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MENTAL HEALTH: BRIDGING THE GAP
BETWEEN CARE AND COMPENSATION
FOR VETERANS

TUESDAY, JUNE 14, 2011

U.S. HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
WASHINGTON, DC.

The Committee met, pursuant to notice, at 10:03 a.m., in Room
334, Cannon House Office Building, Hon. Jeff Miller [Chairman of
the Committee] presiding.

Present: Representatives Miller, Stearns, Lamborn, Bilirakis,
Roe, Stutzman, Johnson, Runyan, Benishek, Buerkle, Huelskamp,
Filner, Michaud, McNerney, Donnelly, Walz, and Barrow.

OPENING STATEMENT OF CHAIRMAN MILLER

The CHAIRMAN. Good morning. Thank you to our witnesses who
are in attendance. Our hearing this morning is entitled, “Mental
Health: Bridging the Gap Between Care and Compensation for Vet-
erans.”

On May 10th, the United States Court of Appeals in the Ninth
Circuit issued a decision that was heavily critical of the care and
compensation that the U.S. Department of Veterans Affairs (VA)
provides to veterans with mental illness. The Court cited VA’s “un-
checked incompetence” and the “unnecessary grief and privation”
that delays in treatment and benefits cause veterans and families.

I am not here this morning to judge the Court’s decision, I will
leave that to others. The heart of the Court’s analysis of the issue
is something with which all of us need to be concerned. Namely,
is VA’s system of care and benefits improving the health and
wellness of the veterans that are suffering from mental illness?

On behalf of a grateful Nation, we have invested heavily in this
system over the last decade to improve access and make treatment
options that experts say are effective more readily available, but
the question remains, are veterans, especially those returning from
combat with the invisible wounds of war, on a road to recovery and
able to live full and productive lives?

Recovery, restoration, and wellness; these should be overarching
objectives of all of VA’s programs, yet when I look at trends in dis-
ability ratings for veterans with mental illness, I see a very con-
fusing picture.

On one hand we have a medical system that boasts of evidence-
based therapies, improved access, and high quality of care, and on
the other hand we have data from VA indicating that veterans with
mental illness only get progressively worse.

o))
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These confounding facts raise the question, are VA’s health and
disability compensation programs oriented towards VA’s mission of
recovery and of wellness?

I am not the first who has noted this trend or suggested the need
for closer integration of VA programs.

A 2005 report from the VA Office of Inspector General (OIG) con-
cluded the following, and I quote, “Based on our review of post-
traumatic stress disorder (PTSD) claims files, we observed that the
rating evaluation level typically increased over time, indicating the
veteran’s PTSD condition had worsened. Generally, once a PTSD
rating was assigned, it was increased over time until the veteran
was paid at the 100 percent rate.”

We also have a 2007 report from the Veterans’ Disability Bene-
fits Commission (VDBC), and we will hear from the Chair of that
Commission on our second panel this morning, that recommended,
quote, “A new holistic approach to PTSD should be considered. This
approach should couple PTSD treatment, compensation, and voca-
tional assessment.”

Most recently, we have the Administration raising red flags. In
its “Fiscal Year 2010 Performance and Accountability Report,” VA
commented on how well its Veterans Benefits Administration
(VBA) collaborates with the Veterans Health Administration (VHA)
when providing services to veterans with mental illness. The report
suggested that with recovery as the essential goal to helping vet-
erans with PTSD that perhaps VBA and VHA were working at
Cross purposes.

Let me quote from that report. “With the advent of the recovery
model as central to the treatment of mental health and disorders,
the current system fails to support and may even create disincen-
tives to recovery.”

Today, we are going to move beyond the numbers that simply tell
us how many veterans use the system and get into the funda-
mental question of whether they are on the road to leading full and
productive lives.

For veterans who don’t seek VA care, we need to know why they
are not seeking that care. We need to know if there are inherent
disincentives to recovery. We need to know if the quality of treat-
ment provided at VA is a reason to seek care elsewhere. And, we
need to know what is effective and what is not effective.

Quoting from a recent policy paper from the Wounded Warrior
Project, “VA’s focus on the high percentage of veterans who have
been treated begs such questions as, how effective was that treat-
ment, and how many more need treatment but resist seeking it?”
I couldn’t agree more.

It is our duty at this Committee to ask these tough questions and
the veterans for whom this system was created demand it of us.

We are fortunate to have with us on our first panel Mr. Daniel
Hanson. Dan served in Iraq, then came home troubled in mind, try-
ing to cope with the loss of so many of his fellow Marines. His is
a story I hope everyone listens to closely today as a cautionary tale
of where we may be inadvertently headed.

Looking back, Dan has some interesting thoughts of what it
would have taken to get him into treatment sooner, and just as im-
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portant, he has something to say about how he ultimately found
help outside of VA’s system.

On our second panel, we have Dr. Sally Satel, Resident Scholar
at the American Enterprise Institute. Dr. Satel will share with us
the principles surrounding what she believes would be a more ef-
fective system of care and compensation for veterans seeking men-
tal health treatment.

As I mentioned, we also have the former Chairman of the Vet-
erans’ Disability Benefits Commission with us, General Terry
Scott. We also have a VA clinician, Dr. Karen Seal, who will share
with us her findings on health care utilization of Iraq and Afghani-
stan veterans.

And finally, on our third panel, we will hear from the Adminis-
tration, and the views of two important veterans’ organizations,
AMVETS and the Wounded Warrior Project.

I want to thank everybody for coming, Members and those in the
audience and those that are going to be testifying, and I now yield
to the Ranking Member, Mr. Filner.

[The prepared statement of Chairman Miller appears on p. 59.]

OPENING STATEMENT OF HON. BOB FILNER

Mr. FILNER. Thank you, Mr. Chairman, and thank you for taking
the leadership on this subject.

Of course we have all raised serious concerns over many years
about the backlog of claims and there are now a record number of
servicemembers returning home with scars from the War. Now is
simply not the time to delay their benefits.

The report you mentioned that was released last year by the VA
Office of Inspector General (OIG) focusing on the delay of our
servicemembers getting an appointment for a medical exam in
order to process their claim for compensation is just one more ex-
ample of how the VA seems to be failing our veterans.

That system has many obstacles for our warriors by putting
them through numerous medical exams for each individual ailment
for which they are filing a claim.

The VA could easily streamline this process and allow the vet-
eran to receive one complete medical exam to expedite the claims
process, alleviate the stress on our veterans, and save our veterans
and taxpayers money.

You mentioned the recent decision by the Ninth Circuit Court of
Appeals in Veterans for Common Sense v. Shinseki. That decision
found that veterans have a property interest conferred upon them
by the Constitution to both VA benefits and health care.

Ruling for the veteran plaintiffs, the Ninth Circuit went a step
further to conclude that because there are property interests delay-
ing access to health care or the adjudication of claims violates vet-
erans due process rates guaranteed by the Fifth Amendment.

Unlike you, I don’t want to take a judgment on that ruling. I
fully support the ruling, and I am disappointed VA has not done
more and more rapidly to fix the problem.

We know that every day 18 veterans of this Nation commit sui-
cide. We also know that one in five servicemembers of our current
conflicts will suffer from PTSD, and unfortunately the suicide rate
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}f;)r these brave men and women is about one suicide every 36
ours.

Many of them as outlined by the recent Ninth Circuit Court rul-
ing will be left undiagnosed, untreated, and uncompensated. This
is a travesty and an outrage.

Last year, the VA Inspector General’s Office made recommenda-
tions for the Veterans Health Administration and the Veterans
Benefit Administration to collaborate more effectively and share in-
formation on issues affecting a timely delivery of exams.

I am disappointed, as you are, Mr. Chairman, that we are still
discussing this issue 15 months after those findings and rec-
ommendations.

The VA is simply not committing sufficient resources to meet the
demands of our warriors when they return home. I hope the VA
will address these shortfalls and I expect them to come to the table
with a plan to fix the problem.

Mr. Chairman, I look forward to this testimony.

[The prepared statement of Congressman Filner appears on
p. 60.]

The CHAIRMAN. Thank you very much. I would like to call to the
witness table Dan Hanson, if you will. He is joined by his wife
Heather. Dan and Heather are from St. Paul, Minnesota. Dan
joined the Marines in 2003.

We appreciate you being here to share your story. Thank you for
your service to our country. You are recognized for your statement.

STATEMENT OF DANIEL J. HANSON, SOUTH ST. PAUL, MN
(OPERATION IRAQI FREEDOM (OIF) VETERAN)

Mr. HANSON. Thank you, Mr. Chairman. I appreciate the oppor-
tunity to speak in front of the men and women that change our
country, so thank you. I will get into why I am here with a brief
testimony.

I grew up in South St. Paul, Minnesota, came from a large fam-
ily, went through high school, eventually joined the Marine Corps
after two of my brothers did before me. I actually thought about
joining the Air Force, but they said they would break my arm, so
I joined the Marine Corps in 2003 and shortly after I was deployed
to Ar-Ramadi Iraq in 2004, and it was a deployment that started
with one of our Marines shooting himself in the head.

I just kind of brushed that under the table, And then 34 Marines
we lost throughout the deployment, had about 400, 450 Marines in-
jured, came back and went on leave and that was that.

I started drinking pretty heavy, dealing with nightmares, dealing
with things that I wasn’t really prepared to deal with I would say,
and I think one of the biggest reasons that I dealt with it myself
was just because, I mean, I was in a battalion of 1,000 Marines and
I don’t think people wanted to hear, you know, my whining and
complaining.

So then, shortly after we went on another deployment, non-com-
bat, which just kept on drinking, kept on masking my issues with
whatever would take away any of the pain.

I came back and then about 6 months later, my unit was de-
ployed again to Iraq, this time I was in the remain behind element
so I was kind of able to see the other side of things when we would
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get the casualty reports, we would get the KIAs (killed in actions)
in and have to notify and take, you know, be on that end of things
as well.

I decided that I was going to get out of the Marine Corps, but
I was persuaded by a good friend, Sergeant Major Ellis, to stay in,
but on that deployment he ended up getting killed, and I went to
his funeral over in Arlington National Cemetery.

Then about 2 weeks after that, a friend also in Second Battalion
4th Marines, John Shulzy, hung himself in the basement of his
home and that kind of got me twirling out of control just before I
was going to get out of the Marine Corps.

And then finally I got discharged in February 2007 and then on
March 23rd, 2007, my brother, who was also in the Marine Corps,
he hung himself in the basement of his home, and at that point I
think I decided I was going to do everything to avoid pain, that I
was going to do everything to deal with it myself as I had been
doing for the last 3 or 4 years, and I got into drugs, I got into alco-
hol, I got into whatever it was that would mask the pain that day.
Eventually I attempted to kill myself. I ended up in the St. Cloud
VA Medical Center for about 48 hours in lock up and then I was
released and off to do whatever it is that I wanted to do, which was
go back to work, because that seemed like the normal thing to do
after something like that.

And eventually I found myself in and out of jail. And I was get-
ting treated on an outpatient basis for a while at the VA Medical
Center, but when you were as messed up as I was it takes a lot
more than one or two sessions a week to get through my issues,
and so I eventually found my way into the Dual Diagnosis Program
to get help. It was mostly to avoid a longer stint in jail for my DUIs
(driving under the influence).

Eventually I got out after about 30 days. I think I started drink-
ing the next day. About a year later I found myself in jail for I
don’t know the sixth or seventh time, and I decided for myself that
I was done hurting myself, I was done hurting my family, I was
done hurting my children, and I checked into a 13 to 15-month
faith-based program. That was what changed my life.

About a week after jail I stopped going to work, stopped going
to school, and I decided that I wasn’t going to be very productive
unless I got help, and that is what I did at Minnesota Teen Chal-
lenge. It was more of a holistic approach. I went to the VA once
a week to get help on the combat and the military specific issues,
and then I would stay there 7 days a week.

I wasn’t able to get any funding through the VA because it was
not a VA funded program, therefore, I got backed up on bills, I
wasn’t able to pay things, and eventually filed for bankruptcy.

So in my dealings with the VA Medical Center, I always felt like
I was in control, I was running my own rehabilitation, although I
couldn’t even put my shoes and socks on correctly most days, I felt
like it was whatever I wanted to do, Mr. Hanson, whatever I want-
ed to do that I thought was best for me.

Well, I thought what was best for me was to go and get drunk
and get high and forget about all of my troubles and forget about
all of my nightmares and pass out with a bottle in my hand, that
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way I didn’t have to deal with any of those issues that were affect-
ing my life.

It was something I believe that could have been ended a lot
shorter if I would have been able to be forced or somehow just—
you know, I felt like the VA’s role in my treatment over the last
several years was more of a friend relationship instead of a parent
relationship. Where it wasn’t hey, you need to do this or else, it
was, hey, you know, if something is wrong we have things that can
help you, you seem like, you know, you have been through some
things, so what can we do to help you?

So I appreciate the time and the honor to speak in front of you.
Thank you, Mr. Chairman.

[The prepared statement of Mr. Hanson appears on p. 61.]

The CHAIRMAN. Thank you very much for your eloquence. You
had a written statement and you didn’t even look down at it. What
you said obviously came from experience and from the heart.

Thank you for your service to our country and thank you for your
service and your continued desire to not only seek help for yourself
but your fellow veterans who are out there.

And I am interested in your written statement. You said, “I know
that when I was discharged from the Marine Corps I was not a
healthy individual, but I certainly would not have let anyone know
that.” Why do you think it was so hard for you to speak up about
needing help, what can we do as Members of Congress to help im-
prove the system? Is there a way to encourage people to seek the
help that they need?

Mr. HANSON. Yes, Mr. Chairman. I knew I was very messed up
when I got out of the Marine Corps, it was apparent, people told
me you are not the same person, you are angry, and I was drinking
and I was depressed, and it was apparent to me—and to go back
a little bit in the Marine Corps my primary military occupational
specialty was an 0151, which is administrative in nature, so I was
attached to 2nd Battalion 4th Marines, a grunt unit sent to Iragq,
so I immediately felt like I didn’t deserve to get help because I
wasn’t 03, wasn’t infantry by trade, so therefore, the things that I
saw were things that are natural and therefore, you know, I just
kind of need to suck it up.

So when I got out of the Marine Corps I started seeking treat-
ment at the VA, and I just, I felt like I didn’t get help because if
I admitted that there was something wrong with me there was
something wrong with me, and the VA though they were there and
they were supportive they never really said, this is what is going
to happen if you continue and you don’t get help, you need to get
help. Or if you don’t get help, you are not going to get this dis-
ability check that, you know, you go and spend on the booze and
strip clubs, to be very frank, and that is what I did.

And so I think the biggest reason I didn’t get help is because I
felt ashamed, I felt like I didn’t—there was another bed for some-
one more deserving than myself, so that was the main reason, Mr.
Chairman.

The CHAIRMAN. You raised two important issues in your testi-
mony. First, you said that although you needed to get help you
chose not to get it because, and these were your words,” I was able
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to afford not to.” And I think it would be important for you to ex-
plain what you meant by that.

Also, how common do you think it is for individuals not to seek
help because they have other avenues in which they could go?

How many out there who need help don’t get it because they can
“afford not to?” Do you think it is a large group?

Mr. HANSON. I do, Mr. Chairman, I obviously don’t have an exact
number, but I have plenty of friends that I feel, you know, you get
the disability check and they are comfortable with it. They get it
for whether it is a mental illness or a physical illness and a lot of
the goal is to get it bumped up, and that way you don’t have to—
you know, it is $800, $1,000 that you don’t necessarily have to—
I shouldn’t say work for, but it makes life easier.

And for me, as you said, I could afford not to because it was kind
of supporting my alcohol problems, and I am not saying—I mean
it has helped me tremendously, but when I was in my mix when
I was unhealthy and making poor decisions, it was just a way for
me to support my addiction essentially, and I know plenty of people
that I was friends with and that I served with that, you know, it
is kind of the same thing where it is a convenience thing, and it
pays certain bills and it does certain things so why get help when
that will take away from the money you are making every month
essentially, money that goes in the bank.

The CHAIRMAN. Mr. Filner?

Mr. FILNER. Thank you, Mr. Hanson, I know it is not easy to talk
about your own life here, but in your written testimony you do
mention certain things you think the VA could do to serve you and
your comrades better. Do you want to go over those ideas a little
besides the one you just mentioned to the Chairman?

Mr. HANSON. Yes, sir. I felt that very often it was just kind of
like I was another number in a revolving door, I never felt there
was much of an actual care, whereas when I eventually did go to
Minnesota Teen Challenge, I felt there was an actual effort for me
to get help, to get better, not because it was their job, because it
was something they were passionate about, and that was a big part
of it for me.

And another big part of it for me was I was able to go to the VA
Medical Center to get help once a week, but then I was removed.
I didn’t have to be the Marine, the combat veteran every time I
went back to get help. I wasn’t around a lot of veterans and I can
understand that there is a certainly benefit to it, but there is also
a benefit to not being with all the people that know what I went
through. There was a certain part of it that being around people
that didn’t know what I went through was beneficial. I didn’t have
to put on this, you know, macho man, yeah, you know, I am this
tough guy, which I am not, so it was a lot easier not to act most
of the time, and I think that was a big part of it. A big part of it
for me was being removed from a lot of the people that had been
through the same things as I did myself.

And there is also certain other parts about the VA where I just
don’t feel they have any—at least for me I was able to go to a Dual
Diagnosis Program, which is in St. Cloud VA Medical Center,
which is 30 to 90 days. I mean after years and years of abuse and
years and years of just masking my problems, I needed more than
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30 to 90 days. I needed 13 to 15 months and that is what did it,
and although it was painful at times and I hated it most of the
time, there was a reason I did that. I wasn’t able to get com-
fortable, I wasn’t able to just pretend that everything was all right,
because eventually things are going to come out and sometimes it
takes time and that is what I needed.

The CHAIRMAN. Dr. Roe?

Mr. ROE. Thank you, Mr. Chairman, and thank you Mr. Hanson
for being here today and giving some I think very tough testimony
for what you have done. And how are things going now for you?

Mr. HANSON. Things are going great, sir. I am going to school
full-time working on another Bachelor’s degree. I am married, I
have children. I serve people instead of taking away. I live a life
to, you know, volunteer for veterans. I am a Veterans Affairs Liai-
son at Minnesota Teen Challenge. I am able to affect people in a
positive way, and for all the years I took away give back, so I am
very, very, very happy for the turn around in my life and so is my
family.

Mr. ROE. It is great to hear that, and I know it is tough to lose
friends, I certainly understand that as a veteran and having done
the same thing myself it is very hard to talk about and you deal
with it every day. I am sure you think about these men that you
lost, friends that you knew every day. Do you feel any guilt for sur-
viving and they didn’t? Is that an issue with you, do you feel that?

Mr. HANSON. There was a particular incident in which yeah,
there was a lot of survivor’s guilt that I dealt with when I was sup-
posed to go and inspected a VBIAD (Vehicle Born Improvised Ex-
plosive Device) and we got called off. Another unit came and they
ended up losing seven Marines and I was the lead vehicle, and
then as we pulled away, we got swore at and told that we should
be the ones. And I don’t want to bring stuff like that up, but yeah,
there was a lot of survivor’s guilt that I dealt with and that was,
youbll«:now, what drove at times my drinking quit, you know, consid-
erably.

Mr. ROE. I think that probably had something to do with a lot
of folks.

I want to hear a little bit more about how you are faith based,
how the program you felt was successful for you. I think that is
really important, because obviously everybody is different, but this
clearly worked with you and I think you had made your mind up
too that you were going to change your life, I think it had a lot to
do with you also.

Mr. HANSON. Yes, sir. I mean, I was at the point where it was
either—I mean, I was on my knees in my jail cell praying, I said,
you know, God, either use me or kill me, and I eventually went to
Teen Challenge, and the reason I feel that was so effective was it
was more of a holistic—I mean, I was such an immoral, I used to
say social parasite, where I was a liar I was an alcoholic, I was a
deadbeat dad essentially, and when I went into Minnesota Teen
Challenge, I was able to deal with the moral and the—and not just
the things that happened in combat, but going all the way back to
childhood, you know, some of those issues and get to the heart. And
for 13 to 15 months, you know, you are going to get through a lot
of the issues.
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I still have issues, but they are considerably less, and I mean it
was physical healing, emotional healing, spiritual healing. It was,
you know, a mental healing, and it was like I said more of a holis-
tic approach of getting help for not just what happened when I was
in the Marine Corps, but before and after and the damage I had
done and the survivor’s guilt and knowing that what happened
happened. But I have a future and I have the chance to make the
best out of it and that is what I intend on doing now.

Mr. ROE. Well, you have obviously done a great job with that,
and a real asset not only as a soldier and a Marine, but as just
a citizen of the country and as a father.

And again to the Chairman and Mr. Filner’s question, how do
you think the VA could have used some of the experiences you have
had to make it better for other Marines or soldiers or airmen that
have experienced the same thing?

Mr. HANSON. Well, I definitely feel that at times if I would have
gotten the kick in the butt I needed to get into true rehab where
the VA would have said look, either you go to rehab, you get better,
or you know, you are not welcomed here. Basically, you know, if
you don’t want to use what we have set up for us then maybe you
should use somewhere else.

Because if there are people that really want to get help, this
place needs to be open for those individuals, and for years I had
great opportunities to get help, but I didn’t because I didn’t want
t

0.

And I think if the VA, you know, instead of a friendship role took
that parent role where I know there are plenty of times when my
dad made choices where I, you know, I hated him for it at the be-
ginning, but I saw the absolute, you know, necessity of it, you
know, years down the road, I appreciated it much more. Obviously
instead of, you know, him not parenting me—and I am not—that
is a weird analogy to use the VA as our parent, but I just think
if the VA would be possibly more assertive in their treatment in
saying, look you are obviously messed up, you have been through
this, you have been through this, you have this police record, it is
time to either get help or, you know, find somewhere else to try to
get help.

Mr. ROE. Tough love.

Mr. HANSON. Tough love.

Mr. ROE. Again, thank you so much for your service to our coun-
try.

Mr. HANSON. Thank you, sir.

The CHAIRMAN. Mr. Michaud, you are recognized for 5 minutes.

Mr. MicHAUD. Thank you very much, Mr. Chairman, and I want
to thank you, Mr. Hanson, for your service to this great Nation of
ours and for coming here today, because I know as the others men-
tioned it cannot be easy for you to do that.

I have a couple of questions. First of all how did you find out
about the Minnesota Teen Challenge program?

Mr. HaNSON. I was actually in jail. I had gotten my 700th DUI
it seemed like, and I made a phone call to tell my sister to pick
up my son for a trip to Wisconsin Dells. I saw an advertisement
on the wall, and then my brothers picked me up from jail and I
heard an advertisement on the radio for Minnesota Teen Chal-
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lenge, and said, okay, well, I think that is the sign. A week later
I told work I got to go get better and I will be gone for a year. So
that was how I heard about it.

My family had known about it because it is a faith-based pro-
gram and my mom is a very religious person, and so she had men-
tioned it actually, previously, but I said, come on it is for 13 to 15
months and I have things to do, let us go here.

Mr. MicHAUD. Thank you.

Do you think that it would be more beneficial for those who are
serving in the military today if actually before they are discharged
that they actually are aware of different programs out there in try-
ing to get some of those services while you are actually in the serv-
ice versus once you are discharged from the military?

Mr. HANSON. Yes, sir, absolutely, 100 percent. I know when I
was back from Iraq and I still had a couple years left in the Marine
Corps and I had really no idea, you know, I could have spoken to
the chaplain or went to the battalion aid station or something like
that, but other than that, I really had no idea what I would do if
I really wanted to get help.

So I wasn’t really in the mindset of getting help. But I think if
I would have been more aware and I would have been under the
understanding that a lot of people did it, and I wouldn’t have been
the only one and that it wasn’t weird or weak for me to that do
that, I would have been much more apt to do it and get the help
before I got discharged, and saved a lot of pain and suffering for
my family, my children and my wife.

Mr. MiCHAUD. And how do you think those services would be
more beneficial?

For instance, I have been to Iraq and Afghanistan several times
and every trip that I have been to Iraq and Afghanistan when I
talk to the generals and ask them if they need help particularly
with those who have traumatic brain injury (TBI) or severe post-
traumatic stress disorder (PTSD) what do they need we get the
same answer, well, they have the resources they need to take care
of them, but the interesting thing is on one of those trips, I had
someone with much lesser rank approach me, pulled me aside and
said they need a lot more help, and one of the suggestions that
they actually made was that I talk to the clergy.

And so since that trip to Iraq, every trip I have taken since then
I did talk to the clergy, and the interesting thing is they were tell-
ing me that more and more of the soldiers are going to them be-
cause they are afraid to seek help from a doctor because they are
afraid what other soldiers would say.

Do you find that true as well that they might be afraid to actu-
ally seek help while they are in the service because they might not
get the promotion that they are looking for?

Mr. HANSON. Yes, sir, absolutely. I feel like it needs to start
probably from the top on down, because when you were in a unit
like that and you take the risk of asking for help—I mean you
might be considered a broken Marine or you might be considered
someone that isn’t ready for the next promotion or isn’t ready to
lead Marines or be put in that billet in which you have a lot more
responsibility— from then on out, I think if you were to do that I
feel like, yeah, you would be putting yourself at risk because you
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are basically looked as possibly like someone that is broken and
that is no good to them or be given a job, you know, like cleaning
toilets or something like that.

And that is probably not the case in every unit, but I know defi-
nitely in my unit, I would probably have been terrified to actually
ask somebody for help and say, hey, I am having nightmares or I
am having issues like that because I would have felt like that could
have been the start of a domino effect of discussions about where
Iham headed, my next rank and my cutting score, and things like
that, sir.

So, I definitely feel like there probably needs to be an atmos-
phere of, that is all right. But then, where do you draw the line?
Is everyone going to be raising their hands? I am sure that is going
to be the next question asked, but I think that definitely is where
it starts is the top on down because I worked pretty closely with
your RP and our chaplain and they had someone in there every
single day. If you would have possibly asked a sergeant major or
somebody else, they probably would have had no idea.

Mr. MicHAUD. My last question and everyone is different. You
mentioned when you went to the VA that it was more of a friend-
ship type of situation versus being a parent-type situation. And
what 1s best when you are dealing with traumatic brain injury or
post-traumatic stress, I think individuals react differently.

My next question is, and last question is, actually there was a
report the Inspector General had done actually of a Marine that
they investigated whether or not the VA provided this particular
Marine the health care that he deserved, and actually it came out
that in fact that was not the case, and primarily it probably was
a different situation than yours where the VA actually was going
to cut the disability benefits from this Marine, and it pretty much,
I think, put the Marine over the edge as far as he has lost his ben-
efits versus, you know, how can we better serve, you know, this
particular individual.

So in your comments about you need that tough love, so to speak,
do you think that would be the case in every situation or should
the VA look more at the individual and more or less take down the
silos between the benefits versus the VHA and the health care
side? Do you think they should look differently at different situa-
tions ?Versus saying, well, you have to show that tough love in all
cases?

Mr. HANSON. Yes, sir, I definitely agree it is on a case to case
basis, and for me I was financially secure enough where if they
would have shown the tough love and said we are going to cut you
off, I mean, I would have been able to survive and it would have
angered me and I probably would have had some harsh words to
say, but I would have been able to—I am sure it would have forced
me into some sort of rehab and I think that would have helped.

But I definitely agree with you where there are some cir-
cumstances where people are not abusing that compensation and
they do still need help, but I am sure there are other way to go
about it than just cut compensation. But I think for some people
like myself, it would have been beneficial to do so. But for some
people, I agree that it is not the best route to go.

Mr. MicHAUD. Thank you. Thank you very much, Mr. Chairman.
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The CHAIRMAN. Mr. Stutzman.

Mr. STUuTZMAN. Thank you, Mr. Chairman, and thank you Mr.
Hanson for being here, your testimony has just been—it is an
amazing story and it is so good to see you here and taking the op-
portunity to share with us your experiences and what you have ex-
perienced not only in the military but also after the military and
how you are a fighting success.

Also to your wife, I know she has been through a lot as well, I
can tell she is very proud of you sitting back there.

My question is, is after you left the military, did the VA ever give
you any direction on programs?

You mentioned that you heard about Teen Challenge on the
radio and on an ad, and I am familiar with Teen Challenge, in fact
a good friend of mine growing up, hit, you know, the bottom in his
life and actually found a lot of success at Teen Challenge, so it is
really encouraging to hear this.

But did they give you any direction of different programs, any
ideas on where to find help, anything like that?

Mr. HANSON. When I did finally decide that I needed to get help,
and you know, they were supportive in saying yeah, you should
find a place, they offered VA treatments, which was the Dual Diag-
nosis Program in St. Cloud VA Medical Center that was 30 to 90
days. Then they offered an outpatient one at the Minneapolis VA
Medical Center that was, I believe, it was 6 weeks. It was Monday
through Friday something like 8 a.m. to 4 p.m..

But also at the Dual Diagnosis Program, I was able to leave on
the weekends, so you know, I am there Monday through Friday, in-
patient the whole week, but then on the weekend, I am able to get
out and do whatever I really want to do.

So I think that was also a part of the reason I didn’t gain as
much success from that program, as well, because I was given that
freedom. It is what I wanted, but freedom wasn’t what I needed at
the time. I needed a swift kick in the butt and some serious help.

So those were the two programs that they offered to me, they
were both VA funded and through the VA.

Mr. STUTZMAN. And then so at Teen Challenge you were there
24/7 committed for about a year.

Mr. HANSON. Yes, sir, I lived there. There was special occasions
where, you know, you can get a couple days where you go on a pass
or something like that, but for the most part, you are there 24/7.
You wake up, you get breakfast, I worked out and go to chapel.
Then for the second half you are doing chores, you are doing all
those things, but you are there every single day.

And like I said, it was nice because I was there. I was able to
go to the VA for treatment and then come back to a safe place, a
safe environment where I could be my own self, which wasn’t, you
know, Dan Hanson, Marine, combat veteran. I was just Dan, and
I think that was a big part of it for me.

Mr. STUTZMAN. You mention in your testimony one of the biggest
struggles that you dealt with was not having the funds to complete
the program. What kind of cost did it take to attend the program
for 1 year?

Mr. HANSON. For a full year it was about $850 to $860 a month,
and so I had other priorities at the time that I was trying to pay
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for and yeah, there were times I was behind in my payment to
Minnesota Teen Challenge and I asked them several times to try
to fund the program. They said that was not possible because that
was a program that didn’t fund. And then, I tried to do some other
things, and eventually they bumped by service-connection after I
was done with the program, but by that time. I was behind on all
sorltls of bills, and you know, it was a little bit of a disaster finan-
cially.

Mr. STUTZMAN. Did you meet any other veterans in the program
by chance?

Mr. HANSON. Yes, I met some Vietnam veterans who were really
struggling, that had been struggling for 30 years, I met Operation
Iraqi Freedom/Operation Enduring Freedom (OIF/OEF) veterans.
Granted there wasn’t a lot of them, but, there was a handful of
them, and that is why I still do work with Teen Challenge to get
veterans in there. I know that for the veterans that were in there
and went through the program, it is a little bit easier because the
structure is almost, you know, like the military where you wake
up, you go to bed when they tell you, and there are strict rules.
If you want to get in a fight, you are gone. There is nothing to talk
about. And it was somewhere that I fit into very well because of
the structure, and was able to excel.

Mr. STUTZMAN. Very good. So about $10,000 a year then for the
program.

Mr. HANSON. Yes, sir.

Mr. StuTZMAN. Okay. All right. Thank you, Mr. Chair, and I will
yield back.

The CHAIRMAN. Sergeant Major, Mr. Walz.

Mr. WALZ. Thank you, Mr. Chairman, and Mr. Hanson thank
you as a fellow Minnesotan. Did you go to South St. Paul High?

Mr. HANSON. Yes, sir, I did.

Mr. WALZ. I coached football there many times for Mankato
West, so we probably played against you at some point.

Mr. HANSON. Yeah, I believe we won most of the time.

Mr. WALz. Yeah, I think so too. Thank you for adding that.

But again, thank you for your service and again, there are not
words that we are going to share with you that are going to ease
that pain other than for you to recognize that we take our responsi-
bility very seriously here, so your coming here and your family,
your wife coming is hugely important, and I am certainly not going
to tell you that in 2003 and in the early stages of this current con-
ﬂﬁct we were ill prepared for the influx of veterans, we did not have
that.

What I would say is, is this issue that I think we are getting at
and I think it is very important, and with the next panel I will dis-
cuss some issues on the case for coercion versus autonomous care,
but for you on this it obviously worked and that is what we want.
One veteran that succeeds is what we are after.

My approach to this, and I see this and I take it very seriously
as a senior non-commissioned officer (NCO), you are right, this cul-
ture of how you seek care and how you get your soldiers into that.
This is—I think we need to keep in mind—this is a broader issue
and Minnesota has a long legacy in this with former Senator or
late Senator Wellstone and former Congressman Jim Ramstad on
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this idea of mental health parity, something we fought for hard
that this idea that you should be treated for mental health issues
just as if you had lost a leg and those care.

And we are trying to get this right, we are trying to, and I think
what is coming up and Mr. Michaud brought up, I think Mr.
Stutzman talked a little bit about this individualized care, how do
we get that right.

One of the things we have to be concerned with is evidence-based
policy and those types of things.

Since you first testified over in the Senate side, have you used
the VA for anything?

Mr. HANSON. Yes, sir, when I was in Minnesota Teen Chal-
lenge—oh, I apologize that was after—I have, very recently I met
with a psychiatrist, Dr. Brown, who has seen me since I got out
in 2007 and I have met with him and just kind of talked about
things and then I have done physical therapy for my back and
neck. But as far as mental health goes, I have pretty much done
no follow up as far as that goes whatsoever.

Mr. WALZ. And I want to assure you and make sure you know
as Minnesota’s only Member of the delegation that is on this VA
Committee, I spend a lot of time at those and 3 weeks ago, I was
up at St. Cloud, I was in the in-treatment facility there and met
with Dr. Ball and the administrator and talked a lot. I want you
to know that I take the job very seriously of seeing what is working
there and I think it is important to know that we are having suc-
cesses there, which you have friends that have probably gone
through there and we are having that.

I also want you to know any time there is a failure in any way,
my job is to get to the end of it. And with Jonathan Shulzy I have
spent, and my staff has spent, countless times understanding what
happened there, where things went wrong, where we could have
done better, what the outcome was. You need to know that you
coming here and testifying gives us the motivation, if you will,
makes it very clear to us what our job is to try and deliver.

And what we are trying to figure out is how do we best treat and
care for folks like yourself? How do we do it in a way that respects
your personal freedoms and your rights, but how do we make sure
that you were given the opportunities to enter back into society?

And I think you keep bringing up a very good point, and I hope
the Committee does, this holistic approach. I am very concerned
with the employment issue. You know, this as well as anybody a
good job is a good way to start getting better if you can get that
and hold onto it in conjunction with therapy in conjunction with a
family that is committed.

One of the problems we have is we have let some of those pro-
grams for hiring veterans lapse and we need to bring them back
again. But you are working now, right?

Mr. HANSON. No, sir. Well, I do do some work, it is volunteering.
Minnesota Teen Challenge has a Veterans Affairs Liaison, but I do
go to school full-time at North Western College.

Mr. WaLz. Great. Using the GI Bill?

Mr. HANSON. Using the Post-9/11 GI Bill.

Mr. WALz. It is working for you?

Mr. HANSON. It is working great for me, sir.
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Mr. WALZ. So those benefits get you by, you are able to provide
your wife and family, by the way of getting your education, provide
your housing, food, and things like that.

Mr. HANSON. Yes, sir. I am sure I would have no problem getting
a job right now, it is just I want to use the Post-911 GI Bill.

Mr. WALz, What if those benefits were held back until you got
treatment?

Mr. HANSON. That is a very good point, because all the way up
until I went into Minnesota Teen Challenge, I was utilizing those.
I was going to school full-time, and the biggest reason was that I
did want more money and I was getting disability, but I was also,
hey, I can go to school full-time and get this money. But if that was
held back, I think that would have really done a good job of point-
ing me in the right direction saying, okay, they are serious now.

Mr. WALZ. So for you the holding it back would have motivated
you to it?

Mr. HANSON. Absolutely. If they would have said you can’t go to
school and we are going to pay for it until you get help because you
are clearly, if we look back in your history and in your doctor’s ap-
pointments, you need help and here is your incentive, you want to
go to school, go get help.

Mr. WALZ. So this is an issue I am very interested in and I have
been spending a lot of time reading the literature on this to try and
see overall how many times that works or what it does, so that is
helpful to me.

Again, thank you for your service. I appreciate your courage in
coming forward talking about these issues, and I assure you, I
think we have learned during this conflict, at least I would like to
believe this, I think especially as senior NCOs, we are getting bet-
ter at seeing this issue of mental health parity and early treatment
when the wounds are fresh is the best way to go instead of just
sending you back to fend for yourself. So that is not the right way
to do it.

So thank you for that and thanks to your family. I yield back.

Mr. HANSON. Thank you, sir.

The CHAIRMAN. Dr. Benishek, you are recognized.

Mr. BENISHEK. Thank you, Mr. Chairman.

Mr. Hanson, thank you so much. I want to commend you on your
courage for being here today and providing us with that testimony,
because I can tell it wouldn’t be easy for me to give that story if
it was me, so I really commend you and your wife for being here
today and I appreciate the education.

I just have a couple simple questions. When you were discharged
from the Marines, was there any sort of a mental health evaluation
upon discharge or would you have been willing to, you know, talk
about your problems upon discharge so you could get help?

I mean, I was curious about how you were reluctant to seek at-
tention because you felt embarrassed about it. Tell me more about
that discharge process.

Mr. HANSON. Yes, sir. There is the final physical in which you
go through to make sure when you are discharged that you are 100
percent, you know, as when you joined the Marine Corps, and then
if you are not, then you get hooked up with the VA.
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But for me, I passed my final physical and they—you know, it
was easy for me to say, yeah, I don’t have nightmares, I don’t have
this, and that is what I did. You fill out a form and they ask are
you going through any of these things, and you just circle no, and
that is just really that, as far as that goes.

And then they have the Temp and TAP Program, which is about,
I think, 4 days and that is about integrating back into society with
civilians.

But for the final physical and Temp and TAP, it is really—you
go through the physical part of it and then for the mental stuff, you
fill out some paperwork. For me, I just pretty much X’d no on ev-
erything, and that was that. They didn’t really ask me any follow-
up questions. They didn’t go any deeper into it, they just said,
okay, it looks on the paper like you are doing pretty good.

Mr. BENISHEK. So you just basically didn’t tell the truth in that.

Mr. HANSON. Yes, sir.

Mr. BENISHEK. Okay. And then no one really questioned you
about it or you didn’t have an evaluation with someone sitting
down and talking about them.

Mr. HANSON. No, sir, they just basically had me fill out the pa-
perwork and said, looks like you are doing well, and I said, yes,
let’s get out of the Marine Corps now.

Mr. BENISHEK. All right.

Another question I have is, tell me more about what you are
doing with this group, this Teen Challenge group. What exactly are
you doing for other Marines?

Mr. HANSON. With Teen Challenge basically I go to different—
whether it is like VA, like the stand down, the VA stand down or
I will go to any sort of veterans’ event and I will have a table and
I will just try to get the word out that, hey, this is a great place
for veterans. It is a good option, it worked for me, here is my story.
I would like to see more people going through that. So anywhere
I can.

Like I am testifying at a court case on Friday about trying to get
someone sent there instead of prison essentially. He is a combat
veteran struggling with PTSD, and they want to send him to pris-
on.
So any time I can speak about things like that, get a hold of
someone that is a combat veteran or just a veteran—not just a vet-
eran, but a veteran—and try to steer them into this long-term care,
because I feel the key is, is the long-term care. For me, I put it off
for as long as I could, but I know I would not be where I am today
unless it was a year-long program, in which it was.

So that is essentially what I do for Teen Challenge. Just go to
events, recruit any way I can, network and try to get a hold of vet-
erans that are hurting and get them into the program.

Mr. BENISHEK. Thank you very much for your testimony, and I
will yield back the remainder of my time.

Mr. HANSON. Thank you.

The CHAIRMAN. Mr. McNerney.

Mr. McNERNEY. Thank you, Mr. Chairman.

Daniel, I want to thank you like every Member of this panel for
serving our country and for sharing your insights, and you are
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sharing stuff with us that I haven’t really heard before so it is use-
ful.

I just want to talk a little bit about the Teen Challenge. It is ob-
viously not aimed at veterans; is that correct?

Mr. HANSON. It is not, sir, it is for just normal non-veterans.

Mr. MCNERNEY. I am a little unclear about the relationship be-
tween the VA and the Teen Challenge. Were those two organiza-
tions able to work to make the program work for you or was it just
something you had to fight through?

Mr. HaNSON. It was more Minnesota Teen Challenge, working
with the VA. The VA was open for me to do a program while I was
in Teen Challenge, so essentially, I had to get it approved by Min-
nesota Teen Challenge because they have their rules and they have
their Monday through Friday, everything planned out. But I was
able to ask them, can I go to this, it was cognitive processing ther-
apy, it was about 3 months, so 3 months out of the year that I was
there, I was able to go to the VA, go meet with my psychologist,
then I would go to a group meeting with some other veterans and
then I would be sent back to the program.

So it wasn’t really much of a working relationship, I would say
it was Teen Challenge saying, yes, if you want to go there one day
a week you can do that, and then the VA setting up a program for
that.

Mr. MCNERNEY. So there could be better cooperation between the
VA and some of those community-based operations.

Mr. HANSON. Yes, sir, absolutely, and that was something I
struggled with and something I continue to try to help with when
I graduated. The program was being more open to a program like
this, because every time I try to talk to people, you know, someone
at the VA about hey, this is a great program will you fund this,
or you know, can I put up a sign for people. It was just they didn’t
want anything to do with it because it is not a government-funded
program and that is understandable, but I feel it is a great pro-
gram and hopefully some day there can be a better relationship
there.

Mr. McNERNEY. Well, I am sure my office would love to work
with you on developing an idea on how to make that happen or
anyone on this panel would I can guarantee you, so if you feel like
you want to do that, any of our offices would be open, my office
would specifically.

Now about Teen Challenge, were you compelled to stay there, did
you have to stay there?

Mr. HANSON. No, sir, I did not have to stay there. I could have
left. There are certain people that are, as I said to Dr. Benishek,
that are required—they are court ordered there. But for myself, I
checked myself in, therefore, I could leave at any time and there
were plenty of times I thought I was going to leave, but I stuck
through it and, you know, pushed through a lot of the pain.

Mr. MCNERNEY. So the interesting thinking is that you had de-
cided that you wanted to go through the program, that you needed
help, that you had reached rock bottom or whatever decision had
come to you that you wanted to do this program.
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Would there be any way to compel folks that didn’t want to go
through that program that needed help as you did to go through
the program?

Mr. HANSON. Yes, sir, I believe so. There is a program that is
part of Minnesota Teen Challenge, it is called Extended Care Pro-
gram, that is a 30- to 90-day program. Then, if you feel like you
are not where you need to be, then you can transition right over
into the year-long program where those 90 days that you were al-
ready there count towards your year-long stay.

So you can get basically a small part of what the program is
about through the 30- to 90-day program, see if it is a good fit for
you. If it is not you, complete the shorter-term program and you
can leave. But if you feel like this is what I need, I am getting the
help I need here, then you just transition right over into the long-
term program.

Mr. McNERNEY. Well, I am really glad to hear about this. We
just had a tragic case where a young man went through a program
and he left and he walked in front of a train that afternoon a few
hours after he was released, so clearly that wasn’t giving him what
he needed. He had been through several 2-week programs, it didn’t
help, so now I see the value of that.

So thank you for your testimony today.

Mr. HANSON. Thank you, sir.

The CHAIRMAN. Mr. Runyan.

Mr. RUNYAN. Thank you, Mr. Chairman, and thank you, Mr.
Hanson, for your service to this country. I think many people a lot
of times fail to recognize the sacrifice is lifelong and I think you
are a prime example of that in dealing with this.

Another thing you touched on earlier and going back to the VA
stuff, the lack of being a parent. I think sometimes here on the Hill
we have the lack of ability to have adult conversations a lot of
times, and I think you see that trickling down into the Administra-
tion throughout. You know, we are treating veterans, but we are
not treating veterans. You know what I am saying?

Mr. HANSON. Yes, sir.

Mr. RUNYAN. We are not solving the problem.

Specifically to your situation as you said, you were in the pro-
gram, and you were allowed to go home on the weekends. Obvi-
ously, we know the mental issues are underlying, but there is also
a substance issue that was there also. Was that being addressed
at all on say when you came in on a Monday morning, was that
being addressed or were they just kind of saying, oh, whatever hap-
pened on the weekend happened?

Mr. HANSON. No, they would do urine tests when we would come
back from the weekend and certain things like that—and we did,
they had AA meetings at the program and things like that as well.
But kind of like you said, I feel like it was a set up program, and
while I was there it wasn’t very structured to my individual needs.

You know, I agree with you there is an addiction problem 100
percent, but for me, I think it was much more emotional. I was a
sensitive guy and I needed something to address that much more
than I did my alcohol, and that I felt like solely it was either about
the alcohol or it was either about the combat. It wasn’t about some
of the other issues like the guilt.
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Sure that ties in with it, but specifically the guilt and the shame
and the hate I had for myself, it was never really addressed what-
soever.

Mr. RUNYAN. And I know what you are saying, but sometimes I
think most people agree with me. It is hard to get to the root of
those issues until we get the chemicals out of the way.

Mr. HANSON. Absolutely.

Mr. RUNYAN. You know, there needs to be, as you say, specifi-
cally tailored to your issue. Obviously your issue kept ballooning
and ballooning on the substance issue, we can’t treat the mental
issue until we get the drugs and the alcohol out of the way, and
Ihthink it was a shortcoming on the VA’s program within itself
there.

Mr. HANSON. Yes, sir. And going back to your question actually,
you know, we would be released on Friday afternoon. Well, you can
drink Friday night and Saturday night as long as you stay off the
bottle on Sunday so when you come in, you will have a clear urinal-
ysis test.

So absolutely, I agree with you where, you know, we are in there
for a chemical addiction. Yet, we have an opportunity to drink for
a couple of days, go back, look like it is all clear, not talk about
it, pass the urinalysis test, and keep on going.

Mr. RUNYAN. I think that says it all, and with that I yield back,
Mr. Chairman.

The CHAIRMAN. Mr. Barrow. I thought you were leaning back,
couldn’t see you behind the sergeant major there, sir.

Mr. BARROW. I thank the Chairman, and with my thanks to the
witness and all those that he represents I will defer to my col-
leagues.

The CHAIRMAN. Thank you.

Mr. Huelskamp.

Mr. HUELSKAMP. Thank you, Mr. Chairman, I additionally want
to thank Mr. Hanson for his courage of being here and sharing his
testimony. I think part of this is a faith testimony and I appreciate
that. I come from a very rural district in western Kansas and this
is a story that I have heard from a number of my constituents, as
well as family members, so I believe your presence here today, I
hope, will save lives and hopefully changes for the better at the
VA

And with that I yield back my time, Mr. Chairman.

The CHAIRMAN. Mr. Bilirakis.

Mr. BiLIRAKIS. Thank you, Mr. Chairman, thank you for your
service, sir. I appreciate it very much, and thank you for your testi-
mony.

Just a couple quick questions. What is the greatest barrier you
saw in getting treatment?

Mr. HANSON. Really just getting past myself. I knew the options
were there, but I was working full-time, I was going to school full-
time, I had a life. I wanted to party so it was getting past the in-
convenience of having to get help, whether it be outpatient or inpa-
tient, most certainly inpatient was out of the question. So that is
why for some time I did outpatient care because there were times
I felt like I would walk out of there feeling better. Certainly the
biggest barrier was myself, getting past being able to control
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whether I get help or not was the biggest thing, because I didn’t
want to be inconvenienced, because I knew what was right for me
at the time.

Mr;) BiLiraKIS. What can the VA do to further encourage treat-
ment?

Mr. HANSON. Well, I think as I touched on a little bit earlier, I
think just maybe being a little bit more forceful in their approach
saying—not just saying we have these rehab programs, you are
definitely a good candidate for them. But instead saying, we have
these rehab programs and you need to get help, and you know, if
you don’t get help, there is going to be some sort of a consequence.
I guess I don’t know if it should be financial or you can’t get help
there, but I just feel like once a person—it is clear that they need
help, possibly somehow it should be not just a good idea between
myself and the psychiatrist or the psychologist I am talking to, it
should be something where it is more assertive, more take charge,
kind of you are messed up, we are going to get you into treatment
one way or another. Not just giving me options as you are good
candidate for help, you need help.

Mr. BiLirakis. Okay, thank you very much, appreciate it.

Mr. HANSON. Thank you, sir.

Mr. BILIRAKIS. I yield back.

The CHAIRMAN. Mr. Stearns.

Mr. STEARNS. Thank you, Mr. Chairman, and thank you for hold-
ing this hearing.

Let me again reiterate what my colleagues said, Mr. Hanson, we
appreciate your service and your willingness to come here and to
really be honest and candid with us.

When I read through your opening statement, you indicated that
when you were discharged from the Marine Corps you knew you
were not a healthy individual, but at the same time you did not
tell anybody, and there was a feeling I guess in your own mind,
mentioned in your opening statement, that you felt indestructible
because you were in the Marine Corps and you had served, yet you
were struggling.

You suggested that perhaps everyone should realize that they
should get some help and perhaps as an incentive to have com-
pensation withheld.

Let me ask you this, do you think if you, not talking about the
VA, but about the military services, do you think the Marine Corps
itself should have briefed you before you were discharged to say
look, it is not being less of a Marine if you realize you need help
and that somehow this feeling—not just in the Marine Corps, but
all the military—that you are weak if you say I need help?

So, and I have been to these hearings before and generally I find
that persons like yourself are courageous and are willing to give
your life for your country, and so when it comes to signing on the
dotted line that I am weak and I need help, people won’t do it be-
cause they say it is a sign of weakness in America.

So had you ever thought, I know you suggested that as an incen-
tive to withhold compensation, but is there a way through edu-
cation perhaps that we could have you in the very beginning, either
through the Marine Corps or the VA, through education?

Mr. HANSON. Yes, sir, I do believe so.
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Like I said, when I got back from Iraq and was in the Marine
Corps for a few years after, I was really not aware of any sort of
program that I could do while I was a Marine. I really had no idea
as far as that would look any ways, and there is definitely a certain
amount of pride that goes along with admitting that you do have
that problem.

So when you are coming to work every day with 1,000 other Ma-
rines, it is kind of like does he know, does he know? You know, you
don’t want to feel like the odd man out.

So, if there was much more openness at least when I was in the
Marine Corps to get help, and to least talk about it or take the ini-
tial steps into at least realizing that there is help, you have a prob-
lem, and it is okay to get it, then just maybe having some sort of
a more open communicationline between the top heavies and on
down the chain to the the privates, PFCs, whatever, that it is okay
to get help, and here is the way to do it, and you are not going to
be looked down on if you do, we encourage it, it happens.

And I think it is pretty safe to say that if anybody goes to com-
bat, they are changed for the rest of their life. So just sometimes
there are more cases like myself that aren’t quite able to take it
as well.

So, it is definitely, based on the person. But I know if there were
probably more of an open communicationline between myself and
the higher ups, I would have been apt to get help sooner.

Mr. STEARNS. You indicated that everybody has changed in the
military service, that is true, but it is also dependent upon the
amount of stress and combat and what you see, and judging from
what your opening statement, is you saw a lot, and all that im-
pacted you in ways you didn’t know until it was almost too late.

So in a way the VA has a responsibility, but in a way I think
you are saying the Marine Corps, the Navy, the Air Force, the Mer-
chant Marines, all have the responsibility to at least let the people
in combat know that it is not a sign of weakness if you feel you
are struggling.

Mr. HANSON. Yes, sir, absolutely.

Mr. STEARNS. And that before you discharge, this kind of mes-
sage should be presented to the soldier so he or she knows it is not
a sign of weakness, just realize that you have this option and so
that everyone doesn’t think it is a liability on your part.

Mr. HANSON. Absolutely, yes, sir.

And 1 feel like it would be just as important to get that commu-
nicated with the families of veterans of Marines coming back.

I mean, if I am not willing to get help, then the pressure from
my family, once they know from the chain of command that there
is an open forum, if they are having these issues, nightmares, if
they are drinking a lot, talk to us and it is okay that they are all
right, we are not going to look down upon them, we are not going
to withhold a promotion. Talk to us, it is okay. He is a Marine, he
has done this. But keeping that open line of communication be-
tween the military member and then their family as well—because
if that person is not apt to go, their family is going to be the big-
gest reason that forces them into it. Because, oftentimes, I believe
it is the family that gets them in and not the actual individual
servicemember.
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Mr. STEARNS. Thank you, Mr. Chairman.

The CHAIRMAN. Ms. Buerkle.

Ms. BUERKLE. Thank you, Mr. Chairman, and thank you, Mr.
Hanson. Thanks for your service to this Nation and for your cour-
age to be here this morning.

I just have one question. You mention that the biggest obstacle
that you had was getting past yourself and understanding and re-
alizing that there is a need there for help.

Mr. HANSON. Yes, ma’am.

Ms. BUERKLE. Now something in Teen Challenge versus the VA
system, there was a difference in those two programs. What was
it with the Teen Challenge that let you get past yourself that was
missing in the VA’s approach to mental health?

Mr. HANSON. Well, ma’am, I believe it was really just—it was a
couple things. One, the environment was where—which I men-
tioned earlier, it wasn’t a bunch of combat veterans, it was people
that are from all over the State and that had different experi-
ences—but all had problems and we could talk about our issues
and they were very different, but yet they were the same.

So there was yeah, a sense of—it was a lot easier for me, I feel,
to let go and talk about my issues with people that didn’t know ex-
actly what I went through.

And I think also in my time at Minnesota Teen Challenge, I felt
that it was much more—I wasn’t just a number going through a
revolving door. I felt like I was a person that they loved and that
they cared about and they wanted regardless of what they got paid,
regardless of what—they wanted to see me better and they wanted
to see me better for my family, for my kids, and it was the faith-
based part of it.

Once I was getting better, you know, ultimately hanging onto
that religion, hanging onto God is—has a plan for me. God has a
reason for me to live. Although I went through some of the things
I went through, there is a reason for it, and I can be used and I
can be loved and that was a big part of it as well, was the faith-
based aspect that really led me to believe that you know what,
even though everything that happened happened, I am loved and
I have a future and there is a plan for me.

Ms. BUERKLE. Thank you very much, and I yield back, Mr.
Chairman.

The CHAIRMAN. Mr. Lamborn, any questions?

Mr. LAMBORN. My questions have basically already been asked
and answered. I thank you for your service.

Mr. HANSON. Thank you, sir.

The CHAIRMAN. You said that Teen Challenge wanted you to be
better.

Mr. HANSON. Yes, Mr. Chairman.

The CHAIRMAN. Do you think the VA wanted you to be better?

Mr. HANSON. I do absolutely, Mr. Chairman, I just feel that it
was—I don’t know if I want to say a generic sort of feeling better,
if that even makes sense, but I feel like it was much more at Min-
nesota Teen Challenge it was much more——

The CHAIRMAN. Personal?

Mr. HANSON. Yes. Thank you. It was much more personal, yes,
Mr. Chairman.
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The CHAIRMAN. You said that even though VA screened you posi-
tive for PTSD, they never mentioned any option for immediate care
and there was no immediate action on their part.

Mr. HANSON. No, Mr. Chairman, I actually was screened the first
time and they said that I was fine. Then in a follow-up appoint-
ment, they just gave me a random survey in which I answered
positively to on several questions on a scale of one to ten. Then
they sent me a follow-up letter that said, you seem like you might
have some PTSD issues so we would like to do a follow up.

Then I did a follow up and they suggested some outpatient
things, but they didn’t suggest anything really on a larger scale.

The CHAIRMAN. So again, we all have voiced our opinion. We
thank you for your service to our country and your courage to tes-
tify before both the Senate and the House. We appreciate what you
are doing. You are making a difference, and with that, we thank
you for being with us today.

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

The CHAIRMAN. Now I ask the second panel if they want to begin
making their way to the table. Dr. Karen Seal, a Clinician and Re-
searcher at the San Francisco Department of Veterans Affairs Med-
ical Center (VAMC); General Terry Scott, Former Chairman of the
Veterans Disability Benefits Commission; and Dr. Sally Satel, Resi-
dent Scholar at the American Enterprise Institute. We thank you
all for being here with us today.

Let us begin with Dr. Seal, you are recognized.

STATEMENTS OF KAREN H. SEAL, M.D., MPH, STAFF PHYSI-
CIAN, MEDICAL SERVICE, SAN FRANCISCO DEPARTMENT OF
VETERANS AFFAIRS MEDICAL CENTER, VETERANS HEALTH
ADMINISTRATION, U.S. DEPARTMENT OF VETERANS AF-
FAIRS, AND ASSOCIATE PROFESSOR IN RESIDENCE OF MED-
ICINE AND PSYCHIATRY, UNIVERSITY OF CALIFORNIA, SAN
FRANCISCO; LIEUTENANT GENERAL JAMES TERRY SCOTT,
USA (RET.), CHAIRMAN, ADVISORY COMMITTEE ON DIS-
ABILITY COMPENSATION; AND SALLY SATEL, M.D., RESI-
DENT SCHOLAR, AMERICAN ENTERPRISE INSTITUTE

STATEMENT OF KAREN H. SEAL, M.D., MPH

Dr. SEAL. First I just want to recognize Mr. Hanson for his brav-
ery and courage coming forward to tell his story which, you know,
as a clinician at the VA I hear weekly, and it motivates me to do
the job that I do, it also motivates us at VA to figure out how we
can better individualize treatment, so I just wanted to acknowledge
that and thank him very much.

Good morning, Chairman Miller, Ranking Member Filner, and
Members of the Committee, thank you for giving me this oppor-
tunity to testify today.

I will begin by placing my comments in context. I am a primary
care internist based at one VA facility, the San Francisco VA Med-
ical Center. In this capacity, I direct the integrated care clinic
OEF/OIF veterans.

The clinic at the San Francisco VA Medical Center is novel in
that it offers all new OEF/OIF veterans a one stop three-part ini-
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tial visit with a primary care provider, a mental health clinician,
and a social worker.

The integrated care clinic providers are all integrated and co-lo-
cated within the primary care clinic and are trained to address
post-deployment health concerns.

I am also an Associate Professor of Medicine and Psychiatry at
the University of California, San Francisco and in this capacity,
conduct clinical research that is focused on gaining a better under-
standing of the burden of mental illness in OEF/OIF veterans who
use VA health care.

Based on my experience as a clinician and researcher, I offer my
prospective first on the mental health problems of OEF/OIF vet-
erans who use VA health care, second on utilization and barriers
to VA mental health services, and third, current efforts by VA to
overcome barriers to mental health care for OEF/OIF veterans.

I conclude with some thoughts about how VA might further meet
the mental health needs of the several hundred thousand men and
women who have served this country and deserve the best care
possible.

Rates of mental illness, particularly rates of PTSD among OEF/
OIF veterans enrolled in VA health care, have increased steadily
since the conflicts began in 2001, closely followed by increasing
rates of depression.

According to the most recent data released by VA in January
2011, over 300,000 OEF/OIF veterans, or 51 percent, or one in two
veterans, has received one or more mental health diagnoses, and
27 percent, more than one in four veterans has received diagnoses
of PTSD.

Our research indicates that not all veterans have been affected
by war in the same way. Younger, active-duty veterans are at par-
ticularly high risk for PT'SD and drug and alcohol abuse, whereas
older National Guard Reserve veterans are at higher risk for PTSD
and depression.

Rates of depression, anxiety, and even eating disorders are high-
er in women than in men. Female veterans who have experienced
military sexual trauma are at four times the risk for developing
PTSD as women who have not experienced military sexual trauma.

Appreciating these subgroup differences in OEF/OIF veterans
seeking VA health care will help VA better implement more tar-
geted interventions and treatments, as well as guide future re-
search.

In 2007, the Institute of Medicine determined that only two
therapies for PTSD Prolonged Exposure and Cognitive Processing
Therapy, had sufficient evidence for the effective treatment of
PTSD. Both therapies have been endorsed by VA and many VA
mental health specialists have been trained to deliver these thera-
pies to their patients in mental health clinics. These therapies re-
quire a minimum of nine or more sessions, ideally spaced at weekly
intervals.

Our research showed that 80 percent of OEF/OIF veterans with
new PTSD diagnoses attended at least one VA mental health fol-
low-up visit in the first year of their PTSD diagnosis; however, un-
fortunately less than 10 percent of veterans with new PTSD diag-
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noses attended a minimum number of sessions within the time
frame required for evidence-based PTSD treatment.

We found that being young, less than age 25, and male, having
received a mental health diagnosis from a non-mental health clinic,
such as primary care, and living far from a VA facility, greater
than 25 miles away, were all associated with failing to receive ade-
quate PTSD treatment.

Because adequate, evidence-based PTSD treatment may prevent
chronic PTSD, VA needs to focus on developing interventions de-
signed not only to improve initial engagement in mental health
treatment, but also retention in care.

Patient barriers to mental health care among OEF/OIF veterans
include stigma, logistical barriers, and even the symptoms of the
mental health disorders themselves, as you heard today. Avoidance
in PTSD, apathy and depression, and denial and self-medication
with drugs and alcohol may prevent veterans from seeking care.

The persistence of “Battle Mind” mentality, in other words con-
tinuing to think that symptoms like hypervigilance are as adaptive
rather than problematic after returning home, has also prevented
many veterans from seeking the care they need.

From a system standpoint, VA has not always been able to keep
pace with the growing demand for specialty mental health services.
System barriers include shortages of mental health personnel
trained in these evidence-based mental health treatments. There is
a lack of universal access to video teleconferencing, known as tele-
mental health in which rural veterans can receive specialty mental
health services at VA community-based clinics delivered by special-
ists based at VA medical centers.

In addition to the barriers we hear about frequently from vet-
erans, difficulties navigating the VA system to make appointments,
lack of extended hours, and drop in appointments, and lack of serv-
ices for families and children, which tends to differentially impact
women, there are some other potentially challenging barriers to
mental health care.

For instance, while IT security is clearly important, excessive se-
curity concerns may be limiting the development and more novel
Internet and telephone-based mental health treatment options that
would expand access to VA mental health services and appeal to
this younger generation of veterans.

In addition, privacy concerns about the Department of Defense’s
access to veterans’ electronic medical records have discouraged
some veterans from coming forward and disclosing more sensitive
rrllental health symptoms, such as substance abuse and domestic vi-
olence.

In fact, in contrast to the under-utilization of mental health serv-
ices, OEF/OIF veterans with mental health disorders disproportion-
ately use VA primary care medical services. Capitalizing on this
trend, VA might consider a further restructuring of VA services
such that more specialty mental health providers trained in evi-
dence-based mental health treatments are embedded within VA
primary care. This may even involve infrastructure changes to ex-
isting medical clinics to accommodate the co-location of more spe-
cialty mental health providers in primary care. These structural
changes could literally break down the walls that exist between
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medical and mental health services, overcome stigma, and narrow
the gap between primary care and mental health.

For instance, pre-scheduling mental health visits to occur at the
same time as a veteran’s primary care visit, as we do in our one-
stop integrated care clinic at the San Francisco VA Medical Center,
could make it more likely that patients will attend and be retained
in mental health care.

In addition, new clinical resources available through the VA
Medical Home Patient Aligned Care Teams (PACT) in VA primary
care, such as nurse care managers, could be leveraged to facilitate
engagement of veterans in mental health treatment. For instance,
PACT nurses could act as “motivational coaches” to remind or en-
courage veterans to attend mental health appointments while at
the same time working with veterans on behavioral concerns or
{)hysical complaints that often accompany the mental health prob-
ems.

PACT nurses could also provide veterans access to new tech-
nologies such as the VA Internet site My HealtheVet or smart
phone applications, such as PTSD Coach, to enhance access to on-
line mental health treatment or treatment adjuncts. Finally, there
is a need for more research to develop and test modified evidence-
based treatments for PTSD that are better suited to primary care
settings.

In summary, OEF/OIF veterans have extremely high rates of ac-
cruing combat-related mental health problems. Despite this large
burden of mental illness, many OEF/OIF veterans do not access of
receive an adequate course of mental health treatment. Veterans
with mental health problems disproportionately use VA primary
care medical services. The VA has already made advances through
the VA primary care mental health integration initiative, and more
recently the VA Medical Home Patient Aligned Care Team model.
Thus, VA is now well-positioned to take the next step to address
many of the remaining barriers to mental health care by incor-
porating more specialty mental health services within VA primary
care settings. In this way, VA can continue to work to meet the
growing mental health needs of this current generation of men and
women returning from war.

Thank you.

[The prepared statement of Dr. Seal appears on p. 63.]

The CHAIRMAN. Thank you, Doctor.

General, it is good to see you again, and you are recognized.

STATEMENT OF LIEUTENANT GENERAL JAMES TERRY SCOTT,
USA (RET.)

General ScoTT. Well, thank you Chairman Miller and Members
of the Committee, it is a pleasure to be with you today.

My oral remarks will be brief. I hope that my complete written
statement can be included in the record of the hearing.

The CHAIRMAN. Without objection.

General ScOTT. I am presently the Chair of the Advisory Com-
mittee on Disability Compensation chartered by the Secretary and
in compliance with the Public Law 110-389, and this Committee
has forwarded reports to the Secretary that has addressed our ef-
forts.
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Our focus has been on disability compensation on the revision of
the VA Schedule for Rating Disabilities (VASRD), on procedures for
servicemembers transitioning to veteran status with special em-
phasis on the seriously ill or wounded, and on disability compensa-
tion for non-economic loss, sometimes referred to as quality of life.

Recently we have added a review of individual unemployment, a
review of the methodology for determining presumptions, and a re-
view of the appeals process and its effect on disability compensa-
tion.

My discussions with your Committee staff included a request
that I review the pertinent findings and recommendations of the
Veterans Disability Benefits Commission that met from 2004 to
2007 and made 113 recommendations covering a wide range of vet-
erans disability issues.

Specifically, I was asked to discuss the VDBC recommendation to
integrate compensation, treatment, vocational assessment or train-
ing, and follow-up examination for veterans suffering from mental
disability to include PTSD.

The VDBC invested significant time and effort in analyzing the
then current methods of diagnosing, evaluating, and adjudicating
the claims of veterans suffering from mental illness, including
PTSD.

The principal source documents that we used in the analysis
were those you mentioned, Mr. Chairman, at the outset of the
hearing, a 2005 report by the VA Office of the Inspector General
and an Institute of Medicine study completed in 2006 entitled,
“Post-Traumatic Stress Disorder Diagnosis and Assessment.”

These studies, and the testimony of veterans, family members,
medical professionals, and VA subject experts provided the basis
for such recommendations that the VDBC offered. The complete
recommendations and accompanying explanations are in my writ-
ten statement.

The key recommendation of the VDBC was to change the VA ap-
proach to diagnosing, evaluating, adjudicating, and treating mental
disability by establishing linkage among compensation, treatment,
vocational assessment and rehabilitation, and follow-up examina-
tions.

The purpose of the follow-up examination would be to determine
the efficacy of the treatment that is being undergone.

The benefits of linking these factors might very well enable us
to reduce homelessness, suicide, and substance abuse, as well as to
evaluate the effectiveness of various treatment programs.

Most importantly, it greatly improves the opportunity for a vet-
eran suffering from a mental disability to maximize his or her fu-
ture contributions to society, which is what we should all be about.

Now, I understand that this recommendation is somewhat con-
troversial in many circles. For one thing, it dramatically changes
the role of the Department in evaluating and treating mental dis-
ability.

The principal arguments against the linkage are that it will be
viewed by some stakeholders as a mechanism to reduce disability
payments and that it differs from how the Department addresses
physical disabilities, vis-a-vis, mental disabilities. Both of these ar-
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guments can be addressed with carefully written and explained
regulations and policy directives.

The VDBC offered a recommendation that offered an approach to
compensation that recognizes the relapsing and remitting nature of
these illnesses.

Regarding the differences in approach, the physical versus men-
tal disabilities, there is significant evidence that individuals with
mental disabilities are less likely to seek and maintain a treatment
regimen than those with physical disabilities.

There is of course a resource bill that accompanies an expanded
treatment mandate and the Committee was aware of that and as
I am sure most of you are; however, the VDBC recommendation to
link compensation, treatment, vocational assessment and training,
and periodic reevaluation offering an opportunity to reduce home-
lessness, suicide, and substance abuse among the veterans. Such
an approach should offer some long-term help for mentally disabled
veterans and improve their chances for integration into society.

I would like to thank you, Mr. Chairman, and Members of the
Committee for the opportunity to present to you today. I will be
happy to respond to any questions you may have now or as the
hearing goes forward.

Thank you.

[The prepared statement of General Scott appears on p. 72.]

The CHAIRMAN. Thank you very much, General.

Dr. Satel.

STATEMENT OF SALLY SATEL, M.D.

Dr. SATEL. Thank you, Mr. Chairman and Committee for the in-
vitation to be here.

My name is Sally Satel, I am a psychiatrist who formerly worked
at VA in West Haven Connecticut and now I am a Resident Scholar
at the American Enterprise Institute.

In the current system as we have seen and as we have been dis-
cussing, a veteran can receive disability compensation for a psy-
chiatric condition that has never been treated.

A straightforward approach to bridging this gap, and the kind
that General Scott has been focusing on, is an urge of course to in-
tegrate VBA and VHA so that claimants are referred for treatment.
I am certainty not the first to suggest this.

But integrating compensation and care while a definite advan-
tage over current practice, does not address the timing issue. That
is whether veterans necessarily benefit when the disability claims
process can proceed care and that is what I want to focus on now.

We have to consider the fact that compensation before care, that
kind of a sequence of granting disability claims before a veteran
has been treated, can sometimes have significant draw backs.

For one thing, it is very difficult for a compensation manager to
make an accurate assessment of a veterans future function, that is
whether or not he or she will continue to be disabled in a way that
impairs employability before treatment and rehabilitation has
taken place.

As clinicians know, not everyone in pain with symptoms or a
diagnosable mental health disorder is going to be disabled, that is
impaired in terms of future workplace function.
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Beyond the matter of accurately judging functional impairment,
which I have been saying is kind of hard to do as a compensation
and pension (C&P) manager without the person being in treatment
and rehabilitation first, there is the possibility that with our cur-
rent sequence of being allowed to receive and file disability claims
before treatment, that despite the best intentions of this system
awarding disability status prematurely, especially at levels that in-
dicate unemployability can actually complicate the veterans path to
recovery.

Now consider the example below based on an actual case. This
is a young soldier, we will call him Joe, who was wounded in Af-
ghanistan. He has classic PTSD, noises make him jump out of his
skin, he is flooded with bloody memories and nightmares, he can
barely concentrate, and he feels emotionally detached from every-
thing and everybody. He is 23 years old, about to be discharged
from the military. He is afraid he will never hold a job, he will
never integrate fully and function fully in society, and he applies
for total disability compensation from the VA.

And on its face, this seems quite logical and granting those bene-
fits seem quite humane. But in reality, this is probably the last
thing that this young soldier turning veteran needs. And what I
mean by that is that compensation at a high level can confirm the
fears that in fact he will remain deeply impaired for years, if not
for life.

Now that is a sad verdict for anyone, but it is especially tragic
for someone who is only 23.

You know, imagine telling someone with a spinal injury they will
never walk again before he has even had surgery or physical ther-
apy.

Now a rush to judgment as well meaning as it is about the prog-
nosis of psychic injuries can carry significant long-term con-
sequences insofar as a veteran who is unwittingly encouraged to
see himself as seriously and chronically disabled, risks fulfilling
that prophesy. Why should he even bother with treatment he might
think, which of course is a terrible mistake, because this period
soon after separation as a veteran as quite as young is when men-
tal wounds are most fresh and when they are most responsive to
therapeutic intervention.

But Joe is told he is disabled and he and his family may assume,
typically incorrectly, that he will never be able to work, he will no
longer be able to work. This becomes a self-fulfilling prophesy in
many cases and ending up depriving the veteran of work itself,
which has enormous therapeutic value. It is also quite demor-
alizing, and once a patient is caught in a downward spiral of inva-
lidism, it can be very hard to throttle back out.

For example, even if he wants to work very much he understand-
ably fears losing that financial safety net if he were to get off the
disability roles.

Now of course this suggests, everything I have just said so far
suggests, a sequence that would begin with treatment and move to
rehabilitation. And then if necessary, the veteran would go on to
become assessed for disability, if he was not improving, but this
can’t be all.
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Any person who is too fragile for employment while he is in
treatment will need to receive a living stipend. A treatment first
approach could not work without some sort of living stipend for the
veteran and his family.

Now in closing, however, this gap between care and compensa-
tion is to be closed, there are at least four important things to re-
member.

First, there has to be sufficient information for the C&P exam-
iner. He needs to make a good determination about ongoing em-
ployability, and without a course of quality treatment and rehab,
there is often not enough information to make judgments about dis-
ability.

Two, except for total and permanent disability and Individual
Unemployability (IU) status, reevaluations every 2 to 5 years are
vital and also communicate the expectation of improvement.

Three, while a veteran is getting care neither he, she, nor the
family should suffer economically.

And four, we should try as best as we can to avoid premature
labeling of disability that down plays the recovery prospects.

It is reasonable and important to instill the expectation that
most veterans will get better, they are changed by their wartime
experience naturally, but that they will find a comfortable and pro-
ductive place in the community and their family.

Finally, conferring a high-level disability status upon a veteran
and the chronicity of dysfunction that that implies before his pros-
pects for recovery are known, can make the long journey home
even harder than it is.

Thank you very much.

[The prepared statement of Dr. Satel appears on p. 74.]

The CHAIRMAN. Thank you very much.

Dr. Satel, you raised the issue of prematurely granting disability
compensation and caution against the perverse incentives that
such a designation may have.

How can we balance the need to encourage early and effective
treatment with the financial reality that many young service-
members have when they return from combat and are experiencing
mental health problems?

I think you may have addressed it from the fact that you said
a treatment with some type of a stipend, but could you elaborate
a little further?

Dr. SATEL. Well, that is the basic idea, that there would have to
be some sort of living stipend. The important thing in my view is
to not call it disability. It could be as generous, it could be more
generous even than his disability rank might have been if he were
assessed for a claim right out of, you know, right off the bat with-
out first getting treatment. That is not my concern.

My concern is that the family and he not worry about their sup-
port, that will impair his ability to get better, of course just that
financial security is so anxiety provoking I don’t see how anyone
could get better, and the family shouldn’t suffer at all either, but
call it a wellness stipend, call it a treatment scholarship, call it
something. But I personally prefer not—the word disability has so
frayed it now frankly in the—well, I work in a clinic because I have
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seen this in Social Security and also in the VA, that I feel the lan-
guage here is important as well.

The CHAIRMAN. General, your Commission recommended periodic
reevaluation of PTSD every 2 to 3 years to gauge the treatment
and effectiveness and to encourage wellness. Did the recommenda-
tion extend to veterans of all eras?

General ScOTT. Yes, sir, I would say that it does. I would say
that we have an opportunity here with this young group of vet-
erans to start the process that we have not chosen to begin in the
past, but I would say that it probably should apply to all.

You know, I would be the first to say and I am certainly not a
clinician or a medical doctor, that every case is different, and the
clinician should be the person who decides it every 2 years, 3 years,
5 years, or whatever.

So it is probably not a cookie cutter approach, but it is something
that I believe could be decided inside the treatment part of VHA.

The CHAIRMAN. And Dr. Seal, in your testimony you said despite
the initial use of VA mental health services among OEF/OIF vet-
erans retention in VA mental health services appears less robust.
You also noted that compared to studies of civilians retention in
V‘IPX mental health treatment appears inferior. How do we improve
it?

Dr. SEAL. Well, I think I laid out in my oral testimony some
ideas for how to improve it. We know that OEF/OIF veterans are
coming into primary care. They are coming into primary care for
physical complaints. Often pain and other physical complains do
keep company with PTSD and depression, so they come to primary
care. We are trying to meet veterans where they are, at least in
our clinic.

I think we run into difficulties when we separate mental health
from primary care and we don’t adopt a more holistic approach.

It is very difficult sometimes for veterans to come into primary
care, seek care for their physical complaints, then have a separate
appointment at a separate time in a separate building for their
mental health complaints.

I think if we can bring the two together more holistically I think
veterans would be more likely to stay in care.

I also think that sometimes it is difficult to come to the VA at
all. People have jobs, they go to school, and I think we really have
to be open to more innovative approaches to deliver specialty men-
tal health care, and that is why I brought up the use of the Inter-
net, the use of the telephone, and even iPhone applications that
can serve as mental health treatment adjuncts.

I think we need to broaden the way in which we deliver specialty
medical health care.

The CHAIRMAN. Thank you.

Mr. Filner.

Mr. FILNER. Thank you for your testimony.

Dr. Seal, I appreciate your specific recommendations from my
own experience and I think they have a lot of merit.

There is so much of the testimony that we get from people who
have had problems. Mr. Hanson, who was on the panel before you
was turned away by the VA. I don’t know if you saw his written
testimony. Each of the suicide cases that occurred in the United
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States was preceded by attempts to go to the VA for help. Mr. Han-
son used the phrase turned away. Our veterans have to almost
fight to get care.

I just had a constituent who was fighting for months for VA to
take him seriously, and nothing occurred, he then committed sui-
cide.

So once you get in, your reforms make sense. What is going on
with the testimony that we get from our veterans? Is it subjective
or is it their impression? If it is their perception, it is obviously
meaningful. Why do so many veterans feel they can’t get the help
that they need when they go to the VA? It seems that all of the
cases that we hear about involve that in some way.

Dr. SEAL. Well, I think you raise a very, very important concern.

I do meet veterans who come into my clinic who say that it was
hard for them to figure out how to come into our clinic, and yet
there are other veterans who walk into the building, go to the com-
bat case manager, are literally escorted upstairs, an appointment
is made, and in many cases, they are seen the same day.

So I think there is a wide variation of experience, which isn’t to
say that it isn’t tragic when one person is not able to get services
and commits suicide, obviously that

Mr. FILNER. By the way, why is there such variation in the na-
tional system that we have? That is, don’t we have common policies
and supposedly common sense training?

Dr. SEAL. I think there are common policies and I think there are
common standards, but I think there really are regional dif-
ferences.

We have VA medical centers, we have VA community-based out-
patient clinics (CBOC), and we have other types of VA facilities
that don’t even fall under that description, and I think some VA
facilities are not sufficiently resourced with outreach workers, and
with administrative staff to handle the influx of veterans that are
coming in. I actually think we could use more combat case man-
agers.

In fact, at our VA Medical Center, I just learned that they are
no longer called OEF/OIF combat case managers, they are now in
some more generic social service role, and I think that it is exceed-
ingly important that we maintain that particular position at all VA
facilities, so that we have VA outreach to communities, and when
veterans come into VA, they are met with somebody that knows ex-
actly what they need and can literally escort them through the
process of enrolling in VA through member services in order to re-
ceive care.

Mr. FILNER. You might supplement your written recommenda-
tions with looking at that aspect too for us, that would be great.

We have had hearings in this room recently and we will have
more on employment and on PTSD. You know, we have 20, 25 per-
cent unemployment with OEF/OIF veterans, surely they could help
our veterans. We ought to be hiring them. They could get training
in this area. And help brothers and sisters who are coming in and
they could help guide them.

Do you think there is a bigger role for our veterans and that you
could work with them and get them at least some of the training
they might need




33

Dr. SEAL. I think that is an excellent idea.

Mr. FILNER. I think we each have a responsibility to these kids
to do that.

Dr. SEAL. But I think again we have to look at resources, and
at our VA there is a hiring freeze, so I don’t know—I am not ex-
actly—

Mr. FILNER. I don’t mean to interrupt you. Mr. Chairman, I have
heard this in several places that there is a hiring freeze.

We have the biggest problem we have ever had, we have given
the VA more money than they have ever had and we keep hearing
about a hiring freeze. What is going on here? We are under
resourced, you say?

We have increased the VA budget every year, as long as we have
been here it is 60, 70 percent higher than it was just 5 years ago.
What is going on? Do you have any sense of that from where you
are?

Dr. SEAL. Well, I mean, I think it is important to look at where
I am. I am a primary care clinician and I am a researcher, so I
don’t know that I can answer for VA.

Mr. FILNER. I keep hearing this and yet from our perspective we
keep pouring in money and then we hear there is a hiring freeze.

Dr. SEAL. Well, it depends where you want to spend the money.
The money has been spent to greatly expand the capacity of mental
health services.

So we are hiring psychologists, we are hiring psychiatrists, but
what you were talking about is different, you were talking about
an outreach worker which is

Mr. FILNER. I wasn’t talking about the hiring freeze but you
brought it up. You said you have a hiring freeze, so for what jobs
do you have a hiring freeze?

Dr. SEAL. Well, I don’t know if there is a hiring freeze on every-
body at the San Francisco VA. I know for clinicians there is right
now because we have greatly expanded our mental health services
capacity. That may not apply to outreach workers, I actually don’t
know.

Mr. FILNER. By the way, you have joint employment with the
university and with the——

Dr. SEAL. Yes.

Mr. FILNER. What percentage do you have with each?

Dr. SEAL. I am five-eighths VA and three-eighths university em-
ployment.

Mr. FILNER. I know hospitals where the employees are one-
eighth VA, seven-eighths university, and yet we say we have eight
psychiatrists on staff when there is only one. I never underrate the
importance of research and you know the daily needs, and also
your own integrated life, but with all the clinical needs it seems
that we shouldn’t be putting people on seven-eighth time. If they
want to do research let them do it, but let us get full-time clini-
cians in there.

Dr. SEAL. So just to clarify I am based 100 percent at the VA,
so I am partially supported by the university through my own
grant funding, but I am based 100-percent of the time at the VA.

Mr. FILNER. Okay.
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Dr. SEAL. And interestingly, all of my research involves access to
mental health care for OEF/OIF veterans.

Mr. FILNER. I understand. I know universities where it is the
other way around, they are mainly at the University.

Mr. Chairman, it seems that we have the heart of the problem
where we keep thinking we are giving the resources, but then we
hear from the field and from people like Mr. Hanson that we just
don’t have the resources to do the job, so we have to figure this out.

The CHAIRMAN. Well, we did hear yesterday in our sexual assault
hearing where we thought dollars were being spent for security we
are now finding out that some of those dollars are being redirected
and not going where they need to be. Obviously this is outside your
lane, but it is an issue that this Committee needs to address.

And thank you, Mr. Filner.

Mr. Bilirakis.

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

Dr. Satel, with regard to your proposal, are you saying the vet-
eran will not seek treatment, because he or she has financial obli-
gations and also possibly because of a stigma?

And then I want to also—well, why don’t you answer that ques-
tion first.

Dr. SATEL. Well, the reason for the financial stipend would be be-
cause if we expect people to be in treatment, and even if the possi-
bility was endorsed of actually requiring it, and I know that is very
controversial, meaning requiring it as a condition of being consid-
ered for disability, we certainly can’t expect someone to be in treat-
ment intensive care before—intensive care that either takes up a
lot of their time where they would otherwise be working, or that
they are simply not fit to work. You can’t expect that of them with-
out providing income support. That is what I mean.

Mr. BILIRAKIS. Yeah, and we definitely have to have this stipend
if we go forward with this.

The other question is how long, what kind of a time frame are
you talking about as far as determining a person’s disability rat-
ing? If you can answer that question as well. I guess does it depend
on an individual case?

Dr. SATEL. Definitely. Definitely.

Mr. BILIRAKIS. Okay. But can you give me maybe a time frame,
approximate time frame?

Dr. SATEL. You know, for some individuals who are very im-
paired at the time, it could take up to a year. For others, it could
take a few months.

Mr. BiLIRAKIS. Thank you.

Could I ask the panel if they wanted to give their opinion wheth-
er this proposal has any merit? You are welcome to respond if you
would like.

Dr. SEAL. I think it is an interesting proposal. Immediately I
think I was struck with something that I know clinically; that is,
I know that when a veteran is ready to come forward for treatment
is probably the best time to treat them, and I am a little concerned
about the potential for coercion or the sense that well, now it is
time to get treatment and we will pay you to do it and they are
not truly ready or receptive for treatment.
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I was struck with our previous testimony that when he was
ready for treatment he, Mr. Hanson, found the right treatment and
he responded to it, and I see that over and over again.

I don’t think that people all develop PTSD symptoms at the same
time after leaving the service. I think there is a natural history of
PTSD. I think some people develop it immediately. In some people
it can take years to develop. People are ready for treatment at dif-
ferent times. Often you hear a “hitting-bottom” phenomenon, so I
worry about the institutionalization of treatment; or a semi-coer-
cion or payment for treatment, just some concerns.

I am not saying that it is a bad idea across the board, but I think
we would have to give it a lot of thought to how it was imple-
mented.

Mr. BiLiraKIS. Okay. General, would you like to speak on that?

General ScoTT. Well, I think we would have to very carefully lay
out exactly how we were going to balance compensation and treat-
ment.

Certainly the individual who is clearly disabled, and I believe the
Secretary has the authority to grant disability on pretty short order
on a temporary basis and I believe he could do that. Certainly a
stipend for someone who is significantly disabled while undergoing
treatment is required as was pointed out.

I think you have to be careful about forcing people into treatment
who are not ready. But on the other hand, I think we have an obli-
gation to try to be sure that all the people who are ready are en-
rolled and getting the treatment, back to Mr. Filner’'s comment ear-
lier about people who commit suicide or do things and then they
say well, we couldn’t get treatment.

So I think this is a complicated issue and there is no one solution
fits all, but I do believe that a relationship between treatment and
compensation and an assessment, which gets at Dr. Seal’s question,
and some follow-up evaluations can be worked out in such a way
that it is beneficial.

Mr. BiLIRAKIS. Thank you very much.

And thank you, I yield back, Mr. Chairman.

The CHAIRMAN. Mr. Michaud?

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

Dr. Seal, in your testimony you pointed out that older National
Guard and Reserve veterans are at higher risk for PTSD and de-
pression. Can you speak to why members of the Guard and Re-
serves face these unique mental health challenges?

Mr. HANSON. Well, I think part of it is the discrepancy of taking
an older Guard or Reserve member who is established in their com-
munity or their job and there may not be as much training for
them. You put them in a war zone, and they may be less well-
equipped to be in that war zone than active-duty personnel. Then
they come back and are expected to reintegrate into their jobs,
their communities, their families, and I think the disparity be-
tween those two worlds sometimes can be truly overwhelming. I
think that is why we tend to see that in older Guard and Reserve
members as compared to younger Guard and Reserve members
who may be a little less established already in jobs, communities,
et cetera.

Mr. MicHAUD. Thank you.
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Dr. Satel, when we talk about PTSD, a lot of the focus over a
number of years has been—the last few years anyway—has been
on OEF/OIF veterans. You know, that being said that that there
is definitely a significant number of Vietnam veterans with PTSD
from the Vietnam War.

In your work, have you seen any unique needs for us addressing
the Vietnam veterans as it relates to PTSD compared to the OEF/
OIF veterans?

Dr. SATEL. Well, one thing that is very relevant it seems to me
to people who are from the Vietnam era is that from a develop-
mental standpoint they are now entering the retirement phase of
life and that is when a lot of folks, not just veterans, but a lot of
people feel when they finally retire it is—they are sometimes very
excited about it, but it also can be a very stressful dislocating mile-
stone in one’s life. It is also coincident with aging and illnesses and
your spouse getting sick, and that is a time where veterans can be
vulnerable to a recurrence of symptoms that have been dormant for
decades often. And as I said, we often see that with regular civil-
ians where people get kind of, you know, go through a period of de-
pression and it acts as that kind of a dislocation at that time.

In the case of veterans who had PTSD symptoms at one time,
this is the period where they should be alert for reemergence of
symptoms.

It is treatable in almost all cases and people do regain their foot-
ing, but it is a period that can be fragile and we should be aware
of that.

Mr. MICHAUD. In order to address that issue, specifically with
the Vietnam veterans, what do you think the VA should be doing
as far as should be doing different type of programs or to address
that concern that you just raised?

Dr. SATEL. No. Again, it depends on what the person presents
with. If they present with a severe major depression or a full-blown
recurrence of symptoms, we would sort of symptomatically treat
them of course. But then it is more a—but for many people it is
a kind of—it is a kind of psychological process where they come to
terms with—they have to figure out really how to start the second
or third, you know, part of their life. And again, that is just sort
of regrouping and rethinking that that many people go through,
and those strategies are again highly individual and you treat ev-
eryone, you know, with their own situation and you would want to
know what their interests were, you know, how people again find
themselves as they mature.

Just frankly, a competent clinician, open minded, should be able
to navigate someone through that phase.

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

The CHAIRMAN. Would it surprise any of you at the panel, I was
just looking over some numbers from 2001 Vietnam-era PTSD
claims, or benefits I guess, 106,801 is the number, the base num-
ber. In 2010, the number now is 269,000. Does that seem inordi-
nate to you? I am sorry, any of you?

General ScotrT. I think there are a couple of factors that were
looked at by the VDBC and others, and one of them was the rec-
ognition of PTSD as a disability.
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Ten to 15 years ago there was a significant number of people in
and out of the military, in and out of the veterans’ community who
really thought that PTSD was somewhat of an imaginary disease,
that it wasn’t there, and I think that over this period of time be-
tween 2001 and the present, it has become certainly more widely
recognized. This is not to say that there was never recognition dur-
ing that period of time, because the clinicians and others there
were a lot of books written and understanding, but for the average
person, veteran or non-veteran, knowledge and understanding of
PTSD is a fairly recent phenomena, so that would be point one on
the increase.

People suddenly realized, well, I have some of these symptoms,
or they would say my husband has some of these symptoms, I am
going to get him in and get him checked out or whatever. So I
think that was a part of it.

Also the opportunity to receive treatment inside the VA, you
know, in my judgment, increased dramatically over that period of
time.

And so whereas in 2000 and 2001, if a person had presented and
said, you know, I have this, I have that, this is wrong, that is
wrong, it probably would not have been sort of categorized as say-
ing, okay, well, these are symptoms of a PTSD, some of them, so
we are going to get him into a treatment program that the VA now
has, which was not present in the past. So that is two of them.

There has also been, and I say this somewhat advisedly, some
amount of people who as they reached a retirement age were look-
ing for perhaps some other, you know, they went through a crisis
and they realized they had a problem and they presented them-
selves to the VA or to medical authorities and said, well, you know,
I am really doing poorly here.

So I think those are three aspects of it, but probably not the only
three, and I defer to these two clinicians here to either amplify that
or to refute it.

Dr. SATEL. It sounds right.

The CHAIRMAN. Very good.

Colonel Johnson.

Mr. JOHNSON. Well, thank you, Mr. Chairman, I thank the panel
for being here today.

As a veteran myself I have great concern about our young men
and women that are coming back today experiencing PTSD. I have
long maintained that there is one segment of our society here in
America that we owe entitlement to and that is our veterans.

It is vitally important when they come back, I mean they are
coming back today with experiences that most of us cannot imag-
ine. They have seen their friends killed, they have seen their
friends dismembered, disfigured, maybe even they have suffered
that themselves, and yet we continue to debate as the Chairman
and the Ranking Member have said, we continue to have these
questions over and over and over again about the adequacy of the
care.

You know, the veterans, one of the things that help them most
when they get back is family support.
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Dr. Seal, are there specific programs that reach out to the fami-
lies of the veterans that have PTSD to help them understand how
to deal with their loved one who is suffering?

o Dr. SEAL. Well, I am most informed about our own VA Medical
enter.

I do know that nationwide, VA is putting a great emphasis on
the family, on support of families, and trying to educate families
as to how they can help detect symptoms of PTSD and other men-
tal health problems and how they can help their loved one access
care.

Very recently there is a lot of emphasis being directed at the
family from VA nationwide.

At our VA, we have a very robust family counseling program. I
am very happy and pleased to say that when a veteran comes to
see me and expresses marital problems, problems with parenting,
or domestic violence issues, that I do have a specific place to refer
them and I know that they are going to be taken well care of. It
is not just for the veteran, but it is also for the veteran’s spouse
and/or the children as well. I don’t know how unique that is, but
I know at our VA, it is there and it is a very robust program, and
I do know that there is a lot of attention now in VA nationwide
being paid to family support and the importance of the family.

Mr. JOHNSON. General Scott, did your commission look into the
family aspects in terms of your study?

General ScoTT. We looked into the family aspects of veterans
disability at large. We looked at some of the issues surrounding the
quality of life of the veterans who had returned and the impact of
their quality of life or lack thereof on the families.

We made some recommendations regarding family care. I sup-
pose some of the things we did may have been spade work for the
Eamily Care Act that was passed here in the last Congress, I would

ope so.

But in terms of looking specifically at the impact of family mem-
bers on PTSD or the impact of family members when a member of
the family suffering from PTSD, we did not look into it directly.

Mr. JOHNSON. Okay. I will just submit that these veterans they
go into the—they volunteer, it is a family commitment, it is not
just a veteran commitment, and I think we need to look deeper at
the involvement of the family in their rehabilitation and their
treatment.

Just a quick question. I heard, you know, nightmares, flash-
backs. To put these folks on a track to recovery and get them ready
to go back into the workforce they have to be able to work, which
means they have to be able to sleep.

Do you have any idea, are there numbers out there that reflect
how many of veterans with PTSD suffer from sleep apnea or any-
thing like that?

Dr. SEAL. Well, did you want to make a comment?

Dr. SATEL. I would say that sleep disturbance is one of the most
common symptoms. So you may well have actual epidemiological
data on it, but impressionistically and clinically, the vast majority
I think have sleep problems.

Dr. SEAL. It is part of the hyper-arousal symptom cluster that
you see with PTSD, so it is almost hallmark for most veterans who
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suffer from PTSD, and sometimes if we can actually address their
individual symptoms, particularly in primary care, such as sleep,
we can help them be more amenable to core PTSD therapy by spe-
cialty mental health clinicians.

So it is extremely important that we focus on individual symp-
toms that are treatable.

Mr. JOHNSON. Okay, thank you very much.

Mr. Chairman, I yield back.

The CHAIRMAN. Mr. McNerney.

Mr. McCNERNEY. Thank you, Mr. Chairman.

Dr. Seal, I appreciate your evidence-based approach to this whole
subject. It is important that we have a basis for what we expend
our 1;‘esources on in treating veterans, so thank you for that hard
work.

What are your specific recommendations for improved retention
in the mental health programs of some of these veterans? You gave
some statistics, you didn’t say the dropouts, but people that stayed
in and people that didn’t, what can the VA do to help retain people
in these programs?

Dr. SEAL. Well, I think I made some comments earlier about em-
bedding more of the treatment where the veterans present, which
is primary care, but I would also say that VA has done a lot to in-
vest in the VA Medical Home and our PACT teams, which are Pa-
tient Aligned Care Team nurse care managers who could actually
be leveraged to make reminder phone calls, conduct a therapy
called motivational interviewing over the telephone, send secure e-
mail messages to veterans to remind them of appointments, and do
even more than that over the phone, which would be trying to fig-
ure out what the barriers are to staying in care.

It is very difficult for veterans to stay in mental health treat-
ment, because honestly, these evidence-based treatments, particu-
larly at the beginning are not pleasant. It is not pleasant to go over
and over your trauma many times, and we tend to lose veterans
at the second or third sessions where they just can’t take it any-
more, and it is in really important that we try to retain them in
treatment, because once they get over the hump, recovery is defi-
nitely possible.

But we need to really leverage the staff that we have at VA, such
as our nurses, our outreach workers to help veterans stay in treat-
ment, wherever they are, whether it is primary care or specialty
mental health treatment.

Mr. McNERNEY. Would you say that threatening to withhold dis-
ability payments would be an effective tool?

Dr. SEAL. I think that would be highly coercive.

Mr. McCNERNEY. Yes, yes, thank you.

Dr. SEAL. And I should add unethical, really.

Mr. McNERNEY. Good.

Dr. Satel, one of the things you said that compensation before
care can or may complicate treatment and recovery.

I am glad that you used that in your statement, because every
individual is going to be different. Sometimes it might help as in
the case of Daniel Hanson who thought that might have been help-
ful in his case, but I have heard that some of the housing programs
that require veterans to be in treatment and be clean is also a
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problem because it is a catch-22. If they are out on the street, they
can’t clean up, so it would be helpful for a lot of them to have hous-
ing provided even if they are using.

And so, I think it is very important to keep that in mind, how
individual this is rather than trying to say well, geeze, we need to
withhold treatment or we need to withhold payments or anything
like that, because that would be I think counter-productive in most
cases or a lot of cases.

Dr. SATEL. Oh, yes, I mean that sounds punitive and that cer-
tainly is not the intent, in fact someone earlier I believe it was
Congressman Bilirakis said something about forcing people into
treatment. Actually what came to mind as the others were answer-
ing that question is that it seems to me if a veteran felt in enough
distress to want to come forward and file a claim, then there was
enough distress and pain to desire treatment. But, as Dr. Seal said,
a patient might be ready to go through desensitization and re-
experiencing therapy, or not be ready to talk about his or her trau-
matic experience, which parenthetically I might say sometimes I
think we impose these kinds of reexperiencing therapies too aggres-
sively, but the point is he is in distress. There is usually almost
always a way to engage someone who is in distress and through all
kinds of things. How are things at home? What is it like being with
your children again? The simplest things like that. What is your
day like? You know, that is the kind of approach one might take.

We are not talking about forcing someone to go through thera-
pies that they find distressing, I wouldn’t even suggest that to
someone who was a complete volunteer patient. We are not going
to have you confront or participate in a kind of intervention that
we felt was against your best interest in the short term.

Mr. MCNERNEY. Good. I mean what we are seeing here even with
our first witness this morning was that treatment is most effective
when the patient is ready to accept that treatment, so it might be
best for us to find a way to encourage the patient to get to that
point and to make sure that treatment is available for anyone who
is at that point.

Dr. SATEL. Definitely. We want to engage.

Actually, Mr. Hanson said so many interesting things. He men-
tioned the holistic approach, which gets to the family situation,
that was earlier mentioned, as opposed to a constant drum beat of
emphasis on the military experience.

Some patients like that sense of being back in a cohort of fellows,
and some don’t. And again, I guess if there is one theme that is
emerging from this is that there is so much individual variation
and that is always hard for policy makers to reconcile because they
obviously have to come up with a more generic kind of approach,
but there are ways to build room into the system.

Mr. McNERNEY. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you.

Ms. Buerkle.

Ms. BUERKLE. Thank you, Mr. Chairman, and thank you to our
panels this morning.

This issue of veterans being ready or someone coming out of the
military being ready concerns me, because I think if contact is
made, if someone calls a clinic or shows up in an emergency room
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or talks to their primary care physician about symptoms, I think
that the presumption on the part of the VA should be he is ready.
I don’t think we should wait for him to bottom out. And I am con-
cerned with what I am hearing is that the VA doesn’t create that
culture, that environment where there are degrees of readiness, but
we are ready right at the beginning to address this issue, and the
presumption should be that everyone coming home is going to suf-
fer some variation of PTSD, that is just the reality of what they
are going through, and it seems to me that the VA should be pre-
pared for that.

The military state of mind that I am tough, I can deal with that,
we all know that is the culture of the military, but the VA should
be ready to address that and be able to get around it, and I am
concerned that based on what we heard from Mr. Hanson that
maybe that is not the case.

Dr. Satel, do you want to comment on that?

Dr. SATEL. You know, when I was listening to Mr. Hanson, I was
thinking there were so many other opportunities to essentially in
his case impose the kind of structure that he needed earlier than
he got it, and what I am referring to is the fact that unfortunately
he was arrested he said a number of times.

The criminal justice system, there are veterans mental health
courts, there are ways to take folks who are within the criminal
justice system, because that is where there is leverage. I do a lot
of work with drug addicted people, so that is an actual entry point
into treatment, and he could have been essentially diverted to a
drug treatment program. I mean thank goodness he didn’t leave
Teen Challenge, but under some of these diversion programs, you
know, there are significant consequences for leaving and significant
rewards in addition to recovery and reintegration into society, but
another reward is that your charges are dropped when you com-
plete them. So that was one way for him to come in.

Another possible way, you know, in retrospect this all looks neat,
I realize this at the time, it is very difficult, but sometimes people
who are incredibly out of control can be civilly committed by their
families. That is difficult, but that can happen as well, and it is
very hard and families are reluctant. I understand that, it is easy
for me to say, but I mean there are—those kinds of mechanisms
are already used in the mental health system.

Ms. BUERKLE. It seems to me the VA should be far more pre-
pared and way out in front of all of this because of what we are
seeing and the evidence is there.

Go ahead, Dr. Seal, then I have another question.

Dr. SEAL. I just really appreciated your comment. I think what
you are saying is you want VA to be proactive and even more ag-
gressive in terms of trying to detect a mental health problem if it
exists.

And I mean again, I go back to our model, which is really al-
most—I don’t mean to use the word passive as opposed to being ag-
gressive, but it is passive in the sense that all new OEF/OIF vet-
erans who come into primary care see a primary care clinician for
50 minutes. Then we literally walk them over to the mental health
clinician who is actually a PTSD psychologist. They then see that
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PTSD psychologist for 50 minutes whether or not they have
screened positive for PTSD depression or alcohol use.

We just assume that if you have been to a war zone, you may
have something to talk about. And if you don’t have anything to
talk about, at least you can hear about services that may be avail-
able to you when you are ready to talk. And then they see the so-
cial worker to discuss any benefits that they may be due.

So that is a program that is in place so that there is no question
well, do I need this, do I not need that. They just get it when they
come in.

Ms. BUERKLE. But if we listened to what Mr. Hanson said, he
filled out a form and based on that initial interview, that form
seems pretty, you know, black and white, and may depend on his
outlook that day, and I think there is a bigger picture for these
vets coming home that it may not just be as simple as ten ques-
tions on a scale of one to ten. It seems like the scope and the exam-
ination should go far beyond that.

And as you mentioned earlier, perhaps more holistic. Why are we
separating mental health from the physical health? It seems to me
we need to look at the entire health of that veteran and it all works
together that he is healthy.

Just briefly, you heard Mr. Hanson talk about how he felt that
the VA system was not as personal. He felt that the staff maybe
didn’t quite care as much as he found in Teen Challenge. He felt
that there was no accountability. That concerns me.

I don’t know if we have time to get that question answered, but
perhaps if you would like to comment on that very briefly I would
appreciate it.

Dr. SEAL. Again, I can only really comment from my own experi-
ence, and I feel like we—I can’t speak for every clinician and every
nurse and every clerk at VA, but I think we go the extra mile to
try to reach out to veterans that are coming in. We know that for
every veteran who comes in, that it wasn’t easy for them to get
there, that it took a lot of courage to come to VA, that it is not al-
ways a pleasant experience, and so we welcome them when they
get there. We acknowledge their military service, and we give them
contact information. I give them my card, I give them my e-mail.
I know that I am technically not supposed to e-mail with my vet-
eran patients because of VA policy, but if that is the only way they
can reach me, that is how they reach me. And I have a pretty close
personal connection with most of the veterans who come and see
me. That is really all I can speak about, but I know that my col-
leagues in our clinics share that same approach, and I have met
clinicians from all over the country who are dedicated to serving
these veterans.

So it is very tricky, because PTSD by its very nature, and some
of these other mental health problems, result in avoidance of care.
It is one of the symptoms of PTSD, and so there is a bit of a dance
between the patient seeking care and the providers wanting to de-
liver that care, and sometimes it takes a while before we can meet
people where they are. A lot of the motivational work that we can
do over the phone with veterans or a lot of the education, the psy-
cho education we can give veterans, can be very, very helpful in
preparing them to accept treatment.
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Ms. BUERKLE. Thank you. I yield back, Mr. Chairman, thank
you.

The CHAIRMAN. Mr. Walz.

Mr. WALz, Well, thank you, Mr. Chairman.

Again, many of you in this room have heard me say often that
I am the staunchest supporter of the VA system and the harshest
critic, and that it is a zero sum game, that if one veteran falls
through the crack that is one too many.

I also though am pleased to hear people talking about evidence-
balsed policy and practice. Anecdotal evidence is no way to drive
policy.

I would also tell, if I could, to the Ranking Member, I would say
what is past is prologue. Our leadership of this Nation told us that
the conflict that Mr. Hanson was involved in would be weeks, not
months and that is how we prepared for it, and so the influx of vet-
erans coming afterwards is a result of not preparing for that. We
have been behind the eight ball for years and we are trying to get
there.

With that being said, I certainly want to see us using the best
policy, the best practices to get the best treatment for all these vet-
erans.

I would tell my colleague from New York I live a few hours from
the clinic that is being discussed here at St. Paul or in Minneapolis
and in St. Cloud. The St. Cloud clinic treats 1,100 inpatients per
year, they have a 90 percent completion rate. We have data that
the evidence is driven. Again, if it failed for Mr. Hanson, that is
a failure we can’t live with. We have to be better.

My point in this hearing is, for us to focus on where the VA does
well, strengthen those, some suggestions that come up to me, pre-
deployment and post-deployment assessments to get a better base-
line of where we are going. Some smart things like that.

I also would ask Dr. Seal, the VA medical center and I attend
these monthly every month in one of them unannounced, go in and
talks to folks.

In Minneapolis, for example, they have a geriatric psychiatric
team that for 65 and older with complex age-related medicals, the
team provides outpatient mental health services, they bring a mul-
tidisciplinary staff of psychiatrists, advanced practice nurse special-
ists and all of that. We are approaching this aren’t we in some
cases from holistic? Do you have that in San Francisco?

Dr. SEAL. Yes, we have a geriatrics clinic.

Mr. WALz, Okay. How do you measure your success in your pro-
grams?

Dr. SEAL. How do we measure success? Not always at the end
of treatment. A lot of the work that I do involves large national VA
databases where we look at diagnoses. We aren’t always able to see
when a diagnosis remits.

Mr. WaLz. Would it be safe to say that the VA probably has as
extensive data on practices and treatments and outcomes as any
place in the world? Would that be safe to say?

Dr. SEAL. I don’t know.

Mr. WALZ. Would you think it would be better than Teen Chal-
lenge’s research?

Dr. SEAL. I think that——
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Mr. WaLZ. An outcome? Should we not be measuring these
things? I say that because I know it was successful for Mr. Hanson.

Dr. SEAL. We should definitely be measuring these things, and
I think individual clinicians within their individual therapies do
measure PTSD symptoms at the start, in the middle, and at the
end of treatment.

Mr. WaLz. Okay.

Dr. SEAL. Do I have access to all of that data? Not necessarily,
because it is confidential patient data, but I think individual clini-
cians in VA are trained in evidence-based methods, which do in-
volve assessment pre- and post-treatment.

Mr. WALZ. So we would have a pretty good idea if I said that the
Minneapolis VA treated 15,185 could I have an idea of how many
of those patients received at least some form of help and we could
measure it in terms of getting back to work, personal measure-
ments of life satisfaction, and those type of things? We could gather
that data couldn’t we?

Dr. SEAL. You could.

Mr. WALZ. And should we be basing our decisions on how we ex-
pand programs, work on programs, change programs based on that
type of data?

Dr. SEAL. I think you should definitely look at the data before
you decide to make changes.

Mr. WaLz. Okay. Dr. Satel, thank you for joining us again, I have
become very familiar with your work over the years.

The case for coercion, tell me just briefly, you have worked on
that, and I am glad it got brought up. I am very I would say con-
cerned would be the right word from a medical ethic standpoint,
from a human right standpoint, I have read your work on medical
ethics too and the lack of need to have those in large. Am I
mischaracterizing that?

Dr. SATEL. Yes, sir.

Mr. WaLZ. You said did not have them in large hospitals?

Dr. SATEL. Oh, no, no, no, with all due respect [——

Mr. WALz. Okay. Explain to me though the case for coercion.

Dr. SATEL. Okay.

Mr. WALZ. Research based case for coercion.

Dr. SATEL. Yeah, that was written, that was a monograph I
wrote a while ago and it had to do with addiction and that was the
context I mentioned earlier.

So we are talking about people who have basically violated the
law, so it is a different population.

Mr. WALZ. Are you applying this to this though, this idea you did
put out the idea of possibly withholding benefits as use in some
ways? Is this not coercion? Is your policy, what you are asking for
on how we get people into this, is it not coercion? Am I
mischaracterizing that?

Dr. SATEL. You know, I am actually setting forth various kinds
of options. One could be that before we call someone disabled, be-
fore we call them disabled, they have to experience some good qual-
ity treatment and there is a whole lecture on what good quality
treatment is. It sounds like you are doing a great job, but I am
talking about at the point in which we call someone disabled. That
is very different from not giving someone the kind of financial as-
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sistance they need and provide, you know, making the kind of help
that they need available to him.

So we are not withholding. Really almost just changing the
conceptualization of when a disability claim itself, when the whole
identity of being a disabled person would kick in.

Mr. WALZ. You know we deal with slippery slope issues here all
the ti‘>me. What would stop this from crossing over into the physical
issue?

Because the issue we are discussing here is mental health parity,
and I would argue with the Chairman’s point, we have increased,
we had to bring the VA in here and tell them they could advertise
mental health parity has now been incorporated into law and those
types of things.

How would we not slip into this and say, you know, that we are
going to wait and see first if you can go back to work before we
help you with that limp you got from being shot in the leg? Is that
not a slippery slope you think this would take us on?

Dr. SATEL. I think the principals apply across the board. No one
is talking about withholding help or withholding financial care.
Again, it is the point at which we consider disabled, that is all.

Mr. WALZ. And you think we do that too much, am I right? And
that isn’t how the helping culture is eroding self-reliance?

Dr. SATEL. Sometimes we do, and sometimes we don’t do it fast
enough. You can see for every over diagnosis there is an under di-
agnosis and a missed diagnosis. All these things occur.

Mr. WALz. How would you rate the VA if you could overall how
they care for mental health patients?

Dr. SATEL. I think the VA’s associated with major universities
that have high standards and I think they have learned a lot of les-
sons from the way they approached the Vietnam era, which again
was with the best of intentions, but there were things that we
learned that I think we don’t do now as much which is to say now,
well, things are so different also.

A lot of those men, well some women, but mostly men, you know,
we didn’t recognize that psychiatry—didn’t recognize it until 1980
and then the first Center of Excellence I believe didn’t start until
1987, so by the time people showed up, they had been sick for so
long, and often in what—there is a term for it, I am not making
this term up, it is called malignant PTSD that some of them had
because of the years of substance abuse and years of criminaliza-
tion.

So by the time someone appears, then it is so hard to treat them,
but we have a chance, and we are taking it now, with this new gen-
eration stepping in, you know.

Mr. WALz. Well, I appreciate that, and I think we concur on that
that the earlier before these things take hold the better, and it is
also holistic in terms of physical, but I would argue it is also the
employment issue.

Dr. SATEL. Definitely.

Mr. WALZ. And everything else. So thank you for that.

Thank you, Mr. Chairman, for the extra time.

The CHAIRMAN. Thank you very much. Thank you very much for
being here today, we appreciate your comments. There may be
some additional questions that will be asked for the record, we
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would ask that you would respond, if in fact, some come your way.
Thank you very much.

I ask the third panel to make their way forward. Ralph Ibson,
Executive Director of Wounded Warrior Project (WWP); Christina
Roof, National Acting Legislative Director for AMVETS; and Dr.
Antonette Zeiss, Acting Deputy Patient Care Services Officer for
Mental Health for the Veterans Health Administration.

We thank you all for being here today.

Mr. Ibson, you are recognized.

STATEMENTS OF RALPH IBSON, NATIONAL POLICY DIRECTOR,
WOUNDED WARRIOR PROJECT; CHRISTINA M. ROOF, NA-
TIONAL ACTING LEGISLATIVE DIRECTOR, AMERICAN VET-
ERANS (AMVETS); AND ANTONETTE ZEISS, PH.D., ACTING
DEPUTY PATIENT CARE SERVICES OFFICER FOR MENTAL
HEALTH, VETERANS HEALTH ADMINISTRATION, U.S. DE-
PARTMENT OF VETERANS AFFAIRS; ACCOMPANIED BY MAT-
THEW J. FRIEDMAN, M.D., PH.D., EXECUTIVE DIRECTOR, NA-
TIONAL CENTER FOR PTSD, VETERANS HEALTH ADMINIS-
TRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS; MARY
SCHOHN, PH.D., ACTING DIRECTOR, OFFICE OF MENTAL
HEALTH OPERATIONS, VETERANS HEALTH ADMINISTRA-
TION, U.S. DEPARTMENT OF VETERANS AFFAIRS; AND TOM
MURPHY, DIRECTOR, COMPENSATION SERVICE, VETERANS
BENEFITS ADMINISTRATION, U.S. DEPARTMENT OF VET-
ERANS AFFAIRS

STATEMENT OF RALPH IBSON

Mr. IBSON. Chairman Miller, Ranking Member Filner, and Mem-
bers of the Committee, thank you for inviting Wounded Warrior
Project to testify this afternoon.

WWP’s vision is that this will be the most successful, well-ad-
justed generation of veterans in history, but critical gaps in VA’s
mental health system are compromising that vision in our view.

The first large gap, and Ms. Buerkle made reference to it, is lack
of effective outreach. Given the prevalence of PTSD among return-
ing warriors and the risk that lack of treatment will result in se-
vere chronic disability, it is concerning to us that VA is reaching
only about one of every two returning veterans.

In our view VA should approach this issue as more of a public
health issue.

In 2008, VA telephoned the approximately half million OEF/OIF
veterans who at that time had not enrolled for VA health care and
it encouraged them to do so. This was apt recognition, in our view,
that we must be concerned with the entire OEF/OIF veteran popu-
lation. But a single telephone contact is hardly an effective out-
reach campaign.

Compounding lack of aggressive outreach, we see Dr. Seal’s data
as very, very powerful and very disturbing. It tells us that enroll-
ing for VA care and being seen for a war-related mental health
problem does not assure that a returning veteran will complete a
course of treatment or even return for a follow-up visit.

Also troubling is that VA has set a very low performance bar for
reversing this trend.
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Certainly I think, as evidenced by Dr. Seal’s testimony and what
she described at VA’s Medical Center in San Francisco, veterans
are getting good mental health care at many places in VA, but it
is worth acknowledging that VA really operates two mental health
systems, a nationwide network of medical centers and outpatient
clinics and a much smaller readjustment counseling program oper-
ating out of community-based Vet Centers.

In our view, the differences between these two systems help ex-
plain why greater numbers of returning warriors do not pursue VA
treatment and why many of them discontinue treatment.

The warriors with whom we work consistently report high satis-
faction with the Vet Center experience. In essence, the strengths
of the Vet Center program highlight the limitations of the larger
system for many of these warriors.

As Dr. Seal indicated, VA medical centers passively wait for vet-
erans to pursue mental health care rather than aggressively reach-
ing out to them in their communities on a one-on-one basis.

The larger system gives insufficient attention, in our view, to en-
s}tln"ing that those who begin treatment actually continue and
thrive.

No doubt it emphasizes, as was discussed, training clinicians in
evidence-based therapies, but it does much less to ensure that
those clinicians really understand warriors’ military culture and
the combat experiences they have been through.

And unlike Vet Centers and unlike what Dr. Seal described at
VAMC San Francisco, most VA medical centers fail to provide fam-
ily members needed mental health services, often resulting in those
warriors struggling without a healthy support system.

In 2007, VA developed an important policy directive that identi-
fies what mental health services should be available to all enrolled
veterans no matter where they live, but as VA has acknowledged
this directive is still not fully implemented. Access remains a prob-
lem, as many small VA clinics have at best limited mental health
staff. VA policy directs that facilities contract for mental health
services where necessary to provide that care, but those facilities
have generally made only very limited use of that authority.

PTSD and war-related mental health problems can be success-
fully treated, as you have heard this morning, and in many cases
VA clinicians in Vet Centers are helping veterans recover, but we
urge that VA focus on closing what we see as serious gaps.

We look to the experience that veterans like Mr. Hanson have
had. Mr. Hanson is the kind of veteran who could do extraordinary
work in his community and other communities in Minnesota reach-
ing out and working one-on-one with other veterans and bringing
them into treatment. If he had had a successful experience with
VA, he would be an extraordinary salesperson, unfortunately he
didn’t have that positive experience.

Likewise in terms of sustaining veterans in treatment, in terms
of dealing with that retention issue that Dr. Seal discussed, a vet-
eran like Mr. Hanson would be a wonderful adjunct to a clinical
team to work directly with warriors having the unique warrior-to-
warrior connection that he has.

Secondly, we would urge VA to launch education and training
programs for its staff on military culture and the combat experi-
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ence so that the connection is a closer one so that it is not a distant
or simply “friendly” clinician-patient relationship as Mr. Hanson
described it.

We would urge that VA provide needed mental health services to
family members whose own war-related mental health issues may
diminish their capacity to provide support.

And we would urge that VA expand the number of its Vet Center
sites and locate new ones near military facilities.

We recognize the importance of robustly addressing the full
range of issues facing returning warriors so that they can thrive
physically, psychologically, economically.

Compensation for service-connected disability is certainly an
earned benefit and critically important to most veterans’ reintegra-
tion and economic empowerment, yet data from recent surveys we
have conducted underscore that much more work needs to be done
at the most basic level to achieve better coordination and unity of
focus between VHA and VBA.

For example, notwithstanding guidance suggesting that com-
pensation and pension (C&P) exams may need to be as long as 3
hours to fully develop a PTSD claim, one out of every five of the
warriors who responded to our survey indicated they were seen for
30 minutes or less.

This Committee has emphasized this morning the goal of a
wellness-focused VA response to mental illness. One step in that
direction, in our view, would address a problem identified by the
Disability Commission regarding VA’s IU benefit. We concur with
their recommendation and that of the Institute of Medicine that
the Individual Unemployability benefit should be restructured to
encourage its veterans to reenter the workforce.

In closing, Mr. Chairman, while we recognize that VA has some
excellent mental health treatment programs, our work with war-
riors highlights the gaps plaguing the system, gaps in a largely
passive approach to outreach, gaps in access to mental health care,
gaps in sustaining veterans in mental health treatment, gaps in cli-
nicians understanding of military culture and combat experience,
gaps in family support, and gaps in coordination with the benefit
system.

We look forward to working with this Committee to help close
those gaps.

Thank you.

[The prepared statement of Mr. Ibson appears on p. 78.]

Ms. BUERKLE. [Presiding.] Thank you, Mr. Ibson.

Ms. Roof.

STATEMENT OF CHRISTINA M. ROOF

Ms. Roor. Madam Chair, Ranking Member Filner, and distin-
guished Members of the Committee, on behalf of AMVETS, I would
like to extend our gratitude for being given the opportunity to
share with you our view and recommendations at today’s hearing
regarding VA’s system of mental health care and benefits.

You have my complete statement for the record so today I will
briefly discuss two areas of concern to AMVETS.

Sadly suicide has become a too familiar casualty of war. Suicide
among veterans and servicemembers seems to become an epidemic
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with no end in sight. The rate at which veterans and active duty
military personnel are taking their own lives has surpassed that of
the non-veteran population for the first time in our Nation’s his-
tory.

According to numerous studies performed by the National Insti-
tutes of Health (NIH), VA, and the U.S. Department of Defense
(DoD), upwards of 43 percent of veterans having served in the re-
cent conflicts will have experienced traumatic events resulting in
PTSD or other invisible wounds such as depression. Left untreated,
these invisible wounds have a devastating impact on the lives of
those veterans and servicemembers who suffer in silence, as well
as their families.

AMVETS believes one of the hardest and most humbling deci-
sions a veteran can make is to seek care for their invisible wounds
of war. However, often when these men and women reach out to
VA for help, they are met with broken policies, lengthy procedures,
as well as an overall lack of communication between VHA and
VBA.

Moreover, these veterans who are brave enough to ask for mental
health care are encountering a confusing and frustrating claims
system entrenched in bureaucracy.

Many of these veterans find VA to be more of a hindrance than
helpful to their overall well-being and thus choose to forego the
care and benefits they critically need.

One of the initial experiences a veteran will have within the VA
system is with the claims examiner, thus the response from VA to
a veteran seeking care for their invisible wounds is a PTSD claims
evaluation without a concurrent offer for treatment. Now a poten-
tially fragile situation is made even worse.

VA agency affiliation of the examining claims representative may
not be clear to a newly enrolled veteran filing their first mental
health claim.

Qualitative data suggests veterans who undergo compensation
examinations report not understanding the distinction between an
evaluative claims examination with that of a mental health care
treatment examination.

Many veterans do not make the distinction between the VHA
staff who conduct examinations and provide care to that of the
VBA staff who decide claims and dispense benefits. To many vet-
erans they are both simply “VA staff.”

For example, a claims examination focuses on data collection
rather than addressing a veteran’s distress. The compensation ex-
aminer may have to collect information about traumatic issues that
the veteran is unprepared to address, even in a therapeutic setting.

In addition, a compensation interview often has more time con-
straints and the veteran may feel rushed, coupled with the frustra-
tions felt towards the claim examiner who must consider not only
the veteran’s perspective, but also the alternative sources of data
and may ask questions that challenge the veteran’s version of
events.

AMVETS urges VHA and VBA to immediately address the cur-
rent confusion between clinical VHA functions and that of forensic
VBA functions. The lack of education being provided to our vet-
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erans is causing too many veterans in need to turn away from the
life-sustaining care and benefits VA has to offer.

AMVETS second area of concern is with the non-compliance of
numerous Veterans Integrated Services Networks (VISNs) to cur-
rent VHA directives, policies, and procedures addressing mental
health care. More specifically VHA Handbook 1160.01.

In September 2008, VA issued VHA Handbook 1160.01 defining
the clear minimum clinical requirements of mental health services
throughout the entire VA health care system. The handbook out-
lines policies and procedures related to suicide prevention, special-
ized PTSD services, 24/7 emergency mental health care, and over
100 other issues directly related to the treatment and programs of
mental health care.

VHA 1160.01 also clearly outlined the requirement that every
VAMC and community-based outpatient clinic was to have these
programs and policies in place no later than the last working day
of September 2009 unless granted written permission by the Sec-
retary.

Immediately following this deadline, as required by the Military
Constructions Veterans Affairs and Related Agency Appropriations
Bill of 2009, the Office of Inspector General (OIG) conducted a re-
view of VHA’s progress and the implementation of the require-
ments.

In 2010, OIG’s findings on VA’s progress were released and
raised several serious concerns for AMVETS.

AMVETS found VA’s failure to implement numerous critical
parts of the handbook directly related to suicide prevention and
mental health care to be unacceptable.

AMVETS is especially concerned over the following OIG findings:

One, the lack of access to timely treatment within all VISNs re-
garding specialized PTSD residential care program. The current
wait time for many veterans living in rural or remote areas is 6
to 8 weeks.

Two, VHA’s lack of trained personnel to provide intensive out-
patient services for the treatment of substance abuse. As we have
seen today, substance abuse can lead to things such as homeless-
ness and/or aggravate symptoms of the invisible wounds for vet-
erans not receiving the care they have earned through their serv-
ice.

Three, VA’s limited availability of 23-hour observation beds for
patients at risk of harming themselves or others.

And finally, VA’s failure to have the presence of at least one full-
time psychologist to provide clinical services to veterans in VA com-
munity living centers with at least 100 residents.

These are only a few of the numerous problems OIG outlined in
their report. AMVETS finds it to be inexcusable and irresponsible
that numerous VAMCs and CBOCs are still, in 2011, being allowed
to operate in a state of non-compliance to the VHA Handbook
1160.01.

In closing, AMVETS believes VA must hold these non-compliant
VAMCs and CBOCs accountable and start taking a more proactive
approach to insuring our veterans are receiving only the highest
quality of mental health care they can provide.
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AMVETS further urges Congress to step up the oversight as it
relates to the full implementation of the VHA Handbook 1160.01
and mental health care as a whole within the VA health care sys-
tem.

Until we stop taking a reactionary approach to VA’s system of
mental health care, we are destined to be playing catch up and
meeting the needs of today’s returning war fighters.

Chairman and distinguished Members of the Committee, this
concludes my testimony, and I stand ready to answer any questions
you may have for me.

Thank you for allowing me to go over my time.

[The prepared statement of Ms. Roof appears on p. 86.]

Ms. BUERKLE. Thank you very much for your testimony.

Dr. Zeiss.

STATEMENT OF ANTONETTE ZEISS, PH.D.

Ms. ZE1ss. Thank you, and I am here accompanied by Dr. Matt
Friedman, the Director of the National Center for PTSD, Dr. Mary
Schohn who is the acting lead for the new Office of Mental Oper-
ations who will have significant responsibility for implementation
and ensuring that policies are fully implemented, and Mr. Tom
Murphy from the Veterans Benefits Administration. And many
issues have been raised.

I am going to actually do a very abbreviated oral testimony, be-
cause I think you all have questions and I want to address many
of the things that have come up.

Let me focus the testimony first on comments on a couple of ear-
lier things and then on the call for evidence-based policy and care
within VA.

I guess I would say first in terms of Mr. Hanson’s testimony that
the most moving thing to me and something that Dr. Seal ad-
dressed, but I also want to address, is his sense of not feeling a
personal connection at VA.

My own experience of working for VA for almost 30 years now
is that this is the most passionate and dedicated group of profes-
sionals I can imagine working with, and I have worked in academic
settings and other settings as well, and I would love to talk more
with Mr. Hanson about his experience and think together about
how to make sure that the passion we all feel for the work we do
and for caring for veterans is being communicated directly.

I also want to say that I agree enormously with Dr. Seal’s com-
ments. In fact, most of the things she was recommending are in
fact national VA programs. She was talking about them within the
context of the San Francisco VA, but most of them are mentioned
in the Uniform Mental Health Services Handbook, and in fact, the
integrated clinic for returning OEF/OIF veterans is present
throughout the system led by Dr. Stephen Hunt and is staffed with
mental health professionals throughout the system. I think it is an
excellent way to specifically meet the initial needs of a number of
returning veterans. And then we have to stand ready to deliver in
many ways beyond just that initial care.

I would say and I am happy to talk with you, the OIG has closed
all of its recommendations from the report that you describe as we
have reported on further progress and implementation and they
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have agreed that those recommendations have been met and that
there is still work to do. We are still not at 100-percent implemen-
tation. We can talk about that how we are absolutely committed to
that work, but we are well beyond what was in that set of rec-
ommendations. We shared the same concern you did about making
sure that things happened and things changed.

A couple of other things to comment on that have come up dur-
ing the discussion. We have hired since fiscal year 2005, 7,500 full-
time mental health staff, that is mental health professionals, psy-
chologists, psychiatrists, nurses, and social workers, but also addic-
tion techs, outreach workers, support staff of a variety, and the
number of veterans who are seen for mental health care has in-
creased quite commensurately going up from in the less than a mil-
lion around 800,000 to over 1.2 million if we look only at specialty
mental health care, and up to 1.8 million if we are thinking about
people who are also being seen in integrated care, primary care set-
tings.

So we are very much expanding care, and we are working as Dr.
Seal talked about to deliver the most effective evidence-based care.

We agree that we need to continue to lay the groundwork and
ensure that more veterans receive those full courses of care, but we
do have some evidence that people may not have been captured in
the early time period her study covered up to 2008, but in fact just
as with substance abuse treatment people often drop out several
times before they then engage with a full course of treatment, and
we are seeing some of those same patterns in VA.

We are also developing increased tools to link people to care such
as the mobile app for a PTSD coach that Dr. Seal mentioned, which
after 2 months has been downloaded as a free app by over 10,000
people in 37 countries and has the highest possible ratings.

And finally in closing, I would encourage you to look at a report
that has been submitted to Congress, the “Government Perform-
ance and Results Act Review” that VA participated in from fiscal
year 2006 through fiscal year 2010, to look at the transformation
of the VA system for mental health care in that time and point out
that it concludes that VA mental health care was superior to other
mental health care offered in the United States on most all dimen-
sions surveyed.

These data speak to the great strides VA has made in mental
health care. Clearly we have more to do. We share concerns about
many of the issues that have been raised. We are happy to talk
about what are the next steps, what are ways in which we can con-
tinue to act on our passion to serve veterans fully.

Thank you.

[The prepared statement of Dr. Zeiss appears on p. 94.]

Ms. BUERKLE. Thank you all very much, I will yield myself 5
minutes at that time for questions.

Mr. Ibson, in your opening statement you mentioned that there
were gaps. Could you perhaps in order of priority mention the most
glaring gaps and the ones that need the attention, you know, our
most immediate attention?

Mr. IBsoON. It’s difficult to prioritize, but I think you put your fin-
ger on a powerful point, which is that we should assume that all
returning veterans are at risk of PTSD, and the fact that untreated
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PTSD can be such a pernicious, disabling condition argues that a
VA health care system not passively rely on notices on its Web site,
but that it actually engage veterans in their communities and at-
tempt to bring them into treatment through more aggressive out-
reach. That is we urge VA to view this as really a public health
problem, not simply a matter of providing treatment when veterans
walk through the door.

And I think secondly the concern with retention, asking the ques-
tion why are veterans not staying in the system, and exploring in
a more wholehearted way efforts to sustain veterans in treatment.

I think Dr. Seal spoke to a number of ideas. Our suggestion,
which is actually reflected in Section 304 of the Caregiver Law of
last year calls on VA to employ returning veterans to do peer-out-
reach and provide peer-support services. We think there is an im-
portant role for returning veterans who have experienced mental
health problems and benefited from the excellent treatment that
can be available to work with their peers who may be on the fence,
who may be hesitant, who may be quick to drop out. I would say
those are two of the more compelling ways in which we see gaps
and would urge that they be closed.

Ms. BUERKLE. Thank you.

Dr. Zeiss yesterday we had a hearing and the Chairman alluded
to the hearing regarding sexual assaults, and one of the most com-
pelling pieces of information that came out from that and you get
a sense of it this morning is that we can’t count on every VA facil-
ity to be consistent, and so I would like you to speak to that a little
bit.

You mention about the staff that you are involved with, and I
know Dr. Seal earlier mentioned her facility, but how can we en-
sure that the same environment is being created across the VA sys-
tem? It seems to me that needs to be a priority so we can ensure
it isn’t dependent on the facility, it is dependent on the VA system
as a whole and they are giving our vets what they need.

Ms. Zerss. Well, I think that is a splendid question. It is one of
the things that has consumed my energy since coming to Central
Office, because I completely agree with you that we can set impor-
tant policies based on data, evidence, and what we know about
gaps and then we have to be sure that they are very consistently
carried out.

And I would like to turn to Dr. Schohn, because one of the things
that has happened just in the last few months is that VHA has re-
organized to create this Office of Mental Health Operations that
will be able to interact much more directly with VISN directors,
with facilities, and really tackle some of those issues very directly.

Dr. SCHOHN. Yes, just in the last few months, VHA has reorga-
nized, and part of the reorganization has been to build in a clinical
presence in operations so the office that I am with, the Mental
Health Operations Office, is really charged with overseeing compli-
ance of things like the handbook. So my first job essentially is real-
ly to ensure that that has been implemented enough in all facili-
ties.

As Dr. Zeiss mentioned, we are aware that it has not been fully
implemented. We are concerned about that, and we are directly
working with the field in terms of identifying what are the various
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implementations, what needs to be done, do we need to provide
education, do we need to provide staff training, you know, what do
we need to do in order to make sure that those programs are imple-
mented as written?

As well we will be looking at other areas of concern, things that
arise in reports like what you saw yesterday. So how do we collect
that data and then ensure that the field actually implements the
changes that we are advocating?

Ms. BUERKLE. Thank you. Would it be possible to get that reor-
ganization plan to the Committee?

Ms. Zei1ss. Certainly. We can take care of that when we get back.

[The VA subsequently provided the following information:]

Veterans Healh
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Ms. BUERKLE. Thank you very much, I would appreciate that.

I now yield 5 minutes to the Ranking Member of the Health Sub-
committee, Mr. Michaud.

Mr. MicHAUD. Thank you very much, and I want to thank the
panel as well for testifying today and have heard, you know, Mr.
Hanson and I heard Dr. Zeiss talk about, yeah, the employees real-
ly do give that care, in reality you don’t hear that throughout the
country quite frankly. There are VA employees who do a really
good job and there are those that are there and just can’t wait to
get rid of this paperwork and there is no consistency among the
VA.

I heard Ms. Roof talk about the fact that the VA employees
aren’t even following the handbook that they are supposed to fol-
low, which is a concern about some of the problems that we are
seeing and the non-compliance among different VISNs and as far
as how they move forward on these particular cases and the prob-
lems that it is causing veterans as far as getting services, whether
it is dealing with female veterans issues as we heard yesterday
when we look at sexual assault and rape. And the fact that the VA
has not done a very good job in that regard, when you look at Mr.
Hanson this morning talk about how he felt that he didn’t get the
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service within the VA, and I have heard that complaint as well
from a lot of veterans throughout the country.

And I guess my question, particularly when you look at mental
health type issues for the doctor, actually Mr. Ibson mentioned this
morning about in his testimony that when the VA goes through
their evaluation exams, that it is extremely brief and superficial.

How can the VA actually address these issues so that they are
not brief or superficial and they really give the care that the vet-
erans really need so they will not get frustrated and try to go else-
where? Because that is the problem I see as veterans getting frus-
trated and not seeking the care among the VA. I mean where is
the accountability within the VA system?

Ms. Zg1ss. Well, several things in what you said so let me ad-
dress what I can and then come back to others as needed.

First of all, in fact we set a standard that veterans who are
newly referred for mental health care need to be seen. They need
a 24-hour triage call and diversion to urgent care if it is needed,
but the main standard is within 14 days then that they will have
a full diagnosis and beginning of treatment plan, and we meet that
standard by well over 95 percent. And part of what contributes to
not meeting the standard is veterans who decline to get an appoint-
ment within that 2-week window.

Now in a system as huge as ours with over 1.8 million veterans
being seen for mental health care, there could be in that 5 percent
that are not meeting that a number of people that you hear about
and that we are concerned about and that we believe we need to
be better on. We would like to continue to do far better and we
want to hear when there are instances where people have not got-
ten the care that the system is set up to deliver.

In terms of the claims interviews, which is I believe what Mr.
Ibson was talking about when he talked about the brief, what I can
say is that we have very recently had a study completed on PTSD
interviews for C&P claims, we will be hearing about the outcome
of that research very shortly.

I will ask Dr. Friedman to say just a bit more about that, be-
cause he has been involved with it, and we will certainly be very
happy to share with you when that evidence is complete what the
evidence is actually showing about what is required for a full, effec-
tive, accurate, and valid PTSD interview and what policies we will
set and how we will work with mental health operations to ensure
that they are met.

Mr. MiCHAUD. Before you answer my concern is, that there ap-
pears to be a lot of studies and evaluations going on and this issue
is not new. It has been going on for quite some time and it is get-
ting really frustrating because the other big issue that we hear,
particularly coming from rural States such as Maine, is access
issues.

When Congress adopted the Office of Rural Health, we provided
funding for the Office of Rural Health to really focus on the fact
that about 40 percent of the veterans live in rural areas, that that
office is supposed to focus on Office of Rural Health. However,
when the GAO did their study to see how effective the Office of
Rural Health has been, the VA can’t account for over 51 percent
of the spending that has occurred in the Office of Rural Health.



56

How many veterans that the office is supposed to take care of been
treated? They can’t account for that.

So the accountability issue is a big concern that I have, because
these are individuals lives, they are families, and I am just tired
of just study after study without really, really focusing on the prob-
lem.

And the other issue that is a big concern is the fact that when
you look at the studies that do occur within the VA system that
they don’t include individuals such as the veterans service organi-
zations (VSOs), individuals who are really affected by it as part of
that collaborative effort, and that is a huge concern, because if you
have VA management that is going to comprise the Committee that
is going to study, you have the same individuals and they are going
to go in there and try and collaborate and what have you, and that
is a big concern that I have is we are not really focusing on the
veterans who really need the help.

As we heard this morning in the different panels, VA, don’t get
me wrong, I think VA does a good job by and large, but there is
a lot of room for improvement, and when I get, whether it is a In-
spector General report or a GAO report saying the VA can’t ac-
count for the money that we are giving them and that the effect
that it is having, I mean that is really concerning.

When I hear from veterans who are frustrated with a system and
they go elsewhere for the help because VA is not providing that
help, that is concerning to me as a Member of Congress, and I
hope, Doctor, that you take this hearing very seriously and you
really start focusing on getting results versus doing another study
and reporting back to Congress. Because all too often what hap-
pens is after the hearing is done unless we do have an aggressive
oversight hearing, you know, you get that report done, it sits on the
shelf and that is the end of it until we hear another outrage among
the veterans community.

So I am just getting frustrated with what I see happening and
hopefully we can do a better job than what we currently have had
over the past few years.

Ms. Zeiss. Well, certainly I am trying to convey that in fact we
are not just studying, we are doing. We have increased the number
of veterans we are seeing for mental health. We have increased the
number of mental health staff, we have increased the effectiveness
of the interventions, and we are putting our passions into trying
to make the kinds of changes in the VA system that you are frus-
trated about and that we want to see those changes too, and we
welcome hearing when, you know, what are the places where we
have not made the progress that you would like to see. And it
sounds like right now one of those is in doing the C&P exams, and
I would really love to let Dr. Friedman, who is really our expert
on PTSD speak to that.

Dr. FRIEDMAN. Well, thank you.

A number of years ago, there was a meeting between VHA and
VBA people to see how could we develop a standard that would es-
tablish a floor so that every C&P exam would meet a minimum
standard. One of the bases for that was this initiative in research
and also in clinical evaluation. For years now, we have developed
a number of excellent assessment tools, some wonderful diagnostic
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scales and other symptom severity scales that are not just used in
VA, but which are used universally, internationally. It seemed to
us that we had an evidence base for assessment that could very
well inform the C&P progress. And based on that meeting, a study,
which as Dr. Zeiss mentioned a few minutes ago, is nearing com-
pletion, was set in motion with examiners at different VA regional
offices throughout the country comparing a standard C&P exam
with a C&P exam that used such an approach—specifically we
used the clinician administered PTSD scale (CAPS), which is con-
sidered the gold standard for PTSD assessment and the World
Health Organization Disability Assessment scale, the WHODAS,
which again is internationally accepted as the best approach for as-
sessing functional status regarded. And so, we have basically C&P
as usual compared with an evidence-based standardized assess-
ment utilizing both the CAPS and WHODAS. Those encounters are
being videotaped. They are being assessed at the National Center
for PTSD, and, stay tuned, we will have the results as soon as we
can get them written up.

Ms. ZEiss. Let me just add finally if I can keep my voice—you
probably know we do have a mental health rural project going on
in Maine in VISN 1 as well as in VISN 20, and 19, the most rural
VISNs that we have, and we are finding that there are some very
effective things we can do in partnering with communities and
making sure that we are getting care more broadly into your sys-
tem and we will learn from that to be able to spread to other parts
of the system as well.

We agree with you, it is really crucial. And the Office of Rural
Health has supported us in doing that, but it is our Office of Men-
tal Health Service that the really focusing that project in VISN 1.

Ms. BUERKLE. Thank you, Mr. Michaud.

At this time first of all I want to just reiterate and emphasize
what my colleague and the Ranking Member has talked about, and
that is the sense of urgency that lives are being lost and people are
slipping through the cracks who need our help, and they are men
and women who have sacrificed so much for this country. So our
duty is even greater.

So I would really encourage the Veterans Affairs to work hard
and diligently and give us an action plan as to how we are going
to address these issues. The gaps that Mr. Ibson talked about, that
we talked about earlier that shows that the VA is getting out in
front of this. We are not just going to be reactionary, we under-
stand, we appreciate the fact how these young men and women are
suffering overseas as they protect our Nation, and what you are
going to do to get out in front of this to help them. So I can’t em-
phasize that enough, time is of the essence.

At this time I want to take a moment to recognize the presence
of Andrea Sawyer. Andrea is the spouse of an OIF veteran who has
100-percent service-connected rating for PTSD.

Andrea has been kind enough to submit testimony for the record
outlining her observations of the VA mental health care system,
and in short she has made the following suggestions.

Treatment must be timely and available. Treatment must be ap-
propriately timed and tailored to address the severity of the symp-
toms. Treatment must be practical. Treatment must be culturally
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competent. Community options should be available. And commu-
nication between the VBA and the VHA need to improve.

I would encourage all of my colleagues to read Andrea’s very
compelling testimony, and I want to thank Andrea for being here
and for providing us with that testimony. Thank you very much.

[The prepared statement of Ms. Sawyer appears on p. 63.]

Ms. BUERKLE. Are there any other questions? At this time I ask
unanimous consent that all Members have 5 legislative days to re-
vise and extend their remarks and include extraneous material for
the record on today’s hearing. Hearing no objection so ordered.

This hearing is now adjourned.

[Whereupon, at 1:07 p.m., the Committee was adjourned.]



APPENDIX

Prepared Statement of Hon. Jeff Miller, Chairman,
Full Committee on Veterans’ Affairs

Good morning. Thank you to our witnesses in attendance, and welcome to the
Committee on Veterans’ Affairs hearing entitled, “Mental Health: Bridging the Gap
Between Care and Compensation for Veterans.”

On May 10, the United States Court of Appeals for the Ninth Circuit issued a
decision that was heavily critical of the care and compensation VA provides to vet-
erans with mental illness. The Court cited VA’s “unchecked incompetence” and the
“unnecessary grief and privation” that delays in treatment and benefits cause vet-
erans and families.

I am not here this morning to judge the Court’s decision . . . I'll leave that to
others. But the heart of the Court’s analysis of the issue is something with which
all of us need to be concerned. Namely, is VA’s system of care and benefits improv-
ing the health and wellness of veterans suffering from mental illness?

On behalf of a grateful Nation, we’ve invested heavily in this system over the last
decade to improve access and make treatment options that experts say are effective
more readily available. But the question remains, are veterans—especially those re-
turning from combat with the invisible wounds of war—on a road to recovery and
able to live full, productive lives?

Recovery, restoration, and wellness . . . these should be overarching objectives of
all VA’s programs. Yet when I look at trends in disability ratings for veterans with
mental illness I see a confusing picture.

On one hand we have a medical system that boasts of evidence-based therapies,
improved access, and high quality of care. On the other we have data from VA indi-
cating that veterans with mental illness only get progressively worse. These con-
founding facts raise the question: Are VA’s health and disability compensation pro-
grams oriented towards VA’s mission of recovery and wellness?

I am not the first who has noted this trend or suggested the need for closer inte-
gration of VA programs.

A 2005 report from the VA Inspector General concluded the following: “Based on
our review of PTSD claims files, we observed that the rating evaluation level typi-
cally increased over time, indicating the veteran’s PTSD condition had worsened.
Generally, once a PTSD rating was assigned, it was increased over time until the
veteran was paid at the 100 percent rate.”

We have a 2007 report from the Veterans’ Disability Benefits Commission—and
we’ll hear from the Chair of that Commission on our second panel—which rec-
ommended that “a new, holistic approach to PTSD should be considered. This ap-
proach should couple PTSD treatment, compensation, and vocational assessment.”

Most recently, we have the Administration raising red flags. In its Fiscal Year
2010 Performance and Accountability Report VA commented on how well its Vet-
erans’ Benefits Administration collaborates with the Veterans Health Administra-
tion when providing services to veterans with mental illness.

The report suggested that with recovery as the essential goal to helping veterans
with PTSD, that perhaps VBA and VHA were working at cross purposes. Let me
quote from that report: “With the advent of the Recovery Model as central to the
treatment of mental health disorders, the current system fails to support and may
even create disincentives to recovery.”

Today, we will move beyond numbers that simply tell us how many veterans use
the system and get at the fundamental question of whether they are on a road to
leading full, productive lives.

For veterans who don’t seek VA care, we need to know why. We need to know
if there are inherent disincentives to recovery. We need to know if the quality of
treatment provided at VA is a reason many seek care elsewhere. We need to know
what is effective and what isn’t.

(59)



60

Quoting from a recent policy paper from the Wounded Warrior Project, “VA’s focus
on the high percentage of veterans who have been treated begs such questions as,
how effective was that treatment, and how many more need treatment but resist
seeking it?” I couldn’t agree more.

It is our duty at this Committee to ask these tough questions. The veterans for
whom this system was created demand it of us.

We are fortunate to have with us on our first panel Mr. Daniel Hanson. Dan
served in Iraq, then came home troubled in mind, trying to cope with the loss of
so many of his fellow Marines. His is a story I hope everyone listens closely to as
a cautionary tale of where we may be inadvertently headed. Looking back, Dan has
some interesting thoughts of what it would have taken to get him into treatment
sooner. And, just as important, he’s got something to say about how he ultimately
found help outside of VA’s system.

On our second panel we have Dr. Sally Satel, resident scholar at the American
Enterprise Institute. Dr. Satel will share with us the principles surrounding what
she believes would be a more effective system of care and compensation for veterans
seeking mental health treatment. As I mentioned we also have the former Chair-
man of the Veterans’ Disability Benefits Commission with us, General Terry Scott.
We also have a VA clinician, Dr. Karen Seal, who will share with us her findings
on health care utilization of Iraq and Afghanistan veterans.

Finally, on our third panel, we will hear the administration’s views, and the views
%f two important veterans’ organizations, AMVETS and the Wounded Warrior

roject.

Again, I thank everyone for being here today. I now yield to the Ranking Member,
Mr. Filner.

———

Prepared Statement of Hon. Bob Filner, Ranking
Democratic Member, Full Committee on Veterans’ Affairs

Thank you, Mr. Chairman, for holding this very important hearing today.

Over the last 4 years, I have raised serious concerns with the backlog of claims
for our veterans. There are a record number of our servicemen and women return-
ing home with scars from the war and now is not the time to delay their benefits.

The report released last year by the VA Inspector General focusing on the delay
of our servicemembers getting an appointment for a medical exam in order to proc-
ess their claim for compensation is just another example of how the VA is failing
our veterans.

The VA system has many obstacles for our warriors by putting them through nu-
merous medical exams for each individual ailment for which they are filing a claim.
The VA could easily streamline this process and allow the veteran to receive one
complete medical exam to expedite the claims process, alleviate the stress on our
veterans, and save our veterans and taxpayers money.

The recent decision issued by the 9th Circuit Court of Appeals in Veterans for
Common Sense and Veterans United for Truth v. Shinseki found that veterans have
a property interest conferred upon them by the Constitution to both VA benefits and
health care.

Ruling for the veteran plaintiffs, the 9th Circuit went a step further to conclude
that because these are property interests, delaying access to health care or the adju-
dication of claims, violates veterans’ due process rights guaranteed by the Fifth
Amendment.

I agree with this ruling wholeheartedly and am disappointed that the VA has not
done more to fix the problem.

We know that on average, every day, 18 veterans commit suicide in this country.
We also know that 1 in 5 servicemembers of our current conflicts will suffer from
PTSD and, unfortunately, the suicide rate for these brave men and women is about
1 suicide every 36 hours. Many of them, as outlined in the ruling, will be left
undiagnosed, untreated and uncompensated. This is a travesty and an outrage.

Last year, the VA Inspector General’s office made recommendations for the Vet-
erans Health Administration and the Veterans Benefits Administration to collabo-
rate more effectively and share information on issues affecting the timely delivery
of exams. I am disappointed that we are still discussing this issue 15 months after
the findings and recommendations.

The VA is not committing sufficient resources to meet the demands of our war-
riors when they return home. I hope that VA will address these shortfalls and I ex-
pect them to come to the table with a plan to fix the problem.

Mr. Chairman, I look forward to the testimony this morning.

———
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Prepared Statement of Hon. John Barrow

Thank you Chairman Miller and Ranking Member Filner for holding this hearing
on mental health treatment.

It is our duty and obligation to ensure that when our troops come home we pro-
vide them the mental health services they not only need, but the services they have
earned. Unfortunately, we have failed to provide adequate mental health treatment.
Too often our veterans afflicted with mental illness go undiagnosed and untreated.

One group of veterans we have failed to provide for adequately are those in rural
areas. Veterans living in rural areas face all the same challenges that veterans in
urban areas face with the added stress of long travel to receive care. For example,
if a veteran in Statesboro, GA needs routine mental health treatment, he would be
forced to travel over an hour and a half to get to the closest VA health facility. That
is too far to travel for routine mental health treatment. A veteran in Statesboro
should be able to travel a short and convenient distance for routine mental health
treatment.

I look forward to hearing ways we can more effectively provide mental health to
our veterans, and I look forward to working with this Committee to provide more
effective mental health treatment. We need to be certain that VA is providing high
quality mental health treatment, while ensuring that veterans can conveniently and
quickly use VA’s health services.

Prepared Statement of Daniel J. Hanson,
South St. Paul, MI (OIF Veteran)

My name is Daniel Joseph Hanson and I am 27 years old. I joined the United
States Marine Corps in January 2003. I was eventually assigned to 2d Battalion,
4th Marines and in February 2004 was deployed to Ar-Ramadi Iraq. The deploy-
ment started with one of our Marines shooting himself in the head and killing him-
self. It was not long before we started losing men and funerals seemed to become
a regular thing. It was hard to know that you had just talked to someone the day
before and now you were saluting an empty pair of combat boots, an upside down
M-16 and a pair of dog tags. When it was all over in October 2004 we lost a total
of 35 Marines.

On our ‘cool down’ period before returning we had a few classes discussing what
each person had seen and how they were dealing with it. For me it was very dif-
ficult to talk about anything that bothered me because I was not an infantryman
and felt as if I did not have the right to raise my hand because of it. I felt as if
I was subpar because the other people in my battalion had been through much
worse and I was weak if I couldn’t handle the things that I went through. After
a few classes we all returned from the deployment and shortly after went on leave.
That is all that we went through in regards to post deployment, a few classes to
i{nake sure that if we had any traumatic events we made sure we let somebody

now.

I was deployed a second time to Okinawa, Japan in 2005. At this point I was mar-
ried and had a child on the way. Upon returning from Okinawa, I had my son and
began preparations to get out of the Marine Corps. I was drinking almost every sin-
gle day, getting in fights and was very depressed. I got out of the Marine Corps in
January 2007 and decided I was out of control and needed to get help.

Before I was released from active duty, a friend and fellow Marine hanged himself
in the basement of his home with an electrical wire. He had gone to the Saint Cloud
VA Medical Center seeking help, but was turned away. A couple weeks later (Feb-
ruary 7th, 2007) my good friend and father figure Sergeant Major J.J. Ellis was
killed in combat. His funeral at Arlington National Cemetery got me to start drink-
ing just a few short weeks after I was trying to get things together again. Then on
March 23, 2007, my brother and best friend, who was also a Marine, hanged himself
in the basement of his home. Travis was working with the VA Medical Center, but
was not willing to open up to them about his internal struggles.

At that point I really went off the deep end. I started working with the VA Med-
ical Center on an outpatient basis. I struggled with anxiety and depression which
eventually led to a lot of destruction. In August of 2007 I separated from my wife
and eventually got divorced, after I got another woman pregnant while I was still
married. I started racking up DUI after DUI and spent some time in jail. I went
to the Saint Cloud VA Medical Center and went through the Dual Diagnosis Pro-
gram. There was good content and it was very informative. However, it lacked any
sort of discipline and there was a gentleman that was smoking meth in the stairwell
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at one point in time. It seemed more like something that would effectively be able
to teach people about what drugs and alcohol can do to a person, but there was not
a whole lot of real life application. Also, there was no aftercare so once I was cut
loose I was pretty much on my own. I still did followup at the Minneapolis VA Med-
ical Center, but I was so far gone outpatient would not suffice.

About a month after I completed the Dual Diagnosis Program, I attempted to kill
myself by swallowing a large amount of prescribed pills. I woke up in the Saint
Cloud VA Medical Center and was put up in the psych ward. I was put on a 72-
hour hold and then released. There was almost no followup after my departure from
my 72-hour hold and then I was just thrown back into my life again. I continued
to drink, cheat, and live a life of anger. I started using drugs again because the alco-
hol was not doing enough to help me cope during the day. I got another DUI and
found myself in jail yet again. A week after my last DUI, I found myself looking
at a lot of jail time. I was scared, broken and wanted to die yet again. One week
later, I checked myself into Minnesota Teen Challenge, which is a 13-15 month
faith based program.

The Minneapolis VA Medical Center does not offer anything close to a 13-15
month long inpatient treatment program. I was walking around wanting to die
every single day, month after month, and no 30-, 60-, or 90-day program would have
been able to get me to where I needed to be. A year removed from the world that
had just become too much for me and that I hated seemed like way too much to
commit to, but it has saved my life. Minnesota Teen Challenge changed me more
than I ever thought possible. I have completely changed my thoughts, actions, and
attitude over the last year. It was a struggle and I considered leaving many times,
but that is because I have always been a person that always took the easy way out.
I now want to live and I want to live a successful life free of any chemicals.

While at Minnesota Teen Challenge, one of the biggest struggles that I dealt with
was not having the funds to complete the program. I was not able to get the VA
to fund the program while I was attending so I put in a claim to have my disability
raised. I fell behind in child support, bills and eventually my payments to Min-
nesota Teen Challenge. It made things very difficult in the midst of me trying to
get my life straightened out. I finally got my claim completed one day after my grad-
uation and up until then I thought I was going to have to sleep in my car to come
out to Washington, D.C. to testify on March 3rd of last year.

There are a lot of things that the Department of Veterans Affairs does well, but
there are several I believe that they could do much better. First, they do not provide
any long term care at all. The longest program that I know about is the Dual Diag-
nosis Program at the Saint Cloud VA Medical Center and I believe that it is only
90 days at the most. The problems that I picked up over the years of bad living
were not going to go away in a matter of months. There are a lot of veterans I know
that walk around in constant pain and depression because they have never been
able to overcome the root of their problems. A program that lasts for a year or more
is much more likely to help a person, and help them not just cope with their prob-
lems, but get rid of them all together. Minnesota Teen Challenge has changed my
life from wanting to die every day to wanting to get up every day because I finally
have a passion to live. Second, there was never any accountability in my experiences
with the VA system. If I missed appointments or just stopped calling all together
it did not seem to really matter to anyone. I felt like I was just another number
going through the revolving door of head doctors that had to talk to me. I had the
opportunity to work with a lot of great VA employees over my time there, but I
never really felt connected. Never thought anyone really cared. Third, there are a
lot of great organizations that are not connected to the Government, but are not
being utilized because it may be more expensive. The VA cannot possibly take care
of all the hurting veterans on their own and I believe that being able to utilize the
resources of organizations not connected to the VA is necessary to help all of them.

I know that when I was discharged from the Marine Corps I was not a healthy
individual, but I certainly would have not let anyone know that. I began getting
treatment at the Minneapolis VA Medical Center, but I was holding back consider-
ably. If I was forced to go into treatment I am sure that I would have saved myself
and most importantly my family a lot of pain and hurt. For me it was a way to
get a pay check without having to do anything for it in return.

I believe that it would be in the best interest of veterans that are struggling to
have compensation withheld if they are not willing to get some sort of help. If the
Government was able to set up some sort of incentive based program to encourage
hurting veterans to take the time and make the effort to get help. I know that if
I would have gotten that kick in the butt I needed I would have been much more
receptive to getting help. As a veteran that used to be struggling with addiction and
mental disorders I can honestly say that getting help was never really something
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I took seriously. But why would I take it seriously? I thought that I was able to
get through anything on my own and I was pretty much indestructible. It didn’t
matter what was going wrong in my life because I could always find a way to blame
it on someone else or to find an excuse that got me through from a day-to-day basis.
I needed someone to tell me that it was not alright and if I didn’t get help there
was going to be some serious consequences for my actions. I was, at the time, a
grown adult capable of making ‘grown up’ decisions, but to be honest I was not very
‘in touch’ with reality. A good example of this was my financial decisions during this
time. The amount of money that I wasted is astronomical and yet the amount of
debt I still racked up is even more unbelievable. I was often times using my com-
pensation money to fuel my drinking and carousing, but when that ran out I started
using credit cards. I mention this because it is just an example of the many reasons
that I needed to get help, but I chose not to because I was able to afford not to.

Another issue I believe needs to be addressed is rehab and counseling that is
strictly with other veterans. I went through Minnesota Teen Challenge which is a
13-15 month rehabilitation program that is set up primarily for nonveterans. I was
able to work on myself at Minnesota Teen Challenge and then once a week go to
the Minneapolis VA Medical Center to work on my service-related problems. In my
personal opinion that is a big reason for my success throughout the program as well
as my continued success today. It was important for me to get my service-related
issues dealt with, but for me to be able to go back to a program that didn’t solely
concentrate on these issues was crucial. It was much easier for me to blend in and
not feel like I always had to talk about my service-related issues, instead I was able
to take a much more in depth look at where a lot of my issues started.

I would not be where I am now without the help from the Department of Veterans
Affairs, but I could have gotten here a lot sooner. I have watched my friends and
family who are veterans suffer through many invisible wounds, and there is no rea-
son for it. I appreciate your time and the opportunity to share my testimony.

———

Prepared Statement of Karen H. Seal, M.D., MPH, Staff Physician,
Medical Service, San Francisco Department of Veterans Affairs Medical
Center, Veterans Health Administration, U.S. Department of Veterans
Affairs, and Associate Professor in Residence of Medicine and Psychiatry,
University of California, San Francisco

Executive Summary
Mental Health Problems in OEF/OIF Veterans in VA Health Care

PTSD rates in OEF/OIF Veterans in VA health care have increased steadily since
the conflicts began, followed by increasing rates of depression. Younger active duty
Veterans appear to be at particularly high risk for PTSD; older National Guard
and Reserve Veterans are at higher risk for PTSD and depression. Rates of de-
pression, anxiety, and eating disorders are higher in women than men; female Vet-
erans who experienced military sexual trauma are at heightened risk for developing
PTSD. Appreciating subgroup differences in the prevalence and types of mental
health disorders can help guide more targeted interventions and treatments, as well
as future research efforts.

Mental Health Services Utilization in OEF/OIF Veterans

The majority (80 percent) of OEF/OIF Veterans that received new PTSD diag-
noses attended at least one VA mental health follow-up visit in the first year of di-
agnosis. However, less than 10 percent with new PTSD diagnoses attended a min-
imum number of mental health sessions within a time frame required for evidence-
based PTSD treatment. Being young (under age 25) and male, having received a
mental health diagnosis from a non-mental health clinic (i.e., primary care), and liv-
ing far from a VA facility (>25 miles) were associated with failing to receive ade-
quate PTSD treatment. Because adequate evidence-based PTSD treatment may pre-
vent chronic PTSD, VA must continue to develop interventions designed to improve
retention in mental health treatment. In contrast, despite underutilization of men-
tal health services, those with mental health disorders disproportionately used VA
primary care medical services. Thus, models that integrate primary care and mental
health services may improve engagement in mental health treatment, and, at the
same time, address co-occurring physical complaints.
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Barriers to VA Mental Health Care

Patient barriers to mental health care among OEF/OIF Veterans include stigma,
logistical barriers, and even the symptoms of the mental health disorders them-
selves. Avoidance in PTSD, apathy in depression, and denial and self-medication
with drugs and alcohol may prevent Veterans from seeking care. In addition, VA
has not always been able to keep pace with the demand for mental health services.
System barriers include shortages of mental health personnel trained in evidence-
based treatments and lack of universal access to telemental health care, particularly
in rural VA facilities. While information technology security is important, excessive
concerns may be impeding the development of more novel Internet and telephone-
based mental health treatment options. Privacy concerns about the Department of
Defense’s access to Veterans’ electronic medical records have discouraged some Vet-
erans from coming forward and disclosing symptoms.

Improving Access to and Retention in Mental Health Treatment for OEF/OIF
Veterans

Capitalizing on the propensity for OEF/OIF Veterans with mental health prob-
lems to receive care in VA primary care settings, VA might consider further restruc-
turing VA services such that more specialty mental health providers trained in evi-
dence-based mental health treatments are embedded within primary care. In addi-
tion, new clinical resources available through Patient Aligned Care Teams (PACT)
in VA primary care (i.e., Nurse Care Managers) could be leveraged to facilitate en-
hanced engagement of Veterans in mental health treatment. For instance, PACT
nurses could act as motivational coaches or could help provide Veterans access to
new technologies such as the VA Internet site, “My HealtheVet” or smart phone ap-
plications such as “PTSD Coach” to enhance access to online mental health treat-
ments or treatment adjuncts. There is also a need for more research to develop and
test modified evidence-based treatments for PTSD and other mental health prob-
lems that are better suited to primary care settings.

Conclusions

OEF/OIF Veterans have extremely high rates of accruing military service-related
mental health problems. Despite this large burden of mental illness, many OEF/OIF
Veterans do not access or receive an adequate course of mental health treatment.
Veterans with mental health disorders disproportionately use VA primary care med-
ical services. Recognizing the advances that VA has already made in VA Primary
Care-Mental Health Integration, and more recently, the Patient-Aligned Care Team
(PACT) model, VA is poised to address many of the remaining system barriers to
mental health care for OEF/OIF Veterans by incorporating more specialty mental
health care within VA primary care to meet the growing needs of this current gen-
eration of men and women returning from war.

It has been nearly 10 years since the current conflicts began and over 2.1 million
servicemembers have served in OEF and OIF. Of these, over 1.2 million have sepa-
rated from active duty service and have become eligible for VA services. Many sol-
diers have endured multiple tours of duty and most have experienced combat. Mak-
ing the transition from war zone to home has been challenging, especially for vet-
erans who have sustained physical injuries, as well as for those who have developed
mental health problems. Based on prior DoD, VA, and nationally representative
samples of OEF/OIF Veterans, the prevalence of mental health disorders has stead-
ily increased: between 19 percent and 42 percent of OEF/OIF veterans have been
estimated to suffer from deployment-related mental health problems (Milliken et al.,
2007; Tanielian & Jaycox, 2008). The most recent data released from the VA Envi-
ronmental Epidemiology Service (January 18, 2011) indicate that 331,514 (51 per-
cent) of 654,348 VA-enrolled Veterans have received mental health diagnoses and
177,149 (27 percent) have received post-traumatic stress (PTSD) diagnoses. These
data confirm that the burden of mental health diagnoses has continued to increase
since the conflicts began in 2001.

The mental health prevalence estimates our research group provides are based on
data our group has acquired from VA national administrative databases which con-
tain mental health diagnostic codes associated with VA clinical visits. The use of
diagnostic codes has been shown to be a valid proxy for estimating disease preva-
lence, but is subject to reporting biases and some misclassification errors. Our find-
ings are based on the entire population of OEF/OIF veterans who sought VA health
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care nationwide and thus are not based on a nationally representative sample of
OEF/OIF Veterans. Of note, our findings have been consistent with other published
studies of nationally representative samples of OEF/OIF Veterans.

In one of our earlier studies (Seal et. al, 2009), of 289,328 Iraq and Afghanistan
Veterans who were first-time users of VA health care after separation from OEF
and/or OIF military service, we found that new mental health diagnoses increased
6-fold from 6 percent in April 2002 to 37 percent by March 31, 2008. Thus, by 2008
over 1 of every 3 Veterans had received one or more mental health diagnoses. More-
over, with each additional year of follow-up, we observed the accrual of additional
mental health diagnoses in individual Veterans. Similarly, Milliken and colleagues
demonstrated increases in mental health problems among OEF/OIF soldiers who
were screened again several months after returning home compared to rates imme-
diately after returning (Miliken et al., 2007). There are several factors that con-
tribute to delayed onset of mental health diagnoses. There may be stigma leading
to reluctance to disclose mental health problems until those problems interfere with
functioning (Hoge et al., 2004). Some military service-related mental health prob-
lems only appear months to years after combat (Solomon et al., 2006) and somatiza-
tion or co-morbidity often confound accurate mental health diagnosis (Kessler et al.,
1995). The VA policy change that extended free VA military service-related health
care to 5 years from 2 years post-discharge has likely increased our ability to detect
mental illness in OEF/OIF Veterans. Now our challenge is to engage Veterans with
mental health problems in care.

Several other key findings regarding the prevalence of mental health disorders
have emerged from our recently published studies (Seal et al., 2009; Maguen et al.,
2010; Seal et al., 2011):

e Among the 106,726 OEF/OIF Veterans with mental health diagnoses, by
study end (2008), two thirds had more than one co-occurring mental health
diagnosis: approximately one-third had two mental health diagnoses and an-
other third had 3 or more different mental health diagnoses, increasing diag-
nostic complexity and complicating treatment.

Overall, from 2002 to 2008, the rate of PTSD had increased from 0.2 percent
to 22 percent (62,929); with a rapid increase in PTSD in the first quarter of
2003 following the invasion of Iraq. Greater combat exposure was associated
with higher risk for PTSD in active duty Veterans.

Age and component type mattered: Active duty Veterans less than age 25
years had 2 to 5 times higher rates of PTSD, alcohol and drug use disorder
diagnoses compared to active duty Veterans over age 40. In contrast, among
National Guard/Reserve Veterans, risk for PTSD and depression were sig-
nificantly higher in Veterans over age 40 compared to their younger counter-
parts less than age 25.

Rates of depression diagnoses in OEF/OIF Veterans paralleled increases in
PTSD with 50,432 (17 percent) Veterans diagnosed with depression by 2008.
PTSD and depression were highly comorbid with as many as 70 percent of
Veterans suffering from both conditions.

Women OEF/OIF Veterans were at significantly higher risk for depression
than men; women Veterans were also at significantly higher risk for anxiety
disorders and eating disorders than their male counterparts.

e Thirty-one percent of women with PTSD compared with 1 percent of men
with PTSD screened positive for a history of military sexual trauma (MST).
Women Veterans with MST were over four times more likely to develop PTSD
than OEF/OIF female Veterans without MST.

Overall, over 11 percent of OEF/OIF Veterans received substance use disorder
diagnoses. Male Veterans had over twice the risk for substance use disorders
as female Veterans. Among Veterans with substance use disorders, 55-75
percent had comorbid PTSD or depression.

In summary, PTSD rates in treatment-seeking Veterans in VA health care have
increased steadily since the conflicts began, closely followed by increasing rates of
depression diagnoses. Particular subgroups of OEF/OIF Veterans appear at higher
risk for mental health diagnoses. Younger active duty Veterans appear to be at par-
ticularly high risk for PTSD likely due to higher combat exposure. Older National
Guard and Reserve Veterans were at higher risk for PTSD and depression than
younger National Guard/Reserve Veterans. Further investigation of the causes of
mental health diagnoses in older Guard/Reserve Veterans is warranted because
measures of greater combat exposure were not consistently associated with mental
health diagnoses. One explanation is that when called to arms, older Guard/Reserve
members are more established in civilian life and may be less well prepared for
combat, making their transition to war zone and home again more stressful. Regard-
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ing the relatively low prevalence rates of drug use disorders in OEF/OIF Veterans
in our sample, stigma, fear of negative repercussions, and lack of universal screen-
ing for illicit substances in VA may have reduced the number of drug use disorders
reported and detected. Finally, there are pronounced gender differences in military
service-related mental health disorders: Rates of depression, anxiety and eating dis-
orders were elevated in women compared to men; female Veterans who experienced
MST were at extremely high risk for developing PTSD. Appreciating subgroup dif-
ferences in the prevalences and types of mental health disorders can help guide
more targeted interventions and treatments, as well as future research efforts.

Mental Health Services Utilization in OEF/OIF Veterans

Overview

The Department of Veterans Affairs (VA) health care system is the single largest
provider of health care for OEF/OIF Veterans with over 50 percent of all returned
combat Veterans enrolled. This is historically high for VA; only 10 percent of Viet-
nam Veterans enrolled in VA health care (Kulka et al., 1990). Since 2001, the VA
had provided OEF/OIF Veterans 2 years of free military service-related health care
from the time of service separation, a benefit which was extended to 5 years in 2008
(“National Defense Authorization Act of 2008”). Most of the over 150 VA medical
centers in the United States offer a complete spectrum of mental health services,
including over 140 PTSD specialty clinics. For rural Veterans living far from a VA
medical center, over 900 VA community-based outpatient clinics offer basic health
care and some offer basic mental health services. After the 5-year period of combat-
related health coverage, OEF/OIF Veterans are eligible to continue to use VA health
care services without charge (if service-connected) or are assessed a nominal co-pay
scaled to income. Of note, OEF/OIF Veterans who have health insurance through
employment, school or otherwise, may seek non-VA health care services in their
communities, and VA data systems do not capture non-VA health care utilization.

Early, adequate evidence-based mental health treatment has been shown to pre-
vent mental health disorders, such as PTSD, from becoming chronic (Bryant et al.,
2003). Multiple studies of Veterans and civilians reveal however that a substantial
proportion of those suffering from mental health problems either do not access,
delay, or fail to complete an adequate course of specialty mental health treatment
(Hoge et al., 2004; Tanielian & Jaycox, 2008; Wang et al., 2005). Studies have
shown that mental health disorders other than PTSD, such as depression and sub-
stance use disorders may be managed in primary care as opposed to specialty men-
tal health (Batten & Pollack, 2008). Some specific symptoms of PTSD, such as in-
somnia, may be managed by primary care clinicians in primary care. However, con-
sistent with the Institute of Medicine’s finding that only two mental health thera-
pies have demonstrated efficacy for PTSD, Cognitive Processing Therapy and Pro-
longed Exposure Therapy, the VA recommends that Veterans with a PTSD diag-
nosis receive definitive treatment by mental health providers trained in these evi-
dence-based therapies, which usually occurs in mental health clinics (Institute of
Medicine’s Committee on Treatment of Posttraumatic Stress Disorder, 2007). Evi-
dence-based PTSD treatments typically require a minimum of 9 or more sessions,
ideally spaced at weekly intervals (Foa et al., 2007; Monson et al., 2006).

Mental Health Services Utilization in OEF/OIF Veterans using VA health
care (2002-2008)

Of nearly 50,000 OEF/OIF Veterans with newly diagnosed PTSD, 80 percent com-
pared to 49 percent of Veterans receiving mental health diagnoses other than PTSD
had at least one VA mental health visit in the first year of diagnosis. Nevertheless,
only 9.5 percent with new PTSD diagnoses attended 9 or more follow-up sessions
in 15 weeks or less after receiving their diagnosis. When the follow-up period was
extended to 1 year, a larger proportion, 27 percent, attended 9 or more mental
health sessions. Among OEF/OIF Veterans receiving mental health diagnoses other
than PTSD (e.g., depression), only 4 percent attended 9 or more follow-up sessions
in 15 weeks or less and slightly more, 9 percent, attended 9 or more sessions when
the follow-up period was extended to 1 year. Our study was limited in that we
lacked information about non-VA mental health treatment utilization and the spe-
cific type of mental health treatment received. Thus, we can draw no firm conclu-
sions about the adequacy and intensity of mental health care for OEF/OIF Veterans
since we lack data on care received outside the VA system. Nevertheless, VA is cur-
rently the single largest provider of health care for OEF/OIF Veterans and, of those
with new PTSD diagnoses, in the first year of diagnosis, under 10 percent appear
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to have received what would approximate evidence-based mental health treatment
for PTSD at a VA facility, and those with other mental health diagnoses received
an even lower intensity of VA care.

Our study revealed that factors such as being young (under age 25) and male, fac-
tors linked to a greater likelihood of receiving a PTSD diagnosis, were also associ-
ated with a failure to receive minimally adequate PTSD treatment. These findings
may reflect the symptoms of PTSD itself, including avoidance, denial and comorbid
disorders such as depression and substance abuse. In young male Veterans, stigma
likely also plays a major role (Hoge et al., 2004). In addition, we found that having
received a mental health diagnosis from a non-mental health clinic (i.e., primary
care) and living far from a VA facility (>25 miles) were associated with failing to
receive adequate PTSD treatment. Veterans who receive PTSD diagnoses from VA
primary care may be less symptomatic than those receiving diagnoses from mental
health clinics and less in need of specialty mental health treatment or prefer pri-
mary care-based treatments. Indeed, many mental health problems of OEF/OIF Vet-
erans other than PTSD, such as depression, may be effectively managed in primary
care. In fact, we found that among OEF/OIF Veterans receiving mental health diag-
noses other than PTSD, more than 85 percent had attended at least one primary
care visit in the year following diagnosis, the majority of which were coded to indi-
cate that a mental health concern had been discussed. It is also possible that Vet-
erans who receive PTSD diagnoses from non-mental health clinics or who live far
from VA services fall through the cracks in the referral for specialty mental health
care. In sum, our research findings support ongoing implementation efforts by VA
leadership to promote expanded access and adherence to specialty mental health
care, especially for rural Veterans (Zeiss & Karlin, 2008).

Our results suggest that OEF/OIF Veterans may, in fact, be more likely than
Vietnam-era Veterans to have had at least one initial VA mental health follow-up
visit after receiving a new mental health diagnosis. In the National Vietnam Vet-
erans Readjustment Study (NVVRS), a nationally representative sample of Viet-
nam-era Veterans, a much lower proportion of Vietnam Veterans (30 percent) re-
ported having sought any mental health treatment and only 7.5 percent used VA
mental health services (Kulka et al., 1990). A more recent study demonstrated that
after adjustments for potential confounding, variables such as age and the com-
plexity of mental health disorders were more important predictors of whether Vet-
erans received mental health treatment, as opposed to which era they served
(Harpaz-Rotem & Rosenheck, 2011).

It stands to reason that OEF/OIF Veterans would be more likely than prior-era
veterans to have had at least an initial mental health visit. In comparison to Viet-
nam-era Veterans, a higher proportion of OEF/OIF Veterans has experienced “front-
line” combat exposure and has survived their injuries (Gawande, 2004), which has
been associated with the development of mental health disorders and increased need
for mental health services (Hoge et al., 2007). Unlike in prior eras, Congress ex-
tended health coverage for OEF/OIF veterans to 55 years after service separation.
Many newly returned OEF/OIF veterans facing economic hardship have taken ad-
vantage of blanket VA health care coverage and have used VA services. Also, dif-
ferent from prior eras, the Department of Defense, in an effort to reduce stigma,
now openly discusses combat-related stress with active duty servicemembers. Simi-
larly, widespread media attention focused on mental health disorders in Iraq and
Afghanistan Veterans has lowered the threshold for recently returned Veterans to
seek care. Finally, both the VA and the military have implemented population-based
post-deployment mental health screening programs and routinely refer Veterans
who screen positive for further mental health assessment and/or treatment (Hoge
et al., 2006; Seal et al., 2008), all factors which support initial VA mental health
services utilization.

Nevertheless, despite initial use of VA mental health services among OEF/OIF
Veterans, retention in VA mental health services appears less robust. The strong-
est predictor of retention in VA mental health treatment services in our study, as
in others, was “need” for mental health treatment (Spoont et al., 2010). Veterans
receiving PTSD diagnoses (as opposed to other mental health diagnoses) and those
receiving additional comorbid mental health diagnoses in conjunction with PTSD
were more likely to remain in care and receive minimally adequate PTSD treat-
ment. Unfortunately, compared to studies of civilians however, retention in VA men-
tal health treatment appears inferior. For instance, the National Comorbidity Sur-
vey Replication Study, a population-based survey of 9,282 U.S. civilian adults, found
that 48 percent of patients with any mental disorder (including PTSD) reported hav-
ing received at least “minimally adequate therapy,” defined by evidence-based na-
tional mental health treatment guidelines, within the first year of diagnosis (Wang
et al., 2005). In contrast, similar to our findings, a RAND Corporation study re-
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ported that a much lower proportion, 25 percent of a nationally representative sam-
ple of OEF/OIF Veterans with PTSD and depression, received “minimally adequate
therapy” within the first year of diagnosis (Tanielian & Jaycox, 2008).

In summary, we found that the majority of OEF/OIF Veterans that received new
mental health diagnoses, including PTSD, attended at least one mental health fol-
low-up visit in the year after mental health diagnosis. However, the vast majority
of OEF/OIF Veterans with new PTSD diagnoses failed to attend a minimum number
of mental health sessions within a recommended time frame required for evidence-
based PTSD treatment. Because early, evidence-based PTSD treatment may prevent
chronic PTSD, it will be important that the VA, in its mission to provide the best
care for returning combat Veterans, continue to develop and implement interven-
tions to improve retention in mental health treatment, with particular attention to
the needs of more vulnerable OEF/OIF Veterans.

Utilization of VA Primary Care in OEF/OIF Veterans with Mental Health
Problems

Despite underutilization of mental health services, those with mental health dis-
orders disproportionately use VA primary care medical services compared to OEF/
OIF Veterans without mental health problems. Frayne et al. examined non-mental
health medical care among 90,558 Veterans from 2005 through 2006 and found that
those with a diagnosis of PTSD had more medical diagnoses and greater primary
care service utilization than those without a mental health diagnosis (Frayne et al.,
2010). Another article published by Cohen et al. in our group, found an increased
prevalence of cardiovascular risk factors (i.e. hypertension, high cholesterol, smok-
ing, and obesity) in OEF/OIF Veterans with PTSD compared to Veterans with men-
tal health conditions other than PTSD, or no mental health conditions (Cohen et al.,
2010). In a related study, Cohen et al. reported that Veterans with PT'SD consumed
almost twice as much primary medical care as those without a mental health diag-
nosis (Cohen et al., 2010). There are several possible explanations for these findings:
The traumatic events that caused PTSD might have also caused physical injury re-
quiring medical attention; somatic symptoms and stigma associated with PTSD may
have motivated Veterans to seek VA primary care; PTSD may be associated with
high-risk behaviors (e.g. alcohol abuse) leading to physical health problems, and fi-
nally, increased contact with the medical system through PTSD treatment, may
have led to increased detection of other physical problems. To the extent that we
fail to retain Veterans in an adequate course of mental health treatment, we may
continue to grapple with pervasive and chronic comorbid physical and behavioral
problems in VA primary care clinics. Because most individuals with PTSD, includ-
ing OEF/OIF Veterans, pursue medical treatment in primary care, models that inte-
grate primary care and mental health treatment may improve both engagement and
retention of patients in mental health care, while simultaneously addressing co-oc-
curring physical complaints.

Barriers to VA Mental Health Care

Patient Barriers

There have been numerous reports of barriers to mental health care for OEF/OIF
Veterans. Our data and the work of others indicate that while there are indeed bar-
riers to access and initiation of mental health treatment, longer-term retention in
mental health treatment is far more problematic (Seal et al., 2010; Seal et al., 2011,
in press; Spoont et al., 2011; Harpaz-Rotem & Rosenheck, 2011). Barriers to engage-
ment in mental health treatment have generally been categorized into patient-re-
lated barriers and system barriers. Patient barriers have been well-described and
include: (1) Stigma regarding mental illness-concerns about being perceived as weak
by family, friends, colleagues, or within one’s culture for coming forward with men-
tal health problems, (2) “Battlemind”—not recognizing or believing that behaviors
such as hypervigilance that were adaptive in the war zone are now maladaptive in
civilian life, and thus not seeking or accepting mental health treatment, (3) Beliefs
and attitudes that mental health treatment, including psychoactive medication, is
not effective or even dangerous, (4) Logistical barriers such as job, school, family ob-
ligations, geographical distance, and lack of transportation, (5) Symptoms of mental
health disorders themselves, such as avoidance in PTSD, apathy in depression, and
denial in drug and alcohol abuse, and (6) Self-medication with drugs and alcohol
that may temporarily mask symptoms.
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VA System Barriers

The Institute of Medicine (IOM) identified six aims for improvement of the quality
of mental health care. These included safety, effectiveness, patient-centeredness,
timeliness, efficiency, and equity (Institute of Medicine, 2006). Consistent with these
aims, the VA has made numerous strides toward improving the delivery of mental
health treatment for OEF/OIF Veterans by greatly increasing mental health capac-
ity and services. For instance, in order to improve identification and treatment of
Veterans with mental health disorders, since 2004, the VA has conducted universal
post-deployment mental health screening of OEF/OIF Veterans who receive care at
VA facilities (Seal et al., 2008) In addition, in 2007, the VA initiated an expansion
of mental health services capacity, which included an increase in the number of
mental health staff assigned to more rural VA clinics, an increase in the use of
video-teleconferencing services (“telemental health”) to increase access to specialty
mental health care for rural Veterans, and the implementation of the Primary Care
Mental Health Integration initiative to co-locate mental health providers in primary
care settings (Zeiss & Karlin, 2008). Indeed, the new VA primary care Patient
Aligned Care Team (PACT) model is consistent with IOM principals to improve the
quality of mental health care by identifying a mental health provider that is associ-
ated with each of the primary care PACT teams to provide timely and efficient men-
tal health care to Veterans within primary care.

Nevertheless, with ever-increasing numbers of OEF/OIF Veterans presenting with
mental health problems, VA has not always been able to keep pace with the demand
for services, particularly in more rural VA facilities. From my perspective, there are
several VA system barriers which are remediable and require our attention:

e There are shortages of mental health staff (psychologists and social workers)
who are trained in evidence-based therapies for PTSD, particularly in more
rural VA community-based outpatient clinics.

e There is a lack of universal access to telemental health services for Veterans

receiving care at more rural VA community-based outpatient clinics to pro-

vide access to specialty mental health clinicians based at VA medical centers.

Information technology (IT) security is important, yet excessive concerns

about IT security may be slowing the development and use of more novel

Internet and telephone-based mental health treatment options that may ap-

peal to younger Veterans.

e Veterans continue to complain about difficulties navigating the VA system to
schedule appointments, long wait times for appointments, and shortages of
drop-in appointments, which limit access to care.

e Limited mental health treatment resources for families and children of Vet-
erans, as well as the lack of childcare limits mental health treatment options
for Veterans and their families; particularly affecting Women Veterans.

e In an effort to enhance information exchange between the Department of De-
fense (DoD) and the VA, there is concern that Veterans’ confidential elec-
tronic medical records will be viewed by DoD, causing some Veterans to be
reticent about disclosing sensitive mental health concerns such as substance
abuse issues, interpersonal violence, and sexual identity issues, which limits
their ability to receive treatment for these problems at VA.

Enhancing Access to and Retention in Mental Health Treatment for OEF/
OIF Veterans

Capitalizing on the propensity for OEF/OIF Veterans to receive care in VA pri-
mary care settings, one strategy to further enhance engagement in mental health
services is to further co-locate and integrate specialty mental health services, such
as evidence-based PTSD treatment, within primary care. Despite the VA Primary
Care Mental Health Integration initiative, even in model programs, these embedded
mental health providers (many of whom are social workers) typically provide further
assessment of positive mental health screens, specialty mental health referrals,
medication management, and brief supportive therapies, but rarely provide evi-
dence-based mental health treatments (Possemato et al., 2011). Use of specialty
mental health services has been associated with greater retention in mental health
treatment, and in turn, improved clinical outcomes (Wang et al., 2005). There are
several ways to provide greater access to specialty mental health treatment through
primary care. Below are a few possible suggestions:

e Restructure VA services such that specialty mental health providers trained in
evidence-based mental health treatments are co-located and fully integrated
within primary care. This requires a new holistic paradigm for VA primary
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care that views mental health care as part of primary care. This may even
involve infrastructure changes to existing medical clinics to accommodate the
co-location of more mental health providers in primary care. These structural
changes could literally “break down walls” that exist between medical and
mental health services, overcome stigma, and narrow the gap between pri-
mary care and mental health. For instance, pre-scheduling mental health vis-
its to occur at the same time as primary care visits, as we do in our one-stop
Integrated Care Clinic at the San Francisco VA Medical Center, will make
it more likely that patients will attend and be retained in mental health.

e Leverage new clinical resources available through Patient Aligned Care Teams
(PACT) in VA primary care. Nurse Care Managers in primary care PACT
teams are currently being trained nationwide through the VA National Cen-
ter for Prevention to conduct motivational coaching through a new VA pro-
gram called “TEACH” (Tuning in, Evaluation, Assessment, Communication
and Honoring the patient). Primary care PACT nurses could conceivably con-
duct brief telephone motivational coaching sessions to remind and motivate
Veterans to attend their mental health appointments. As an alternative to the
telephone, nurses could use the new VA Internet application, “My
HealtheVet” to securely e-mail Veterans about upcoming mental health visits,
a communication modality that particularly appeals to younger Veterans. In
addition, consistent with the evidence-based collaborative care model for de-
pression treatment, nurses could feed back relevant clinical information from
patients to mental health and primary care providers to promote more effi-
cient, coordinated, and effective care.

o Exploit new technologies to deliver mental health treatment through VA pri-
mary care in rural settings where there are limited or no specialty mental
health services. For instance, PACT nurses could coordinate telemental health
visits at VA community-based outpatient clinics with specialty mental health
providers based at VA medical centers. For patients who need care, but are
unable to travel to any VA facility, VA might give serious consideration to
newer technologies that bring mental health care into patients’ homes. Exam-
ples include the delivery of evidence-based mental health treatments over the
telephone or through “Skype,” the use of smart phone applications such as
“PTSD Coach” as an adjunct to mental health treatment, and the use of the
Internet to deliver mental health treatments through VA sites such as “My
HealtheVet” or other state-of-the-art DoD-sponsored Web sites such as
www.afterdeployment.org, which provides online evidence-based mental
health treatment. These Internet-based treatments could be facilitated by VA
therapists who could conduct regular telephone check-ins with patients. These
innovations will require re-visiting some of VA’s current IT security policies.
Support further research to develop and test the implementation of modified
evidence-based treatments for PTSD and other mental health problems in pri-
mary care. There is a need to develop and test PTSD treatments that are
briefer and better suited for primary care. In addition, there is a need to de-
velop and test integrated treatments for PTSD that simultaneously address
substance abuse or other behavioral (e.g. smoking) or physical health prob-
lems (e,g, chronic pain) in the context of PTSD treatment, since PT'SD is high-
ly comorbid with other mental and physical health problems. In this vein, the
incorporation of complementary and alternative modalities in the treatment
of PTSD, such as exercise, yoga, and acupuncture can be used to help moti-
vate engagement in mental health treatment and may help to improve symp-
toms and overall physical and emotional well-being of Veterans suffering with
mental illness.

Conclusion

In summary, OEF/OIF Veterans have extremely high rates of accruing military
service-related mental health problems. Despite this large burden of mental illness,
because of patient and system barriers to VA mental health care, many OEF/OIF
Veterans do not access or receive an adequate course of mental health treatment.
In contrast, despite underutilization of mental health services, combat Veterans
with mental health disorders disproportionately use VA primary care medical serv-
ices. Recognizing the advances that VA has already made in VA Primary Care-Men-
tal Health Integration, and more recently, the Patient-Aligned Care Team (PACT)
model, VA is poised to address many of the remaining system barriers to mental
health care for OEF/OIF Veterans by incorporating more specialty mental health
care within VA primary care. VA has been a pioneer in our national health care
system, learning and growing through vast clinical experience and the enterprise of
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VA health services research. Given the current epidemic of mental health problems
in OEF/OIF Veterans, coupled with budgetary constraints, we will again need to
challenge ourselves to “think outside of the box” to develop and implement new sys-
tems of care, new technologies, and new services to meet the needs of this current
generation of men and women who have served our Country.
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Prepared Statement of Lieutenant General James Terry Scott,
USA (Ret.), Chairman, Advisory Committee on Disability Compensation

Chairman Miller, Ranking Member Filner, and Members of the Committee: It is
my pleasure to appear before you today representing the Advisory Committee on
Disability Compensation. The Committee is chartered by the Secretary of Veterans
Affairs under the provisions of 38 U.S.C. in compliance with P.L. 110-389 to advise
the Secretary with respect to the maintenance and periodic readjustment of the VA
Schedule for Rating Disabilities. Our charter is to “(A)ssemble and review relevant
information relating to the needs of veterans with disabilities; provide information
relating to the character of disabilities arising from service in the Armed Forces;
provide an ongoing assessment of the effectiveness of the VA’s Schedule for Rating
Disabilities; an provide on going advice on the most appropriate means of respond-
ing to the needs of veterans relating to disability compensation in the future”.

The Committee has met twenty nine times and has forwarded two reports to the
Secretary that addressed our efforts as of September 30, 2010 and fulfilled the stat-
utory requirement to submit a report by October 31, 2010. (Copies of these reports
were furnished to majority and minority staff in both Houses of Congress.) The Sec-
retary of Veterans Affairs responded to the interim report on February 23, 2010.
(Copies provided for the Record).

Our focus has been in three areas of disability compensation: Requirements and
methodology for reviewing and updating the VASRD; adequacy and sequencing of
transition compensation and procedures for servicemembers transitioning to veteran
status with special emphasis on seriously ill or wounded servicemembers; and dis-
ability compensation for non-economic loss (often referred to as quality of life).

After coordination with the Secretary’s office and senior VA staff, we have added
review of individual unemployment and the review of the methodology for deter-
mining presumptions to our agenda. Recently, we were asked to review the appeals
process as it pertains to the timely and accurate award of disability compensation.

Your letter of invitation asked me to “(P)resent the views of the Department on
the serious questions that have been raised about the VA mental health care system
and the Department’s ability to provide timely, effective and accessible care and
benefits to veterans struggling with mental illness”. I believe that the representa-
tives of the Department are more current and better qualified to present the view
of the Department. I am offering my views based on the analysis, findings, and rec-
ommendations of the Veterans Disability Benefits Commission (VDBC) that I had
the privilege of chairing from 2004-2007.

Discussions with the Committee staff included a request that I review the perti-
nent findings and recommendations of the Veterans Disability Benefits Commission
(VDBC) that met from 2004-2007 and made 113 recommendations covering a wide
range of Veterans disability issues. Specifically, I was asked to discuss the VDBC
work on the topic of integration among compensation, treatment, vocational assess-
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ment and training, and follow up examination for Veterans suffering from mental
disability, to include PTSD.

It is important to acknowledge the significant progress that VA has made in
adopting and implementing many of the VDBC recommendations and many of the
recommendations of the Advisory Committee.

A master plan for reviewing and updating the entire VASRD body system by body
system is published. A dedicated staff is working on this important project and mak-
ing significant progress. A draft of the revised mental health body system is pre-
pared and under review. Significant progress is underway on four other body sys-
tems with initial conferences set for October 2011 to begin review of three more
body systems.

Disability Benefits Questionnaires are being developed and tested that simplify
the process of evaluating conditions.

Additional adjudicators are being hired and trained.

VA and DoD have established working groups at all levels of the organizations
to ensure improved transition from soldier to veteran.

Pertinent to today’s hearing, the VDBC invested significant time and effort ana-
lyzing the then current methods of diagnosing, evaluating, and adjudicating the
claims of veterans suffering from mental illness including PTSD. Principal source
documents used in the analysis were a 2005 report by the VA Office of the Inspector
General that summarized the trends in PTSD claims and compensation from FY
19992004 and an Institute of Medicine study competed in 2006 titled
“Posttraumatic Stress Disorder: Diagnosis and Assessment”. These studies and the
testimony of veterans, family members, medical professionals, and VA subject ex-
perts provided the basis for the six recommendations the VDBC offered. They are;

Recommendation 5.28

VA should develop and implement new criteria specific to post-traumatic stress
disorder in the VA Schedule for Rating Disabilities. Base those criteria on the Diag-
nostic and Statistical Manual of Mental Disorders and consider a multidimensional
framework for characterizing disability caused by post-traumatic stress disorder.
(This recommendation is addressed by the revision of the pertinent VASRD section).

Recommendation 5.29

VA should consider a baseline level of benefits described by the Institute of Medi-
cine to include health care as an incentive for recovery for post-traumatic stress dis-
order as it relapses and remits. (This recommendation is yet to be addressed and
will likely be addressed as part of the comprehensive approach described in Rec-
ommendation 5.30)

Recommendation 5.30

VA should establish a holistic approach that couples post-traumatic stress dis-
order treatment, compensation, and vocational assessment. Reevaluation should
occur every 2-3 years to gauge treatment effectiveness and encourage wellness.
(This recommendation is the central issue in recasting VA approach to all mental
illness including PTSD)

Recommendation 5.31

The post-traumatic stress disorder examination process: Psychological testing
should be conducted at the discretion of the examining clinician. VA should identify
and implement an appropriate replacement for the Global Assessment of Func-
tioning. Post-traumatic stress disorder data collection and research:

VA should conduct more detailed research on military sexual assault and post-
traumatic stress disorder and develop and disseminate reference materials for rat-
ers.

Recommendation 5.32

A national standardized training program should be developed for VA and VA-
contracted clinicians who conduct compensation and pension psychiatric evaluations.
This training program should emphasize diagnostic criteria for post-traumatic stress
disorder and comorbid conditions with overlapping symptoms, as set for the Diag-
nostic and Statistical Manual of Mental Disorders. (Implementing this recommenda-
