; Wilford Hall Medical Center, Lackland Air Force Base,
TX.
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secondary veterans hospitals capable of providing brain injury care and rehabilitation which are
linked to the lead centers for training, referrals and consultation.

Continued strong congressional support is vital, particularly due io the increased
number of injuries from blasts and the need for strategically placed trained specialists to
assure that all troops are counted and served.

We respectfully request funding of $19 million for the Defense and Veterans Brain Injury
Center (DVBIC) as contained in the Senate passed Defense Appropriations bill for FY2007.

It is critical that we continue to support our active duty military men and women
sustaining brain injuries, and respectfully request $12 million be added to the Defense Health
Program for this program.

Sincerely,
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Cc: Chairman Lewis
Ranking Member Obey
Chairman Young
Ranking Member Murtha
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Testimony for the Record
Representative Leonard Boswell
9-28-06

Mr. Chairman and Members of the Committee, thank you for the opportunity to submit
testimony concerning the emerging trends regarding veterans’ mental health. With more
and more veterans returning from tours of duty in Iraq and Afghanistan, many new issues
have arisen regarding veterans mental health that have not received attention in the past.
This is an issue that Congress cannot ignore and I am pleased that this Committee is
holding hearings on this important issue.

The number of veterans returning with Port Traumatic Stress Disorder (PTSD) is
alarmingly high. A recent study found that 17 percent of soldiers and Marines returning
from Iraq screened positive for PTSD. Our men and women in uniform returning from
combat are fighting a different type of war and a different type of enemy. The National
Center for PTSD found several things associated with individuals diagnosed with PTSD,
such as physical pain, sleep disturbance and nightmares, substance abuse, and self-harm
or suicide.

I believe that obviously these is a connection between PTSD and suicide. Some
estimates have found that almost one thousand veterans receiving care for the Department
of Veterans Affairs commit suicide each year, and research shows that one out of 100
veterans who have returned from Iraq have considered suicide. I find this number
disturbing.

Since March 2003, 80 individuals, who have served in Iraq or Afghanistan, have
committed suicide. Our young men and woman serving our country have kept us safe for
so long; it is nor out turn to protect them.

A few months ago I learned of a young man from my district, Joshua Omvig, who
experienced undiagnosed PTSD after returning from an 11-month tour in Iraq. His
family and friends did not know hot to help him. They tried. Then in December of last
year Joshua tragically took his life. He was 22 years old. After I heard Joshua’s story I
was shocked to find one in a hundred Operation Iraq Freedom veterans have reported
thinking about suicide.

1 knew something had to be done. That is why I introduced H.R. 5571, the Joshua Omvig
Veterans Suicide Prevention Act. This legislation will mandate the Department of
Veterans Affairs to develop and implement a comprehensive program to regularly screen
and monitor all veterans for risk factors for suicide within the Veterans Affairs system.
At any point in a veteran’s life, if they were found to have a specific risk factors for
suicide they would be entered into a tracking system; ensuring they do not fall through
the cracks. Then they would be entered into a counseling referral system to make certain
those veterans receive the appropriate help. It would provide education for all VA staff,
contractors, and medical personnel who have interaction with the veterans. In addition, it
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would make available 24-hour mental health care for veterans found to be at risk for
suicide.

Currently, the Department of Veterans Affairs regularly screens veterans for depression,
PTSD, and substance abuse but not for suicide specifically.

I am saddened by the circumstances that this legislation grew out of, but I know that if
enacted, this program could save lives. We treat their physical injuries, now it is time to
treat the wounds that are not visible.

It is my hope that a comprehensive veterans bill will result from this hearing and that any
bill considered will include provisions of the Joshua Omvig Suicide Prevention Act. This
important issue cannot go one more day without the attention it needs.

Mr. Chairman and Members of the Committee, thank you again for this opportunity to
share some major concerns regarding the quality of mental health care our veterans’ are
receiving.
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STATEMENT OF
DR. GERALD CROSS
ACTING PRINCIPAL DEPUTY UNDER SECRETARY FOR HEALTH
DEPARTMENT OF VETERANS AFFAIRS
BEFORE THE
SUBCOMMITTEE ON HEALTH
HOUSE COMMITTEE ON VETERANS’ AFFAIRS
THURSDAY, SEPTEMBER 28, 2006
10:00 am

dede

Good morning Mr. Chairman and Members of the Committee.

Thank you for this opportunity to discuss ongoing efforts in the Veterans Health
Administration (VHA) to improve the quality of care we provide to veterans
suffering from post-traumatic stress disorder (PTSD) and traumatic brain injuries
(TBI). 'Accompanying me today is Dr. Ira R. Katz, Deputy Chief Patient Care
Services Officer for Mental Health and Dr. Barbara Sigford, Director for Physical
Medicine and Rehabilitation Service.

VA offers comprehensive primary and specialty health care to our enroliees, and
the quality of our care is second to none. We are an acknowledged leader in
providing specialty care in the treatment of such ilinesses as PTSD and TBI. By~
leveraging and enhancing the expertise already found in our four TBI centers,
which have served for over a decade as primary referral sources for Military
Treatment Facilities (MTFs) seeking specialized care for brain injuries and
complex muitiple trauma; VA has created a Polytrauma System of Care which
includes four Polytrauma Rehabilitation Centers to meet the needs of seriously
injured veterans returning from operations in Iraq, Afghanistan, and elsewhere.
The changing face of warfare has necessitated adaptations in our approaches to
care for those brave men and women retuming home from combat. We accept
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the challenge of adapting VA's existing integrated system to provide this care.
The focus of my testimony today will be on PTSD and TBI, emerging treatment
modalities, and VA’s initiatives to increase access to our veterans who use these
services.

IDENTIFYING TBI AND PTSD

An important first step is identifying symptoms due to TBI or PTSD because the
symptomology can be similar. The human brain is incredibly complex and each
individual’s thought patterns and emotions are unique. This complicates the
diagnostic process; however, clinicians have devised a number of assessment
methodologies for detecting even mild versions of TBI or PTSD. It is important to
note the differences between these two conditions.

TBI is the result of a severe or moderate force to the head, where physical
portions of the brain are damaged and functioning is impaired. PTSDis a
psychological condition that affects those who have experienced a traumatizing
or life-threatening event such as combat, natural disasters, serious accidents, or
violent personal assaults. Therefore, while physical tests, such as brain imaging,
may be able to support a diagnosis of TBI, there are currently no comparable
tools for PTSD.

The two conditions also manifest themselves differently, although there is some
overlap. Those who experience TBl may behave impulsively because of damage
that removes many of the brain’s checks on the regulation of behavior. Without
the limits provided by these higher brain functions, these individuals may
overreact to seemingly innocent or neutral stimuli.

The effects on individuals with TBI can vary depending on which region of the
brain is injured. The manifestations of mild TBI can mimic those of mental
disorders, and individuals with TBI may have associated, co-occurring mental
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disorders. TBI does, however, have a unique physical origin that sets it apart
from mental iliness and is best addressed by a multidisciplinary approach that
includes a sensitivity to the cognitive, emotional, and behavioral manifestations of

brain trauma.

To effectively identify TBI, clinicians follow a general approach:

« First, clinicians evaluate the patient’s medical history for previous ;
instances of head trauma. Clinicians are looking for even the slightest
changes in function because these changes may develop into something
much more serious later in life.

+ Second, clinicians assess for potential cognitive deficits. Executive
fﬁnction and memory are the two most commonly affected areas, but the
exact nature of the condition will vary from individual to individual
depending upon the location of the injury. There will always be individual
variation in thoughts, behavior, and dispositions, and discriminating
between this natural fluctuation and mild effects of head trauma is difficult.

As with TBI, individuals with PTSD may also be hyper-responsive to experiences
related to the trauma. The defining symptoms of PTSD can be clustered into
three groups: re-experiencing (intrusive memories, flashbacks), avoidance or
emotional numbing (disinterést in hobbies, feelings of detachment), and
increased arousal (difficulty sleeping, irritability or outbursts of anger).

PTSD may occur in association with other mental ilinesses including substance
abuse, anxiety, and depression. It may also be associated with physical ilinesses
including chronic pain, migraines, and sleeping disorders.

Screening procedures are in place for suspected cases of PTSD, and screening
is done throughout VHA. For example, clinical reminders and prompts are
included in the electronic health record to alert providers to screen veterans for
behavioral health issues, such as PTSD, depression, and substance abuse.
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~DATA AND TRENDS

According to the August 2006 Analysis of VA Health Care Utitization among US
Southwest Asian War Veterans: Operation Iraqi Freedom/Operation Enduring
Freedom, 184,524 veterans have sought care from a VA Medical Center since
the start of OEF in October 2001 through May 2006. During this time, 1,304
OIF/OEF veterans were identified as having been evaluated or treated for a
condition possibly related to TBl. There is no medical code specific to TBI, and a
patient may carry more than one diagnostic code, but the most prominent injuries
included fracture of facial bones, concussions, and/or brain injury of an
unspecified nature. Also, the August 2006 analysis reports 29,041 of the
enrolled OIF/OEF veterans who visiting VA Medical Centers or Clinics had a
probable diagnosis of PTSD.

PTSD. VA's approach to PTSD is to promote early recognition of this condition
for those who meet formal criteria for diagnosis and those with partial symptoms.
The goal is to make evidence-based treatments available early to prevent
chronicity and lasting impairment.

Available treatments such as certain antidepressant medications and specific
forms of cognitive and behavioral therapy are demonstrably effective. Ongoing
pharmacological research is evaluating the utility of other approved medications
that can block the actions of the stress hormones. Findings from a recently
completed study of a behavioral treatment are currently being analyzed. Ongoing
research is also evaluating the most effective ways to make specific
psychotherapies available to those requiring care. Preliminary research suggests
that certain medications can facilitate emotional learning and that they may
accelerate and amplify the effects of behavioral therapy, and a large majority of
patients respond to these available treatments; however, some patients continue
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to have residual symptoms, and rehabilitation to support the veteran’s functioning
in the family, work or school, and the community may be required.

TBL. imaging of both the structural and functional aspects of the brain is an
emerging diagnostic tool for TBI; however, it is too early to assess whether
population based imaging is practical versus its use on an individual basis.

The newly implemented Polytrauma System of Care is integral to not only initial
rehabilitation processes but to assure the mitigation of long-term outcomes of
patients. This system of care includes the already established four primary
Polytrauma Rehabilitation Centers and the 17 new Polytrauma Network sites that
are moving toward full implementation this fall. These locations will enhance
access, ensure lifelong coordination 6f care including specialized clinical care
and case management, and serve as resources to other facilities.

CLINICIAN SUPPORT

In 2004, VHA developed an independent study guide for health care providers
entitled “Traumatic Brain injury.” VA has taken steps to raise awareness of TBI
issues by requiring trainiﬁg of primary care, mental health, spinal cord injury, and
rehabilitation care providers via this web-based independent study course. The
course advises practitioners that brain trauma causes both acute and delayed
symptoms and that prompt identification and multidisciplinary evaluation and
treatment are essential to é successful recovery.

Supplementary information is under development. For example, in January
20086, an Under Secretary for Health Information Letter about the screening and
clinical management of TBI was released to the field to address cognitive,
behavioral, and affective disorders following TBI. A group is now working to
identify data-driven and appropriate screening questions to improve assessments
for TBI.
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VHA has also sponsored or supported national conferences on TBl and PTSD
that offer training and guidelines for health care professionals. Since July 2005,
VHA has produced five satellite broadcasts and materials for returning veterans
and their families.

Families are an essential component of the recovery process for both PTSD and
TBIL. To assist family members, VA has:

+ Required all Network Sites to develop an inventory of TBI specific
services;

s Established a 24-hour, seven-day a week Polytrauma Helpline Service for
patients and families that can answer questions regarding heaith care
problems, including emergencies and administrative or benefits issues;

+ Prepared a satellite broadcast titled, “Serving our Newest Generation of
Veterans,” that addresses the unique needs of patients with TBI or PTSD,
the needs of families, and the rehabilitation environment;

» Helped establish Fisher Houses at each of the Polytrauma Rehabilitation
Centers; and

» Assigned a designated case manager for each family of a polytrauma
patient.

COORDINAT&ON WITH THE DEPARTMENT OF DEFENSE

The VA/DoD Deployment Health Working Group (DHWG), with representatives
from VHA, Veterans Benefits Administration (VBA), Department of Defense
(DoDy, Health Affairs, Centers for Disease Control (CDC), and others, has met
and will continue to meet on a monthly basis to explore how we can enhance our
responses to military and veteran health issues, including TBl. The DHWG is a
source of outreach and education to veterans and military populations as well as
to their VA and DoD healthcare providers on health issues such as diagnosing
and treating TBI , and will continue to serve in that capacity.
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Research collaborations are essential to assure progress for treatment VA, the
National Institutes of Health (NIH) and DoD jointly issued a Request for
Applications (RFA) in late 2005, to enhance and accelerate research on the
identification, prevention and treatment of combat related post-traumatic
psychopathology and similar adjustment problems. The goal is to encourage
studies involving active-duty or recently separated National Guard and Reserve
troops involved in current and recent military operations (e.g., Iraq and
Afghanistan). This RFA specifically encouraged participation of clinicians and
researchers who screen, assess or provide direct care to at-risk, combat
exposed troops, and emphasized interventions focusing on building resilience for
veterans suffering from mental health problems, including PTSD, and developing
new modes of treatment that can be sustained in community-based settings.
Among the approaches being considered are novel pharmacolegical,
psychosocial and combination treatments as well as the use of new technologies
(e.g., World Wide Web, DVD, Virtual Reality, Tele-health) to extend the reach of
VA’s health care delivery system. Fifty-five proposals were received earlier this
year in response to this RFA, and those proposals deemed to have scientific
merit and relevance to veterans are expected to start later this year.

VET CENTERS AND OTHER SUPPORT

VA’s 206 Vet Centers, located throughout the VA system, provide counseling and
readjustment services to veterans. Vet Centers also offer tele-health services to
expand the reach to an even broader audience. Vet Centers are staffed by
interdisciplinary teams that include psychologists, nurses, and social workers.
Vet Centers address the psychological and social readjustment and rehabilitation
process for veterans with TBI or PTSD and are instituting new programs to
enhance outreach, counseling, treatment and rehabilitation to support ongoing
enhancements under the VA Mental Health Strategic Plan.
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Other support for patients with mental health diagnoses includes the
development of a mental health portal for MyHealtheVet to help veterans and
their families understand their own behavioral health concerns and/or diagnoses
and treatments and to promote active participation of veterans with mental illness
in their care. The porial will include: information/education on mental
illness/health and mental health problems; self-assessment screens for
symptoms of mental health problems to facilitate early identification and early
intervention; and self-monitoring tools to be used in conjunction with care from a
mental health professional to facilitate recovery and rehabilitation. Future plans
include incorporation of relevant outcomes data into the electronic health record.

EUTURE

VA continues to plan for the future. In November 2005, VA issued a program
announcement to stimulate research in the area of combat casualty
neurotrauma. This research initiative seeks to advance treatment and
rehabilitation for veterans who suffer multiple traumas from improvised explosive
devices and other blasts. Proposals for future projects are currently under

review.

To assure that research such as this is translated into the clinical practice, VA has
devoted its newest Quality Enhancement Research Initiative (QUERI) center to
polytrauma and blast-related injuries with a focus on using the results of research to
promote the successful rehabilitation, psychological readjustment, and community
reintegration of these veterans.

Other VA scientific studies are currently underway to identify geographic areas
where the need for rehabilitation is greatest, and to characterize these injuries and
delineate their outcomes and costs. Such information is critically important in
helping VA redesign its care delivery system to meet the needs of our newest
veterans.,
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In the area of PTSD research, initial findings of a joint VA/DoD project to assess
the pre- and post-deployment neurophysical status of veterans compared to non-
veterans were recently published. This is an ongoing study that is expected to
provide important insights about the effects of combat on mental status.

Because of women’s new roles in the military and subsequent combat
experiences, VA and DoD are aiso studying the use of psychotherapy for
treatment of PTSD in women veterans and active duty personnel. A randomized
clinical trial, part of VA's Cooperative Studies Program, has recently been
completed and results are currently being analyzed, with a report expected in
2007. Those results will inform additional research and implementation activities
across VHA. VHA has an ongoing solicitation for research about women
veterans, and is working closing with clinicians to build a robust portfolio of
women’s health research, including combat-related topics.

CONCLUSION

VA has a long history of providing both TBi and PTSD care and has responded
decisively to the increased demand for these services and care. An expanded
system of care is available today providing more services and developing new,
innovative approaches to addressing these potentially debilitating conditions. VA
is committed to the goals of the Polytrauma System of Care to enrich the
therapeutic environment to meet the needs and preferences of the combat
injured veterans and their families, with specific attention to issues involving TBI
and PTSD.

Further work and research are required. We can still improve the nature of our
treatments for PTSD by better understanding the interactions between
medications and behavioral therapies and by developing new strategies for care.
We need a better understanding of the effects of stress and trauma on the brain
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and how complications arising from PTSD can impact the patient’s overall health.
We also must devise new interventions to improve recovery for patients suffering
from TBl. While VA is pursuing a more detailed and thorough identification
process for mild cases of TBI, there is still more to be done.

Today our clinicians and researchers are providing state-of-the-art care and
constantly evaluating their efforts to find better way to treat this patient
population. | want to assure you of VA’'s commitment today and in the future to
address the broad issues of TBI and PTSD, and especially the specific needs of
veterans returning from OIF/OEF.

Thank you for your time and | will be glad to respond to any questions that you or
other members of the committee may have.
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Statement By

Colonel Eispeth Cameron Ritchie, MD, MPH

Mr. Chairman, distinguished members of the committee, thank you for inviting me
to testify on current trends and initiatives in the treatment of Soldiers with post traumatic
stress disorder. | am currently assigned as the psychiatric consultant to The Army
Surgeon General. In that role, | assist in the development of Army policies on a wide
range of issues from the accessions, training, privileging, and assignment of
psychiatrists to coordinating policies, with my counterparts in psychology and social
work services, on the treatment of Soldiers with a wide variety of behavioral health
problems.

Going to war affects all Soldiers. The number of Soldiers with Post Traumatic
Stress Disorder (PTSD) and other war related symptoms has gradually risen. The Army
Medical Department has been supporting our Soldiers at war for five years, during 9/11
at the Pentagon, in Afghanistan, in Irag and around the globe. We take care of Soldiers
with physical wounds, and with the psychological issues from combat.

The Army is committed to ensuring all returning veterans receive the physical
and behavioral healthcare they need. An extensive array of mental health services has
long been available. Since 9/11, the Army has augmented behavioral health services
and post-traumatic stress disorder (PTSD) counseling throughout the world, but
especially at Walter Reed Army Medical Center and at the major Army instaliations
where we mobilize, train, deploy, and demobilize Army forces. We anticipate that the
demand for these services will not decrease and we are committed to providing the
necessary help to respond.

The Army Medical Department is performing behavioral health surveillance and
research in an unprecedented manner. There have been four Mental Health Advisory
Teams performing real time surveillance in the theater of operations, three in Irag and
one in Afghanistan. Another team is in Iraq at this time. COL Charles Hoge has led a
team from the Walter Reed Army Institute of Research in a wide variety of behavioral
health research activities, some of which have been published in the New England



73

Journal of Medicine, the Journal of the American Medical Association and other
publications. His research shows that generally the most seriously affected by PTSD
are those most exposed to frequent direct combat.

The Army Medical Department has aiso performed several epidemiological
consultations (EPICONSs) at installations in the United States, such as the assessment
following the cluster of suicide-homicides at Fort Bragg, North Carolina in 2002. We
held a workshop on updates in Combat Psychiatry at the Uniformed Services University
of the Health Sciences in 2004, where we gathered together practitioners who had been
in the field with academicians and policy makers. We have used the results of all these
assessments to continuously improve the behavioral health services that we offer our
Soldiers and their families. Some of these initiatives follow below.

The Army Deputy Chief of Staff for Personnel (DCSPER) and The Army Surgeon
General (TSG) share responsibility for the prevention and screening for PTSD for both active
and reserve component Soldiers serving in the Global War on Terrorism (GWOT). Derived
partly from the results of the Fort Bragg EPICON, the DCSPER has responsibility for the
Deployment Cycle Support Program (DCSP) aimed at Soldiers and family members. US Army
Medical Command "provides behavioral health services at Army medical centers around the
world for Soldiers and family members with PTSD and other behavioral health issues.

Since the beginning of Operation Iragi Freedom (OIF) in 2003 there has been a
robust Combat and Operational Stress Control (COSC) presence in theater. Today,
more than 200 behavioral health providers are deployed in Iraq and another 25 are
depioyed in Afghanistan. The Mental Health Advisory Team reports have demonstrated
both the successes and some of the limitations of these combat stress control teams.

As a result of learning of the limitations, we have improved the distribution of behavioral
health providers and expertise throughout the theater. Access to care and quality of
care have improved as a result.

Before deployment, Soldiers are screened for medical issues, including family
problems and behavioral health issues. If the screening is positive, they receive further
evaluation by a primary care and/or behavioral health care provider, to ensure their
fitness to deploy. If they have symptoms which will interfere with their health or their
ability to perform their job, they may receive a profile to allow them to continue to
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receive treatment at their home station or a military treatment facility. In some cases
the diagnosed disorder may require the Soldier to undergo a Medical Evaluation Board.

As part of the reintegration process, Soldiers are briefed on: what stressors to
expect on homecoming; the common symptoms of post-deployment stress such as
hyper-arousal and friction; ways to mitigate these symptoms; how to recognize when
further professional help is needed; and how to access treatment services. The
briefings are tailored to the specific unit and what unit members experienced during the
deployment. Again these briefings have improved over time based on feedback from
providers and Soldiers. In addition each demobilization site now has care managers
who manage the behavioral health aspect of care and ensure behavioral health referrals
are made.

The Post-Deployment Health Assessment (DD Form 2798}, is used to screen for
physical complaints, PTSD, major depression, family issues, and concerns about
alcohol abuse. The primary care provider reviews the form, interviews the Soldier,
determines the need for a physical examination, and refers the Soldier to a behavioral
healthcare provider or specialty providers as required. The primary care provider may
make referrals to on-site counselors or to military treatment facilities. Current data
shows that 4-6% of returning Soldiers receive referrals for mental health concerns.

On March 10, 2005, the Assistant Secretary of Defense for Health Affairs directed an
extension of the current Post-Deployment Health Assessment Program to provide a Post-
Deployment Health Reassessment (PDHRA) of global health with a specific emphasis on
mental health. The Army requires all Soldiers redeployed from a combat zone, whether they
are active or reserve component, to complete a PDHRA screening 90 to 180 days post-
deployment. The PDHRA was fully implemented in January 2006. Sc far, over 70,000
screens have been performed. The Office of the Surgeon General (OTSG) staff is monitoring
referral rates as implementation of PDHRA continues

If a Soldier has post-traumatic stress disorder or other psychological difficulties,
they will be further evaluated and treated using well-recognized treatment guidelines.
These include psychotherapy and pharmacotherapy. These treaiments may be
delivered in a variety of venues, to include in theater and garrison, in an outpatient or
inpatient setting, and individually or in a group.
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Traumatic brain injury (TBI) is also a focus of our attention. TB! is a broad
grouping of injuries that range from mild concussions to penetrating head wounds. An
overwhelming majority of TBI patients have mild and moderate concussion syndromes
with symptoms not different from those experienced by athletes with a history of
concussions. Many of these symptoms are similar to post-traumatic stress symptoms,
especially the symptoms of difficulty concentrating and irritability. it is important for all
providers to be able to recognize these similarities and consider the effects of blast
exposures in their diagnosis. Colonel Robert Labutta, Chief of Neurology at Walter
Reed Army Medical Center, and Dr. Louis French from the Defense and Veterans Brain
Injury Center at Walter Reed are with me today to answer any questions you may have
on the screening, diagnosis, and treatment of TBI.

We recognize that there is a perceived stigma associated with seeking mental health
care, both in the military and civilian world. Therefore we are moving to integrate behavioral
health care into primary care, wherever feasible. Our pilot program at Fort Bragg, Respect.Mil,
which provides education, screening tools, and treatment guidelines to primary care providers,
was very successful. We are in the process of implementing this program at thirteen other
sites across the Army.

There is legitimate concern about our isolated Reserve Component Soldiers.

The Army One Source program was developed to support these Soldiers and their
families. Now adopted by all the Services and called Military One-Source, this program
offers 24/7/365 telephonic support and availability of referrals for six or more no-cost
confidential counseling sessions for Soldiers and their family members.

Our physically wounded Soldiers also have been a focus of attention. All
Soldiers evacuated to Walter Reed, for example, receive a behavioral health evaluation
and, if needed, therapy. The Army Wounded Warrior program offers extensive physical
and psychological support to Soldiers and families. Additionally, psychological support
to wounded Soldiers and families at the Community Based Health Care Organizations
(CBHCOs) has been expanded.

We have been focusing on improving our suicide prevention efforts and adapting
our traditional garrison model to the theater environment. The DCSPER is the

proponent for suicide prevention. Chaplains usually conduct suicide prevention classes.
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Behavioral health providers perform interventional counseling and treatment when a
Soldier is identified as a suicide risk. The AMEDD also does surveillance. Several
years ago we developed and fielded a new tool, The Army Suicide Event Report
(ASER), to improve our surveillance of suicides and serious suicide attempts. All
suicides and serious suicide attempts require this report to be completed by a
behavioral health care provider. The data is compiled quarterly to help identify trends.
We are in the process of standing up a new medical component of the Suicide
Prevention Program to compliment the other work being done, with real time analysis
and feedback to commanders and the medical system.

We continue to assess the access o and quality of our services. We utilize both
internal and external methods. The Army Medical Command is in the process of hiring
an outside independent contractor to assist us with this process. They will be reviewing
about twenty of our installations. Lieutenant General Kiley, The Army Surgeon General,
is the Co-Chair of the Department of Defense Mental Health Task Force created by the
Fiscal Year 2006 National Defense Authorization Act. This Task Force, comprised of
military, civilian and Depariment of Veterans Affairs' representative is conducting site
visits around the world 1o evaluate mental health systems, identify trends and io
recommend changes to our mental health services. The Task Force will complete its
work and submit its report to Congress in May 2007. Lieutenant General Kiley has also
made management of PTSD and other behavioral health concerns a priority for his
subordinate commanders. He has hosted two General Officer level Behavioral Health
summits to discuss research data, emerging treatment initiatives, and lessons learned.
All of Army Medical Command’s General Officers and other key medical leaders
participated in these summits.

Training of our leadership in behavioral health issues is ongoing in numerous
forums. For example, the AMEDD Center and School has developed training programs
on small unit leader recognition of combat stress for use in other Army career
development courses such as Officer Basic and Advanced Courses and in the Non-
Commissioned Officer Education System. The Combat and Operational Health Course
taught at the AMEDD Center and School has been updated to include emerging
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changes in our combat stress control doctrine. The revised training also includes
training on detainee mental health care management and treatment.

Another question that is often asked is, what about after Soldiers leave the
Army? The transition o the Department of Veterans Affairs health system or other
health care systems is critical. The Department of Defense and Department of
Veterans Affairs have had numerous conferences and other meetings to share
information, research, and emerging best clinical practices. Soldiers who leave the
Army are informed of their benefits and on how to obtain care through both the
Department of Veterans Affairs and the TRICARE Network, if eligible. The Transition
Assistance Management Program (TAMP) provides extended periods of TRICARE
coverage for reserve component Soldiers and family members. This coverage applies
when the member's Active Duly service was in support of a contingency operation for
more than 30 days.

It is critical that civilian providers get educated in how to evaluate and treat our
veterans; | personally have conducted Grand Rounds lectures at numerous academic
institutions, to include Columbia University, Massachusetts General Hospital, and
University of Texas at San Antonio. My colleagues have been doing the same, at the
American Psychiatric Association, the American Psychological Association, and
numerous other venues. In conjunction with the Department of Defense, the Substance
Abuse and Mental Health Services Administration (SAMSHA), within the Department of
Health and Human Services, sponsored a major conference this spring, entitled “The
Road Home”, to help educate civilian providers on the recognition and treatment of
combat-related behavioral health problems.

In summary, we have been at war for five years. Unquestionably, war challenges
the psychological health of our troops and their families. The overwhelming majority of
them continue to demonstrate resilience and dedication. PTSD is not a debilitating
disease and can be managed effectively if diagnosed and treated early. The Army and
our sister services have been adding to and augmenting our behavioral health assets
and programs, applying emerging treatment guidelines, and sharing our research with
the Department of Veterans Affairs (VA) and civilian behavioral health providers. We
have been in constant dialogue with our counterparts in the VA and other civilian health
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care organizations. This is not just an Army or Department of Defense issue, and not
just a Veterans Administration issue. It is a national one. Thus it is an area that requires
the attention of leaders at all levels. But it is manageable with early intervention,
accessible counseling assets, and command emphasis on reducing stigma.

I would like to thank the Congress for your continued support of our Soldiers and
veterans and | would especially like to thank this committee for its continued interest in
the psychological health of our veterans and our future veterans alike. Coordination of
care with the Department of Veterans Affairs and sharing research to improve of clinical
treatment of Soldiers and veterans with PTSD has always been a top priority for Army
Medicine. Thank you for inviting me to testify today. | look forward to answering your
questions.
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Mr. Chairman and Members of the Committee, thank you for the opportunity to discuss
the Army’s research efforts to improve the mental health and well-being of our service members
returning from combat duty in Iraq and Afghanistan, including our studies on post-traumatic
stress disorder (PTSD). I am Colonel Charles W. Hoge, M.D., director of psychiatric research at
Walter Reed Army Institute of Research. Since my testimony to the House Veterans® Affairs
Committee in July 2005, my team has continued to assess the impact of combat on the mental
health of service members. By and large our findings remain consistent with what I presented
last year. I will briefly review findings from four sources of data on the percent of service
members identified who might need mental health support after transitioning home from combat.
In addition I will discuss key initiatives to reduce stigma and improve access to care for those
with deployment related mental health concerns. My comments focus on Army data and
initiatives among Soldiers involved in Operation Iraqi Freedom (OIF) and Operation Enduring
Freedom (OEF) deployments.

The first set of data on the mental health impact of OIF is from the Walter Reed Army
Institute of Research Land Combat Study. Initial findings from this study were published in the
New England Journal of Medicine in July 2004, and additional results were presented to this
committee last year. The study involves anonymous surveys using standardized clinical
instruments for PTSD and other mental health conditions administered to Soldiers from multiple
brigade combat teams before, during, or after returning from deployment. This study has shown
that overall 15-17% of Soldiers from combat units screen positive for PTSD when surveyed 3-12
months after returning from deployment to ITrag. When we added one additional question related
to functional impairment at the end of the 17 question PTSD scale, we found that 10% of

Soldiers surveyed 12 months after deployment reported that PTSD symptoms have made it very



81

difficult to do their work, take care of things at home, or get along with other people. The
inclusion of screens for major depression and generalized anxiety raise the rates of screening
positive to approximately 20%; 16% of Soldiers surveyed 12 months after returning from Iraq
screened positive for PTSD, depression, or anxiety and reported that there was functional
impairment at the “very difficult” level.

The second major source of data is from the Post-Deployment Health Assessment
(PDHA), which all service members undergo at the time that they return from deployment. The
PDHA involves a brief self-administered screening questionnaire that is then reviewed with a
health care provider to determine if there are any deployment-related health concerns that require
referral or follow-up. In March of this year we published data in the Journal of the American
Medical Association (JAMA) from over 300,000 PDHA assessments conducted among Soldiers
returning from OIF1. In brief, we found that 19% of Soldiers returning from Iraq reported some
sort of mental health concern, compared with 11% of Soldiers returning from Afghanistan and
9% of Soldiers returning from other deployment locations. The PDHA includes a brief 4-
question screen for PTSD; 10% of Soldiers who returned from Irag endorsed 2 or more of these
4 questions, and 5% endorsed 3 or more of these questions. The rate of endorsing these
questions increased with increasing deployment length among Soldiers involved in OIF1 when
the deployment length of Army units varied widely; 8% of Soldiers deployed for less than 6
months endorsed 2 or more of the 4 PTSD questions compared with 11% of those deployed 6-11
months and 13% for 12 or more months. Overall, 4% of Soldiers who returned from Traq were
referred for further mental health evaluation or treatment.

The third source of data is from the Post-Deployment Health Reassessment, or PDHRA.

The PDHRA was initiated Department of Defense (DoD)-wide after it was recognized that
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service members may not express mental health concerns until several months after returning
home from deployment. The PDHRA is intended to be administered at 3-6 months post-
deployment. Like the PDHA, it involves a self-administered questionnaire that is then reviewed
by a health professional. We have analyzed the results of over 70,000 PDHRA assessments from
Soldiers who have returned from Iraq (n=64,000), Afghanistan (n=8,000), or other deployment
locations (n=1,400). As predicted, the PDHRA has shown higher rates of mental health concerns
than the PDHA, Overall, 35% of Soldiers who returned from Iraq reported some sort of mental
bealth concern on at least one of the general screening questions related to PTSD, depression,
alcohol use, relationship / interpersonal concerns, or suicidal ideation. This compared with 27%
after return from Afghanistan and 25% after return from other deployment locations. It is
important to recognize that it is normal to experience symptoms related to combat and
deployment, and many individuals who express concerns do not have a mental disorder or need
referral for further care. Overall, 11% of Soldiers who completed a PDHRA after return from
Iraq were referred for further follow-up with a mental heaith professional, compared with 8%
among those who returned from Afghanistan and 7% after other deployment locations. Military
One Source offers an additional option for receiving confidential care outside of the military
health care system, particularly for relationship problems or life stressors, and is listed as one
possible source of referral on the PDHRA. When Military One Source is included, the referral
rate reported on the PDHRA among Soldiers who had returned from OIF was 18%. Among the
64,000 PDHRA assessments from Soldiers who retarned from OIF, 35% reported any mental
health concern; 19% endorsed 2 or more of the 4 PTSD questions, 11% endorsed 3 or more of

the 4 PTSD questions, 11% reported concerns about depression, 13% felt that they had used
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alcohol more than they meant to or wanted to cut down on their drinking, 16% reported
relationship concerns, and 1% reported suicidal thoughts.

Another important finding from the PDHRA assessments pertains to differences in
endorsement rates of mental health concerns and referral rates among Active Component (AC)
and Reserve Component (RC) Soldiers (including National Guard and Reservists). Previous
data from the PDHA and the Mental Health Advisory Team assessments in Iraq indicated that
AC and RC Soldiers had comparable rates of mental health concerns during and shortly after
deployment. In contrast, the PDHRA data indicates that rates of mental health concerns and
referral rates are higher among Soldiers from RC units than they are among Soldiers from AC
units at 3-6 months post-deployment. Thirty-two percent of AC Soldiers reported a mental
health concern on the PDHRA compared with 41% among Reserve Component Soldiers. Nine
percent of AC Soldiers endorsed 3 or more of the 4 PTSD questions, compared with 15% of RC
Soldiers. Nine percent of AC Soldiers had a referral to mental health noted on the PDHRA
compared with 16% for RC Soldiers. With the addition of Military One-Source, total rates of
referral were disproportionately higher among RC Soldiers (33%) compared with 13% among
AC Soldiers. It is not known why the rates are higher among RC than among AC Soldiers, but it
is important not to misinterpret these data as suggesting that RC Soldiers are in some way not as
mentally healthy as AC Soldiers. It has been shown that RC and AC Soldiers have comparable
rates of mental health concerns during and shortly after deployment, and the differences are
observed only several months after return home. Potential factors that could relate to these
differences that require further study include demographic differences among those who have
completed the PDHRA or concerns about ongoing access to health care among RC Soldiers after

they have been home for some time period.
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The fourth source of data is from the Army’s health care system including the number of
visits to mental health among Soldiers who returned from deployment. These data showed that
35% of Soldiers who returned from Iraq accessed military mental health services at some time in
the year after return, most often in the first two months. This includes any care by a mental
health professional for evaluation, prevention, and treatment services; 12% of all Soldiers who
returned from OIF1 were diagnosed with a mental health problem in the first year after return
(JAMA, March 1, 2006) (or about one-third of those who utilized mental health services). The
diagnoses for the remainder of those who accessed mental health care was not specific enough to
measure how many of the visits involved treatment of PTSD or another defined mental health
problem. It is not yet known how many service members who access care will go on to need
longer term treatment, although some data are now becoming available from the Department of
Veterans Affairs. One important goal of the DoD efforts involving earlier identification and
intervention is to reduce the longer term need for mental health treatment.

Among Soldiers referred for mental health care from the PDHA, 50-60% are documented
to receive medical services in a military treatment facility. It is likely that a higher percentage of
Soldiers who are referred receive care through sources that are not captured in the electronic
medical records system, such as chaplains, Military One Source, and family assistance programs.

Rates of mental health concerns and PTSD are very similar among Soldiers who have
completed a PDHRA or Land Combat Survey after their second deployment to Irag compared
with Soldiers who completed these assessments after their first deployment to Iraq. These data
suggest that multiple deployments to Iraq do not necessarily result in higher rates of PTSD
compared with a single deployment. However, these data do not rule out the possibility that

there are cumulative effects of multiple deployments because Soldiers are more likely to leave
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military service after their first deployment to Iraqg than other deployment locations, and Soldiers
who report mental health concerns after their first deployment are also more likely to leave
military service than Soldiers who don’t report mental health problems.

In summary, it is normal to experience symptoms related to combat experiences, and
most returning Soldiers make a successful transition from deployment. Having symptoms is not
the same thing as being diagnosed with a mental disorder. There are now robust data from
different sources that indicate that approximately 10-15% of Soldiers develop PTSD after
deployment to Iraq and another 10% have significant symptoms of PTSD, depression, or anxiety
and may benefit from care. Alcohol misuse and relationship problems add to these rates.
Conditions often overlap.

Although there has been an increase in use of mental health services soon after returning
from combat, surveys indicate that many Soldiers with mental health issues still don’t seek care,
and many Soldiers perceive that they will be stigmatized if they do. Army Commanders and
medical leaders are engaged and proactive in ensuring the well-being of unit members and
addressing mental health issues throughout the deployment cycle. A key strategy is to encourage
evaluation and treatment for deployment-related mental health concerns early before they
become severe, chronic, or interfere with work or social functioning. The PDHA and PDHRA
are designed to facilitate access to care for deployment-related concerns, including mental health
issues. The data indicate that the expansion of the post-deployment assessment program to
include the PDHRA was warranted due to the higher rates of mental health concerns 3-6 months
post-deployment, as well as the recognition of potential RC and AC differences that were not

evident from earlier data.
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Another strategy is aimed at training Soldiers and leaders to improve their recognition of
mental health issues, reduce the perception that they will be stigmatized if they receive help,
encourage help-seeking when necessary, and ensure successful transitions throughout the
deployment cycle. The Walter Reed Army Institute of Research has developed a training
program with these goals in mind called “BATTLEMIND?”. Prior to this war there were no
empirically validated training strategies to mitigate combat-related mental health problems, and
we have been evaluating this post-deployment training using scientifically rigorous methods with
good initial results. This new risk communication strategy was developed based on lessons
learned from the Land Combat Study and other efforts. It is a strengths-based approach that
highlights the skills that helped Soldiers survive in combat instead of focusing on the negative
effects of combat. Two post-deployment training modules have been developed, including one
version that involves video vignettes, that emphasizes safety and personal relationships,
normalizing combat-related mental health symptoms, and teaching Soldiers to look out for each
other’s mental health. The acronym “BATTLEMIND” identifies ten combat skills that if
adapted will facilitate the transition home. An example is the concept of how Soldjers who have
high tactical and situational awareness in the operational environment may experience
hypervigilence when they get home. The post-deployment BATTLEMIND training has been
incorporated into the Army Deployment Cycle Support Program, and is being utilized at
Department of Veterans Affairs Vet Centers and other settings. We have also been developing
pre~-deployment resiliency training for leaders and Soldiers preparing to deploy to combat using
the same BATTLEMIND training principals, as well as training for spouses of Soldiers involved
in combat deployments. Further information on these training materials can be obtained from

the WRAIR website at www.battlemind.org.
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Although we have discovered a lot in the last three years about how combat is affecting
the mental health of our Soldiers and have developed new training modalities, there are gaps in
research. Specifically, research is limited in the areas of establishing standardized treatment
strategies for combat-related PTSD (such as medication regimens, psychotherapy modalities
specific to Soldiers’ experiences), long-term longitudinal studies, and studies of the impact of
deployments on military family members.

Thank you very much for your continued interest in our research and your continued
support for our veterans, both those who have left active duty and those who continue to wear the

uniform. Ilook forward to answering your questions.
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VA HEALTH CARE

Preliminary Information on Resources
Allocated for Mental Health Strategic Plan
Initiatives

What GAO Found

In fiscal year 2005, VA headquarters allocated $88 million of the $100 million
VA officials intended for mental health strategic plan initiatives. VA allocated
about $53 million directly to medical centers and certain offices based on
proposals submitted for funding and other approaches targeted to specific
initiatives. VA solicited submissions from networks for specific initiatives to
be carried out at their individual medical centers through requests for
proposals (RFPs). In addition, VA headquarters officials said that VA
allocated $35 million for this purpose through VA’s general resource
allocation system to its 21 health care networks on a retrospective basis. VA
made this decision several months after resources had been provided to the
networks through the general allocation syster. Moreover, VA did not notify
network and medical center officials that these funds were to be used for
plan initiatives. Health care network and medical center officials interviewed
told GAQ that they were not aware these allocations had been made. As a
result, it is likety that some of these funds were not used for plan initiatives.
Moreover, VA did not allocate the approximately $12 million remaining of
the $100 million for fiscal year 2005 because, according to VA officials, there
was not enough time during the fiscal year to do so. Medical center officials
said they used the funds allocated directly to their medical centers for plan
initiatives that included new mental health services and more of the services
they already provided. For example, two medical centers used funds
allocated to them through RFPs or other targeted approaches to increase the
number of mental health providers at community based outpatient clinics.
One of those medical centers also started a new 6-week PTSD day treatment
program. However, some medical center officials reported that they did not
use all funds allocated for plan initiatives by the end of fiscal year 2005, due
in part to the length of time it took to hire new staff.

In fiscal year 2006, as of September 20, 2006, VA headquarters had allocated
$158 million of the $200 million planned for mental health strategic plan
initiatives, VA allocated about $92 million of these funds directly to medical
centers and certain offices to support new initiatives, using RFPs and other
targeted funding approaches. VA also allocated about $66 million to support
recurring costs of the continuing initiatives from the prior fiscal year. As of
September 20, 2006, about $42 million of the $200 miilion for fiscal year 2006
had not been allocated. Officials from seven medical centers we interviewed
reported that they had used funds for plan initiatives, such as the creation of
anew intensive mental health case management program. Officials at some
medical centers reported that they did not anticipate problems using all of
the funds allocated to them through RFPs and other targeted approaches in
fiscal year 2006. However, officials at other medical centers were less certain
that they would use all of these funds for plan initiatives by the end of fiscal
year 2006,

GAQ discussed the information in this statement with VA officials who
agreed that the data are accurate, and provided updated data which are
incorporated as appropriate.

United States A itity Office
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Mr. Chairman and Members of the Subcomruittee:

We are pleased to have the opportunity to provide preliminary information
from our work on the Department of Veterans Affairs (VA) resource
allocation for mental health strategic plan initiatives for fiscal years 2005
and 2006 and how those funds were used by selected medical centers in
those 2 fiscal years. VA provides a range of inpatient and outpatient mental
health services to veterans with conditions such as depression, post-
traumatic stress disorder (PTSD), and substance abuse disorders. In
November 2004, the Secretary of VA approved a mental health strategic
plan that identified additional services that VA planned to add to the
baseline of mental health services that it already offered to meet veterans'
mental health needs.’ This mental health strategic plan was intended to
help VA's leadership identify the actions and resources needed to begin
eliminating the gaps between mental health services VA provided at the
time of the plan’s formulation and those additional services VA anticipated
it would need in the future.

VA indicated at a 2005 congressional hearing® that it would provide

$100 miHion above fiscal year 2004 levels for mental health strategic plan
initiatives in fiscal year 2005 from available resources. In addition, in a
2005 executive decision memo VA indicated its intent to increase its fiscal
year 2006 funding levels to $200 million above fiscal year 2004 levels for
mental health strategic plan initiatives. This $200 million in funds for fiscal
year 2006 was to be composed of $100 million for a continuation of fiscal
year 2005 initiatives plus an additional $100 million included in the
President’s budget request for fiscal year 2006, according to the executive
decision memo. However, these additional funds represented only a
portion of the overall funds available to support VA mental health services
in those 2 fiscal years, VA’s appropriation for fiscal year 20086, for example,
included more than $31.5 billion for its medical programs,’ of which VA
expected to spend more than $2 billion on mental health services. VA
headguarters allocates most of these resources to VA’s 21 regional health

"The plan is known formally as A Comprehensive Veterans Health Administration Strategic
Plan for Mental Health Services. In this statement, we will refer to it as the mental health
strategic plan.

2Pull Commiittee Hearing on the Continuum of Care for Post Traumatic Stress Disorder
Before the House Comm. on Veterans’ Affairs, 109th Cong. (July 27, 2005).

*Total includes medical care collections, but does not include certain other amounts, such
as appropriations for construction.

Page 1 GAO-06-1119T
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care networks® through a general resource allocation system and the
networks in turn allocate resources to their medical centers.

VA officials have stated that funds for mental health strategic plan
initiatives are to be used to address priorities such as the expansion of
PTSD services, postdeployment mental health services for veterans
returning from combat in Irag and Afghanistan and other areas—
Operation Iragi Freedom (OIF) and Operation Enduring Freedom (OEF),
respectively, and expansion of programs for the treatment of substance
abuse disorders. Concerns have been expressed by members of Congress
and others regarding the adequacy of resources that VA is devoting to
provide mental health care for OIF and OEF veterans while also
continuing to provide services for veterans who are currently receiving
mental health care.

In this statement we are providing preliminary information on VA’s
spending for mental health strategic plan initiatives in fiscal years 2005
and 2006. We are currently examining the allocation and use of these
additional funds targeted to mental health strategic plan initiatives.
Therefore, we focus on the increase from fiscal year 2004 targeted on
these initiatives—$100 million in fiscal year 2005 and $200 million in fiscal
year 2006. In this statement we provide (1) information on how much of
the $100 million for mental health strategic plan initiatives in fiscal year
2005 was allocated and how those funds were used by selected medical
centers, and (2) information on how much of the $200 million for mental
health strategic plan initiatives in fiscal year 2006 was allocated and how
those funds were used by selected medical centers. A more detailed report
concerning these issues and how VA tracked the use of the funds allocated
will be issued later in the fall of 2006.

To provide information on how much of the $100 million for fiscal year
2005 and $200 million for fiscal year 2006 for mental health strategic plan
initiatives was allocated to networks, medical centers, and certain offices,
we reviewed the plan itself as well as reports and other documents related
to the development, implementation, and funding of the mental health
strategic plan. We also conducted interviews with VA headquarters

VA headquarters delegates decision raaking regarding financing and service delivery for
health care services to its 21 health care networks, including most budget and management
responsibilities concerning medical center operations. Medical centers typically include
one or more hospitals as well as other types of health care facilities such as outpatient
clinics and nursing homes.

Page 2 GAO-06-1119T
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officials with responsibilities related to mental health services, budgeting,
and the allocation of financial resources. We used a Septeraber 20, 2006,
cut off date for reviewing VA’s allocation of the $200 million for
implementing the mental health strategic plan in fiscal year 2006. We took
steps to ensure that the data VA provided to us on the funding allocated in
fiscal years 2005 and 2006 were sufficiently reliable for our purposes. We
reviewed the data for internal consistency and compared the data to other
VA information as well as information we obtained through interviews
with VA officials. We did not independently verify the accuracy of the data.
To describe how funds were used by selected medical centers, in May and
June 2006, we conducted site visits to 2 of VA’s 21 health care networks
and 3 medical centers located in those networks, and we also conducted
phone interviews with officials in 2 other networks and 4 medical centers
located in those networks,” We selected these 4 networks because VA had
identified them as having gaps in substance abuse and/or mental health
services prior to the implementation of the mental health strategic plan,
and because they received varying levels of funding—from relatively high
to relatively low—in fiscal year 2005 for mental health strategic plan
initiatives. We interviewed clinical and administrative officials at these
networks and medical centers, and at 3 community based outpatient
clinics (CBOC)® associated with these medical centers and 5 Vet Centers.’
The findings from our site visits and phone interviews with network and
medical center officials cannot be generalized to other medical centers or
networks. We discussed the information in this statement with VA officials
who have responsibilities related to mental health services, budgeting, and
the allocation of financial resources. These officials agreed that the data
are accurate and they also provided updated data which we incorporated
as appropriate. We performed our work from January 2006 through
September 2006 in accordance with generally accepted government
auditing standards.

“Throughout this report, the phrase “*how funds were used by medical centers” refers to
information provided by medical center officials regarding the hiring of staff, purchase of
certain equipment, and other purposes. These activities would be expected to result in
obligations and expenditures of funds either immediately or in the future.

SCROCs provide medical services, which may include mental health services, on an
outpatient basis in local communities. VA has about 800 CBOCs nationwide.

Vet Centers provide mental health services, including readj co ing and
outreach services, to all veterans who served in any combat zone. There are 207 such
centers that operate in all 50 states, the District of Columbia, Guam, Puerto Rieo, and the
U.8. Virgin Islands.

Page 3 GAO-06-1119T
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In summary, VA headquarters allocated $88 million of the $100 million VA
officials said would be used for mental health strategic plan initiatives in
fiscal year 2005 by using several approaches. VA allocated about

$53 million directly to medical centers and certain offices based on
proposals submitted for funding and other approaches targeted to specific
initiatives. VA solicited submissions from networks for specific initiatives
to be carried out at their individual medical centers through requests for
proposals (RFPs). In addition, VA headquarters officials said that they
allocated $35 million for mental health strategic plan initiatives through
VA’s general resource allocation system to its 21 health care networks,
which, in turn, could allocate these resources to individual medical
centers. VA's decision that $35 million of the funds allocated through its
general resource allocation system was for plan initiatives was a
retroactive decision. VA made this decision several months after resources
had been provided to the networks through the general allocation system.
Moreover, VA did not notify networks and medical centers that these
funds were to be used for plan initiatives. Network and medical center
officials we interviewed in 4 networks told us that they were unaware that
any portion of their general allocation was to be specifically used for
mental health strategic plan initiatives. The approximately $12 million
remaining of the $100 milion was not allocated by any approach because,
according to headquarters officials, there was not enough time during the
fiscal year to allocate the funds. Officials we interviewed at 7 medical
centers in 4 networks reported using resources allocated directly to their
medical centers for plan initiatives that included new mental heaith
services and more of the services they were already providing. Some
medical center officials told us that they had not been able to spend all of
the funds provided for mental health strategic plan initiatives during the
fiscal year in part because of the length of time it takes to hire new staff.

As of September 20, 2006, VA headquarters had allocated $158 million of
the $200 million VA planned for mental health strategic plan initiatives in
fiscal year 2006 by using several approaches. VA allocated about

$92 million of these funds directly to medical centers and certain offices to
support new mental health strategic plan initiatives, using RFPs and other
approaches targeted to specific initiatives. VA also allocated about

$66 million to support the recurring costs of continuing mental health
strategic plan initiatives that were funded in fiscal year 2005 through RFPs
and other targeted approaches. About $42 million of the $200 million for
fiscal year 2006 had not been allocated as of September 20. According to
VA officials, a portion of the $42 million not allocated is a result of partial-
year allocations made for projects that were funded later in the fiscal year
and that are expected to receive 12-raonth allocations for fiscal year 2007.

Page 4 GAC-06-1119T
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Officials we interviewed at 7 medical centers said they had used funds to
implement plan initiatives such as a new mental health intensive case
management program. However, officials at some medical centers told us
that they were uncertain that they would be able to use all the funds for
plan initiatives by the end of the fiscal year.

Background

VA provides health care services to more than 5 million patients annually.
This care includes mental health services to veterans in inpatient and
outpatient settings in a variety of VA health care facilities including
medical centers, CBOCs, and Vet Centers. Mental health services are
provided for a range of conditions such as depression, PTSD, and
substance abuse disorders. Resources for these and other health care
services are allocated by VA headguarters through a general resource
allocation system—the Veterans Equitable Resource Allocation (VERA)
system—to its 21 health care networks. Although the VERA system is used
to allocate funds, it does not designate funds for specific purposes or
prescribe how those funds are to be used.

In November 2004, the Secretary of VA approved the mental health
strategic plan. This raental health strategic plan contained recommended
initiatives for improving VA mental health services by addressing a range
of issues, including, for example, improving awareness about mental
illness and filling gaps in access to mental health services. Some of the
service gaps identified were in treating veterans with serious mental
illness,” fernale veterans, and veterans returning from combat in Irag and
Afghanistan. Within VA, the Office of Mental Health Services (OMHS) is
responsible for coordinating with the networks and medical centers on the
overall implementation of the mental health strategic plan. This includes
formulating strategies for allocating funds to medical centers and certain
offices for plan initiatives. Such strategies include, for example, the use of
RFPs to decide how the mental health strategic plan funds are to be
allocated to medical centers.

SFor the purposes of the mental health strategic plan, VA defined veterans with serious
mental illness to be “those who currently or at any time during the past year: (1) have a
diagnosed mental, behavioral or emotional disorder of sufficient duration to meet the
Diagnostic and Statistical Manual of Mental Disorders (Fourth Edition) criteria, that

(2) results in a disability (i.e. functional impairment that substantially interferes with or
limits one or more major life activities).” This definition included adults who would meet
these criteria during the year without the benefit of treatment or support services.

Page § GAO-08-1118T
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VA headquarters allocated $88 million of the $100 million that VA officials
VA Allocate.ed' $88 of said would be used for mental health strategic plan initiatives in fiscal year
the $100 Million 2005 by using several approaches. About $53 million was allocated directly
ann to medical centers and certain offices and $35 million was allocated
Pl ed for Mental through its general resource allocation system to its health care networks,
Health Strateglc Plan according to VA officials. The remaining $12 million of the $100 million
Hiati 3 4 was not allocated by any approach, headqguarters officials said, because
Initiatives in Fiscal there was not enough time during the fiscal year to allocate the funds.
Year 2005, but Officials we interviewed at 7 medical centers in 4 networks reported using
3 allocated funds to provide new mental health services and to provide more
OfﬁCIaIS Reported of existing services. However, some medical center officials reported that
That Not All Allocated they did not use all allocated funds for plan initiatives by the end of the
Funds Were Used for fiscal year, due in part to the length of time it took to hire new staff.
Plan Initiatives
VA Allocated VA headquarters allocated about $53 million directly to medical centers
Approximately $53 Million  and certain offices based on proposals submitted for funding and other
Directly to Medical approaches targeted to specific initiatives related to the mental health
Centers and Certain strategic plan in fiscal year 2005. VA headquarters developed and solicited
O?ﬁces submissions from networks for specific initiatives to be carried out at their

individual medical centers through requests for proposals (RFPs). VA
made resources available through these RFPs and other targeted
approaches to medical centers for plan initiatives to support a range of
specific mental health services based, in part, on the priorities of VA
leadership and legislation for programs related to PTSD, substance abuse,
and other mental health areas, according to VA headquarters officials.
Nearly $20 million of the $53 million allocated by using RFPs and other
targeted approaches was for mental health services related to legislation,
according to VA officials.’

*The Veterans Health Care, Capital Asset, and Business Improvement Act of 2003, Pub. L.
No. 108-170, §108, 117 Stat. 2042, 204647, required VA to allocate a minimum of $25 million
in each of fiscal years 2004, 2005, and 2006 to carry out a program to expand and improve
the provision of specialty mental health services for veterans, including PTSD and
substance abuse services. Congress also reqmred VA to ensure that after these allocations,
total di related to & of abuse and PTSD were not less than
$25 rillion above the total expenditares on such programs in fiscal year 2008, adjusted for
increases in the costs of delivering those services. The Homeless Veterans Comprehensive
Assistance Act of 2001, Pub. L. No. 107-95, §2043, 115 Stat. 903, 913, authorized VA to
establish up to 10 new domiciliary programs for homeless veterans.
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Most of the approximately $53 million allocated—about $48 milion—went
to VA medical centers. PTSD services and OEF/OIF veterans’ mental
health care received an allocation of about $18 million, with Compensated
Work Therapy (CWT) receiving the second highest total—nearly

$10 million. Other initiatives receiving funding included substance abuse
services, mental health services in nursing homes, domiciliary expansion,
and psychosocial rehabilitation for veterans with serious mental iliness.

VA headquarters issued five RFPs from October 2004 to January 2006 that
described the specific types of services for which mental health strategic
plan funding was available. Review panels headed by mental health
experts within VA reviewed the proposals, ranked them, and provided
their rankings to VA’s leadership. Once funding decisions were made, VA
allocated funding directly to the medical centers for the mental health
strategic plan initiatives. VA also used other funding approaches targeted
to specific initiatives. For example, headquarters officials allocated
funding to medical centers to expand mental health services at CBOCs
that had fewer mental health visits than a standard VA identified for this
purpose. VA also used other targeted funding approaches to determine
which medical centers would receive some of the funds for PTSD, OIF and
OEF veterans', and substance abuse services. In addition, VA targeted
funds to mental health initiatives in Polytrauma Centers-—centers within
certain VA medical centers that provide specialized treatment for veterans
of OIF and OEF who have complex rehabilitation needs.

VA headquarters officials said that allocations made for initiatives in fiscal
year 2005 through RFPs and other approaches targeted to specific
initiatives would be made for a total of 2 to 3 fiscal years. These officials
said they anticipated that medical centers would hire permanent staff
whose positions would need to be funded for more than 1 year. The
expectation of VA leadership was that after funds allocated through these
approaches were no longer available, medical centers would continue to
support these programs using their general operating funds received
through VA’s general resource allocation system.

VA Allocated $35 Million
through Its General
Resource Allocation
System to Its Health Care
Networks on a
Retrospective Basis

VA allocated $35 million for mental health strategic plan initiatives in fiscal
year 2005 through its general resources allocation system to its health care
networks, according to VA headquarters officials. The decision to allocate
these resources to VA's networks for mental health strategic plan
initiatives was retrospective and VA did not notify networks and medical
centers of this decision. Although VA headquarters made fiscal year 2005
general resource allocations to the networks in December 2004, the
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decision that $35 million of the funds allocated at that time were for
mental health strategic plan initiatives was not finalized until April 2005,
several months after the general allocation had been made. VA
headquarters officials said that they made the decision to allocate

$35 million from the general resource allocation system because these
resources would be more rapidly allocated than if they had been allocated
through RFPs. However, other VA headquarters officials told us that the
decision was also made, in part, because VA did not have sufficient
unallocated funds remaining after the December 2004 general allocation to
fund $100 million for mental health strategic plan initiatives through RFPs
and other targeted approaches.

VA headguarters officials, as well as network and medical center officials,
indicated that there was no guidance to the networks and medical centers
instructing them to use specific amounts from their general fiscal year
allocation for mental health strategic plan initiatives. Network and medical
center officials we spoke with were unaware that any specific portion of
their general allocation was to be used for mental health strategic plan
initiatives. Several VA medical center officials noted, however, that some
of the funds in their general allocation were used to support their mental
health programs generally, as part of their routine operations. However,
because network and medical center officials we interviewed did not
know that funds had been allocated for mental health strategic plan
initiatives through VA’s general resource allocation system, nor did VA
headquarters notify networks and medical centers throughout VA of this
retroactive allocation, it is likely that some of these funds were not used
for plan initiatives.

VA Did Not Allocate About
$12 Million Planned for
Mental Health Strategic
Plan Initiatives

VA did not allocate the approximately $12 million remaining of the

$100 million planned for mental health strategic plan initiatives in fiscal
year 2005 because, according to VA headquarters officials, there was not
enough time during the fiscal year to allocate the funds through the RFP
process or other approaches targeted to specific initiatives. Officials said
that when resources were allocated later in the fiscal year through an RFP
rather than at the beginning, the amount allocated was only a portion of
the annualized cost. The full annualized cost could be supported in the
next fiscal year. For example, if a project with an annual cost of $4 million
was aliocated mid way through the fiscal year, only half the annual cost
was allocated at that time~—$2 million. The expectation was that the full
$4 million would be available for the project over 12 months in the next
fiscal year. The $12 million that VA did not allocate for fiscal year 2005 was
intended for certain mental health strategic plan initiatives based on an
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allocation plan developed by VA for the $65 million it planned to allocate
through RFPs and other approaches. VA headquarters officials said that
funds not allocated for mental health strategic plan initiatives were
allocated for other health care purposes.

Medical Center Officials
Reported Using
Allocations for Mental
Health Strategic Plan
Initiatives, but Not Using
All Funds Allocated for
Plan Initiatives

Officials we interviewed from seven medical centers in four networks
reported using funds allocated to them for mental health strategic plan
initiatives through RFPs and other targeted approaches, but they said that
some of these funds were not used for plan initiatives in fiscal year 2005.
Officials said they used funds allocated to provide new mental health
services and to provide more of existing services included in plan
initiatives. For example, two raedical centers used funds to increase the
number of mental health providers available at CBOCs. One of those
medical centers also implemented a new 6-week PTSD day treatment
program in which veterans live in the community but come to the medical
center daily for counseling, group therapy, and other services.

Officials at some medical centers reported that they were not able to use
all of their fiscal year 2005 funding for plan initiatives by the end of the
year as planned and cited several reasons that contributed to this
situation. The length of time it takes to recruit new staff in general and the
special problems of hiring specialized staff, such as psychiatrists, were
cited. In some cases the need to locate or renovate space for programs
contributed to delays in using mental health strategic plan funds,
according to medical center officials.

Medical centers varied in how they treated fiscal year 2005 funds that were
allocated by VA for mental health strategic plan initiatives but not used for
those initiatives. Some reported that they carried over the funds for use in
the next fiscal year.” Officials at some medical centers reported that they
used these funds for other health care purposes. For example, officials at
one medical center said they used funds that they did not spend on mental
health strategic plan initiatives to support other mental health programs.
VA headquarters officials advised participants from networks and medical
centers in a weekly conference call in August 2005 that if they were unable

va may carry over from one fiscal year to the next unobligated balances of funds made
available without fiscal year limitation and other funds appropriated for multiple fiscal
years.
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to hire staff for initiatives in fiscal year 2005, they should use the funds
allocated only for mental health services.

As of September 20,
2006, VA Had
Allocated $158 Million
of the $200 Million
Planned for Mental
Health Strategic Plan
Initiatives in Fiscal
Year 2006, but Some
Officials Were
Uncertain If All Funds
Would Be Used for
Plan Initiatives

As of September 20, 2006, VA headquarters had allocated $158 million of
the $200 million to be used for VA mental health strategic plan initiatives
in fiscal year 2006 by using several approaches. About $92 million of these
funds was allocated directly to medical centers and certain offices to
support new mental health strategic plan initiatives for fiscal year 2006. VA
also allocated about $66 million to support the recurring costs of the
continuing mental health initiatives that were funded in fiscal year 2005.
The remaining $42 million had not been allocated as of Septernber 20.
Officials at some medical centers expected to spend all of the allocations
they received during fiscal year 2006. However, officials at some medical
centers were uncertain that they would spend all their allocations for plan
initiatives during the fiscal year.

VA Allocated about $158
Million Directly to Medical
Centers and Certain
Offices

VA headquarters had allocated about $158 million directly to medical
centers and certain offices by September 20, 2006, through RFPs and other
approaches targeted to specific initiatives related to the mental health
strategic plan in fiscal year 2006. About $92 million was for new mental
health strategic plan activities, and about $66 million was to support the
recurring costs of continuing mental health strategic plan initiatives that
were first funded in fiscal year 2005. As in fiscal year 2005, the new
resources went to support a range of mental health services in line with
priorities of VA's leadership and legislation, according to VA officials.
Funding for services for PTSD, OIF and OEF veterans, substance abuse,
and CBOC mental health services accounted for nearly three-fifths of the
funds allocated for new initiatives. As of September 18, 2006, VA had not
allocated resources for mental health strategic plan initiatives through its
general resource allocation system and VA headquarters officials said VA
was not planning to do so.
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VA Did Not Allocate about
$42 Million for Mental
Health Strategic Plan
Initiatives

As of September 20, 2006, VA did not allocate about $42 million of the
$200 million planned for mental health strategic plan initiatives in fiscal
year 2006 by any approach. VA officials said that a portion of these
unallocated funds are related to the timing of allocations that were made
for plan initiatives through RFPs and other funds targeted to medical
centers. Specifically, some of the allocations through RFPs were made
well into the fiscal year. VA allocated only the amount of funds through
these approaches for fiscal year 2006 that would fund the projects through
the end of the fiscal year, and not the full 12-month cost which VA expects
to fund in fiscal year 2007. Because some of these allocations were made
in the later part of fiscal year 2006, these allocations were smaller than
they would be on a 12-month basis and accounted for part of the

$42 million not allocated. VA officials said they anticipated that these
funds would be available in fiscal year 2007.

Medical Center Officials
Reported Using
Allocations for Mental
Health Strategic Plan
Initiatives, but Were
Uncertain Whether All
Funds Allocated Would Be
Used for Plan Initiatives

Officials from seven medical centers we interviewed in May and June of
2006 reported using funds allocated to them through RFPs and other
approaches to support new 2006 mental heaith initiatives and to continue
to support the initiatives first funded in fiscal year 2005. For example, one
medical center used funding for a new mental health intensive case
management prograr. Officials at some medical centers reported that they
did not anticipate problems using all of the funds they had received in
fiscal year 2006. However, others were less certain they would be able to
use all of the funds. Officials at several medical centers were not sure they
would be able to hire all of the new staff related to mental health strategic
plan initiatives by the end of the fiscal year. In May 2006, officials at two
medical centers that we interviewed said that they did not know whether
they would receive additional funds through RFPs to spend in fiscal year
2006, and as a result they were uncertain whether they would be able to
use all of their fiscal year 2006 funds for plan initiatives by the end of the
fiscal year.

Concluding
Observations

Qur preliminary findings show that VA allocated additional resources for
mental health strategic plan initiatives in fiscal years 2005 and 2006 to help
address identified gaps in VA’s mental health services for veterans. VA
intended to allocate $100 million for plan initiatives in fiscal year 2005. The
allocations that were made resulted in some new and expanded mental
health services to address gaps, according to officials at selected medical
centers. However, approximately $12 million of the $100 million was not
allocated by any method and $35 million was allocated through VA's
general resource allocation system on a retrospective basis and without
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notifying networks and medical centers that resources for plan initiatives
had been allocated in the general allocation that networks received several
months earlier. Finally, some portion of the approximately $53 million that
was allocated directly to medical centers was not used for plan initiatives
in part because the timing of the allocation of the funds did not leave time
to hire needed staff by the end of the fiscal year. As a result, it is likely that
a substantial portion of the

$100 million intended for mental health strategic plan funds in fiscal year
2005 was not used for plan initiatives. A larger amount of the planned
mental health strategic plan funds was allocated in fiscal year 2006,
although as of September 20, 2006, about a fifth of the $200 million
planned for these initiatives was not allocated. However, it is unclear
whether medical centers will be able to spend all of the fiscal year 2006
mental health strategic plan funds for plan initiatives by the end of the
year, in part because of how late in the year the funds were allocated.

GAO Contact and
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ON
POST-TRAUMATIC STRESS DISORDER AND TRAUMATIC BRAIN INJURY

SEPTEMBER 28, 2006

Mr. Chairman and Members of the Subcommittee:

Thank you for affording The American Legion the opportunity to submit testimony on these very
important issues. A majority of the servicemembers who suffer from injuries such as Traumatic
Brain Injury (TBI) and Post-Traumatic Stress Disorder (PTSD) will require lifelong care, not just
from a clinical standpoint, but from the social aspect as well. Family members, too, must not be
forgotten. They are inextricably intertwined in the ongoing rehabilitative process of these
injured servicemembers and will themselves need training, counseling and care.

Post Traumatic Stress Disorder (PTSD)

The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) defines
PTSD as:

PTSD always follows a traumatic event that causes intense fear and/or helplessness in an
individual. Typically the symptoms develop shortly after the event, but may take years. The
duration for symptoms is at least one month for this diagnosis.

Symptoms include re-experiencing the trauma through nightmares, obsessive thoughts, and
flashbacks (feeling as if you are actually in the traumatic situation again). There is an
avoidance component as well, where the individual avoids situations, people, and/or objects that
remind him or her about the traumatic event (e.g., a person experiencing PTSD after a serious
car accident might avoid driving or being a passenger in a car). Finally, there is increased
anxiety in generai, possibly with a heightened startle response (e.g., very jumpy, startle easy by
noises).

Psychological treatment is considered the most effective means to recovery from PTSD, although
some medications (such as antianxiety meds) can help alleviate some symptoms during the
lreatment process.



103

Prognosis ranges from moderate to very good. Those with the best prognosis include situations
where the traumatic event was acute or occurred only one time (e.g., car accident) rather than
chronic, or on-going trauma (e.g., ongoing sexual abuse, war).

Servicemembers from past wars have long suffered the mental siresses of combat. From shell
shock, to battle fatigue to PTSD, veterans returning home have struggled through the process of
readjusting back to civilian life. What has changed over the ensuing vears is the
acknowledgement and treatment of traumatic stress.

Current research shows that the returning veterans from Operation Enduring Freedom and
Operation Iragi Freedom (OEF/OIF) suffer from a high percentage of mental health stresses to
include PTSD.

The all-volunteer operations in Iraq and Afghanistan differ form previous conflicts in that the
Reserve and National Guard make-up a higher percentage of those deployed; more women are
deployed and experiencing combat conditions; and more troops are married. These differences
present problems that heretofore were not addressed on the scale they present today. Reserve
and National Guard personnel return home and attempt to reintegrate back into their
communities without the direct assistance of the military support system that they have relied on
for many months. This dynamic presents a considerable challenge to the Department of
Veterans Affairs (VA).

National Guard and Reserve members are often lost in the transition from active duty to civilian
status. Of the veterans that have come home from OEF/OIF only about 30 percent have sought
care at VA. The remaining 70 percent may not realize that they are eligible for VA care and as a
result seek care somewhere else. VA must keep track of these veterans and provide effective
outreach to these troops upon their transition from the active duty ranks.

Providing Care

VA health care is highly regarded in the medical community and is considered the leader in
treatment of PTSD. Through myriad programs, both inpatient and outpatient, veterans receive
high quality mental health services.

VA’s outpatient services include mental health clinics’ day hospitals and day treatment centers.
These settings often times negate the need for extended inpatient care or intensive case
management. VA’s specialized PTSD programs exist in all 21 Veterans Integrated Services
Networks (VISNs) as well as PTSD Coordinators who not only facilitate PTSD services across
their respective VISN but also act as a liaison with the Mental Health Strategic Health Care
Group located in VA Central Office.

In December 2005, VA designated three new centers of excellence in Waco, San Diego, and
Canandaigua that are devoted to advancing the understanding and care of mental health illness.
Additionally, the VA’s budget request for Fiscal Year (FY) 2007 included nearly $3.2 billion for
mental health services. Part of these funds will be used to help VA continue their ongoing
efforts to implement the Mental Health Strategic Plan. The American Legion would like to
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emphasize the importance VA must place on the tracking of the mental health dollars. VA must
conduct vigilant oversight to ensure that these dollars reach the intended programs.

While there has been much attention on the treatment of PTSD, other mental health conditions
such as depressive disorder, acute reaction to stress and abuse of drugs or alcohol can be just as
devastating.

The American Legion has heard from some veterans on the difficulty of accessing VA mental
health services. While the Community Based Outpatient Clinics (CBOCs) are supposed to be
providing mental health services, many of these CBOCs are full and can no longer take new
patients. The American Legion is concerned that VA does not possess the capacity to handle the
new generation of veterans and the older veterans who still choose to receive their care at VA.

Outreach

The importance of a vigorous outreach program cannot be over emphasized. Effective outreach
is critical to ensuring needed mental health services are accessed in a timely manner. Outreach
conducted by VA and the Department of Defense (DoD) has improved considerably over the last
few years and The American Legion supports the continued focus on effective outreach. Current
outreach activities include:

Transition Assistance Programs and Military Briefings (TAP)
Reserve and Guard Briefings at the unit

Veterans Assistance at Discharge (VADS)

Letters to service members by the Secretary of VA

Letters to Adjutant General by Secretary of VA

Remote areas services and outreach

Mental Health Screening at unit

Vet Centers

Vet Centers are an invaluable resource to veterans and VA. Given the protracted nature of
current combat operations, the repeated deployments, and the importance of retaining
experienced combat service men and women in an all volunteer military, it is essential to
promote the readjustment of service men and women and their families. The mission of the Vet
Centers is to serve veterans and their families including professional readjustment counseling,
community education, outreach to special populations, work with community organizations, and
is a key link between the veteran and other services available within VA. Vet Centers are
located in the community and there are 209 throughout the country. 65% of the staff are
veterans, and of those, over 40% are combat veterans.

Vet Center staff assists thousands of veterans and family members through demobilization sites
and TAP briefings. The American Legion continues to be an unwavering advocate for the Vet
Centers and their most important mission. We believe the Vet Centers are central to the mission
of VA. The “veteran helping veteran” theme is a uniqueness of the Vet Center that has proven to
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be a very effective and successful model for returning combat veterans in need of mental health
services.

Early intervention such as that with the outreach efforts of the Vet Centers may help to mitigate
the more debilitating onset of chronic PTSD and will help in the transition process from active
duty to veteran status and ultimately reintegration into the community.

Traumatic Brain Injury

Traumatic brain injury (TBI) is generally defined by the medical community as a blow or jolt to
the head or a penetrating head injury that disrupts the normal function of the brain. Not all blows
or jolts to the head result in a TBL The severity of a TBI may range from “mild,” i.e., a brief
change in mental status or consciousness to “severe,” i.e., an extended period of unconsciousness
or amnesia after the injury.

TBI is considered to be a “signature wound” of the current war. TBI veterans face many
problems, similar to that of PTSD veterans. TBI is not easily diagnosed or identified in many
and can be missed because there are often no physical signs like those suffering from gunshot
wounds, amputations, etc. The American Legion has heard many stories of these veterans
“falling through the cracks” as a result of their “hidden wounds”.

TBI patients need special attention and may first present to psychiatry or a primary care clinic.
Proper screening of all veterans concerning their veteran status and exposure to blasts will
possibly help to identify a TBI patient earlier and get them the proper treatment. VA providers
must be sensitive to the military history of all the patients they see. It is what makes VA and its
health care so unique.

To address the growing needs of service members suffering from TBI and other blast trauma
injuries, VA has established various mechanisms designed to provide seamless transition from
the military’s system of care to the VA’s system of care for the service member and to provide
relief for family members who must assist the injured service member through rehabilitation.

VHA established four Polyirauma Centers in June 2005 to treat those with multiple severe
injuries. Each center has a social worker case manager and admission and follow-up Clinical
Case Managers. Each OEF/OIF combat veteran seeking care at a VA medical facility is assigned
a facility OEF/OIF case manager responsible for coordination of Veterans Health Administration
(VHA) services, Veterans Benefits Administration (VBA) services and education for the service
members and their families. A recent VA directive mandates that each facility select a point of
contact to receive and expedite referrals and transfers of care for active duty personnel who were
injured in a combat theater, as well as ensuring receipt of copies of military medical records from
the referring military treatment facility.

To enhance knowledge of those who treat patients with TBI, VHA created educational tools to
include a web-based module, regional training conferences facilitated by the War-Related Iliness
and Injury Study Centers, informational letters, and the web-based Veterans Health Initiative
independent study course on TBI.
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Other initiatives planned to promote seamless transition include: designating all VA medical
facilities TRICARE network providers; making additional funds available for Polytrauma VISN
sites to expand existing or establish new rehabilitation programs; establishment of a Quality
Enhancement Research Initiative for implementing best practices in polytrauma and blast
injuries; activation of a polytrauma call center (February 2006) to answer questions about
rehabilitation, follow-up care and benefits. The VHA also plans to develop a polytrauma patient
and family tool kit, and initiate a comprehensive polytrauma network to connect the four Lead
Centers with each other and their respective VISN sites to improve access to care closer to home
for the combat wounded veteran.

Since 2003, VA has gone through some growing pains with the transition process, the
polytrauma centers and coordination of information with DoD. They have also made great
strides in those areas over the last three years.

TBI Patients and Their Families

Families impacted by traumatic brain injury of a service member encounter overwhelming
obstacles. The TBI patient needs constant care physically and providing this care can cause
financial strain on the family. Because the patient may exhibit altered behavior as a result of the
injury, family members may have difficulty relating to the change in personality that may result.
Some TBI patients have no family to assist them through rehabilitation or recovery.

Even more tragic, while having to deal with all of the internal ramifications of the situation,
some families still struggle with obtaining proper coordination of services for the patient. As
highlighted in the July 12, 2006 report entitled Health Status of Services for Operation Enduring
Freedom/Operation Iraqi Freedom Veterans after Traumatic Brain Injury Rehabilitation
prepared by the VA Office of Inspector General, some problems experienced by patients and
families include inadequate or no communication with the case manager, lack of follow-up care,
and being forced to pay out of pocket for necessary treatment and medication

Family Involvement Through Qutreach and Education

The American Legion believes VA must try to incorporate the family into the patients care more
aggressively. VA listed family involvement as one of its top challenges in the transition process.

We also believe that intense outreach to both the servicemember and the family can be a very
effective tool in helping to mitigate long-term mental health consequences for veterans. The less
stressful the transition process is, the easier the adjustment period will be for both the family and
the veteran.

In July 2006, The American Legion, along with DoD, launched the “Heroes to Hometown”
program. At the national level, The American Legion signed a Memorandum of Understanding
(MOU) with DoD and established a presence at the Military Severely Injured Center at the
Pentagon. This office acts as a liaison to help those who are transitioning from the service to
link up with their local Legion post that will then assist them in their process. We believe that
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The American Legion post should be looked upon as a safe haven for the servicemember and
their family — a place of comrades who care.

Through this program many resources are brought together with the help of the post Hero
Transition Team (HTT). The HTT will facilitate the transition of the family and veteran back
into the community. Examples of resources available are the Family Readiness Groups (FRG)
contact list, VA claims and appointments, veterans’ benefits, home loans and more. Assistance
will be given in shopping, babysitting, transportation and other identified needs.

Additionally, the Washington State Department of Veterans Affairs, in conjunction with The
American Legion Department of Washington and the Auxiliary, is kicking off a training
conference called: Building the Veterans Community from the Inside Out: 4 Pathway
toward Developing Community Resources for Veterans and Their Families. This training is
designed especially for Veteran Service Organization (VSO) Auxiliary members. During the
conference training will be conducted on a variety of topics that include veterans’ benefits,
homeless services, new programs available for recently separated veterans, PTSD and Operation
Military Kids. This is an intense training and outreach event to try and educate the community
about veterans’ issues,

The American Legion would suggest that this type of training be expanded to include community
leaders such as mayors, Chamber of Commerce, the civilian medical community, law
enforcement and civilian mental health providers. Communities should be made aware of the
issues facing the veteran and his or her family and the impact of the returning veteran on a
community.

The care of these servicemembers does not stop once they return home. The American Legion is
taking an active role in helping to ease the burden for these servicemembers struggling to adjust
back into the community.

Again, thank you for this opportunity and we look forward to working with the Subcommittee on
these very important issues.
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INTRODUCTION

Mr. Chairman and members of the House Veterans Affairs Sub-Committee on Health, on
behalf of the Blinded Veterans Association (BVA), thank you for this opportunity to present
BVA's legislative concerns on this topic of Force and Veterans Health Emerging Trends. BVA is
the only congressionally chartered Veterans Service Organization exclusively dedicated to
serving the needs of our Nation’s blinded veterans and their families. This past year BVA has
developed increasing concern over improving VHA’s ability to provide the full continuum of
blind outpatient rehabilitative programs, but also increasing resources on the major crisis facing
the Department of Defense and the VA health care system, the issue of Traumatic Brain Injury
(TBI). BVA appreciated this hearing as an initial first step in working on improving the system.

As of January 14, 2006, the Department of Defense reported more than 11,852 returning
wounded had exposure to blast injuries, the most common IED’s, which is astounding number
when one considers the total of 19,989 traumatic injuries. TBI has become the “signature injury”
of Operation Iraq Freedom OIF and Operation Enduring Freedom OEF operations. Blast- related
injury in now the most common cause of trauma in Irag, a recent study found that 88% of
military troops treated at an echelon I medical unit in Iraq were from IED’s, and 47% of those
suffered TBI injuries. Data from screening of 7,909 Marines with the 1% Marine Division that
10% suffered from TBI related injuries ten months after returning from Iraq. At Fort Irwin, 1,490
soldiers were screened last May, and almost 12% of them had suffered concussions resulting in
mild to moderate TBI injuries.

More than 1,750 of the total TBI injured have sustained moderate enough TBI to result in
neurosensory complications, with epidemiological TBI studies finding that about 24 % have
associated visual disorders of diploma, convergence disorder, photophobia, ocular-motor
dysfunction, inability to interpret print, with some TBI’s resulting in legal blindness, and other
manifestations known as Post-Trauma Vision Syndrome (PTVS). BVA fully endorsed the
recent defense senate amendment with funding $ 19 million to continue this effort through the
Defense and Veterans Brain Injury Center (DVBIC) for FY 2007. According to a recent study by
researchers at Harvard and Columbia, it is estimated that the cost of medical treatment for those
service members with TBI will be at least $14 billion over the next twenty years.

BVA would like to stress to this Committee that in addition to the above, data compiled
between March 2003 and April 2005 found that 16% of all causalities evacuated from Irag
were due to direct eye injuries, and Walter Reed Army Medical Center has treated surgically
treated approximately 670 soldiers with either blindness or moderate to severe significant visual
injuries, and the National Naval Medical Center has lists of over 350 eye injuries requiring
surgery. Several of these service members have attended the ten VA Blind Rehabilitative
Centers, and others are in the process of being referred for admission but we fear many are mild
to moderate injuries are unaccounted for and lost in the DOD system. The Severely Injured
Service Center in July admitted to VHA representatives they have no central tracking system for
eye injuries or TBI. We had requested that GAO investigate and report to this Committee what is
being done about visual injuries and Seamless Transition back in February. It should be very
obvious to members of this committee that a new generation of visually impaired, low vision, or
blinded veterans are returning home from OIF and OEF both with unique TBI related visual
PTVS neurological injuries and direct eye trauma from IED’s and other blast related trauma.

22
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The lack of proper diagnosis and treatment of these TBI and associated visual conditions
may impair these veterans ability to perform basic activities of daily living, result in increased
unemployment, failure in future educational programs, adding more dependence on government
assistance programs, and resulting in depression and other psycho-social complications if early
detection and treatment are not initiated.

Perception plays a significant role in our ability to live life. It aids in providing information
about the properties in our environment, along with letting us act in relation to those properties.
In other words, our perceptions let us experience our environment and live within it. We perceive
what is in our environment by a filtered process that occurs through our complex neurological
visual system. Although all senses play a significant role, the visual system is one of the most
important. With various degrees of visual loss we are no longer able to clearly adjust and see our
environment, resulting in increased risk of injuries, loss of functional ability and unemployment.
Impairments range from loss in the visual field, visual acuity, to even a loss in the ability to
recognize faces. There are numerous ways one can acquire visual deficits, but one leading cause
is injury to the brain. Damaging various parts of the brain can lead to specific visual deficits.
Numerous cases have reported spontaneous recovery, however complete recovery is unlikely and
early intervention is critical. Current complex neuro-visual research is being examined in an
attermpt to improve the likelihood of recovery. The training of certain areas has been found to
improve vision deficits in some disorders, but again, the extent of recovery is limited and may
require long term follow-up with specialized adaptive devices and prescriptive equipment.

The brain is the most intricate organ in the human body, and the visual pathways within the
brain are also very complex. Due to the interconnections between the brain and visual system,
damage to the brain can bring about various cerebral visual disorders. The visual cortex has its
own specialized organization, causing the likelihood of specific visual disorders if damaged. The
occipitotemporal area is connected with the "what" pathway. Thus, injury to this ventral pathway
leading to the temporal area of the brain is expected to affect the processing of shape and color.
This can make perceiving and identifying objects difficult. The occipitoparietal area (posterior
portion of head), is relative to the "where" or "action” pathway. Injury to this dorsal pathway
leading to the parietal lobe will increase the likelihood of difficulties in position (depth
perception) and/or spatial relationships. In cases of injury, one will find it hard to determine an
object's location and may also discover impaired visual navigation. The most frequent causes for
brain injury have been found to be strokes, trauma, and tumors. Also, it is highly unlikely that a
person with TBI injury will only have one visual deficit, but usually a combination of them due
to the complexity of the organization between the visnal pathway and the brain. The most
common cerebral visual disorder after brain injury involves the visual field loss. The loss of
peripheral vision can be mild to severe enough to result in legal blindness.

BVA recommends that by encompassing the full spectrum of visual impairment services;
Blind Rehabilitative Outpatient Specialists (BROS), Visual Impairment Center To Optimize
Remaining Sight (VICTORS) a specialized Low Vision Optometry program, and the Visual
Impairment Services Outpatient Rehabilitation Program (VISOR) all these various outpatient
programs could screen those service members with high risk or history of TBI for neurological
visual complications that might otherwise be undiagnosed. The need for timely implementation
of the full continuum of outpatient services for all visually impaired veterans is now.

-3
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Blind Rehabilitative Centers

Blind Residential Centers (BRC) provide the most ideal environment to maximize a blinded
veteran’s to acquire the essential adaptive skills to overcome the many social and physical
challenges of blindness, especially with the OIF and OEF service members, but the full
continuum of outpatient services are required for the optimization of treatment. The BRC
becomes even more important for many of these blinded service members because they suffer
from multiple trauma’s including Traumatic Brain Injury, Amputations, and other sensory loss.
The BRC can bring the entire array of specialty care to bear on these severely wounded service
members optimizing their rehabilitation outcomes and allowing for successful reintegration with
their families and communities. Mr. Chairman, there is no better environment to facilitate the
emotional adjustment to the severe trauma associated with the fraumatic loss of vision and to
provide comprehensive initial blind rehabilitation but follow-up in outpatient settings must exist
and these centers need additional directed funding to bring staffing levels up to required levels.

Visual Impairment Services OQutpatient Rehabilitation (VISOR)

This highly successful outpatient nine-day rehabilitation program called Visual Impairment
Services Outpatient Rehabilitation Program (VISOR) offers screening, plus skills training,
orientation and mobility, and low vision therapy. This new approach combines the features of a
residential program with those of outpatient service delivery. A VIST Coordinator, with low
vision credentials, manages the program. Staff consists of certified BROS Orientation and
Mobility Specialists, Rehabilitation Teachers and Low Vision Therapists. The costs associated
with expanding these new cost effective outpatient rehabilitation 12 VISOR programs would be
$5.,474,733 for the initial year, but annual recurring costs to maintain these 12 VISOR programs
would be $4,700,883. This recurring cost works out to $427,353 per VISOR facility for all
staffing, equipment office supplies, and training.

Visual Impairment Center To Optimize Remaining Sight (VICTORS)

Another important model of service delivery that does not fall under VA Blind Rehabilitation
Service is the VICTORS program. The Visual Impairment Center To Optimize Remaining Sight
(VICTORS) is an innovative program operated by VA Optometry Service and also has been
successful for over 15 years. This is a special low vision program designed to provide low vision
services to veterans, who, though not legally blind, suffer from any visual impairments.
Generally, veterans must have a visual acuity of 20 over 70 or less to be considered for this
service. This typically is a very short (five-day) inpatient program wherein the veteran
undergoes a comprehensive low vision evaluation. Appropriate low vision devices are then
prescribed, accompanied by necessary training with the devices. VICTORS programs can be
established in any VAMC outpatient eye clinic area. The Low Vision Optometrists found in
these VICTORS programs are ideal for the specialized skills necessary for assessment, diagnosis,
treatment, and management of those service members with TBI or other Low Vision injuries as
discussed before. The Palo Alto VA Poly Trauma Center and Eye Clinic already initiated
screening of TBI veterans. BVA recommends eight new VICTORS programs in FY 2007 are
urgently needed and should be implemented to meet the growing demands from this war.
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Programs such as VICTORS and VISOR are cost effective programs for screening,
diagnosis, treatment, and follow-up of high need much-focused TBI population. BVA
recommends these services should be fully funded by VHA initially. Our concerns are especially
relevant now that younger OIF and OEF veterans are going to be needing referral for low vision
services and these individuals will clearly need initially these additional outpatient diagnostic
and freatment programs.

OVERSIGHT

The priority should be to ensure that VHA has the ability to provide the full scope of
preventative and acute care services. The expansion of the blind and low vision specialized
services provided by VHA are critical now to meet the demands from the OIF and OEF injuries,
with TBI to maximize independence and prevent costly misdiagnosis. These critical new Low
Vision and Blind outpatient programs must be funded. Mr. Chairman the TBI injury situation
and the associated impact in terms of visual complications and blinded veterans being lost in the
Seamless Transition process are already occurring. Again, the BRC’s, BROS, VISOR, and
VICTORS programs are now even more essential in screening, diagnosis, treatment, and follow-
up for the OIF and OFF service members returning with a wide variety of visual injuries and
neurological complications associated from TBI .

CONCLUSIONS:

Mr. Chairman, thank you for this opportunity to present our testimony for the record, BVA
is extremely concerned that blinded veterans and service members from OIF and OFEF are not
able to have the full continuum of services discussed here today. The future strength of our
Nation depends on the willingness of young men and women to serve in our military, and that
depends in part on the willingness of our government to meet its obligation to them as veterans.
Waiting will only increase the problems and expenses associated with this erisis. There are many
things in life we take for granted, however, vision, along with its complexity, are probably the
least recognized and understood. Without vision and visual perception, the environment would
be nothing but sensation, sounds, and smells, and with TBI often these other senses are damaged
along with associated mental health complications of depression. Despite the fact that studies
have shown that some spontaneous recovery of cerebral visual impairments does occur, it is not
likely to be complete. Specific training and rehabilitation have been focused on individual
functions, allowing for more recovery, but much more research and help is needed. Other goals
include the expansion of rehabilitative research services and public awareness. Vision loss is an
extremely important issue, and hopefully with our advanced technology and research, we will
one day be able to provide effective, long-lasting rehabilitative services to those who are visually
impaired as a consequence of TBL

Recommendations:
1. Authorize the $ 9.4 million in additional funding for the expansion of the VISOR and
VICTORS programs as outlined in this testimony and based on VHA documents, support
the MILCOM/ VA Senate appropriations amendment with appropriations for FY 2007.
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2. Support the $ 19 million for the Defense and Veterans Brain Injury Center (DYBIC) for
FY 2007 as adopted in the Senate Defense authorization amendment. BVA believes that
Congress should ensure high quality ongoing screening of those at risk of TBI by there
previous exposure history. Education of DOD and VA primary clinical medical staff on
the identification, history, diagnosis, and appropriate consultation management of the
TBI service member, and increased support for vital research, and enforce mandatory
tracking for service members who have sustained a TBI diagnosis.

3. Direct VHA to identify strategies to develop research of TBI service members and
veterans from OIF and OEF and authorize $4 million for Post-Trauma Vision
Syndrome (PTVS) proposed research with the VA/ DOD Traumatic Brain Injury
Optometric Rehabilitation Program for Walter Reed Amy Medical Center and Selected
Department of Veterans Affairs Facilities.

4. Passage of H.R. 3579 is essential to provide the health care necessary to our blinded
veterans, and the benefits for those with legal blindness.

DISCLOSURE OF FEDERAL GRANTS OR CONTRACTS

Blinded Veterans Association
The Blinded Veterans Association does not currently receive any money from federal contract or
grant. During the past two years BVA has not entered into any federal contracts or grants for any
federals services or governmental programs.

The Blinded Veterans Association is a congressionally chartered non-profit membership
organization and is an IRS 501-C-3 non-profit organization.

Mr. Thomas Zampieri Ph. D. is a graduate of Hahnemann University Physician Assistant
Program in June 1978, obtained his BS degree from State University of NY, and graduated with
a Master’s in Political Science from University St. Thomas in Houston, May 15, 2003,
Completed his Ph. D. dissertation from Lacrosse University in Political Science January 16,
2006, and is employed, as the National Director of Government Relations for the Blinded
Veterans Association since April 22, 2005. He worked a clinical physician assistant for over 24
years prior to his blindness.

He served on active duty in the U.S. Army from 1972 to 1975 as an army medic, after PA school
was Commissioned August 1978 as Warrant Officer reaching Chief Warrant Office CWO-3,
before being Commissioned as Major in July 1998, he served from September, 1978 until
August, 2000 as Army National Guard PA, retiring at the rank of Major. During this time, he
was involved in several military medical training programs and schools, and was a graduate of
the Army Flight Surgeon Aero-Medical Course at Fort Rucker in 1989, and the AMEDD
Advanced Officer Course at Fort Sam Houston Texas in 1992. During this time from 1983 to
2001 he worked as surgical physician assistant in two different VA facilities in Richmond VA,
and Houston Texas.
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STATEMENT OF
JOY J. ILEM
ASSISTANT NATIONAL LEGISLATIVE DIRECTOR
OF THE
DISABLED AMERICAN VETERANS
BEFORE THE
COMMITTEE ON VETERANS’ AFFAIRS
SUBCOMMITTEE ON HEALTH
UNITED STATES HOUSE OF REPRESENTATIVES
SEPTEMBER 28, 2006

Mr. Chairman and Members of the Subcommittee:

Thank you for inviting written testimony by the Disabled American Veterans (DAV), on
behalf of our 1.3 million members, concerning active duty service members and veterans who may
be suffering from Post Traumatic Stress Disorder (PTSD) or Traumatic Brain Injury (TBI). We are
pleased the Subcommittee is examining the current data and treatment trends for PTSD and TBI to
ascertain what initiatives are currently underway to mitigate long-term mental health consequences
for these veterans. Also, we are mindful of emerging literature strongly suggesting that even “mild”
TBI patients may have long-term mental and medical health consequences, a matter that we hope
will be of rising interest to the Subcommittee as well.

This testimony will discuss the variety of specialized mental health programs administered by
the Department of Veterans Affairs (VA), with a focus on the quality and availability of those
programs to support the needs of older veterans as well as younger and newer veterans now returning
from military service. The testimony also will review our concerns about the long-term obligations
of VA in the care (including mental health care) and rehabilitation needs of our newest veterans who
have been severely wounded with TBI.

Many DAV members have experienced catastrophic disabilities as a result of their military
service and are war-wounded veterans of major conflicts, including World War I1, Korea, Vietnam,
the Persian Guif War and the current wars in Afghanistan and Iraq, among other U.S. military
engagements. Therefore, the government’s responsibility to provide appropriate health care services,
including mental health services, to veterans suffering from PTSD and TBI, is very important to
DAV members as well as the American people in general.

Without question, the Veterans Health Administration (VHA) has the most comprehensive
mental health programs in the nation to treat veterans with readjustment issues stemming from
military combat including combat stress, and acute and chronic PTSD. The VHA is home to a cadre
of highly skilled clinicians and researchers who specialize in and are dedicated to helping veterans
deal with the unique mental health challenges they face as they return to civilian life from a military
combat theater. For these reasons, the Department of Defense (DoD), the VA and Congress must
remain vigilant to ensure that federal mental health programs are sufficiently fanded and adapted to
meet the unique needs of the newest generation of combat service personnel and veterans, as well as
continue to address the needs of our older veterans with PTSD and other combat-related mental
health issues.

Historically, VA has had a special obligation to veterans with mental health challenges, given
both the prevalence of mental health and substance-use problems among veterans and the high
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numbers of those whose illnesses were of military service origin. Although mental health services
are a major component of VA health care, internal VA funding to underwrite a robust mental health
program has been a continuing struggle similar to that which has been well documented and
publicized in private sector health care.

Issues Affecting Our Newest Generation of Combat Veterans

The ongoing wars in Iraq and Afghanistan are difficult, dangerous assignments for American
troops, whether they are regular active duty members, Reserve or National Guard. Adding to the
stress, many service members have served multiple tours of duty in Operations Enduring and Iraqi
Freedom (OEF/OIF). These soldiers, sailors, airmen and marines, along with their families, are
making extreme sacrifices so that this nation can free the world from terrorism.

The VA and DoD are well aware that combat veterans of OEF/QIF are at high risk for PTSD
and other mental health problems. The 2006 study conducted by Colonel Charles Hoge, MD of the
Walter Reed Military Research Institute, published in the Journal of the American Medical
Association, evaluated relationships between combat deployment and mental health care use in the
first year following return from the war, lessons learned from the post deployment mental health
screening efforts, correlation between screening results and use of mental health services, and
attrition from military service.

The study found that 19 percent of soldiers and marines who had returned from Iraq screened
positive for a mental health problem, including PTSD, generalized anxiety, and depression. Col.
Hoge reported that mental health problems recorded on the post deployment self-assessments by
military service members were significantly associated with combat experiences and mental health
care referral and utilization. Thirty-five percent of Iraq war veterans had accessed mental health
services in the year after returning home, with 12 percent diagnosed with a mental problem.
According to study findings, mental health problems remained elevated at 12 months post
deployment among soldiers prepanng to return to Iraq for a second deployment. Col. Hoge
concluded that although OIF veterans are using mental health services at a high rate, many soldiers
with mental health concerns do not seek help, due to stigma and other barriers. Hoge reported
finding that service members resisted care because of personal concerns over being perceived as
weak—or having a negative impact their military careers. Finally, Col. Hoge noted that the high use
rate of mental health services among veterans who served in Iraq following deployment illustrates
the challenges in ensuring that there are adequate resources to meet the mental health needs of this
group, both within the military services themselves and in follow-on VA programs.

We also see increasing trends of health care utilization among OEF/OIF veterans in the VA
health care system. As of July 2006, according to VA, within the 588,923 OEF/OIF veterans who
have separated from service, 184,524 have sought VA health care. VA reports that veterans of these
current wars contact VA with a wide range of possible medical and psychological conditions,
including mental health issues such as adjustment disorder, anxiety, depression, PTSD and the effects
of substance abuse (to date, nearly 64,000 of these individuals have sought care for one of the above-
noted mental health conditions or been provided a provisional mental health diagnosis). The VA has
intensified its outreach efforts to OEF/OIF veterans and reports that the relatively high rates of health
care utilization among this group reflect the fact that these veterans have ready access to VA health
care following separation from service for problems possibly related to their wartime experiences.
VA estimates that over 109,191 veterans of Iraq and Afghanistan wars will be seen in VA facilities in
2007 (1,375 fewer than it expects to see in 2006). With increased outreach and internal mental health
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screening efforts underway we are concerned that VA’s estimates are low and could result in a
shortfall in funding necessary to meet probable increasing demand.

We recognize the many challenges that combat veterans face upon returning home to their
families and communities. Some have been able to move forward with their lives following a normal
and expected readjustment period. Others have experienced persistent and significant mental health
and maladjustment issues related to their military experiences, resulting in personal and family crisis,
job loss, new claims for VA service-connected disability compensation and other mental health
consequences.

Most experts believe the problem of PTSD has been with us throughout the history of
warfare. In the nineteenth century, PTSD was termed “war weariness,” and in the twentieth century,
it was known as “shell shock,” and later “battle fatigue.” In 1980, the American Psychiatric
Association added PTSD to the third edition of its Diagnostic and Statistical Manual of Mental
Disorders (DSM-IIT).

Regrettably Mr. Chairman, even today in the face of an abundant research portfolio of over
25 years, and with the full acceptance of the validity of PTSD by all American mental health
authorities, insurance regulators and the federal government, a small minority of health policy
analysts and clinicians has questioned PTSD in its chronic manifestation as a valid psychiatric
diagnosis. Others argue that by financially compensating veterans for the disabling effects of chronic
PTSD, VA is contributing to the problem by paying people to “stay sick” and exacerbating the
challenges of clinical care that would improve these veterans® health. We believe that concern
erroneously assumes that a veteran who has experienced a personal and traumatic event in a combat
deployment later would be willing to embrace a label of chronic mental illness—with the stigma
many in society still apply to the mentally ill—for the express purpose of receiving VA disability
compensation. This argument also suggests either that these veterans have the internal strength to
“will away” their disabilities when needed, or they are committing a fraud against the government.
The argument also seems to expose a potential prejudice against health problems that result from
psychological trauma as opposed to those that come from physical trauma-—possibly suggesting
another type of stigma. Leading experts on PTSD have cited objective data from recognized research
to refute suggestions that substantial numbers of veterans with chronic PTSD discontinue their VA
treatments to keep their distressing symptoms active for the purpose of remaining disabled and
receiving disability compensation.

At a memorable hearing before this Subcommittee on March 11, 2004, a vigorous debate
occurred among a number of witnesses who are experts in the field of PTSD. We believe Dr.
Thomas Horvath, Chief of Staff at the Michael Debakey Veterans Affairs Medical Center in
Houston, Texas, encapsulated in his remarks the essence of that discussion, as follows:

“To this day, some people confuse 2 set of political and cultural attitudes, the post-Vietnam
syndrome, with a clinically coherent, statistically valid diagnostic entity, Code 309.81, 308.3 of
DSMIV, which is triggered by a range of catastrophic stressors, including combat, ambush,
carnage and rape. Yet to this day, many people regard this PTSD as a weakness, a yellow streak,
and not the red badge of courage. This despite CT scan findings of the shrinking of a part of the
brain involved in emotion and memory, which correlates with combat intensity scores. This
despite persistent biochemical changes which eventually lead to higher rates of cardiovascular
disease and of mortality in general, shown in World War Il veterans, POWs and Holocaust
survivors. PTSD is a persistent biclogical condition that maims the body as well as the mind. It
correlates with combat intensity. But unit cohesion and warm homecoming support partly protects
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from it. Regrettably, the VA 30 years ago did not provide these. However, we’ve come a long
way. Twenty-five years ago we had no PTSD services, no [Vlet [Clenters, no homeless programs.
We did, however, have a set of substance abuse services that we no longer have. Still, the growth
of PTSD programs has been gratifying, but not quite enough for the demand. These demands will
now increase, especially by the many reservists who on their return from overseas are judged
[RPGs] (unintelhigible) while nation building, will be eligible for the VA. But PTSD is only one
of the consequences of stress: Suicide, unexplained physical illness, depression, even the
precipitation of psychoses and addictive disorders or others.

Overall, we are pleased with the direction VA has taken and the progress it has made with
respect to its mental health programs. We are also pleased that DoD acknowledged it needs to
conduct more rigorous pre-and post-deployment health assessments with military service personnel
who are serving in combat theaters, and is working to improve collaboration with VA to ensure this
information is accessible to VA clinicians in real time through electronic medical records transfer.
Likewise, VA and DoD are to be commended for attempting to deal with the issue of stigma and the
barriers that prevent service members and veterans from seeking mental health services when
needed. Although we recognize and acknowledge DoD and VA's efforts—we are far from the
universal goal of “seamless transition.” Several months ago, the federal Health and Human Services
Substance Abuse and Mental Health Services Administration sponsored a teleconference, “Stigma in
the Military: Strategies to Reduce Mental Health Stigma among Veterans and Active Duty
Personnel.” The following statement associated with that event, sums up clearly our concern about
the ongoing challenges we face in addressing the needs of our newest generation of combat veterans:

The impact of military reality on individual mental health is complicated further by the
pronounced stigma associated with mental illness within military communities, Service
members frequently cite fear of personal embarrassment, fear of disappointing comrades,
fear of losing the opportunity for career advancement, and fear of dishonorable discharge
as motivations to hide the symptoms of mental illness from colleagues, friends and
family. This silence and the attitudes and perceptions perpetuating it pose a significant
challenge to those charged with making sure that the United States’ fighting force is
improving itself and taking care of its own members.

All of the challenges mentioned here will require an unprecedented level of interagency
cooperation. We recommend VA work more effectively with DoD to ensure it establishes a seamless
transition of early intervention services to help returning service members from Iraq and Afghanistan
combat to obtain effective treatment and follow up services for war-related mental health problems.
Currently, once a service member departs from military service, he or she is eligible to receive cost-
free health care and readjustment services through VA for any conditions related to their combat
service for two years following active duty. Given the sometimes delayed onset or recognition of
mental health symptoms related to TBI and PTSD, we believe this period should be extended to five
years. Nevertheless, we believe with proper resources, clearly defined goals and determination to
overcome institutional and social barriers our government can fulfill its commitment to providing the
best care available to service members and veterans with mental health problems.

VA’s Specialized Mental Health Programs for PTSD

VA provides readjustment counseling in 207 community-based “Vet Centers” located in all
50 states. Vet Centers provide a consumer-friendly, non-threatening environment for veterans in
their communities, and offer a variety of services including counseling for veterans exposed to war
trauma; those who were sexually assaulted during military service; and, those who need family
counseling, community outreach, education, and social services. According to VA, in 2006, Vet
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Center programs have experienced rapidly increasing enrollment in their programs. VA also
operates a network of more than 190 specialized PTSD outpatient treatment programs in all 50 states,
including 162 specialized PTSD Clinical Teams. In addition, VA has 33 specialized inpatient units
for brief stays and long-term treatment and five outpatient Women’s Stress Disorder and Treatment
Teams.

In 1989, VA established the National Center for Post-Traumatic Stress Disorder, as a focal
point to promote research into the causes and diagnosis of this disorder, to train health care and
related personnel in diagnosis and treatment, and to serve as an information clearinghouse for
professionals. The Center offers a monthly 5-day clinical training program to VA clinical staff, and
maintains a web site (www.ncptsd.va.gov) with information about trauma and PTSD. The web site
includes documents such as the Iraq War Clinician Guide to help clinicians diagnose and treat
veterans returning from Operation Iraqi Freedom. Last year, the Center provided a guide for military
personnel titled: Returning from the War Zone. This guide discusses common experiences in
combat, post-deployment readjustment issues including the primary symptoms of PTSD, as well as
other common stress reactions such as depression, anger, aggressive behavior, alcohol and drug
abuse, shame, guilt, and suicidal ideation. The Center also offers guidance on effects of PTSD on
family and work, and notes treatment modalities and common therapies used to treat PTSD.
Included in the guide is a checklist of trauma symptoms for self-assessment, eligibility requirements
for VA services and guidance for seeking further help.

Although VA has made a concerted effort to improve and expand access to mental health
services at its community-based outpatient clinics (CBOCs), such services are still not readily
available at all community sites. Likewise, we have been concerned about the decline in availability
of VA substance-use disorder programs of all kinds, over time, including virtual elimination of
detoxification treatment beds. Although additional funding has been dedicated to improving capacity
in some programs, VA mental health providers continue to express concerns about inadequate
resources to support, and veterans’ rationed access to, these specialized programs. Based on current
mental health utilization rates of OEF/OIF veterans, we agree with Dr. Frances M. Murphy, M.D.,
M.P.H., Deputy Under Secretary for Health Policy Coordination, in her statement on March 29,
2006, before the former members of the President’s New Freedom Commission on Mental Health,
that, “taken in combination, the findings of Hoge et al and the latest VA data suggest that substance
abuse and the associated resources demands may be significantly higher than originally estimated.”

President’s New Freedom Commission on Mental Health

We are pleased that following the release of the report of the President’s New Freedom
Commission on Mental Health in July 2003, VA undertook an unprecedented, critical examination of
its mental health programs. Like other institutions providing mental health care, VA found that it
tended to focus on managing symptoms, rather than aiding patients’ recovery and restoration. The
New Freedom Commission found that many people with mental illness can regain productive lives,
and the effort provided the President and the government a bold new blueprint for system change
based on the goal of recovery. VA leaders learned the importance of achieving the mental health
system change the Commission envisioned and developed an agenda for realizing that goal. The VA
established a National Mental Health Strategic Plan as an outgrowth of the President’s New Freedom
Commission report, and has committed $100 million annually to its implementation. Unfortunately,
we understand that VA’s internal policy on funding certain new initiatives to address gaps in services
related to psychosocial rehabilitation and recovery oriented services included in the National Mental
Health Strategic Plan will be limited to only two years. The expectation is that this “seed money”
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provided to specific nitiatives will generate sufficient creditable patient care workloads through
VA'’s internal resource allocation system so that further centrally funded earmarks will not be
necessary after the first two years. This is an untested concept that may dampen local interest in
proposing or embracing these new initiatives. If a VA medical center director believes thata
centrally controlled earmark is temporary, there may be temptation to limit activity in that program
once the earmarked funding is no longer available. This two-year funding policy bears close scrutiny
from mental health advocates and your Subcommittee, Mr. Chairman.

Under former VA Secretary Anthony J. Principi’s leadership, the transformation that is now
underway in VA mental health service delivery—built on an understanding that veterans with mental
disorders can recover and lead productive lives—is vitally important to keeping faith with VA’s
obligations to America’s veterans. We have urged current VA Secretary James Nicholson to follow
Secretary Principi’s example and maintain mental health reform as a major priority in his term of
office. We are also encouraged that Dr. Ira Katz, a noted clinician-scholar in gero-psychiatry with a
significant professional history in VA’s Mental Ilness Research, Education and Clinical Center in
Philadelphia, has assumed the key position of VA’s Chief Consultant in Mental Health. Dr, Katz
fully embraces the New Freedom Commission concepts and is beginning a number of new initiatives
that we believe will improve the lives of disabled veterans.

‘While VA and Congressional leaders have taken important initial steps to move VA toward
better care for veterans with mental health problems, many serious challenges still face the VA
system. Clearly, any transformation or major change—from eliminating the longstanding variability
in VA mental health care to changing its mission from symptom-management to recovery—will take
sustained leadership and support on the part of VA and Congress. Mr. Chairman, we urge your
Subcommittee to play a strong oversight role in monitoring VA’s work in mental health reform, and
to help give VA the tools and resources it needs to achieve these worthy goals.

Mr. Chairman, in what should be a shared journey, VA must do its part to sustain VA mental
health care 25 a high priority. The system must continue to improve access to specialized services for
veterans with mental illness, PTSD, and substance-use disorders commensurate with their prevalence
and must ensure that recovery from mental illness, with all the positive benefits this brings to
veterans, their families and to our society, becomes the guiding beacon for VA mental health
planning, programming, budgeting and clinical care. The DAV is committed to ensuring that the
military and VA health care systems remain capable of receiving wounded veterans, whether they are
active duty, Guard or Reserve, and can provide the highest quality and level of services to restore
them, irrespective of the nature of their injuries.

Traumatic Brain Injury in Southwest Asia

With all the challenges we face in addressing the unique mental health concerns of our
nation’s veterans, it is clear that there are many professionals, certainly including Dr. Horvath quoted
above, who are dedicated to improving the lives of this newest generation of war-disabled veterans.
We were pleased that the Committee on Care of Veterans with Serious Mental Illness, in its Ninth
Annual Report to VA’s Under Secretary for Health, included a new recommendation concerning
OEF/OIF veterans suffering from TBI, a serious condition resulting from physical trauma to the skull
that damages the brain’s structure and function. The Committee supported additional research in this
critical area and noted that brain injuries may cause symptoms that mirror those of mental illnesses,
and that it is important to recognize that the effects of this type of trauma may have a delayed onset
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and be difficult to recognize. We fully support the Committee’s recommendation for the VA Mental
Health Strategic Health Care Group in VA Central Office to lead the development of an initiative to
address the mental health needs of veterans with TBL

Mr. Chairman, it has been said that TBI-—caused by improvised explosive devices (IED),
exploding mortars or artillery, military vehicle accidents, suicide bombers, gunshot or shell fragment
wounds, falls, “friendly fire,” and other traumatic injuries to the brain and upper spinal cord-—may be
the signature injury of this, our latest war. Many of the current war’s TBI wounded result from blast
injuries or powerful bomb detonations that severely shake or compress the brain inside the skull,
often causing devastating and permanent damage to those brain tissues. Many service members who
suffer skull, neck and facial injuries also experience moderate or severe brain injury, but other milder
forms of TBI are sometimes not immediately detectable. It is very possible that many mild brain
injuries and concussions have gone undiagnosed or that symptoms for others will surface later, as
these veterans return to civilian life. The influx of OEF/OIF service members returning with brain
trauma has increased opportunity for research into the evaluation and treatment of these injuries;
however, this raises the question of the number of older veterans of past conflicts who may have also
suffered similar injuries that went undetected, undiagnosed and untreated.

We believe more research into the long-term consequences of brain injury and best practices
in its treatment are needed and are warranted by VA. Individuals suffering brain injury ofien present
with complex, difficult and unique psychological and physiological pictures requiring a cadre of
specialists to manage their medical and psychological care and rehabilitation. Most severely injured
service members will require extensive rehabilitation and life-long personal and clinical support,
including neurological and psychiatric services, physical, psychosocial, occupational and vocational
therapies. Currently VA has designated facilities in Minneapolis, Palo Alto, Richmond, and Tampa
as TBI “Lead Centers” to provide the full spectrum of TBI care for patients suffering moderate to
severe brain injuries. Additionally, VA is expanding similar activity to other facilities in each of its
Veterans Integrated Service Networks (VISNs) for follow-up care of TBI patients referred from the
four lead centers.

Although VA has initiated new programs and services to address the needs of TBI patients—
there are still gaps in services. The VA’s Office of the Inspector General (OIG) issued a report July
12, 2006, titled Health Status of and Services for Operation Enduring Freedom/Operation Iragi
Freedom Veterans after Traumatic Brain Injury Rehabilitation. The report assesses health care and
other services provided for VA patients with traumatic brain injury, and then examines their status
approximately one year following inpatient rehabilitation.

The report found that there was room for improvement and that better coordination of care was
needed to enable veterans to make a smoother transition between DoD and VA health care services.
The report called for additional assistance to immediate family members of brain-injured veterans,
including additional caregivers and improved case management. According to the report, the goal of
achieving optimal function of each individual requires further inter-agency agreements and
coordination between DoD and VA, We agree that the true measure of success is the extent to which
those severely injured veterans are able to re-enter society or, at minimum, achieve stability of
function at long-term care facilities or in their homes.

We are pleased that the VA has designated TBI as one of its special emphasis programs and is
committed to working with DoD to provide comprehensive acute and rehabilitative care for veterans
with brain injuries. We are also encouraged that VA has responded to the growing demand for
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specialized TBI care and, fulfilling the requirements of Public Law 108-422, and established four
Polytrauma Rehabilitation Centers (PRCs) that are now co-located with the existing TBI Lead
Centers. However, we are especially concerned about whether VA has addressed the long-term
emotional and behavioral problems that are often associated with TBI, and the devastating impact it
has on veterans and their families. As noted in the July report, “these problems exact a huge toll on
patients, family members, and health care providers.” The following excerpt from the OIG report is
especially telling of the challenges we face in ensuring these veterans and their families get the care
and support services they need:

In the case of mild TBI, the [veteran’s] denial of problems which can accompany damage to certain
areas of the brain often leads to difficulties receiving services. With more severe injuries, the
extreme family burden can lead to family disintegration and loss of this major resource for patients.

The OIG conducted interviews with 52 patients to assess four areas: general well-being,
functional status, social adjustment and behavior, and access to health care services. There were
several key issues identified by patients and families we believe warrant action by VA and further
oversight by this Subcommittee:

» Patients and families highlighted the importance of case managers in facilitating care but
reported significant variances in the effectiveness of case managers, rating them from
“outstanding” to “poor.” One family member interviewed indicated she did not have the help
she needed to navigate the VA health care system and had to purchase items out-of-pocket
for necessary equipment and services for her son.

*  Access to care due to distance from a VA facility was perceived as a barrier for one family
and patients living in remote areas found it more difficult to access the specialty care they
needed

¢ One veteran interviewed reported significant problems with discharge planning when she left
VA’s TBI center. One caregiver reported running out of medications and that they had not
received needed therapy or an appointment for follow-up care,

¢ Some spouses who worked feared they would lose their jobs due to the demands of caring for
their loved ones. Some families received the psychological support they believed they
needed while others reported they did not.

* Spouses and parents reported feeling isolated and suggested the need for a support network
for affected families.

¢ Many patients interviewed reported difficulty with behavioral problems including memory
loss, disruptive acts, depression and substance abuse-—common problems associated with
TBI Issues with anger, community reintegration and socialization were also reported.

To address some of these issues, we are pleased that VA requires a case manager be assigned
to each OEF/OIF veteran seeking treatment at a VA medical facility. The case manager facilitates
communication and coordination of VHA services, including benefits, education and health care
services. Additionally, VA has created liaison and social work positions at DoD facilities to assist
injured service members with transition to veteran status and help in accessing VA health care
services and benefits. We commend VA for its outreach to these new veterans and for trying to
improve the knowledge and skills of VA clinicians through educational initiatives defining the
unique experience of this newest generation of combat veterans. We acknowledge VA’s dedication
and commitment to meeting the needs of veterans with TBI through high quality services at its
polytrauma and TBI Lead Centers, for ongoing research into this debilitating injury and establishing



122

effective services with academic and military affiliates to fill gaps in services where they are
observed.

Unfortunately, in interviewing case managers, the OIG found continued problems related to:
transfer of medical records from referring military facilities, difficulty in securing long-term
placements of TBI patients with extreme behavioral problems, limited ability to follow patients after
discharge to remote areas, poor access to transportation and other resources, and inconsistency in
long-term case management for some TBI patients. The report found that while many of the patients
they assessed had achieved a substantial degree of recovery, “...approximately half remained
considerably impaired.” Also noted was the difficulty of obtaining appropriate specialized services
even on a fee basis for veterans living in geographically remote areas. It is also notable that VA TBI
patients, when compared to a matched group of non-VA patients, had longer times from date of
injury to entry into rehabilitation. The report concluded that improved coordination of care is
necessary between agencies, including transfer of medical records, and that families need additional
support in the care of TBI patients.

OIG recommendations included: improving case management for TBI patients to ensure
lifelong coordination of care; improving collaborative policies between DoD and VA, starting new
initiatives to support families caring for TBI patients; and ensuring that rehabilitation for TBI
patients is initiated by DoD when clinically indicated. It is encouraging that VA concurred with the
above-noted recommendations and reported it is revising its policies in response to the report.

Finally, we agree with the OIG that specific management approaches for TBI may be
necessary but that supporting these patients for a lifetime of care will be the real challenge for VA.

Closing

Without question Americans are united in agreeing to care for those who have been severely
wounded as a result of military service. This is a sad but continuing cost of national defense.
Service members who have suffered catastrophic wounds with multiple amputations or severe burns
draw great public sympathy and admiration for their sacrifices. But those that suffer the devastating
effects of PTSD, TBI and other injuries with mental health consequences that are not so easily
recognizable can also lead to serious health catastrophes, including suicide, if they are not treated.
There must be early recognition and intervention of war-related mental health challenges to prevent,
when possible, later onset of devastating chronic health problems. We can meet that challenge by
ensuring a stable, robust VA health care system that is dedicated to the unique needs of our nation’s
veterans—one that will be there now for our aging veterans of World War II, Korea and Vietnam,
and still be there for the newest generation of war fighters who will need specialized services for
decades to come. Veterans should be guaranteed a system that itself is guaranteed sufficient funding
to meet its mandated missions. VA must be sufficiently funded to treat newly returning veterans
with acute and emerging mental health issues without displacing older veterans with chronic mental
illnesses. Finally, we must also ensure that family members of veterans devastated by the
consequences of TBL, PTSD and other injuries have access to appropriate services.

Our testimony calls for strong and continuing oversight on the part of your Subcommittee in
a number of critical arenas of VA and DoD responsibility. Mr. Chairman, DAV stands ready to work
with this Subcommittee and VA in addressing these issues as we move forward and we appreciate
the opportunity to provide this statement.
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[RAQ anp AFGHANISTAN
VETERANS or AMERICA

U.S. House of Representatives Subcommittee on Health Oversight Hearing
PTSD and TBI: Emerging Trends in Force and Veteran Health

IAVA Testimony

Mtr. Chairman and members of the House Subcommittee on Health, on behalf of the Imq and
Afphanistan Veterans of Ametica (IAVA), thank you for this opportunity to address the needs of
new veterans suffering with Traumatic Brain Injury.

IAVA is the nation’s first and largest organization for Veterans of the wars in Iraq and Afghanistan.
TAVA believes that the troops and veterans who were on the front lines are uniquely qualified to
speak about and educate the public about the realities of wat, its implications on the health of our
military, and its impact on the strength of our country.

Traumatic Beain Injury has been called the hallmark injuty of the Iraq war. Unfortunately, the
military’s red tape and the under-funding of the VA have left hospitals under-equipped to cope with
patients with TBL The stoty of the Behee family illustrates the compounded burdens faced by a
military family as they struggle to overcome both the physical and mental limitations of their
wounded veteran and the barriers to care caused by VA underfunding,

On May 25th 2005, 26-year-old Staff Sgt. Jarod Behee was on his second tour in Iraq. While on
patrol that Wednesday, an insurgent sniper shot Jarod in the head. Jarod, a California Natonal
Guardsman, was critically wounded, suffering from severe brain swelling and damaged blood vessels
which would require multiple surgeries. According to his wife, Marissa: “Tt is a miracle that he is
alive.”

After being transferred from Balad to Landstuhl to Walter Reed and then to the Palo Alto VA, he
spent months recuperating, slowly becoming more responsive and regaining the ability to breathe
and move on his own. For months, his wife Marissa was staying in a hotel neat Jatod’s VA facility in
Palo Alto, six hours away from their family and their five-year-old daughter, Madison, who stayed
with her grandparents.

In September of 2005, Marissa concluded that the VA facility that Jarod was in was “not up to par.”
Because of understaffing, Jarod received only about 3 houts of therapy a day. As Marissa reported at
the time, “T know Jarod is capable of handling 2 much more rigorous schedule. He continually tells
me that he is bored here. I could fight all day long for them to do more with Jarod, but bottom line,
they don't have the means to do more here.” The hospital was eager to transfer him to a sub-acute
unit, 2 nursing facility that would put much less focus on rehabilitation.

In addition, Jarod’s prolonged stay far from his home was limiting his chances to return to a normal
life, the family was incurting flight, hotel and food expenses, and Marissa could not work while
looking after her husband.
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Marissa was left with no option other than to take Jarod to a ptivate rehabilition facility near their
family. She found the Casa Colina Rehabilitation Center, only ten minutes from their home. Casa
Colina is the number one brain rehabilitation fadility in the nation, and like other private fadilities, it
accepts TRICARE. Any combat-injured soldier could make use of this facility and others like it, and
yet troops with TBI are regulatly sent to understaffed VA hospitals. As Marissa’s father has said,
“Until the VA can provide adequate care for these soldiers, troops with brain injuries should have the
option of going to a private facility.”

Thanks a rigorous 10-hour-per-day rehabilitation schedule, Jarod made dramatic imptovements at the
private clinic. Marissa remembers the first weeks at the new hospital:

His occupational therapist even said that there was definite movement in Jarod’s left arm.

She said that it is very weak, but there was movement and something to work with. Wow,
that was a huge prayer answered because all I had been hearing for the past three months [at
the Palo Alto VA] was that there was nothing there.

At this point in Jarod’s rehab, the military had agreed to cover all medical expenses through
TRICARE while Jarod was still in an acute-care hospital setting. The hospital also gave the Bebees a
house on hospital grounds, so that the family could live close by.

Jarod’s physical health has improved dramatically, and on August 14th 2006, Jarod was discharged
from the hospital. He can now walk totally unassisted and has specific jobs around the house, like
making the bed, taking out the trash and doing the dishes. He also continues to go to the gym with
his brother, Jason, two days a week for a few hours. This summer, sixteen months after Jarod’s
injury, the family was able to enjoy typical summer activities — a trip to the beach, and to San Diego’s
Sea World.

But the struggle of the Behee family continues. His family is seeking other private options to
continue his cogpitive therapy. But private cate is expensive, and once Jatod is medically retired,
TRICARE will not cover his cognitive rehabilitation or speech therapy — which can cost in excess of
$1300 a month. Now the Behees are looking for housing outside of the hospital, and waiting on
word regarding Jarod’s pension. In the meantime, a combat-injured soldier and a spouse that can’t
work because of those injuries will be living below the poverty line.

Traumatic Brain Injury is a tragedy takes its toll on the entire family. The understaffed and
overworked VA hospitals are simply not able to give wounded troops the treatment they so badly
need to get back to a "normal” life. Jarod and his family have sacrificed so much. They, and the
hundteds of military families like them, deserve better.
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Mr. Chairman, Ranking Member Michaud, and distinguished Members of
this Subcommittee, Vietham Veterans of America (VVA) thanks you for the
opportunity to present our views on the current state of the disability
compensation claims process as accorded to our nation’s veterans suffering
from mental illnesses and/or traumatic brain injuries as a result of their
military service.

First, Vietnam Veterans of America thanks this Committee for your concemn
about the mental health care of our troops and veterans, and your leadership
in holding this hearing today. However, given the nature of the conflicts in
Iraq and Afghanistan and the fact that many service members are serving
multiple combat tours, VVA is again compelled to repeat its message that no
one really knows how many of our troops in Iraq and Afghanistan have been
or will be affected by their wartime experiences. Despite the much-touted
early intervention by psychological personnel, no one really knows how
serious their emotional and mental problems will become, nor how chronic
both the neuro-psychiatric wounds (e.g., PTSD and Traumatic Brain Injury
or TBI) and the resulting impact that these wounds will have on their
physiological health, risk of suicide risk, and their general psycho-social
readjustment to life away from the battle zone.

As we have stated before in Congressional testimony, Vietnam Veterans of
America has no reason to believe that the rate of PTSD for veterans of OEF
and OIF will be any less than that found for Vietnam veterans. What is
beyond argument is that the more combat exposure a soldier sees, the greater
the odds that soldiers will suffer mental and emotional stress that can
become debilitating. And in wars without fronts, “combat support troops”
are just as likely to be affected by the same traumas as infantry personnel.

This has particularly important implications for our female soldiers, who
now constitute about 16 percent of our fighting force. Returning female OIF
and OEF troops face ailments and traumas of other sorts. For example,
studies conducted at the Durham, North Carolina Comprehensive Women’s
Health Center by VA researchers have demonstrated higher rates of suicidal
tendencies among women veterans suffering depression with co-morbid
PTSD. And according to a Pentagon study released in March 2006, more
female soldiers report mental health concerns than their male comrades: 24
percent compared with 19 percent. In addition, roughly 40 percent of these
women war fighters have musculoskeletal problems that doctors say likely
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are linked to lugging too-heavy and ill-fitted equipment. A considerable
number - 28 percent - return with genital and urinary system infections. In
addition, there are gender-related societal issues that make transitioning
tough, psychologists who work with female veterans say.

Women are more likely to worry about body image issues, especially if they
have visible scars, and their traditional roles as caregivers in civilian life can
set them back when they return. In other words, they are the ones who have
traditionally had the more nurturing role within our society, not the one who
need nurturing. Additionally, the VA has, after much prodding by this
subcommittee over the years, finally come to a place where there is pretty
good coverage throughout the nation of services to women to treat PTSD
and other after effects of Military Sexual Trauma (MST) at VA Medical
Centers. However, there are very few clinicians within the VA who are
prepared to treat combat situation induced PTSD as opposed to MST
induced PTSD. Additionally, there are already cases where returning women
service personnel have a combination of the two etiologies, making it
extremely difficult for the average clinician to treat, no matter how skilled in
treating either combat incurred PTSD in men, or MST induced PTSD in
women. Because of the number of women who are de facto now combat
veterans because of the nature of the conflicts in both Afghanistan and
particularly Irag, we have entered a whole new world of need.

Group therapy has proven in the last twenty-five years to be one of the most
efficient as well as effective treatment modalities. However, you cannot mix
the women with the men in these groups, as there are just some subjects that
one gender will not generally share with the other and discuss, such as
problems with intimacy or relations with one’s spouse or significant other.

Medical experts say traumatic brain injuries (i.e., TBI) are the “signature
wound” of the Iraq war, a by-product of improved body armor that allows
troops to survive once-deadly attacks, but does not fully protect against the
blast effects of roadside explosive devices and suicide bombers. They have
become so common that special traumatic brain injury centers have been set
up by the Army and by the VA,
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In addition, the Armed Forces Epidemiological Board (AFEB) sent a
memorandum (1) to the Honorable William Winkenwerder, Jr., M.D,,
Assistant Secretary of Defense for Health Affairs, in August 2006, which
cited not only the evidence regarding the acute and long-term health
implications of TBI, but also contained detailed recommendations on how
the Department of Defense (DOD) should approach TBI prevention, medical
management and research. VVA is not aware whether any of the AFEB
recommendations have been acted upon or implemented by DoD.

In any case, some physicians fear there may be thousands of active duty and
discharged troops who are suffering undiagnosed. Our anecdotal experience
bears this out, in that many active duty service troops, as well as Reservists
and members of the National Guard, are chary of reporting problems, as they
believe that doing so would effectively sabotage their military career.
Symptoms include slowed thinking, severe memory loss, and coordination
and impulse control problems.

The TBI injury is a physical loss of brain tissue that shares some symptoms
with, but is markedly different than post traumatic stress disorder (PTSD),
which is triggered by extreme anxiety, and permanently resets the brain’s
fight-or-flight mechanism. Battlefield medics and medical supervisors often
miss traumatic brain injuries, and many troops don’t know the symptoms or
won’t discuss their problems for fear of being sent home stigmatized with
mental illness. The same is true for those who return to the Continental
United States for garrison duty or who end their term of service, and exit the
military to become veterans.

Certain TBI symptoms, such as seizures, can be treated with medication, but
the most devastating effects of TBIs — depression, agitation and social
withdrawal — are difficult to treat with medications, especially when loss of
brain tissue occurs. In troops with documented TBIs, the loss of brain
function is often compounded by other serious injuries that affect physical
motor coordination and memory functions. These patients need a
combination of psychological, psychiatric and physical rehabilitation
treatment that is difficult to coordinate in a traditional hospital setting, even
when it is properly diagnosed at an early date.
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Furthermore, as more and more troops return home with brain damage, their
families must contend not only with the shock of seeing the physical and
psychological destruction to their loved ones, but also with how their own
lives change dramatically. In cases of severely brain-damaged casualties,
spouses, parents and siblings may be forced to give up careers, forsake
wages and reconstruct homes to care for wounded relatives rather than
consign them to a nursing home. Families say they also struggle with
military and VA medical systems that were unprepared for these wounded.
In some cases new equipment and the specially trained staff at VA needed
for the rehabilitation of catastrophic cases has not kept pace with the
advances in battlefield medicine that kept these service members alive and
brought them home safely. In addition, there are issues about the intensity
and drains of vitally needed family support that will be hard to sustain, as
well as significant issues regarding the complexity of the medical and other
specialized needs that have to be addressed.

Finally, VVA recognizes that there is a debate about the exact influence of
combat-related trauma on suicide risk. For those veterans who have PTSD
as a result of combat trauma, however, it appears that the highest relative
suicide risk is observed in veterans who were wounded multiple times and/or
hospitalized for a wound7. This suggests that the intensity of the combat
trauma, and the number of times it occurred, may influence suicide risk in
veterans with PTSD. Other research on veterans with combat-related PTSD
suggests that the most significant predictor of both suicide attempts and
preoccupation with suicide is combat-related guilt8. Many veterans
experience highly intrusive thoughts and extreme guilt about acts committed
during times of war. These thoughts can often overpower the emotional
coping capacities of veterans.

Since combat began in Afghanistan in October 2001, nearly 20,000
American military personnel have been wounded in action, according to the
Defense Department. Many of these injuries have been life threatening,
requiring multiple surgeries, extensive rehabilitation and ongoing care. But
the immediate financial and logistical challenges of coping with the
thousands of severely wounded are just two of the problems military and
civilian authorities (in addition to the servicemembers themselves) face.
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Since 2003, the Congress and the VA have directed several hundred million
dollars to restoring organizational capacity in key networks that were most
lacking because they laid off so many neuro-psychiatric clinicians in the
1990s. Some of these funds were directed toward hiring more clinicians, and
some funds were directed toward establishing effective outreach programs to
reach as many Operation Iragi Freedom (OIF) and Operation Enduring
Freedom (OEF) veterans as early as possible. There appears to be
widespread assent to the notion that the earlier that these individuals can be
reached, the less severe and the less chronic their PTSD problems will be in
the future.

Because the VA has still not moved forward and contracted to finish the
National Vietnam Veteran Longitudinal Study (NVVLS), we do not know if
that is accurate or not. VVA again urges the Committee on Veterans Affairs
to strongly support insisting that the VA follow the law, and contract to get
this study completed as soon as possible, as it will give you and all of us in
the veterans’ community some insight into the chronic PTSD and other
socio-psychological readjustment problems of combat theater veterans may
be, and when and how these problems will be likely to manifest in the
current generation.

While the impulse to strengthen the organizational capacity of VA in mental
health (particularly PTSD) and to do outreach programs aimed toward our
newest generation of veterans is a laudable one, VVA is not certain that we
have gotten the “bang for the buck” in expenditures of these taxpayer
dollars. VVA encourages this committee to get an accounting of all of the
funds allocated out to the Veterans integrated Service Networks (VISNs) on
a competitive grant basis to determine who received these funds, what did
they do with the funds (e.g., how many clinicians hired who did what with
how many veterans served for what period of time), and what is the overall
analysis of how effectively the VISNs used the funds for both short term (1
— 2 Years), and what appears to be the medium term or possibly permanent
effect (e.g., more than two years). Reports from some areas in the country
indicate that since virtually every VISN and every VAMC was kept running
once again by using other than operational dollars, that these funds did NOT
result in any meaningful outreach programs, and that no more clinicians
were actually hired to handle the dramatically increased number of veterans
seeking assistance and care.
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Down the road, these active-duty, reservist and Guard military personnel
will need employment, housing as well as both mental and physical health-
care assistance for years to come. Accordingly, with the conflicts in
Afghanistan and Iraq continuing with no end in sight, VVA believes that
now is the time to address these issues, rather than later.

1 thank you again for the opportunity to offer our views on these issues.
Thank you for your kind consideration.
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AFEB Memo Reference

Armed Forces Epidemiological Board Memorandum. “Traumatic Brain Injury in
Military Service Members — 2006 — 02. August 11, 2006.
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The Honorable Michael H. Michaud
Ranking Democratic Member
Subcommiittee on Heaith
House Committee on Veterans’ Affairs

September 28, 2008
Hearing on Post Traumatic Stress Disorder (PTSD) & Traumatic Brain Injury (TBI)

Question 1: VA Claims to monitor closely the workload of Vet Centers and the need to
increase the number of Vet Centers and to augment staff.

Question 1(a) Please provide us with copies of all requests from the Office of Readjustment
Counseling for additional staff and/or Vet Centers that have been submitted since October 1,
2001, which have been approved.

Response: The Office of Readjustment Counseling has submitted four requests that have
been approved for additional staff or Vet Centers since October 1, 2001.

Attachment 1- February 3, 2004, request and authorization to recruit and hire 50 global war
on terrorism (GWOT) veteran outreach specialists to augment the Vet Center ability to
provide timely outreach to returning GWOT veterans.

Attachment 2- November 23, 2004, request and authorization o establish a new  4-
person Vet Center in Nashville, Tennessee, a major underserved urban area.

Attachment 3- March 28, 2005, request and authorization for the Vet Centers to recruit and
hire another 50 GWOT veterans to further enhance the program’s outreach campaign to
veterans returning from combat in Afghanistan and irag.

Attachment 4- April 18, 2008, request and authorization to establish two new Vet Centers
(Atlanta, Georgia and Phoenix, Arizona), to augment staff in 11 existing Vet Centers, and
career conversion of the 50 GWOT outreach specialists.

Question 1(b) Please provide us with copies of all requests from the Office of Readjustment
Counseling for additional staff and/or Vet Centers that have been submitted since October 1,
2001, which have not been approved and the reason(s) for not approving the request.

Response: Since October 1, 2001, the Office of Readjustment Counseling submitted three
proposed program enhancements. Two proposals were returmned to the program office with
instructions and guidance to further provide a demographic and needs analysis.

The third proposal was submitted twice, once in November 2005 and then again in December
2005, both times it was returned to the program office requesting additional analysis. It was
resubmitted in April 2006 and approved.

Attachment 5- June 15, 2004, Vet Center Proposed Augmentations, request for an

additional 48 full time employee equivalents (FTEE). This proposal was returned to the
program office because it lacked supporting data.

Page 1
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Attachment 6- October 20, 2005, ptan submitted to the Deputy Under Secretary for Health
containing a request for 12 new Vet Centers and staff augmentation for direct service
providers to include bereavement and sexual trauma counselors. This proposal was
returned to the program office because it lacked supporting data.

Attachment 7- November 15, 2005, Vet Center Program Enhancement for 12 new Vet
Centers, staff augmentation at 26 existing Vet Centers, and career conversion of the GWOT
outreach specialists. This proposal was returned for further analysis and resubmitied on
December 13, 2005. it resulted in the April 18, 2006 approval.

Attachment 8- December 13, 2005, revision of the November 15, 2005 Vet Center Program
Enhancement request for 12 new Centers, staff augmentation at 23 existing Centers, and
career conversion of the GWOT outreach specialists. December 13, 2005 request was
returned for additional analysis and resubmitted and approved in April of 20086.

Question 1{c) Please provide us with copies of all requests from the Office of Readjustment
Counseling for additional staff and/or Vet Centers that have been submitied since October 1,
2001, which are currently under consideration.

Response: Attachment 9- November 15, 2006, Vet Center Augmentation proposal for 2007
has been submitted. A decision is expected in the next 30 to 90 days.

Question 2: According to VA's own data, nearly 70 percent of the separated veterans returning
from traq and Afghanistan are not turning to the VA for their health care. Army research
suggests that one in three of returning OIF/OEF veterans may have mental health concerns.
Army research also shows three to six months after deployment members of the National Guard
and Reserve screen positive for mental health concerns, including PTSD, at higher rates than
active military. Please describe in detail VA's efforts to reach out and educate veterans who
have not come to the VA, and their families, about post-deployment stress reactions.

Response: The Department of Veterans Affairs (VA) has made extensive efforts to ensure that
information is available to returning troops about VA services and their eligibility. Ultimately it is
each veteran's decision regarding where he or she will seek health care, but VA wants that
decision to be based on ample information about VA and its programs for veterans. The
foliowing is a summary of efforts to reach out and educate veterans and their families:

a. The Office of Seamless Transition has partnered with the Nationa! Guard Bureau to
establish 54 transition assistance advisors (TAA), formerly State benefit advisors. A TAA is
in every State and territory. The TAAs are National Guard Bureau staff that work closely
with VA medical centers and Vet Centers in outreach, education, and referral efforts.

b. VA medical centers (VAMC) and Vet Centers are heavily involved in the Department of
Defense's (DoD) post deployment health reassessment (PDHRA) program for National
Guard and Reserve members. PDHRA is an outreach, education, identification, and referral
program. Vet Center staff has participated in over 300 PDHRA screening events with
National Guard and Reserve units. These screenings have resuited in over 10,000 service
members, as of September 30, 2008, being referred to VA for follow-up care. In addition to
providing this follow-up care, VA staff actively enrolls National Guard and Reserve members
in health care.

c. Recently VA has agreed to assign 22 Army Wounded Warrior (AW2) staff to VAMCs to work
with seriously injured soldiers/veterans and their families. AW2 staff have all been medically
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discharged from the Army with 30 percent or greater disability ratings. Over 20 percent of
the soldiers/veterans in this program have a post traumatic stress disorder (PTSD) disability.
An AW2 staff will be located in each Veterans Integrated Service Networks (VISN) {with two
assigned in VISN 7. Eleven of the AW2 staff are currently in place with four more scheduled
to begin their assignments by the end of January 2007. The remainder should be hired and
on site by March 2007, The VA/AW2 partnership is a major step in the outreach initiative
that will help VAMC and Vet Center staff reach out to seriously injured soldiers/veterans and
their families.

d. The Office of Seamless Transition is actively working with the Army Reserve and the Marine
Corps to develop memorandums of understanding (MOU) to help promote outreach,
education, and transition assistance.

e. Inresponse to the growing numbers of veterans returning from combat in Operation
Enduring Freedom/Operation traqi Freedom (OEF/OIF), the Vet Centers initiated an
aggressive outreach campaign to educate returning service members of the VA benefits
available to them, The Vet Centers hired 100 GWOT veterans to enhance their outreach
services to GWOT veterans. Since the beginnings of hostilities in Afghanistan and iraq, the
Vet Centers have seen over 177,000 OEF/OIF veterans, of which over 134,000 were
outreach contacts seen primarily at military demobilization and National Guard and Reserve
sites, usually in group settings.

f. Returning veterans outreach, education and clinical (RVOEC) teams (funded and monitored
through the Office of Mental Health Services) collaborate with readjustment counseling
services and with State veterans affairs offices to provide information about VA services. A
primary goal of the RVOEC program is {o promote awareness of health issues and health
care opportunities and the full spectrum of VA benefits. Some VAMCs began these
outreach activities before RVOEC teams were funded as local initiatives, and they continue
these services, now using the RVOEC teams as their agents.

g. The National Center for PTSD has a number of informational pamphlets for returning
veterans and their families on their web site (http.//www.ncptsd.va.gov/). The specific
information appears prominently on the Web site:

War in iraqg: Information

This section of the Web site contains the latest fact sheets and literature on the war in
Iraq. iImportant links from the site are:

The Irag War Clinician Guide, 2nd Edition, and two new guides on Returning from the
War Zone: A Guide for Military Personnel and A Guide for Families

as well as the VA Operation Enduring Freedom and Iraqi Freedom Seamiess Transition
Web site.

h. In addition, VA provides briefings on benefits and healthcare services at town hall meetings,
family readiness groups, and during unit drills near the homes of returning
Guard/Reservists. Return and deactivation of Reserve/Guard units presents significant
chailenges to VA because rotation is irregular and the service members spend short periods
at military installations prior to release to their Guard or Reserve components. For this
reason, VA continues to refine and adapt traditional outreach efforts to meet the needs of
those who are currently separating from service by focusing at the local armories or reserve
centers in the months following deactivation.
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i. On March 8, 2005, as part of the Secretary's Letter Writing Outreach Campaign, over
644,000 letters were mailed to veterans informing them of VA's wide range of health care
benefits and assistance to aid in their transition from active duty to civilian life.

in addition to the outreach activities mentioned above the National Center for Post-Traumatic
Stress Disorder (NCPTSD) is directing multiple studies, supported by VA and other sources that
will provide further details about the needs of OEF/OIF veterans.

Question 3: Please describe in detail the research VA is conducting, or plans to conduct.
...For each item, in addition to a detailed description of the research objective and initial
findings, please identify the primary investigator, the amount of funds allocated for the research
by fiscal year, and the projected conclusion date of the research project.

Response: VA is responding to the newest generation of returning combat veterans with active
outreach, coordination of care and recognition of their unique injuries and problems, including
mental health needs. PTSD is a major concern, and resources are being devoted to this as well
as other mental ilinesses experienced by OEF/OIF veterans. The overall goal of OEF/QIF
related research is to understand the injuries and problems as well as possible and to use the
newest scientific findings in order to return these veterans to their highest leve! of functioning.
The focus on PTSD, for example, has lead to new promising funded research that is examining
novel treatments (e.g., drugs and/or therapies) and treatment delivery (e.g., computer or
telephone interventions).

Because VA's research portfolio pertinent to these questions is so exiensive, the responses
provided below list only some current research highlights {a complete list of studies is attached).
It would be premature to provide initial findings prior to external peer review and publication by a
scientific journal.

Attachment 10 provides a detailed listing of all relevant projects, but does not include externally
funded research conducted by VA scientists.

Question 3(a) Assess the mental health needs of OIF/OEF veterans who have not sought care
at the VA or Vet Centers.

Response: There are several important ongoing efforts directed at assessing mental health
needs of OEF/OIF veterans regardiess of source of care. This includes critical iongitudinal
studies that are aimed at determining mental health care needs following deployment. The
following highlights some research which will provide information about the needs of OEF/OIF
veterans.

* Program Title: Comprehensive Needs Assessment for OIF/OEF Veterans

+ Research Objective: OIF/OEF veterans and their family members wili be surveyed to
determine their needs for clinical services, policies and research post-deployment.

s Primary investigator: K. Straits-Troster

e« Amount of FY 2006 funds allocated: $46,000

» Projected conclusion date: December 2007

» Program Title: National Center for Post-Traumatic Stress Disorder (NCPTSD).

* Research Objective: NCPTSD investigators are directing multiple studies, supported by
VA and other sources that will provide further details about the needs of OEF/OIF veterans,
as well as other populations

s Primary investigator: Multiple

*«  Amount of FY 2006 funds allocated: $18,000,000
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Program Title: Does PTSD Service Connection Affect Disease Course and Functioning?
Research Objective: The only study ever to look at outcomes associated with receiving or
not receiving VA disability benefits. The study will examine the disease course of severely
disabled veterans with PTSD and explore the effects of receiving VA disability payments. In
addition, this research will gather information about outcomes in women and minority
veterans who seek disability benefits for PTSD.

Primary investigator: Maureen Murdoch

Amount of FY 2006 funds allocated: $266,900

Projected conclusion date: Completed

Program Title: Barriers and Facilltators to PTSD Treatment Seeking.

Research Objective: The first study to examine barriers to and facilitators of PTSD
treatment-seeking among veterans. It will lay the foundation for understanding why
veterans seek treatment and for improving access to and quality of PTSD services.
Primary investigator: Nina A, Sayer

Amount of FY 2006 funds allocated: $148,900

Projected conclusion date: December 31, 2007

Question 3(b) Determine the factors which contribute to National Guard members and
Reservists reporting mental heaith concerns at higher rates than Active Components of the
Army.

Response: While VA does not know whether national guard and reservist are reporting mental
health concerns at a higher rate, VA is studying the factors that contribute to mental heaith
concerns among all military personnel (national guard, reserve and active duty), one such study
is the Prospective Assessment of Neurocognition in future Gulf-Deployed and Gulf-
Nondeployed Military Personnel (listed below). In addition VA is conducting research as it
relates to the mental health concerns of OEF/OIF veterans, examples of which are listed below:

»

Program Title: Prospective Assessment of Neurocognition in Future Gulf-Deployed and
Gulf-Nondeployed Military Personnel.

Research Objective: A VA scientist at the New Orleans VAMC, working jointly with DoD,
has obtained access to active military and National Guard personnel prior to deployment to
{raq to assess neurocognitive and emotional changes occurring between pre- to post-
deployment timeframes. This unique work will help identify factors that contribute to mental
health changes in both National Guard and active duty military personnel.

Primary investigator: Jennifer J. Vasterling

Amount of FY 2006 funds allocated: $182,119

Projected conclusion date: Completed

Program Titie: Health Risk Behaviors and Quality of Life among OEF/OIF Velterans and
implications for VA Health care.

Research Objective: A retrospective study of OEF/QIF veterans who completed the
nationat Survey of Health Experiences of Veterans after using VA health care services. This
study will examine prevalence of health risk behaviors (e.g., smoking, alcohol use), quality
of life, access to health care and satisfaction with VA health care during 2003-2005.
Primary investigator: K. Straits-Troster

Projected conclusion date: Completed

Program Title: OEF/QIF Study Registry.

Research Objective: Involves screening participants for mental heaith status such as
PTSD, substance use disorders, depression, traumatic brain injury (T8I} and the banking of
a blood samples for assessment of neurotransmitters and genetic markers of mental illness.
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A newly constructed database enables web-based administration of psychiatric and health
assessments to participating veterans.

* Primary investigator: Rajenda Morey

« Amount of FY 2006 funds allocated: $214,000

+ Projected conclusion date: No end date -~ registry is continuous

« Program Title: A Prospective Study of Functional Status in Veterans at Risk for
Unexplained llinesses

e Research Objective: A group of scientists is collecting information prior to deployment
specifically from Army Reserve personnel. These personne! will be reassessed twice
following deployment to iraq to determine whether they have increased mental health
symptoms, distress or increased use of healthcare services.
» Primary investigator: Karen Quigley
o Amount of FY 2006 funds allocated: $241,000
* Projected conclusion date: 2009

Question 3(¢) Evaiuate and compare treatment interventions for PTSD.

Response: Muitiple ongoing studies use a variety of approaches to understand and treat
PTSD, with the aim of restoring veterans to highest possible levels of activity and function. VA
scientists are testing new drugs, therapies and novel interventions such as Internet- and
telephone-based support systems. Some studies are intended to reduce symptoms, while
others are directed towards prevention. VA is supporting pilot projects, small singie-site trials
and multi-site clinical interventions for PTSD. Important highlights include:

e Program Title: A Prospective Study of Functional Status in Veterans af Risk for
Unexplained Hinesses

* Research Objective: A group of scientists is collecting information prior to deployment
specifically from Army Reserve personnel. These personnel will be reassessed twice
following deployment to lraq to determine whether they have increased mental heaith
symptoms, distress or increased use of healthcare services.

* Primary investigator: Karen Quigley

s Amount of FY 2006 funds alfocated: $241,000

* Projected conclusion date: 2009

s Program Title: Pregnenoclone Augmentation Targeting Cognitive Symptoms in Veterans
with PTSD.

* Research Objective: Pregnenolone augmentation in persistently symptomatic veterans
with PTSD may have a significant impact on cognitive symptoms, resulting in improved
quality of life and overall functioning in these patients.

« Initial Findings: Potentially promising approach for the treatment of cognitive symptoms in
this disorder.

s Primary investigator: Christine Marx

* Amount of FY 2006 funds allocated: $50,000

s Projected conclusion date: May 2007

e Program Title: Guided imagery for Military Sexual Trauma.

* Research Objective Randomized controlled trial of a self-administered guided imagery
intervention for PTSD related to military sexual trauma (MST). The study will assess PTSD
symptoms and potential biomarkers of PTSD.

« [nitial Findings: Initial research showed that guided imagery leads to a reduction of PTSD
and depressive symptoms in women veterans with MST.
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Primary investigator: Jennifer Strauss
Amount of FY 2006 funds allocated: $15,000
Projected conclusion date: January 2008

Program Title: Evaluating the Clinicatl and Neurobiological Effects of Guided Imagery for
PTSD in Women Veterans.

Research Objective: To assess the effects of guided imagery on PTSD symptoms, brain
function associated with processing stress, and biological markers of stress.

Primary investigator: Jennifer Strauss

Amount of FY 2006 funds allocated: $175,000

Projected conclusion date: January 2008

Program Title: Secondary Prevention with Paroxetine vs. Placebo in Subthreshold PTSD,
Research Objective: To evaluate a secondary prevention strategy using the selective
serotonin reuptake inhibitor paroxetine which might be effective in OEF/OIF veterans with
early manifestations of PTSD symptoms.

Primary investigator: Christine Marx

Amount of FY 2006 funds allocated: $45,000

Projected conclusion date: December 2008

Program Title: Cognitive Behavioral Therapy for Treatment of PTSD in Women.
Research Objective: The largest PTSD psychotherapy study ever conducted, 284 female
veterans and active duty personne! with PTSD were randomized to receive either exposure
therapy or a therapy that focuses on current life problems.

Initial Findings: Study demonstrates that it is feasible to deliver prolonged exposure in VA
setting; data analysis is underway

Primary investigator: Multi-site Cooperative Studies

Amount of FY 2006 funds allocated: $1,448,000

Projected conciusion date: Compieted

Program Title: Quality Enhancement Research Initiative (QUERI} Center.

Research Objective: lts mission is to promote successful rehabilitation, psychological
adjustment, and community re-integration of individuals who have experienced polytrauma
and blast-related injuries. The scope includes the range of health problems, health care
system and psychosocial factors refated to polytrauma, including care structures and
processes within DoD, VA, and the community, as well as the transfer of care within and
across systems. The research also will include family members who fulfill caregiver roles.
Primary investigator: Nina Sayer

Amount of FY 2006 funds aliocated: $350,000

Projected conclusion date: December 2008

Smoking Related Studies- Because OEF/OIF veterans are at high risk for smoking and
require special population-based tobacco cessation intervention, several studies address
these specific concerns including ongoing work on neuroactive steroids that might have
relevance to nicotine dependence, and studies of which cessation strategies might be best
in veterans with PTSD and nicotine dependence. Examples of some of these studies are
listed below:

Program Title: Neuroactive Steriods and Nicotine Dependence.

Research Objective: Study on neuroactive steroids that might have relevance to nicotine
dependence.

Primary investigator: Christine Marx
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+  Amount of FY 2006 funds allocated: $35000
s Projected conclusion date: November 2007

« Program Title: Optimizing Smoking Cessation interventions in Post Traumatic Siress
Disorder.

« Research Objective: Studying which cessation strategies might be best in veterans with
PTSD and nicotine dependence.

s Primary investigator: Jean Beckham

« Amount of FY 2006 funds allocated: $250,000

* Projected conclusion date: September 2009

s Program Title: Telephone Quit Line Tobacco Cessation for Veterans of Military Service in
OEF/OIF.

* Research Objective: Study to determine whether telephone-based counseling is effective
in reducing smoking in OEF/OIF veterans.

» Primary investigator: Jean Beckham

o Amount of FY 2006 funds allocated: $75,000

* Projected conclusion date; December 2007

+ Program Titie/Research Objective: The Effect of Smoking on Startle and Pre-pulse
Inhibition in PTSD.

* Primary investigator: Jean Beckham

+ Amount of FY 2008 funds allocated: $100,000

¢ Projected conclusion date: December 2008

Additionally, during fiscal year (FY) 2006, VA, DoD and the National Institute of Mental Health
{NIMH) issued a joint inter-agency research solicitation entitled "Intervention and Practice
Research for Combat Related Mental Disorders and Stress Reactions.” VA and NIMH
committed funding for this solicitation. This solicitation presents an opportunity for both VA and
non-VA scientists to propose research studies related to deployment to Afghanistan and Iraq.
Topics of some of the programs to be funded include an interventional trial of a drug and
therapy combination to reduce PTSD, studies to assess ways to increase access to mental
health treatment and use of virtual reality exposure therapy tc reduce PTSD symptoms. These
programs were viewed as innovative and scientifically meritorious, and will most likely start in
FY 2007.

In full partnership with DoD, VHA has developed the Joint VA/DoD Clinical Practice Guideline
for the Management of Traumatic Stress

(http:/fwww.ogp.med.va.govicpg/PTSD/PTSD Base htm). Those guidelines represent a
comprehensive review of the world literature combined with the clinical experience and
recommendations of mental health and primary care experts across both agencies. The current
guidelines will be due for review and revision within the next 2 years.

Question 3(d} Evaluate whether access to care is impacting rural OIF/OEF veterans with
menta! health concerns.

Response: Several ongoing research efforts are exploring whether novel treatment
interventions may be beneficial in reaching those veterans in more remote locations. Telephone
and computer-based interventions are being studied. Two examples are:

« Program Title: Telemedicine and Anger Management for Groups of PTSD Veterans in the
Hawaiian Islands.
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* Research Objective: To assess the clinical effectiveness of conducting an anger
management therapy (AMT) group treatment intervention with veterans who have PTSD
and reside in remote locations, using a video-teleconferencing modality as compared to the
traditional in-person modality.

e Primary investigator: Leslie Morland

o Amount of FY 2006 funds allocated: $267 348

« Projected conclusion date: March 2009

* Program Title. Telephone and Case Monitoring for Veterans with PTSD.

* Research Objective: A randomized controlled trial to assess whether adding telephone
monitoring to usual care reduces PTSD symptoms and hospitalization.

* Primary investigator: Craig S. Rosen

s+  Amount of FY 2006 funds allocated: $113,300

« Projected conclusion date: March 2011

Question 3(e) Evaluate the implementation of VA's screening, referral and treatment programs
for OIF/OEF veterans with mental health concerns.

Response: VA has national performance measures with mandated screening and, when
necessary, appropriate treatment and referral for OEF/OIF veterans. These performance
measures track for PTSD, depression, and substance abuse. Additional research projects
include:

s Program Title: Olfactory Sensory Processing in PTSD and T8I

s Research Objective: Uses an 8-channel, magnetic resonance imaging (MRI) compatible
olfactometer. The system enables precisely timed presentation of odors during functional
MR studies in veterans.

« Initial Findings: Qur initial analysis of this system supports its use for studying the
relationship of oifactory sensory processing to memory and emotional brain systems in
patients with PTSD and TBIL.

* Primary investigator: Rajenda Morey

o Amount of FY 2006 funds allocated: $26,000

« Projected conclusion date: 2010

« Program Title: Effectiveness of Screening and Treatment for PTSD in Substance Use
Disorder (SUD) Patients.

« Research Objective: To identify feasible and inexpensive methods to detect and treat co-
morbid PTSD among VA SUD patients, thereby improving treatment cutcomes.

« Primary investigator: .Jodie Trafton

s Amount of FY 2006 funds allocated; $109,000

» Projected conclusion date: December 2011

Question 3(f) Generally study the mental health concerns of OIF/OEF veterans.

Response: The VA mental health research portfolio includes ongoing work across all aspects
of mental health disorders, including laboratory based investigations, clinical trials, services
studies and vocational/rehabilitation research. A few specific examples of projects studying the
mental health concerns of OIF/OEF veterans are highlighted below; a detailed listing is provided
in Attachment 10. Attachment 10 provides a listing of ongoing studies relevant to mental health
concerns of OIF/OEF veterans (although, not all work referenced is necessarily being
conducted on OIF/OEF veterans). Work includes studies of specific mental disorders such as
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PTSD, Schizophrenia, mood and anxiety, as well as functional recovery from physical trauma
such as traumatic brain injury (TBI), spinal cord injury (SCI), amputation and chronic pain.

¢ Program Title: Neuroactive Steroid Alterations as Candidate Biomarkers of Suicidality Risk
in OEF/OIF Veterans.

s Research Objective: To understand the neurobiological underpinnings of suicidal
behaviors.

» [nitial Findings: The preliminary data suggest that neuroactive steroid alterations may
represent candidate biomarkers relevant to this important clinical symptom. Neuroactive
steroid alterations may have clinical utility in predicting suicidality risk, potentially ieading to
effective interventions for the prevention of suicidal behaviors,

+ Primary investigator: Christine Marx

s Amount of FY 2006 funds allocated: $35,000

¢ Projected conclusion date: May 2007

« Program Title: Rapid Needs Assessment of VA Polytrauma Rehabilitation Centers (QUER!
project).

« Research Objective: To determine the needs of the four polytrauma rehabilitation centers
(PRCs); to characterize the structures and processes of care in place; to describe the
variations across sites; to identify innovations in care processes that may promote better
outcomes; to identify providers' perceptions of barriers and facilitators to patient care; to
improve patient outcomes.

s+ Primary investigator: Freidemann-Sanchez

s Amount of FY 2006 funds allocated: $44,420

o Projected conclusion date: Completed

« Program Title: Variations Across VA Polytrauma Rehabilitation Centers (QUERI project).
+ Research Objective: To determine the demographic and clinical characteristics, treatment
needs, and outcomes of OEF/OIF service members who received inpatient rehabilitation

treatment in PRCs and {o identify variations in patient characteristics, treatments and
outcomes across the four PRCs.
* Primary investigator: Sayer
Amount of FY 2006 funds ailocated: $49,454
Projected conclusion date: Completed

Question 4: The Comprehensive Mental Health Strategic Plan includes several initiatives to
reduce and prevent suicide among veterans. Specifically, the plan states that VA “will develop
methods for tracking veterans with risk factors for suicide and systems for appropriate referral of
such patients to specialty mental heaith care.” Please describe in detail the status of this
initiative, including the specific timeline, milestones, allocated funds, and accountability for the
implementation of this initiative for FY 2006, FY 2007, and FY 2008.

Response: Following guidance from its Comprehensive Mental Health Strategic Plan, VHA is
waorking intensively to develop a program to prevent suicide among veterans. In this, one of the
guiding principles is that enhancing the capacity, actess, and guality of the mental health care
system is necessary, but not sufficient to achieve significant reductions in suicide rates. In
addition, it is necessary to target suicide directly, both in clinical activities and public health
programs.

Following this principle, we are outlining VHAS evolving approach to suicide prevention, both
enhancements in overall mental health care, and initiatives designed to address suicide directly.
One component of our initiatives for suicide prevention (4b, below) will fund the appointment of
suicide prevention coordinators in each medical center. Their responsibilities will include
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systematic identification of veterans who have attempted suicide, a group at exceptionally high
risk for completed suicide, and coordination of programs to ensure that they receive enhanced
monitoring and care. The suicide prevention initiative as a whole is summarized below with

brief descriptions of current activities, plans for the current year, and projections for future years:

1. Ongoing activities as of November 1, 2006
a. Enhancing overall mental health (MH) services
i. Increasing in overall funding for MH services
ii. Integrating MH and primary care
iii. Promoting recovery and rehabilitation in MH specialty care settings
iv. Expanding PTSD services
v. Enhancing services for homeless veterans
vi. Increasing the capacity of substance abuse treatment services
vil. Increasing the capacity and access for MH services in community based outpatient
clinics (CBOCs)
viii. Increasing the availability of MH services in rural areas including use of telemental
health
ix. Reaching out to returning OEF/OIF veterans
x. Developing MyHealtheVet as a platform to enhance patient education, activation, and
monitoring
b. Specifically targeting suicide
i. Participating in Federal partnership on MH suicide prevention workgroup
ii. Funding VISN 18 Mental lliness Research, Education and Clinical Centers (MIRECC)
with its focus on clinical models for suicide prevention--Developing methods for sengitive
and reliable identification of veterans who have survived suicide attempts
iii. Selection of leadership for the Canandaigua center of excellence (COE) with a focus
on public health models for suicide prevention
iv. Ongoing education and training regarding suicide prevention
v. Expansion of opiate maintenance treatment programs
vi. Obtaining data to guide policy and planning
{1) Collaboration with National Violent Death Reporting System
(2) Obtaining National Death Index data on causes of veterans' deaths through the
Serious Mental liiness Treatment Research and Evaluation Center {SMITREC)
(3) Ongoing reporting of cases with suicide/parasuicide through Nationai Center for
Patient Safety
2. Evolving activities and proposed programs - Current year
a. Enhancing overall Mental Health services
i. Continuation and expansion of above initiatives
ii. Develop structures for expanding the delivery of evidence-based psychotherapies
iil, Explore enhanced partnerships with Substance Abuse and Mental Health Services
Administration (SAMHSA) over public campaigns for destigmatization
iv. Expanding support and monitoring for programs addressing military sexual trauma
v. Supporting VISN efforts at developing programs using new technologies to support
MH care coordination
vi. Promoting “gatekeeper” systems to enhance the identification and access of
veterans with MH conditions. These will include:
(1) Chaplains and, through them, community clergy
{2) Mental health providers in the community
{3) Veterans Service Organizations
(4) Veterans Benefit Administration (VBA) staff
b. Specifically targeting suicide
i. Participation in National Alliance for Suicide Prevention
ii. Full implementation of Canandaigua COE
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Roll out of training for cognitive behavioral therapy for suicide prevention
Expansion of education to include mandatory training for all VHA employees

v. Specific sensitization of “gatekeepers” to issues of suicide prevention

vi.

Partnership with SAMHSA’s national network of suicide prevention hotlines to ensure

that existing hotlines are aware of VA-related issues

vil.

viil.

Designation of suicide prevention coordinators in each VAMC
(1) Functions will be developed by VISN 18 MIRECC, Canandaigua COE and
Owensboro Medical Health System (OMHS). Activities will include:
{a) Maintenance of a "registry” of veterans at high risk for suicide (e.g.. those
who have survived attempts) and coordination of targeted care management
and/or
(b} Coordination of education, "gatekeeper” development, and outreach with a
focus on suicide prevention
(2) Ongoing supervision, support, and technical assistance from VISN 18 MIRECC
and Canandaigua COE
Creation of an ongoing leadership structure for suicide prevention
(1} Work group including membership from VISN 19 MIRECC, Canandaigua COE,
SMITREC, and OMHS. The work group will serve as staff for VHA steering or
executive committee on suicide prevention (see below). its charge will include the
ongoing review of scientific evidence on suicide prevention, VHA-specific data, and
opportunities for action both within the VHA and in partnership with other entities. Its
activities will include:
(a) Specific pharmacological approaches as possible strategies for suicide
prevention, including use of clozapine, lithium, and opiate maintenance treatment
(b} Possible public health and clinical approaches to enhancing firearm hygiene
{including approaches based on the Army’s "Battiemind” program)
(c) Ongoing acquisition of data on Veterans’ cause of death. Review of these
and other data to identify Veteran-specific risk factors and hotspots for suicide,
and development of strategies for addressing them
(d) Ongoing review of the impact and effectiveness of each component of the
VA's approach to suicide prevention
{e) Ongoing recommendations for modifying programs

ix. Appointment of a VHA steering or executive committee on suicide prevention. lts
charge will making recommendations to the Deputy Chief Patient Care Services Officer
for Mental Health, the Chief Patient Care Services Officer, and the Under-Secretary for
Health on policies and programs to prevent veteran suicides.
3. Ewvolving activities to be considered - Beyond the current year
a. Sustaining the overall program
b. Ongoing implementation of approved recommendations from the executive or steering
committee
i, Maintenance of effective programs
ii. Modification of ineffective programs
iii. implementation of new approved policies and programs including those resulting
from consideration of the issues and processes identified in 2.b.vili.{1){(a)-(e)
4. FY 2007 funding for specific suicide prevention activities include:
a. $6.4 miliion for funding suicide prevention coordinator activities in each medical center
beginning in the third quarter of FY 2007 ($12.8 annualized)
b. $1.65 million for implementation of the Canandaigua COE
c. Over $1 million for other suicide prevention activities including education and training for

all staff,

technical assistance for the suicide prevention coordinators, developing

“gatekeepers” in the VA and the community who can facilitate help-seeking for those in

need.
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Question 5: For each fiscal year from 2003 through 2006, please state the number of unique
enrolled veterans who have attempted suicide and the number of unique enrolled veterans who
have committed suicide. For each fiscal year from 2003 through 2008, please state the number
of unique enrolled OEF/OIF veterans who have attempted suicide and the number of unique
enrolled OEF/OIF veterans who have commitied suicide.

Response: VHA cannot provide the definitive quantitative information about rates of suicide, for
the following reasons:
1) Not all veteran suicides are documented as suicides. For example, when the
cause of death is not immediately obvious to the coroner or medical examiner the
death certificate may list another cause of death such as heart attack.
2) Not all veteran suicides are reported to VA. A proportion of the events occur
in the community and there is no requirement to report that information to VA,

Nonetheless, VHA is working on creating systems and procedures to obtain more complete
information about suicides and suicide attempts in an ongoing manner as part of our efforts to
develop an evidence-based approach to prevention, and to target care where it is most needed.
Although VA does not have the systems in place at this time that would allow it to provide the
requested information, it is working intensively to get more complete data, and to apply
information on completed suicides and attempts in quality improvement, and, on attempts, in
targeting care.

As part of VHA's efforts at suicide prevention, we have implemented two important projects.
First, to obtain the best available estimates for rates and risk factors for suicide together with
their geographic variation, VHA has obtained data from the National Death Index of the cause of
death for all veterans who have stopped receiving care in recent years. This is intended to be a
sustained activity, with data obtained each year to allow an evidence-based approach to suicide
prevention. Second, MIRECC in VISN 19 has developed a systematic strategy for the
identification of enrolled veterans who have attempted suicide. They have identfied 170
attempts and 22 completed suicides in the past 2 years. The ratio of attempts to completed
suicides, approximately 8 to 1, is within the range cited in an NIMH Fact Sheet

{(www.nimh. nih.gov/suicideprevention/suifact.cfm}, and is consistent with what is expected for a
population that is predominantly male and middle aged or older; this is preliminary evidence for
the validity of their approach to identifying cases. VISN 18's methods for creating a listing of
attempts is currently being replicated in other regions. The goal is to implement it broadly in
late FY 2007 as a method for targeting care to those patients who may be at the highest risk for
suicide, those who have aiready made attempts to harm themselves.

Question 8: Please provide the Subcommittee with a detailed breakdown of how the $200
million VA budgeted for enhancing mental health programs and implementing the
Comprehensive Strategic Mental Health Plan was spent in FY 2008. Please identify any
monies that went unspent. Please identify any monies that were distributed through VERA.

Response: The following table represents VA allocation of funding to medical centers for
mental health strategic plan initiatives by type of mental health services for FY 2006. None of
the FY 2006 mental health initiative funds were distributed through veterans’ equitable resource
allocation (VERA). Please note that although the monies were allocated, facilities may not have
been able to fully execute according to plan.
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Originat Revised
Type of Mental Health Service Amount Allocated Aliocation
New fiscal year 2006 initiatives
Relaled o legislation
Domiciliary expansion $7,260,193 $7,437,593
Not directly related to legislation
PTSD and OEF/OIF $17,356,562 $18,772,089
Substance abuse $16,782,531 $16,887,550
Community-based outpatient clinic $13,451,302 $16,782,344
menta! health
Telemental heaith With EQ $5,022,399 $5,063,987
Grant and per diem liaisons $4,700,000 $4,700,000
Mental health intensive case $3,626,432 $3,745,029
management teams
inpatient mental health services at two $1,621,397 $1,629,657
VA faciiities in Tennessae
Mentat lliness Chemical Addiction $69,517
Incarcerated Veterans Pilot $233,334
Peer Housing Location Assistance Group $168,980
for Homeless Veterans
Psychosocial and recovery-oriented $6,249,025
services
Development of educational programs $600,000 $600,000
Additional Ed Programs $791,208
Stand Downs $467,665
Heaith E-Vet $5,000,000
RRTP Life Safety, Suicide Prevention $1,803,853
VISN 16 Special Needs $1,610,643
Subtotal - new fiscal year 2006 initiatives $70,420,190 $92,016,474
Initiatives initially funded in fiscal year $65,675,513 $65,675,513
2008
Total $136,095,703 $157,691,987
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The table below list represents funds not allocated to medical centers by type of mental heaith
services for FY 2006. The reason for funds not allocated is due in part to delayed
implementation of three new COESs, and to the unanticipated length of time required for refining
the processes for implementation of the integration of mental health with primary care after
responses to the request for proposals were received.

Type of Mental Health Service Planned Amount Not Revised Amount
Allocated Not Allocated
Related to legisiation
Centers of Excellence $4,500,000 $4,500,000
Domiciliary expansion $480,459 $8,804
Not directly related to legisiation
Psychosocial and recovery-oriented $21,500,000 $5,652,638
services
PTSD and OEF/OIF $11,370,689 $10,690,920
Telemental heatth $3,977,601 $3,936,013
Community-based outpatient clinic mental $3,525,808 $194,266
heaith
Substancs abuse $3,188,708 $3,112,450
Mental health program review $1,000,000 $1,000,000
Mentat health intensive case management $963.016 $539,419
teams
Inpatient mental health services at two VA $778,603 $773,503
facilities in Tennessee
Stand-downs $400,000 $0
Development of educational programs $300,000 30
Reserved for emerging needs $11,900,000 $11,800,000
Total $63,904,297 $42,308,013

To ensure that funds available for FY 2007 are used effectively and efficiently, procedures for
allocated funds have been revised. The processes of allocated funds has been streamlined by
emphasizing the need to fill gaps in care and to use avaitable opportunities, rather than
responses to requests for proposals; notices of funding are being distributed earlier in the year;
and monitoring of the use of funds and the implementation of programs has been enhanced,
both o increase accountability and to allow targsting of technical assistance. It should be noted
VA is still under a continuing resolution and this may hamper full execution of the Strategic
Mental Health Plan in

FY 2007.
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Question 7: The Administration’s FY 2007 budget identifies $306,110,000 for the mental health

initiatives to implement the Comprehensive Strategic Mental health Plan.

Question 7{(a) Does VA plan to reallocate additional funding in FY 2008 to continue new

mental health initiatives started in FY 2005 through FY 20072

Response: Yes, VA intends to provide recurring funding in FY 2008 for initiatives started in FY

2005 through 2007.

Question 7(b) Please provide the Subcommitiee with a detailed breakdown of how VA
currently plans to aliocate and spend the $306,110,000 in FY 2007,

Response: The breakdown is shown in the following table.

FY 2007 Proposed Budget

2007 Estimate
($000)

Primary Care/Mental Health
Suicide Prevention Counselors..

Psychosocial Rehabilitation {(PSR).

Staff members for PSR development. ...
Facility & VISN Recovery Coordinators ({160 facilities + 21 VISNs)x$120,000 roughly).
Funding from unfunded FY06 RFP proposals after further development
Mental Healith Intensive Case Management (MHICM). Rural, multiple teams, etc.
MHICM Educational/Training staff..
Homeless. ...
Residential Augmentation.
Substance Use Disorders:
Buprenorphine Expansion...
Cther Expansion.......
Mental Health in CBOCs..
OEF/OIF Qutrgach....oovceenv
PTSD, including Dual Diagnosis.
Telemental Health .
Evidence Based Psychotherapy Training Centers (CBT, IPT, MI, PE, PSR approaches, efc.)......
Care Coordination:
Personnet...
Equipment..
Employee Education Service (EES) Trainin
Centers of Excellence......
Guif Coast Market Survey
Psychogeriatrics...............
Chapliancy intitiatives.......
Recurring Commitments..

$31,500
$6,400
$2,000

$165
$16,290
$7,500
$825
$100
$15,000
$3,000

$3,375
$2,250
$15,000
$2,083
$8,000
$8,333
$4,500

$840
$1,050
$600
$4,500
$300
$750
$338
$170,411

2007 Esti Total

CBT = Cogpnitive Behavioral Therapy; IPT = Interpersonal Therapy, Mi = Motivational Interviewing;
PE = Prolonged Exposure.

Page 18
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Question 7{c} Please identify any monies that VA anticipates will be unspent in
FY 2007.

Response: VA does not anticipate any unspent funds in FY 2007, at this time.
Question 7{d) Please identify any monies that will be distributed through VERA.

Response: Mental health initiative funds will not be distributed through VERA in
FY 2007

Question 8: During the hearing, Dr. Cross stated that VA had not planned to use the Defense-
VA Brain Injury Center (DVBIC) screen for mild traumatic brain injury (TBI) because of concerns
that the screen may not be valid for veterans and that VA would be conducting research to test
the DVBIC developed screen with the VA patient population.

Question 8{a) When will VA begin and complste the research to test the validity of the DVBIC
developed screen on the VA OIF/OEF patient population?

Response: Screening for TBl is currently in the evidence building stage. Research on TB|
screening is a major focus for the Polytrauma/Blast Related Injury Quality Enhancement
Research Initiative (QUERI) for the 2007 Fiscal Year. A literature review has been completed
and a workgroup has been charged to develop a clinical reminder for the screening of OEF/OIF
veterans for possible TBI. This group will identify appropriate follow-up for potential positive
screens, and ensure the ability to tabulate statistics at the facility, Network, and national levels
on use of the screen, any referrals that result, and outcomes, as appropriate. The group
recommendations are due to VHA in spring 2007.

Question 8(b) Until such research is completed, how will VA ensure that OIF/OEF veterans
receive routine and standardized screening for mild TBI?

Response: The Under Secretary for Health's Information Letter, Screening And Clinical
Management Of Traumatic Brain Injury, provides guidance to VHA primary care clinicians on
how to identify and initiate clinical management of TBI in veterans and eligible active duty
service members.

To ensure that all VHA health care providers are educated on brain injury sequelae, clinical
management, and treatment approaches, completion of a four-hour continuing education course
on TBI has been mandated.

Question 8{c) Since FY 2002, how many OIF/OEF veterans were screened for mild TBI? Of
these veterans, how many were referred for a follow-up evaluation after screening positive for
mild TBI?

Response: VHA's database does not have the capability to differentiate severity of brain injury
or a specific screening procedure.

Question 8{d) How many OIF/OEF veterans have received treatment for mild TBI?

Response: VHA does not routinely aggregate this information at a national level, VHA is
unable to do so because there is no medical code that allows VA to definitively identify veterans
who may have received treatment for a mild TBl. The diagnosis code for concussion
{International Classification of Disease (ICD)9. 850.0-850.9) may be associated with a mild
brain injury. From October 2001 through June 2006, approximately 326 OEF/OIF veterans with
diagnosis codes associated with concussion have been identified as having been treated for a

Page 17
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condition possibly refated to TBI. However, there is no direct correlation between the diagnostic
code and mild TBI symptoms.

TBI is a wide reaching reference to what is actually numerous codes depicting locations in the
brain, involvement skull fractures, and extent of injury. This is not one code with varying degree
of complexity—e.g. mild, moderate, and severe.

The ICD-8-CM codes are overseen by a Coordination and Maintenance committee comprised of
four cooperating parties that include the American Hospital Association, Centers for Medicare
and Medicaid Services, National Center for Health Statistics and the American Health
Information Management Association. Proposed changes are submitted to this committee in
April for the October annual release. VA will draft a written request for submission to the ICD-9-
CM Coordination and Maintenance committee to develop a new code or series of codes to more
accurately reflect traumatic brain injury severity.

Question 9: The testimony from the Blinded Veterans Association and the lraq and
Afghanistan Veterans of America raises concerns expressed by families about their frustrations
in accessing adequate care for veterans with traumatic brain injury (TBI) once they leave the VA
polytrauma centers. How does VA plan to improve coordination of care for veterans with TBI
who have left the polytrauma centers?

Response: VA developed the polytrauma system of care (PSC) to improve access to
specialized rehabilitation services for TBl and polytrauma to facilitate delivery of care closer to
home, and to provide life long case management services for OEF/OIF veterans and active duty
service members.

VA facilities participating in the PSC are distributed geographically throughout the country so as
to facifitate access to specialized care closer to the home, and to help veterans and their
families to transition back into their home communities. Interdisciplinary teams of professionals
have been designated at these facilities to work together to develop an integrated plan of
medical and rehabilitation treatment for each veteran. In some cases, polytrauma may cause
long-term impairments and functional disabilities. VA is committed to provide services and
coordinate the lifelong care needs of these individuals.

The four components of the PSC include:

« Polytrauma Rehabilitation Centers (PRCs) — These four regional centers (Richmond,
Virginia; Tampa, Florida; Palo Alto; California, Minneapolis, Minnesota) are fully
operational. They provide acute comprehensive medical and rehabilitation care for
complex and severe injuries and serve as resources for other facilities in the PSC.

» Polytrauma Network Sites (PNSs) - These 21 sites, one in each of the VISNs are also
fully operational. Their role is to manage the post-acute effects of TBI and polytrauma
and to coordinate life-long rehabilitation services for patients within their VISN.

+ Polytrauma Support Clinic Teams (PSCTs) — These teams are currently under
development. They include local providers of rehabilitation services who have the
expertise to deliver follow up services in consultation with regional and network
specialists.

= Polytrauma Points of Contact (PPOCs)~ All other facilities will provide local PPOCs.
These are smalier facilities without the expertise or resources to meet the rehabilitation
and prosthetic needs of the poiytrauma patients. Each of these facilities ensures that at
least one person is identified to serve as PPOC for consultation and referral of
polytrauma patients to a facility capable of providing the level of services required.

Page 18
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Case management has a crucia! role in ensuring lifelong coordination of services for patients
with polytrauma and TBI, and is an integral part of the system at each polytrauma care site.
The PSC uses a proactive case management model, which requires maintaining routine
contacts with veterans and their families to coordinate services and to address emerging needs.
As an individual moves from one level of care to another, the case manager at the referring
facility is responsible for a “warm hand off” of care to the case manager at the receiving facility
closer to the veteran's home. The assigned case manager handles the continuum of care and
care coordination, acts as the PPOC for emerging medical, psychosocial, or rehabilitation
problems, and provides patient and family advocacy.

Question 10: Please describe the successes and challenges for expanding telemental health
to help rural veterans access specialized mentai health care.

Response: Telemental heaith in VHA involves the use of health information and
telecommunications systems to enable to delivery of care when veteran patient and clinician are
separated by geographical distance. The advantages of telemental health are that it: improves
access to mental health services; reduces the need for trave! by patients; and is associated with
preliminary evidence that it reduces the "no show" rate in clinics.

All fevels of mental heaith providers deliver mental health services using telemental heaith.
Telemental health encounters encompass the spectrum of services from new assessments,
medication management, individual, family and group therapies. Telemental health is also
being used for specialized programs such as smoking cessation sessions, behavioral
interventions, and pain management. Telemental health consultations may involve expert
mental health evaluations, screening o a specialty program, performing a VA compensation
and pension examination, or administering a diagnostic or psychological test remotely.

VHA has demonstrated a sustained success in expanding access to mental health services for
veterans via telemental health. implementation of care coordination/ general telehealth services
that involve real videoconferencing between VAMCs and clinics grew from 280 sites in FY 2004
to 311 sites in FY 2005 (data for FY 2006 is pending). The number of patients in VHA treated
via telemental health has grown from 8,750 in FY 2004, to 15,051 in FY 2005 to 18,628 in FY
2006.

In FY 2007 an expansion of telemental heaith services is anticipated to a further 245 CBOCs.
This expansion is expected to provide care to a further 30,040 veterans with mental health
conditions. Of these sites for telemental health expansion in VHA 213 (87 percent) are in
medically underserved areas. VHA has completed a telemental health training course to
support the education of clinicians that is necessary to accompany this expansion by creating a
telemental health competent workforce.

VHA has implemented care coordination/home telehealth (CCHT) to support the care of veteran
patients with chronic mental health conditions in their homes/local communities. Currently 703
patients are being supported with 50 percent being cared for depression, 7 percent for
substance abuse and 21 percent for PTSD, In VISN 1 there are 13 patients and in VISN 18,
199 patients receiving care via CCHT - these are predominantly patients in rural areas.

The main chalienges in developing telemental health services is in ensuring that the necessary
clinical, technical and business processes are in place so that the services that VHA deveiops
are robust and sustainable. VHA is providing increasing levels of care to veterans in rural areas
via telemental health by having the necessary processes in place to ensure the robustness and
sustainability of its telehealth services.
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Department of Memorandum

Veterans Affairs
February 3, 2004

Date:

From: Chief Officer, Readjustment Counseling Service (15)
Sub: Vet Center Qutreach to veterans returning from the Global War on Terrorism

T°: Under Secretary for Health (15/10)
THRU: Deputy Under Secretary for Health (10A) J4

The purpose of this memorandum is to request approval for authorizing
Department of Veterans Affairs (VA) Vet Centers to provide outreach services
specifically geared to locate, inform, and engage veterans returning from the
Global War on Terrorism.

Provisions in Current Law: Authority for this initiative is found in title 38, United
States Code, Section 1712A as amended by Public Law 104-262 in October
1996. The latter legislation extended eligibility for Vet Center services to any
veteran who served in the active military in any war, or in any area during a
period of armed hostilities.

Background:

Legistfative Response to Guif War One: in 1891, on the day the ground war
began in the Persian Gulf, the Secretary of Veterans Affairs requested and the
Chairman of the Senate Committee on Veterans Affairs infroduced legislation to
extend eligibility for readjustment counseling at VA Vet Centers to veterans of the
Gulf War. The Secretary's legislative request included $1.4 million additional
dollars for fiscal year 1991 and another $4.4 million to be spread out over the
next five years. Public Law 102-25 was passed into law in April 1891 extending
Vet Center program eligibility to all post-Vietnam era veterans who served in an
area of armed hostilities. Public Law 102-27, the Dire Emergency Supplemental
Appropriations for Consequences of Operation Desert Shield/Desert Storm....
Act of 1991, was also passed in April 1991. The latter contained a $25 miilion
supplemental appropriation for unbudgeted VA medical expenses resulting from
the Gulf War. Of that amount, $1.4 million were earmarked for readjustment
counseling through the Vet Center program.

Vet Center Program Utilization of Supplemental Appropriation: Utilizing
emergency funds supplied by Congress, RCS hired 84 temporary counselors in
fiscal year 1991, primarily to provide outreach and counseling to the new
veterans returning from the Gulf War. The additional staff was instrumental in
enabling the Vet Center program to provide timely outreach, education and other
services to the new veterans and family members, thereby freeing up regular
staff to serve the increasing numbers of re-traumatized older veterans
responding to the news about the war.

VAFCRM 990k
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Outcome Indicator: The final report of The Presidential Advisory Committee on
Gulf War llinesses, March 7, 1897, cited the Vet Centers as providing exemplary
outreach services to contact and inform over 100,000 Gulf War veterans. The
Committee recommended that other VHA services and programs adopt Vet
Center strategies for outreach on behalf of improving services to Gulf War
veterans.

Readjustment Counseling GWOT OQutreach Services

Pursuant to the provisions of 38 U.5.C., Section 1712A, the Secretary of
Veterans Affairs has approved extension of eligibility for readjustment counseling
at Vet Centers to veterans who served in the Global War on Terrorism (1) in
Afghanistan in Operation Enduring Freedom and (2) in Irag in Operation lragi
Freedom. To date the Vet Centers have seen approximately 4,000 GWOT
veterans.

Pursuant to the provisions in 38 U.8.C., Sections 1712A, 1782 and 1783, the
Secretary of Veterans Affairs authorized the Vet Centers to provide bereavement
counseling to surviving family members of Armed Forces personne! who died
while on active duty in service to their country. The Vet Centers are now actively
providing bereavement counseling to military family members whose loved ones
were killed on active duty in Afghanistan and Iraq.

As reported in the May/June edition of the Vanguard, Vet Centers across the
nation reported an increase in visits from veterans and family members during
the onset of Operation Iragi Freedom. Vet Centers reported a 9 percent increase
in visits by veterans and a 12 percent increase in family visits for March 2003, as
compared to the same period in 2002.

In April 2003, the Chief Readjustment Counseling Officer directed the Vet
Centers system-wide to commence outreach operations specifically geared to
locate, inform and engage veterans returning from the Global War on Terrorism.
Such outreach included visits to military installations with particular attention to
National Guard and Reserve personnel returning to their home communities
foliowing deployment to Afghanistan or Iraq. Vet Center outreach to military
installations also included coordination with local military family assistance
centers. The Vet Centers were also directed to initiate early services to veterans
returning from the Giobal War on Terrorism to include the following specific
guidelines:

+ Any family members of soldiers killed in action in OEF or OIF can be
provided readjustment counseling.
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» Any OEF or OIF soldier wounded in action, and their family members, can
be provided with readjustment counseling services once separated from
the military.

« All family members of military personnel deployed in OEF and OIF can
receive outreach services, educational information, preventive care, and
case management and referral services.

» Vet Centers have provided services to over 4,000 GWOT returning
servicemen/women. Additionally, the have provided information and
supportive services to many families across the country.

The provision of outreach services to GWOT returning service men/women is
consistent with the mission of VA “To care for him who shall have borne the
battle, and for his widow, and his orphan.” This initiative is also consistent
with the spirit of VA's strategic goals as specified in the Secretary’s Strategic
Plan for Employee’s for 2001-2006. The four strategic goals are particularly
relevant in this regard:

+ Restore the Capability of Disabled Veterans to ihe Greatest Extent
Possible and Improve their Quality of Life and That of Their Families.

» Ensure a Smooth Transition for Veterans from Active Military
Service to Civilian Life.

+ Honor and Serve Veterans in Life and Memorialize Them in Death for
Their Sacrifices on Behalf of the Nation.

» Contribute to the Public Health, Socioeconomic Well Being, and
History of the Nation.

The spirit of all four of these strategic goals is well served through provision of
care to returning soldiers and their families who have been put in harms way
in serving their country in a combat theatre of operations.

Client Target Population

The population of veteran clients for this service initiative includes any
veteran or active military member who has served in-country as a part of the
Global War on Terrorism and their families. Based upon data provided by the
Department of Defense’s (DOD) Manpower Data Center in California, the
total number of active duty personnel deployed to Operation Iraqgi Freedom
{OIF) is 483,000. Of that total 336,000 are active military and 102,000 are
Reserve and National Guard personnel combined. DOD has also provided
information indicating that approximately 89,000 veterans returning from OIF
have separated from the military and who are thereby eligible for veterans’
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benefits. DOD has additionally indicated recently that there will be an influx of
more veterans returning from OIF in the near future. They also report that the
voiume of soldiers returning will present challenges in meeting all of their
perceived needs. Based upon 24 years of experience providing outreach and
readjustment counseling to retumning war veterans, the Vet Center program
has a well informed organizational history of providing services for the
psychological and social readjustment needs to other returning troops like
those returning from the Gulf War of 1991, and other post-Vietnam era war
veterans such as those returning from Somalia and the former Republic of
Yugoslavia. For every war and armed conflict since Vietnam, the Vet Center
program has functioned as VA's first line of contact for troops returning from
the combat theater. VA's extension of timely outreach and counseling

. services to these most recent combatants will help to prevent possible
development of more chronic and delayed forms of war-related trauma.

Recommendation

Specifically this recommendation is to augment Vet Centers with temporary
positions to provide outreach to Global War on Terrorism Veterans modeled
after the initiative for Gulf veterans. We recommend 50 national temporary
positions (at 3.8m per year) to be added to the RCS specific purpose account.
These positions are to be located on or near military out processing stations
and reserve and National Guard facilities. Given the two year time window of
VA eligibility for reserve and National Guard servicemen/women, the positions
would be needed for at least three years to provide these outreach services to
returning troops. These veteran temporary employees would augment Vet
Center services in providing briefing services at active military, reserve, and
national-guard stations to transitioning servicemen/women regarding the
spectrum of VA services available to them and their families. They would
also organize local community activities to provide information and education
about VA, DOD, and other community support systems. Special attention
would be paid to localities where there are military bases where veterans are
being discharged, as well as more rural Reserve and National Guard
locations. The outreach effort would focus on military related readjustment
issues impacting on those who have served in the GWOT.
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Department of Memorandum

Veterans Affairs
November 23. 2004

Chief Officer, Readjustment Counseling Service, 15

Nashville. TN Vet Center

Under Secretary for Health. 10

[

9

)

This memorandum is written to request approval to establish a new Vet Center in
Nashville. Tennessee. The Nashville Vet Center would be supporied by the Tennessee
Valley Health Care System — Nashville Campus (VAMC 626) within the VA Mid South
Healthcare Network (VISN 9).

The establishment of a Vet Center in Nashville would address the mental health and
readjustment needs of underserved veterans in central and northwestern Tennessee and is
consistent with the needs identified by VISN 9 senior management.

The proposed Nashville Vet Center would be located in Davidson County (Tennessee 5w
Congressional District) and serve veterans and their families living in Williamson.
Rutherford. Wilson, Trousdale. Sumner, Robertson. Cheatham. Montgomery. Stewart.
Houston. Dickson. Humphreys. Hickman. Maury, Marshall. Bedford. Henry. Carroll.
Benton. Perry, Lewis. Henderson. Decatur, Hardin. Wayne. Lawrence. Giles. Lincoln.
Cannon, De Kalb, Smith. Macon. Clay. Jackson. Overton and Putnam Counties
{Tennessee 4™ 6", 7" & 8" Congressional Districts). In addition. the Nashville Vet
Center would provide services to out processing veterans from Fort Campbell. home of
the 101™ Airborne Division (Air Assault).

The proposed catchment area contains 193.358 veterans. All of these veterans currently
reside at least 65 miles, with many over 150 miles, from the nearest existing Vet Center.

There are currently four Vet Centers in Tennessee. all located between 100 and 250 miles
from Nashville {Chattanooga Vet Center, 109 miles, Knoxville Vet Center. 161 miles,
Memphis Vet Center, 173 miles. and Johnson City Vet Center. 247 miles}. Access to
Vet Center services for all veterans and family members living in the counties identified
in the proposed catchment area would be improved by establishing a Vet Center in
Nashville.
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6. The staffing of the proposed Vet Center would consist of one (1) Vet Center Team
Leader (GS-12), three (3) Vet Center Counselors (GS-11), and one (1) Vet Center. Office
Manager (GS-6). The estimated staffing costs (5 Recurring FTEE) would be as follows:

Position Grade Base Benefits Total

Team Leader GS-12/5 $66,486  $19,948 $ 86,432

Counselor GS-11/5 $55472  $16,642 $ 72,114
Counselor GS-11/5 $55472  $16,642 $ 72,114
Counselor GS-11/5  $55,472 $16,642 $ 72,114

Office Manager GS8-6/5  $33,731  §$10,118 § 43,850

Grand Total $346.623

7. The establishment of the proposed Vet Center would require 3000 square feet of leased
office space within the local community. This would be consistent with the RCS mission
and legislative mandate of providing services to combat veterans in a non-medical setting
in or near their community. The estimated recurring lease costs would be $31.200 (3000
square feet @ $10.40 per square foot per annum). In addition. $15.000 in recurring
operating funds (GSA vehicle, telephone, supplies. etc.) would be needed.

8. The request to establish a Vet Center in Nashville, Tennessee would require $392.823 in
recurring costs and 5 FTEE. Thank you for your consideration in this matter,

R s

ALFONSO R. BATRES. Ph.D.. M.S.S.W.
Chief Officer, Readjustment Counseling Service. 15

! Non Concur
m//télyj‘ Glicr s X S

MICHAEL KUSSMAN, MD. MS. MACP
Acting Deputy Under Secretary for Health. 10A
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JONATHAN B. PERLIN. MD, Ph.D.. MSHA, FACP
Acting Under Secretary for Health, 10
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Department of Memorandum

Veterans Affairs
March 28. 2005

Chief Officer. Readjustment Counseling Service. 15

Vet Center Outreach to Veterans Returning from Global War on Terrorism

tUnder Secretary for Health, 10

THRU: Deputy Under Secretary for Heahhz}‘gA "Z)k

1.

el

The purpose of this memorandum is to recommend approval to further augment the
Deparunent of Veterans Affairs (VA) Vet Centers with an additional 50 employees hired
from the ranks of veteran returnees from the Global War on Terrorism (GWOT). As with
the program’s original 50 GWOT employees. these veterans will also be used specificatly
to provide timely outreach services specifically geared to locate. inform. and engage
veterans returning from Afghanistan and Iraq.  The February 3. 2003 memorandum
requesting the original 50 GWOT employees is attached for background (Attachment 1).

Readjustment Counseling Service GWOT Outreach Services

Pursuant to the provisions of 38 U.S.C.. Section 1712A, the Secretary of Veterans Affairs
has approved extension of eligibility for readjustment counseling at Vet Centers to
veterans who served in the Global War on Terrorism (1) in Afghanistan in Operation
Enduring Freedom and (2) in Iraq in Operation Iragi Freedom. To date the Vet Centers
have had substantive contact with approximately 16.000 GWOT veterans. with over half
of these veterans and their family members receiving ongoing readjustment services in
the Vet Center.

Pursuant to the provisions in 38 U.S.C.. Sections 1712A. 1782 and 1783. the Secretary of
Veterans Affairs authorized the Vet Centers to provide bereavement counseling to
surviving family members of Armed Forces personnel who died while on active duty in
service 1o their country. The Vet Centers are now actively providing bereavement
counseling to military family members whose loved ones were killed on active duty in
Afghanistan and Iraq.  To date over 300 families (over 450 family members) have
received assistance from Vet Center counselors.

As instituted in April 2003 by the Chief Readjustment Counseling Officer. the Vet Center
program is actively conducting outreach operations specifically geared to locate, inform
and cngage veterans returning from the Global War on Terrorism. Such outreach
includes visits to military installations with particular attention to Natienal Guard and
Resenve personnel returning to their home communities following deployment to
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Afghanistan or lraq. Vet Center outreach to military installations also includes
coordination with local military family assistance centers. The Vet Centers are also
initiating early readjustment counseling services to facilitale a seamless transition for
veterans returning from the Global War on Terrorism to include the following:

+ Family members of soldiers killed in action in OEF or OIF are provided readjustment
and/or bercay ement counseling.

o Al OEF or OIF soldiers wounded in action. and their fomily members. are eligible
for provision of readjustment counseling services once separated from the military.

e Al family members of military personnel deployed in OEF and OIF can receive
outreach services. educational information. preventive care. and case management
and referral services. ‘

As reported above. Vet Centers have provided substantive services to over 16.000
GWOT returning servicemen/women. This number. however. does not represent a major
proportion of the overall veterans contacted nation-wide via outreach activities conducted
by the Vet Centers. A significant amount of outreach activity is not recorded because the
encounters do not include sufficient substantive one-on-one interaction with Vet Center
staff to enable collecting veterans™ demographic data.  To more accurately account for
the outcome of the GWOT veteran outreach initiative, the Chief Readjustment
Counseling Officer directed a monthly report from each RCS Regional Manager’s Office
of the number of outreach activities and the number of veterans and/or family members
contacted for each Vet Center in the region and aggregated regional totals. These reports
will also give particular attention to the activities of the GWOT veteran outreach
counselors. This report is specifically designed to capture productivity for those outreach
activities that are primarily educational and that do not result in sufficient one-on-one
contact with individual veterans for collection of demographic information,

As an example of the types of outreach activities currently provided by the Vet Centers to
facilitate services to returning GWOT veterans. the following is a recent collaborative
initiative organized by the RCS Northeast Region Vet Centers and the New Hampshire
National Guard. This event provided outreach. cducation and assessment for 800
National Guard troops returning from the combat theaters of OEF/OIF. This initiative
was spearheaded by the Team Leader and the GWOT outreach worker of the Manchester.
NH. Vet Center. From January through March 2005, VA collaborated with the New
Hampshire National Guard to provide educational briefings and clinical assessments to
over 800 National Guard personnel returning from OEF/OIF, During this time period.
seven distinct groups of approximately 150 returning soldiers each rotated through the
outreach and educational sessions. The sessions took place at the National Guard
Armory and the Manchester VAMC. The VA was represented by Vet Center clinicians.
VA medical center staft. and VBA representatives from the VA Regional Office. The
seven sessions combined totaled 15 working days and over 900 individual counseling
hours.  Services provided were an organized forum of VHA and VBA briefing
information,  The Vet Center contribution was unique in including. along with
cducational briefings about Vet Center services. a one-on-one hour long clinical
assessment for symptoms of acute stress and other military-related problems for each
returning soldier. Fifty percent of the 800 veterans screened requested a 30 day follow-
up appointment at their local Vet Center. The initiative included 27 Vet Center service
providers from16 Vet Centers in New England. Congressional representatives in other
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New England states have requested similar sessions for returning soldiers in their
respective states.

6. Based upon 25 years of experience providing outreach and readjustment counseling to
returning war veterans, the Vet Center program has a well informed organizational
history of providing services for the psychological and social readjustment needs to other
returning troops like those returning from the Gulf War of 1991, and other post-Vietnam
era war veterans such as those returning from Somalia and the former Republic of
Yugoslavia. For every war and armed conflict since Vietnam. the Vet Center program
has functioned as VA’s first line of contact for troops returning from the combat theater.
VA's extension of timely outrcach and counseling services to these most recent
combatants will help to prevent possible development of more chronic and delayed forms
of war-related trauma. :

7. Community outreach and other accommodations to improve access to care for veterans
are essential to veterans” readjustment and successful transition to civilian life.  This is
true both from the standpoint of ensuring timely provision of services for new eras of
veterans returning from combat and peace-keeping missions. as well as. for overcoming
psyvchological and cultural barriers to care associated with the avoidance tendencies of
traumatic war-time experiences. Traumatized war veterans frequently present with
stigmas about accessing services. In this regard. Vet Center counselors are especially
effective in forging alliances with local veterans through outreach comacts in the
community. helping veterans relax negative attitudes via a safe and accepting
environment and in initiating more formal individual and/or group counseling at the Vet
Center. Qutreach conducted by fellow veterans of the same era with similar war-time
experiences generates immediate report and accelerates the process of engaging the
veleran in a meaningful therapeutic relationship.

Client Target Population

8. Authority for readjustment counseling is found in Title 38. United States Code. Section
1712A as amended by Public Law 104-262 in October 1996. The latter legislation
extended eligibility for Vet Center services to any veteran who served in the active
military in any war, or in any area during a period of armed hostilities.  Therefore. the
population of veteran clients eligible for this extended service initiative includes any
veteran or active military member who has served in-country as a part of the Global War
on Terrorism and their family members. VHA reports that as of January 14, 2005,
244.054 veterans have returned from the combat theaters in Afghanistan and Irag. and
that approximately 43 percent of these are National Guard and Reserve component
persomnel.  Difficulties related 1o obtaining reliable estimates of total troop strength for
OEF and OIF from the Department of Defense precludes the practicality of attempting to
estimate the baseline population for the purpose of this request. However. there is no
reason to assume a reduction in returning veterans for the foreseeable future. Of note in
this regard is VHAs institutionalization of the activities of its Scamless Transition Task
Force into a permanent Seamless Transition Program Office.

Recommendation

9. Specifically this request consists of two recommendations as follows:
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1t is recommended that VHA augment the Vet Center program by an additional 50
three-year term temporary positions 1o provide outreach to Global War on Terrorism
veterans. and lo be located in each of the fifty states near military out processing
stations and Reserve and National Guard facilities. Existing nonrecurring personal
service funding will cover the additional costs of any new hires for FY 2005, $1
million add on will be required for FY 2006 and $1.3 million for FY 2007. To
facilitate the implementation of these additional hires. it is recommended that VHA
senjor management take steps as necessary to promote this initiative to VA Human
Resources Service to ensure timely selections for these vital positions. This includes
guidance to field stations regarding use of appointing authorities such as Veteran's
Recruitment Appointments (VRA),

. It is recommended that VHA take the necessary measures to convert the original

existing 50 term positions authorized in February 2004 10 career/career conditional
status with recurring personal service funding of $2.4 million per year beginning in
FY 2006. This initiative would be of value to VA as an effective means of recruiting
new full time veteran employees. A pool of motivated and skilled veteran service
providers is a sound investment in VA's future and long term commitment (o serving
this generation of veterans,

Cost Projections

10. Given that current GWOT funding level remains constant

Alfon

FY 05 No cost {given the lateness into the fiscal year and RCS
efficiencies. RCS can effect with no funding for FY05)

FY 06 $1.1 million
FY 07 $1.3 million

FY08 $1.5 million

Owﬁa ONLY

Batres. Ph.D.. M.S.S.W.

Concuy/ Non-Concur

ﬁz‘fbjp .j . Ztaw/

Michael J. Kussman. M.D.. M.S.. MACP

Approved:

o

) T
Disapproyed: Date: 2 5705

Lo it

Jnnm{mn B. Perlin. M.D.. Ph.D.. MSHA. FACP
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Department of Memorandum

Veterans Affairs
April 18. 2006

Chief Readjustment Counseling Officer (15)

RCS Program Augmentation 2006

Under Secretary for Health (10)

4
Through: Principal Deputy Under Secretary for Health (W o7

1.

The purpose of this memorandum is to recommend approval to augment the Department
of Veterans Affairs (VA) Readjustment Counseling Service (RCS-15) with 2 additional
Vet Centers. 11 additional FTEE to augment staff at existing Vet Centers. and conversion
of the second 50 Global War on Terrorism {GWOT) Outreach Specialists from term to
career status, The augmentation will address increased demand for readjustment
counseling services over the last several years.

Readjustment Counseling Service (RCS)

-

s

The RCS Vet Center program is a special VHA program designed to provide
readjustment counseling to veterans exposed to the uniquely stressful rigors of military
service in a combat theater of operations. VA's Vet Center program consists of 207
community-based Vet Centers located outside the larger medical facilities. in easily
accessible. consumer friendly facilities. The Vet Center program’s service mission is
beyond medical care featuring a holistic mix of professional readjustment counseling for
war trauma and other social readjustment problems. family readjustment counseling. and
multiple community-based services to include outreach. education. extensive case-
management and referral.  Authorizing legislation is found in Public Law 96-22. all
associated House and Senate Reports. and subsequent amendnients where it is outlined
that. “Within the context of readjustment counseling. each vet center is tasked with three
major functions: outreach. direct service delivery. and referral. A readjustment problem
does not usually amount to a definable psychiatric iliness requiring extended professional
services but could become such an iilness in the absence of carly detection and
counseling and follow up care where necessary. Thus. in  the sensitive field of
readjustment counseling. it is essential that services be available and accessible on an
outpatient basis. and that all unnecessary barriers to help be removed. Most importantly.
the veteran must understand that seeking readjustment counseling does not imply or
result in a diagnosis of mental itlness.”

Fach Vet Center is staffed by a small multidisciplinary team and nationally the Vet
Centers maintain a majority of combat theater veterans as direct service providers.
Current law defines eligibility for readjustment counseling to include any veteran whae

RCS Enhancement 2006 Page 1 0f 10



163

served in the active military in a theater of combat operations during any period of war.
or in any other area during a period in which hostilities occurred in such area

4. In FY 2005 the Vet Centers provided 1.046.628 (including 23.476 documented outreach
contacts) visits to 132,853 veterans and their families. This represents an increase of
9.477 veterans and 14.863 veteran visits from the previous fiscal year. Each Vet Center
readjustment counseling service provider averaged 6.7 veteran visits per day.

3. In meeting the readjustment counseiing mandate to veterans as defined by the authorizing
legislation. Vet Centers provide both social and psychological services to veterans and
their families, According to a GAO audit in 1996 (GAO/HEHS-96-113). Vet Centers
and medical centers generally serve different clients and missions. In contrast to VA
medical facilities. Vet Centers do not provide inpatient care or medical prescriptions. but
do provide services that medical facilities cannot or do not provide. Such services
include community-based outreach: social. economic. and family readjustment
counseling: and bereavement services for surviving military family members. As
originally documented in their 1996 audit. GAO found that from 30 to 40 percent of Vet
Center unique clients are not seen in any other VA facility. As consistenly documented
in succeeding years. these veterans constitute a core group of frequent users who access
Vet Center care primarily for psychological war trauma and other social readjustment
problems, Most of the visits provided by the Vet Centers are devoted to this core group
of veteran users.  In FY 2005, 47.860 of all veterans served were not seen at any other
VHA facility. This core group of RCS clients represents over 36% of veterans receiving
services in the Vet Centers and is an increase of 29.2% from FY 2004°s core group.

6. Pursuant to the provisions of 38 U.S.C.. Section 1712A. the Secretary of Veterans Affairs
approved extension of eligibility for readjustment counseling at Vet Centers to velerans
who served in Operation Enduring Freedom {OEF] in April 2003 and Operation Iraqi
Freedom {OIF] in June 2003, An indication of the Vet Centers emphasis on outreaching
OEF/OIF veterans is the rate of market penetration. From 1991 through 2005 RCS
provided services to 10% of the 603.820 veterans who served in Operation Desert
Shield/Storm (ODS). RCS initiated service provision and outreach efforts to OEF/OIF
veterans in late 2003. and by the end of February 2006 has already provided readjustment
counseling to 41.838 separated veterans and outreach services to 76.973 OEF/OIF
veterans. This represents services to 118.811 of the 547.218 (21.7%) veterans separated.
RCS has reached a much higher market penetration with the newest cohort of combat
velerans in 3 years. over twice the level that took 14 years to accomplish with the
previous cohort of combat veterans.

7. The final report of The Presidential Advisory Committee on Gulf War Veterans
Hinesses. March 7. 1997, cited Vet Centers as providing exemplary outreach services o
contact and inform Gulf War veterans of VA services. The committee recommended that
other VHA services and programs adopt Vet Center strategies for outreach to improve
services to combat veterans. The Vet Center ODS outreach served as the mode! for
outreach to OEF/OIF veterans and drove the hiring of 50 GWOT Outreach Specialists

RCS Fnhancement 2006 Page 2 of 10
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beginning in February 2004 and an additional 50 Specialists beginning in March of 2005,
The hiring of GWOT Outreach Specialists. all of which are themsehes OEF/OIF
veterans directly supports the VA Secretary’s “Fudfilling the Commitment ~ Coming
Home to Work™ initiative,  RCS GWOT Outreach Specialists are now averaging over
13.000 outreach contacts each month with newly returning OEF/OIF veterans and their
families. If current trends continue as anticipated this will annualize to over 156.000
contacts for FY 2006.

8. Pursuant to the provisions of 38 U.S.C.. Section 1712A, 1782 & 1783. the Secretary of
Veterans Affairs authorized the Vet Centers to provide bereavement counseling services
to surviving family members of Armed Forces personnel who died while on active duty
in service to our country. Through March 2006 the families of 632 fallen Service
Mcembers (983 family members) have received assistance from Vet Center counselors.

Recommendation

9. Specifically this request consists of the following recommendations:

a. Establish 2 New Vet Centers in high demand areas.
b. Staff Augmentation of 11 Existing Vet Centers.
c. Conversion of 50 GWOT Qutreach Specialists to Career/Career Conditional.

Cost Projection

10. The cost projections (see attached spreadsheet) for each recommendation are:

a.  $800,000 (2 Vet Centers. 8 FTEE)

b.  $700,000 (11 FTEE)

¢ $3,000,000 (50 FTEE)
$2.5 million curvently funded for FY 2006 & FY 2007
{Non-Recurring). Request conversion of existing $2.3

million to Recurring, plus un additional $500,000,

TOTAL REQUEST: $4,500,000 {Recurring}

aﬁzs,.m/m Q- Rals
ALFONSO R BATRES. Ph.D.. M.S.S.W.
Chief Officer. Readjustment Counseling Service. 15
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@Non-(:oncur

g Erssat
MICHAEL KUSSMAN, MD, MS, MACP
Principal Deputy Under Secretary for Health, 10A

lsa rove
v -

JONATHAN B. PERLIN, MD, PhD, MSHA, FACP
Under Secretary for Health, 10

Based upon an agreement between the Chief Readjustment Counseling Officer and the
Chief Financial Officer, recurring VHA funding for the RCS Program Augmentation will
begin in fiscal year 2007. No additional funding for the remainder of FY 2006 is

required.
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A. New Vet Centers — High Demand Areas (2 Vet Centers)

1. Atlanta, GA
Criteria:

Total Population of the catchment area - 1,178.566

&

b, Veteran population — 468.005

c. FY 2005 Market Penetration = 0.369 RANKING ~ TOP (0.5 or below)

d. FY 2005 Visits per Client = 9.1 RANKING - FAIR (7.7 -12 Visits per Client)

e. FY 2005 annual Visits per Direct Service FTEE = 2.735: RANKING - TOP

{2.300 and above Visits)
f. OVERALL STATISTICAL RANKING - 1M of 206

o Targeted outreach and service provision to African American veterans {62 % in
Atlanta city limits, 31.8% in Atlanta Metropolitan Statistical Area (MSA)).

h. Collaboration with the Atlanta VA Medical Center and the Atlama Midtown
CBOC. )

i Area growth rate of since 1990 census: 5.8%

I Georgia Army National Guard maintains 90 armories. and is present in 73
communities - State Area Command. 78th Troop Command. 48th Infantry
Brigade (Mechanized). 265th Engineer Group. Ist Aviation Group. 122nd
Regiment (RTI)

2. Phoenix, AZ

Criteria:

a. Total Population of the catchment area - 2,111,705

b. Veteran population — 315.323

[\ FY 2005 Market Penetration = 0.392: RANKING - TOP (0.5 or below)

d. FY 2005 Visits per Client = 8.1:  RANKING ~ FAIR (7.7 -12 Visits per Client)

c. FY 2005 annual Visits per Direct Service FTEE = 1.426: RANKING - FAIR
(1.200 — 1.799 Visits)

f. Phoenix is the largest metropolitan area in the country served by only one existing

Vet Center (sixth largest metropolitan area in the United States).

i Diverse city with high number of Native American. Hispanic and African
American veterans

h. Collaboration with Carl T. Hayden VA Medical Center. Southeast Heahh
Care Extension Clinic. the Northwest Health Care Extension Clinic. Buckeve
Health Care Extension Clinic. and the Show Low Health Care Extension Clinic.

i Area growth rate of since 1990 census: 20.3%

i Arizona Army National Guard maintains 45 armories, and is present in 22
communities - State Area Command. 98" Troop Command. 385" Aviation
Regiment. 153 Field Artillery Brigade 158" Regiment (RTI). 91 WMD CST.
The Western Army National Guard Aviation Training Site. (WAATS) Silverbell

RS Enhancement 2006 Page 5 of 10
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Army Heliport Marana. Arizona. Co-located at the heliport is the 3gs" Attack
Regiment. 1% Battalion. 285" Aviation Brigade

Marine Corps Reserve: Bulk Fuel Company C. 6" Engmeer Support Battalion.

4th FSSG Detachment 7. Engineer Support Company. 6" Engineer Support
Battalion. 4™ FSSG .

B. Staff Augmentation — High Demand Areas (11 FTEE ~ 1 per Site)

1. Little Rock, AR

Criteria:

246.446 Veterans in catchment area

FY 2005 Direct Service FTEE=2.5

FY 2005 Market Penetration = 0.284: RANKING -~ TOP (0.5 or below)

FY 2005 Visits per Client = 8,95: RANKING - FAIR (7.7 -12 Visits per Client)

FY 2005 annual Visits per Direct Service FTEE = 2.506: Ranking - TOP (2.300
and above)

OVERALL STATISTICAL RANKING - 2" of 206

The Arkansas Army National Guard maintains 75 armories. and is present in 74
communities.  State Area Command. 87th Troop Command. 3%h Infantry
Brigade (Light) (Separate). 142nd Field Artillery Brigade. 233rd Regiment (RTI).
6lst WMD CST

2. Ft. Wayne, IN

Criteria:

ae T

L+

bac}

250.693 Veterans in catchment area

FY 2005 Direct Service FTEE = 2.5

FY 2005 Market Penetration = 0.4855: RANKING -~ TOP (0.5 or below)

FY 2005 Visits per Client = 5.52: RANKING - GOOD (4 - 7.7 Visits)

FY 2005 annual Visits per Direct Service FTEE = 1,404:  Ranking ~ FAIR
(1.200 -1.799 Visits)

OVERALL STATISTICAL RANKING - 5" of 206

The Indiana Army National Guard maintains 79 armories, and is present in 69
communities.  State Area Command. 81st Troop Command. 38th Infantn
Division, 76th Infantry Brigade (Separate). 138th Regiment (RT])

3. Columbus, OH

Criteria:

a. 211457 Veterans in catchment area

b. FY 2005 Direct Service FTEE= 2.8

c. FY 2005 Market Penetration = 0.3414: .RANKING - TOP (0.5 or below)

RCS Enhancement 2006 Page 6 of 10
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FY 2005 Visits per Client = 11.98: RANKING ~ FAIR (7.7 -12 Visits per
Client)

FY 2005 annual Visits per Direct Service FTEE = 1.913:  Ranking - GOOD
(1.800 - 2.299)

OVERALL STATISTICAL RANKING - 6" of 206

The Ohio Army National Guard maintains 54 armories. and is present in 51
communities. - State Area Command, 73" Troop Command. 37" Armored
Brigade. 16" Engincer Brigade. 145™ Regiment (RTI). 52™ WMD CST

A % - . . " .
. Marine Corps Reserve: Lima Company. 3™ Battalion. 25" Marines. 4" Marine

Division

4. East St. Louis, IL

Criteric

a0 o

i

137.359 Veterans in catchment area

FY 2005 Direct Service FTEE=1.5

FY 2005 Market Penetration = 0.4183: RANKING - TOP (0.5 or below)

FY 2005 Visits per Client = 9.3: RANKING - FAIR (7.7 -12 Visits per Client)
FY 2005 annual Visits per Direct Service FTEE = 1.829:  Ranking - GOOD
(1.800-2.299)

OVERALL STATISTICAL RANKING - 9" of 206

Hlinois Army National Guard maintains 59 armories. and is present in 30
communities — State Area Command. 65" Troop Command, 33 Area Support
Group. 66" Infantry Brigade. 129" Regiment (RTI). 5™ WMD CST - Bartonville

5. Johnson City, TN

Criteria:

e Te

b

146.122 Veterans in catchment area

FY 2005 Direct Service FTEE=1.5

FY 2005 Market Penetration = 0.4122:  RANKING ~ TOP (0.5 or below)

FY 2005 Visits per Client = 8.65: RANKING — FAIR (7.7 -12 Visits per Client)
FY 2005 annual Visits per Direct Service FTEE = 1.954:  Ranking - GOOD
(1.800 ~2.269)

OVERALL STATISTICAL RANKING ~ 10" of 206

Tennessee Army National Guard maintains 109 armories. and is present in 91
communities. State Area Command. 30th Troop Command. 194th Engineer
Brigade. 196th Field Artillery Brigade. 230th Area Support Group. 278th
Armored Cavalry Regiment. 117th Regiment (RT])
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6. Orlando, FL.
Criteria:

303.647 Veterans in catchment area

FY 2005 Direct Service FTEE =2.5

FY 2005 Market Penetration = 0.6204: RANKING - GOOD (0.5 to .944)

FY 2005 Visits per Clicnt = 4.75: RANKING - GOOD (4 - 7.734 Visits)

FY 2005 annual Visits per Direct Service FTEE = 2.009: Ranking - GOOD

{1.800 ~ 2.299)

f. OVERALL STATISTICAL RANKING ~ 11"™ of 206

g. Florida Army/Air National Guard maintains 72 armories. and is present in 63
communities. State Area Command, 83 TrooF Command. 53" Infantry Brigade
{Sep) (Light). 50" Area Support Group. 32™ Army Air & Missile Defense -
Detachment 1. 211" Regiment (RTI)

h. Marine Corps Reserve: 4™ Air Naval Gunfire Liaison Company (3™ ANGLICO).

MARFORRES

foe T

7. Savannah, GA

Crireria:

a. 207.294 Veterans in catchment area

b. FY 2005 Direct Service FTEE = 2.5

¢. FY 2005 Market Penetration = 0.6421: RANKING - GOOD (0.5 to .944)

d. FY 2005 Visits per Client = 5.43: RANKING - GOOD (4 - 7.734 Visits)

e. FY 2005 annual Visits per Direct Service FTEE = 1.906: Ranking - GOOD
(1.800 - 2.299)

. OVERALL STATISTICAL RANKING - 12" of 206

g. Georgia Army National Guard maintains 90 armorics. and is present in 73

communities - State Area Command. 78th Troop Command. 48th Infanury
Brigade (Mechanized). 265th Engineer Group. Ist Aviation Group. 122nd
Regiment (RTH

8. Raleigh, NC

Criteria:

a. 91.0d41 Veterans in catchment area

b. FY 2005 Direct Service FTEE = 2.5

c. FY 2005 Market Penetration = 0.8419: RANKING - GOOD (0.5 10 .944)

d. FY 2005 Visits per Client = 11.5: RANKING ~ FAIR (7.734 - 12 Visits)

e. FY 2005 annual Visits per Direct Service FTEE = 2.589: Ranking — TOP (2.300

or above)
OVERALL STATISTICAL RANKING - 16" of 206

RCS Enhancement 2006 Page 8 of 10
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North Carolina Army/Air National Guard: State Area Command. 60" Troop
Command. 30" Heavg Separate Brigade. 30" Engineer Brigade. 113" Field
Artillery Brigade. 449" Aviation Group (Lift). 139™ Regiment - Fort Bragg. 42
WMD CST

9. Columbia, SC

Criteria:

a. 127.942 Veterans in catchment area

b. FY 2005 Direct Service FTEE = 2.0

¢. FY 2005 Market Penetration = 1.0192: RANKING - FAIR {945~ 1.5) -

d. FY 2005 Visits per Client = 5.5: RANKING ~ GOOD (4 - 7.734 Visits)

e. FY 2005 annual Visits per Direct Service FTEE = 2.380: Ranking - TOP (2.300

or above)

OVERALL STATISTICAL RANKING — 22" of 206

South Carolina Army National Guard maintains 86 armories. and is present in 80
communities - State Area Command, 59th Troop Command. 151st FA Brigade.
218th Infantry Brigade. 228th Signal Brigade. 263rd ADA Brigade. 218th
Regiment (Ldr). 43rd WMD CST - Eastover ’

10. Fayetteville, NC

Criteric:

oA os

1

133.502 Veterans in catchment area
FY 2005 Direct Service FTEE=2.5
FY 2005 Market Penetration = 3.7095; RANKING - Poor (Above 1.5)
FY 2005 Visits per Client = 2.1: RANKING - TOP (3.99 or below Visits)
FY 2005 annual Visits per Direct Service FTEE = 2.961: Ranking — TOP (2.300
or above) . )
OVERALL STATISTICAL RANKING ~ 23" of 206
Market penetration is high due to extensive outreach at Ft. Bragg with many
separating Service Members who leave the area,
Ft. Bragg. NC
i. Post population — 43.000 Service Members
ii. Power Projection Platform 253 Units. 48,236 Service members
iii. National Guard / Reserve GWOT's mobilized/demobilized at Ft. Bragg -
5.600 (calendar year 2005)
iv. Active Duty Service Members deployed from /redeploved to Ft. Bragg —
9.300 (calendar year 2005)
v. Major Units: XVHI Airborne Corps. 16™ Military Police Brigade. 18"
Aviation Brigade Corps {Airborne), 18™ Corps Soldiers Support Group,
18" Personnel Group, 20" Engincer Brigade (Airbome), 35" Signal
Brigade. 44" Medical Brigade. 82™ Replacement Detachment, 525"
Military Intelligence Brigade. 1112™ Signal Battalion. ¥ Brigade / §2"
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Atrborne Division. 2" Brigade / 82 Airbomne Division. 3" Brigade / 82"
Airborne Division. Dragon Brigade. USA JFK Special Warfare Center.
USA Special Operation Command
i. North Carolina Army/Air National Guard: State Area Command, 60™ Troop
Command, 30" Heavz Separate Brigade. 30" Engineer Brigade. 113" Field
Artillery Brigade. 449" Aviation Group (Lift). 139" Regiment - Fort Bragg. 42*
WMD CST

11. Sioux Fall, SD
Criteria:

48.577 Veterans in catchment area

FY 2005 Direct Service FTEE = 2.0

FY 2005 Market Penetration = 4,020: RANKING ~ Poor {(Above 1.5)

FY 2005 Visits per Client = 3.2: RANKING ~ TOP (3.99 or below Visits)

FY 2005 annual Visits per Direct Service FTEE = 3.111: Ranking -~ TOP (2.300
or above)

f. OVERALL STATISTICAL RANKING - 24" of 206

g. The South Dakota Army National Guard maintains 32 armories. and is present in
31 communities, State Area Command, 88th Troop Command. 147th Field
Artillery Brigade. 109th Engineer Group. 196th Regiment (RTI) - Ft Meade. 1st
Battalion (GS). 82nd WMD CST.

o er Tw

C. Conversion of 56 GWOT Qutreach Positions

Request current non-recurring funding of $2.500.000 for FY 2006 & FY 2007 is.converted to
recurring funding.  Request an additional $500.000 in recurring funding, Request totals
$3.000.000 in recurring funding to convert the 50 GWOT outreach positions to carcer/career
conditional and provide space. equipment. and operating expenses for these positions.

Criteria:

a. Through February 2006 Vet Centers have provided services to 118.811
separated OEF/OIF Service Members. 41.838 Service Members receiving
readjustment counseling in the Vet Centers and 76.973 receiving outreach
services at demobilization sites and military facilities.

b. The program is now averaging over 13.000 outreach contacts per month.
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@ o~ o & N - Overall Ranking

Support Facility

b B W R BN W
DR - O N DR O -
- RO = OO W

314
323
508
718
217
328
418
507
602

131
324
315
425
611
642
201
414
431
114
202
218
325
327
415
504
505
517
318
320
403
711
416
104
213
302
303
424
426
514

VISN

7 0304
16 0713
10 0205
5 0228
11 0409
10 0221
0305
0413
0422
0701
0314
0323
0508
0719
0217
0328
0418
0507
0602
0638
0131
0324
0315
23 0425
22 0611
22 0642
5 0201
15 0414
23 0431
3 0114
g Dz202
4 0219
8 0325
6 0327
12 0415
19 0504
22 0506
18 0517
8 0318
8 0320
11 0403
16 0711
23 0416
1 0104
5 0213
7 0302
7 0303
23 0424
15 0426
18 0514

IR SR S g Bl W R e R R L)

Vet Center

Atlanta, GA

Little Rock, AR
CLEVELAND-EAST, OH
ALEXANDRIA, VA
Ft. Wayne, IN
COLUMBUS, OH
Jacksonville , FL
Indianapolis, in
East St. Louis, IL
Johnson City, TN
Orlando, FL
Savannah, GA
Tacoma, WA
Memphis, TN
RICHMOND, VA
Raleigh, NC
Evansvilie, IL
Seattle, WA
Concord, CA
Sacramento, CA
Syracuse, NY
Columbia, SC
Fayetteville, NC
Sioux Falls , SD
Corona, CA
Vista, CA
Baltimore, MD

8t. Louis, MO
Cedar Rapids, 1A
Trenton, NJ
LOUISVILLE, KY
PHILADELPHIA, PA
Taliahassee, FL
Greensboro, NC
Mitwaukee, Wi
Denver, CO

Las Vegas, NV
Phoenix, AZ
Tampa, FL
Sarasota, FL
Grand Rapids, Ml
Houston, TX

St. Paul, MN
Brockton, MA
SILVER SPRING, MD
Birmingham, AL
Charleston, SC
Omaha, NE
Wichita, KS

Salt Lake City, UT

Market Penetration
440 National Avg

0.3689 TOP
0.4586 TOP
0.4272 TOP
0.4948 TOP
0.4855 TOP
0.3414 TOP
0.3522 TOP
0.4570 TOP
0.4183 TOP
0.4122 TOP
0.6204 GOOD
0.6421 GOOD
0.8138 GOOD
0.7753 GOOD
0.8187 GOOD
0.8419 GOOCD
0.7966 GOCD
0.5352 GOOD
0.8948 GOOD
0.8636 GOOD
1.2909 FAIR
1.0182 FAIR
3.7095 POOR
7.4301 POOR
27118 POOR
0.3190 TOP
0.4020 TOP
0.3487 TOP
0.3789 TOP
0.4850 TOP
0.4178 TOP
0.3450 TOP
0.3848 TOP
0.4388 TOP
0.2736 TOP
0.4265 TOP
0.4535 TOP
0.3815 TOP
0.3718 TOP
0.4666 TOP
0.1872 TOP
0.2560 TOP
0.6133 TOP
0.9198 TOP
0.9089 TOP
0.6731 TOP
0.7842 TOP
0.7648 TOP
0.5100 TOP
0.7960 TOP

Visits/Client
7.7 National Avg.

9.4 FAIR
10.2 FAIR
11.5 FAIR
11.4 FAIR
8.6 FAIR
10.5 FAIR
12.0 FAIR
10.4 FAIR
8.2 FAIR
13.4 POOR
13.¢ POOR
184 POOR
16.1 POOR
3.4 TOP
7.7 GOOD
61 GOOD
48 GOOD
6.5 GOOD
7.0 GOOD
6.9 GOOD
54 GOOD

Visits/FTEE
1800 National Avg.

1913 GOOD
2288 GOOCD
1803 GOOD
1828 GOOD
1955 GOOD
2009 GOOD
1906 GOOD
2078 GOOD
1955 GOOD
2421 TOP
2590 TOP
2680 TOP
2462 TOP
2955 TOP
3026 TOP
2371 TOPR
2381 TOP
2961 TOP
3111 TOP
2930 TOP
2462 TOP
912 POOR
1127 POOR
873 PQOR
1523 FAIR
1579 FAIR
1686 FAIR
1594 FAIR
1598 FAIR
1617 FAIR
1728 FAIR
1544 FAIR
1426 FAIR
2241 GOOD
1880 GOOD
2258 GOOD
1896 GOOD
8§14 POOR
1428 FAIR
1323 FAIR
1765 FAIR
1642 FAIR
1272 FAIR
1481 FAIR
1233 FAIR
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JUN15 WM
Vet Center Proposed Augmentations

Current Proposed New

FTEE Expansion City State Notes Total
4 1 Mobile AL 5
3 1 Wasilia AK 4
6 4 Phoenix AZ  ‘*twoteams 10
1 3 Ft. Meyers FL 4
8 4 Miami FL *two teams & one outstation 10
2 2 Agana Guam 4
3 1 Hilo Hi 4
3 1 Kauai HI 4
3 1 Kona Hi 4
3 1 Maui Hi 4
3 1 Sioux City 1A 4
3 1 East St. Louis  IL 4
5 3 Moline (1) 1% *Cedar Rapids (2) 8
3 1 Lowell MA 4
3 1 New Bedford MA 4
3 1 Caribou ME 4
6 1 Elkton MD  *Cambridge (1) 7
3 1 Minot ND 4
3 1 Lincoln NE 4
4 1 Ventnor NJ 5
[4] 3 Las Cruces NM 3
3 1 Santa Fe NM 4
3 i Staten Island  NY 4
4 1 Syracuse NY 5
3 1 Grants Pass OR 4
3 1 Columbia sc 4
3 1 Johnson City ™ 4
4 1 Knoxvilie TN 5
4 1 Corpus Christie TX 5
4 1 El Paso TX 5
4 1 McAllen > 5
2 1 Provo uT 3
4 1 Norfoik VA 5
3 1 Beckley wv 4
3 1 Princeton wv 4
3 1 Wheeling wv 4

120 49 TOTAL 169



175
Department of Veterans Affairs (VA)

Fact Sheet for Dr. Kussman

Regarding Enhancement of Vet Center Services

Issue: Program enhancement of RCS to meet the need of OEF/OIF returning veterans.

Discussion: The Vet Center Program has experienced increased dernand for
readjustment counseling services over the last two years. The number of unique veterans
in the program increased approximately 10% (125,737 in FY04 to 137,037in FY0S5). If
adjusted for the new Vet Center GWOT employee outreach work in FY035, the workload
increased to 190,053 unique veterans, an increase over 50% during the same time period.

In FY2003, 1,857 OEF/OIF (GWOT) were seen, in FY04, 9,597, and in FY05, 33,463
were provided services. Similarly, the visits in FY04 were 18,819 and in FY0S, 61,859
visits were recorded. There was a 154% increase in bereavement referrals from DOD and
VA in FYO05 compared to FY04,

The Vet Center Program averaged 6.8 visits per day per counselor in FY05. The increase
in new clients will exceed our capacity to provide quality services. In order to meet the
demand, the following enhancements are proposed.

Five new Vet Centers near major military facilities (20 FTE)
Seven new Vet Centers in underserved areas (27 FTE)

Staff augmentation in 17 existing Vet Centers (17 FTE)
Conversion of the 50 GWOTS from temporary to career status
Family therapist for bereavement services (8 FTE)

Sexual trauma counselors (2 FTE)

*® 5 o 9 & w

The approximate cost for all of these enhanced services is 11.5 million dollars. With your
concurrence, request that RCS be considered in the VHA 100 million dollar alictment for
mental health in the coming fiscal year. 100% of every dollar spent will be directly
applied to veteran care.

Alfonso R. Batres

Chief Officer, Readjustment Counseling Service
Veterans Health Administration

October 20, 2005
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NEW VET CENTERS (Major Military Facilities) 20 FTEE)

FTEE Location GWOT Outreach Specialist at each

4 Columbus, GA (Ft. Benning) (186 K)

4 Kileen, TX (Ft. Hood) (87 K)

4 Manhattan, KS (Ft. Riley) (45 K)

4 Pueblo, CO (Ft. Carson) (102 K)

4 San Antonio, TX (Lackland, Kelly, Randolf & Brooks AFBs, Ft. Sam Houston) (1.15
M)

NEW VET CENTERS (Increased Demand/Underserved Area) (27 FTEE)

FTEE Location

Phoenix, AZ (1.32 M)

Miami, FL (450 K)

Kansas City, MO (588 K}

Las Cruces, NM (74 K)

Springfield, MO (152 K)

Maodesto/Stockton, CA (189 K/244 K)

Ft. Meyers, FL (Outstation to Full Team) (104 K)

LR R kI I S

STAFF AUGMENTATION (17 FTEE) FAMILY / BEREAVEMENT (8 FTEE)

Navajo Reservation, AZ
Martin, SD (Sioux/Rosebud)

FTEE Location FTEE Location

1 Sioux City, IA 1 Los Angeles, CA
1 Lincoln, NE 1 Washington, DC
1 Santa Fe, NM 1 Fayetteville, NC
1 East St. Louis, IL 1 Columbus, OH

1 Staten Island, NY 1 Syracuse, NY

1 Tucson, AZ i West Palm Beach, FL
1 Philadelphia, PA 1 Columbus, GA

1 El Paso, TX 1 San Antonio, TX
i Grants, Pass, OR

1 Norfolk, VA SEXUAL TRAUMA (2 FTEE)
1 Princeton, WV

1 Honolulu, HI FTEE Location

1 Hilo, HI

1 Missoula, MT 1 San Antonio, TX
1 Hopt Reservation, AZ i Wichita, KS

1

1
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1A Northeast Region (2 FTEE)

1
1

Staten Island, NY —~ FTEE Augmentation (Augment to 4 FTEE)
Syracuse, NY - Bereavement/Family Therapist

1B Mid-Atlantic Region (5 FTEE)

1
i
1
1
1

Philadelphia, PA ~ FTEE Augmentation (+ GWOT) — Major Military Installation (Ft. Dix)
Norfolk, VA — FTEE Augmentation — Major Military Installation (Norfolk Naval Shipyard)
Princeton, WV- FTEE Augmentation (Augment to 4 FTEE)

Washington, DC — Bereavement/Family Therapist (Malogne House)

Columbus, OH - Bereavement/Family Therapist :

2 Central Region (17 FTEE)

[P

Manhattan, KS (45 K) ~ New Vet Center (+ GWOT) - Major Military Installation (Ft. Riley)
Kansas City, MO (588 K) — New Vet Center (2" - Eastern KS Coverage)

Springfield, MO (152 K) — New Vet Center (Southemn MO/Northern AR Coverage)

Sioux City, IA — FTEE Augmentation (Augment to 4 FTEE)

Lincoln, NE - FTEE Aungmentation (Augment to 4 FTEE)

East St. Louis, IL — FTEE Augmentation - (Augment to 4 FTEE) Minority Services/Outreach
Martin, SD — FTEE Augmentation - Native American Services/Outreach (Sioux/Rosebud)
Wichita, KS ~ Sexual Trauma Counselor

3A Southeast Region (14 FTEE)

W

— -

Columbus, GA (186 K) New Vet Center (+ GWOT) - Major Military Installation (Ft. Benning)
include Bereavement/Family Therapist

Miami, FL (450 K) — New Vet Center "%

Ft. Meyers, FL (104 K) FTEE Augmentation (Augment to 4 FTEE)

Fayetteville, NC - Bereavement/Family Therapist

West Palm Beach, FL - Bereavement/Family Therapist

3B South-Central Region (10 FTEE)

6

4o

San Antorio, TX (1.15 M) New Vet Center (2™) - Major Military Installations (Lackland,
Kelly, Randolf & Brooks AFBs, Ft. Sam Houston) include Bereavement/Family Therapist,
include Sexual Trauma Therapist

Kileen, TX (87 K) - New Vet Center (+ GWOT) - Major Military Installation (Ft. Hood)

4A Western Mountain Region (17 FTEE)

e R NV

Pueblo, CO (102 K) - New Vet Center (+ GWOT) - Major Military Installation (Ft. Carson)
Phoenix, AZ (1.32 M) - New Vet Center (2™)

Las Cruces, NM (74 K) - New Vet Center (Southern NM Coverage)

Santa Fe, NM - FTEE Augmentation (Augment to 4 FTEE)

Tucson, AZ - FTEE Augmentation

Missoula, MT - FTEE Augmentation

Hopi Reservation, AZ - FTEE Augmentation — Native American Services/Quireach
Navajo Reservation, AZ - FTEE Augmentation — Native American Services/OQutreach

4B Pacific Western Region (8 FTEE)

- >

Modesto/Stockton, CA - New Vet Center (Central Valley Coverage) (189 K/244 K)
Grants, Pass, OR - FTEE Augmentation (Augment to 4 FTEE)

Honolulu, HI - FTEE Augmentation

Hilo, HI - FTEE Augmentation (Augment to 4 FTEE)

Los Angeles, CA - Bereavement/Family Therapist (Spanish Speaking)



Date:
From:
Subj:

To:

178

Department of Memorandum

Veterans Affairs
November 15, 2005

Chief Readiustment Counseling Officer (15)‘

RCS Program Enhancement 2006

Under Secretary for Health (10)

Through: Deputy Under Secretary for Health (10A)

1. The purpose of this memorandum is to recommend approval to augment the Department
of Veterans Affairs (VA) Readjustment Counseling Service (RCS-15) with 12 additional
Vet Centers, 26 additional FTEE to augment staff at existing Vet Centers (to include bi-
lingual staff, family therapists and bereavement specialists), and conversion of the second
50 Global War on Terrorism {GWOT} Outreach Specialists from term to career status.
The Vet Center program has experienced increased demand for readjustment counseling
services over the last several years.

Readjustment Counseling Service (RCS})

2. The RCS Vet Center program is a special VHA program designed to provide readjustment
counseling to veterans exposed to the uniquely stressful rigors of military service in a
combat theater of operations. VA's Vet Center program consists of 207 community-based
Vet Centers located outside the larger medical facilities, in easily accessible, consumer
friendly facilities. The Vet Center program’s service mission is beyond medical care
featuring a holistic mix of professional readjustment counseling for war trauma and other
social readjustment problems, family readjustment counseling, and multiple community-
based services to include outreach, education, extensive case-management and referral.
Each Vet Center is staffed by a small multidisciplinary team and nationally the Vet
Centers maintain over 50 percent or higher combat theater veterans as direct service
providers. Current law defines eligibility for readjustment counseling to include any
veteran who served in the active military in a theater of combat operations during any
period of war, or in any other area during a period in which hostilities occurred in such
area

3. In FY 2005 the Vet Centers provided 1,046,628 visits to 132,853 veterans and their
families. Compared to the previous year this is a 1.4% increase in the visits provided and
a 5.7% increase in the number of veterans and families served. Each Vet Center
readjustment counseling service provider, including Team Leaders who maintain
significant additional administrative and supervisory duties, averaged 5.7 veteran visits
per day. When Team Leader administration time is factored in, the average becomes 6.7

RCS Enhancement 2006 Page 1 of 15
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veteran visits per day for each service provider.

4. In meeting the readjustment counseling mandate to veterans as defined by the authorizing
legislation, Vet Centers provide both social and psychological services to veterans and
their families. According to a GAO audit in 1996 (GAO/HEHS-96-113), Vet Centers and
medical centers generally serve different clients and missions. In contrast to VA medical
facilities, Vet Centers do not provide inpatient care or medical prescriptions, but do
provide services that medical facilities cannot or do not provide. Such services include
community-based outreach; social, economic, and family readjustment counseling; and
bereavement services for surviving military family members. As originally documented
in their 1996 audit, GAOQ found that from 30 to 40 percent of Vet Center unique clients are
not seen in any other VA facility. As consistently docurnented in succeeding years, these
veterans constitute a core group of frequent users who access Vet Center care primarily for
psychological war trauma and other social readjustment problems. Most of the visits
provided by the Vet Centers are devoted to this core group of veteran users. In FY 2005,
47,860 of all veterans served were not seen at any other VHA facility. This core group of
RCS clients represents over 36% of veterans receiving services in the Vet Centers and is
an increase of 29.2% from FY 2004’s core group.

5. Pursuant to the provisions of 38 U.S.C., Section 1712A, the Secretary of Veterans Affairs
approved extension of eligibility for readjustment counseling at Vet Centers to veterans
who served in Operation Enduring Freedom {OEF} in April 2003 and Operation Iraqi
Freedom {OIF} in June 2003. From April 2003 through the end of Fiscal Year 2005, the
Vet Centers have had substantive contact with 44,917 OEF/OIF veterans and their
families. This represents 10.3% of the 435,193 OEF/OIF veterans that have separated.
By comparison, from January 1991 through the end of fiscal year 2005, the Vet Centers
have provided services to 68,846 (11.4%) of the 603,820 veterans deployed to Operation
Desert Shield/Storm (ODS). Based upon this information it is clear that the percentage of
combat veterans from OEF/OIF who accessed Vet Center services in less than three years,
is approximately the same as the percentage of ODS veterans who accessed care at a Vet
Center in fifieen years. This data clearly documents an accelerated utilization rate for
OEF/OIF veteran returnees.

6. The final report of The Presidential Advisory Committee on Gulf War Veterans’
linesses, March 7, 1997, cited Vet Centers as providing exemplary outreach services to
contact and inform Gulf War veterans of VA services. The committee recommended that
other VHA services and programs adopt Vet Center strategies for outreach to improve
services to combat veterans. The Vet Center ODS outreach served as the model for
outreach to OEF/OIF veterans and drove the hiring of 50 GWOT Outreach Specialists
beginning in February 2004 and an additional 50 Specialists beginning in March of 2005.
The hiring of GWOT Outreach Specialists, all of which are they themselves QEF/QIF
veterans directly supports the VA Secretary’s “Fulfilling the Commitment —~ Coming
Home 1o Work” initiative, RCS GWOT Outreach Specialists are now averaging over
6,500 outreach contacts each month (26,239 over a four month period) with newly
returning OEF/OIF veterans and their families. If current trends continue as anticipated
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this will annualize to over 78,000 contacts for FY 2006.

7. Pursuant to the provisions of 38 U.S.C,, Section 1712A, 1782 & 1783, the Secretary of
Veterans Affairs authorized the Vet Centers to provide bereavement counseling services
to surviving family members of Armed Forces personnel who died while on active duty

in service to our country. To date 527 families (809 family members) have received
assistance from Vet Center counselors. This represents a 154% increase from FY 2004 to

FY 2005,

Recommendation

8. Specifically this request consists of the following recommendations. The rationale for
each recommendation is contained in Aftachments A-D:

A. Establish 5 New Vet Centers Near Military Installations
B. Establish 7 New Vet Centers In Underserved Areas
C. Staff Augmentation of 26 Existing Vet Centers.
D. Conversion of 50 GWOT Outreach Specialists to Career/Career Conditional
Cost Projection
9. The cost projections for each recommendation are:
A. 2.5 million dollars (5 Vet Centers)
B. 3.5 million dollars (7 Vet Centers)
C. | 2.0 million dollars (26 FTEE)

D. 2.5 million dollars (currently non-recurring FY2006 & FY2007)

TOTAL: 11.5 million dollars

ALFONSO R. BATRES, Ph.D., M.S.S.W,
Chief Officer, Readjustment Counseling Service, 15
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Recommendation A

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10

Recommendation B

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10

Recommendation C

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D,, MSHA, FACP
Under Secretary for Health, 10
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Recommendation D

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10
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A. NEW VET CENTERS - Near Major Military Facilities (5)

1. Columbus, Georgia (Ft. Benning) - Total Population of Catchment Area = 1,094,121
Veterans = 185,218 (RCS Eligible Veterans ~ 75,732)
Separated GWOT Veterans = 5,114
Nearest Vet Centers = Atlanta, GA (108 miles), Birmingham, AL (178 miles)
Overall population in the area has grown 3.7% since 1990 Census.

Columbus, Georgia is located over 100 miles from the nearest Vet Center and
maintains a very large veteran population to include a large population of
separating GWOT veterans. The proximity to Ft. Benning would significantly
enhance the seamless transition of separating Service Members and their
families. At least one of the counselors hired would be a family therapist /
bereavement counseling specialist to increase capacity for these RCS specific
services in southwestern Georgia and southeastern Alabama where current
services are located a great distance away. Many separating Service Members
and their families integrate into the local communily during their military service
and remain there following separation.

2. San Antonio, TX (Lackiand AFB, Kelly AFB, Randolph AFB, Ft. Sam Houston) - Total
Population of Catchment Area= 1,110,954 -
Veterans = 208,037 (RCS Eligible Veterans ~ 87,605)
Seyarated GWQOT Veterans = 4,019
2™ Vet Center for metropolitan area
- Overall population in the area has grown 20.3% since 1990 Census.

The existing San Antonio Vet Center provided services to 1,153 Veterans in FY
2004 and to 1,358 Veterans in FY 2005 (17.8% increase). Veteran visits
increased from 8,065 in FY 2004 to 8,257 in FY 2005 (2.4% increase). GWOT
services have increased from 120 GWOT Veterans provided 136 visits in FY 2004
to 518 GWOT Veterans provided 605 visits in FY 2005. The proximity to several
large military installations, the large veteran population, and the increasing
workload of the existing Vet Center warrants consideration of a second Vet
Center for the San Antonio metropolitan area.

3. Killeen, Texas (Ft. Hood) — Total Population of Catchment Area = 302,404
Veterans = 66,242 (RCS Eligible Veterans ~ 24,511)
Separated GWOT Veterans = 3,983
Nearest Vet Centers = Austin, TX (75 miles), Ft. Worth, TX (146 miles)
Qverall population in the area has grown 46.1% since 1990 Census.

Killeen, Texas, home of Ft. Hood and the Third Infantry Division has been one of
the military’s largest deployment sites for Operations Iraqi and Enduring
Freedom. The significant population growth and large veteran population
demonstrates that separating Service Members and their families are choosing to
remain in the community following separation. The nearest Vet Center is
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currently 75 miles from Killeen. At least one of the counselors hired would be a
Jamily therapist / bereavement counseling specialist to increase capacity for these
RCS specific services in central Texas.

4. Manhattan, Kansas (Ft. Riley) - Total Population of Catchment Area = 243,748
Veterans = 42,698 (RCS Eligible Veterans ~ 21,175)
Separated GWOT Veterans = 2,019
Nearest Vet Centers = Kansas City, MO (120 miles), Lincoln, NE (135 miles)
Overall population in the area has grown 3.1% since 1990 Census.

Manhattan, Kansas is located over 120 from the two nearest Vet Centers and
would be able to provide services to veterans in northern and western Kansas.
This rural outreach and service provision would target a veteran population that
has significant geographical barriers to access for VA services. At least one of
the counselors hired would be a jamily therapist / bereavement counseling
specialist to increase capacity for these RCS specific services. The proximity to
Ft. Riley will enhance the seamless transition of Service Members and their
Jfamilies.

5. Pueblo, Coloradoe (Ft. Carson) - Total Population of Catchment Area = 171,836
) Veterans = 32,351 (RCS Eligible Veterans ~ 15,832)
Separated GWOT Veterans = 231
Nearest Vet Centers = Colorado Springs, CO (44 miles), Denver, CO (115 miles)
Overall population in the area has grown 4.6% since 1990 Census.

Pueblo, Colorado would maintain the primary outreach mission for Ft. Carson,
Colorado and also veterans located in southern and western Colorado. This
rural outreach would improve access to VA services for veterans currently
located a large distance from an existing Vet Center. At least one of the
counselors hired would be a family therapist / bereavement counseling specialist
to increase capacity for these RCS specific services.
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B. NEW VET CENTERS - Underserved Areas (7)

6. Phoenix, AZ - Population of Catchment Area = 2,111,705
Veterans = 346,997 (RCS Eligible Veterans ~ 168,823)
Sedparated GWOT Veterans = 3,840 (55.5% National Guard/Reserve)
2™ Vet Center for metropolitan area
Overall population in the area has grown 20.3% since 1990 Census.

The existing Phoenix Vet Center provided 6,419 visits to 805 Veterans in FY 2005
(7.97 visits per Veteran). On average, each counseling staff member provides
152.8 visits to 19.2 unigue Veterans each month. This translates to over 6 visits
per day for each for each counseling staff member member. The large veteran
population in a rapidly growing area coupled with the current workload levels for
the existing Vet Center warrants consideration of a second Vet Center for the
Phoenix metropolitan area.

7. Kansas City, MO - Population of Catchment Area = 2,076, 287
Veterans = 353,346 (RCS Eligible Veterans ~ 163,950} -
Sedparated GWOT Veterans = 3,173 (74.8% National Guard/Reserve)
2™ Vet Center for metropolitan area
Overall population in the area has grown 1.8% since 1990 Census.

The existing Kansas City Vet Center provided services to 1,163 Veterans in FY
2004 and 1o 1,649 Veterans in FY 2005 (41.8% increase). GWOT services have
increased from 11 GWOT Veterans provided 27 visits in FY 2004 10 648 GWOT
Veterans provided 749 visits in FY 2005.  The large separating National Guard
and Reserve population and the increased workload of the existing Ver Center
warrants consideration of a second Vet Center in the Kansas City metropolitan
area, A second Vet Center would provide the opportunity for extended outreach
and services to veterans in eastern Kansas currently geographically isolated from
Vet Center and VA services

8. Miami, FL - Population of Catchment Area = 1,655,214
Veterans = 104,090 (RCS Eligible Veterans ~ 86,964)
Se}mrated GWOT Veterans = 1,700 (59.4% National Guard/Reserve)
2™ Vet Center for metropolitan area
Overall population in the area has grown 4.7% since 1990 Census.

The existing Miami Vet Center provided services to 805 Veterans in FY 2004 and
to 2,614 Veterans in FY 2005 (224% increase). Veteran visits increased from
6,755 in FY 2004 10 8,005 in FY 2005 (18.5% increase). GWOT services have
increased from 304 GWOT Veterans provided 763 visits in FY 2004 to 2,111
GWOT Veterans provided 2,960 visits in FY 2005. The significant increases in
workload coupled with a large veteran population warrant consideration of a
second Vet Center in the Miami metropolitan area.

RCS Enhancement 2006 Page 8 of 15



186

9. Springfield, MO - Population of Catchment Area = 936,021
Veterans = 170,668 (RCS Eligible Veterans ~ 84,192)
Separated GWOT Veterans = 1,681 (74.2% National Guard/Reserve)
Nearest Vet Centers = Tulsa, OK (182 miles), Kansas City, MO (171 miles)
Overall population in the area has grown 6.8% since 1990 Census.

Springfield, Missouri is located over 170 miles from the nearest two Vet Centers.
The catchment area maintains a large eligible veteran population including a
large number of separated National Guard and Reserve OEF/OIF veterans. At
least one of the counselors hired would be a family therapist / bereavement
counseling specialist to increase capacity for these RCS specific services in
southern Missouri and northern Arkansas where current services are located a
great distance away. Springfield is also 68 miles from Ft. Leonard Wood and
would be able to enhance seamless transition of separating Service Members and
their families.

10. Modesto, CA - Population of Catchment Area = 740,534
Veterans = 97,375 (RCS Eligible Veterans ~ 46,334)
Separated GWOT Veterans = 1,010 (48.9% National Guard/Reserve)
Nearest Vet Centers = San Jose, CA (85 miles), Fresno, CA (95 miles)
QOverall population in the area has grown 23.0% since 1990 Census.

Modesto, California is located 85 miles from the nearest Vet Center with this
distance compounded by significant traffic congestion. There is a large eligible
veteran population and the area is experiencing sizeable growth. Modesto would
be able to offer outreach and services to all of central-eastern California. There
is a sizeable Hispanic veteran population in this area and a bi-lingual (Spanish)
counselor would be targeted.

11. Ft. Myers, FL - Population of Catchment Area = 574,119
Veterans = 134,732 (RCS Eligible Veterans ~ 86,464)
Separated GWOT Veterans = 895 {(46.5% National Guard/Reserve)
Nearest Vet Center = Sarasota, FL (77 miles)
Overall population in the area has grown 52.2% since 1990 Census.

Ft. Myers, Florida is located 77 miles from the nearest Vet Center and maintains
a very large eligible veteran population, to include a large number of retirees.
The area is experiencing very significant growth. Current out stationed staff {1
FTEE-donated space) is reporting robust demand for services. At least one of
the counselors. hired would be a family therapisi / bereavement counseling
specialist to increase capacity for these RCS specific services.
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12. Las Cruces, NM - Population of Catchment Area = 298,934
Veterans = 32,351 (RCS Eligible Veterans ~ 15,832)
Separated GWOT Veterans = 655 (31.1% National Guard/Reserve)
Nearest Vet Centers = El Paso, TX (44 miles), Albuquerque, NM (223 miles)
Overall population in the area has grown 23.2% since 1990 Census.

Las Cruces, New Mexico would provide outreach and services to all of southern
New Mexico freeing the El Paso Vet Center to concentrate on western Texas. At
least one of the counselors hired would be a bi-lingual (Spanish) family therapisi
/ bereavement counseling specialist 1o increase capacity for these RCS specific
services for veterans with language barriers. Targeted rural outreach would
bring services to veterans who are currently have limited access to VA services.
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C. Staff Augmentation at 26 Existing Vet Centers (26 FTEE)

i

il

merican Indian Outreach / IHS Collaboration

1. Chinle, AZ (Navajo) - (From 2 FTEE to 3 FTEE} - 12,272 Veterans (includes Hopi)

in catchment area. Increase access to care for high risk minority veterans in a rural
setting. Vet Center services on reservation lands maintain sensitivity to the local
culture and collaborate with native healing philosophies and practices. Targeted
recruitment for a Navajo counselor who speaks the language to improve access to
services for persons with limited English proficiency (Executive Order 13166)

. Keams Canyon, AZ (Hopi) - (From 2 FTEE 10 3 FTEE) — 12,272 Veterans (includes

Navajo) in catchment area. Increase access to care for high risk minority veterans
in a rural setting. Vet Center services on reservation lands maintain sensitivity to
the local culture and collaborate with native healing philosophies and practices.
Targeted recruitment for a Hopi counselor who speaks the language to improve
access to services for persons with limited English proficiency (Executive Order
13166).

. Martin, 8D (Sioux) - (From I FTEE to 2 FTEE) - 5,616 Veterans in catchment area.

Increase access to care for high risk minority veterans in a rural setting. Vet
Center services on reservation lands maintain sensitivity to the local culture and
collaborate with native healing philosophies and practices. Targeted recruitment
Jfor a Sioux counselor who speaks the language to improve access to services for
persons with limited English proficiency (Executive Order 13166).

Specialized Services/ Large Veteran Populations / Increased Demand
. West Palm Beach, FL - (From 4 FTEE to 5 FTEE) - 199,717 Veterans in catchment

area (~149,897 Vet Center eligible). In FY2005 Vet Center provided 4,712 visits
to 482 unique Veterans (including services to 91 GWOT veterans). This averages
to 5.95 visits per day for each counseling staff member. Targeted recruitment for
a family therapist / bereavement counseling specialist. At this Vet Center over
11% of all visits have a family member participate. This Vet Center has six active
bereavement counseling cases and has provided over 185 bereavement
counseling visits. Over 12% of all visits at this Vet Center have a family member
participate.

5. Fayetteville, NC - (From 4 FTEE to 5 FTEE) - 143,612 Veterans in catchment area

(~112,265 Vet Center eligible). In FY2005 Vet Center provided 7,402 visits to
3,628 unique Veterans (including services to 3,254 GWOT veterans). This
averages to 5.05 visits per day for each counseling staff member. Targeted
recruitment for a family therapist / bereavement counseling specialist. A large
number of separating GWOT veterans and their families in this community which
includes Ft. Bragg. This is the most active Vet Center in the nation in the
provision of services to GWOT veterans.
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6. Los Angeles, CA - (From 4 FTEE to 5§ FTEE) — 102,142 Veterans in catchment arca
(~50,235 Vet Center eligible). In FY2005 Vet Center provided 6,133 visits to 560
unique Veterans (including services to 136 GWOT veterans). This averages to
7.74 visits per day for each counseling staff member. Targeted recruitment for a
bi-lingual (Spanish) family therapist / bereavement counseling specialist.
Central metropolitan location (cover the entire Los Angeles basin) insures access
to services for persons with limited English proficiency (Executive Order 13166).
Over 5.4% of all visits have a family member present.

7. Columbus, OH - (From 4 FTEE to 5 FTEE) - 211,457 Veterans in catchment area
(~177,618 Vet Center eligible). In FY2005 Vet Center provided 4,003 visits to
949 unique Veterans (including services to 405 GWOT veterans). This averages
10 9.35 visits per day for each counseling staff member. Targeted recruitment for
a family therapist / bereavement counseling specialist. At this Vet Center over
8.4% of all visits have a family member participate. This Vet Center has eighteen
active bereavement counseling cases and has provided over 172 bereavement
counseling visits.

8. Syracuse, NY - (From 4 FTEE 10 5 FTEE) — 186,415 Veterans in catchment area
(~66,611 Vet Center eligible). In FY2005 Vet Center provided 5,477 visits to
1,057 unique Veterans (including services to 855 GWOT veterans). This
averages to 6.92 visits per day for each counseling staff member. Targeted
recruitment for a family therapist / bereavement counseling specialist. . At this
Vet Center over 8.4% of all visits have a family member participate. Would offer
bereavement counseling and family services for a large geographical area to
include Ft. Drum.

9. Washington, DC - (From 4 FTEE to 5 FTEE) ~ 67,990 Veterans in catchment area
{~56,818 Vet Center eligible), In FY2005 Vet Center provided 2,426 visits to 305
unique Veterans (including services to 123 GWOT veterans). This averages to
3.06 visits per day for each counseling staff member. Targeted recruitment for a
family therapist / bereavement counseling specialist. Outreach 1o be provided at
the Mologne House and Fisher House for soon to be discharged wounded
veterans and their families. This will facilitate referrals to local Vet Centers and
VHA facilities in their communities and promote seamless care for wounded
veterans and their families.

10. San Antonio, TX - (From 4 FTEE t0 6 FTEE) — 208,037 Veterans in catchment area
{~87,605 Vet Center eligible). In FY2005 Vet Center provided 8,257 visits to
1,358 unique Veterans (including services to 518 GWOT veterans). This
averages to 6.26 visits per day for each counseling staff member. Targered
recruitment for a bi-lingual (Spanish) family therapist / bereavement
counseling specialist and bi-lingual (Spanish) sexual trauma counselor. The
San Antonio Vet Center currently has 9 active bereavement cases and has
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provided over 362 family visits and over 1,324 (17% of all visits) military sexual
trauma Visits.

11. Wichita, KS - (From 4 FTEE to 5 FTEE) — 241,300 Veterans in catchment area
(~187,500 Vet Center eligible). In FY2005 Vet Center provided 5,183 visits to
757 unique Veterans (including services to 437 GWOT veterans). This averages
to 6.54 visits per day for each counseling staff member. Targeted recruitment for
a sexual trauma counselor. Over 5% of the visits at this Vet Center are for
military sexual trauma to include very active group therapy.

12. Tucson, AZ - (From 4 FTEE to 5 FTEE) — 119,080 Veterans in catchment area
(~58,276 Vet Center eligible). In FY200S5 the Vet Center provided 4,330 visits to
356 unique Veterans (including services to 719 GWOT veterans). This averages
to 4.29 visits per day for each counseling staff member. Targeted recruitment for
a bi-lingual (Spanish) counselor. Targeted recruitment for a counselor who
speaks Spanish to improve access to services for persons with limited English
proficiency (Executive Order 13166).

13. Philadelphia, PA - (From 4 FTEE to 5§ FTEE) — 219,226 Veterans in catchment area
(~191,744 Vet Center eligible). In FY2005 the Vet Center provided 3,398 visits to
859 unique Veterans. This averages to 5.69 visits per day for each counseling
staff member. :

14. El Paso, TX - (From 4 FTEE to 5 FTEE) — 93,330 Veterans in catchment area
(~75,445 Vet Center eligible). In FY2005 the Vet Center provided 4,658 visits to
586 unique Veterans (including services to 138 GWOT veterans). This averages
to 5.88 visits per day for each counseling staff member. Targeted recruitment for
a bi-lingual (Spanish) counselor. Targeted recruitment for a counselor who
speaks Spanish to improve access 10 services for persons with limited English
proficiency (Executive Order 13166).

15. Norfolk, VA - (From 4 FTEE to 5 FTEE) — 226,121 Veterans in catchment area
(~189,603 Vet Center eligible). In FY2005 the Vet Center provided 4,003 visits to
949 unique Veterans {including services to 405 GWOT veterans). This averages
to 3.05 visits per day for each counseling staff member.

16. Honoluly, HI - (From 4 FTEE to 5 FTEE)} — 88,177 Veterans in catchment area
(~38,621 Vet Center eligible). In FY2005 the Vet Center provided 5,236 visits to
595 unique Veterans. This averages to 6.61 visits per day for each counseling
staff member. Targeted recruitment for a native Hawaiian counselor.

RCS Enhancement 2006 Page 13 of 15



191

iii. Small/Rural Teams

17. Missounla, MT - (From 4 FTEE to 5 FTEE) — 66,911 Veterans in catchment area
(~35,203 Vet Center eligible). In FY2005 Vet Center provided 2,991 visits to 429
unique Veterans. This averages to 3.78 visits per day for each counseling staff
member.

18. Princeton, WV - (From 3 FTEE to 4 FTEE) — 24,991 Veterans in catchment area
{(~22,186 Vet Center eligible). In FY2005 the Vet Center provided 14,605 visits to
760 unique Veterans.

19. Sioux City, IA ~ (From 3 FTEE to 4 FTEE) - 43,277 Veterans in catchment area
(~20,347 Vet Center eligible). In FY2005 the Vet Center provided 2,869 visits to
735 unique Veterans (including services to 51 GWOT veterans). This averages to
5.63 visits per day for each counseling staff member.

20. Lincoln, NE - (From 3 FTEE 1o 4 FTEE} — 68,345 Veterans in catchment area
(~54,626 Vet Center eligible). In FY2005 the Vet Center provided 3,011 visits to
698 unique Veterans (including services to 174 GWOT veterans). This averages
to 5.70 visits per day for each counseling staff member.

21. Santa Fe, NM (From 3 FTEE to 4 FTEE) — 50,372 Veterans in catchment area
(~24,728 Vet Center eligible). In FY2005 the Vet Center provided 3,002 visits to
859 unique Veterans (including services to 92 GWOT veterans). This averages to
5.69 visits per day for each counseling staff member.

22. East St. Louis, IL (From 3 FTEE to 4 FTEE) — 63,238 Veterans in catchment area
(~56,104 Vet Center eligible). In FY2005 the Vet Center provided 2,744 visits to
300 unique Veterans. This averages to 5.63 visits per day for each counseling
staff member.

23. Staten Island, NY - (From 3 FTEE to 4 FTEE) — 32,477 Veterans in catchment area
(~22,000 Vet Center eligible). In FY2003 the Vet Center provided 2,493 visits to
100 unique Veterans, This averages to 6.92 visits per day for each counseling
staff member.

24. Grants Pass, OR (From 3 FTEE to 4 FTEE) — 56,736 Veterans in catchment area
(~29,850 Vet Center eligible). In FY2005 the Vet Center provided 3,167 visits to
463 unique Veterans. This averages to 6.00 visits per day for each counseling
staff member.

25. Hilo, HI - (From 3 FTEE 10 4 FTEE) — 9,532 Veterans in catchment area (~4,594 Vet
Center eligible). In FY2005 the Vet Center provided 2,884 visits to 454 unique
Veterans (including services to 81 GWOT veterans). This averages to 5.46 visits
per day for each counseling staff member.
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D. Conversion of second 50 GWOT Qutreach Specialists

Does not require new funding only the conversion of existing funding from non-recurring to
recurring. The current funding is for 2.5 million dollars for FY 2006 & FY 2007.
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Department of Memorandum

Veterans Affairs
December 13, 2005

Chief Readjustment Counseling Officer {15)

RCS Program Enhancement 2006

Under Secretary for Health (10)

Through: Deputy Under Secretary for Health (10A)

I

The purpose of this memorandum is to recommend approval to augment the Department
of Veterans Affairs (VA) Readjustment Counseling Service (RCS-15) with 12 additional
Vet Centers, 23 additional FTEE to augment staff at existing Vet Centers (to include bi-
lingual staff, family therapists and bereavement specialists}, and conversion of the second
50 Global War on Terrorism {GWOT} Outreach Specialists from term to career status.
The Vet Center program has experienced increased demand for readjustment counseling
services over the last several years.

Readjustment Counseling Service (RCS)

2.

The RCS Vet Center program is a special VHA program designed to provide readjustment
counseling to veterans exposed to the uniquely stressful rigors of military service in a
combat theater of operations. VA’s Vet Center program consists of 207 community-based
Vet Centers located outside the larger medical facilities, in easily accessible, consumer
friendly facilities. The Vet Center program’s service mission is beyond medical care
featuring a holistic mix of professional readjustment counseling for war trauma and other
social readjustment problems, family readjustment counseling, and multiple community-
based services to include outreach, education, extensive case-management and referral.
Each Vet Center is staffed by a small multidisciplinary team and nationally the Vet
Centers maintain a majority of combat theater veterans as direct service providers.
Current law defines eligibility for readjustment counseling to include any veteran who
served in the active military in a theater of combat operations during any period of war. or
in any other area during a period in which hostilities occurred in such area

. In FY 2005 the Vet Centers provided 1,046,628 visits to 132,853 veterans and their

families. Compared to the previous year this is a 1.4% increase in the visits provided and
a 5.7% increase in the number of veterans and families served. Each Vet Center
readjustment counseling service provider averaged 6.7 veteran visits per day.

4. In meeting the readjustiment counseling mandate to veterans as defined by the authorizing
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legislation, Vet Centers provide both social and psychological services to veterans and
their families. According to a2 GAO audit in 1996 (GAO/HEHS-96-113), Vet Centers and
medical centers generally serve different clients and missions. In contrast to VA medical
facilities, Vet Centers do not provide inpatient care or medical prescriptions, but do
provide services that medical facilities cannot or do not provide. Such services include
community-based outreach; social, economic, and family readjustment counseling; and
bereavement services for surviving military family members. As originally documented
in their 1996 audit, GAO found that from 30 to 40 percent of Vet Center unique clients are
not seen in any other VA facility. As consistently documented in succeeding years, these
veterans constitute a core group of frequent users who access Vet Center care primarily for
psychological war trauma and other social readjustment problems. Most of the visits
provided by the Vet Centers are devoted to this core group of veteran users. In FY 2005,
47,860 of all veterans served were not seen at any other VHA facility. This core group of
RCS clients represents over 36% of veterans receiving services in the Vet Centers and is
an increase of 29.2% from FY 2004”s core group.

5. Pursuant to the provisions of 38 U.S.C,, Section 1712A, the Secretary of Veterans Affairs
approved extension of eligibility for readjustment counseling at Vet Centers to veterans
who served in Operation Enduring Freedom {OEF} in April 2003 and Operation Iragi
Freedom {OIF! in June 2003. From April 2003 through the end of Fiscal Year 2005, the
Vet Centers have had substantive contact with 44,917 OEF/OIF veterans and their
families. An indication of the Vet Centers emphasis on outreaching OEF/OIF veterans is
the rate of market penetration. From 1991 through 2005 RCS saw 10% of the 603,820
veterans who served in Operation Desert Shield/Storm (ODS). RCS initiated outreach
cfforts to OEF/OIF veterans in late 2003, and by the end of 2005, had already seen 10% of
veterans deployed. RCS has reached the same market penetration with the newest cohort
of combat veterans in 2 Y4 years, a level that took 14 vears to accomplish with the last
cohort of combat veterans.

6. The final report of The Presidential Advisory Committee on Gulf War Veterans’
Hinesses, March 7, 1997, cited Vet Centers as providing exemplary outreach services to
contact and inform Gulf War veterans of VA services. The committee recommended that
other VHA services and programs adopt Vet Center strategies for outreach to improve
services to combat veterans. The Vet Center ODS outreach served as the model for
outreach to OEF/OIF veterans and drove the hiring of 50 GWOT OQutreach Specialists
beginning in February 2004 and an additional 50 Specialists beginning in March of 2005.
The hiring of GWOT Outreach Specialists, all of which are themselves OEF/QIF
veterans directly supports the VA Secretary’s “Fulfiliing the Commitment — Coming
Home to Work™ initiative.  RCS GWOT Outreach Specialists are now averaging over
6.500 outreach contacts each month (26,239 over a four month period) with newly
returning OEF/OIF veterans and their families. If current trends continue as anticipated
this will annualize to over 78,000 contacts for FY 2006, .

7. Pursuant to the provisions of 38 U.S.C,, Section 1712A, 1782 & 1783, the Secretary of
Veterans Affairs authorized the Vet Centers to provide bereavement counseling services
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to surviving family members of Armed Forces personnel who died while on active duty
in service to our country. Through the end of Fiscal Year 2005, 542 families (833 family
members) have received assistance from Vet Center counselors. This represents a 154%
increase from FY 2004 to FY 2005,

Recommendation

8. Specifically this request consists of the following recommendations. The rationale for
each recommendation is contained in Attachments A-D:

A. Establish 4 New Vet Centers near Military Installations
B. Establish 8 New Vet Centers in Underserved Areas
C. Staff Augmentation of 23 Existing Vet Centers.
D. Conversion of 50 GWOT Outreach Specialists to Career/Career Conditional
Cost Projection
9. The cost projections for each recommendation are:
A. 2.0 million dollars (4 Vet Centers)
B. 4.0 million dollars (8 Vet Centers)
C. 2.0 million dollars (23 FTEE)
D. 2.5 million dollars (currently non-recurring FY2006 & FY2007)

TOTAL: 11.5 million dollars

ALFONSO R. BATRES, Ph.D., M.S.S.W.
Chief Officer, Readjustment Counseling Service, 15~
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Recommendation A

Concur / Non Concur

MICHAEL KUSSMAN, MD, M§, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10

Recommendation B

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10

Recommendation C

Concur / Non Concur

MICHAEL KUSSMAN, MD, M§, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD. Ph.D., MSHA, FACP
Under Secretary for Health, 10
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Recommendation D

Concur / Non Concur

MICHAEL KUSSMAN, MD, MS§, MACP
Deputy Under Secretary for Health, 10A

Approve / Disapprove

JONATHAN B. PERLIN, MD, Ph.D., MSHA, FACP
Under Secretary for Health, 10

RCS Enhancement 2006 Page 5 of 30



198

A. New Vet Centers — Near Major Military Facilities (4)

1.

Fi. Benning, GA

Criteria:

=

bl L

Post population — 91,900 active duty and family members

Major Units: 3 Bugade 34 Infantry Division, 1/15" Infantry, 1/30" lnfantr) it
Infantry Regiment, 29 Infantry Regiment, 1/10" Field Aml]ery, 75t Infantry
(Ranger) Regxment 5" Ranger Battalion, 2d Battalion, 69" Armor 36" Engineer
Group, 317" Engmeer Battalion, 608" Ordnance Company, 498" Medical
Company, 690" Medical Company, Basnc Training Brigade, lnfantry Training
Brigade, Ranger Training Brigade, 598" Maintenance Company, 13" S & S
Battalion, School of the Americas

Power Projection Platform — 59 Units / 11,061 Service Members

National Guard / Reserve GWOT’s mobilized/demobilized at Ft. Benning —4.900
(calendar year 2005)

Active Duty Service Members deployed from /redeployed to Ft, Benning — 4,300
{calendar year 2005)

Total population of catchment area — 1,094,12]

Separated GWOT veterans living in area - 5,114

Veteran population in catchment area - 190,332

Nearest VA / RCS Facility ~ Atlanta, GA (108 miles)

Area growth rate since 1990 Census: 3.7%

BRAC recommendations indicate that Ft. Benning will be growing in the future.
Nearest Vet Center providing outreach is Birmingham, AL (178 miles)

Enhancements:

T

-0 oo

=

bolradd

Local VA services to a major military base

Access to separating combat veterans at a Power Projection Platform

Readjustment Counseling Services to 190,332 local veterans

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Enhance outreach and services to veterans and their families in southwestern Georgia
and southeastern Alabama where currently readjustment counseling services are a
great distance away

Promote access to quality VA healthcare services

Collaboration with Columbus CBOC
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2. Ft. Hood, TX
Criteria:

Post population — 71,000 active duty and family members

b. Major Units: H1 US Corps, 13" Corps Support Command, 1 Cavalry Division, 4™
Infantry Division, 3™ Signal Bri%ade, 21* Cavalry Brigade {Air Combat), 504"
Military Intclligence Brigade, 89" Military Police Brigade, Army Operational Test
Command (AQTC) 13" Finance Group, 3" Personnel Group, 4003 Garrison
Support Unit (Army Reserve), Hood Army Airfield

¢. Power Projection Platform — 289 Units / 74,326 Service Members

d. National Guard / Reserve GWOT’s mobilized/demobilized at Ft. Hood 13,000
{calendar year 2005)

e. Active Duty Service Members deployed from /redeployed to Ft. Hood - 36,000
(calendar year 2005)

f. Total population of catchment area — 302,404

2. Separated GWOT veterans living in area — 2,983

h. Veteran population in catchment area — 69,223

1.

i

b

Nearest VA / RCS Facility - Austin, TX (75 miles)
Area growth rate since 1990 Census: 46.1%

Enhancements:

Local VA services to a major military base

Access to separating combat veterans

Readjustment Counseling Services to 69,225 local veterans

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Liaison with casualty assistance program to enhance referral process for bereaverment
counseling

h. Promote access to quality VA healthcare services

i. Collaboration with Waco VA Medical Center and Austin Outpatient Clinic

™o oo o

e

3. Fr Rilev, KS
Criteria:

a. Post population — 23,500 active duty and family members

b. Major Units: 24" Infantry Division, | Brigade/1" Infantry Division (Mechanized),
3" Brigade, 1" Armor Division, 3 Brigade, 75" Division (TS). 937" Engineer
Group, I*' Battalion, 13" Armor, 1 Battalion, 16" Infantry, 1% Battalion, 34"
Armor, 1% Battalion, 41*" Infantry, 1¥ Battalion, 5" Field Artillery, 1 Brigade, 1"
Infantry Division, 1" Engineer Battation, 1* Finance Battalion, 1" Maintenance
Company. 1% Personnel Service Battalion, 2™ Battalion, 34™ Armor, 2™ Battalion,
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70 Armor, 2d FA Battalion, 495th FA Brigade, 4th Battalion, Ist Field Antitlery,
70% Engineer Battalion, 101 Support Battation, 125" Support Battalion, 541%
Maintenance Battalion, 24" Transportation Company, S5 Engineer Company, g2
Medical Company, 568 Engineer Company (CSE), 596" Signal Company, 172"
Chemical Company, 300" MP Company, 331" Signal Company, 977" MP Company.
482" Engineer Fire Fighting Platoon, C Battery. 4/3 Air Defense, 48" Medical
Detachment, 95 Maintenance (TMDE), 95" Maintenance Detachment, 523" MP
Team, 774" Ordnance Detachment, 6025™ Garrison Unit, Detachment |, Air Force,
10" ASOS ‘

Power Projection Platform ~ 152 Units / 33,585 Service Members

National Guard / Reserve GWOT’s mobilized/demobilized at Ft. Riley ~ 8,500
(calendar year 2005)

Active Duty Service Members deployed from /redeployed to Ft. Riley ~ 8,000
(calendar year 2005)

Total population of catchment area — 243,748

Separated GWOT veterans living in area — 2,019

Veteran population in catchment area — 44,717

Nearest VA / RCS Facility — Kansas City, MO (120 miles)

BRAC recommendations indicate that Ft. Riley will be gaining personnel in the
future.

Area growth rate since 1990 Census: 3.1%

Enhancements:

T e

e e

]

i
I

Local VA services to a major military base

Access to separating combat veterans

Readjustment Counseling Services to 44,717 local veterans

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Promote access to quality VA healthcare services

Collaboration with Topeka VA Medical Center and Salina CBOC

4. Ft. Carson, CO

Criteria:

Post population — 27,000 active duty and family members (additional 6,073 at
Peterson AFB, 2,589 at Schriver AFB and 3,991 at the Air Force Academy)

Major Units: 2" Brigade, 2™ Infantry Division, 1/12'" Infantry. 1/3 ACR, 1/68"
Armor, 1/8" Infantry, 10™ CSH, 10" Special Forces Group (Airborne), 10" Special
Forces Group (Airborne) 2™ Battalion, 10" Special Forces Group (Airbome) 3rd
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Battalion, 2/3® ACR, 3/29" Field Artillery, 3/3" ACR, 32™ Transportation, 360"
Transportation, 3 ACR, 3° Brigade Headquarters, 4/3" ACR, 43" Area Support
Group. 4" Engineers, 4 PSB, 52™ Engineer Battalion, 60" Ordinance Company, 64"
Support Battalion, 68" Corps Support Battalion, 759" MP, 764™ EOD, K/CO, 158"
AVN

Power Projection Platform — 93 Units / 21,178 Service Members

National Guard / Reserve GWOT’s mobilized/demobilized at Ft. Carson — 5,000
(calendar year 2005)

Active Duty Service Members deployed from /redeployed to Ft. Carson — 14,000
(calendar year 2005)

Total population of catchment area — 171,836

Separated GWOT veterans living in area — 231

Veteran population in catchment area —~ 32,582

Nearest VA / RCS Facility — Colorado Springs, CO (44 miles)

Area growth rate since 1990 Census: 4.6%

Enhancements:

mpae T

=

i
Je

Local VA services to a major military base

Access to separating combat veterans

Readjustment Counseling Services to 44,717 local veterans

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Promote access to quality VA healthcare services

Collaboration with Colorado Springs CBOC and Pueblo CBOC.

B. New Vet Centers — Underserved Areas (8)

1. Phoenix, AZ

Criteria:

a0 o

Total Population of the catchment area — 2,111,705

Veteran population — 346,997

Separated GWOT veterans living in the area — 3.840

Phoenix is the largest metropolitan area in the country served by only one existing
Vet Center (sixth largest metropolitan area in the United States).

Diverse city with high number of Native American, Hispanic and African American
veterans

Productivity FY 2005 — 787 Veterans provided 6,419 visits

Area growth rate of since 1990 census: 20.3%
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h. Arizona Army National Guard maintains 45 armories, and is present in 22
communities - State Area Command, 98" Troop Command, 385™ Aviation Regiment,
153" Field Artillery Brigade 158" Regiment (RT1), 91" WMD CST. The Western
Armmy National Guard Aviation Training Site. (WAATS) Silverbell Army Heliport
Marana, Arizona. Co-located at the heliport is the 385" Attack Regiment, 1%
Battalion, 285" Aviation Brigade

i.  Marine Corps Reserve: Bulk Fuel Company C, 6™ Engineer Support Battalion, 4th
FSSG Detachment 7, Engineer Support Company, 6™ Engineer Support Battalion, 4"
FSSG

Enhancements.

a. Provide quality Readjustment Counseling to a large underserved diverse veteran

population.
. Enhance liaison with National Guard / Reserves

¢. Provide access to services by area American Indian veterans (Salt River Indian
Reservation, Gila River Indian Reservation, Ak-Chin Indian Reservation, Ft.
McDowell Indian Reservation, San Carlos Indian Reservation)

d. Bi-lingual Spanish speaking counselor to improve access to services for persons with

limited English proficiency (Executive Order 13166)

Provide VA healthcare and benefits information

Increase capacity to provide services to clinically complex readjustment cases

Collaboration with Phoenix VA Medical Center and Mesa CBOC

3 Th o

2. San Antonio, TX

Criteria;

a. Total Population of the catchment area ~ 1,110,954

b. Veteran population — 212,056

c. Separated GWOT veterans living in the area — 4.019

d. Diverse city with high number of Native American. Hispanic and African American
veterans

e. Productivity FY 2005 — 1,329 Veterans provided 8.257 visits

f.  Area growth rate of since 1990 census: 20.3%

Active Military: Fort Sam Houston is the home of the HQ U.S. 5" Army, U.S. Army
5" Recruiting Brigade, Brooke Army Medical Center, Institute of Surgical Research,
U.S. Army Medical Department Center and School, U.S. Army Center Brigade, and
U.S. Army Medical Command (6,950 Active Duty Officers & Enlisted), Lackland
Air Force Base is home to the 37" Training Wing. 149" Fighter Wing and the 59"
Medical Wing.

h. Army Reserve: 90" Regional Support Group headquartered at Fort Sam Houston,
commands approximately 5,300 soldiers and 280 fulltime personnel in 47 units
including the 694th Maintenance Battalion.

7=
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Marine Corps Reserve: Headquarters 4™ Reconnaissance Battalion, Headquarters and
Service Company, 4" Reconnaissance Battalion, and Companies A & C, 4
Reconnaissance Battalion, 4™ Marine Division

Texas Army/Air National Guard maintains 117 armories, and is present in 102
comumunities.

San Antonio is the 8" targest city in the United States and is currently served by only
one Vet Center,

Enhancements:

Provide quality Readjustment Counseling to a large underserved diverse veteran
population by establishing a second Vet Center for the metropolitan area.

Enhance liaison with National Guard / Reserves

Establishing early intervention and prevention services to enhance normalization of
the transition process.

Readjustment Counseling services for 212, 056 local veterans.

Provide access to services by area Native American veterans

Bi-lingual Spanish speaking counselor to improve access to services for persons with
limited English proficiency (Executive Order 13166)

Increase capacity to provide services to clinically complex readjustment cases
Collaboration with South Texas Veterans Health Care Systemn, San Antonio VAMC
and San Antonio CBOC

3. Miami, FL

Criteria:

meo a0 o

g

Total Population of the catchment area — 1,655,214

Veteran population — 105,790

Separated GWOT veterans living in the area — 1,700

Productivity FY 2005 — 1,547 Veterans provided 8,005 visits

Area growth rate of since 1990 census: 4.7%

Florida Army/Air National Guard maintains 72 armories, and is gresent in 63
communities - State Area Command, 83" Troop Command, 53 Infantry Brigade
(Sep) (Light), 50" Area Support Group, 32" Army Air & Missile Defense -
Detachment 1, 211" Regiment (RTI)

Increase capacity to provide services to clinically complex readjustment cases

Enhancements:

d.

Provide quality Readjustment Counseling to a large underserved diverse veteran
population by establishing a second Vet Center for the metropolitan area.

Enhance liaison with National Guard / Reserves

Bi-lingual Spanish speaking counselor to improve access to services for persons with
limited English proficiency (Executive Order 13166)

Increase capacity to provide services to clinically complex. readjustment cases
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Collaboration with Miami VA Medical Center
Collaboration with Florida Department of Veterans Affairs

4. Kansas City, MO

s,

Criteria:

a. Total Population of the catchment area ~ 2,076,287

b. Veteran population ~ 356,519

¢. Separated GWOT veterans living in the area — 3,173

d. Diverse city with high number of Hispanic and African American veterans

e. Productivity FY 2005 ~ 1,013 Veterans provided 8,969 visits

f.  Area growth rate of since 1990 census: 1.8%

g. Marine Corps Reserve: Marine Forces Reserve, 4" Force Service Support Group -
Headquarters and Service Battalion, 4™ Maintenance Battalion, 6 Motor Transport
Battalion, 4™ Supply Battalion, 6™ Communications Battalion, 4" Landing Support
Battalion, 6" Engineer Support Battalion, 6™ Motor Transport Battalion, 4" Medical
Battalion, 4" Dental Battalion, Headquarters Com?any, 24™ Marines, 4" Marine
Division, Direct Support Team 2, Headquarters, 4" Marine Division, Headquarters,
Marine Corps Mobilization Command .

h. Missouri Army/Air National Guard maintains 65 armories, and is present in 64
communities - State Area Command, 70" Troop Command, 35" Division Support
Command, 35" Engineer Brigade, 35™ Aviation Brigade, 135" Field Artillery
Brigade, 140™ Regiment, 7" WMD CST

Enhancements:

a. Provide quality Readjustment Counseling to a large underserved diverse veteran
population by establishing a second Vet Center for the metropolitan area.

Enhance liaison with National Guard / Reserves
¢. Increase capacity to provide services to clinically complex readjustment cases
d. Collaboration with Kansas City VA Medical Center

Springfield, MO

Criteria:

P o6 o

Total Population of the catchment area ~ 936,021
Veteran population ~ 170,668
Separated GWOT veterans living in the area — 1.681
Area growth rate of since 1990 census: 6.8%
Ft. Leonard Wood, MO (68 miles)
i. Post population — 13,361 Service Members
it.  Power Support Platform
iti. Major Units: 169" Engineer Battalion, 1" Enginger Brigade, 35" Engineer
Battalion, 399" Army Band, 3¢ Training Brigade, 43" Adjutant General,
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554" Engineer Battalion, 577" Engineer Battalion, 58" Transportation
Battalion, 5" Engineer Battalion, Libby NCO Academy, Drill Sergeant
School, Law Enforcement Command, M.P. A Company (Permanent Party),
M.P. B Company {Officer Basic), M.P. C Company (Officer Advanced),
U.S. Army Chemical School
. Missouri Army/Air National Guard maintains 65 armories, and is present in 64
communities - State Area Command, 70" Troop Command, 35" Division Support
Command, 35" Engineer Brigade, 35 Aviation Brigade, 135" Field Artillery
Brigade, 140 Regiment, 7" WMD CST
g. Marine Corps Reserve: Weapons Company, 3™ Banalion, 24™ Marines, 4™ Marine
Division
h. Nearest VA / RCS Facility - Tulsa, OK (182 miles)

Enhancements:

a. Readjustment Counseling Services to 170,668 local veterans

b. Access to separating combat veterans at a Power Support Platform

¢. Liaison with military family assistance programs

d. Promoting seamless transition services for veterans and families

¢. Establishing early intervention and prevention services to enhance normalization of

the transition process

f. Provide VA healthcare and benefits information

g. Liaison with casualty assistance program to enhance referral process for bereavement
counseling

h. Improve access to readjustment counseling in southern Missouri and northern
Arkansas for rural veterans and their families.

i. Enhance liaison with National Guard / Reserves

j. Increase capacity to provide services to clinically complex readjustment cases

k. Collaboration with Kansas City VA Medical Center and Ft. Leonard Wood CBOC

6. Las Cruces, NM
Criteria:

a. Ft Bliss, TX (90% in New Mexico)
i. Post population — 8,264 Service Members
ii. Power Projection Platform 45 Units, 11,138 Service Members
iil. National Guard / Reserve GWOT's mobilized/demobilized at Ft. Bliss -
15,218 (calendar year 2005)
iv. Active Duty Service Members deployed from /redeployed to Ft. Bliss 377
(calendar year 2005)

v. Major Units: 32 Army Air and Missile Defense Command, 6 Air Defense
Artillery Brigade 11" Air Defense Artillery Brigade, 31st Air Defense
Artillery Brigade, 35 Air Defense Artillery Brigade, 108™ Air Defense
Artillery Brigade, 204™ M1 Battation, Joint Task Force Six, USACAS
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McGregor Range, Oscura Range, Red Rio Bombing Range, White Sands
Missile Range, Holloman Air Force Base

b. Total Population of the catchment area — 298,934

¢. Veteran population — 32,351 .

d. Separated GWOT veterans living in the area — 655

e. Diverse city with high number of Native American and Hispanic veterans

f.  Area growth rate of since 1990 census: 23.2%

¢. New Mexico Army/Air National Guard: 93" Troop Command, 111" ADA Brigade,

515" Regiment (RTI), 64" WMD CST
EII/'ICIIICL’IHGHIS.’

Readjustment Counseling Services to 32,351 local veterans

Access to separating combat veterans at a Power Support Platform

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Provide access to readjustment services for area Native American veterans

Bi-lingual Spanish speaking counselor to improve access to services for persons with
limited English proficiency (Executive Order 13166)

Increase capacity to provide services to clinically complex readjustment cases
Collaboration with Las Cruces CBOC, Truth or Consequences CBOC and Silver City
CBOC

pao T

7= o
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7. Modesto, CA
Criteria:

Total Population of the catchment area - 740,534

Veteran population — 97,375

Separated GWOT veterans living in the area - 1,010

Diverse area with high number of Hispanic and African American veterans

Area growth rate of since 1990 census: 23.0%

National Guard / Reserve Units: State Area Command, 49™ Combat Support
Command, 100" Troop Command, 40" Infantry Division, 115" Area Support
Group, 223" Infantry Regiment (CA), 1106” AVCRAD, 9" WMD CST, 95" W™D
CST

g. Nearest VA / RCS Facility - San Jose, CA (85 miles) — significant traffic congestion

me e o
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Enhancements:

a. Provide quality Readjustment Counseling to a large underserved diverse veteran
population.

Enhance liaison with National Guard / Reserves

Bi-lingual Spanish speaking counselor to improve access to services for persons with
limited English proficiency (Executive Order 13166)

Increase capacity to provide services to clinically complex readjustment cases
Enhance outreach and readjustment services to all of central-eastern California.
Collaboration with Central California Health Care System, Modesto Qut Patient
Clinic and Stockton Out Patient Clinic

g. Collaboration with California Department of Veterans A ffairs.

h. Promote access to quality VA healthcare services

o

™o

8. Ft. Mevers, FL,

Criteria:

a. Total Population of the catchment area — 574,119

b. Veteran population - 134,732

c. Separated GWOT veterans living in the area - 895

d. Area growth rate of since 1990 census: 52.2%

e. National Guard / Reserve Units: The Florida Army National Guard maintains 72

armories, and is present in 63 communities. State Area Command, 83" Troop
Command, 53" Infantry Brigade (Sep) (Light), 50" Area Support Group, 32™
Army Air & Missile Defense - Detachment 1, 211" Regiment (RTH

Enhancements:

a. Provide quality Readjustment Counseling to a large underserved diverse veteran
population.
Enhance liaison with National Guard / Reserves

¢. Bi-lingual Spanish speaking counselor to enhance services for Limited English
Proficiency (LEP) veterans and family members.

d. Increase capacity to provide services to clinically complex readjustment cases

e. Collaboration with Ft. Myers Out Patient Clinic, Port Charlotte CBOC and Naples
CBOC

f.  Collaboration with Florida Department of Veterans Affairs
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C. Staff Augmentation (24 FTEE)

American Indian Services

1. Chinle, AZ (Navajo}

Criteria:

a,

The Navajo Reservation has a population of 173,987 (149.423 American Indian),
making it the most populated Reservation in the United States.

b.. The Navajo Reservation encompasses over 24,000 square miles, making it the
geographically largest Reservation in the United States.

¢. Veteran Population — 12,272 (includes Hopi)

Enhancements:

a, Increase access to care for high risk minority veterans in a rural setting.

b. Vet Center services on reservation lands maintain sensitivity to the local cuiture and
collaborate with native healing philosophies and practices.

¢. Targeted recruitment for a Navajo counselor who speaks the language to improve

access to services for persons with limited English proficiency (Executive Order
13166)

2. Keams Canvon, AZ (Hopi/ Ft. Apache)

Criteria:

c.

The Hopi Reservation has a population of 6,815 (6.442 American Indian} ~ 2450

square miles

The Ft. Apache Reservation has a population of 12,429 (11,702 American Indian)

making it the third most populated Reservation in the United States - 2,600 square
miles

Veteran Population — 12,272 (includes Navajo)

Enhancements:

Increase access to care for high risk minority veterans in a rural setting.

Vet Center services on reservation lands maintain sensitivity to the local culture and
collaborate with native healing philosophies and practices.

Targeted recruitment for a Apache counselor (Hopi Counselor currently on staff) who
speaks the language to improve access to services for persons with limited English
proficiency (Executive Order 13166}

3. Martin, SD (Lakota Sioux: Pine Ridge / Rosebud)

Criteria:
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a. The Pine Ridge Reservation has a population of 14,068 (12,985 American Indian),
making it the second most populated Reservation in the United States. /Additional
1.439 American Indians on Off-Reservation Trust Land)

b. The Rosebud Reservation has a population 0f 9,050 (7,747 American Indian).
{Additional 1,419 American Indians on Off-Reservation Trust Land)

¢. Veteran Population - 5,616

Enhancements:

a. Increase access to care for high risk minority veterans in a rural setting.

b. Vet Center services on reservation lands maintain sensitivity to the local culture and
collaborate with native healing philosophies and practices.

¢. Targeted recruitment for a Lakota counselor who speaks the language to improve
access to services for persons with limited English proficiency (Executive Order
13166)

Underserved Areas
4, Favetteville, NC
Crireria:

a. North Carolina - Active Duty Military: 91,855, Reserve Component: 39,918
b. Ft. Bragg, NC
i. Post population — 43,000 Service Members
ii. Power Projection Platform 253 Units, 48,236 Service members
iii. National Guard / Reserve GWOT's mobilized/demobilized at Ft. Bragg -
5.600 (calendar year 2005)
iv. Active Duty Service Members deployed from /redeployed to Ft. Bragg —
9,300 (calendar year 2005)
v. Major Units; XVIII Airborne Corps. 16™ Military Police Brigade, 18"
Aviation Brigade Corps (Airborne), 18" Corps Soldiers Supg)ort Group,
18™ Personnel Group, 20™ Engineer Brigade (Airborne), 35™ Signal
Brigade, 44" Medical Brigade, 82™ Replacement Detachment, 525%
Military Intelligence Brigade, 1112" Signal Battalion, 1* Brigade / 82™
Airborne Division, 2™ Brigade / 82™ Airborne Division, 3" Brigade / 82™
Airborne Division, Dragon Brigade, USA JFK Special Warfare Center,
USA Special Operation Command
¢. North Carolina Army/Air National Guard: State Arca Command, 60" Troop
Command, 30" Heavy Separate Brigade, 30™ Engineer Brigade, 113" Field Antillery
Brigade, 449™ Aviation Group (Lift), 139" Regiment - Fort Bragg, 42™ WMD CST
d. Veteran Population - 143,612
€. Productivity FY 2005 ~ 3,482 Veterans (3,254 GWOT) provided 7,402 visits
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Enhancements:

pop T

b

d.
e.

Readjustment Counseling Services to 143,612 local veterans

Access to separating combat veterans at a Power Support Platform

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Enhance outreach and readjustment services to southeastern North Carolina and
northeastern South Carolina.

Enhance capacity to provide family services and bereavement counseling.
Collaboration with Fayetteville VA Medical Center.

5. Syracuse, NY

Criteria:
a. New York - Active Duty Military: 18,853, Reserve Component: 56,774
b. Ft Drum, NY
i. Post population — 12,123 Service Members
ii. Power Projection Platform 253 Units, 48,236 Service members.
iii. National Guard / Reserve GWOT’s mobilized/demobilized at Ft.
Drum — 12,000 (calendar year 2005)
iv. Active Duty Service Members deployed from /redeployed to Ft,
: Drum - 15,000 (calendar year 2005}
v. Fort Drum is a major training center for reserve component forces,
Offers planning and support for the mobilization and training of
almost 80,000 troops annually
b. New York Army National Guard maintains 82 axmones and is present in 72
communities - State Area Command, Latham, 53™ Troop Command, 42 Infantry
Division (Mechanized), 27t Infantry Brigade (Enhanced) (Separate), 106™ Regiment
(RT1), 2™ WMD CST - Scotia
¢. Marine Corps Reserve: Detachment 3, Heauquduexs and Service Company, 8" Tank
Battalion, 4" Marine Division, Company B, 8" Tank Battalion, 4™ Marine Division
d. Veteran Population — 186,415
d. Productivity FY 2005 — 1,126 Veterans provided 7.113 visits
Enhancements:
a. Readjustment Counseling Services to 186.415 local veterans
b. Access to separating combat veterans at a Power Support Platform
c. Liaison with military family assistance programs
d. Promoting seamless transition services for \ eterans and families
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Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling

Enhance the capacity to provide family services and bereavement counseling.
Collaboration with Syracuse VA Medical Center.

6. ElPaso, TX

Criterta:
a. Texas - Active Duty Military: 110,956, Reserve Component 93,162,
b. Fu Bliss, TX
i. Post population — 8,264 Service Members
ii. 'Power Projection Platform 45 Units, 11,138 Service Members
iii. National Guard / Reserve GWOT’s mobilized/demobilized at Ft. Bliss —
15,218 (calendar year 2005)
iv. ‘Active Duty Service Members deployed from /redeployed to Ft. Bliss~ 377
(calendar year 2005)
v. Major Units: 327 Army Air and Missile Defense Command, 6™ Air Defense
Artillery Brigade 11™ Air Defense Artillery Brigade, 31st Air Defense
Artillery Brigade, 35" Air Defense Artillery Brigade, 108™ Air Defense
Artillery Brigade, 204™ MI Battalion. Joint Task Force Six, USACAS
McGregor Range, Oscura Range. Red Rio Bombing Range, White Sands
Missile Range, Holloman Air Force Base
¢. Marine Corps Reserve: Battery D, 2" Baualion, 14™ Marines, 4" Marine Division
d. Texas Army/Air National Guard maintains 17 armories, and is present in 102
communities
¢. Veteran Population~ 93,330
f. Productivity FY 2005 - 831 Veterans provided 5.644 visits

Enhancements:

me a0

s

Bi-lingual Spanish speaking counselor to improve access to services for persons with
limited English proficiency {Executive Order 13166).

Readjustment Counseling Services to 32.331 local veterans

Access to separating combat veterans at a Power Support Platform

Liaison with military family assistance programs

Promoting seamless transition services for veterans and families

Establishing early intervention and prevention services to enhance normalization of
the transition process

Provide VA healthcare and benefits information

Liaison with casualty assistance program to enhance referral process for bereavement
counseling
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7. Los Angeles. CA

Criteria:

a
b.

California - Active Duty Military: 121,971, Reserve Component: 103,711

Marine Corps Reserve: (Encino) — 2™ Battalion, 23" Marines, 4™ Marine Division,
Headguarters and Service Company, 2™ Battalion, 23" Marines, 4™ Marine Division.
(Long Beach) — 3" Air Naval Gunfire Liaison Company (3 ANGLICO),
MARFORRES. (Pasadena) - Headquarters, 4" Low Altitude Air Defense Battalion,
Marine Air Control Group 48, 4™ MAW, Headquarters and Service Battery (-), 4™
Low Altitude Air Defense Battalion, Marine Air Control Group 48, 4" MAW, Battery
A, 4" Low Altitude Air Defense Battalion, Marine Air Control Group 48, 4" MAW,
(Riverside) - Detachment 4, 4" Tank Battalion. 4" Marine Division, Company D, 4"
Tank Battalion, 4" Marine Division

California Army/Air National Guard: State Arca Command, 49" Combat Support
Command, 100" Troop Command, 40" Infantry Division, 115™ Area Support Group,
223" Infantry Regiment (CA), 1106™ AVC RAD, 9" WMD CST, 95® WMD CST
Veteran Population — 102,142

Productivity FY 2005 — 716 Veterans (136 GWOT) provided 6,133 visits

Enhancements;

Bi-lingual Spanish speaking counselor to improy e access to services for persons with
limited English proficiency (Executive Order 13166).

Enhance outreach and readjustiment services t¢ National Guard and Marine Reserve
Service Members and their families.

Enhance capacity to provide family services and bercavement counseling in the entire
Los Angeles basin.

Collaboration with Desert Pacific Healthcare Network (VISN 22), Greater Los
Angeles Health Care System, Los Angeles and West Los Angeles Ambulatory Care
Centers. and the East Los Angeles and Gardena CBOCs.

Enhance targeted outreach to Hispanic and African American veterans and their
families.

8. Columbus, OH

Criteria:

a.
b.
c.

Ohio - Active Duty Military: 8,174, Reserve Component 48,523

Veteran Population - 211,457

Ohio Army/Air National Guard maintains a presence in 54 of the state's 88 counties.
Ohio's Air Guard units are dispersed in seven geographic locations-Columbus,
Toledo, Springfield, Cincinnati, Mansfield, Zanesville and Port Clinton -- and the
state’s Army Guard units occupy several training sites and 51 armories statewide -
State Area Command, 73" Troop Command. 37" Anmored Brigade, 167 Engineer
Brigadc. 145™ Regiment (RTI), 52™ WMD CST
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d. Marine Corps Reserve: Lima Company, 3% Batalion, 25™ Marines, 4" Marine
Division

e. Productivity FY 2005 — 447 Veterans provided 5,357 visits

f. Eighteen active bereavement counseling cases have generated over 172 bereavement
counseling visits.

Enhancements.

a. Readjustment Counseling services to 211,457 local veterans,

b. Enhance capacity to provide family services and bereavement counseling.

¢. Enhance outreach and readjustment services to National Guard and Marine Reserve
Service Members and their families.

d. Liaison with Casualty Assistance office to fucilitate bereavement counseling referral
process.

e. Collaboration with Chalmers P. Wylie Outpatient Clinic {Columbus).

9. Washington, DC

Criteria:

o

Marine Corps Reserve: (Washington DC) Detaciiment 1, Supply Company, 40
Supply Battalion, 4" FSSG, Rations Company. 4" Supply Battalion, 4™ FSSG,
Surgical Company B (-}, 4™ Medical Battalior,, 4 FSSG. 4™ Civil Affairs Group,
MARFORRES, 10" Counter Intelligence Team, MARFORRES, 12" Counter
Intelligence Team, MARFORRES, (Quarntico) Detachment 3, Headquarters and
Service Company, 4" Light Armored Reconnaissance Battalion, 4™ Marine Division,
Company D, 4 Light Armored Reconnaissance Battalion, 4™ Marine Division
Washington DC National Guard - 74" Troop Command, 260™ Regiment RT1, 33"
WMD CST, 104" Maintenance Company. 121* Medevac Air Ambulance, 140"
Transportation Company, 260™ MP Command. 715" Public Affairs Team, 547%
Transportation Company Light-Medium 7 ruck, 257" AG Bnd Army, Detachment 4
OSAC, RAID Washington, HQ District Area Command

Veteran Population — 67,990

Productivity FY 2005 - 300 Veterans provided 2.426 visits

Enhancements:

Enhance outreach and services to Service Members and their families utilizing Walter
Reed Armny Medical Center, Malogne House and Fisher House ensuring seamless
transition.

Readjustment Counseling services for 67,990 Jocal veterans.

Enhanced outreach and services to Marine Reserve and National Guard Service
Members and their families.

Collaboration with the Washington DC VA Medical Center.
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10. Wichita, KS
Criteria:

a. Kansas - Active Duty Military: 16,659, Rescrve Component: 17,749

b. Army Reserves: 89" Regional Readiness Command ~ Command for alt Army
Reserve Units in Kansas, Nebraska, lowa, and Missouri - 326™ Area Support Group,
648" Arca Support Group, 649" Area Support Greup, 8™ Legal Support
Organization, 139" Medical Group, 331" Medical Group, 372™ Engineer Group,
561% Corps Support Group, 917" Corps Support Group, 166™ Aviation Brigade, 89"
Ordnance Battalion, 89" Transpertation Battalion, 2434 Quartermaster Battalion,

- 312 Army Band, 317" Quartermaster Battalion {S&S), 320™ Ordnance Battalion,
325" Quartermaster Battalion (PS), 329" Supply and Services Battalion, 368"
Finance Battalion, 387™ Replacement Battalion, 388" Medical Battalion, 389"
Engineer Battalion, 394" Corps Supé)on Buitalion. 450" Transportation Battalion,
530™ Military Police Battalion, 620 Corps Support Battalion, 809" Quartermaster
Battation, 821" Transportation Battalion

¢. Marine Corps Reserve: Detachment, Engincer Maintenance Company, 4th

) Maintenance Battalion, 4th FSSG and Electronic Maintenance Company, 4th
Maintenance Battalion, 4th FSSG (USMC R :zserves)

d. Kansas Army/Air National Guard maintains 76 armories, and is present in 57
communities - State Area Command, 69 Troup Command, 35" Infantry Division
(Mechanized), 130" Field Artillery Brigadz, 235" Regiment (RTI). Smoky Hill Air
National Guard {ANG) Range.

e. Veteran Population - 241,300

f.  Productivity FY 2005 — 748 Veterans provided 5,183 visits

Enhancements:

a. Readjustment Counseling services to 241,300 local veterans.

b. Enhance outreach and readjustment services 1o Army Reserve, Marine Reserve, and
National Guard Service Members and their families.

c. Targeted recruitment for a military sexual wauma counseling specialist.

Enhance outreach and readjustment services for rural veterans in western Kansas.

d. Collaboration with Robert J. Dole Depariment of Veterans Affairs Medical and
Regional Office Center.

g

11. Tucson, AZ
Criteria:

a. Arizona - Active Duty Military: 22,297, Reserve Component; 20,613

b. Arizona Army National Guard maintains 45 anmories, and is present in 22
communities - State Area Command, 98" T-oop Command, 385" Aviation Regiment
153" Field Anillery Brigade 158" Regime.: (RT1). 91" WMD CST. The Western
Army National Guard Aviation Training Site. (WAATS) Silverbell Army Heliport
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Marana, Arizona. Co-located at the heliport is the 1 /285" Apache Helicopter Attack
Battalion.

Veteran Population — 119,080

Productivity FY 2005 — 1,123 Veterans pr.vided 5,360 visits

Tohono Q'odham Nation ~tribal members 20,640 (Tohono O'odham Reservation -
population 10,787 - total land area 4,450 rquare miles).

Enhancements:

f.

Readjustment Counseling services to 119.080 local veterans

Bi-lingual Spanish speaking counselor to iraprove access to services for persons with
limited English proficiency (Executive Order 13.66).

Enhance access to VA services for American Indian veterans and their families.
Enhance outreach and readjustment services to Arizona Army & Air National Guard
Service Members and their families.

Enhance outreach and readjustment counscling for rural veterans and their families in
southeastern Arizona.

Collaboration with Southern Arizona VA Health Care System, Green Valley CBOC,

12. Philadelphia, PA

Criteria:

a.
a.

€.

Pennsylvania - Active Duty Military: 3,50¢. Reserve Component: 57,393

Naval Air Station JRB Willow Grove - Patrol Sguadron Six Four, Patrol Squadron
Six Six, Fleet Logistic Support Squadron (iv¢ Two. Helicopter Anti-Submarine
Squadron HSL-94, Marine Aircraft Group Forty Nine , 913th Airlift Wing, 111th
Fighter Wing. US Navy: Defense Distribution Center, Naval Inventory Control
Point (NAVICP), Naval Supply Systems Command (NAVSUP), Navy Fleet Material
Support Office (FMSQ), Defense Depot Susquehanna, PA (DDSP), Naval Sea
Logistics Center (NAVSEALOGCEN), Defense Enterprise Computing Center
(DECC MECH), Naval Ammunition Logistics Center (NALC or
NAVAMMOLOGCEN), Document Autorration and Production Service
Headguarters (DAPS-HQ), Document Automation and Production Service (DAPS),
Defense Reutilization and Marketing Service (DRMS)

Pennsylvania Army National Guard maintains 1 29 armories, and is present in 96
communities - State Area Command, 28" Iafuniry Division (Mechanized), 213" Area
Support Group, 166" Regiment, 3rd WMD 5T - Annwille

Marine Corps Reserve: 3" Battalion, 14™ Marines, 4™ Marine Division, Headquarters
Battery, 3™ Battalion, 14™ Marines, 4" Mainc Division, 14™ Dental Company, 4
Dental Battalion, 4th FSSG

Veteran Population ~ 219,226

Productivity FY 2005 — 368 Veterans provided «.215 visits

Enhancements:
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Readjustment Counseling services to 219.226 local veterans.

b. Enhance the bereavement referral process through collaboration with the VA National
Cemetery Service Philadelphia Memorial Network.

¢. Enhance outreach and readjustment services o Active Duty Navy, Marine Reserve,
and National Guard Service Members and their families as they separate from
service.

d. Collaboration with Philadelphia VA Medical Center and Philadelphia CBOC.

»

13. Norfolk, VA
Criteria:

Virginia - Active Duty Military: 84,463, Reserve Component 42,835

b. Hampton Roads is the world's largest navai base {Norfolk) - NAVSTA Norfolk, NAS
Norfolk, CINCLANTFLT Compound, Cruney Island, St Juliens Creek Annex,
Deperming, Crib, Golf Anchorages, (Little Creek) - NAVPHIBASE Little Creek,
NAS Oceana, FCTC LANT Dam Neck. Fentress Field, Lynnhaven anchorages,
NAVMASSO, NAVSECGRUACT Northwest. (Portsmouth) - NAVSHIPYD
Norfolk., NAVHOSP Portsmouth, RADTRANSFAC Driver Norfolk, Shipyards at
Brambleton, Berkley and Metro, ANA Shipyard, (Newport News) - SUPSHIP
Newport News, MARCORESCEN Nevporr News, (Yorktown) - WPNSTA
Yorktown, Cheatham Annex, York River aachorages

¢. Marine Corps Reserve: (Norfolk) Detachment 1. Headquarters and Service Company,
4™ Assault Amphibian Battalion, 4™ Mar U, Company A (-). 4™ Assauit Amphibian
Battalion, 4" Marine Division, Detachment, viarine Air Logistics Squadron 42,
Marine Aircraft Group 42, 4" MAW, Mar. e Heavy Helicopter Squadron 774
(HMM-774). Marine Aircraft Group 42. 4~ MAW._ (Newport News) Detachment 8, -
Headquarters Company, Headquarters and Sen ice Battalion, 4™ FSSG, Headquarters,
4" Supply Battalion, 4™ FSSG, Headquaitess and Service Company (-}, 4™ Supply
Battalion, 4™ FSSG, Medical Logistics Corr pany (-}, 4" Supply Battalion, 4™ FSSG,
Detachment, Surgical Company B (-), 4" viccical Battalion, 4" FSSG

d. Virginia Army National Guard maintains ¢ artnories, and is present in 50
communities — State Area Command - Fi .ickest, 91 Troop Command, 29" Infantry
Division (Light). Engineer Brigade, 28" 1> 23" Field Artillery Brigade, 183"
Regiment (RTI)

e. Veteran Population — 226,121 .

f. Productivity FY 2005 — 949 Veterans proviaee 4,450 visits

®

Enhancements:

g

Readjustment Counseling services to 226.: .1 :ocal veterans,

b. Enhance outreach and readjustment services o Active Duty Navy, Marine Reserve,
and National Guard Service Members and t1cir ;amilies as they separate from
service.

¢. Enhance outreach and readjustment services to rural veterans and their families in

southern Virginia and northeastern North "arolina:
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14. Honolulu, HI

Criteria:

a.
b.

Hawaii - Active Duty Military: 34,826, Reserve Component: 10,449

U.S. Army Hawaii-Garrison Hawaii Army Education Centers, Island of Oahu,
Hawaii, serves over 17,000 active duty Ay soldiers: 25 MPp Battalion, Fort Shafter
MP Battalion, 25" Infantry Division, 27 Brigade "Warriors"”, 30 Brigade "Bronco”,
Aviation Brigade, 1-62™ Air Defense Artiliery, DISCOM. 45" Corps Support Group,
45™ Sustainment Brigade, 65™ Engineer Battalion. 125" Ml Battalion "Eyes of
Lightning”, 125™ SIG Battalion "Voice of Lightning”, 556" Personnel Service
Battalion ’

b. Army Reserve: 9" Regional Readiness Cor :mand - HHC, 9™ RSC, 4960
Multifunction Training Brigade, 100" Battalion. 442 Infantry, 322™ Civil Affairs
Brigade, 411" Engineer Battalion, 657" Aic... Support Group, 8™ State Militara'
Office, 305" Public Affairs Detachment, 268" Military Police Company, 368"
Military Inteltigence Company, 456 Replacernent Detachment, 548" Transportation
Detachment. 1984™ US Army Hospital, 814" $,gnal Company, US Forces Korea
Support Unit, US Army Japan Support Urit, Hawaii Garrison Support Unit, Alaska
Garrison Support Unit, Guam Garrison Supuurt Unit

b. Marine Corps Reserve: 4™ Force Reconnaisssnew Company (-), Headquarters, 4™
Marine Division

¢. The Hawaii Army National Guard maintas;.s 2{ armories, and is present in 17
communities - State Area Command, 1G5 " Vroon Command, 29t Infantry Brigade
(Separate), 298" Regiment (Regional Train 1y wstitute), 93rd WMD CST - Honolulu

d. Veteran Population - 88,177

e. Productivity FY 2005 — 561 Veterans prov.ded 5.236 visits

Enhancements:

a. Readjustiment Counseling services for 88, .7 local veterans.

h. Enhance targeted outreach to Asian American 7 Pacific Islander veterans and their
families.

¢. Collaboration with the Honolulu VA Mecinal und Regional Office Center.

d. Coliaboration with the Hawaii Otfice of vireran Services.

15. West Palm Beach, FL

Criteria:

a. Florida - Active Duty Military: 57,426, Keserve Component 59.805

b. Veteran Population - 199,717

c. Productivity FY 2005 — 480 Veterans (91 CWOT) provided 4,712 visits

d. Six active bereavement counseling ceuxw have generated over 185 bereavement

counseling visits,
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d. Florida Army/Air National Guard maintains 72 armories, and is present in 63 _
communities. State Area Command, 83" Troop Command, 53" Infantry Brigade
{Sep) (Light), 50" Area Support Group, 32! Atmy Air & Missile Defense -
Detachment 1, 211" Regiment (RTI)

e. Marine Corps Reserve: 4™ Air Naval Gurrve Liaison Company (4™ ANGLICO),
MARFORRES

Enhancements:

a. Enhance capacity to provide family services and bereavement counseling.

b. Enhance liaison and outreach to National Caurd and Reserve units.

¢. Enhance outreach and readjustment services in south-central and southeastern
Florida.

d. Collaboration with West Palm Beach VA edical Center, Ft. Pierce CBOC and Vero

Beach CBOC

Rural / Small Teams

16. Missoula, MT

Criteria:

a.

Veteran Population — 66,911

b. Montana Army/Air National Guard - Staic 1¢a Command, 95™ Troop Command 1-
163" Infantry Battalion, 1-190™ Field Artitery Batalion. 1-112 AVN (LUH) (UH-1}.
495" Transportation Battalion, 208" Regirent (RT1). 631" Chemical CO
{RECON/DECON), 83" WMD CST

¢. Flathead Indian Reservation (Confederated Salish and Kootenai Tribes) - population
26,172 (6,999 American Indian)

d. Blackfeet Indian Reservation — population + 1 (%) (8.507 American Indian}

e. Productivity FY 2005 — 477 Veterans provided 4.639 visits

f. Existing Staff — 4 FTEE (3 Direct Service providers)

Enhancements:

a. Readjustment counseling services to 66,99, loca! veterans

b. Enhance ongoing outreach and services iv American Indians

¢. Enhance outreach and services to a large ueographical area with widely dispersed
rural veterans and their families. ]

d. Collaboration with Montana Health Care 55 »stem. Missoula CBOC, Anaconda CBOC
and Kalispell CBOC.

e. Collaboration with Montana Veterans Afll ..~ Division
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17. Princeton, WV
Criteria:

a. Veteran Population — 24,991

b, West Virginia Army National Guard maintains 36 armories, and is present in 34
communities — State Area Command, 77" " roop, Command, 2-19 Special Forces
Group, 1-150" Anmor (MIA1), 1-201% Fieid Artillery. 111" Engineer Group, 1092™
ENG Battalion (CBT) (C), 197" Regimen: {RT1). Aviation Support Element, 35"
WMD CST - St. Albans

¢. Productivity FY 2005 - 752 Veterans providcd 14,605 visits

d. Existing Staff - 3 FTEE (2 Direct Service providers)

Enhancements:

a. Readjustiment counseling services to 24.5%. locai veterans.

b. Enhance ongoing outreach and services 1o yuval veterans and their families in
southern West Virginia and southwestern V.rginia.

¢. Collaboration with Beckley VA Medical Center

d. Collaboration with West Virginia Division of Veterans Affairs

18, Sioux City, 1A
Criteria:

a. Veteran Population — 43,277

b. lowa Army National Guard maintains 5¢ ar sores, and is present in 53 communities
- State Area Command, 67" Troop Cominaad 671" Troop Command, 2™ Brigade,
34" Infantry Division, 185" Regiment (R 71,

¢. Productivity FY 2005 — 736 Veterans pro.ided J.998 visits

d. Existing Staff — 3 FTEE (2 Direct Service providers)

Enhancements:
a. Readjustment counseling services to 43,277 locel veterans.
b. Enhance ongoing outreach and services t¢. « eterens and their families in western
lowa, southwestern South Dakota and n¢r 1 vestom Nebraska.
¢. Collaboration with Sioux City CBOC ar? i1 D:adge CBOC
19. Lincoln, NE
Criteria:
a. Veteran Population — 68,345

b. Nebraska Army National Guard maintain:. i arnories, and is present in 31
communities ~ State Area Command, 92" " ajs Command, 67" Area Support
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Group, 72" WMD CST, 209™ Training Reviment. Detachment 43, Operational
Support Airlift

¢. Productivity FY 2005 — 701 Veterans provided 3.099 visits

d. Existing Staff - 3 FTEE (2 Direct Service providers)

Enhancements:

! veterans.
1ns and their families in a large

a. Readjustment counseling services to 68.%

b. Enhance ongoing outreach and services 1o
geographical area (majority of Nebraska,.

¢. Collaboration with Lincoln Division - VA Ngbraska Western lowa Health Care
System, Lincoln Regional Office

20, Santa Fe, NM
Criteria:

Veteran Population - 50,372

b. New Mexico Army/Air National Guard: ~> . voop Command, 11 1™ ADA Brigade,
515" Regiment (RT1), 64" WMD CST

Productivity FY 2005 ~ 848 Veterans proviacd 5,650 visits

d. Existing Staff — 3 FTEE (2 Direct Service providers)

=

g

Eunhancements:

Readjustment counseling services to 50.277 locul veterans.

b. Bi-lingual Spanish speaking counselor to ‘ipron ¢ access to services for persons with
limited English proficiency (Executive Orcur 13166).

¢. Enhance ongoing outreach and services tv tecans and their families in northern New
Mexico.

d. Collaboration with Santa Fe CBOC

»

21. East St. Louis, 1L,

Criteria:

a. Veteran Population - 63,238

b. Ilinois Army National Guard maintains - 'rn>ries, and is present in 50
communities — State Area Command, 65" ..oup Command, 33™ Area Support
Group, 66" Infantry Brigade, 129" Regi.rc ot (RTI), 5" WMD CST - Bartonville

¢. Productivity FY 2005 — 295 Veterans provided 2,744 visits

d. Existing Staff — 3 FTEE (2 Direct Service providers)

Enhancements:

a. Readjustment counseling services to 63,220 Tocal veterans,
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b. Enhance outreach and services to a large African American veteran population (7%
African America in East St. Louis city limit-}.

¢. Collaboration with St. Louis VA Medical ( 2nter Jefferson Barracks & John Cochran
Divisions.

22. Staten Island, NY
Criteria:

a. Veteran Population — 32,477

b. New York Army National Guard maintairs 22 wrmories, and is present in 72
comimunities - State Area Command, Luin. 1, 33" Troop Command, 42™ Infantry
Division (Mechanized), 27" Infantry Brige. ¢ : Enhanced) (Separate), 106" Regiment
(RTT). 2™ WMD CST - Scotia

¢. Productivity FY 2005 - 100 Veterans provided 2.493 visits

d. Existing Staff — 3 FTEE (2 Direct Service rroviders)

Enhancements:

a. Readjustment counseling for 32,477 local v crerans.

b. Enhance ongoing outreach and services i .otan s eterans in a densely populated area
with significant traffic congestion and tron- ctation issues.

¢. Collaboration with Staten Island CBOC

23. Grants Pass, OR

Crireria:

=

Veteran Population — 56,736
b. The Oregon Army National Guard mainte’ s 35 armories, and is present in 37
,comumunities — State Area Command, 82 . vuup Command, 41st Infantry Brigade
(Light) (Separate), 249" Regiment (RT!,- osuouth, 1V Battalion (GS), 102™
WMD CST {RAID) - Salem
Productivity FY 2005 — 497 Veterans provided 3.724 visits
d. Existing Staff — 3 FTEE (2 Direct Service providers)

o

Enhancements:

a. Readjustment counseling services for 56.7.5 local veterans,

b. Enhance ongoing outreach and services +- v torens and their families in southern
Oregon and northern California.

¢. Collaboration with White City VA Dom.s" 2ry and VA Roseburg Health Care
System
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D. Conversion of Second 50 GWOT Outreach Spe. alists

v

Does not require new funding only the convers’s: . V¢ disting funding from non-recurring to
recurring. The current funding is for 2.5 million dollars for FY 2006 & FY 2007.
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1 {Chinte, AZ 12,272 §2.0 Hopi
2 JKeams Canyon, AZ 12,272 §2.0 Navajo & Apache
3 fMartin, 8D 5,618§1.0 iakota Sioux & Rosebud
4 JFayettevilie, NC 143 61284.0F 1.0f 3482 } 7,402 JFamily / Berecavement Specialist
§ ISyracuse, NY 186.41544.0f 1.0§ 1,126 | 7,113 JFamily / Bereavement Specialist
§ JEi Paso, TX 93,330§4.0f 1.0] 831 5,644 JLEP Family / Bereavement Specialist
7 fLos Angeles, CA 102,142]4.5¢ 718 6,133 JLEP Family / Bereavement Specialist
8 JColumbus, OH 211,457§4.0) 447 5,357 fFamily / Bereavement Specialist
$ Jwashington, DC 67,980§4.0} 1.0] 300 § 2426 IMalogne House/ Fisher House
10fWichita, KS 241,30044.0 1.0} 748 5,183 IMilitary Sexual Trauma Specialist
11JTucson, AZ 118,080§4.0f 1.0§ 1,123 § 5360 fLEP Family/ Bereavement Specialist
12fPhiladeiphia, PA 219,22644.0; 368 4,215 JFamily / Bereavermnent Specialist
13fNorfolk, VA 226,121§4.0] 1.0} 948 4,450 fFamily { Bereavement Specialist
‘14jHonolulu, Ht 88,177§4.3f 1.0] 561 5,238 FFamily ! Bereavement Specialist
15jWest Paim Beach, FL. §199,71734.0 480 4,712 " §Family / Bereavement Specialist
16fMissoula, MT 66,911§4.0f 1.0} 477 4,639 JRural/ Amencan Indian Veteran Qutreach/Services
17§Princeton, WV 24,98143.0 752 } 14.605 JRural Veteran Outreach/Services
18§Sioux City, 1A 43,277§3.0] 738 2,998 JRural Veteran Quireach/Services
19fLincoln, NE 68,34543.0 701 3,092 JRural Veteran Outreach/Services
20§Sante Fe, NM 50,3724 3.0 848 3,050 JRural/American Indian/Hispanic Veteran Outreach/Services
21]East St. Louis, IL 63,238§3.0 285 ] 2,744 JAfrican American Veteran Qutreach/Services
22]Staten Island, NY 32,47783.0 100 2,493 furban Veteran Outreach/Services
23]Grants Pass, OR 56,736} 3.0/ 497 3,724 fRurat Veteran Qutreach/Services

*Overlapping Catchment Areas
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Department of Memorandum

Veterans Affairs
November 15, 2006

Chief Readjustment Counseling Officer (15)

Vet Center Program Augmentation 2007

Acting Under Secretary for Health (10)

Through: Acting Principal Deputy Under Secretary for Health (10A)
1. Purpose:

The purpose of this memorandum is to request approval for additional recurring resources
to support the recent increase in new veterans and family members at Vet Centers nation-
wide. The vigorous outreach effort to the OEF-OIF veterans has significantly and
directly increased the numbers receiving outreach and secking readjustment services in
RCS Vet Centers. The effort to meet the increasing volume will be facilitated by
establishment of (a number to be established) new Vet Centers in currently underserved
areas based on list of recently discharged new veterans and augment the staff FTEE at (a
number to be established) existing Vet Centers. Rural sites will be part of the
augmentation to better serve geographically challenged areas. Also included are requests
for non-recurring funds to purchase outreach vehicles to cover more rural sites. The
additional resources will enhance the Vet Center program’s capacity to provide quality
readjustment services to increasing demands for care from returning OEF/OIF veterans
and address the growing demand for military related problems with family members and
to augment services to families of severely wounded warriors located in areas distant
from DOD and VA treatment facilities.

2. Vet Center Program Description:

The Vet Center program is a unique VHA program designed to overcome unnecessary
barriers to care and to provide outreach and readjustment counseling to veterans returning
from military service in a combat theater of operations. The Vet Center program consists
of 209 community-based Vet Centers located outside the larger VA medical facilities in
easily accessible, consumer friendly settings. The Vet Centers are located in all 50 states,
Puerto Rico, the Virgin Islands, the District of Columbia and Guam,

Vet Centers are staffed by small multidisciplinary teams, the prototype being from four to
five team members consisting of a Team Leader, an Office Manager, and two or three
Counselors. Every Vet Center team has at least one VHA qualified mental health
professional on staff.  Nationally the Vet Centers maintain higher than 60 percent
veteran staffing, the majority of whom served in a combat theater of operations.
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VA’s authority to provide readjustment counseling is located in a special section of 38
U.S.C. (1712A). Current law authorizes the Vet Centers to provide readjustment
counseling to any veteran who served in any war or in an area during a period of armed
hostility. This eligibility is lifetime for the veteran and includes the veteran’s family
members to the extent this is required for the veteran’s successful readjustment.

3. Vet Center Service Mission:

The Vet Center service mission goes beyond medical care in providing a holistic mix of
services designed to treat the veteran as a whole person. Services include professional
counseling for war trauma and other military-related social readjustment problems,
military sexual trauma counseling, family counseling when needed for the readjustment
of the veteran, employment counseling, community outreach and education, preventive
health care services, and case management and brokering services. Since 2003 the Vet
Centers also provide bereavement services to surviving family members of service men
and women killed while serving on active duty. The Vet Center strategy is to intervene
early to facilitate a successful post-war readjustment in a safe and confidential setting to
negate stigma and other barriers to care. This is exemplified in the new Army Battle
Mind training which stresses recovery and early intervention.

The Vet Center mission is unique within VA. Resulting from a comprehensive analysis
of Vet Center workload in its 1996 audit, GAO found that approximately 40 percent of
Vet Center unique clients are not seen in any other VHA facility. From this finding GAO
concluded that these veterans constitute a core group of frequent users who access care
specifically for psychological war trauma to include war-related PTSD, and that most Vet
Center visits are devoted to this core group of veterans. GAQ further concluded that Vet
Centers and VA medical centers serve different clients and have different missions.
These findings have been consistently documented annually through to the present.

4. VA, VHA, RCS, and President’s New Freedom Commission Report on Mental
Health Integration:

The Readjustment Counseling Service Strategic Plan is fully integrated within the VHA
and overall VA Strategic Plans. Vet Centers are specifically tasked with ensuring a
smooth transition for veterans from active military service to civilian life (VA Strategic
Objective 2) which states that “Veterans will be fully reintegrated into their communities
with a minimum disruption to their lives through outreach, transitional health care,
readjustment counseling, and employment services, including vocational rehabilitation
and educational assistance.”

Vet Center Augmentation 2007 Page 2 of 12
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5. Vet Center Outreach Functions:

Another unique feature of the Vet Center program is community outreach. Outreach to
provide veterans and family members with educational information about services is one
of the legislatively mandated missions of the Vet Center program.  In response to the
growing numbers of veterans returning from combat in OEF/OIF, the Vet Centers
initiated an aggressive outreach campaign to welcome home and educate returning
service members at military demobilization and National Guard and Reserve sites.
Through its community outreach and brokering efforts, the Vet Center program also
provides many veterans the means of access to other VHA and VBA programs. To
augment this effort the Vet Center program recruited and hired 100 OEF/OIF veterans to
provide the bulk of this outreach to their fellow veterans. To improve the quality of its
outreach services, in June 2005 the Vet Centers began documenting every OEF/OIF
veteran provided with cutreach services. The program’s focus on aggressive outreach
activities has resulted in the provision of timely Vet Center services to significant
numbers of OEF/OIF veterans and family members. Since the beginnings of hostilities
in Afghanistan and Iraq, the Vet Centers have seen over 177,000 OEF/OIF veterans, of
which over 134,000 were outreach contacts seen primarily at military demobilization and
National Guard and Reserve sites. A similar outreach program conducted during the first
Gulf War received the commendation of the President’s Advisory Committee on Guilf
War Veterans® Ilinesses. In its final report of March 1997, the Committee cited the Vet
Centers for providing exemplary outreach to contact and inform this veteran cohort about
VA services. The utilization pattern for war veterans from other eras indicates that these
veterans will require sustained services and will increase in numbers over time.

6. Current Caseload:

In FY 2006 the Vet Centers saw 228,612 total veterans. 110,045 were provided direct,
one to one significant, readjustment counseling services. Vietnam and other combat era
veterans seen were 88,214, This represents a small increase in the number of war
veterans of all eras provided one to one direct services exclusive of the OEF/OIF
caseload. In addition to this normal caseload, 21,831 additional OEF/QOIF veterans were
added, which is a significant increase.

According to data provided to VA by DOD as of May 2006, 588,923 veterans have been
released from active duty following deployment to OEF/OIF and are now eligible for VA
services. The total number of OEF/OIF veterans provided outreach services in Fiscal
Year 2006 was 118,567 veterans, a highly significant increase testifying to the efficiency
of out GWOT Outreach Program. The Vet Center program has contacted approximately
30% of the discharged OEF/OIF veteran population either through outreach events at
demobilization sites or through provision of direct services at the Vet Center. This
represents a significant level of market penetration for this new veteran group. DOD’s
demographic information indicates that 56% of these veteran returnees are National
Guard and Reserve components. The Reserve and National Guard represent a significant
increase of warriors who are married which indicates an increased need for family
counseling resources for those with military related problems.
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The majority all returning combat veterans will not have PTSD, but most would benefit
from the early intervention, education, employment, screening, and other types of
readjustment services to help them stabilize and normalize their life re-entry and
successful adjustment to civilian life following their military experience.

Given the results of the Army Land Combat Studies conducted by Col. Charles W. Hoge
et al, of the WRAIR, the rate of psychological and social problems among this new group
of returning war veterans is documented. Dr. Hoge’s initial study published in The New
England Journal of Medicine in July 2004 reported elevated levels of depression, anxiety
and PTSD for Army and Marine cohorts following deployment in Iraq. The post-
deployment level of PTSD was 18% in the Army Study Group and 19.9% in the Marine
Study Group. This study also documented high levels of combat exposure for both the
Army and the Marines. Hoge’s findings also document increased incidences of marital
problems, physical aggression and substance use following combat deployment to
Afghanistan and Irag. The Hoge studies also show the need for service providers to
consider the stigma and fears associated with the veteran’s screening positive for PTSD
or other war-related mental health problem as a major barrier to care for combat veteran
populations. The unique confidentiality offered at Vet Centers tends to mitigate these
concerns, some of which are salient and pertain to continued military service, readiness
and employability.

A subsequent study published by Hoge et al in JAMA in March 2006 analyzed responses
to the Post Deployment Health Re-Assessment (PDHRA) administered by DOD to screen
returning service members from OEF/OIF. A major finding was that 19% of soldiers
and Marines returning from OIF and 11% of the soldiers and Marines returning from
OEF met the risk criteria for mental health problems. Another important finding was the
high rate of mental health service utilization for OEF (48%) and OIF (56%) returnees
during their first year post-deployment following a PDHRA referral.

An October 2006 study by Grieger, et al, published in the American Journal of
Psychiatry, documents the delayed onset of elevated levels PTSD and depression in a
cohort of severely wounded combat soldiers from OEF/OIF. The researchers followed a
group of 243 soldiers wounded in battle in Afghanistan and Iraq, and assessed them for
PTSD and/or depression at 1, 4 and 7 months post-injury. At I month, 4.2% of soldiers
met the criteria for PTSD and 4.4% met the criteria for depression. At 7 months, 12%
met the criteria for PTSD and 9.3% met the criteria for depression. 78.8% of those with a
positive result for PTSD or depression at 7 months had had a negative result for both
conditions at the initial assessment. Physical injury severity was a major predictor for the
onset of PTSD and/or depression at 7 months. The researchers concluded that physical
wounds sustained in combat contribute significantly to physical and psychological
burdens in veterans’ post-war lives.
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7. Methodology:

Analysis of actuarial data is the main driver of the needs assessment component. These
areas assessment criteria variables will include: Geographical area of responsibility
veteran population (by county) as defined by the U.S. Census Bureau, number of those
veterans already served by Vet Centers to assess market penetration, actual DOD figures
on the number of discharged OEF/OIF veterans and reported home of record (by zip
code) as a measure to project where they will reside, and prior actuarial data collected last
year by the VHA office of Policy and Planning (Art Klein). Prevalence projections were
utilized from previous epidemiological research as well as studies done by DOD.

The variables considered included current case load at Vet Centers coupled with
projected OEF/OIF discharges by county and zip code. The current FTE staff was used
as a baseline to calculate veterans per direct service FTE and visits by direct service FTE
on current number of veterans being treated and number of visits done by that particular
Vet Center. The outreached number of OEF/OIF in FY05 were contrasted with FY06 to
determine what per cent of veterans were subsequently seen at Vet Centers, the outcome
was that approximately 18% came in later. If projections are actualized, over 20,000 new
OEF/OIF veterans will be accessing one to one services at Vet Centers in the coming
year. The Vet Centers are reporting an increased demand for provision of family services
to deploying and returning warriors. We used the number of married warriors to project
an estimate of the increase for family counselors. In addition, the Vet Center has
provided bereavement services to families of warriors killed while on active duty totaling
over 800 cases to date,

Proposed new Vet Centers were vetted by looking at the Census veteran population and
analysis of the discharged list provided by DOD by county and zip code as well as
distance from other VA facilities and existing VA/RCS FTE.
The original list was proposed by the seven RCS Regional Offices and vetted through the
criteria listed above. Special consideration was given to rural sites where geographical
variables were considered (e.g., geographical distance from any VA services,
geographical terrain and cultural barriers etc.).
Recommendation
1. Specifically this request consists of the following recommendations:
a. Establish 19 New Vet Centers in high demand areas.
b. Staff Augmentation of 91 Existing Vet Centers.

¢. Outreach travel funding

d. Non-recurring expenditures to improve access/outreach.
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Cost Projection

2. The cost projections for each recommendation are:

a. $7,600,000 (19 Vet Centers, 75 FTEE)
b. $7,544,000 (91 FTEE)

¢. $250,000 Outreach Travel

d. $1,730,000 Non-Recurring

TOTAL REQUEST:  $15,394,000 {Recurring}
$1,730,000 {Non-Recurring}

ALFONSO R. BATRES, Ph.D., M.S.S.W.
Chief Officer, Readjustment Counseling Service, 15

Concur / Non Concur

GERALD CROSS, MD
Acting Principal Deputy Under Secretary for Health, 10A

Approve / Disapprove

MICHAEL KUSSMAN, MD, MS, MACP
Acting Under Secretary for Health, 10

Vet Center Augmentation 2007
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ATTACHMENT A

RECOMMENDATIONS SUBMITTED BY REGIONAL OFFICES (subject to vetting

through actuarial data)

1. New Vet Centers: 19 sites @ $400,000 = $7,600,000

Northeast Region {(1A)
Berlin, NH (4.0 FTEE)

Binghamton, NY (4.0 FTEE)
Watertown, NY (3.0 FTEE)

East Long Island, NY (4.0 FTEE)
Keene, NH (4.0 FTEE)
Poughkeepsie, NY (4.0 FTEE)
Cape Cod, MA (4.0 FTEE)
Jamestown, NY (4.0 FTEE)

Mid-Atlantic Region (1B}
Dover, DE (4.0 FTEE)

Vineland, NJ (4.0 FTEE)
Toledo, OH (4.0 FTEE)
Du Bois, PA (4.0 FTEE)

Vet Center Augmentation 2007

Southeast Region (3A)
Montgomery, AL (4.0 FTEE)

Ft. Meyers, FL (4.0 FTEE)
Gainesville, FL (4.0 FTEE)
Augusta, GA (4.0 FTEE)
Macon, GA (4.0 FTEE)
Wilmington, NC (4.0 FTEE)

South-Central Region (3B
Baton Rouge, LA (4.0 FTEE)

Western Mountain Region (4A)
Grand Junction, CO (4.0 FTEE)

Las Cruses, NM (4.0 FTEE)
Everett, WA (4 FTEE)

Pacific Western Region (4B)
Modesto, CA (4.0 FTEE)
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2. Staff augmentation of existing Vet Centers as submitted by the Regional Offices: 51
FTEE @ $82,000 = $4,182,000 subject to review based on actuarial variables

Northeast Region (1A) Southeast Region (3A)
Springfield, MA St. Petersburg, FL
Brockton, MA Miami, Fl
Manchester, NH Ft. Lauderdale, FL
Queens, NY Mobile, AL
Providence, RI Charlotte, NC
Trenton, NJ Tampa, FL.
New Haven, CT Greenville, NC
Caribou, ME Pensacola, FL.
Bangor, ME, Tallahassee, FL
Rochester, NY Palm Beach, FL
Lowell, MA Greensboro, NC
Worcester, MA Raleigh, NC
Norwich, CT
New Bedford, MA South-Central Region (3B)
Sanford, ME Austin, TX
New Orleans, LA
Mid-Atlantic Region (1B)
Harrisburg, PA Western Mountain Region (4A)
Beckley, WV Boise, ID
Princeton WV Tacoma, WA
Wheeling, WV Albuquerque, NM
Farmington, NM
Central Region (2) Provo, UT
Madison, W1
Rapid City, SD Pacific Western Region (4B)
Lincoln, NE Concord, CA
Sioux City, IA Corona, CA
San Jose, CA
Fresno, CA
Maui, HI
San Bernardino, CA
Santa Cruz, CA
Vista, CA
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3. Staff augmentation of Family Therapists at existing Vet Centers as submitted by
Regional Offices: 41 FTEE @ $82,000 = $3,362,000 subject to review based on actuarial
variables

Northeast Region (1A) South-Central Region (3B)
Springfield, MA Austin, TX
Bangor, ME Shreveport, LA
Norwich, CT El Paso, TX
Sanford, ME Oklahoma City, OK

San Antonio, TX
Mid-Atlantic Region (1B}
Baltimore, MD Western Mountain Region (4A)
Elkton, MD Tacoma, WA
Columbus, OH Spokane, WA
Beckley, WV Albuquerque, NM
Princeton WV Boulder, CO
Wheeling, WV

Pacific Western Region (4B)
Southeast Region (3A) Los Angeles, CA
St. Petersburg, FL Honolulu, HI
San Juan, PR Portland, OR
Arecibo, PR San Diego, CA
Miami, Fl Anaheim, CA
Ft. Lauderdale, FL Sacramento, CA
Mobile, AL Ventura, CA
Charlotte, NC
Tampa, FL
Greenville, NC
Sarasota, FL
Pensacola, FL
Tallahassee, FL
Palm Beach, FL.
Greensboro, NC
Raleigh, NC

3. Non-recurring expenditures ($1,730,000)

a. Emergency Response Vehicles/Qutreach Vehicles ($1.120.000)

4 EA Emergency Response Vehicles @ $250,000 = $1,000,000
Mid-Atlantic Region

Southeastern Region
South-Central Region
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Pacific Western Region
4 EA 12 Passenger Van @ $30,000 = $120,000
Northeast Region

b. Outreach Displays / Materials ($25,000)

Northeast Region $14,500
Southeast Region $10,500

c. Build-outs ($505.000)

Mid-Atlantic Region $200,000
Western Mountain Region $250,000
Pacific Western Region $55,000

ATTACHMENT B

Example of data collection that will be utilized for final site selections.
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Questions for the Record
The Honorable Bob Filner
Subcommittee on Health
House Committee on Veterans Affairs
September 28, 2006

Hearing on Post Traumatic Stress Disorder (PTSD) & Trau-
matic Brain Injury (TBI)

Question 1: VA has consistently claimed that it does not need ad-
ditional staff to provide veterans and their families with family and
marital counseling to help veterans and their families stay strong
and resilient in the face of debilitating Post Traumatic Stress Disor-
der (PTSD) symptoms.

Question 1(a): In FY 2006, please state by each VISN how many
veterans received treatment for PTSD.

Response: The number of unique veterans by Veterans Integrated
Service Network (VISN) who received treatment for PTSD in fiscal
year (FY) 2006 is provided in the chart below. Each veteran is count-
ed only once: there were 345,844 unique veterans treated for PTSD
in FY 2006.

VISN 1 19356 | VISN 8 23456 | VISN 17 18231
VISN 2 8856 VISN 9 16655 VISN 18 17733
VISN 3 12875 VISN 10 10761 VISN 19 12104
VISN 4 16570 | VISN 11 10501 VISN 20 19685
VISN 5 7963 VISN 12 12909 VISN 21 17361
VISN 6 23488 VISN 15 12940 | VISN 22 17522
VISN 7 27106 | VISN 16 28521 VISN 23 11251

TOTAL 345,844

Question 1 (b): Of the veterans, who received treatment for PTSD
in FY 2006, please state how many received marriage or family coun-
seling as part of their treatment for PTSD.

Response: The Veterans Health Administration (VHA) does not
have specific information on the number of veterans who received
marriage or family counseling as part of their treatment for PTSD
in FY 2006. However, families are treated in a number of ways in
addition to conjoint therapy. The treatment of families includes in-
volving them as important participants in the care of veterans with
PTSD, consistent with the patients’ preferences. Examples include
the families working with the patient in seeking care; and providing
the family information about the nature of symptoms, the associated
disability, and the impact on quality of life. Families are involved
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with planning treatment and choosing between alternative thera-
pies; evaluating the outcomes of care; and helping to decide when
treatments should be modified or augmented. Families are also of-
ten involved as partners in psychosocial treatments. For example,
family psycho-educational interventions have been demonstrated to
be effective in other serious mental illnesses, and they are currently
being extended to include patients with PTSD. The treatment of the
family also includes involving them as an important part of the man-
agement of PTSD in primary care settings in the VHA. As provided
in the Department of Veterans Affairs (VA)/Department of Defense
(DoD) Clinical Practice Guideline for Management of PTSD in Pri-
mary Care, VHA primary care providers regularly assess family sup-
port and knowledge of PTSD and incorporate family skills training
into the patient’s treatment plan, when indicated. In addition, as-
sessments of family functioning and relationships are routinely con-
ducted in both primary care and mental health specialty settings.

Treating the families by involving them in these and other com-
ponents of care is within the scope of practice for psychiatrists, psy-
chologists, and social workers who are providing care for the patient.
Continuity and coordination of care may be best accomplished when
interactions with families are conducted by the same providers that
are involved in other elements of care.

Care within our medical centers and clinics extends beyond treat-
ment to alleviate symptoms of PTSD to include rehabilitation to opti-
mize functioning and role performance and promote hope, even in the
face of persistent symptoms. With the consent of the veteran, fami-
lies are involved in the process of rehabilitation, as they are in other
forms of treatment. Their input and inclusions are, as a rule, coor-
dinated through the psychiatrists, psychologists, and social workers
involved in the planning, monitoring, and delivery of care.

Care provided by our medical centers and clinics is part of a treat-
ment plan directed toward meeting the veterans’ needs. In conjunc-
tion with care provided in VA medical centers (VAMC) and clinics,
care within our Vet Centers is designed to facilitate readjustment to
the family as well as the community for veterans affected by combat
Vet Centers are authorized to address and frequently serve the read-
justment and related needs of the family as well as the veteran. The
services provided by Vet Centers are designed to promote continued
strength and resilience of veterans and their families in the face of
stress and stress-related illnesses.

VA also notes that recently, Congress, under the Veterans Ben-
efits, Health Care and Information Technology Act of 2006, Section
201, Public Law 109-146 authorizes VA to hire marriage and family
therapists and licensed mental health counselors and requires VA
to provide Congress with a report on marriage and family therapy
workload for the treatment of PTSD. VA is currently working on de-
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veloping a methodology for tracking the number of veterans diag-
nosed with PTSD receiving marriage and family therapy.

Question 2: Screening recent veterans for PTSD is a vital first
step towards helping veterans become resilient and recover from the
psychological wounds of war. Please provide a detailed breakdown by
each VISN of:

*  The number of OEF/OIF veterans who were screened for PTSD

*  Those screened for PTSD, the number who screened positive

*  Those who screened positive, the number who received a follow-
up mental health appointment

*  Those OEF/OIF veterans who screened positive, the number who
completed an initial follow-up mental health appointment.

Response: VA has not tracked the number of Operation Endur-
ing Freedom/Operation Iraqi Freedom (OEF/OIF) veterans who were
screened for PTSD. Information from DoD indicates that 32.7 percent
of the 14,467 referrals for positive Post Deployment Health Risk As-
sessment (PDHRA) screens were for mental health reasons (4731 in-
dividuals). Not all of these were specifically for PTSD and VA is in the
process of sorting out how many of those referred actually came to VA
for care. VA does have the number of OEF/OIF veterans who received
a provisional diagnosis of PTSD at VAMC, broken out by VISN, be-
tween FY 2002 through FY 2006, see chart below. It should be noted
that a provisional diagnosis of PTSD simply indicates that the vet-
eran responds positive to three of the four items on the screener for
PTSD. It does not mean that the veteran has PTSD. Additional eval-
uation and testing would be required to render a diagnosis of PTSD.
Also the data provided in the chart below have to be interpreted with
caution because they only apply to OIF/OEF veterans who have
accessed VHA health care due to a current health question. These
data therefore do not represent all 631,174 OIF/OEF veterans who
have become eligible for VA healthcare since FY 2002 or the approxi-
mately 1.4 million troops who have served in the two theaters of op-
eration since the beginning of the conflicts in Iraq and Afghanistan.

Program Evaluation

VA’s goal is to measure and evaluate the outcome of PTSD screen-
ing and treatment methods. VHA currently screens all patients and
collects data to identify potential PTSD patients. For patients with
the definitive diagnosis of PTSD, symptom data on functional out-
comes are collected.

The overall goal of PTSD treatment is based on the individual pa-
tient. A patient’s progress is measured in relation to the severity of
their PTSD symptoms and their functional goals. Examples of these
functional goals for patients include but are not limited to employ-
ment, increased social ability, reduction of anger responses, and re-
duction of PTSD symptoms.

VA’s ongoing PTSD program evaluation series, The Long Journey
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Home, reports symptom and functional outcomes of veterans of all
service eras served by specialized PTSD programs. Preliminary data
will become available starting in the 3rd quarter of 2007.

OEF/OIF Cohort

When patients screen positive, VA clinicians are instructed to pro-
vide follow-up either in primary care or by referral to a mental health
provider. At this time, VA is unable to provide the number of OEF/
OIF veterans who receive and complete a follow-up mental health
appointment. VA will provide the numbers when they become avail-
able.

As new programs are developed they are included in the data col-
lection processes. Data for screenings and outcomes for PTSD are
routinely reported back to a facility and/or program for quality as-
surance purposes. Data analysis is performed on a national basis to
determine overall outcomes and needs for these patients.

Number of OEF/OIF Veterans with Potential PTSD, using a
VAMC
FY 2002 - FY 2006

Network Medical Centers and Clinics
Primary? Any!
VISN 1 1732 2011
VISN 2 911 1011
VISN 3 1255 1412
VISN 4 1402 1643
VISN 5 794 900
VISN 6 1940 2227
VISN 7 2421 2763
VISN 8 1998 2378
VISN 9 1324 1603
VISN 10 922 1048
VISN 11 1029 1290
VISN 12 1034 1236
VISN 15 968 1144
VISN 16 2357 2714
VISN 17 1467 1729
VISN 18 1467 1666
VISN 19 1196 1411
VISN 20 1736 2009
VISN 21 1193 1491
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VISN 22 1902 2276
VISN 23 1096 1269
Total Counts' 29018 33754

1. The patient counts were generated by matching a cumulative roster
of 633,867 unique OIF/OEF veterans, who had been separated from active
duty as of August 31, 2006, with VA inpatient (PTF) and outpatient (OPC)
databases for FY 2002, 2003, 2004, 2005, and through 4th Qt. FY 2006. The
DoD Defense Manpower Data Center identified and provided the identity of
these veterans to the VA Environmental Epidemiology Service on September
29, 2006.

2. The number for “Primary” indicates the total number of unique veter-
ans whose primary reason for the inpatient or outpatient visit was for treat-
ment or evaluation of PTSD.

3. The number for “Any” indicates the total number of unique veterans
with PTSD, whether or not the primary reasons for the inpatient or outpa-
tient visit was for treatment or evaluation of PTSD.

Question 3: Please identify in detail the systematic barriers VA
has identified to veterans receiving services for PTSD, depression,
and high risk alcohol use. Please describe VA’s current and planned
Initiatives to overcome these systematic barriers to accessing mental
health services.

Response: Through extensive health services research, VA has
identified potential barriers to veterans’ access to VA services for
PTSD, depression and high risk alcohol use to include social stigma
and lack of information.

Affordability is a barrier in other care systems but is less so in
VA. In fact, veterans are able to receive psychological treatment and
medications from VA at little or no out-of-pocket cost. In fact, VA pro-
vides cost-free care for combat-theater veterans for the first 2 years
after their discharge or release from active military service. Vet Cen-
ter services are always free for war zone veterans. Many VA mental
health programs for returning veterans are adding evening or week-
end clinic hours to facilitate care for working veterans.

Other potential barriers to access to VA services are the potential
social stigma attached to a diagnosis of mental illness and a lack of
information about mental illness. VHA’s strategy to overcome these
barriers includes campaigns addressing de-stigmatized mental ill-
ness and its treatment, public education, and the development of
community leaders, primary care providers, chaplains, and others as
“gatekeepers” supporting the delivery of mental health care. We are
also providing outreach services from VA medical centers and clinics,
as well as readjustment counseling centers to provide community-
based education about illness, services, and the effectiveness of care
to returning veterans.

There are also potential provider-related barriers for veterans
seeking access to VA services. Limited expertise in dealing with men-
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tal disorders among some health care providers and the necessity to
respond to the many other disorders presented by the patients are
provider-level barriers to obtaining mental health care. VHA is re-
sponding to these barriers by including clinical reminders for annual
screening for major depression, PTSD, and problem drinking, and for
evaluating symptoms in those with ongoing treatment. To address
these barriers at the level of primary care providers, VHA is imple-
menting a major initiative to integrate mental health services with
primary care and to provide both care management for common men-
tal illnesses and alcohol-related problems and support for referrals,
when needed. To address variability in knowledge, and clinical exper-
tise in delivering, evidence-based psychotherapies, we are planning
to fund several centers to provide training, supervision, and certifica-
tion. Other programs will increase the availability of care for mental
health and alcohol-related problems, both within primary care and
mental health specialty services, including a national initiative to
provide a suicide prevention coordinator (SPC) in each medical cen-
ter. SPCs will work within the community to promote linkages with
other mental health providers.

Finally, there are potential system-related barriers. A significant
system-level barrier that research shows often limits the treatment
of mental illness in the private sector and other public health settings
includes the lack of coordination between mental health and general
health services. VHA is unique in its degree of and emphasis on ser-
vice integration and provider collaboration. VHA’s integrated care
teams and national electronic record system allow for consistent com-
munication, consultation, and tracking so that veterans with mental
illness appropriately receive the initial and follow-up treatment they
need. Moreover, VHA is implementing a national initiative to inte-
grate mental health and primary services, to further promote service
coordination and reduce potential system-level barriers to care.

Question 4(a): Has VA set a goal to increase the percentage of eli-
gible National Guard members and Reservists who utilize VA health
care in FY 2007? If so, what is the percentage, and how does VA plan
to achieve that increased utilization goal?

Response: VA’s goal is to treat all eligible and enrolled veterans,
including eligible National Guard and Reservists. VA has made exten-
sive efforts to ensure that information is available to returning troops
about VA services and their eligibility. Ultimately it is each veteran’s
decision regarding whether or where he or she will seek health care,
but VA wants that decision to be based on ample information about
VA and its programs for veterans. The following is a summary of ef-
forts to reach out and educate veterans and their families:

a. The Office of Seamless Transition has partnered with the Na-
tional Guard Bureau to establish 54 transition assistance advi-
sors (TAA), formerly State benefit advisors. A TAA is located in
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every State and territory. The TAAs are National Guard Bureau
staff that work closely with VAMCs and Vet Centers in outreach,
education, and referral efforts.

VA is actively reaching out to National Guard and Reserve mem-
bers to increase their awareness of VA benefits and services. Since
May 2005, with the signing of the memorandum of agreement
(MOA) with the National Guard, VA now has access to National
Guard troops at the unit drills, family programs, reunions and
Freedom Salute events. This is a major step in closer collabora-
tion with the National Guard soldiers and airmen. A similar MOA
is being developed with the US Army Reserve (USAR) Regional
Commands and the US Marine Corps at the national level. The
goal for these partnerships is to enhance access to VA services
and benefits during the de-mobilization process and when service
members return home to increase their education and awareness
of VA services and benefits at the state and local level.

VAMC and Vet Centers are heavily involved in DoDs post deploy-
ment health reassessment (PDHRA) program for National Guard
and Reserve members. PDHRA is an outreach, education, identi-
fication, and referral program. Vet Center staff has participated
in over 300 PDHRA screening events with National Guard and
Reserve units. These screenings have resulted in over 10,000 ser-
vice members, as of September 30, 2006, being referred to VA for
follow-up care. In addition to providing this follow-up care, VA
staff actively enrolls National Guard and Reserve members in
health care.

Recently VA has agreed to assign 22 Army Wounded Warrior
(AW2) staff to VAMCs to work with seriously injured soldiers/
veterans and their families. AW2 soldiers have all been medically
discharged from the Army with 30 percent or greater disability
ratings. Over 20 percent of the soldiers/veterans in this program
have a PTSD disability. An AW2 staff will be located in each
VISN (with two assigned in VISN 7). Seventeen AW2 staff mem-
bers are currently in place, with five more scheduled to begin
their assignments by the end of 3rd Quarter FY 07. The VA/AW2
partnership is a major step in the outreach initiative that will
help VAMC and Vet Center staff reach out to seriously injured
soldiers/veterans and their families.

The Office of Seamless Transition is actively working with the
Army Reserve and the Marine Corps to develop memorandums of
understanding (MOUs) to help promote outreach, education, and
transition assistance.

In response to the growing numbers of veterans returning from
combat in OEF/OIF, the Vet Centers initiated an aggressive out-
reach campaign to educate returning service members of the VA
benefits available to them. The Vet Centers hired 100 Global War
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on Terrorism (GWOT) veterans to enhance their outreach ser-
vices to GWOT veterans. Since the beginnings of hostilities in
Afghanistan and Iraq, the Vet Centers have seen over 177,000
OEF/OIF veterans, of which over 134,000 were outreach contacts
seen primarily at military demobilization and National Guard
and Reserve sites, usually in group settings.
Returning veterans outreach, education and clinical (RVOEC)
teams (funded and monitored through the Office of Mental Health
Services) collaborate with readjustment counseling services and
with State veterans affairs offices to provide information about
VA services. A primary goal of the RVOEC program is to promote
awareness of health issues and health care opportunities and the
full spectrum of VA benefits. Some VAMCs began these outreach
activities before RVOEC teams were funded as local initiatives,
and they continue these services, now using the RVOEC teams
as their agents.
The National Center for PTSD has a number of informational
pamphlets for returning veterans and their families on their web
site (http://www.ncptsd.va.gov/). The specific information appears
prominently on the Web site:

War in Iraq: Information

This section of the Web site contains the latest fact sheets

and literature on the war in Iraq. Important links from the

site are:

The Iraq War Clinician Guide, 2nd Edition, and two new

guides on Returning from the War Zone: A Guide for Military

Personnel and A Guide for Families as well as the VA Opera-
tion Enduring Freedom and Iraqi Freedom Seamless Transi-

tion Web site.

In addition, VA provides briefings on benefits and healthcare ser-
vices at town hall meetings, family readiness groups, and during
unit drills near the homes of returning Guard/Reservists. Return
and deactivation of Reserve/Guard units presents significant
challenges to VA because rotation is irregular and the service
members spend short periods at military installations prior to re-
lease to their Guard or Reserve components. For this reason, VA
continues to refine and adapt traditional outreach efforts to meet
the needs of those who are currently separating from service by
focusing at the local armories or reserve centers in the months
following deactivation.
Since May 2005, as part of the Secretary’s Letter Writing Out-
reach Campaign, over 658,000 letters were mailed to veterans
informing them of VA’s wide range of health care benefits and
assistance to aid in their transition from active duty to civilian
life.

Question 4(b): Of the 326,862 National Guard members and Re-
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servists who have separated or been discharged from service since
FY 2002 through the 3rd quarter of FY 2006, how many are no longer
eligible for VA health care under the two-year window as a Priority
6 enrollment?

Response: DoD’s OEF/OIF separation file shows 631,174 separa-
tions through August 31, 2006. Of these separations, 338,879 were
National Guard members or Reservists. These data indicate that ap-
proximately 147,740 had a deployment* end date of at least September
30, 2004 with 50,054 of these separated members having enrollment
status with VA. This results in 97,686 or 66 percent of the 147,740
known separated National Guard members or Reservists reviewed
during the cited time frame as being no longer eligible for enhanced
combat veteran Priority 6 enrollment. These individuals remain eli-
gible to apply for VA health care benefits though they may be subject
to eligibility criteria (e.g., income, service connection, etc.).

It is important to note that those “combat” veterans who enroll with
VA during the two-year post-discharge period of coverage remain en-
rolled at the end of that two-year period of eligibility. VA assesses
the enrolled veteran’s individual eligibility factors at the end of this
two-year post discharge period and places them into the appropriate
priority group. This effectively “grandfathers” those combat veterans
who are not subject to VA’s current enrollment restriction for new
Priority 8 applicants.

Those combat veterans, who do not enroll with VA during the two-
year post discharge period, may be enrolled based on their individual
eligibility factors such as service connection or level of income. They
are subject to VA’s current enrollment restriction for new Priority 8
applicants.

*Note: The deployment end date for a National Guard and/or Re-
servist may not be the actual separation date.

Question 5: The 2005 SMI Committee report, sent to the Com-
mittee on June 23, 2006, recommends that VA develop an initiative
to address the needs of veterans with Traumatic Brain Injury (TBI).
“This initiative should consider the development of an educational
intervention for practitioners both primary care and mental health,
consider the addition of data-driven and appropriate screening ques-
tions, establish a multidisciplinary task force, establish pilot programs
through Request for Proposals, establish a TBI registry, establish a
plan for cooperative relationships with DoD, assess the adequacy of
VHA'’s capacity to provide rehabilitation for both veterans with acute
and chronic TBI, develop a population-based projection methodology,
and issue RFPs to accelerate research in areas of TBI.

Response: The following is VHA’s response to each of the 2005
SMI Committee report recommendations:

Recommendation 1 Develop an educational intervention for prac-
titioners in both primary care and mental health settings to assist
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them in the identification of veterans with unrecognized mild, acute
and chronic TBI.

VHA has mandated completion of a 4-hour continuing education
course, Veterans Health Initiative: Traumatic Brain Injury, for VA
clinicians in a position to provide services to eligible beneficiaries with
TBI. Health care specialties included are: Physicians, Optometrists,
Psychologists, Nurse Practitioners, Physician Assistants, Registered
Nurses, Prosthetists, Orthotists, Social Workers, Audiologists, Blind
Rehabilitation Coordinators, Speech Pathologists, Visual Impairment
Services Team (VIST) Coordinators, Occupational Therapists, Physi-
cal Therapists, Kinesiotherapists, Recreation Therapists, and clini-
cians in Readjustment Counseling Centers. The Office of the Under
Secretary for Health has mandated that the training be completed by
March 31, 2007. Primary care providers and mental health providers
are included in this group. New staffs are required to complete this
education within 90 days of employment.

The Office of Patient Care Services (PCS) established a work group
to develop a TBI Information Letter (IL) on the cognitive, behavioral
and affective disorders following TBI. The work group, co-chaired by
the National Program Directors for Neurology and Physical Medicine
and Rehabilitation Services (PM&RS) included VA central office and
field mental health experts as well as others from the disciplines of
rehabilitation, primary care, and neurology. The Defense and Veter-
ans Brain Injury Center (DVBIC) also participated. On January 25,
2006, IL 10-2006-004, Screening and Clinical Management of Trau-
matic Brain Injury, was released to the field. Following the release of
the Under Secretary for Health’s IL, the PM&RS National Program
Office participated in national conference calls to educate the field
about the importance of screening and treatment of individuals with
unrecognized brain injuries.

Recommendation 2 Consider the addition of data-driven, appropri-
ate screening questions to the current clinical reminder system that
identifies those patients needing further assessment for TBI (i.e., the
1-question screening from DVBIC [Defense-VA Brain Injury Center],
Walter Reed).

Screening for TBI is currently in the evidence building stage. Re-
search on TBI screening is a major focus for the Polytrauma/Blast
Related Injury Quality Enhancement Research Initiative (QUERI)
for fiscal year 2007. A literature review has been completed and a
workgroup has been charged to develop a clinical reminder for the
screening of OEF/OIF veterans for possible TBI. This group will iden-
tify appropriate follow-up for potential positive screens, and ensure
the ability to tabulate statistics at the facility, network, and national
levels on use of the screen, any referrals that result, and outcomes, as
appropriate. The group recommendations are due to VHA in spring
2007.




270

Recommendation 3 Establish a multi-disciplinary task force to
1. Survey and report on the current evidence-based practices that
would be appropriate in treating individuals with TBI, and 2. Create
standards of clinical care for the treatment of psychiatric symptoms
due to TBI.

A recent State of the Science Review was published in April of 2006
that summarizes the evidence base for treating individuals with TBI
(Gordon WA, et al, Traumatic Brain Injury Rehabilitation State of the
Science, American Journal of Physical Medicine and Rehabilitation,
85,343-382). This body of work updates the results from a National
Institute of Health (NIH) Consensus Development Conference, which
were published in 1999. The updated review used a methodologically
sound process for evaluating all available research reports published
since the NIH conference that met rigorous criteria for inclusion. This
document has efficiently met the intent of this recommendation and
will serve to provide evidence- based guidance in the development
of treatment protocols adopted in VHA TBI rehabilitation programs.
The above referenced review also addresses the State of the Science
for psychiatric interventions that can contribute to clinical care of
persons with TBI.

The Polytrauma/Blast Related Injury QUERI maintains a reference
“library” of relevant research articles that can be accessed through
the QUERI staff or website. This “library” currently consists of ap-
proximately 300 references and is updated quarterly. It will allow
ongoing review of evidence-based practice relevant to specific treat-
ment protocols or questions.

Recommendation 4 Establish Pilot Programs (through RFPs) that
implement cost-effective means of assessment and treatment trials
identified from the task force report.

Findings of the above State of the Science Review will be shared
with the Office of Research and Development for potential request for
proposals (RFPs).

Recommendation 5 Establish a TBI registry that can be used as a
place for study of this condition in order to create a more sophisticated
evidence-based, cost effective assessment and treatment strategies.

VHA PM&RS has a mature national database, the Functional
Status and Outcomes Database (FSOD), that is used system-wide
to track active duty and veterans with TBI receiving rehabilitation
services. The database is more comprehensive than a registry and in-
cludes information such as demographics, diagnoses, functional clini-
cal outcomes, and cost. VA and non-VA researchers use the FSOD
database in conjunction with studies on this population.

The Polytrauma/Blast Related Injury QUERI has developed ad-
ditional variables that have been embedded in the FSOD software.
These enhancements will allow additional data to be generated such
as military demographics, mechanism of injuries, severity and com-
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plexity of injuries.

Recommendation 6 Establish a plan for cooperative relationships
with DoD, VA primary care, and physical medicine/rehabilitation to
assure that patients at risk for mild unrecognized TBI are followed
for early interventions once symptoms appear.

VA has established an OEF/OIF Clinical Reminder Work Group.
This group has a time line that will result in a national clinical re-
minder ready for implementation by Spring 2007. This clinical re-
minder will cue primary care mental health and other providers to
screen for individuals with mild to moderate TBI that has not as yet
been recognized and diagnosed. It will be applied across all VHA fa-
cilities and will be mandatory. Clinicians familiar with TBI as well as
the development and implementation of clinical reminders are par-
ticipating on this group. In addition, there is active consultation with
DoD clinical experts.

VA is participating on a TBI Task Force commissioned by the Of-
fice of the Army Surgeon General to review the processes involved
with the prevention, identification, assessment, treatment, rehabili-
tation, family support and transitions to civilian life, of service mem-
bers with TBI. A report of the findings and recommendations is due
no later than May 17, 2007.

The VA Polytrauma System of Care has established 21 Polytrauma
Network Sites (one in each VISN) that have specially trained teams
to accept referrals from primary care of individuals with mild TBI.
These teams have been charged with outreach to providers in their
facilities and VISNs to promote their services.

A joint VA and DoD national conference is scheduled for April 10-
12, 2007, “Evolving Paradigms: Providing Health Care to Transition-
ing Combat Veterans.” The target audiences for the conference are
primary care providers and there will be sessions on the assessment,
treatment and management of TBI. Many of the sessions will be re-
corded for future continuing education.

Recommendation 7 Assess the adequacy of VHA’s capacity to pro-
vide rehabilitation for both veterans with acute and chronic TBI and
recommend a regional approach to provide such capacity.

VA developed the Polytrauma System of Care (PSC) to improve
access to specialized rehabilitation services for polytrauma and TBI
patients. PSC will also facilitate delivery of care closer to home, and
to provide life-long case management services for OEF/OIF veterans
and active duty service members.

VA facilities participating in the PSG are distributed geographi-
cally throughout the country so as to facilitate access to specialized
care closer to the home, and to help veterans and their families to
transition back into their home communities. Interdisciplinary teams
of professionals have been designated at these facilities to work to-
gether to develop an integrated plan of medical and rehabilitation
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treatment for each veteran. In some cases, polytrauma may cause

long-term impairments and functional disabilities. VA is committed

to providing services and coordinating the lifelong care needs of these
individuals.

The four components of the PSC include:

*  Rehabilitation Centers (PRCs) - These four regional centers
(Richmond, Virginia; Tampa, Florida; Palo Alto, California; Min-
neapolis, Minnesota) are fully operational. They provide acute
comprehensive medical and rehabilitation care for complex and
severe injuries and serve as resources for other facilities in the
PSC.

*  Polytrauma Network Sites (PNSs) - These twenty-one sites in-
cluding the 4 PRCS, one in each of the VISNs, are also fully oper-
ational. Their role is to manage the post-acute effects of TBI and
polytrauma and to coordinate life-long rehabilitation services for
patients within their VISN.

*  Polytrauma Support Clinic Teams (PSCTs) - These teams are
currently under development. They include local providers of re-
habilitation services who have the expertise to deliver follow up
services in consultation with regional and network specialists.

*  Polytrauma Points of Contact (PPOCs) - All other facilities will
provide local PPOCs. These are smaller facilities without the
expertise or resources to meet the rehabilitation and prosthetic
needs of the polytrauma patients. Each of these facilities ensures
that at least one person is identified to serve as point of contact
for consultation and referral of polytrauma patients to a facility
capable of providing the level of services required.

VHA is in the development stages of a comprehensive review of pa-
tients with TBI. Currently, all severely injured, polytrauma patients
are followed for improvement in function overtime in the same man-
ner as all rehabilitation patients. VHA has developed a newly imple-
mented screen to assist in identifying patients with mild to moderate
TBI. This screening is used for all OEF/OIF veterans. This has been
implemented recently; therefore, no formal reports have been gener-
ated at this time. VHA is still in the planning stages of determining
the best mechanism to track long term outcomes for patients with
TBI.

The goal in FY 08 is to have a measure for mild/moderate TBI of
percent screened and of those who screened positive. For those who
screen positive, a full evaluation will begin within 30 days.

Recommendation 8 Develop a population-based projection meth-
odology to predict distribution of additional and future needs, given
the markedly higher percentage of TBI in the population of veterans
returning from OEF/OIF.

The PM&RS National Program Office is collaborating with the
Rehabilitation Outcomes and Research Center on a research study,




273

Geographic Access to VHA Rehabilitation Services for OEF/OIF Vet-
erans [and military personnel]. This study will assist PM&RS in plan-
ning for the future needs of veterans with TBI and other impairments
sustained in combat. Funding for this study is provided through a
Health Services Research & Development (HSR&D) grant.

Recommendation 9 Issue RFPs to accelerate research in the area
of traumatic brain injury in order to learn the specific mechanisms
of action by which they cause mental illness and to develop new and
better treatments for veterans.

Prior to the current conflict in Iraq, the Office of Research and
Development (ORD) established and maintained an active research
portfolio in the area of brain injury. In response to the needs of our
returning soldiers with unique injury patterns and polytrauma, ORD
issued Combat Neurotrauma RFP. This research initiative seeks to
advance treatment and rehabilitation for veterans who suffer trau-
mas from improvised explosive devices and other blasts, including
TBI. The solicitation was written with input from various members of
DoD. The solicitation is still active, and investigators are encouraged
to submit proposals in this area. Applicants are asked to pay special
attention to:

*  Cooperative projects in TBI with DoD;

* Co-morbid conditions with TBI such as post-traumatic stress dis-
order and trauma to extremities;

*  Screening and diagnostic tools related to mild TBI, especially
field-based; and

* Continuity of TBI care between 000 and VA (i.e., treatment and
case management over time)

Col. Geoff Ling, MD, PhD, of the Defense Advanced Research Proj-
ects Agency (DARPA), chaired the review panel that included neuro-
surgeons on staff at the Walter Reed Army Medical Center.

Multidisciplinary members of the TBI scientific peer review panel,
including members from VA, DoD, NIH and various academic insti-
tutions in the areas of molecular neuroscience, neurosurgery, physi-
cal medicine and rehabilitation and neuropsychiatry specializing in
TBI, have agreed to return to review resubmissions and to serve as
an ad hoc advisory group for ORD. It is expected that advice from
the scientific review board will lead to increased submissions in the
areas of:

* Approaches to short- and long-term consequences of TBI that af-
fect relationships, employment and reintegration;

* Intervention strategies for care giving and family coping; and

*  Vocational Rehabilitation training for persons with mild to se-
vere TBI

Proposals deemed meritorious through scientific peer review and,
therefore, slated for funding include but are not limited to:

*  The neurobiology of acute and chronic TBI,



274

*  Neuroprotection of TBI and effectiveness of interventions,

+ Impact of rehabilitation strategies on neural plasticity following
TBI, using imaging, neurobiological, and cognitive approaches,

*  Primary and secondary drug trial interventions following TBI,

+ Identification of factors influencing metabolic changes after TBI,
and

+  Treatment trials to enhance cognition and attention and to treat
emotional, behavioral, and psychomotor conditions related to
TBI

Scientific administrators from several federal funding agencies, in-
cluding VA, NIH, DoD and the National Science Foundation, have
self-assembled to prevent duplication and look for points of conver-
gence and collaboration.

Also, ORD staffs are developing a Service-Directed Research proj-
ect to explore how to improve methods of chronic care for returning
OEF/OIF veterans with TBI or TBI-related injuries. In addition,
ORD maintains a broad portfolio of research related to mental health
issues that could be expected to inform clinicians about issues related
to TBI.

Question 6: For each year from FY 2002 through FY 2006, please
provide us with the number of veterans who utilize the VA medical
facilities and Vet Centers who a) attempted suicide and b) committed
suicide.

Response: VHA cannot provide the definitive quantitative infor-
mation about rates of suicide, for the following reasons:

1. Not all veteran suicides are documented as suicides. For example,
when the cause of death is not immediately obvious to the coroner
or medical examiner the death certificate may list another cause
of death such as heart attack.

2. Not all veteran suicides are reported to VA. A proportion of the
events occur in the community and there is no requirement to
report that information to VA.

Nonetheless, VHA is working on creating systems and procedures
to obtain more complete information about suicides and suicide at-
tempts in an ongoing manner as part of our efforts to develop an
evidence-based approach to prevention, and to target care where it
is most needed. Although VA does not have the systems in place at
this time that would allow it to provide the requested information,
it is working intensively to get more complete data, and to apply in-
formation on suicides and attempts in quality improvement, and, on
attempts, in targeting care.

As part of VHA’s efforts at suicide prevention, we have implemented
two important projects. First, to obtain the best available estimates
for rates and risk factors for suicide together with their geographic
variation, VHA has obtained data from the National Death Index of
the cause of death for all veterans who have stopped receiving care in
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recent years. This is intended to be a sustained activity, with data ob-
tained each year to allow an evidence-based approach to suicide pre-
vention. Second, VISN 19 has developed a systematic strategy for the
identification of enrolled veterans who have attempted suicide. They
have identified 170 attempts and 22 completed suicides in the past 2
years. The ratio of attempts to completed suicides, approximately 8 to
1, 1s within the range cited in an National Institute of Mental Health
(NIMH) Fact Sheet (www.nimh.nih.gov/suicideprevention/suifact.
cfm), and is consistent with what is expected for a population that
is predominantly male and middle aged or older; this is preliminary
evidence for the validity of their approach to identifying cases. VISN
19’s methods for creating a listing of attempts are currently being
replicated in other regions. The goal is to implement it broadly in late
FY 2007 as a method for targeting care to those patients who may be
at the highest risk for suicide, and those who have already made at-
tempts to harm themselves.

The Vet Center program will be an integral part of VHA’s suicide
prevention system. Currently, the Vet Center program is also moving
in the direction of being more evidence-based and oriented towards
prevention. In 2006, the Vet Centers initiated a suicide prevention
program in conjunction with the University of Rochester, School of
Medicine, based on the U.S. Air Force model. The Vet Center suicide
prevention program is now in the second year of training Vet Center
staff on a community approach to detecting and intervening in pre-
venting suicides.

Question 7: Please provide us with FY 2004 and FY 2005 suicide
rates for each of the following groups of veterans who are enrolled in
VA health care: Vietnam era veterans, Persian Gulf War veterans,
and OEF/OIF veterans.

Response: While that data is not currently available, VHA’s
has developed an action plan that is included in the Mental Health
Strategic Plan (MHSP) to develop the necessary data collection and
policies to address it. As part of that plan, VA has funded a Mental
Illness Research Education and Clinical Center in Denver to focus
on suicide prevention, and supported it to develop and disseminate
methods for maintaining a facility-by-facility “registry” of suicide at-
tempts, and its use for both identifying veteran specific risk factors,
and targeting enhanced care. VHA will designate suicide prevention
coordinators in each of our medical centers. Their responsibilities will
include implementing new policy and procedures developed as part of
the MHSP.

Question 8: Please provide a detailed update of VA’s efforts to
implement the VA’s Inspector General’s recommendations in the re-
port titled “Health Status and Services for Operation Enduring Free-
dom/Iraqi Freedom Veterans after Traumatic Brain Injury Rehabili-
tation,” Report Number 05-0181-165, dated July 12, 2006.
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Response: The Inspector General’s report included four specific
recommendations, below is VHA response to each of the recommen-
dations:

Recommended Improvement Action(s) A: The Under Secretary for
Health should improve case management for TBI patients to ensure
life-long coordination of care.

Case management has a crucial role in ensuring life-long coordi-
nation of services for patients with polytrauma and TBI, and is an
integral part of the system at each polytrauma care site. PSC uses a
proactive case management model, which requires maintaining rou-
tine contacts with veterans and their families to coordinate services
and to address emerging needs. As an individual moves from one
level of care to another, the case manager at the referring facility is
responsible for a “warm hand off” of care to the case manager at the
receiving facility closer to the veteran’s home. Every combat injured
veteran with TBI is assigned a case manager at the polytrauma sys-
tem of care facility closest to his or her home. The assigned case man-
ager handles the continuum of care and care coordination, acts as the
point of contact for emerging medical, psychosocial, or rehabilitation
problems, and provides patient and family advocacy.

The Office of Social Work (OSW) revised VHA Directive 2005-017,
“Social Work Case Management in VHA” in May 2006 to completely
describe the functions expected of Social Worker Case Managers, the
requirement for after-hours coverage, and the requirement for trans-
fer of case management functions to a case manager at the facility
providing follow-up care. OSW is also collaborating with rehabilita-
tion services in hiring and training social worker case managers at
the PRCs and PNSs. Documentation templates for social work case
management follow-up have been developed.

Consistent documentation of case management follow-up in the
medical record improves communication among professionals in-
volved with the patients’ care.

A Polytrauma Telehealth Network (PTN) that links facilities in the
PSC is available to support care coordination and case management.
The PTN ensures that polytrauma and TBI expertise are available
throughout the PSC and that care is provided at a location and time
that is most accessible to the patient. The PTN allows provision of
specialized expertise available at the PRCs and PNSs to be delivered
at facilities close to the veteran’s home.

Specialized rehabilitation care for patients with polytrauma and
TBI requires a continuum of services that may include inpatient and
outpatient rehabilitation, long-term care, transitional living and
community re-entry programs, and vocational rehabilitation and em-
ployment services. The twenty-one PNSs have recently completed in-
ventories of VA and non-VA TBI specific services within their VISNs.
These are used to coordinate resources to meet individualized treat-
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ment needs of patients closer to home. The case managers dedicated
to the PSC are responsible for identifying and coordinating these ser-
vices for the individual patient as close to home as possible.

During the August 2006 Polytrauma System of Care Conference,
polytrauma social work case managers received training on expecta-
tions for proactive and continuing case management of active duty
personnel and veterans with brain injury and polytrauma. Monthly
conference calls are held to mentor and educate the PNS case manag-
ers.

The OSW, in collaboration with PM&RS, has established a social
work case management work group. This group is developing a new
model of social work TBI and polytrauma case management that will
address the care coordination, psychosocial and family support issues
of this special population across different sites, levels of rehabilita-
tion, and health care service delivery. This group is also identifying
training needs and will work with the Employee Education System
on a variety of education initiatives. A one-hour training session was
held in January 2007 via conference call to educate social workers
concerning the signs and symptoms of mild to moderate TBI.

VHA is publishing a new VHA Handbook on Transition Assistance
and Case Management of OIF/OEF Veterans. The Handbook requires
each VA medical center to appoint a master’s prepared nurse or so-
cial worker to serve as the OIF/OEF Program Manager to oversee
all seamless transition activities, coordination of care for OIF/OEF
service members and veterans, and coordination of case management
services for severely-injured OIF/OEF service members/veterans, in-
cluding those with TBI. The Handbook also describes the functions
of 100 new Transition Patient Advocates, who will be assigned to se-
verely-injured service members/veterans, including those with TBI,
and their families. Recruitment for the new positions is already un-
derway.

The Office of Seamless Transition (OST) implemented a seam-
less transition performance measure for fiscal year 2007. Severely
injured OEF/OIF service members/veterans who are transferred by
VA/DoD liaisons at the Military Treatment Facilities (MTFs) must
be assigned a VAMC Case Manager prior to transfer. This VA case
manager must contact the service member/veteran within 7 calendar
days of notification of the transfer. OST developed a tracking system
into which the VA/DoD social work liaisons stationed at the MTFs
enter the patients transferring to VA. Starting October 10, 2006, the
tracking system automatically generates an email to the receiving
facility when the VA/DoD Liaison enters a potential transfer date.
The receiving facility assigns a case manager in the tracking system
and the case manager must contact the patient within seven calendar
days of notification of the transfer.

The VA has partnered with the Army Wounded Warrior (AW2)
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Program to assign an AW2 Soldier and family management specialist
to 22 VA medical centers located in the VISN 21. The AW2 staff will
integrate with existing polytrauma teams and will function as case
managers for both soldiers and their families. They will work with
soldiers, veterans and their families to ensure they are fully linked to
VA care and benefits. Seventeen AW2 staff members are currently in
place, with five more scheduled to begin their assignments by the end
of 3rd Quarter FY 07.

Recommended Improvement Action(s) B: The Under Secretary for
Health should work with DoD to establish collaborative policies and
procedures to ensure that TBI patients receive necessary continu-
ing care regardless of their active duty status, and that appropriate
medical records are transmitted.

The revised DoD/VA MOA entitled, “Department of Veterans Af-
fairs (VA) and Department of Defense Memorandum of Agreement
Regarding Referral of Active Duty Military Personnel Who Sustain
Spinal Cord Injury, Traumatic Brain Injury, or Blindness to Veter-
ans Affairs Medical Facilities for Health Care and Rehabilitative Ser-
vices” is currently in the Office of the Assistant Secretary of Defense
for Health Affairs. DoD is shifting billing and reimbursement under
this MOA from the Military Medical Support Office to the three TRI-
CARE regional offices. There are no changes that impact the transfer
of clinical care between the two agencies.

VA and DoD have developed the capability to share electronic med-
ical records bi-directionally to coordinate the care of shared patients.
The VA/DoD Bidirectional Health Information Exchange (BHIE) sup-
ports the real-time bidirectional exchange of outpatient pharmacy
data, allergy information, lab results, and radiology reports between
all VA facilities and select DoD host sites receiving large numbers
of OEF/OIF combat veterans such as the Walter Reed Army Medi-
cal Center (WRAMUC), the Bethesda National Naval Medical Center
(BNNMC), and the Landstuhl Army Medical Center in Germany. All
VA medical centers have the capability to view the DoD BHIE data.
In addition to BHIE capability, VA and DoD have made significant
progress toward sharing inpatient data. VA and DoD have developed
the capability to permit the four VA regional polytrauma centers to
view DoD inpatient data stored in DoD’s inpatient clinical informa-
tion system (CIS). This capability provides unprecedented access
to electronic DoD inpatient data by VA clinicians treating patients
transferred from DoD and enhances continuity of care between DoD
and VA. This past quarter, VA and DoD also conducted successful
testing of the bidirectional sharing of inpatient narrative and dis-
charge summaries.

Recommended Improvement Action(s) C: The Under Secretary for
Health should develop new initiatives to support families caring for
TBI patients, such as those identified by patients and family mem-
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bers we interviewed.

The Offices of PM&RS, Social Work, Seamless Transition, Mental
Health, Spinal Cord Injury and Geriatrics and WRAMC provided a
national satellite broadcast, “Serving our Newest Generation of Vet-
erans” in May 2006. This live broadcast was repeated on multiple
dates and times to provide VA staff opportunities for viewing. The
continuing education program included presentations on understand-
ing the military culture, providing appropriate care across the lifes-
pan; addressing the needs of families of polytrauma patients through
supportive services; educating patients, families and staff about poly-
trauma rehabilitation (which includes a video about the four PRCs),
amputation care, cognitive issues, physical and recreation therapy
needs of polytrauma patients; and transforming the rehabilitation
environment to better meet the unique needs of young polytrauma
patients.

The PM&RS National Program Office identified a subject matter
expert in the area of therapeutic support for families dealing with
stress and loss. During the August 2006 “Polytrauma System of Care
Conference.” Pauline Boss, Ph.D. provided an educational session on
the impact of trauma on the family, assisting families with coping
and strategies for VA providers. VHA is continuing to work with Dr.
Boss as a consultant. She presented at a conference for Polytrauma
Rehabilitation Center staff and VA leadership December 7, 2006.

The OSW has held four quarterly educational conference calls for
VHA social workers on polytrauma and seamless transition. Each
call stressed different aspects of assessing and meeting the needs of
families of polytrauma and other OEF/OIF patients.

VHA has hired seven clinical staff members who are assigned to
the new Center for Intrepid Joint Services Rehabilitation Facility
(Center) at Brooke Army Medical Center in San Antonio, Texas. VHA
staff will provide clinical services and seamless transition services to
active duty service members undergoing rehabilitation at the Cen-
ter and will offer supportive services for families. A memorandum of
agreement for VA’s role in the operation of the Center was signed by
Secretary Nicholson in September, 2006, and by the Secretary of the
Army in January 2007. The Center for the Intrepid was dedicated
on January 29, 2007 and will be receiving active duty and veteran
patients for rehabilitation shortly.

The VHA PRCs at Minneapolis, Minnesota, and Palo Alto, Cali-
fornia, have Fisher Houses to lodge the families of active duty ser-
vice members and veterans undergoing polytrauma rehabilitation.
A Fisher House is under construction at the James A. Haley VA
Hospital in Tampa, Florida, with an estimated completion date of
April 2007. The Fisher House Foundation will break ground for a
new Fisher House at the fourth VHA PRC in Richmond, Virginia, in
Spring 2007, with an estimated completion date of Fall 2007.
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Each PRC and PNS has established a General Post Fund for family
lodging and associated needs. Voluntary Service accepts donations
made to the VA Medical Centers for family lodging into the Family
Lodging General Post Fund. Social workers access the funds to help
families defray the costs of hotel lodging, meals, and local transporta-
tion at facilities without Fisher Houses or when the Fisher House is
full.

In FY 2006, the OSW helped arrange 48 free airline ticket vouchers
through the Fisher House Foundation’s Hero Miles Program for the
families of polytrauma patients so they could visit the patient at the
PRCs. The Hero Miles Program will continue in 2007.

More than 200 VHA Social Workers attended the Uniformed Ser-
vices Social Work & Seamless Transition Conference in August 2006.
The VA hosted conference offered a seamless transition track with
workshops on transferring care from DoD to VA facilities, meeting
the needs of families, treating combat stress and PTSD, and working
with veterans suffering from polytraumatic injuries.

Recommended Improvement Action(s) D: The Under Secretary for
Health should work with DoD to ensure that rehabilitation for TBI
patients is initiated when clinically indicated.

In April 2006, a DoD - VA TBI Executive Board was established. A
TBI Summit was held September 18-20 that brought together non-
VA, DoD, and VA subject matter experts to discuss contemporary
practice concerning the identification and treatment of individuals
with brain injuries. Outcomes of this meeting included identification
of priority issues, and building consensus across DoD and VA con-
cerning case management, assessment and treatment.

A VA/DoD Rehabilitation Nurse liaison has been recruited and is
currently assigned to WRAMC. This individual will monitor and fol-
low the severely injured, assess readiness for rehabilitation, commu-
nicate closely with Rehabilitation Nurse Admission Case Managers
at the PRCs, provide updates on medical status, functional status,
recovery progress, and nursing care issues. The Rehabilitation Nurse
liaison will have close contact with families, providing education con-
cerning impairments, rehabilitation process, and orientation to the
VA PRCs.
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