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I. The Committee and its Mandate:  In compliance with the provisions of Section 333, Public Law 104-262, this document is the annual report of the Department of Veterans Affairs (VA) Advisory Committee on the Readjustment of Veterans to the Secretary of Veterans Affairs. The Advisory Committee on the Readjustment of Veterans is mandated to:

A.
Assemble and review information relating to the needs of veterans in    readjusting to civilian life.

B.
Provide information relating to the nature and character of psychological problems arising from service in the armed forces.

C.
Provide an on-going assessment of the effectiveness of the policies, organizational structures, and services of VA in assisting veterans in readjusting to civilian life.

D.
Provide on-going advice on the most appropriate means of responding to the readjustment needs of veterans in the future.  

E. 
In carrying out these activities, the Committee shall take into special account the needs of veterans who have served in a combat theater of operations.    

II.    Committee's Strategic Plan:  The Committee developed a strategic plan for guiding the program reviews and evaluations necessary to carry out its mandate.    

A.
Committee's Mission Statement:  To promote the effectiveness and adequacy of VA programs, to include the availability, ease of access, quality and consumer satisfaction with delivery of services designed to meet the readjustment needs of America’s war veterans, by providing consumer-based recommendations to the Secretary of Veterans Affairs.

B.
Strategic Program Priorities:  Based on its discussions with VA service providers and program officials, the Committee identified the following program priorities regarding the effectiveness of VA’s corporate culture and organizational structure to coordinate and provide needed care to veterans pertaining to their post-military readjustment.         

· Maintaining Access for Targeted Veteran Groups:  Of particular relevance to the Committee’s purpose is access to care for high-risk, hard-to-reach veterans, i.e., high combat exposed veterans, veterans with service-connected conditions, ethnic minority and women veterans, and rural and homeless veterans.  The Committee is especially interested in VA’s movement to locate its facilities closer to where veterans reside within the community.  In this regard, the Committee cites the Vet Center program’s 21 years experience serving veterans in the community, outside of the larger medical facilities, as a model for the directions taken in transforming the Veterans Health Administration (VHA) health care system.  Examples of this general trend include the establishment of community-based outpatient clinics (CBOCs) and the use of the Vet Center community access function to extend primary care to previously under-served veterans through collocation and tele-health initiatives.  As barriers to access may include psychological and cultural factors as well as geographical distances, the availability of outreach and culturally sensitive services is also essential for providing care to women, ethnic minority, high combat exposed and physically disabled veterans. 

· Maintaining VHA Special Emphasis Programs:  Of particular importance to the Committee is the continued integrity of VHA’s special emphasis programs, all of which are relevant to veterans’ health care and rehabilitation.  VHA has identified 12 such programs prevalent among veterans and for which VA has developed special expertise for treating.  Some of these programs are of direct significance to the Committee’s purpose such as post-traumatic stress disorder (PTSD), readjustment counseling, substance abuse, and homelessness.  Of particular interest to the Committee is VHA’s continued maintenance of a continuum of care for war-related PTSD including the community-based Vet Centers and the full range of medical center-based PTSD treatment programs.  Other special emphasis programs deal more directly with medical conditions found frequently in the veteran population such as amputation care and prosthetics, spinal cord dysfunction, and blind rehabilitation.  The latter three special programs are also considered of significance to the Committee’s purpose because of the potential risk for psychological and social readjustment problems related to veterans’ physical war wounds and resulting disabilities. 

· Coordinating PTSD Treatment With VA Primary Health Care: Based on the clinical evidence that chronic PTSD may be associated with stress-related medical conditions such as hypertension, the Committee is committed to the importance of maintaining a functional collaboration between readjustment counseling, PTSD treatment programs and primary care services with particular reference to older war veterans with PTSD, as well as to minority veterans at risk for such conditions.

· Coordinating VBA Benefits Programs and VHA Health Care: 
Veterans Benefits Administration (VBA) benefits programs dealing with PTSD compensation and other service-connected conditions, vocational rehabilitation and counseling, and educational services are vital to improving the post-war lives of many veterans.  For many veterans, the maximum effectiveness of these programs will require functional collaboration with complementary VHA treatment programs.  The Committee also considers access to timely information about and referral for VBA benefits as an important service for some war veterans.  In this regard, the Committee sees the use of tele-health linkages between VA medical facilities and VA regional offices as having potential for improving access, timeliness and quality of outcome for veterans engaged in filing service-connected claims.

· Developing a Knowledge Base for Military Experiences of Particular Consequence to Veterans’ Post-Military Health, Readjustment and Functional Status:  In the Committee’s view, the key to providing effective and timely services to new eras of war veterans entails full use of the lessons learned from serving past generations of war veterans.  In this regard, the Committee believes a comparative assessment of veterans’ military experiences that take into account both geographical and military campaign-related conditions are important.  The goal is to develop and maintain an increasingly more complete inventory of war-zone conditions that have adverse consequences for veterans’ post-war health, readjustment and level of functioning.  Such an inventory would include life threatening stressful combat experiences, exposure to toxic environmental agents, physical wounds and amputations, and/or other illnesses and injuries specific to the veteran’s military occupation and/or the climate and terrain where the veteran served.  In addition, specific veteran populations should be assessed for health and readjustment outcomes related to the stresses of military deployment, with particular attention to family adjustments. 

C.
Service Functions of Value for Veterans’ Readjustment:  Based on the logic of its mandate and veteran testimonies derived from visiting VA facilities, the Committee identified several service functions that are of value to veterans’ post-military readjustment. The following service functions are used by the Committee in various combinations to review VA programs.  Some service functions, such as consumer orientation, should be in evidence for all VA programs.  However, every service function is not needed for the readjustment of every veteran, and no existing VA program includes all service functions.  Committee program evaluations will include an assessment of the coordination of care for veterans requiring service functions from two or more specific VA programs, such as vocational rehabilitation and inpatient PTSD treatment.  The Committee plans to further develop the use of service functions as criteria for evaluating the post-military readjustment value of VA programs.  See the attached chart for a diagram of VA programs and service functions of value to veterans’ readjustment.                    

· Functional Status:  Services to improve the physical, emotional, social and economic functioning of veterans with particular attention to disabled veterans.  

· Access to Care:  Community outreach and other service accommodations to improve access to care for high-risk, hard-to-reach veterans: high combat exposed, physically disabled, rural, homeless, ethnic minority and women veterans.  

· Cultural Effectiveness:  Provision of services in a culturally sensitive manner with particular attention to ethnic minority and women veterans. 

· PTSD Treatment:  Technically proficient PTSD treatment programs for war trauma and sexual trauma incurred on active duty.  PTSD treatment programs include family treatment when clinically indicated. 

· Addiction Treatment: Technically proficient substance abuse treatment programs coordinated with veterans’ PTSD treatment when clinically indicated. 

· Case Management:  Services that effectively coordinate veterans’ care in a responsive and holistic manner.

· Military Culture and Experience:  Service delivery informed by knowledge of the military and specific military campaigns and operations sufficient for developing therapeutic rapport, understanding veterans’ military experiences and completing a comprehensive military history.    

· Veteran Consumer Orientation:  Service delivery that is responsive to veteran input and that conveys respect for the veteran and appreciation for his/her military service

· General Mental Health:  Access to technically proficient mental health treatment for psychiatric disorders that are frequently co-morbid with PTSD, such as substance abuse, depression, and/or anxiety disorder. 

· Primary Care:  Access to quality primary health care with particular attention to service connected injuries and stress-related disorders such as hypertension that may be interactive with chronic PTSD in older and minority veterans.    

· Readjustment Counseling:  Community-based services designed to welcome home with honor new eras of veterans returning from combat and/or peace- keeping missions, and to provide them with timely and effective counseling to resolve war traumas and improve their level of functioning.  

· Family Counseling:  Services designed to improve the level of veterans’ family functioning with particular attention to reducing the risk for transmission of psychological war trauma to other family members.  

III.
Summary of Committee Annual Activities: 
The Committee’s activities for the year focused on review of two main topic areas:
A.
Review of VA’s response to national disasters with specific attention to the aftermath of the terrorist attack against the World Trade Center in New York City.  The Committee’s deliberations addressed the following main subjects:  

· VA’s treatment of veterans’ re-activated readjustment needs in response to terrorist attack.

· VA’s role in homeland security and community-based disaster response.

· VA’s plan for mental health preparedness, response and recovery in relation to terrorist attack.

· VA’s plan for timely response to the readjustment needs of new eras of veterans engaged in the global war on terrorism.

B.
Review of the activities of the new Under Secretary for Health’s (USH) Special Committee on PTSD as re-established by The Veterans Millennium Health Care and Benefits Act of 1999.  Committee reviews concentrated on the following:      

· Review of the USH Committee’s new legislative mandate, the current membership composition, and the Committee’s objectives and recommendations as reflected in its first report to Congress.

· Review of areas of potential value for communication and collaboration between the two Committees.                  

     
The Committee also conducted executive discussions focusing on matters related to internal strategic planning.  In this regard, the Committee re-visited the priority for conducting field visits to VA facilities as a means of carrying out its consumer representative mandate to veterans.  In the Committee’s view, field visits afford Committee members the opportunity for direct access to information related to (1) veterans’ needs and service-related concerns, and (2) VA program operations.  The Committee also discussed the potential value of using a checklist of VA service functions as a field visit guide for evaluating the readjustment value of targeted VA programs.   Committee evaluations in this regard would be guided by service delivery outcomes of direct value to veterans such as access to care, technical quality, functional status, and veteran satisfaction.  For this purpose the Committee’s field review of specific VA programs would give special attention to the following categories of program information:  (1) geographical service area, (2) target veteran population broken out by gender, ethnicity and era of service, (3) program staff composition by gender, ethnicity and professional background, (4) program workload trends over the last three years, (5) program organization within VHA and within the local facility, (6) type of services provided, (7) program treatment philosophy, (8) referral and aftercare linkages and procedures, (9) outcome measures, and (10) access to care with particular attention to high-risk, hard-to-reach veterans.  

IV. Summary of Committee Conclusions and Continuing Concerns:

A.
Veterans’ readjustment is a more-than-medical, lifecycle adjustment, entailing consideration of the veteran’s quality of life and full range of functioning within the community.  Although VA programs are organizationally situated in VBA or VHA, the Committee contends that the outcome for successful post-military readjustment is more-than economic security and/or physical health per se.  In the Committee’s view, quality of life measures are additional important outcomes for VA programs that contribute value to veterans’ readjustment.  From the perspective of the individual veteran, the following life-cycle sequences and resulting military-related readjustment issues are relevant:

· Primary socialization in the family and local community: adopting a normal role constellation contingent on the culture of the local group.

· Induction into military culture: learning the role of armed combatant.

· Military-related experiences with special attention to traumatic injuries and environmental exposures.

· Discharge and re-entry to the civilian community: readjusting to post-military life and adopting a functional veteran role.

a. Maintaining physical health and wellness with special attention to treatment for traumatic injuries, stress-related illnesses, and illnesses related to environmental exposures.

b. Maintaining economic security via gainful employment.

c. Resolving the psychological traumas of war.

d. Incorporating military experiences as formative components of self-identity and as stimuli to self-determination.

e. Adopting functional family roles and relationships.

f. Adopting a post-military veteran role that promotes productive social relations in the community.

g. Adopting a philosophy of life that provides meaning and a functional nexus with the culture of the local group.   

B.
Due to the natural interaction of biological, psychological and sociological aspects of veterans’ post-war functioning, veterans’ readjustment may be a lifelong concern that requires periodic reevaluation and treatment at various points of transition throughout the veteran’s lifecycle.   Such concerns may include the possible recurrence of the symptoms of war trauma, problems with social functioning, and/or   onset of medical conditions such as hypertension possibly associated with chronic war stress.  In this connection the Committee wishes to re-emphasize the significance of military histories for veterans’ health and benefit programs as a means for systematically documenting veterans’ military-related traumatic experiences and environmental exposures.   This is also consistent with the provisions of Section 211, Public Law 106-419, requiring VA to implement a Veterans Health Initiative.  

C.
In the Committee’s view, family counseling is an important adjunct to the individual and/or group treatment of PTSD for some veterans to help manage the possibly adverse affects of family relationships on the veteran’s PTSD, and conversely to help manage the affects of the veteran’s PTSD on other family members.  The latter is particularly important for precluding the risk of transmitting psychological trauma to the veteran’s children through the latter’s PTSD distorted parenting behaviors. 

D.
To ensure maximum effectiveness, veterans’ post-military readjustment requires assessment and intervention at three points of significance to the veteran’s total life situation: (a) the individual veteran, (b) the veteran’s family, and (c) the local community. 

E.
Improving the quality of the veteran’s post-military life includes (a) working directly with the veteran to resolve military-related traumas; (b) working with the veteran and his/her family members to improve family relations and to address specific areas of family stress related to military deployment, destructive stress-related behaviors, and/or war-related traumatic injuries; (c) working with the veteran to overcome trauma-related alienation and to re-engage in specified community functions, and (d) intervening with significant others in the community on behalf of facilitating the veteran’s functional re-integration as a respected and productive member of the local group.    

F.
The more-than-medical, community-based service functions provided by the Vet Center program are critical to veterans’ readjustment and as the Committee has frequently recommended, VA should take steps as necessary to ensure the continued integrity of the program’s resources and organizational structure. 

G.
In the Committee’s view, a high priority for veterans’ health care is the development and maintenance of a knowledge base of military-related experiences and exposures of particular consequence for post-military health, level of functioning and quality of life.  In this regard, the Committee believes that systematic and comprehensive military histories are an integral component of veterans’ health care assessments and treatment plans, and that military histories should be established as a clinical standard of care for all VA health care programs.    

H.
As referenced in the provisions of VHA’s Vision for Change in 1995, active partnerships between local Vet Centers and Veterans Integrated Service Networks (VISN) medical facilities should continue to be promoted and specifically articulated in VISN strategic plans.  Specific areas of interest include community-based access to care, community outreach with particular attention to high-risk veteran groups, extending VA primary care closer to veterans’ communities via co-location and tele-health initiatives, and fully coordinated local PTSD treatment programs.  In its second report of March 1998, the Committee specifically recommended that the Under Secretary for Health (USH) provide guidance to VISN Directors to include provisions in their strategic plans for appropriate levels of collaboration with area Vet Centers.  The Committee’s interest is to ensure full utilization of the Vet Centers as community access points to VA health care, as special community-based programs providing PTSD treatment to a core group of veterans who access no other VA facility, and as providers of more-than-medical, holistic services that address all aspects of veterans’ functioning.  

I.
The Committee continues to understand community outreach as essential to veterans’ readjustment both from the standpoint of ensuring timely provision of services for new eras of veterans returning from combat and peace-keeping missions, as well as, for overcoming psychological and cultural barriers to care.  With particular reference to socially alienated, war traumatized veterans, the Committee understands that the avoidance symptoms of PTSD function as internal psychological barriers to care which must be relaxed via a safe and accepting therapeutic setting before PTSD treatment can be effectively begun.  In this regard, Vet Center counselors are especially effective in forging alliances with local veterans through outreach contacts in the community prior to initiating more formal individual and/or group counseling at the Vet Center.       

J.
The Committee continues to be concerned about the wholesale reduction in the level of inpatient PTSD programs as a result of the general shift in emphasis throughout the system from inpatient to outpatient services. The Committee’s understanding is that prior to 1995 there was a previously established need for special inpatient units and that the current policy to shift to outpatient units is supported by one outcome study.  As reported by the Committee in March 2000, VA had established 20 PTSD inpatient programs by 1993, and today there are seven such programs remaining in operation.      

K.
The Committee continues to be concerned by the reluctance on the part of VBA to report PTSD claimants by ethnicity.  VBA’s PTSD reports show the veteran’s era of service, but are not further broken out by the gender and/or the ethnicity of the veteran claimant. The latter provision was recommended by the Committee in January 1995, was subsequently approved for implementation by the Under Secretary for Benefits (USB), and was included in the Committee’s first annual report to Congress submitted in August 1997.  The Committee re-introduced this recommendation last year in its fourth report.  At this time, VBA concurred with reporting PTSD claimants by gender, but on further review concluded that collecting data on PTSD claimants’ race or national origin was not feasible due to the risk of discrimination during claims processing.  In the Committee’s view, the only means for VA to ensure equity of access and level of award to all PTSD claimants is to provide evidence-based information regarding the frequency and percent of award for PTSD claimants by ethnicity.  Without this information VA is unable to ascertain if veteran groups are represented commensurate to their numbers in the military and/or to the known rates of PTSD for various minority veteran groups.  Current information from VBA indicates that for FY 2000 there were a total of 133,788 veterans awarded claims for service-connected PTSD. In this regard, the Committee believes that all VA PTSD reports, whether for treatment provided or claims awarded, should be reported by gender and ethnicity.                      

L.
Although twice previously recommending improved coordination of care for veterans completing treatment regimens at VAMC-based PTSD programs, the Committee continues to be concerned about the effectiveness of the after-care referral procedures from VA medical centers to the community-based Vet Centers.  The Committee understands that there is a high volume of referrals between Vet Centers and medical facilities, but that the preponderance of these referrals is from the Vet Centers to the medical centers.  Data collected by the Vet Centers indicate that they make over 100,000 referrals annually to VA medical facilities and receive approximately 26,000 referrals from VA medical facilities.  The Committee advocates full adoption of VHA’s clinical standard for 30-day follow-ups for veterans discharged from PTSD treatment programs to include the referrals from VA medical centers to the Vet Centers.  

V. Summary of Recommendations:

A. Recommendations Pertaining to Readjustment Counseling Service (RCS) Vet Centers:

1. Given the imminent changes in leadership within VHA, the Committee resubmits the following recommendation from its Fourth Annual Report of September 2000: The Committee recommends that the RCS Vet Center program retain its structural and organizational autonomy from the VISNs, with separate line authority and fenced funding.     

2. Due to the demonstrated value of VA Vet Center services to veterans and the centrality of readjustment counseling to the mission of VA, the Committee recommends that the USH engage the RCS more directly for its input to VHA’s strategic planning process (a) to ensure the maintenance and continued availability of the Vet Center program in VHA, (b) to enhance coordination of care between the Vet Centers and other local VHA health care facilities, and (c) to more systematically plan for Vet Center program augmentations and initiatives needed to meet the changing needs of veterans.  (The Committee’s intent in making this recommendation is to draw together various strands of its previous conclusions to ensure appropriate maintenance and strategic application of the Vet Center program’s unique non-medical, community-based service functions.  In this regard, the Committee has previously recommended that VISN strategic plans more proactively include collaborative activities with local Vet Centers, that CBOCs collaborate with Vet Centers to enhance their community outreach efforts, and that VHA augment with additional resources the Vet Center tele-health initiative.)           

3. Based upon the authority for treating veterans’ families at Vet Centers provided in 38 USC, Section 1712A, and upon the demonstrated value of providing family treatment at those Vet Centers that have a qualified family therapist on staff, the Committee recommends that VHA augment the Vet Center program’s capacity to provide family counseling to traumatized veterans by providing additional resources for qualified family therapists at Vet Centers, the number and location of which are to be determined by RCS. 

4. Given the priority for VA to extend timely services to all new eras of veterans at risk for military-related trauma, it is recommended, pursuant to the provisions of Public Law 104-262, that the Secretary approve extending eligibility for readjustment counseling at Vet Centers to veterans who served in Operation Enduring Freedom in Afghanistan and in any subsequent operations in the global war on terrorism.   

5. Given (a) that the primary mission of the Vet Centers is to provide community outreach, brokering and referral, and readjustment counseling, and (b) that the eligibility for readjustment counseling in the law is specific to periods of armed conflict, the Committee recommends that VHA ensure that in its implementation of un-funded mandates, such as in Sections 2202 and 2203, Public Law 107-95, Vet Center resources are not unduly drawn away from the program’s primary mission to eligible veterans.  Conversely, the Committee also recommends that, should VHA decide that the Vet Center program is the strategic location for implementing un-funded mandates, VHA provide additional resources as needed for additional staff at Vet Centers to carry out such required services.   (In making this recommendation, the Committee fully understands that the Vet Center program has adopted an important role of value to homeless veterans that capitalizes on its community-based functions of outreach, coordination and referral, and that direct provision of readjustment counseling is restricted to those homeless veterans that are also eligible.)      

B. Recommendations Pertaining to VISN PTSD Programming:

6. Given that trauma recovery is central to the mission of veterans’ health care, and given the importance of centralized internal oversight to ensure system-wide quality services for PTSD in all VISNs, the Committee recommends that the USH fully support the activities of, to include adequate funding for, the USH’s Special Committee on PTSD as re-instated by the Veterans Millennium Health Care and Benefits Act of 1999.  

7. The Committee continues to be concerned regarding the equity of PTSD compensation with particular reference to adequacy of representation for women and ethnic minority veterans, and with regional disparities in the number of claims compensated and in the level of compensation awarded.  Given these concerns, the Committee recommends that the Secretary of Veterans Affairs fully support the recommendations of the USH’s Special Committee on PTSD that pertain to VBA.

8. Given the Committee’s conviction (a) that PTSD in-patient programs are a priority for veterans’ health care, (b) that the level of PTSD in-patient programming has been markedly reduced and in some VISNs the funding diverted from the PTSD continuum of care, and (c) that such program planning by VISNs has been justified on the basis of one outcome study, the Committee recommends that the Secretary of Veterans Affairs fully support the recommendations of the USH’s Special Committee on PTSD that pertain to VA research on PTSD.  (The Committee’s particular intention is to ensure that VISN PTSD programming is more accurately informed by evidence-based conclusions regarding the clinical needs of veterans and program outcomes.)  

9. Given that trauma exposed veterans are at risk for social, psychological and physical clinical problems, to include PTSD, and that such problems may be exacerbated by the contingencies of aging, the Committee recommends that VHA strategically plan and provide adequate residential and non-residential long-term care for aging veteran populations exposed to war-zone trauma.       

C. Recommendation Pertaining to Medicare Subvention:

10. In view of serious VA budget constraints and the possibility for having to delete services to Priority 7 veterans, the Committee recommends that the Secretary actively pursue legislative authority for VA to bill Medicare for the treatment of non-service connected conditions for Medicare eligible veterans.   

D. Recommendations Pertaining to VA Disaster Response:

11. Given VA’s expertise in treating stress related disorders; and its previous experience in response to national disasters such as the Loma Prieta earthquake, the Oklahoma City bombing, and now the terrorist attack on the World Trade Towers and the Pentagon, the Committee recommends that the Secretary of Veterans Affairs take steps to effect external coordination with other federal agencies, and internal policy guidance as necessary for the following outcomes:

· Ensure clear articulation of VA’s role in response to national disasters to include coordinated medical, mental health and supportive social service plans to assist veterans, family members and other citizens of the afflicted community such as activated Reservist and National Guard members, local firemen, policemen and other rescue workers.    

· Ensure appropriate inclusion of VA participation in disaster response through early inclusion of VA in externally coordinated national disaster strategic planning activities in conjunction with other federal agencies such as the Department of Defense (DoD) and the Federal Emergency Management Association (FEMA).

· Ensure barrier free access to veterans and family members in need of assistance as a result of disasters.  This includes veteran victims and/or veterans functioning as local rescue workers.   

12. The Committee recommends that the Secretary take steps as required in partnership with the newly organized Office of Homeland Security to promote VA’s role in, and to ensure VA’s place on the federal planning team for disaster response and homeland security.  

13. In view of the dedication and contribution of VA staff from the RCS and VISN 3 in responding to the needs of the community in the aftermath of the New York City terrorist attack of September 11, 2001, the Committee recommends that the Secretary take appropriate action in commendation of participating VA staff.       
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