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Summary

The scars of war take many forms: the limb lost, the illness brought on by a battlefield
exposure, and, for some, the psychological toll of encountering an extreme traumatic event. The
mission of the Department of Veterans Affairs (VA) “to care for him who shall have borne the
battle” is met through a series of benefits programs for veterans and their dependents. One of
these programs—the provision of compensation to veterans whose disability is deemed to be
service-connected—has risen in public prominence over the past few years. While several factors
have contributed to this development, three that have received particular notice are the increase
in the number of veterans seeking and receiving benefits, the concomitant increase in benefits
expenditures, and the prospect of a large number of veterans of Operation Iraqi Freedom and
Operation Enduring Freedom entering the system.

Compensation claims for posttraumatic stress disorder (PTSD) have attracted special
attention. PTSD, in brief, is a psychiatric disorder that can develop in a person who experiences,
witnesses, or is confronted with a traumatic event, often one that is life-threatening. PTSD is
characterized by a cluster of symptoms that include:

e reexperiencing—intrusive recollections of a traumatic event, often through flashbacks
or nightmares;

e avoidance or numbing—efforts to avoid anything associated with the trauma and
numbing of emotions; and

e hyperarousal—often manifested by difficulty in sleeping and concentrating and by
irritability.

A 2005 investigation by the VA Office of the Inspector General found that the number of
beneficiaries receiving compensation for PTSD increased significantly during Fiscal Years
1999-2004, growing by 79.5 percent, from 120,265 to 215,871 cases (DVA, 2005). The report of
that investigation noted:

During the same period, PTSD benefits payments increased 148.8 percent from $1.72
billion to $4.28 billion. Compensation for all other disability categories only increased by

41.7 percent. While veterans being compensated for PTSD represented only 8.7 percent
of all claims, they received 20.5 percent of all compensation benefits.

§-1
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Against this backdrop, VA’s Veterans Benefits Administration (VBA) asked the National
Academies to convene a committee of experts to address several issues surrounding its
administration of veterans’ compensation for PTSD.

INTENT AND GOALS OF THE STUDY

The committee was charged with reviewing:

1. VA’s compensation practices for PTSD, including examining the criteria for
establishing severity of PTSD as published in the Schedule for Rating Disabilities;

2. the basis for assigning a specific level of compensation to specific severity levels and
how changes in the frequency and intensity of symptoms affect compensation
practices for PTSD;

3. how VA’s compensation practices and reevaluation requirements for PTSD compare
with those of other chronic conditions that have periods of remission and return of
symptoms; and

4. strategies used to support recovery and return to function in patients with PTSD'
(Szybala, 2006).

These four general charges were operationalized into a series of issues that VA identified as
being of particular interest. The committee organized these into three general categories: those
related to the PTSD compensation and pension (C&P) examination, the evaluation of PTSD
disability claims, and other PTSD compensation issues.

REPORT SYNOPSIS

The committee reached a series of findings and conclusions that form the foundation for its
recommendations for action and further research. In addition, it drew some general observations
from its examination of VA’s PTSD disability compensation system. The sections below are
synopses of the content of report Chapters 4—7 and highlight their major points.

The PTSD Compensation and Pension Examination

For veterans presenting for PTSD compensation, the C&P examination provides a clinical
evaluation by a mental health professional where information is gathered to:

e establish the presence or absence of a diagnosis of PTSD;

e determine the severity of PTSD symptoms; and

e cstablish a logical relationship between exposure to military stressors and current PTSD
symptomatology (VBA, 2002).

" A separate National Academies committee is addressing PTSD treatment issues; its report will be released later in
2007. This report limits its review of the topic to the effect of compensation on strategies used to support recovery
and return to function in patients with PTSD

Prepublication Copy — Uncorrected Proof

Copyright © National Academy of Sciences. All rights reserved.



PTSD Compensation and Military Service
http://lwww.nap.edu/catalog/11870.html

SUMMARY $3

While it develops much of the same information as a conventional mental-health examination,
the intent of the C&P examination is to generate documentation for disability evaluation purposes
rather than to inform a treatment strategy.

VA identified several issues related to the conduct of C&P exams that were of particular
interest: the role of the Global Assessment of Functioning (GAF) score” in evaluating PTSD; the
division of symptoms among PTSD and comorbid disorders; the value of standardized testing in
the conduct of examinations; and the scientific literature regarding the length of time between the
occurrence of the stressor thought to be associated with an applicant’s PTSD and the appearance
of symptoms.

The committee concluded that the GAF score has limited usefulness in the assessment of the
level of disability for PTSD compensation. The score is only marginally applicable to PTSD
because of its emphasis on the symptoms of mood disorder and schizophrenia and its limited
range of symptom content. The social and functional domains of the score provide some
information, but if these are the sole domains of interest, better measures of them exist.
Importantly, the GAF has not to date been shown to have good psychometric properties (i.e.,
good reliability) within the VA system and, particularly, within samples of veterans suffering
from PTSD.

Because the GAF is widely used within VA, it may not be possible to quickly implement
changes regarding it without disrupting the delivery of PTSD services. Given this, the committee
recommends that, in the short term, VA ensure that its mental-health professionals are well
informed about the uses and limitations of the GAF and— to the extent possible—are trained to
implement the GAF in a consistent and uniform manner. VA should also provide periodic,
mandatory retraining to minimize drift and variation in scoring over time and between facilities.
In the longer term, the committee recommends that VA identify and implement an appropriate
replacement for the GAF: one or more measures that focus on the symptoms of PTSD used to
define the disorder and on the other domains of disability assessment.

PTSD is marked by high rates of comorbidity. Some studies have found that more than 80
percent of people who have a diagnosis of PTSD also have major depressive disorder or some
other psychiatric disorder. This presents a challenge for the VA disability system, which is built
around the separate evaluation and compensation of each diagnosed service-connected disorder.
The committee did not identify any scientific literature on separating the symptoms of PTSD
from those of another existing mental disorder. Such separation—while required by the C&P
system—is seldom useful from a clinical perspective. Clinicians are often able to offer an
informed opinion on this question, but this is a professional judgment and not an empirically
testable finding. To ameliorate the difficulties encountered in dealing with situations where
PTSD co-exists with other mental disorders, the committee recommends that a standardized
training program be developed for clinicians conducting compensation and pension psychiatric
evaluations. This training program should emphasize diagnostic criteria for PTSD and comorbid
conditions with overlapping symptoms as delineated in the DSM and include example cases that
illustrate appropriate documentation of exam results for C&P purposes.

A number of psychological tests have been developed to assess PTSD; some have been
designed specifically for veterans and subjected to research to assess their psychometric
properties. The committee responsible for the 2006 Institute of Medicine (IOM) report PTSD:
Diagnosis and Assessment concluded that while standardized testing of veterans presenting with

2 The GAF score is a standardized measure of symptoms and psychosocial function, with 100 representing superior
mental health and psychosocial function and 0 representing the worst possible state.
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possible PTSD may be useful in identifying individuals who might benefit from further
assessment, it was not a substitute for a thorough clinical evaluation by an experienced mental
health professional. This committee concludes that this is also true of testing for compensation
and pension purposes. It understands the appeal of an administratively straightforward
requirement that certain psychological tests be applied across the board in PTSD C&P
examinations. However, this strategy does not recognize the diversity of the claimant population,
and it imbues test results with an inappropriate level of certainty. Malingering—an issue that has
received some public attention—cannot be reliably identified through testing alone. The
committee believes that testing may be a useful adjunct to the PTSD C&P examination but
recommends that the choice of whether to test and which tests are appropriate be left at the
discretion of the clinician, the person who is best able to evaluate the individual circumstances of
the case.

Because some veterans who have been separated from service for an extended period of time
have filed first-time claims for PTSD compensation, interest has arisen in issues concerning the
time between exposure to a stressor and the appearance of symptoms related to it. The
committee’s review found abundant scientific evidence indicating that PTSD can develop at any
time after exposure to a traumatic stressor, including cases where there is a long time interval
between the stressor and the recognition of symptoms. Some of these cases may involve the
initial onset of symptoms after many years of symptom-free life, while others may involve the
manifestation of florid symptoms in persons with previously undiagnosed subclinical or
subsyndromal PTSD. The determinants of delayed-onset PTSD are not well understood. It is
hypothesized that the impact of the aging process on neurologic and mental state, changes in
social circumstances (retirement, loss of spouse, and the like), changes in health circumstances
(disease onset or exacerbation), and exposure to other stressors may all play roles. The scientific
literature does not identify any differences material to the consideration of compensation
between these delayed-onset or delayed-identification cases and those chronic PTSD cases where
there is a shorter time interval between the stressor and the recognition of symptoms.

Summary Findings and Conclusions

The GAF score has limited usefulness in the assessment of the level of disability for PTSD
compensation.

There is no scientific guidance addressing the separation of symptoms of comorbid mental
disorders for the purpose of identifying their relative contributions to a subject’s condition.

Standardized psychological testing of claimants may be a useful adjunct to the PTSD C&P
examination but it is not a substitute for a thorough clinical evaluation.

PTSD can develop at any time after exposure to a traumatic stressor. The scientific
literature does not identify any differences material to the consideration of compensation

between delayed-onset or delayed-identification cases and those chronic PTSD cases where
there is a shorter time interval between the stressor and the recognition of symptoms.
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Summary Recommendations

In the short term, VA should ensure that its mental-health professionals are well informed
about the uses and limitations of the GAF and trained to implement it in a consistent and
uniform manner. In the longer term, VA should identify and implement an appropriate
replacement for the GAF. The research needed to accomplish this effort should be
facilitated.

A standardized training program should be developed for clinicians conducting C&P
evaluations for PTSD. Training should emphasize diagnostic criteria and comorbid
conditions with overlapping symptoms, and include example cases that illustrate
appropriate documentation of exam results for C&P purposes.

The choice of whether to conduct psychological testing of claimants and of which tests are
appropriate should be left at the discretion of the examining clinician.

The Evaluation of PTSD Disability Claims

Information developed in the C&P claims and examination process is used by VBA personnel
informally referred to as raters to determine whether an identified disability is connected to a
claimant’s military service and, if it is, what level of impairment is associated with it. Raters use
criteria and decision rules set out in the VA Schedule of Rating Disabilities (VASRD) to make
their decisions.

VA asked the committee to address several issues related to the rating criteria currently used to
rate disability for veterans with service-connected PTSD. These included whether the current
rating schedule—which applies to all mental disorders—is appropriate for evaluating PTSD and
what criteria should be included in any revised schedule. The committee also offered comments
on the training of raters.

38 CFR §4.130 sets out a single set of rating criteria for all mental disorders except eating
disorders. The committee found that these criteria are at best a crude and overly general
instrument for the assessment of PTSD disability, and it recommends that rating criteria specific
to PTSD and based on the DSM be developed. It is beyond the scope of this committee to specify
the criteria and disability levels, but the committee does offer a framework for establishing them.
The primary element that distinguishes this framework from the current rating criteria is that it
takes a multidimensional approach. In the current scheme, occupational impairment drives the
determination of the rating level. Under the committee’s framework, the psychosocial and
occupational aspects of functional impairment would be separately evaluated, and the claimant
would be rated on the dimension on which he or she is more affected. The committee believes
that the emphasis on occupational impairment in the current criteria unduly penalizes veterans
who may be symptomatic or impaired in other dimensions but capable of working, and thus it
may serve as a disincentive to both work and recovery.” While impairment of earning capacity is
specified as the criterion for establishing ratings and this would seem to suggest that a focus on
occupational function is appropriate, there is abundant evidence that both VA and the Congress

3 A 21" Century System for Evaluating Veterans for Disability Benefits (IOM, 2007) addresses the more general
issues of how VA should conceptualize disability for rating purposes and how system-wide revisions to the rating
schedule should be implemented
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take other criteria into account when setting ratings policy. The committee believes that it is
appropriate to apply this broader approach to PTSD ratings.

While the committee was able to obtain some data on the characteristics of PTSD
beneficiaries and the details of their compensation over time, other information that would have
helped inform the committee’s evaluations were not available. To address these data gaps, the
committee recommends that data fields recording the application and reevaluation of benefits
should be preserved over time, rather than being overwritten when final determinations are
made, and that they be gathered and coded at two points in the process where there is currently
little information available: before claims are made, and after compensation decisions are
rendered. Data such as these will facilitate more informed future analyses of PTSD disability
compensation issues.

PTSD can be a chronic condition that may exhibit periods of remission and return of
symptoms. It and other conditions characterized by remitting and relapsing symptoms present a
challenge for raters because it can be difficult to assign a level of disability to them. Moreover, the
absence of disabling symptoms does not mean that the subject is free from the effects of the
disorder. The committee found that the criteria used for rating remitting/relapsing conditions vary
in how the frequency and effect of symptoms are factored, in whether response to treatment is
considered, in the level of disability assigned to various degrees of impairment, and in whether
nonoccupational impacts are addressed. As noted above, PTSD is managed differently from other
conditions in that it is subject to the general mental disorders ratings schedule rather than a specific
set of criteria, and the committee recommends that this be changed.

Determining ratings for mental disabilities in general and for PTSD specifically is more
difficult than for many other disorders because of the inherently subjective nature of symptom
reporting. In order to promote more accurate, consistent, and uniform PTSD disability ratings,
the committee recommends that VA establish a specific certification program for raters who deal
with PTSD claims, with the training to support it, as well as periodic recertification. PTSD
certification requirements should be regularly reviewed and updated to include medical advances
and to reflect lessons learned. The program should provide specialized training on the
psychological and medical issues (including common comorbidities) that characterize the
claimant population, and guidance on how to appropriately manage commonly-encountered
ratings problems. The committee believes that rater certification will foster greater confidence in
ratings decisions and in the decision-making process. Requiring certification may also
necessitate that some ratings be done at a facility other than the one closest to the veteran in
order to ensure that a qualified rater performs the evaluation in a timely manner. VA therefore
needs to manage reviews by certified raters in a manner that facilitates open communications
between clinicians, remote raters, and other dispersed personnel and ensures that the claimants
and those who help them are not disadvantaged.

Summary Findings and Conclusions

The VASRD criteria for rating mental disorders disability levels are at best a crude and
overly general instrument for the assessment of PTSD disability.

The VASRD does not use consistent criteria for rating remitting/relapsing conditions.
PTSD is managed different from other remitting/relapsing conditions because it is subject
to a general ratings schedule rather than a specific set of criteria.
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Summary Recommendations

New VASRD rating criteria specific to PTSD and based on the DSM should be developed
and implemented. A multidimensional framework for characterizing PTSD disability—
detailed in the body of this report—should be considered when formulating these criteria.

VA should establish a specific certification program for raters who deal with PTSD claims,
with the training to support it and periodic recertification.

Data fields recording the application and reevaluation of benefits should be preserved over
time rather than being overwritten when final determinations are made. Data should also
be gathered at two points in the process where there is currently little information
available: before claims are made and after compensation decisions are rendered.

Other PTSD Compensation Issues

The committee also addressed some compensation issues that were not specific to the C&P
examination or the rater’s evaluation but instead entailed broader considerations. These broader
considerations include barriers or disincentives to recovery, the effect of disability compensation
on recovery, the advisability of periodic reexamination of PTSD compensation beneficiaries, and
gender and military assault.

Research reviewed by the committee indicates that compensation does not in general serve as
a disincentive to seeking treatment. Because PTSD may follow a remitting/relapsing course, the
definition of “recovery” is problematic. The literature on recovery indicates that it is influenced
by several factors, and the independent effect of compensation on recovery is difficult to
disentangle from these. As noted above, the committee believes that the rating criteria for PTSD
should be changed to remove the focus on occupational impairment from the definition of the
higher levels of disability because this may remove a disincentive for some to engage in work.
The committee recommends that VA consider instituting a set long-term minimum level of
benefits® that would be available to any veteran with service-connected PTSD at or above some
specified rating level without regard to that person’s state of health at a particular point in time
after the C&P examination. Providing a guaranteed minimum level of benefits would take
explicit account of the remitting/relapsing nature of chronic PTSD by providing a safety net for
those who might be asymptomatic for periods of time. A properly designed set of benefits could
eliminate uncertainty over future timely access to treatment and financial support in times of
need and would in part remove the incentive to “stay sick™ that some suggest is a flaw of the
current system. However, any such change in policy would require careful study of a number of
factors, including the needs of the beneficiaries, the new incentives that it would create, its
possible effect on compensation outlays and demand for other VA resources, the maintenance of
fairness with other conditions that have a remitting/relapsing nature, and the program details—
which benefits were made available and under what circumstances—that would be most likely to
promote wellness.

Neither federal regulation nor published VA materials offers advice to raters on how often or
under what circumstances reevaluations of PTSD disability should take place. The committee

* In this context, “benefits” comprise the full range of services provided by VA, including forms of assistance such
as preferred access to VA medical facilities. It does not necessarily mean a long-term minimum rating or level of
compensation.
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recommends that this determination be made on a case-by-case basis using information
developed in a clinical setting, such as a C&P examination. It recommends that specific guidance
on the criteria for setting case-specific VA-initiated reevaluations be established so that the
reevaluations can be administered in a fair and consistent manner; furthermore, VBA should
collect and analyze data on VA and veteran-initiated reevaluations so that the system can be
improved in the future. The committee does not believe it is appropriate to mandate across-the-
board periodic reexaminations for beneficiaries already being compensated for PTSD. Such a
strategy would not take the diversity of the beneficiary population into account and would unduly
single out veterans with PTSD for scrutiny. Within the context of VA’s limited resources, the
committee believes that it would be best to invest in thorough C&P evaluations for new
applicants—including the clinician’s determination noted above—rather than in the blanket
review of past decisions.

Available research suggests that female veterans are less likely to receive service connection
for PTSD and that this may be a consequence of the relative difficulty of substantiating exposure
to non-combat traumatic stressors—notably, military sexual assault (MSA). The committee
believes that it is important to gain a better understanding of the sources of this disparity and to
better facilitate the substantiation of MSA-related traumas in both women and men when they do
occur. It therefore recommends that VBA gather more detailed data on the determinants of
service connection and ratings level for MSA-related PTSD claims, including the gender-specific
coding of MSA-related traumas for analysis purposes; and develop and disseminate reference
materials for raters that more thoroughly address the management of MSA-related claims.
Training and testing on MSA-related claims should be a part of the certification program
recommended above for raters who deal with PTSD claims.

Summary Findings and Conclusions

Research reviewed by the committee indicates that PTSD compensation does not, in
general, serve as a disincentive to seeking treatment.

It is not appropriate to require across-the-board periodic reexaminations for veterans with
PTSD service-connected disability.

Summary Recommendations

VA should consider instituting a fixed long-term minimum level of benefits that would be
available to any veteran with service-connected PTSD at or above some specified rating
level without regard to that person’s state of health at a particular point in time after the
C&P examination.

The determination of whether and when reevaluations of PTSD beneficiaries are carried
out should be made on a case-by-case basis using information developed in a clinical
setting. Specific guidance on the criteria for such decisions should be established so that

these can be administered in a fair and consistent manner.

VBA should collect and analyze data on reevaluations so that the system can be improved
in the future.
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VA should conduct more detailed data gathering on determinants of service connection and
rating levels for military sexual assault-related PTSD claims and develop and disseminate
reference materials for raters that more thoroughly address the management of such
claims. More research is also needed on gender differences in vulnerability to PTSD.

General Observations

In addition to answering the specific questions posed in the charge, the committee made
some general observations that flowed from its examination of VA’s PTSD disability
compensation system. These deal with the overall conduct of the system.

There are three general observations that capture the committee’s thinking on the issue of
PTSD disability compensation practices.

1. The key to proper administration of VA’s PTSD compensation program is a
thorough C&P clinical examination conducted by an experienced professional. This echoes
the conclusion of an earlier IOM committee that examined issues regarding the diagnosis and
assessment of PTSD, which found that:

[A]n optimal assessment of a patient consists of a face-to-face interview in a confidential
setting with a health professional experienced in the diagnosis of psychiatric disorders. It
is critical that adequate time be allocated for that assessment. Depending on the mental
and physical health of the veteran, the veteran’s willingness and capacity to work with
the health professional, and the presence of comorbid disorders, the process of diagnosis
and assessment will likely take at least an hour or could take many hours to complete.
(I0M, 2006)

Many of the problems and issues identified in the report can be addressed by consistently
allocating and applying the time and resources needed for a thorough PTSD C&P clinical
examination. This measure will facilitate:

more comprehensive and consistent assessment of veteran reports of exposure to trauma,;

more complete assessment of the presence and impact of comorbid conditions;

the conduct of standardized psychological testing where appropriate;

more accurate assessment of the social and vocational impacts of identified disabilities;

evaluation of any suspected malingering or dissembling using multiple strategies

including standardized tests, if appropriate, and clinical face-to-face assessment;

e more detailed documentation of the claimant’s condition to inform the rater’s decision
(and thus potentially lead to better and more consistent decisions); and

e an informed, case-specific determination of whether reexamination is appropriate and, if

so, when.

VA may well incur increased up-front costs by implementing more consistently detailed
examinations for all veterans who present for initial and review C&P evaluations for PTSD. It is
not possible, though, to make an informed estimate of what the additional costs may be because
the total will depend on many variables whose values are not available or are difficult to derive
from public sources—notably, the time currently spent on examinations and the costs associated
with those examinations. Further uncertainty is introduced by the fact that a change in policies
regarding the exams may lead to changes in the number and characteristics of claimants.
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2. An informed evaluation of the PTSD compensation system will not be possible until
VA implements a comprehensive data collection, analysis, and publication effort. The report
identifies a number of instances where there are gaps in the data and in the research literature
regarding PTSD disability compensation issues and offers some specific recommendations to
address them. Some data sought by the committee were not available because they were in
various cases not collected, not coded, collected but not retained, annotated only in hardcopy
files rather than placed in a database, or spread among the VBA and the VHA databases in ways
that made retrieval and integration difficult or impossible. The data are handled this way because
they are being collected for disparate purposes—the VBA data being primarily associated with
the documentation of the delivery of compensation while the VHA data are used to fulfill its
mission as a health care delivery network.

The committee believes that an informed evaluation of the PTSD compensation system will
not be possible until VA implements a comprehensive and integrated data collection, analysis,
and publication effort. This effort should be focused on data useful to research, policy, and
planning purposes. It will allow VA to:

e cvaluate inter-rater reliability and generate information that can be used to promote the
accuracy and validity of ratings;

e more easily determine whether examinations and benefits are being properly and
consistently managed throughout the VA system;

e cstablish whether there are subsections of the population that differ in ways that require
the particular attention of the system (such as the elderly, certain racial or ethnic groups,
female veterans, those just returning from combat, those with relatively low or with high
levels of disability, those with particular comorbidities, and the like); and, most
importantly;

e cvaluate what is working and what isn’t and determine where resources should be
focused.

More widely and systematically collecting data for research, policy, and planning purposes
and assembling these data in more user-friendly forms will allow VA to better conduct the kinds
of analyses needed to make informed decisions about the scope and magnitude of the problems
that exist within the PTSD disability compensation system and the best approaches to addressing
them, as well as to better project the resources needed to serve future veteran populations.

3. One cannot look at the effect of compensation in isolation. VA offers a range of
benefits to veterans with service-related disabilities that is unmatched by civilian benefits
systems, including compensation, pension, comprehensive medical care, vocational
rehabilitation, employment counseling, education and training, home loans, housing assistance,
and other supports to veterans and their families.” It is beyond the scope of this committee to
make recommendations regarding the general conduct of the VA benefits and services program.
However, the committee notes that a complete evaluation of the strategies for reducing
disincentives and maximizing incentives for achieving optimal mental functioning would include
the examination of the role of all of these services as well as of the coordination among them.
Currently, coordination between VBA- and VHA-administered services is limited, and there is
no process in place for individual case planning and management, for integration of services, or

> More severely disabled veterans are eligible for additional and greater benefits, depending on the nature of their
disability.

Prepublication Copy — Uncorrected Proof

Copyright © National Academy of Sciences. All rights reserved.



PTSD Compensation and Military Service
http://lwww.nap.edu/catalog/11870.html

SUMMARY S-11

for evaluation of opportunities for providing incentives for improvements in health and function.
VA has the opportunity to adopt this broader vision of benefits provision, and the committee
believes that PTSD may be a good test case for an integrated benefits approach. As one
component of this approach, VA should evaluate the feasibility of decoupling the seeking of
PTSD disability through the C&P system from some form of priority access to VHA-provided
mental-health services.

The committee is acutely aware that resource constraints—on both funds and staff—Ilimit the
ability of VA to deliver services and force difficult decisions on allocations among vital efforts.
It believes that increases in the number of veterans seeking and receiving disability benefits for
PTSD, the prospect of a large number of veterans of Operation Iraqi Freedom and Operation
Enduring Freedom entering the system, and the profound impact of the disorder on the nation’s
veterans make changes in PTSD C&P policy a priority deserving of special attention and action
by VA and the Congress.
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1
Introduction

This chapter lays the foundation for understanding the committee’s work on this project. The
chapter begins with an overview of the Department of Veterans Affairs (VA), focusing on its
mission and structure and on the role of compensation within that mission. Next is a synopsis of
the major issues regarding VA’s compensation of veterans with posttraumatic stress disorder
(PTSD). Then a summary of the committee’s charge is presented, and the chapter concludes with
brief summaries of related National Academies research efforts and a description of the report’s
organization.

VA’S MISSION AND STRUCTURE

“To care for him who shall have borne the battle and for his widow, and his orphan.” Those
words—an affirmation of the government’s obligation to veterans and their families made by
President Lincoln at his second inaugural address in 1865—constitute the mission statement of
what is today called the Department of Veterans Affairs.

The present-day VA provides three primary services: health care, benefits and related social
services, and cemetery management. Each of these services is provided by one of VA’s three line
organizations: the Veterans Health Administration (VHA), the Veterans Benefits Administration
(VBA), and the National Cemetery Administration. The scope of these operations is vast. VHA,
for instance, manages the single largest integrated health-care system in the United States. In
2005, at its 156 hospitals, 877 outpatient clinics, 136 nursing homes, 43 residential rehabilitation
treatment programs, and 207 readjustment counseling centers, it provided care to approximately
5 million individual patients as well as to 54 million outpatients (DVA, 2006b).

Overall, VA has the second-largest' number of employees among the federal departments,
more than 235,000 in 2006 (DVA, 2006b), and its estimated FY 2006 outlays were the fifth-
largest’ among all federal agencies (OMB, 2006a), with total FY 2006 appropriations of
approximately $73.15 billion.

' The Department of Defense (DoD) is the largest.
2 The Department of Health and Human Services, Social Security Administration, DoD, and Department of the
Treasury had greater outlays.
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THE COMPENSATION LEGISLATION MANDATE AND RATIONALE
IN PRACTICE

As detailed in Chapter 2, the U.S. government has long recognized a need to provide
compensation to veterans for health problems associated with military service. The current
legislative mandate, contained in Title 38 of the U.S. Code, specifies a single criterion for
determining the level of compensation:

The Secretary shall adopt and apply a schedule of ratings of reductions in earning
capacity from specific injuries or combination of injuries. The ratings shall be based, as
far as practicable, upon the average impairments of earning capacity resulting from such
injuries in civil occupations (38 USC §1155).

However, there is abundant evidence that both the VA and the Congress take other criteria into
account. The 1956 Bradley Commission report on veterans’ benefits observed:

In the Veterans’ Administration system, the law specifies that the percentage awards are
to be based on average impairment of earning capacity. This recognizes that the
fundamental purpose of disability compensation is to assure the disabled veteran and his
family the essential means for economic maintenance. In actual administration, however,
it is clear that the Veterans’ Administration has not been able to adhere to this basic
criterion as set forth in the law (Bradley Commission, 1956).

A 2002 GAO report noted that VA had rejected a GAO recommendation to revise the ratings
schedule based on economic factors. VA’s June 24, 2002 response to the report’, signed by then-
Secretary Prinicipi, stated the reasons for this rejection:

(a) the Schedule for Rating Disabilities from its beginnings in the early 20" Century has
been medically based, as are all other major disability compensation systems;

(b) the Schedule represents a consensus among Congress, VA, and the veteran community;
and

(c) the current medically-based schedule has been a valid basis for equitably compensating
America’s disabled veterans for [a long time] and VA sees no reason to validate the
ratings solely from an economic perspective (GAO, 2002).

The response further noted that VA had conducted an economic validation of the ratings
schedule in 1973 but had not adopted any changes “because of widespread dissatisfaction in
Congress, the veterans community, and VA”.

A 2004 report commissioned by VA asserts that the Congress intended that the determination
of compensation level include considerations outside of impairment of earnings capacity, stating:

[Compensation] legislation does not explicitly state that intent of the disability program is
to compensate for reduction in quality of life due to service-connected disability.
However, this intent is implicit because Congress has set forth certain presumptions of
eligibility for disability compensation and higher benefit levels for certain disabling

3 The response notes that these observations echo those offered by VA in response to a similar recommendation by
GAO in 1997 (GAO, 1997).
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conditions such as loss of a limb that reflect humanitarian concern about quality of life.
The quality of life factor may be a more critical issue than employability for amputees
given advances in medical technology and emphasis on occupations not requiring
physical labor (DVA, 2004).

The report goes on to cite specific circumstances—such as disability compensation for the loss of
one or both breasts*—that it asserts reflect Congress’ intent to factor quality of life in addition to
economic impairment.

THE PLACE OF DISABILITY COMPENSATION IN VA’S OPERATION

The VA estimates that “[a]bout a quarter of the nation’s population—approximately 70
million people—are potentially eligible for VA benefits and services because they are veterans,
family members or survivors of veterans” (DVA, 2006a). These benefits and services take many
forms, including disability compensation to veterans, survivor compensation to their dependants,
pensions, education programs, home loan guarantees, subsidized insurance, vocational
rehabilitation, and employment counseling.

Benefits disbursements account for more than half of the VA’s budget. A May 2006 VA
publication reported that approximately $38.5 billion was allocated for benefits in FY 2006
(DVA, 2006b). Disability compensation makes up about 80 percent of this allocation. It is
awarded as a monetary payment to veterans whose disability is deemed to be service-connected.

According to the Code of Federal Regulations, Title 38 (38 CFR), there are several ways to
established service connectedness, the most common being:

e the “injury or disease resulting in disability was incurred coincident with service in the
Armed Forces” (38 CFR §3.303);

e a preexisting injury or disease was aggravated by active service (38 CFR § 3.306);

e apresumptive service connection was established by law or VA policy (38 CFR §§3.307,
3.308, 3.309); and

e the condition occurred as a result of an injury or disease incurred coincident with service
(38 CFR §3.310).

The compensation amount is based on a determination of by the degree of disability, which is
ranked from 10-100 percent according to guidance contained in 38 CFR Part 4. “Individual
unemployability” (IU) provisions in the regulation (38 CFR §4.16a) allow certain veterans who
cannot be gainfully employed due to service-connected disabilities to be compensated at the 100
percent level even though their rating does not reach 100 percent.’

Where a veteran is a rated with more than one disability, a cumulative rating is calculated
according to rules contained in 38 CFR §4.25. It states that the combined rating:

... results from the consideration of the efficiency of the individual as affected first by the
most disabling condition, then by the less disabling condition, then by other less disabling
conditions, if any, in the order of severity. Thus, a person having a 60 percent disability is

* Legislative authority for VA compensation for the loss of one or both breasts is contained Veterans Benefits and
Health Care Improvement Act of 2000 (Public Law No. 106-419)

> The IOM report A 21 Century System for Evaluating Veterans for Disability Benefits addresses VA’s
administration of the IU program at length (IOM, 2007a).
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considered 40 percent efficient. Proceeding from this 40 percent efficiency, the effect of a
further 30 percent disability is to leave only 70 percent of the efficiency remaining after
consideration of the first disability, or 28 percent efficiency altogether. The individual is
thus 72 percent disabled....

The final rating—70 percent in the example above—is determined by rounding the calculated
figure to the nearest number divisible by 10, with combined values ending in 5 adjusted upward.

The base amount determined by this protocol is then, where appropriate, supplemented for
beneficiaries with a spouse, dependent children or parents. Certain service-connected conditions
that require special accommodations such as loss (or loss of use) of a limb are also granted
supplements. Some veterans are eligible for additional monies via “special monthly
compensation” for the loss or loss of use of certain capacities—Iloss of a reproductive organ, for
example. However, the decision to grant or maintain disability compensation is made on the
basis of statutory or regulatory requirements alone and these do not include consideration of
individual economic need. Rates are adjusted for inflation on a yearly basis.

The scope of VA benefits available to veterans and—in some circumstances—their families
is dependent on the rating assigned to his or her disabilities. Access to hospital care and
outpatient care services at VA medical center services, for example, is prioritized based on
criteria set down in Public Law 104-262, the Veterans’ Health Care Eligibility Reform Act of
1996. This law grants the highest priority (priority 1) to veterans with service-connected
disabilities rated 50 percent or more, or who are determined by VA to be unemployable due to
service-connected conditions. These veterans, along with veterans receiving care for a service-
connected disability, also receive preferred access in scheduling of hospital or outpatient medical
appointments. Veterans with service-connected disabilities rated 30 percent or 40 percent are
priority 2; those with service-connected disabilities rated 10 percent or 20 percent, priority 3.°
Higher priority access to medical centers is important because system constraints may greatly
restrict timely access to some services for veterans.

A spectrum of other benefits also uses disability rating as at least one of the criteria for
eligibility.” Vocational rehabilitation and employment (VR&E) assistance is available to veterans
with a VA service-connected disability rated at least 20 percent with an employment handicap,
or rated 10 percent with a “serious handicap”. Veterans whose service-connected disabilities are
rated 30 percent or more are eligible for reimbursement for certain travel costs to receive VA
medical care. The Concurrent Retirement and Disability Payments program provides a 10-year
phase-out of an offset to military retired pay due to receipt of VA disability compensation for
veterans whose single or combined disability rating is 50 percent or greater.

If a veteran is rated as 100 percent disabled or is deemed eligible for Individual
Unemployability (IU) benefits, the veteran and his or family is entitled to a number of additional
benefits. These include access to VA outpatient dental treatment, unlimited exchange and
commissary store privileges in the United States, and eligibility to receive a waver of some
premiums for VA life insurance. In some circumstances, the surviving spouses and children of
such veterans may receive so-called Dependency and Indemnity Compensation (DIC), are
eligible for support for some education and training, and may participate in CHAMPVA—the
Civilian Health and Medical Program of VA—which provides reimbursement for most medical

® Other criteria, such as status as a former POW, also qualify a veteran for priority 3 status.

’ The rules governing eligibility for benefits are complex and this brief summary does not in any way represent the
entirety of the requirements. The summary is based on information presented in the 2007 edition of Federal Benefits
for Veterans and Dependents (DVA, 2007).
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expenses: inpatient, outpatient, mental health, prescription medication, skilled nursing care and
durable medical equipment. Under a special program currently in place, veterans awarded 100
percent disability compensation based upon unemployability may still request a vocational
rehabilitation evaluation and, if eligible, participate in a VR&E program and receive help in
getting a job. VA will continue to pay 100 percent disability compensation to a veteran who
secures employment under this program until the veteran has worked continuously for at least 12
months (DVA, 2005a). An Aid and Attendance (A&A) allowance is available for some veterans,
veterans’ spouses, surviving spouses and parents who are in need of regular assistance to dress
themselves or take care of other needs of everyday living (38 CFR §3.352).

Thus, even a 10 percent rating for a service-connected disability grants a potentially
significant increase in access to VA benefits in addition to monetary compensation.

Chapter 2 of this report, which provides background on disability compensation, contains
additional information regarding the federal government’s benefits programs for veterans.
Chapters 4 and 5 address two major components of most PTSD compensation and pension
(C&P) evaluations: the clinical examination and the rater’s decision.

WHY PTSD COMPENSATION IS AN ISSUE TODAY

Issues regarding the provision of benefits to veterans have risen in public prominence over
the past few years. While a number of factors have contributed to this increased prominence, the
three that have received particular notice are the increase in the number of veterans seeking and
receiving benefits, the concomitant increase in benefits expenditures, and the prospect of a large
number of veterans of Operation Iraqi Freedom and Operation Enduring Freedom (OIE/OEF)
entering the system. In particular, compensation claims for PTSD have attracted attention
because of the increasing numbers of claims in recent years and because diagnosing PTSD is
more subjective than is the case with many of the other disorders that VA administers benefits
for.

A 2005 report by the VA Office of the Inspector General summarizes the trends in PTSD
claims and compensation over the past five years (DVA, 2005b):

During FYs 1999-2004, the number and percentage of PTSD cases grew significantly.
While the total number of all veterans receiving disability compensation grew by only
12.3 percent, the number of PTSD cases grew by 79.5 percent, increasing from 120,265
cases in FY 1999 to 215,871 cases in FY 2004. During the same period, PTSD benefits
payments increased 148.8 percent from $1.72 billion to $4.28 billion. Compensation for
all other disability categories only increased by 41.7 percent. While veterans being
compensated for PTSD represented only 8.7 percent of all claims, they received 20.5
percent of all compensation benefits.

The Office of Management and Budget noted that the 59.5 percent growth in VA’s budget
authority from 2001 to 2007 was the second-highest increase of any agency in the federal
government (OMB, 2006b).

While the growth in claims has come largely from veterans of earlier conflicts, the VA
benefits system will experience continued growth because of the coming wave of veterans of
OIE/OEF. As of late 2006, approximately 1.5 million members of the military had been part of at
least one of these operations, and more than a third of those 1.5 million were separated from their
service and eligible for veterans’ benefits at that time. An analysis reported in the New York
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Times in October 2006 found that nearly one in five OIE/OEF veterans had been granted

disability benefits and that 35 percent of that group had been granted benefits for a mental
disorder (Shane, 2006).

INTENT AND GOALS OF THE STUDY

The VA charged the committee responsible for this study with reviewing:

1. compensation practices for PTSD, including examining the criteria for establishing
severity of PTSD as published in the VA Schedule for Rating Disabilities;

2. the basis for assigning a specific level of compensation to specific severity levels and
how changes in the frequency and intensity of symptoms affect compensation
practices for PTSD;

3. how compensation practices and reevaluation requirements for PTSD compare with
those of other chronic conditions that have periods of remission and return of
symptoms; and

4. strategies used to support recovery and return to function in patients with PTSD®
(Szybala, 2006).

These four general charges were operationalized into a series of issues identified as being of
particular interest. These included the appropriateness of the criteria used for rating PTSD
severity, the management of comorbidities in the C&P evaluation process, the role of the Global
Assessment of Functioning (GAF) score in evaluating PTSD, the scientific literature regarding
the length of time between the occurrence of the stressor thought to be associated with an
applicant’s PTSD and the appearance of symptoms, the value of standardized testing in C&P
examinations, the advisability of periodic reexamination of PTSD compensation beneficiaries,
and whether compensation might influence recovery and, if so, in what ways.

The remaining chapters of this report address these topics to the extent permitted by currently
available science.

RELATED INSTITUTE OF MEDICINE REPORTS

The Institute of Medicine has published several reports that address issues directly related to
this study. These are cited and in some cases summarized below.

Reports on Disability Issues

The Institute of Medicine (IOM) and its sister organization, the National Research Council
(NRC), have written a number of reports on topics related to disability compensation. These
reports have, for the most part, focused on programs administered by the Social Security
Administration (SSA).

Three reports released since 2000 have particular relevance. The Dynamics of Disability
(IOM and NRC, 2002) responds to an SSA request for an independent review of the agency’s
research plan for the redesign of its disability-decision process. It includes a working paper that

¥ As noted below, a separate IOM committee is addressing PTSD treatment issues. This report limits its review of the
topic to the effect of compensation on strategies used to support recovery and return to function in patients with
PTSD.
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puts forth a research agenda for SSA’s disability determination for mental impairments
(Kennedy, 2001). Among its findings, the report noted that there was no agreement on the
definition and measurement of disability, and it indicated that there was a need to develop
objective measures of both the physical and the social environment.

Improving the Social Security Disability Decision Process, which was released first as an
interim report (IOM, 2006a) and then as a final report (IOM, 2007b), offers recommendations to
the SSA on how to facilitate access and use appropriate medical expertise to support the Social
Security disability adjudication process as well as on how to improve the Listing of Impairments,
a screening tool that the SSA uses as part of its process of determining eligibility for disability
payments under the Social Security Disability Insurance and Supplemental Security Income
(SSDI/SSI) programs.

Reports on Veterans Health and Stress Issues

As part of a larger research effort on veterans' health issues, committees of the IOM have
been working on a series of reports on the effect of psychological stress on present and former
members of the military. One of those reports has been published, while the rest are still
forthcoming.

The 2006 report Posttraumatic Stress Disorder: Diagnosis and Assessment (I0M, 2006b)
was the first of these reports to be released. It provided responses to ten questions posed by the
VA, the report’s sponsor. Seven of these questions related directly to PTSD diagnosis and

assessment:
e What are the accepted diagnostic criteria for PTSD?
e What would an evidence-based criteria set for diagnosis of PTSD include?
e What are the components of an evidence-based diagnosis of PTSD?
e What would diagnostic criteria be, based on best evidence, either based on or apart

from official standards?

What are useful biomarkers [for diagnosis]?

e What neuropsychological evaluation or other testing should be included in an optimal
evaluation of a patient for PTSD?

e What constitutes optimal evaluation of a patient for PTSD?

The other three questions were related to the more general subject of psychological stressors:

e What constitutes a stressor?
e How should stressful events be diagnosed and documented?
e How can and should a patient document a stressful event?

This report is the second in the series. A third report, expected to be released later in 2007,
will focus on PTSD treatment for veterans, reviewing the literature on various treatment
modalities and treatment goals for individuals with PTSD. As part of its assessment, the
committee responsible for the treatment report will review the strength of the evidence on the
efficacy of pharmacotherapy and psychotherapy interventions for PTSD, identify research gaps,
make suggestions for future research, and address some related issues identified by the VA.

Two other IOM committees are currently addressing subjects that are closely associated with
this research effort. A committee organized under the auspices of the Gulf War and Health series
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of congressionally-mandated studies is conducting a comprehensive review, evaluation, and
summary of the peer-reviewed scientific and medical literature regarding the association between
deployment-related physiologic, psychologic, and psychosocial stress and long-term health
effects in Gulf War veterans’. The report on this topic will be issued in late 2007. A second
effort, being conducted at the behest of the Veterans’ Disability Benefits Commission,'’ is
examining broader issues regarding the medical evaluation of veterans for disability
compensation. The committee responsible for this work has produced the report A4 21* Century
System for Evaluating Veterans for Disability Benefits (I0M, 2007a), which will be released in
the summer of 2007.

Earlier IOM reports have noted that PTSD is an issue for former prisoners of war in World
War II and the Korean conflict (IOM, 1992), for Vietnam veterans (IOM, 1994), and for Persian
Gulf veterans (IOM, 1995, 1996) in the course of broader discussions of the health of these
groups.

ORGANIZATION OF THE REPORT

The remainder of this report is organized into six other chapters plus supporting appendices.
Chapter 2 provides background information on disability compensation, with a focus on mental
health and veterans issues. Chapter 3 outlines the characteristics, etiology, and course of PTSD and
also provides information on comorbidities, risk factors, and special considerations for veterans.
Chapter 4 provides an overview of the VA’s PTSD compensation process and the conduct of
PTSD compensation and pension examinations. These examinations generate the information used
by raters to evaluate compensation claims and, where appropriate, determine the level of
disability—a process that is set forth in Chapter 5. Chapter 6 discusses other issues that the
committee was asked to consider, including the literature regarding the effect of compensation on
recovery and reexamination of veterans already receiving compensation. Chapter 7 offers general
observations and recommendations.

Agendas from all the public meetings held by the Committee on Veterans’ Compensation for
Post Traumatic Stress Disorder are provided in Appendix A. Appendix B contains a digest of the
sections of the U.S. federal regulation relating to VA compensation of PTSD and other mental
disorders (38 CFR Part 4, Subpart B). Appendix C displays the worksheets that VA provides
clinicians to guide the conduct of PTSD C&P examinations. A listing of the acronyms and
abbreviations used in the report is contained in Appendix D. And Appendix E provides
biographic information on the committee members, consultants, and staff responsible for this
study.

? The study’s findings will not be limited to veterans of the 1991 Gulf War conflict but will be applicable to veterans
of the other conflicts, including OIF/OEF.

' The Veterans’ Disability Benefits Commission is an independent advisory body created by a mandate contained in
the National Defense Authorization Act for Fiscal Year 2004 (Pub.L. 108-136). Its charter states that the purpose of
the Commission “is to carry out a study of the benefits under the laws of the United States that are provided to
compensate and assist veterans and their survivors for disabilities and deaths attributable to military service”
(VDBC, 2006). The enabling legislation directs the Commission to “consult with the Institute of Medicine of the
National Academy of Sciences with respect to the medical aspects of contemporary disability compensation
policies” (Sec. 1502(d)).
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2
Background — Disability Compensation

Disability-compensation systems vary by myriad factors, reflecting the social, political, and
economic conditions of their formative periods. The legislators who create these policies and the
executives who carry them out are influenced by key stakeholders and constituents as well as by
the state of the relevant science and law at the time of their actions. Thus the major disability-
compensation systems that exist in the U.S. today—veterans’ disability compensation, Social
Security disability programs, workers’ compensation, and, to some extent, private disability
insurance programs—are multifactorial legacy systems. This committee was charged with
addressing veterans’ compensation policy and, specifically, veterans’ compensation for
posttraumatic stress disorder (PTSD), but committee members agreed that examining the intent
and conduct of other compensation systems would be useful in fulfilling that task.

The first part of this chapter provides a historical background on veterans’ disability
compensation, focusing on the period up to and including World War II. A brief review of
veterans programs in the United Kingdom and Canada is also included. The chapter’s second
part presents an overview of other disability-compensation systems in the United States.
Together, these sections serve as a contextual foundation for the material presented in subsequent
chapters.

EARLY COMPENSATION FOR MENTAL DISABILITIES

Early American colonial law regarding the care and responsibility for mentally or otherwise
disabled persons reflected existing English law to a great extent, with the disposition of a
particular case dependent upon such factors as whether a disabled person was considered to be
violent or nonviolent, was mentally or intellectually disabled, was able to maintain gainful
employment or had access to familial material support, and was accepted as a charge of the local
community' (Braddock and Parish, 2001). From a public welfare perspective, a great deal of
overlap exists between the early support systems for the mentally and physically disabled and for

! Under England’s Poor Law of 1601—also known as the Elizabethan Poor Law—the local community was required
provide certain maintenance through compulsory taxation when a family was unable to provide for a mentally ill
member. This provision, and its associated economic burden, often led to a person with mental disability being
forcibly driven from local communities (Braddock and Parish, 2001).

2-1
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the indigent and the criminal. The residents of early asylums, workhouses, almshouses, and
houses of correction were a heterogeneous mixture of the criminal, the poor, the orphaned, the
elderly, and the sensorily, physically, and mentally impaired (Braddock and Parish, 2001).

The earliest legislation that specifically included a provision for the care and maintenance of
persons with mental disabilities was authorized in 1751 in the Pennsylvania colony as part of the
law establishing the first general hospital in America (Braddock and Parish, 2001). The petition
associated with that legislation cited the growing number of “Lunaticks or Persons distempered
in Mind and deprived of their rational Faculties™ as justification for the new provision. A 1776
judicial decision in Pennsylvania established what seems to have been the first municipally
mandated institutional provision for the mentally ill in the colonies. The Pennsylvania court
ordered that “a small Levy be Laid to pay for the buildings of ye house and the maintaining of ye
said madman according to the laws of ye government” (Braddock and Parish, 2001).

Throughout the early 1800s counties often dealt with the mentally ill with a practice known
as bidding out or auctioning out. When a disabled person was auctioned out, the county paid a
stipend to the lowest bidder for the provision of one year of care (Breckenridge, as cited in
Braddock and Parish, 2001). Auctioning out would not necessarily have been an improvement
over the “beatings of the head [that] were employed to treat people with many mental diseases,
including depression, paralysis, and intellectual disability” during the 1700s, as many auctioning-
system-related abuses occurred with little or no official monitoring of the care of these wards
(Braddock and Parish, 2001). Over time the practice of auctioning-out fell out of favor, as local
municipalities found its continued implementation to be cost prohibitive.

Fishback, in his essay on public assistance during the American colonial period (Fishback,
2006), notes that the Philadelphia Almshouse, like most almshouses of the period before the
Revolutionary War, “was a miscellaneous receptacle for human distress. One almshouse could
serve as a hostel, a hospice, and a home for the disabled.” Little research has been conducted on
rates of receipt of public assistance during the colonial period, and any such quantitative research
on that period that attempted to segregate the physically from mentally disabled—or even the
disabled from the poor and criminal—would need to carefully consider the operational
definitions for recipient and assistance, as the lines between penal action and welfare
administration are barely distinguishable in the few early records that do exist, and “the
auctioning system of the 1800s or the whippings of the 1700s...hardly deserve the word
‘assistance’” (Fishback, 2006).

While vicissitudinous, the near-400-year history of public assistance for the disabled in the
United States evolved with successive policy changes, generally shifting from a collection of
disparate systems of localized administration and funding to a series of programs of increasingly
uniform standards and more centralized control. An exception to this pattern is the system of
public assistance for the veteran, as a centralized policy for the maintenance of disabled soldiers
was established very early on, during the Revolutionary War period.

VETERANS’ DISABILITY COMPENSATION

The Pilgrims at Plymouth are credited with passing the first pension law in America (Burke,
1899).2 In 1636 the Pilgrims “enacted in their Court that any man who should be sent forth as a

2 In 1624 colonial legislation with provisions for the compensation of disabled soldiers was passed in Virginia. Had
it not failed to receive ratification in London, it would have been the earliest compensation legislation in the colonies
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soldier and return maimed should be maintained competently by the colony during his life”
(Plymouth Colony Records, as cited in Burke, 1899). This policy was retained when
Massachusetts Bay and Plymouth colonies formed a union in 1691 (Burke, 1899). Virginia,
Maryland, and New York passed their own colonial statutes providing compensation for disabled
military members in 1678 (Burke, 1899). Maryland’s statute went beyond compensation for
disabled soldiers and provided pensions for widows and dependent orphans (Rockoff, 2006).
While today the compensation of those disabled through service to their country might be seen
by many as an obvious social obligation,” during the Colonial era a major impetus for veterans’
disability compensation was actually the need to build and maintain militia strength during the
first Indian wars, most notably the Pequot War in New England (Rockoff, 2006).

Revolutionary War

The first federal disability-compensation program in the United States was provided to the
veterans of the Revolutionary War. From the onset of the war the Continental Congress was
inundated with “claims for relief” submitted by disabled servicemen. Officers in the field warned
the Congress that if it did “not give better encouragement to the privates than at present is held
forth to them, you will have no winter army” (Powel as cited in Bodenger, 1971). Largely in
response to growing pressure from military leaders, plans for the relief of disabled veterans were
formulated and ratified, becoming what is known as the Military Pension Law of 1776 (Bradley
Commission, 1956). Pursuant to the Pension Laws,* half-pay was to be given “for life to every
officer, soldier, or sailor losing a limb in any engagement or being so disabled in the service of
the United States as to render him incapable of earning a livelihood,” and a portion of this was
paid to the partially disabled (Bodenger, 1971). The promise of monetary compensation for war-
related disability served not only to attract enlistments in the Colonies—where popular support
for the war was far from unanimous (Bradley Commission, 1956)—but also to prevent desertions
from an Army fighting in conditions that were abjectly cruel:

[T]he emaciated, louse-infested . . . half-naked exhausted men, broken in spirit and
discipline, crowded into the camps and hospitals . . . [where] sickness, suffering, and
death from communicable diseases intensified the devastating effects of the ferociously
cold weather upon soldiers who were short of clothes, shoes, blankets, fuel, and food, and
existed in dismal, frigid, filthy huts. (Bayne-Jones, 1968)

Further incentives were provided for military service when land grants became a standard part of
enlistment contracts, and by the War’s end more than 9.5 million acres had been awarded to
veterans of the Revolution (Rockoff, 2006).

These compensation policies continued to be modified in the decades following the
Revolutionary War. Benefits were made increasingly comprehensive; for instance. Initially
limited to members of the Continental Army, benefits were soon provided to “all disabled men

(Rockoft, 2006). The British had a 200-year history of compensation for disabled military veterans at the time the
first pension laws were passed in the Colonies (Bradley Commission, 1956).

? Veterans in England were maintained through the charitable support of the monastic system until 1592, when
legislation providing government compensation to disabled veterans was enacted. A sense of national responsibility
for the disabled veteran that was part of their British heritage remained among the early colonists of America
(Bradley Commission, 1956).

* What is known today as disability compensation was formerly known as a pension. It was not until 1919 that all
awards related to service-connected disability and death were referred to as compensation (DVA, 2006a).
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who fought in the common defense”™ (Bradley Commission, 1956). Throughout the late
eighteenth and the early nineteenth centuries, as the federal government attempted to develop
acceptable disability policies for veterans, the distinction between recipients of disability
compensation and of veterans’ pensions’ became less clear, as some veterans on the
compensation rolls discovered they could receive greater monetary benefits by shifting to the
pension rolls and many veterans received compensation and pension concurrently. During the
early part of this period the locus of benefits” administration, with often protracted and circuitous
modification, shifted away from state-level jurisdiction to adjudication at various offices at the
federal level. While Congress retained final authority over claims, the Secretary of War generally
assumed the responsibilities of compensation administration in 1789 (Bradley Commission,
1956).

In 1802, the Secretary of War asked the U.S. Attorney General for an interpretation of the
Military Pension Law in order to clarify the issue of service connection for claimed conditions.
According to the Attorney General,

the connexion [sic] between the inflicting agent and consequent disability need not
always be so direct and instantaneous. It will be enough if it be derivative, and the
disability be plainly, though remotely, the incident and the result of the military
profession. . . . Such are the changes and uncertainties of the military life . . . that the
seeds of disease, which finally prostrate the constitution, may have been hidden as they
were sown, and thus be in danger of not being recognized as first causes of disability in a
meritorious claim. [Opinion of Richard Rush (U.S Attorney General) April 15, 1815]
(DVA, 1993).

This finding indicates that by early in the nineteenth century policy makers were already
recognizing delayed-onset cases as pensionable.

In 1808 the states’ remaining compensation responsibilities’ were transferred to the federal
government. During the period when the state and federal governments had shared responsibility
for administration, monetary awards had varied by the individual state’s ability to fulfill the
federally mandated program. One of the results of the 1808 transfer of overall compensation
administration to the newly established Bureau of Pensions® was to establish greater consistency
in awards payments (DVA, 2006a).

Despite the existence of a dedicated federal bureau to oversee compensation, a number of
major issues remained that both complicated policy development and hampered the
administration of veterans’ benefits programs. These included:

e service records that were of poor quality or nonexistent;
e pay that was substandard and that was provided in currency that rapidly devaluated
during the course of the war;

> Pensions were provided to local militia, etc.

6 Refers to service pensions and not retirement pensions.

7 Claims had been qualified at the state level and awards were paid by the states and the “sums thus paid
[were]...deducted from the requisitions levied on the states for the support of the Confederation government”
(Bodenger, 1971).

¥ The Bureau operated under the authority of the Department of War.
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o the existence of pension disparities—officers received half-pay for life, while grants for
enlisted personnel were far more modest and of limited duration—which in turn led to
demands by enlisted personnel for compensation later; and

e limited-duration enlistments, which further compromised the quality of enlistment
records (Bradley Commission, 1956).

In the uncertainty created by the postwar government fragility, veterans began organizing to
push for timely receipt of their promised benefits. The Commutation Act of 1783 had provided
government-issued securities—at 6 percent interest—equal in value to five years’ pay for
officers who had served during the War of Independence. Securities were not provided to
enlisted personnel; they received instead a service pension of one year’s pay (Rockoff, 2006).
But the Confederation could not afford to pay the pensions that had been awarded or even to
cover the interest on issued bonds (DVA, 2006a). Fears that the country would fail to fulfill its
obligations to its veterans led to the formation of the Society of Cincinnati, considered to be the
first veterans’ service organization in the United States (Rockoff, 2006). The Society was
composed of officers of the Revolutionary War, and its express purpose in the years following
the war’s end was to “pressure the government to fulfill the pledges made to the officers”
(Rockoff, 2006). The Society’s early activities marked the beginning of a long history in which
veterans’ service organizations have been engaged quite influentially in the development of
benefits’ policy in the United States.

Early compensation legislation did not specifically refer to mental disabilities, but the
language of the following Continental Congress pronouncement would indicate that policy
makers intended more than a simple physical-injury-driven pension program for veterans:

[P]ermit not him, who, in the pride and vigor of youth, wasted his health and shed his
blood in freedom’s cause, with desponding heart and palsied limbs to totter from door to
door, bowing yet his untamed soul, to meet the frozen bosom of reluctant charity
(Glasson, 1900 as cited in Braddock and Parish, 2001).

Furthermore, eighteenth-century experts in military medicine had already recognized that the
health of the soldier extended beyond infectious disease and injury. Baron van Swieten, in his
1776 volume The Diseases Incident to Armies with the Method of Cure, notes that “the soldier
fresh lifted, and torn at once from his family, no sooner loses sight of his village, but he becomes
melancholy; and tho, [sic] a robust husbandman, finds himself scarce able to bear the fatigues
and inconveniences of a military life” (Banyne-Jones, 1968).

The War of 1812 through the Civil War Period

Between the Revolutionary War and the Civil War veterans’ disability policy went through a
series of changes (Rockoff, 2006). At the beginning of that period, eligibility was strictly
contingent upon the existence of a disability, but 1818 saw the introduction of a needs-based
service pension for veterans of the Revolutionary War.” As a result, between 1816 and 1820 the
number of veterans receiving a pension increased by 805 percent from 2,200 to 17,730, and the

? While the first major study of veterans’ earnings was not reported until the 1956 (President’s Commission on
Veterans’ Pensions), the sharp increase in the number of veterans qualifying for pensions on a means or income
basis might imply that veterans were not thriving in post-war occupational settings, assuming that the eligibility
cutoff for income was derived from valid economic indices.
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total cost of compensation increased by 1,167 percent from $120,000 to $1,4000,000 (Bradley
Commission, 1956). There was no means test associated with the 1818 act, and pensions were
considered to be “an expression of gratitude and an act of charity which did not subject indigent
veterans to the humiliating necessity of searching for evidence of the precise quantum of their
property, or producing surgeons’ certificates of the state of their bodily strength” (DVA, 1993).
In 1820, however, budgetary constraints led to the purging of all pension recipients from the
rolls, pending proof of poverty. Pensions for the majority of these veterans were restored in 1823
when the economy was more robust.

Veterans of the War of 1812, the Mexican-American War, and the Indian Wars were given
monetary pensions similar to those provided to veterans of the Revolutionary War, with
eligibility restricted to invalids and the dependents of deceased soldiers (Rockoff, 2006).
Veterans of these wars did get warrants for tracts of western land, although that program was
thought to have been motivated at least in part by the government’s need to secure hostile
regions. By 1860 warrants for more than 73 million acres of land had been issued to veterans
(Rockoff, 2006)."° By the time service pensions were established for veterans of these wars, so
much time had elapsed—pensions for veterans of the War of 1812 were not established until
1871, for example (Rockoff, 2006)—that they were the equivalent of old-age pensions for those
veterans who had survived to receive them."!

Much as was the case with the Revolutionary War pension laws, Congress’s passage of the
Civil War pension system in 1861 has been attributed in large part to the need to raise an army
(Blanck, 2001). The pension program was further expanded in 1862 into the so-called General
Law System. One of the changes ushered in under the General Law System was a requirement
that veterans applying for disability compensation be given a medical evaluation. This evaluation
would rate the disabilities found to be attributable to wartime activities according to the veteran’s
relative ability to perform “manual labor requiring severe and continuous exertion.” The rating
protocol was later amended to include non-manual labor skills (Blanck, 2001). Under the new
system, a veteran'> declared totally disabled was entitled to a monthly annuity of $8. Physicians
were responsible for the medical screening and rating of claimed disabilities. Disabilities rated as
less than total were awarded in fractions of the maximum $8 grant. Blanck (2001) notes that the
“war-related lost finger or small toe was compensated by a prescribed rating of 2/8 totally
disabled” or a $2 per month annuity. Amendments to the General Law System in 1862 and 1866
expanded the list of compensable conditions and “increased the rate of compensation for severe
disabilities that were neither self-evident nor easily ascertainable by the existing medical
practices” (Blanck, 2001). Many of the newly compensable conditions were rated based on their
“equivalence” to injury or wound-related disability.

The veterans’ compensation system became more complex as it continued to be amended
throughout the 1870s. In 1873 the Consolidation Act was passed by Congress. Under the act,
levels of severity were assigned to ratings for war-related disabilities, and compensation was for
the first time linked to impairment and not to rank (Bradley Commission, 1956; Blanck, 2001).

10 1t has been estimated that roughly 40 percent of the total arable acreage in lowa was transferred via veterans’
warrants (Rockoff, 2006).

" Rockoff (2006) also notes that in the 39-year period while Northern veterans of the Civil War were waiting for
service pensions, their numbers decreased from 1,830,000 to 821,000.

12 Only Union soldiers were eligible for pensions. Some southern states provided pensions to Confederate soldiers
(Rockoft, 2006). It was not until 1958, when the Confederacy was pardoned, that the single living survivor of the
Civil War was awarded a pension.
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The act also allowed for the compensation of disabilities shown to have “originating causes”
during military service. Thus while a veteran may not have been disabled for years following
military service, if a claimed condition was etiologically related to service, then the condition
was pensionable (Blanck, 2001).

Due to the crude nature of many of the diagnostic techniques of the day and to changes in the
national economy, controversy soon arose regarding the equitable application of medical
evaluations and disability ratings (Blanck, 2001). Not long after the liberalization of eligibility
criteria brought about by the General Law System, newspapers were publishing stories of alleged
corruption in the veterans’ disability pension system, and the system was portrayed largely as a
corrupt process in which biased surgeons were substantiating exaggerated and faked claims of
disability (Glasson, 1901 as cited in Blanck, 2001).

While comprehensive statistics were not recorded at the time, an 1888 report made to
Congress by the Commission of Pensions indicated that between 1862 and mid-1888 a greater
number of awards were granted for delayed-onset diseases than for service-incurred injuries
(Blanck, 2001). Among the Commission’s reported statistics were 5,320 pensions for nervous
prostration and 1,098 pensions for “disease of the brain, including insanity” (Blanck, 2001). As
well, 25,994 cases of “diseases of the heart” were reported.

It was during the Civil War era that military physicians first attempted to isolate the causes of
an increasing number of heart disorders of unclear etiology (Meagher, 1919). Jacob Da Costa, an
Army surgeon, hypothesized that the syndrome variously referred to as irritable heart, soldier’s
heart, effort syndrome, neurocirculatory asthenia, and disordered action of the heart” was
actually an organic response to battle stress (Meagher, 1919; Lasiuk and Hegadoren, 2006). Da
Costa’s analysis of 200 cases revealed that 38.5% had been exposed to “hard field service and
excessive marching,” and 30.5% had a history of diarrhea (Meagher, 1919). Being able to
attribute soldier’s heart to a physical cause provided an “honorable solution” to all vested parties,
as it left the self-respect of the soldier intact and it kept military authorities from having to
explain the “psychological breakdowns in previously brave soldiers” or to account for “such
troublesome issues as cowardice, low unit morale, poor leadership, or the meaning of the war
effort itself” (Van der Kolk et al., as cited in Lasiuk, 2006).

Physicians in Britain were also grappling with “disorders of the heart” among their veteran
populations. In 1865, based in large part on the studies conducted during the Crimean War by
W.C. MacLean at the Army Medical School at Netley, British physicians attributed the
syndrome previously investigated by Da Costa to soldiers’ equipment (Jones and Wessely, 2005;
Jones, 2006a). Redesign of the equipment was recommended because government-issued
rucksacks and waist-belts were thought to restrict circulation “through the heart, lungs, and great
vessels,” and it was observed that in “well-disciplined regiments the practice of falling out at
drill or on the line of march is discouraged, and [that] men will bear and suffer much, rather than
incur the imputation of being ‘soft’” (Jones and Wessely, 2005). Throughout various British
campaigns (Afghanistan, Egypt, and Sudan) between 1882 and 1902, concerns grew in the
military medical community as the reengineered field gear failed to reduce incident cases of
“irritable heart” (Jones and Wessely, 2005).

By the time World War I approached, at least two patterns in veterans’ disability policy had
emerged: benefits were established at the start of wars, despite considerable protest of many
legislators and other stakeholders; and, as time passed, the amount of time between death or

13 Later, the name Da Costa’s syndrome was added to the list.
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onset of disability and receipt of compensation awards was gradually reduced (Bradley
Commission, 1956). Throughout this period, pension lawyers and veterans service organizations
like the Grand Army of the Republic (GAR) became influential lobbyists for the expansion and
delivery of benefits (Rockoff, 2006). President Grover Cleveland’s 1888 reelection defeat was
said to be due in large part to his unpopularity with the GAR subsequent to his 1887 veto of
legislation supported by the GAR that would have provided service-based pensions to
“deserving” veterans (Blanck, 2001). In vetoing the bill, Cleveland had expressed concerns over
the potential difficulties posed by a situation where the “establishment of facts [resting] largely

within the knowledge of the claimant alone . . . would not only stimulate weakness and
pretended incapacity for labor, but put a further premium on dishonesty and mendacity” (Blanck,
2001).

The economic prosperity that the nation enjoyed in the years following the Civil War
contributed to the liberalization of veterans’ benefits. Enabled by a federal budget that had for
many years been in a surplus state—and following a pattern that was very similar to the
evolution of Revolutionary War-era benefits—the Dependent Pension Act of 1890 broadened
pension eligibility to include any veteran who was “incapable of manual labor” (Rockoff, 2006;
VA, 2006). The lifting of the requirement that disabilities be service-connected led to a 203-
percent increase in the number of veterans on the pension rolls by 1893 (DVA, 2006a), by which
time veteran-related spending represented 43 percent of the total federal budget (Rockoff, 2006).

The World Wars

Micale and Lerner (2001) assert that by 1918 there existed “vigorous public and academic
debate in the U.S. over the care and treatment of shell shocked veterans”. Shell shock was an
expression used first in 1915 in the Lancet by Charles Samuel Meyers, a military psychiatrist, to
describe the escalating number of psychiatric cases of unknown etiology among British soldiers
(Meagher, 1919). Meyers hypothesized that the observed syndrome—seen in hospitalized
combatants and characterized by anxiety and “distressing dreams of battle, bombing aeroplanes,
etc.” (Meagher, 1919)—was caused by cerebral concussion and rupture of the vasculature
resulting from exposure to exploding shells (Lasiuk and Hegadoren, 2006). Later, Meyers
recognized that there existed an analogous condition with the same set of symptoms that
appeared in patients that had not been exposed to exploding shells. He then used the expression
shell concussion to describe the condition associated with exposure to the physical blast from
exploding ordinance and shell shock for psychological morbidity resulting from the stress of war
(Lasiuk and Hegadoren, 2006).

An analysis of historic data on British World War I veterans revealed that among the soldiers
who were awarded disability compensation there existed a subset to whom awards had been
granted for the effects of poison gas exposure who showed no signs of damage to the skin, lungs
or eyes but did demonstrate a constellation of unexplained symptoms (Jones and Wessely, 2005).
Jones and Wessely note that attending physicians had recategorized these cases as “disordered
action of the heart” in recognition of the emergence of a distinct second class of disability for
gas-exposed veterans—psychological cases instead of organic ones. In 1917, 20 percent of the
200,000 veterans on the British pension rolls were being compensated for “war neuroses”
(Bailey, 1929). This number more than doubled by 1921 but was still considered a gross
underestimate due to the large numbers of veterans who were experiencing combat-related
functional impairment but who had been pensioned under other diagnoses. In 1921 the British
were paying 35,000 pensions for “effort syndrome” alone (Zarbriski and Brush, 1941).
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Among the approximately 4.7 million members of the U.S. military who served during
World War I (WWI),'* 60 percent entered through the Selective Service System (DVA, 2006a;
SSS, 2006). This large influx of citizen soldiers was associated with several developments in
veterans’ benefits policy. One of the basic principles of veterans’ compensation in the United
States had always been the responsibility of the government to “mend any damage which it has
inflicted as a result of calling a citizen from his usual occupation to serve with the colors”
(Wolfe, 1918). Wartime service has a variety of costs for members of the armed forces: They
lose the opportunity to advance in their peacetime occupations while they are serving, for
instance, and they miss out on the potential financial gains afforded to other citizens during
wartime economic booms (Siegel and Taylor, 1948). The War Risk Insurance Act of 1914,
originally intended to insure the assets of the American shipping industry, was amended in 1917
not only to provide indemnity against loss of life but also to expand benefits in anticipation of
U.S. involvement in WWI—a move suggesting that policy makers recognized that active
military service destroyed a man’s “normal insurability” (Wolfe, 1918). The activities of the
Bureau of War Risk Insurance after the passage of the Vocational Rehabilitation Law included
insurance, health care services, vocational rehabilitation, and compensation for death and
disability (Bodinger, 1971).

In 1918 Curtis Lakeman, then Assistant to the Director General of Civilian Relief of the
American Red Cross, asked the question, “Will the United States be as successful in making
civilians out of its soldiers as it has been in making soldiers of its civilians?” Lakeman (1918)
noted that Vocational Rehabilitation Law of 1918 was modeled to a large degree after the
Canadian system, in the sense that readjustment was viewed as national responsibility and that
civilians should play a major role in the administration of readjustment programs. Under the
Vocational Rehabilitation Law, “the whole range of medical and surgical treatment” was the
responsibility of the military but the “vocational and professional training” of the disabled
soldier was to be the responsibility of the Federal Board for Vocational Education. The Board
was charged with placing the reeducated veteran in an occupation of choice. Vocational
rehabilitation was subject to economic compulsion only if a veteran willfully refused to complete
training; in this case, all or a portion of his compensation could be withheld by the Bureau of
War Risk Insurance (Lakeman, 1918). Even after a veteran was placed in a stable occupational
setting, he still received monetary compensation for injuries incurred in the line of duty. This
compensation could not be reduced as a result of a veteran “overcoming his handicap.”

Planning for the disbursement of vocational-rehabilitation resources required that the
distribution and severity of disabilities be evaluated. The original estimate was that 1 of every
100 men at the frontlines would be disabled and in need of readjustment assistance and that half
of these cases would be medical cases (nonsurgical cases), including cases of shell shock
(Lakeman, 1918). In 1918, however, it turned out that 24.4 percent of the World War I soldiers
and sailors who were returned from the European theater were sent back to the States “on
account of nervous or mental disorders” (Lakeman, 1918). During that year the United States
cared for approximately 20,000 veterans in nine federally funded homes for disabled soldiers,
and an additional 12,000 veterans were cared for in state-run homes.

The War Risk Insurance Law, in addition to furnishing low-cost life and disability insurance
to officers and enlisted personnel, provided a pension system with a compensation schedule for

" For purposes of veterans’ benefits in the United States, WWI service is defined as service after April 5, 1917 and
before November 12, 1918, except for U.S. service members serving in Russia, for whom the WWI service window
is November 12, 1918 to July 1, 1920, inclusive (CRS, 2006).
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partial disability that was fashioned after the workers’ compensation system and based on the
“average impairment of earning capacity.” Awards were not reduced if a veteran was able to
increase his earning capacity by overcoming his disability (Lakeman, 1918). In addition, the
United States Public Health Service was charged, in conjunction with the Bureau of War Risk
Insurance, with providing no-cost examinations and treatment to entitled soldiers and sailors
(Lakeman, 1918).

One issue that had an eventual effect on veterans disability policy for mental disorders was
compensation of tuberculosis cases. By mid-1918 tuberculosis had led to the discharge of
roughly 10,000 men from the army (Lakeman, 1918). Before the War Risk Insurance Law, these
discharges would have been for a condition considered not to have been incurred in the line of
duty. The government’s position on these cases had hitherto been that the tuberculosis had
existed prior to service but had merely escaped detection, and thus, the care and readjustment of
these veterans was not the responsibility of the government. Men discharged with tuberculosis
were sent to Army hospitals with tuberculosis wards for the duration of treatment. State public
health authorities were provided with lists of those discharged from military service for
tuberculosis, and state agencies provided any necessary medical care. The Red Cross provided
financial assistance to affected families until “the burden of care and relief [was] transferred to
the appropriate civilian community agency” (Lakeman, 1918).

Analogous arrangements were being made to manage the care of the more than 20,000 men
discharged in the first year of WWI due to “nervous or mental defect” (Lakeman, 1918). By
WWI, experts had estimated that “the insanity rate of men in the Army increases nearly 300
percent in time of war” (Lakeman, 1918), and it was during this time that a center for the
specialized treatment of war neuroses was established at the Army hospital in Plattsburg, New
York. Service members who were categorized as insane were treated separately at Fort Porter
(N.Y.) medical facilities. Soldiers and sailors deemed incurable were discharged from military
hospitals when family members or the state hospitals for the home of record took over their care.
In cases where neither the family nor the state took charge, service members were moved to St.
Elizabeth’s Home in Washington, D.C."* (Lakeman, 1918).

In cases of neuropsychiatric disorders, as in cases of tuberculosis, the establishment of an in-
service onset for purposes of compensation was problematic. The Act of March 3, 1885 had
established a presumption of soundness at enlistment (Davenport, 1913). The presumption was
retained in the 1917 War Risk Insurance Act, but the act was amended in 1921 to exclude
conditions documented prior to or at the time of enlistment (DVA, 1993). In a separate chapter of
the 1921 amendment to the act, however, the presumption of service connection was specifically
added for active tuberculosis and neuropsychiatric diseases developing within 2 years of
discharge from active duty (DVA, 1993). During floor debate on the amendment, its sponsor,
Senator David I. Walsh, stated that putting the burden of proof on veterans to establish service
connection was a “sharp and an altogether unjustifiable annoyance . . . [and] that we ought not
continue this requirement of endless affidavits, necessarily involving long delay,” adding that
“[t]he delays resulting from this affidavit requirement have often resulted in men dying before
they ever got their compensation” (DVA, 1993). A compromise version of the amendment

' The facility was established in 1855 as the Government Hospital for the Insane to provide inpatient care of the
psychiatric casualties of the Army and Navy and the residents of the District of Columbia. Civil War veterans
receiving treatment at the hospital, fearful of being stigmatized, euphemistically referred to the institution as St.
Elizabeth’s, and Congress made the name official in 1916 (DMH, 2006).
(http://www.nlm.nih.gov/hmd/medtour/elizabeths.html).
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eventually passed, shifting the burden of proof from the veteran to the government for cases of
tuberculosis and mental disorders (DVA, 1993).

But while policy makers had become more responsive to the needs of disabled veterans,
support from the public at large was recognized as being vital to the success of the WWI
veterans’ readjustment programs:

An hysterical tendency on the part of the community to pamper the returned soldier with
trivial entertainment, or the offer of immediate employment, really resting on a basis of
charity or exploitation, may have the most untoward effect in demoralizing the ex-
soldier’s will and character. In a few years when the too-ephemeral desire to help the
wounded hero has been forgotten, and the man faces the competition of able-bodied
workmen in a labor market again over-supplied, he may have good reason to blame the
public which gave him the wrong kind of reception. (Lakeman, 1918)

Delivering benefits to WWI veterans in need of assistance was a daunting bureaucratic task,
but the existence of a standard schedule for rating disabilities eased the process (ESI, 2004).
According to this schedule, compensation awards were tied to estimated losses in earning
capacity, with the calculated amounts based on the average earnings in all occupations
performing manual labor (ESI, 2004). In 1924 the schedule was amended so that a veteran’s pre-
service occupational status was considered in estimating the loss of earning capacity (ESI, 2004).
However, because of the lack of pre-war occupational history for many veterans of the First
World War, the government soon reverted back to the “average impairment” formula (ESI,
2004). The rating schedule was codified in 1939 (Pub. L. 76-257). Benefit amounts were scaled
linearly in increments of 10 percent'; war veterans were provided higher amounts than those
who had served during peacetime (ESI, 2004)."” Congress wrote exceptions into the schedule
that granted higher amounts to veterans with certain specific disabilities—loss of an eye, hand, or
foot, for example—which was a decision that some have interpreted as compensation for loss of
quality of life (ESI, 2004). Another clarification occurred in 1919, when all claims of service-
connected death or disability were officially referred to as compensation rather than—and
separate from—the traditional term, pension (DVA, 2006a).

Experience with WWI service members contributed to a growing knowledge-base about
military psychiatry issues. Swank and Marchand observed that among WWI U.S. infantry
soldiers in the northwest European theater with 60 consecutive days of combat, 98 percent were
likely to have “become psychiatric casualties of some kind, whether of combat exhaustion, acute
anxiety state or depression,” and that among the remaining 2 percent “a predisposition to an
‘aggressive psychopathic personality’” (Swank and Marchand, 1946) was observed (Jones,
2006b). U.S. military physicians were aware of the enormous threat to unit strength posed by
combat neuroses. Major Thomas W. Salmon, senior psychiatric advisor for the U.S. forces in
France, established a protocol for the treatment of neuroses that was administered as close to the
front lines as possible (Scott, 1990). With a period of respite and the “firm expectation that the
soldier return to duty” as secondary intervention, Salmon’s plan necessitated the assignment of
psychiatrists to each division. Sixty-five percent of soldiers treated under the protocol were

16 Thus, the 10 percent level was a tenth of the amount granted to someone rated at 100 percent; the 50 percent
level, half; and so forth.

17 Rates for peacetime veterans were set at 75 percent of their wartime counterparts.
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returned to the front lines (Scott, 1990). What percentage of these cases of neuroses experienced
long-term remission cannot be known in the absence of follow-up data.

While many WWI-era clinicians believed that humiliation and punishment would remedy
combat neuroses and viewed breakdown during battle as a manifestation of flawed character
(Anonymous, 2005), there were others who offered more enlightened assessments and opted for
more humane treatment approaches. Ernest Jones, president of the British Psychoanalytic
Association, in his explanation of war neuroses, stated that war amounted to “an official
abrogation of civilized standards . . . [which necessitated] behavior of a kind that is throughout
abhorrent to the civilized mind . . . [and therefore] a soldier who suffered a neurosis had not lost
his reason but was labouring under the weight of too much reason” (Bourke, 2002; Meagher,
1919). During WWI a schism formed in the scientific community over the causes of neuroses,
with supporters of physical explanations (i.e., injury to the nervous system) and supporters of
psychological theories at odds with one another (Bourke, 2002). Thus a variety of therapeutic
options were used on the 80,000 cases of shell shock returned to British hospitals. Electric shock
treatment, massage, respite, and special diets were employed by those subscribing to the “organic
school,” while talking cures, hypnotherapy, and various other psychological treatments were the
preferred therapies of the proponents of psychological trauma (Bourke, 2002). Neither type of
therapeutic strategy was efficacious, however, as “four-fifths of shell shock cases were never
able to return to military duty” (Bourke, 2002).

At a Veterans’ Bureau clinic in New York, psychiatrist Abraham Kardiner was working with
WWI veterans suffering from war neuroses. His experience with these veterans formed the
foundation of his book The Traumatic Neuroses of War (1941). In the book Kardiner described
the constellation of symptoms surrounding war neuroses, providing an early clinical foundation
for what is now known as posttraumatic stress disorder (PTSD) (Anonymous, 2005). His
characterization of war neuroses included:

exposure to traumatic events;

trauma fixation and distorted perception of self, others, events, and environment;
nightmares;

limited ability to engage in normal activities;

chronic irritability; and

susceptibility to aggressive outbursts (Anonymous, 2005).

Some of the pre-WWI predictions of likely neuropsychiatric rates among those who served in
the war (Lakeman, 1918) were realized, and by February,1927, “ex-service men with
neuropsychiatric disabilities constituted 46.7 percent of all patients receiving hospital treatment
as beneficiaries of the U.S. Veterans Bureau” (Bailey, 1929). By the end of the following decade
the U.S. government had invested nearly one billion dollars in benefits for veterans with “war
neuroses” (Dwyer, 2006).

As had occurred after the Civil War, veterans of WWI organized, seeking to ensure the
delivery of promised benefits. In 1919 the American Legion was formed. By 1920 the group,
founded by only 20 officers, had attained a membership of over 800,000 (Rockoff, 2006). The
American Legion’s position was that “it asks for no bonuses . . . it merely asks the government to
assist the ex-serviceman in overcoming some of the financial disadvantages incidental to his
military or naval service” (Siegel and Taylor, 1948). Congress was responsive to the growing
veteran constituency and passed the World War Adjustment Compensation Act in 1924. The Act
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authorized a bonus—on average, $550, payable in 20 years—to WWI veterans based on the
length and location of their service, which made it a form of adjusted compensation (Rockoff,
2006; Siegel and Taylor, 1948). With veterans returning to a volatile postwar economy, with
inadequate separation pay and no readjustment services, as many as 20 states provided additional
benefits to WWI veterans—and not just to disabled veterans (Siegel and Taylor, 1948). The
Legion is credited with paying an influential role in the determination of “benefits and treatment
for war neurotics” (Bodinger, 1971).

In 1921, the Veterans’ Bureau was established (Pub. L. 67-47). Under the law establishing it,
all functions of the Bureau of War Risk Insurance and the Federal Board of Vocational
Rehabilitation as well as all functions of the U.S. Public Health Service related to veterans were
transferred to this single entity. The director of the Veterans Bureau had the authority to establish
up to 140 regional offices to carry out the functions of “rating and awarding compensation
claims, granting medical, surgical, dental, and hospital care, convalescent care, and necessary
and reasonable aftercare, making insurance awards, [and] granting vocational training” (Pub. L.
67-47). Responsibility for delivering services to veterans was still spread among three agencies,
though: the Veterans’ Bureau, the Bureau of Pensions of the Interior Department, and the
National Homes (DVA, 2006a). A second round of consolidation took place in 1930, combining
these entities to create the Veterans Administration (VA).

The hospital-care needs of veterans increased substantially throughout the Depression.
During the 1930s the number of VA hospitals increased from 64 to 91, and the number of beds
nearly doubled to just under 62,000 (DVA, 2000b). Tuberculosis was initially the most
commonly treated condition among WWI veterans at VA hospitals, but by the middle of the
1930s, neuropsychiatric conditions accounted for more than half of the patients. Seventy-two
thousand men had been discharged from the Army during and after WWI with neuropsychiatric
disorders, and 40,000 had applied for benefits as neuropsychiatric cases (DVA, 2006b).

Concerned by the rates at which men in combat were lost to neuropsychiatric disorders
during WWI and by the difficulties involved in treating these cases of combat neurosis, military
psychiatric experts during World War II (WWII) focused much effort on screening out at-risk
inductees during entrance physical examinations and early in the military training phases. More
than 1 million “psychologically unfit” men were screened out by draft boards during WWII
(Scott, 1990). During WWII the expressions “shell shock” and “shell concussion” were replaced
by combat fatigue and operational fatigue (Hanson, 1943). Army psychiatrist Colonel Frederick
Hanson (1943) described the cases of combat neuroses seen in the war:

They walked dispiritedly from the ambulance to the receiving tent, with drooping
shoulders and bowed heads. Once in the tent they sat on the benches or the ground silent
and almost motionless. Their faces were expressionless, their eyes blank and unseeing,
and they tended to go to sleep wherever they were. The sick, injured, lightly wounded,
and psychiatric cases were usually indistinguishable on the basis of their appearance.
Even casual observation made it evident that these men were fatigued to the point of
exhaustion. Most important of the factors that produced this marked fatigue was lack of
sleep. Under almost all combat conditions the infantryman gets too little sleep. The
conditions of his existence—the almost continuous shelling, the strange night noises,
flares, sentry and patrol duties, rain, snow, cold, heat, insects, and the ever-present threat
of the enemy—conspire to make his sleep at best intermittent and scanty. In spite of this
lack of sleep he must undergo long periods of severe exertion, more often than not on a
diet that is at best deficient in calories. Often the food is there for him but he either
cannot carry enough of it with him, or is too frightened to eat the proper amount.
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Sometimes the type available has become distasteful through its monotony (Hanson,
1943).

Frontline management of “war neuroses” during WWII was extensively documented. The
military medical community did a poorer job of documenting the breakdown of soldiers far from
the field of battle, and this reporting bias resulted in a major gap in the scientific literature
addressing the long-term outcomes of exposure to battlefield trauma (Dwyer, 2006). As Dwyer
notes (2006), the psychiatric histories of troubled soldiers from the early wars are commonly
disparate and inaccessible. Military psychiatrists observed that among “noncommissioned
officers who were old in combat experience, . . . well-motivated [and] previously efficient,”
prolonged exposure to the horrors of combat created a consistent constellation of symptoms,
including anxiety and “concomitant impairment of judgment” (Sobel, 1948). The breakdown of
devoted and highly decorated soldiers came to be known in the military psychiatric community
as “old sergeant syndrome” (Sobel, 1948). Because of the way psychiatric professionals were put
on the front line to interact with affected service members (the Salmon plan), WWII has been
credited for facilitating the migration of psychiatrists from the asylum to the community (Dwyer,
20006).

Despite the implementation of induction screening standards, the rate of psychiatric
casualties in Europe was 102 per 1,000 troops. The Salmon program was reinstituted with
psychiatrists working out of mobile army hospitals close to the front lines (Lasiuk and
Hegadoren, 2006), and the loss of troops due to psychiatric breakdown was significantly reduced
(Scott, 1990). Grinker and Spiegel observed in 1945 that among WWII soldiers many cases of
“gross stress reaction” did not manifest on the field but rather emerged much later, and could
persist for several months or even several years (Scott, 1990). Over 500,000 U.S. Army
soldiers—a population great enough to outfit 50 combat divisions—were discharged for
psychiatric disorders during WWII (Wanke, 1999). An estimated 1.3 million members of the
U.S. forces suffered from debilitating neuropsychiatric conditions during the war (Wanke, 1999).

The Serviceman’s Readjustment Act of 1944, which came to be known as the “G.I. Bill of
Rights,” was intended to be a less costly solution to readjustment than the bonuses awarded to
WWI-era veterans (Siegel and Taylor, 1948). The G.I. Bill included a wide range of benefits:
health care, separation pay, home and business loans, reemployment rights and hiring
preferences, and education benefits (Rockoff, 2006). While the nation did not want to see its war
veterans go from the “battle lines to the bread lines” (Rockoff, 2006), policy makers were also
concerned with preventing the national economy from slumping into a postwar recession or even
depression (ESI, 2004).

The total number of veterans receiving benefits through VA during the post-WWII era would
have included a considerable number of veterans from WWIL'® so it is difficult to get a good
estimate of the number of WWII veterans suffering from psychiatric problems, but the number
was certainly large. By 1950 there were 136 hospitals in the VA system, of which 34 were
neuropsychiatric hospitals, and of the 106,287 hospital beds, 54,084 beds were in
neuropsychiatric wards (Magnuson, 1951). In 1943 VA health care was extended to all WWII
veterans, even for non-service-connected conditions, but inpatient care was limited to only those
veterans with service-connected conditions (CRS, 2005), so the 50,000-plus beds in
neuropsychiatric wards would have been dedicated to the service-connected veterans. Still, this

'8 As of 1951 nearly 50% of veterans of WWI with psychoses had been hospitalized in the VA system for more than
10 years (Magnuson, 1951).
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statistic represents only those cases severe enough to require hospitalization, and the combat
neuroses are counted among other compensable psychiatric conditions. Additionally, VA
operated “home-town” programs through which veterans received clinical care in their own
communities (Magnuson, 1951). Roughly 75,000 physicians participated in the program.

In 1945 the rating schedule was updated to what is, in essence, the foundation for the rating
schedule that exists today: the VA Schedule for Rating Disability (VASRD)." Included in the
1945 schedule was a detailed index of diagnostic codes as well as protocols for compensation,
examination, and reporting (ESI, 2004). Compensation has been adjusted according to cost of
living indices. The linear compensation scheme was abandoned in the 1950s when veterans with
higher ratings began receiving awards greater than would have been predicted by a linear trend
(ESI, 2004). This change has been attributed, in part, to the earnings-related findings of the
President’s Commission on Veterans’ Benefits (Bradley Commission,1957).

Korean and Vietnam Wars

Early in the Korean War psychiatric casualty rates were 50 per 1,000 (Scott, 1990). After the
reimplementation of the Salmon plan, the rate was reduced by 40 percent (Scott, 1990). It was
during the Korean War that the original Diagnostic and Statistical Manual of Mental Disorders
(DSM-I) was published by the American Psychiatric Association (APA). DSM-I included the
combat-related disorder gross stress reaction, the definition of which was developed in part from
work conducted by military psychiatric personnel like Abram Kardiner (Scott, 1990). The VA
subsequently amended the VASRD to reflect the DSM nomenclature. The introduction to the
Mental Disorders section of the VASRD instructed rating personnel to “familiarize themselves
thoroughly” with the DSM and stated explicitly that “[f]Jormal psychometric tests are essential in
the diagnosis of mental deficiency” (VA, 1957). The inability to adapt socially was cited as “one
of the best evidences” of the state of a subject’s mental health. Social functioning was to be
considered, for rating purposes, only in the context of industrial adaptability with the
understanding that “a person who has regained competency may still be unemployable” (VA,
1957). The rating schedule for mental disorders in 1957 was so strongly linked with the DSM
that specific page numbers were cited in the primary text as supplemental guidelines for
adjudicators. However, rating boards were instructed not to apply the APA’s classification
scheme for degrees of impairment. The VARSD was modified in 1996 so that levels of disability
for all mental disorders were arranged under common categories of impairment.

The psychiatric breakdown rate for U.S. troops in Vietnam between 1965 and 1967 was one-
tenth of what it had been early in the Korean Conflict, a success that was attributed to the
implementation of an updated version of the Salmon plan at the onset of the war (Scott, 1990).
When the second edition of the DSM was published in 1968 during the height of the Vietnam
War, gross stress reaction was one of the diagnoses omitted from the index (Scott, 1990).
Speculation surrounded the reasons for the omission, and Scott (1990) stated that psychiatrist
Chaim Shatan had told him in a personal interview that he “suspected that gross stress reaction
was omitted to reduce the financial liability of the VA following the Vietnam War.” Scott, in the
absence of corroborating evidence, offered an alternate explanation: none of the members of the
APA committee that authored the update were experts in military psychiatry.

19 A more detailed discussion of issues regarding the administration of the VA is contained the IOM report 4 21"
Century System for Evaluating Veterans for Disability Benefits (2007).
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Based on a careful review of the extensive descriptions of stress reactions in combat and
noncombat settings (for example, natural disasters and death camps), the DSM-III committee
concluded that it was appropriate to reintroduce the concept of gross stress reaction from DSM-
11, to rename it as “post-traumatic stress disorder,” and to base the diagnostic criteria on those
symptoms most frequently described in the research literature on both combat and noncombat
stress reactions.

Summary Observations

The veterans’ compensation and pension system that exists today is a legacy system with a
nearly 400-year history (summarized in Table 2-1). It has been subject to the influences and
agendas of many stakeholders—politicians, military leaders, and veterans—and to its share of
accusations of bureaucratic mismanagement. Changes in compensation policy over the years
have been driven by several diverse factors. They are sometimes attempts to correct for past
shortcomings in the system or adapt to changes in the social, political, or economic climate. On
other occasions, they appear to be efforts to recognize in a tangible way the horrific conditions
under which wars are fought and the life opportunities missed or compromised by those who
participated in them. The state of the relevant science has also played a role in determining how
health problems are perceived and what people think about whether those problems are
compensable. While in the strictly technical sense PTSD has existed for less than three
decades,20 when all of its earlier incarnations are considered—irritable heart, soldier’s heart,
neurasthenia, shell shock, combat fatigue, operational fatigue, combat stress reaction, post-
traumatic neurosis, and so on—the syndrome has a history as long as veterans’ compensation
itself.

Veterans’ Disability Compensation in Other Countries

Some foreign governments have veterans’ compensation policies for PTSD. The committee
briefly reviewed the systems in the United Kingdom and Canada. While these systems share
some common attributes with the VA benefits system, it is difficult to perform direct
comparisons between the systems in those two countries and in the United States because of the
existence of universal health care and other social support mechanisms in the United Kingdom
and Canada.

Veterans Affairs Canada takes a broad view of the intent of its disability benefits system:

To put on the uniform of one’s country—and this is as true today as it was in 1914—is to
make an extraordinary commitment: to put oneself at risk, as required, in the interests of
the nation. It is this commitment that explains and justifies veterans’ benefits. ... Canada
has a comprehensive program of these benefits because of its long and distinguished
military history. By the same token, a well-thought-out and up-to-date scheme of
veterans’ benefits—one that links recruitment, retention, and recognition—is essential to
the well-being and operational effectiveness of today’s Canadian Forces. ... Between
those in uniform and the country they serve there is an implicit social covenant that must
be honoured. All this was well understood by previous generations of Canadians, as
evidenced by the fact that veterans’ benefits as such have never been an issue in party
politics. (VAC, 2004)

2% The disorder called PTSD was first defined in the third edition of the Diagnostic and Statistical Manual, which
was published in 1980.
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TABLE 2-1 Disability and Veterans’ Compensation Policy Timeline

1636 To encourage service in the Pequot War, the Plymouth colony provides for the maintenance of
disabled soldiers; the first veterans’ benefits in an English-speaking colony

1776 The Continental Congress promises pensions to officers and soldiers disabled in the course of
service; land grants ranging from 100-1,100 acres based on rank were considered part of the
contract of enlistment

1778 The Continental Congress promises half pay for seven years for officers who serve until the end of
the war

1780 The Continental Congress promises half pay for life to officers and for seven years to the widows
and orphans of officers who die in service; this is the first national provision for widows and
orphans

1783 Washington addresses his officers at Newburgh, New York, counseling patience in pursuing
demands for past pay and pensions; the Commutation Act is passed; the Society of Cincinnati, the
nation’s first veterans’ organization founded

1808 Control of military pensions transferred from the states to the federal government

1818 Service Pension Law passed; means-based; disability not a requirement

1828 Full pay for life is granted to surviving officers, noncommissioned officers, and soldiers who had
served until the end of the war

1862 General Law Pension System implemented; Arrears Act passed

1865 National Home for Disabled Volunteer Soldiers established (not just a single facility—various
branches were constructed nationwide); veterans’ preference for civil service legally established

1866 The Grand Army of the Republic formed

1879 The Arrears of Pension Act passed

1885 Act of March 3, presumption of soundness at time of enlistment for all pension applicants, although
soundness could be rebutted

1890 Dependent Pension Act is passed

1913 The Veterans of Foreign Wars is formed from the merger of smaller organizations of veterans of the
Spanish—American War and the Philippine Insurrection

1917 War Risk Insurance Act authorizes the issuance of life-insurance policies to members of the armed
services; a standard schedule for rating service-connected disabilities is created based on average
impairment

1918 A vocational rehabilitation program is established for veterans

1919 American Legion founded in Paris by American Expeditionary Force members

1920 Disabled American Veterans formed

1921 The Veterans Bureau is established to consolidate veterans’ services into one agency

1924 Pre-service occupation is considered in the determination of disability rating

1930 Creation of the Veterans Administration

1933 Repeal of the pre-service consideration in rating determination; valuation of ratings correlated with
the consumer price index

1936 Congress passes legislation (over President Roosevelt’s veto) providing for immediate payment of
the World War I bonus

1937 The category “totally disabled” is established for veterans with certain disabilities

1938 Service members injured in the line of duty are guaranteed disability benefits in light of a potential
draft

1939 Rating schedule is revised

1944 President Roosevelt signs the “Servicemen’s Readjustment Act of 1944,” commonly known as the
G.I. Bill of Rights (Public Law 346); it provides home loans, education assistance, and other
readjustment services to veterans
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1952 American Psychiatric Association publishes the first edition of the Diagnostic and Statistics Manual
for Mental Disorders (DSM-I); the volume includes an entry for the combat-related disorder “gross
stress reaction”

1956 Report of the President’s Commission on Veterans’ Benefits released

1956 Social Security Disability Insurance is established to cover disability-related “involuntary
retirement”’

1957 Veterans Benefits Act of 1957

1958 All laws concerning veterans’ benefits updated

1965 Service members’ Group Life Insurance—subsidized term life insurance purchased from private
insurers—is made available.

1962 Second edition of the Diagnostic and Statistical Manual for Mental Disorders (DSM-II) published,
gross stress reaction dropped from the index, “adjustment disorder to adult life” is added instead

1973 The United States institutes an all-volunteer armed forces; veteran’s benefits become an important
incentive for recruitment

1980 Posttraumatic stress disorder appears in the third edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-III)

1987 A revision to the third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
11I-R) is published (PTSD is retained as a diagnosis).

1989 The cabinet-level Department of Veterans Affairs (VA) is established

1994 The fourth edition of the Diagnostic and Statistical Manual for Mental Disorders (DSM-IV)
published

2000 A revision to the fourth edition of the Diagnostic and Statistical Manual for Mental Disorders
(DSM-1V-TR) is published

SOURCES: Adapted from Rockoff, 2006; Fishback, 2006; ESI, 2004; Scott, 1990; Buddin and Kapur, 2005;

Bradley Commission, 1956; Davenport, 1913; Scott, 1990.

Both the United Kingdom and Canada pay monthly annuities to compensate for a disability’s
effect on earning potential and lump sum payments to compensate for the effect of a disability on
quality of life. The programs are young in both countries, having been in place less than 5 years
in each (VDBC, 2006). In Canada, veterans’ compensation is based in large part on the policies
of the U.S. Department of Veterans Affairs, with compensation for controversial conditions such
as Agent Orange and PTSD being based explicitly on the research and policy decisions in the
United States (VAC, 2005). Functional impairments that lead to a loss of income are
compensated through a system of annuity payments, with amounts calculated using a standard
schedule (Table 2-2) analogous to the VASRD (MOD, 2005). Loss of quality of life is
compensated separately and is paid as a lump sum based on standard formulae. In the United
Kingdom monetary benefits are issued in both lump sum payments (for loss of quality of life)
and guaranteed income payments (for earnings impairment) (MOD, 2005).

The committee did not locate any studies specifically addressing the effect of the availability
of universal health care on compensation-seeking patterns in these countries. It is likely that
some proportion of disabled veterans may have their therapeutic needs met though available
health-care systems and consequently forgo the disability application process, especially for
conditions, such as PTSD, to which a stigma is attached. These countries do not have what is
sometimes referred to as a 24-hours-7-days-per-week policy, which provides for compensation in
the case of injuries and diseases incurred in off-duty hours during active service.
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TABLE 2-2 UK Rating Table for Mental Disorders

Level Injury

8 Permanent mental disorder, causing severe functional limitation and restriction

10 Permanent mental disorder, causing moderate functional limitation and restriction

11 Mental disorder that, which is functionally limiting and restricting, and has continued, or is
expected to continue, for 5 years

12 Mental disorder, which that has caused or is expected to cause functional limitation and

restriction at 2 years, from which the claimant has made or is expected to make substantial
recovery within 5 years

13 Mental disorder that, which has caused, or is expected to cause, functional limitation and
restriction, at 26 weeks, from which the claimant has made, or is expected to make, a substantial
recovery within 2 years

14 Mental disorder that, which has caused, or is expected to cause, functional limitation and
restriction at 6 weeks, from which the claimant has made, or is expected to make, a substantial
recovery within 26 weeks

NOTES:

1. In assessing functional limitation and restriction for mental disorders, account shall be taken of
psychological, social, and occupational function.

2. Functional limitation and restriction is likely to be severe where symptoms of behaviours include mania,
delusions, hallucinations, severe depression with suicidal preoccupations, or abnormal rituals.

3. Mental disorders must be diagnosed by a relevant accredited medical specialist.

4. Any reference to duration of effects in column B are from the date of injury or onset of illness.

SOURCE: Ministry of Defense, UK, 2005. Crown Copyright/MOD.

OTHER MENTAL DISABILITY COMPENSATION PROGRAMS

A number of other disability-compensation programs provide financial and other types of
support to persons diagnosed with mental disorders in general and with PTSD in particular. As
part of its work, the committee examined the literature describing these other programs. Below
the information collected about compensation programs for mental disorders and PTSD provided
by the U.S. federal government, state and local governments, the private sector (via workers’
compensation schemes), and selected foreign military services is summarized.

Philosophy of U.S. Disability Systems

Compensation for disability is in large part based on principles of social justice. Generally
speaking, social justice refers to the principle that a society should provide fair treatment and a
just share of the benefits (wealth and resources) to individuals and groups. The term is used in
numerous ways and represents many ideas, problem definitions, and ways of finding solutions to
problems. It is used in this report because ideas of social justice are often used as a rationale for
disability compensation.

A society’s social-justice system reflects the social, economic, and political views that its
members hold concerning what a society should be. In most societies, individuals are thought to
have a responsibility to work and support themselves. Societies do generally accept, however,
that some people will not be able to work (or work at full capacity) and therefore may be granted
an exemption from work and be granted funds in lieu of wages. There are various categories of
reasons that excuse a person from the obligation to work, and a society’s particular sense of
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social justice can be seen in the way that that society identifies and defines these categories:
“Each category must be based on a culturally legitimate rationale for nonparticipation in the
labor system. . . . The definitions are also tied to underlying cultural notions about work™ (Stone,
1986).

Disability is a commonly accepted category for exemption from work and receipt of
compensation. As already noted, its use can be traced back to the so-called Poor Laws first
instituted in England in the mid- to late-1500s. Additionally, disability is sometimes used to
qualify persons for medical care at reduced or no cost. In the United States, the Social Security
Disability Insurance/Supplemental Security Income (SSDI/SSI) programs and the benefits
programs administered by VA are often cited as representing the prevailing American social-
justice views for persons with disability. The ongoing public policy debate about these programs
often implicitly contains disputes about social justice.

For compensation purposes, disability is a socially created administrative category. Each
disability-compensation system has a rule base as well as an assessment process. Most systems
require medical documentation of a physical or mental medical condition and also an
administrative rating of the severity of that condition in terms of impairment of function in
relationship to work. Compensation is most often proportional to loss of potential earnings and
dependant on the level of funding set aside for the specific program.

When some people are legitimately exempted from work, others in the society may have to
help fund their “substitute wages.” Funding sources for disability compensation include the
individuals themselves (social and private insurance programs and individual savings, for
example), public taxation, employers, or charity. Again, ideas of social justice will underlie the
decisions about what proportion of contribution should be expected from each of these various
sources.

VA disability benefits, including compensation, reflect a somewhat different set of principles
of social justice. Persons who serve in the military and who have a disability related to military
service’' are eligible for benefits. One of the reasons that societies form is to provide safety and
security for their members, so when individuals put themselves at risk to preserve a society’s
security, social justice implies that they should be compensated for losses resulting from taking
that risk. VA benefits are not contingent on work status (except for the individual
unemployability (IU) benefit), but the VA disability rating is based on average earnings loss
attributable to the disability. Rehabilitation, both medical and vocational, is part of the VA
benefit system. Disability ratings also play an important role in determining access to ongoing
medical care.

Western societies overwhelmingly view disability compensation as a type of income-
redistribution policy. Just as strongly and widely held is the view that persons with disabilities
should be encouraged to work and should not be discriminated against in the workplace. On the
other hand, there have also been universal concerns about the potential overuse or misuse of the
disability exemption to work. Some commentators argue that disability is more complex than just
establishing and rating the severity of a medical condition and that placing someone in a
disability category requires considering personal, social, and environmental factors as well
(IOM, 1991). Economists worry that persons with disabilities who can satisfy their needs
through disability compensation may not be motivated to enter the labor market, especially in

2! Note that the VA standard is that disabilities are compensable if they occur or originate during service, a more
broad conception than “as a result of service.” Other nations, including Australia, Canada, and the United Kingdom,
use “as a result of,” but they also have national health programs that see to the needs of their veterans.
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view of other environmental and employment barriers (Berkowitz and Hill, 1986; Weaver,
1991). Fears of deception, abuse, symptom exaggeration, or malingering have generated
vigorous programmatic abuse-monitoring tactics and a concomitant demand for objective
evidence of impairment and degree of functional loss. Time-limited benefits with frequent
reevaluation are used for selected conditions.

Civilian disability-compensation systems in the United States include services to assist
persons in gaining or remaining in employment. People who qualify for compensation may be
required to follow prescribed medical treatment and to participate in rehabilitation in order to
continue receiving payment. If a person does work, benefits may be gradually reduced,
depending on the amount of earnings. In some systems people who receive work income still
remain eligible for health care, with their health-care expenditures related to their income.
Increasingly, compensation is discussed as only one part of a social-justice system for supporting
persons with disabilities. The performance of accepted social roles, including work, is cited as
the most desirable outcome (IOM, 1997).

In discussing pro-work support policies, Burkhauser and Stapleton maintain that:

[h]istorically, the federal government’s approach to providing economic security for
people with disabilities has been dominated by a caretaker approach, reflect[ing] the
outdated view that disability is solely a medical issue. A main premise of this model is
that people with severe medical conditions are unable to work (Burkhauser and Stapleton,
2003).

These authors go on to mention such social policy instruments as the Americans with Disabilities
Act, the 1998 Individuals with Disabilities Education Act, the 1999 Ticket to Work and Work
Incentives Improvement Act, and administration initiatives such as the Clinton administration’s
Presidential Task Force on the Employment of Adults with Disabilities and the Bush
administration’s New Freedom Initiative. Burkhauser and Stapleton also maintain that pro-work
social-justice policy requires “investment in ‘the human capital’ of people with disabilities.”
They cite evidence from a survey of private and government employers that indicates that lack of
training and lack of related experience are the main barriers to employment and advancement of
people with disabilities (Bruyére, 2000).

Thus the dominant social-justice rationale for disability compensation is grounded in the
view that people have the right and the responsibility to support themselves and to share equally
in the goods, services, and benefits of the society, commensurate with their own effort and
abilities. Persons with disabilities may or may not have the ability to work. Nonetheless,
contemporary society recognizes when these people have the ability to work, allowing—and
expecting—them to work serves the interest of both individuals and the group. In the United
States, social-justice beliefs include the idea that people who cannot work should be taken care
of by the greater society and also the idea that people should be encouraged to work whenever
possible. Social justice also requires that people who take risks supporting the common good be
entitled to compensation and services if they become disabled in that pursuit, and it is this that
would appear to be the primary rationale for the VA disability program.
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U.S. Government Programs
Social Security Administration

Two programs administered by the Social Security Administration (SSA) are the federal
government’s primary means of assisting disabled individuals who are unable to work.
Supplemental Security Income (SSI) is a means-tested income-assistance program for aged,
blind, or disabled individuals who have little or no income and are unable to engage in
substantial gainful activity because of a physical or mental impairment that is expected to last for
at least 12 months or result in death (SSA, 2006a). Social Security Disability Insurance (SSDI) is
a social-insurance program providing monthly benefits to disabled individuals who qualify for
cash payments based on their prior contribution to the system through a compulsory tax on
earnings. These individuals must be unable to work because of a medical condition that is
expected to last at least one year or result in death (SSA, 2006a). Those individuals who
participate in both programs—that is, they receive SSDI cash benefits on the basis of their tax
contributions and have monthly income low enough to also qualify them for SSI cash benefits
under the means test—are known as “dual beneficiaries” (SSA, 2006a).

People who are disabled because of psychiatric conditions are overrepresented on both the
SSI and SSDI rolls, making up the largest working-age disability group receiving public income
support (Cook, 2006). Furthermore, for more than a decade the number of SSI beneficiaries with
psychiatric disabilities has been increasing faster than the total program (Mashaw and Reno,
1996a). From 1988 to 2001 the number of SSI recipients with psychiatric disabilities more than
tripled, from 411,800 to 1.5 million; during the same period, the total number of SSI recipients
rose by a factor of something over two and one-half (Jans et al., 2004). The percentage of SSDI
recipients with disabling mental disorders has also increased over time, but not as rapidly. Few
SSDI recipients join the workforce—Iless than 0.5 percent of beneficiaries leave the rolls because
they have found suitable employment (Berkowitz, 2003; Newcomb et al., 2003)—and people
with disabling mental illness are no exception. Indeed, SSI beneficiaries with psychiatric
disabilities are significantly less likely to work than those with other disabilities (Muller et al.,
1996), and SSDI beneficiaries with disabling mental disorders remain on the rolls significantly
longer than those with other diagnoses (Hennessey and Dykacz, 1989). Although SSDI was
originally designed for male workers in their 50s and 60s with common work-related disabilities
such as back pain, policy analysts have noted that the program has evolved to meet a growing
number of social welfare needs and new congressional mandates; at the same time, SSI has
become a large cash-benefit program for a population that is younger and less attached to the
labor force than it was originally intended to support (Mashaw and Reno, 1996a).

SSDI disability eligibility is based on the following criteria: First, an individual must not be
working or, if working, must have monthly earnings below a certain threshold. Second, the
person’s medical condition must significantly limit his or her ability to perform basic work
activities, such as walking, sitting, or remembering, for a period of at least one year. Third, the
medical condition must be on a list of impairments considered “severe” by SSA or be determined
to be as severe as that of a listed impairment, or else the medical condition must prevent the
individual from being able to do the same work that had been performed before the onset of the
medical condition. Fourth, the individual must not able to perform some other work that would
be appropriate to his or her medical condition, age, education, past work experience and work
skills. To receive SSDI, individuals do not need to be poor or to have few economic assets or
resources, but they may not have earnings above the monthly threshold.
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SSI eligibility is based on a somewhat different set of criteria. The individual must be
elderly, blind, or disabled, must not be working or else must not be earning more than a
mandated monthly threshold, must have very low income, and must have few economic assets or
other resources, such as real estate, stocks, or bonds. Disability is determined in the same manner
as for SSDI, as described above.

In summary, the rationales for eligibility of these two programs are similar yet subtly
different. SSI is a means-tested income-assistance program, while SSDI is a social-insurance
program. This is reflected in the fact that the average monthly benefits are higher for SSDI
($943.40 per month in June 2006) than for SSI ($470.30 per month in June 2006), although
many states supplement SSI cash payments to varying degrees (SSA, 2006b).

Both programs assume that any beneficiaries who need it should also receive access to
healthcare via two federal systems. Individuals on SSI qualify for the federal Medicaid program,
while those on SSDI qualify for Medicare after a mandatory waiting period of up to two years
(Stapleton et al., 2006).

SSI and SSDI beneficiaries are assumed to be totally and permanently disabled. Because of
this, federal regulations mandate an administrative review of the individual’s disability status,
called the continuing disability review, upon the individual’s return to work (Newcomb et al.,
2003). If the individual is deemed “recovered,” then cash payments and associated benefits
cease. This has the effect of discouraging many individuals who are capable of working from
returning to work (Burkhauser and Wittenberg, 1996).

Both programs also assume that individuals who earn above a certain monthly threshold for a
specified period of time should have their cash benefits reduced. In the case of SSI, the reduction
in benefits varies according to the amount earned above the threshold, while in the SSDI
program the reduction is absolute. SSDI beneficiaries can earn up to SSA’s substantial gainful
activity (SGA) level each month ($830 in 2006) with no loss of benefits, but once earnings
exceed that amount for nine nonconsecutive months plus a three-month grace period, all SSDI
cash benefits cease. This is referred to as the “earnings cliff” (Stapleton et al., in press). By
contrast, once an SSI beneficiary’s earnings reach $65 per month, his or her cash payment is
reduced by one dollar for every two dollars of additional earnings. Some have noted that this
marginal tax rate of 50 percent far exceeds that paid by the wealthiest individuals (Stapleton et
al., 2006).

Additional work disincentives in the SSA system include an “implicit tax” on disabled
workers whose labor force participation causes them to lose additional benefits, such as health
insurance, housing subsidies, utility supplements, transportation stipends, and food stamps
(Polack and Warner, 1996). And, finally, SSDI beneficiaries who return to work in the first 24
months of eligibility become ineligible for health coverage under Medicare, regardless of
whether their jobs provide medical benefits (White et al., 2005). Research has indicated that
people with psychiatric disabilities are aware of these disincentives and report that they plan their
labor force participation accordingly (Polak and Warner, 1996; MacDonald-Wilson, 2003).

Both SSI and SSDI are systems for people with long-term, total disability, unlike other
programs that provide money to individuals with partial disability or short-term disability. While
the assumption is that beneficiaries are totally disabled, the system also includes an assumption
that productive employment, when practical, is preferable to a reliance on cash benefits for the
individuals with disabilities, their families, and society as a whole. Even when individuals with
disabilities cannot be fully economically self-sufficient, the program assumes that allowing for
some paid work by the beneficiaries will lead to important gains in the economic welfare of the
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family as well as contributing to the society’s aggregate productivity (Mashaw and Reno,
1996b). Beginning in the 1990s, the SSA instituted a number of programs that offered free
special services to blind or disabled SSI or SSDI beneficiaries with the goal of helping them
work. The services included counseling, job training, and help in finding a job (Cook et al.,
2006). These work-incentive programs also allowed individuals to retain their eligibility for
health insurance even after they were no longer eligible for cash benefits under SSI or SSDI.

Those receiving SSI or SSDI have “presumptive eligibility” for state-federal vocational
rehabilitation services, unless they are deemed too significantly impaired to benefit (U.S.
Department of Education, 2006). By federal legislative mandate, the Rehabilitation Services
Administration (RSA), an agency of the U.S. Department of Education, uses federal and state
dollars to fund vocational-rehabilitation programs in each state which provide job placement and
training services to people with disabilities (Kaye, 1998). Eligibility does not guarantee receipt
of services, however, and state programs are required to serve those individuals with the most
severe disabilities when there are not enough resources to serve everyone who is eligible
(Andrews et al., 1992). Furthermore, there are no formal referral pathways between the
SSI/SSDI and the state-federal vocational rehabilitation systems, so SSA beneficiaries with
disabilities typically do not receive vocational rehabilitation services.

Federal Employees’ Compensation Act

Federal civilian and private-sector workers may also receive compensation for PTSD under
the Federal Employees’ Compensation Act (FECA) [5 U.S.C. §§ 8101-8193]. FECA, which has
its origins in the Compensation Act of 1916 [39 Stat. 743], provides for compensation “for the
disability or death of an employee resulting from personal injury sustained while in the
performance of his duty” [§ 8102(a)].** This includes on-the-job mental or emotional injuries. In
order to substantiate a claim, the applicant must

...submit factual evidence of employment factors or incidents alleged to have caused or
aggravated the psychiatric condition, medical evidence establishing the existence of a
mental disorder or emotional condition, and “rationalized medical opinion evidence
establishing that his emotional condition is causally related to the identified compensable
employment factors.” (Turner, 2004)

The circumstances under which compensation is granted for PTSD are a regular subject of
litigation and cannot be easily summarized. Compensation disbursement is managed by the
Department of Labor’s Office of Workers” Compensation Programs. FECA also includes a
rehabilitation component. Periodic Roll Management units monitor cases to assess claimants’
ability to return to work after awards are granted.

State and Local Government and Private Sector (Workers’ Compensation)

Workers” Compensation

In the United States, workers’ compensation provides compensation for injuries and illnesses
sustained while on the job. Workers’ compensation in the United States originated in a
theoretical “bargain” between labor and employers in the early twentieth century (Clayton,

2 The Longshoremen and Harbor Workers Compensation Act provides similar benefits coverage for so-called non-
appropriated fund (NAF) employees.
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2003/2004). Workers traded the ability to sue employers for damages in civil court in exchange
for a no-fault system based only on economic losses. In 1911, Wisconsin, California, Illinois,
Kansas, Massachusetts, New Hampshire, New Jersey, Ohio, and Washington adopted workers’
compensation statutes, and programs spread to most other states within a decade, although
Mississippi did not establish a program until 1948 (Fishback et al., 2006). Today every state
except Texas requires employers to provide insurance to employees against the health and
economic impacts of occupational injuries and illnesses. With a few exceptions—some
employees in Texas, agricultural employees in some states, and workers at firms with fewer than
5 employees—workers’ compensation covers all occupational injuries and illnesses in the
country.

This no-fault bargain has implications for the amount of compensation that is paid for
occupational injuries and illnesses. Compensation in civil court may include an amount for
noneconomic damages, such as pain and suffering, that is often some multiple of the size of the
award for economic damages. The no-fault bargain has been interpreted as meaning that, in
exchange for being assured of receiving a certain payment without the need for proving fault, the
employee will give up the right to receive compensation for noneconomic losses.

Sixty different programs, each with its own definition of disability, constitute the workers’
compensation system in the U.S. (Barron, 2001). In every jurisdiction, the benefits paid under
workers’ compensation include all medical care for the specific injury or illness, temporary
disability benefits for days out of work as a result of the injury, death benefits, and permanent
disability benefits for residual disability (or impairment) after the worker has recovered from the
injury or illness as much as will be possible (Clayton, 2003/2004). The point at which the worker
becomes eligible for permanent disability benefits is variously referred to as “maximum medical
improvement” or “permanent and stationary” status, depending upon the state. There are two
general approaches to paying out workers’ compensation benefits: New York, Pennsylvania, and
certain other states use a “wage loss” approach, paying injured workers over time, given
evidence that they are unable to work; a second group of states pay according to “loss of wage-
earning capacity” or “impairment” (Barth, 2003/2004), basing payments upon a disability
schedule (Berkowitz and Burton, 1987; Reville et al., 2005). The permanent disability benefits
provided in workers’ compensation and, in particular, the approach of paying according to the
loss of wage-earning capacity is most similar to the VA approach.

As a basis for disability compensation, though, the VASRD is unique to the VA. In
determining workers’ compensation, most states—42 of them—use the AMA impairment-rating
guides in various editions, depending upon the state (Barth, 2003/2004). The AMA system is
based on “whole body impairment” and not upon occupational disability or loss of earnings
capacity.

The AMA impairment-rating guides do not rate psychiatric conditions. The latest edition of
these guides (AMA, 2001) does include a chapter on psychiatric conditions, but the information
is not converted into a whole-body impairment rating.

Many states have policies that address the treatment of psychiatric injuries and illnesses in
workers’ compensation, but there is no centralized data source that summarizes this information.
In general, a distinction is made in workers’ compensation between psychiatric conditions that
are adjunct to physical injuries (so-called physical-mental) and stand-alone psychiatric
conditions (so-called mental-mental). PTSD is an example of a mental-mental claim. While it is
difficult to determine exactly how the different states treat physical-mental claims, there are no
states that seem to exclude them explicitly. However, many states do have explicit policies
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regarding “mental-mental” claims. According to Neuhauser, at least thirteen states explicitly
exclude all “mental-mental” claims (Connecticut, Florida, North and South Dakota, Georgia,
South Carolina, Kentucky, Minnesota, Montana, New Hampshire, Washington, Wyoming, and
West Virginia) and thus would not allow compensation for PTSD without attendant physical
injury (Neuhauser, 2007). Conversely, a number of states (Alaska, Arizona, Colorado, Idaho,
Louisiana, Massachusetts, Missouri, Nevada, New Mexico, Oregon, Rhode Island, and Utah)
explicitly allow compensation for “traumatic stress claims” when they arise out of “extraordinary
or unusual” events, such as robberies and other violent acts, or else meet some similar standard.

An important distinction between the compensation paid to workers of private employers and
the benefits paid by the VA is that veterans acquire their disabilities while taking risks on behalf
of the public. In this sense, veterans have more in common with police officers, firefighters, and
other public-safety employees of states, counties, and municipalities around the country than
they do with employees of private companies. As noted by Seabury (2002), public-safety
workers’ compensation benefits are often set by statute at higher levels than the benefits required
to be paid by private employers or even than the benefits paid by public employers to their
employees that are not involved in public safety. In addition, many states, counties, and
municipalities provide lower eligibility thresholds and higher benefits for disability retirement to
public safety employees.

Short- and Long-Term Disability

Protection against income loss because of disability is often available to employees through
their workplace. The annual U.S. Department of Labor survey that tracks employee benefits
found in 2006 that 39 percent of all employees in the private sector had access to short-term
disability benefits (STD) and 30 percent had access to long-term disability benefits (LTD). By
comparison, 71 percent of private-sector employees had access to health insurance through their
employers (BLS, 2006).

Short-term disability programs cover absences from illness and accidents that are not
sustained in the course of employment and most often specifically exclude work-related
accidents or injuries. Employees must typically be out of work five days before they get benefits,
and this waiting period will usually be covered by a paid-absence plan. The usual disability
definition is “unable to perform the required tasks of the usual and customary occupation by
reason of a medically established mental or physical condition” (IOM, 1999). Wage-replacement
ratios range from 50 percent to 70 percent of pre-disability earnings, with 50-percent
replacement being the norm. STD compensation is paid for up to twenty-six weeks.

Most plans apply specific guidelines for how long a particular impairment should prevent a
person from working, given his or her age and the demands of the particular job. Return-to-work
dates may be established as part of the initial award of benefits. For persons whose impairments
indicate that they will be unable to work over the long term, case-management techniques such
as assuring proper medical treatment, vocational rehabilitation, and job accommodation or
modification may begin during the STD payment period.

LTD programs cover work absences caused by illnesses and accidents that are not sustained
in the course of employment. For employees in higher income brackets, LTD may supplement
workers’ compensation and SSDI benefits. Before persons are eligible for LTD payments, they
are required to be unable to work for 30-120 days as a result of their disability.

When an employer offers both STD and LTD, the eligibility periods are coordinated. For the
first 6-12 months of disability, the eligibility requirement is that a person be “unable to perform
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the required tasks of the usual and customary occupation” by reason of a medically established
mental or physical impairment. After one year, a stricter definition, inability to do “any
occupation,” applies. The benefit period may be for a specific length of time or else until
retirement age. Wage-replacement rates vary from 50 percent to 70 percent of pre-disability
earnings, with 60 percent being the most common. Most LTD plans require that a person be
receiving appropriate medical treatment for the disabling condition. These plans require
systematic follow-up with both the person and their physician to assess ongoing disability status.
LTD programs include appropriate return-to-work services.

Mandatory Temporary Disability Benefits

Five states—California, Hawaii, New Jersey, New York, and Rhode Island—plus the
Commonwealth of Puerto Rico have mandated temporary disability compensation. Employees
contribute to these plans in all five states. Employers contribute in Hawaii, New Jersey, and New
York. Wage replacement is usually 50 percent of prior pay with certain dollar maximums and
minimums. Most states require that a person be out of work for seven days before payment. In
2006 the maximum duration of benefits was 26 weeks in Hawaii, New York, and New Jersey,
and 52 weeks in California.

Rationale for Private Sector Work Disability Programs

The underlying principle for private sector work disability programs can be traced to the
ideas of social justice discussed above. In the United States, people have the responsibility to
support themselves through work. There is general public acceptance that the risk of being
unable to work because of a disability is legitimate. Definitions of work disability are more or
less objectively defined and managed. There is an underlying presumption that persons would
rather work than be unable to work because of disability.

Insurance Principles

Social insurance—SSDI being the prime example—spreads the risk of being unable to work
because of a disability across the working population. Payroll taxes from all covered workers and
their employers are pooled to create a fund for making payments to those found disabled under
the established definition. Everyone pays according to a wage-related formula applicable to the
entire population. A younger person with less risk of becoming disabled pays the same rate as an
older person with greater risk as long as they earn the same amount.

A central principle of private-sector disability-compensation programs is that the risk of an
insurable event can be determined by actuarial predictions. The predictability of risk makes it
possible to place a price tag on risk protection that is based on projected disability incidence and
duration for individuals and groups in similar risk categories. Risk categories for work disability
are sorted out by individual characteristics such as age, work skills, and health as well as by the
type of work performed (classified by industries and occupations). The insurance industry’s
rationale is that assuming a risk can be done profitably through proper risk assessment, risk
management, and pricing.

Both insurance approaches—the social and the private—assume that what economists and
insurers call “moral hazard” can be managed. The term moral hazard is used to describe the
effect that insurance can have on the behavior of the person being insured. Malcolm Gladwell, a
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noted social commentator, highlighted the relevance of moral hazard in a 2005 New Yorker
public-policy article: “Insurance can have the paradoxical effect of producing risky and wasteful
behavior.” Gladwell indicated that economists spend a great deal of time thinking about such
moral hazards, and for good reason:

Insurance is an attempt to make human life safer and more secure. But, if those efforts
can backfire and produce riskier behavior, providing insurance becomes a much more
complicated and problematic endeavor” (Gladwell, 2005).

The Perception of the Risk

The risk of being unable to work for a considerable period of time because of disability is
high. An often-cited figure, attributed to the 1987 Group Long-term Disability Valuation Tables
published by the Society of Actuaries, is that at some point between the ages of 35 and 65, three
out of ten people are unable to work for a period of 90 days or longer because of disability
(Society of Actuaries, 1987). Employees and self-employed workers are often made aware of
this risk and the need for income protection by insurance companies, labor, and professional
organizations.

Payment Sources

Part or all of the cost of disability protection may be paid by employers. Employers can pay
insurance companies to cover the risk and pay benefits. Large employers may self-insure, which
means that they pay the benefit costs and costs of administration themselves instead of passing
them off to an insurance company. Disability protection may be offered in a benefit plan that
gives an employee a certain amount of money to spend on various benefit options. Insurance
companies offer group coverage to employees in selected industries, and employees pay the
entire cost. Professional and other associations may offer their members group coverage through
insurance companies.

Workers and self-employed persons may qualify to buy individual protection against the risk
of earnings loss because of disability. In these cases, the risks of disability are assessed and
priced based on individual characteristics such as age, occupation, and health.

Program Goals

Disability protection can be part of a larger menu of employment-based benefits constituting
a total compensation package. Historically, such benefits have been made available in lieu of
wage increases, and collective-bargaining has played a large role in making these benefits
available. Employers recognize that protection from the risk of work-related disability can be an
important part of an overall employee-compensation package and can help attract and retain
employees.

Employers often use these benefits as part of a larger absence-management program.
Managed-disability programs can save costs by reducing absence and increasing productivity by
returning employees to work in transitional or modified work roles. Some research suggests that
managed-disability programs reduce medical costs (Chelius et al., 1992).
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Assessment of Work Disability

Private sector programs require the presence of a medically established condition. The
inability to work is judged according to how that condition impairs work-related functions for a
particular person. Functional assessments determine what a person can and cannot do because of
the medical condition. Depending on the definition of work disability being used, the person’s
functional assessment is then compared to the functions required for either a particular
occupation or for any occupation in the economy. This means that both medical and vocational
evaluations form a part of the overall disability evaluation.

Disability Management

Employees, employers, and insurers all bear part of the costs of private-sector disability
compensation. Managing costs and assuring adequate protection are goals of a workplace
disability-compensation system. Disability management is a concept that took hold in private-
sector disability-compensation systems in the 1990s. Disability-management programs are
designed to prevent or minimize the costs of disability to both employers and employees. The
goals of a disability-management program include (1) disability prevention through health
promotion and health care, (2) encouraging employees to remain at work or return to work
whenever possible, (3) early intervention, (4) medical and vocation rehabilitation, and (5) case
management. The most successful of these programs involve employees in their design and
assure a proper mix of work incentives and appropriate benefit payments (Akabas et al., 1992;
Shrey, 1998).

Integration of disability compensation with health care and health-promotion programs is an
important and evolving practice. Such integration assures that all workplace health-promotion
and disability programs work together under like principles to encourage a healthy workforce
and reduce disability. A previous Institute of Medicine committee produced a report that
addresses the characteristics of a best-practice program for an integrated health system (IOM,
2005), and a summary of their findings is reproduced here as Box 2-1.
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BOX 2-1 Characteristics of Best-Practice Programs

On the basis of a review of the relevant literature and the expertise of its own members,
the committee responsible for the report Integrating Employee Health: A Model Program for
NASA derived the following characteristics that may be considered as “best practice”:

e Program plans are linked to organizational business objectives.

Top management supports the program.

Effective communication programs are implemented.
Effective incentive programs are used.

Evaluation is an integral part of the program and is

o systematic;

o shared with top management;

o shared with employees; and

o valued by top management.

e The creation of a supportive environment is strongly pursued.
e The program is appropriately resourced with a sufficient budget.
e The program design is based on best practice management and behavioral theory

(APQC, 1999; also addressed in Chapter 5 of IOM, 2005), including:

o goal setting;
o stages of readiness to change, the central construct of the Transtheoretical
Model of Behavior Change;
o define theories (Prochaska et al., 1997)
self-efficacy as a recognized predictor for successful behavior change among
employees;
incentives to optimize program participation;
social norms and social support features;
programs tailored to the needs of individuals; and
multi-level program design that addresses awareness, behavior change, and
supportive environments.

O

O O O O

SOURCE: Adapted from Box 4-1 (IOM, 2005).
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3
Background — PTSD and Impairment

This chapter briefly outlines the characteristics, etiology, and course of posttraumatic stress
disorder (PTSD). It provides information on comorbidities, risk factors, and special considerations
for veterans." A companion report, Posttraumatic Stress Disorder: Diagnosis and Assessment
(IOM, 2006), also addresses these topics and deals with some of then in greater detail. The
discussion here is focused on issues that are relevant to the committee’s charge, specifically the
impairment caused by PTSD and its comorbid disorders. Material in the chapter is intended to
serve as a foundation for some of the findings, conclusions, and recommendations in later
chapters that address the disability associated with PTSD.

PTSD CHARACTERISTICS, ETIOLOGY, AND COURSE

PTSD is one of an interrelated and overlapping set of possible mental health responses to
combat exposures and trauma. The illness of PTSD—illness meaning the interaction of a disease
with an individual in a particular social context—creates four different types of burdens in those
who are affected: suffering, altered functional capacity, impairment, and disability. These four
types of PTSD burdens can in turn each play out in four different domains: the cognitive,
emotional, social, and occupational. PTSD is classically a waxing and waning illness. While
recovery from the acute form may occur in the months following onset, most studies suggest that
PTSD is more likely to manifest in the chronic form with effects that are enduring. Military-
related PTSD may be more complex and more persistent than other subtypes of the disease.

PTSD can be diagnosed as early as one month after exposure to a traumatic event.” The text
revision of the fourth edition of the Diagnostic and Statistical Manual for Mental Disorders
(DSM-1V-TR) specifies six criteria (Criterion A through Criterion F) that must be satisfied for a
diagnosis; these are summarized in Table 3-1 (APA, 2000). PTSD is designated as either acute or
chronic, depending on its duration. Acute PTSD is diagnosed between one to three months after a
traumatic exposure and has symptoms that last fewer than three months. PTSD that is present

! Chapter 2 of this report presents an extended discussion of the history of stress-related mental disorders, centered
on U.S. military populations.

? Acute Stress Disorder (ASD) may be diagnosed in circumstances where “[t]he disturbance lasts for a minimum of
2 days and a maximum of 4 weeks and occurs within 4 weeks of the traumatic event” (DSM IV-TR; APA, 2000).

3-1
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TABLE 3-1 DSM-1V-TR Diagnostic Criteria for PTSD

Criterion Description

A

The person has been exposed to a traumatic event in which both of the following have been
present:

1. The person experienced, witnessed, or was confronted with an event or events that
involved actual or threatened death or serious injury, or a threat to the physical integrity of
self or others.

2. The person’s response involved intense fear, helplessness, or horror.

B

The traumatic event is persistently re-experienced in one (or more) of the following ways:

1. Recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions.

2. Recurrent distressing dreams of the event.

3. Acting or feeling as if the traumatic event were recurring (includes a sense of reliving the
experience, illusions, hallucinations, and dissociative flashback episodes, including those
that occur on awakening or when intoxicated).

4. Intense psychological distress at exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event.

5. Physiological reactivity on exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event.

Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three or more of the following:

1. efforts to avoid thoughts, feelings, or conversations associated with the trauma;

. efforts to avoid activities, places, or people that arouse recollections of the trauma;

. inability to recall an important aspect of the trauma;

. markedly diminished interest or participation in significant activities;

. feeling of detachment or estrangement from others;

. restricted range of affect (e.g., unable to have loving feelings); and

. sense of a foreshortened future (e.g., does not expect to have a career, marriage, children,
or a normal life span).

~N N W

es]

Persistent symptoms of increased arousal (not present before the
trauma), as indicated by two or more of the following:

1. difficulty falling or staying asleep;
2. irritability or outbursts of anger;
3. difficulty concentrating;

4. hypervigilance; and

5. exaggerated startle response.

Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1 month.

The disturbance causes clinically significant distress or impairment in social, occupational, or
other important areas of functioning.

SOURCE: Reprinted with permission from APA (2000).

beyond three months after the traumatic event is termed chronic. When PTSD does not appear
until six months or more after the exposure to the traumatic event, it is termed delayed onset.

The symptoms of PTSD and the accompanying impaired function may be continuous or

sporadic (Schnurr et al., 2003) and are often exacerbated by the presence of adversity or new life
stressors. In a 20-year follow-up of Israeli combat casualties, among those who had PTSD one
year after a combat stress reaction, 22.6 percent did not have PTSD at the end of the second year.
However, among the group with PTSD at the end of the first year but not at the end of the second
year, by the end of the third year 36.8 percent once again had PTSD (Solomon and Mikulinver,
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2006). Stressors associated with age-related changes in familial structure as well as with job and
health status can contribute to the exacerbation of symptoms and to a subsequent variation in the
degree of impairment. Some data indicate that aging and its accompanying loss of cognitive
executive function’ may increase the severity and frequency of PTSD symptoms in later life.

COMORBIDITY AND FUNCTIONAL IMPAIRMENT OR DISABILITY

As Posttraumatic Stress Disorder—Diagnosis and Assessment (IOM, 2006) notes,
determining comorbidity is an essential component of assessing a patient with PTSD. In that
report, comorbidity was defined as the presence of at least one disorder in addition to the
presenting diagnosis; that is, in addition to the PTSD. The rates of comorbidity are high among
PTSD patients (Kessler et al., 1995, for example). In general, the more illnesses an individual
has, the more functional impairment and disability one might expect, so diagnosing a given
illness with associated comorbidities would lead one to predict greater problems with functioning
than a diagnosis of that illness alone. A study of medically hospitalized veterans found that
comorbid psychiatric disorders were associated with “substantial and significant” impairment in
multiple dimensions of functioning (Booth et al., 1998). Belzer and Schneier (2004) report that
there is substantial comorbidity among generalized anxiety disorder, social anxiety disorder, and
depressive disorders and that this comorbidity is associated with clinically significant
impairment in social and occupational functioning.

Psychiatric Comorbidity with PTSD

The effect that psychiatric comorbidity with PTSD has on functional outcomes following
catastrophic trauma was illustrated by a study of 182 survivors of the 1995 bombing of the
Oklahoma City Murrah Federal Building (North et al., 1999). These survivors had been directly
exposed to the bombing. Of those with no post-disaster psychiatric diagnosis, only 16 percent
reported problems in functioning after the bombing, compared with 27 percent of those
diagnosed with a non-PTSD psychiatric disorder, 52 percent of those diagnosed with PTSD only,
and 87 percent of those diagnosed with both PTSD and another psychiatric disorder. Although a
number of reports have described functional impairment in association with PTSD and other
psychiatric disorders in combat veterans (Bleich and Solomon, 2004; Frayne et al., 2004; Zatzick
et al., 1997), there has been little research on the incremental effects of other psychopathologies
comorbid with combat PTSD. In one relevant study, Evans and colleagues reported that
posttraumatic symptoms and depressive symptoms independently predicted difficulties in family
functioning, as self-reported by Australian military veterans in PTSD treatment (Evans et al.,
2003). However, in another study, Bleich and Solomon (2004) could discern no incremental
effects of psychiatric comorbidity with PTSD on the level of disability among a sample of Israeli
military veterans seeking disability compensation. Some studies of primary-care patients and
domestic-violence victims have similarly failed to find incremental functional impairment in
those with PTSD who had comorbid depression, compared to those without comorbid depression
(Rapaport et al., 2005; Stein and Kennedy, 2001). On the other hand, a study of suicidality in
Vietnam veterans showed that veterans with a diagnosis of PTSD plus depression or dysthymia
were more likely to report suicidal thinking and behaviors, including suicide attempts, than were
veterans with only one of the diagnoses (Kramer et al., 1994). The mixed findings across studies

3 Executive function refers to processes involving the prefrontal cortex related to decision making, memory, and
learning (Koso and Hansen, 2005; Shors, 2006).
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suggest that there may be differences in how great an effect psychiatric comorbidity with PTSD
has on functional outcomes, depending on the population and the type of trauma. PTSD is clearly
associated with impairment, and adding other disorders to PTSD does not always produce
incremental impairment. It is possible that this may be due to the fact that there is a stronger link
between PTSD and impairment than there is between other disorders and impairment, as noted
by North and colleagues (1999) (52 percent for PTSD versus 27 percent for other disorders), but
the research on this question is indeterminate.

Nonpsychiatric Medical Comorbidity with PTSD

Although much research has focused on the effect of comorbidity among various psychiatric
disorders, only recently has research begun to pay attention to the synergy between psychiatric
disorders, particularly PTSD, and medical conditions and to how that interaction can affect
health status or disability. In a large study based on data from the National Comorbidity Survey,
men and women with PTSD were more than twice as likely to experience a nonpsychiatric
condition as those without PTSD, even after controlling for age, socioeconomic status, and major
depression (Kimerling, 2004). Indeed, literature reviews have documented that people who have
been exposed to trauma experience more adverse health outcomes in a number of domains: self-
reported health, morbidity, mortality, and health care utilization (Schnurr and Green, 2004a). The
same authors have proposed an integrative model that relates trauma to physical health through
psychological, biological, behavioral, and attentional mechanisms, and that supports PTSD as the
key mechanism for this link (Schnurr and Green, 2004b).

While the relationship between PTSD and health outcomes is well established, it is less clear
how PTSD with medical comorbidity might lead to increased impairment of functioning. It
might be expected that, as with comorbid psychiatric disorders, having more disorders would
predict worse functional impairment, but the findings on the incremental functional risk
associated with PTSD plus other disorders is mixed (see above). Some authors have examined
the interrelationships among PTSD, other psychiatric disorders, and physical health. For
example, Norris and colleagues (2003) found that among respondents from Mexico, those who
had PTSD symptoms that lasted more than a year showed elevated depression scores and also
more physical problems, as compared with those whose PTSD lasted less than one year.
Research also shows that relative both to nonpsychiatric control subjects and to subjects with
psychiatric disorders other than PTSD, individuals with PTSD showed elevated rates of role-
functioning impairment due to physical morbidity (Zayfert et al., 2002).

Thus while there are few studies that examine how psychiatric comorbidity and physical plus
psychiatric comorbidity affect impairment and disability, a picture does emerge that ties PTSD
strongly to other psychiatric disorders, to impairment, and to poor medical outcomes. These
outcomes and their effects on functional disability are more than likely all interrelated. PTSD
may have a larger effect on impairment and on health than other psychiatric disorders, perhaps in
part because of the biological and physiological burden it places on those with chronic disorders
(Friedman and McEwen, 2004).
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RISK FACTORS, PROTECTIVE FACTORS, MEDIATORS AND
MODERATORS

A great deal has been written about risk factors for the development and persistence of
PTSD, both for war trauma and for more general trauma (Brewin et al., 2000; Heinrichs et al.
2005; Yehuda, 1999; King et al., 1998; IOM, 2006). These authors and others have proposed
categories of risk factors that appear to predict the development of PTSD following traumatic
events. In war or combat populations, these categories include premilitary/historical factors such
as demographics, genetics, and family factors; combat stressors specifically and war-zone
stressors more generally; homecoming environment; and other life stressors and postmilitary
circumstances (Green et al., 1985; Yehuda, 1999). Studies have shown variables in all of these
categories to predict PTSD.

According to a meta-analysis by Brewin and colleagues (2000), the most consistent
predictors of PTSD are childhood abuse, personal psychiatric history, and family psychiatric
history. Greater trauma severity, low socioeconomic status, low education, low intelligence or
cognitive capacity, prior trauma, other adverse childhood circumstances, life stressors, and lack
of social support are all significant predictors of developing PTSD, although they vary in the
extent of predictiveness. In some studies, female gender, younger age, and minority status are
also significant predictors of developing PTSD (Brewin et al., 2000). A meta-analysis of the role
of gender in PTSD concluded that gender is consistently a predictive factor (Tolin and Foa,
2006); this topic is discussed in greater detail in the Chapter 6 section entitled Gender and
Military Sexual Assault.

Restricting attention to military populations specifically, PTSD predictors include the
severity and type of combat or other war experience, other aspects of the military environment,
the homecoming environment, and various other demographic and personal factors. Table 3-1,
adapted from the Diagnosis and Assessment report (IOM, 2006), provides citations to this
literature. These factors may sometimes operate independently of each other, but they can also
have complex interrelationships that can only be captured with relatively sophisticated models
(King et al., 1998). As Yehuda and Hyman (2005) have pointed out, most of the research on this
question has been done retrospectively. There is relatively little prospective research on how
these factors operate.

Few studies have looked at how this array of factors might predict the development of
impairment or disability, especially in military samples, and the committee was unable to locate
any articles that used these risk factors to predict impairment or disability in those who had a
diagnosis of PTSD, although many studies report associations between disability and PTSD.

Some authors have defined disability as poor physical health status and have investigated the
role of risk factors in the development of physical health problems. Mollica and colleagues
(1999) studied Bosnian refugees in Croatia and found that 25 percent reported a physical
disability. They found that a number of factors were predictive of physical disability, including
having comorbid depression and PTSD symptoms, older age, cumulative trauma, and chronic
medical illness. Leserman and colleagues (1998) studied female patients from a gastroenterology
clinic, assessing risk factors that were associated with poor health status, including pain, bed
disability days, and functional disability. The four stressors that predicted poor health status were
abuse history, lifetime trauma, turmoil in childhood family, and recent stressful life events.
Interestingly, this study did not find that social support buffered the effects of these stressors on
health.
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TABLE 3-1 Risk Factors for PTSD in Military Populations
Risk Factor References

Combat exposure
Combat and its severity Black et al., 2004; Goldberg et al., 1990; Hoge et al.,
2004; Kang et al., 2003; Kulka et al., 1990; O’Toole et
al., 1998; Roy-Byrne et al., 2004; Wolfe et al., 1999.

Being wounded or injured Koren et al., 2005; North et al., 1999; Schreiber and
Galai-Gat, 1993.

Witnessing death Breslau et al., 1999; Ford, 1999.

Witnessing grotesque death Green et al., 1990.

Serving on graves-registration duty Sutker et al., 1994.

Being tortured or being taken captive de Jong et al., 2001; Mollica et al., 1998; Speed et al.,

1989; Sutker et al., 1993.

Unpredictable and uncontrollable stressful Foa et al., 1992; Southwick et al. 1993.
exposure

Military environment
Sexual trauma, including assault Fontana et al., 1997b; Kang et al., 2005.
Combat preparedness Asmundson et al., 2002.
Deployment to war zone without combat  Ikin et al.,2004.

Homecoming environment

Lack of social support Fontana and Rosenheck, 1994; Fontana et al., 1997,
Green et al., 1990; Johnson et al., 1997; Koenen et al.,
2003; Stretch, 1985; Stretch et al., 1985.

Personal factors
Cumulative life stress before or after the  Breslau et al., 1999; Brewin et al., 2000; King et al.,

traumatic event 1998; Maes et al., 2001; North et al., 1999

Being a member of a racial or ethnic Beals et al., 2002; Friedman et al., 2004; Kulka et al.,
minority 1990; Loo et al., 2005; Ruef et al., 2000.

More resource loss, lower income or Norris et al., 2002.

education, older age

Being female Kang et al., 2003; Wolfe et al., 1999.

SOURCE: Adapted from IOM (2006) and expanded.

In a prospective study, Van der Ploeg and Kleber (2003) studied 123 ambulance drivers and
predicted both symptom outcomes and fatigue and burnout, controlling for symptoms present at
the time that the measurements were first taken. A tenth of their sample reported fatigue and
burnout symptoms that put them at high risk for sick leave and work disability. The primary
predictor of these functional outcomes was lack of social support from the supervisor and from
colleagues. In addition to lack of social support, poor communication with colleagues was an
important predictor in this sample of individuals stressed in the course of their job assignments.

Another study looked at social and occupational functioning as they related to a history of
parental problem drinking (Greenfield et al., 1993), taking other variables into account as well.
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Marital instability, in the form of hitting and throwing things at one’s spouse, was associated
with a history of child abuse, and both childhood physical and sexual abuse predicted
occupational problems. Early economic deprivation predicted both educational achievement and
occupational functioning.

In a sample of Vietnam combat veterans, Green and colleagues (1990) predicted
combinations of outcomes, including drug abuse and alcohol abuse. They found that premilitary
factors (particularly having a pre-war diagnosis) predicted both types of substance abuse, while
military (combat) factors predicted alcohol abuse but not drug abuse. Postmilitary factors
predicted both, with the strongest association being between drug abuse and current lack of
social support. Fischer (1991) examined a national random sample of Vietnam veterans surveyed
by Lou Harris and Associates and compared those who reported postdischarge problems with
drugs or drinking with those who did not report such problems. The factors that correlated with
having more problems were greater extent of combat (as measured with the Combat Exposure
Scale [CES]), lower age at assignment, having completed a tour of duty or received a medical
discharge, a greater length of time between discharge and first job, and a shorter length of time in
the first postdischarge job.

Fontana and Rosenheck (2005) used data from the National Vietnam Veterans Readjustment
Study (NVVRS) to develop and evaluate etiological models of postwar antisocial behavior
(ASB), predicting it from premilitary risk factors, military traumas and disciplinary actions,
homecoming reception, postmilitary PTSD and substance abuse, and postmilitary antisocial
behavior. PTSD and substance abuse were included in one analysis and excluded from another.
The models suggested that black ethnicity, family instability and similar premilitary experiences,
and conduct disorder and similar behaviors were the factors that were most predictive of postwar
ASB. Disciplinary action taken against the soldier while in the military also predicted this
variable. Traumatic military exposure and a rejecting and nonsupportive homecoming
relationship were related to ASB only through their relationship with PTSD and substance abuse,
both of which predicted ASB.

Homelessness is a factor that suggests major functional impairment. Rosenheck and Fontana
(1994) examined premilitary, military, homecoming (readjustment) and postmilitary factors that
might predict homelessness among male veterans of the Vietnam War generation, using the
NVVRS sample. All of the factors they examined except minority status and parental mental
illness predicted homelessness, which they defined as spending at least one one-month period
with no place to live. When all variables were analyzed together, the variables with the strongest
associations with homelessness were lack of postmilitary social support and being unmarried,
both of which are measures of social isolation. Interestingly, PTSD was not a predictor of
homelessness. Premilitary factors that predicted homelessness directly or indirectly were birth
year, physical and sexual abuse, other traumatic experiences, and placement in foster care. Other
psychiatric disorders and substance abuse also had direct effects, while conduct disorder and
war-zone traumas had only indirect effects. The authors offered a complex path model to explain
these various relationships.

There are some more general aspects of military conflicts and the circumstances that
surround them that also influence the nature of the stressors experienced and the risk and
protective factors for PTSD—or at least the perception of these factors. Long separation from the
only homes they had known led to the diagnosis of “nostalgia” in US Civil War combatants, a
condition with the symptoms of PTSD (Hyams et al, 1996). The nature of trench warfare, with
frequent artillery bombardments, resulted in the term “shell shock™ being applied to World War I
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veterans who experienced symptoms that were only later attributed to psychological factors.
Some World War II veterans were said to suffer from “battle fatigue” or “combat exhaustion”
due to the intensity and duration of fighting that characterized that conflict. However, WWII
veterans also “returned to a generally supportive, appreciative society whose federal government
provided many immediate unemployment, housing, and educational benefits, thus facilitating
rapid reintegration into civilian life” (McCranie and Hyer, 2000; citing Adams, 1994 and
Fleming, 1985). In contrast, the Korean and Vietnam wars saw relatively lower combat intensity*
but their veterans came home to less robust economies and indifferent or hostile public
receptions. The Gulf War and OIF/OEF conflicts have seen several changes from earlier
hostilities, including technological advances in body armor and medical interventions for
injuries, opponents who tend to use explosive devices rather than bullets, far greater gender
integration of the force, and large numbers of reservists seeing active duty. These will
undoubtedly influence PTSD rates in the cohorts in the coming years.

It is thus difficult to summarize the literature on risk and protective factors for PTSD-related
impairment and the mediators and moderators of this impairment. Part of this difficulty stems
from the fact that functional impairment and disability can be defined in many different ways,
including physical illness, fatigue, burnout, problems in social and occupational functioning,
substance abuse, antisocial behavior, and even homelessness. While different studies have
examined various constellations of risk factors, some consistent themes have emerged. Some of
the consistent risk factors for impairment—in line with studies of the predictors of developing
the diagnosis of PTSD—include childhood sexual or physical abuse, and instability or turmoil in
childhood families (for example, foster care, early economic deprivation, or parental alcohol
consumption). Psychiatric disorders present before military service also appear to play an
important role, along with other types of trauma and exposure to stressful events. Lack of social
support upon homecoming or later was a consistent predictor of poor outcome. These variables
may be important to examine in the course of determining the impairment or disability status of a
veteran with PTSD.
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4
The PTSD Compensation and Pension Examination

This chapter provides an overview of VA’s PTSD compensation process and the conducting
of PTSD compensation and pension (C&P) examinations. These examinations generate the
information used by raters to evaluate compensation claims and, where appropriate, to determine
the level of disability—a process that is described in Chapter 5. The chapter also offers the
committee’s response to several elements of the charge that related to these evaluations.

COMPENSATION AND PENSION EXAMINATION OVERVIEW

A compensation and pension (C&P) examination is a very important and nearly universal
step' in the process of obtaining disability benefits from VA. Initial examination requests are
typically initiated by VA after a veteran files an application’ with the Veterans Benefits
Administration (VBA) and all pertinent evidence has been obtained. The application, at
minimum, requires a veteran to submit evidence of a disability or disabilities and to indicate how
it or they may be connected to the veteran’s military service. There are several ways to
established service-connectedness, the most common being to prove one of the following:

e the “injury or disease resulting in disability was incurred coincident with service in the
Armed Forces” (38 CFR §3.303);

e apreexisting injury or disease was aggravated by active service (38 CFR § 3.306);

e a presumptive service connection was established by law or VA policy (38 CFR §§3.307,
3.308, or 3.309); or

e the condition occurred as a result of an injury or disease that was incurred during the time
of service (38 CFR §3.310).

! There are limited circumstances where a C&P exam is not necessary in order to obtain benefits from the VA.
These include situations where a veteran is able to provide sufficient medical and disability documentation and
evidence of a service connection to allow VBA to make its determination without the need for further evaluation.

2 VA Form 21-526, which can be submitted on paper or electronically, is used to initiate the process.

4-1
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After an application is received, the VBA reviews it for completeness and is responsible—
under the so-called duty to assist—to help a claimant “who files a substantially complete
application in obtaining evidence to substantiate his or her claim before making a decision on the
claim” (DVA, 2006). Once all of the relevant evidence has been collected and all of the
requested (and available) information has been received, depending on the conditions that have
been identified a VBA Veterans Service Representative (VSR) or a Rating Veterans Service
Representative (RVSR) will request that the Veterans Health Administration (VHA) set up and
conduct one or more examinations. These examinations will be conducted either by staff
clinicians or by contracted health professionals, depending on the facility used and the need for
specialists.

Examinations may also be conducted in other circumstances. These include when:

e it is required by regulations;

e it is necessary to resolve an uncertainty related to a diagnosis;

e there is a need to establish a nexus between an already-diagnosed condition and military
service;

e a veteran who has a disability that has already been established as being service
connected indicates that this disability has worsened or that the level of the disability
rating does not accurately reflect his or her condition; or

e it is required as part of an adjudication to resolve a compensation-related issue.

According to a procedural handbook, “VHA has a time standard of 35 calendar days, after
receipt of the examination request, to complete the examinations and required tests” (VHA,
2006).

A presentation in June 2006 by the Compensation and Pension Examination Program Office
(CPEP) indicated that VHA performs approximately 800,000 C&P exams per year at
approximately 135 examination sites (CPEP, 2006). The ten most frequently conducted
examinations—which collectively make up 67 percent” of all examinations—are listed in Table
4-1.

TABLE 4-1 Most Frequently Conducted C&P Examinations

Examination % Conducted Examination % Conducted

General medical 19 Eye 4

Joints 12 PTSD initial 3

Audio 9 Feet 3

Spine 8 PTSD review 3

Mental disorders” 6 Skin 2
"Other than PTSD

SOURCE: CPEP (2006).

3 The tasks falling under VA’s duty-to-assist responsibility are set forth in the Veterans Claims Assistance Act of
2000, Pub. L 106-475.
* This number does not correspond to the sum of the numbers in the table because of independent rounding.
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In the 1990s, the VHA began to outsource some C&P examinations or portions thereof. At
the end of 2006, QTC Management Inc. (QTC) was performing nearly all VBA-contracted
examinations (VDBC, 2006); during the 2005 fiscal year, the company had conducted
approximately 82,000 examinations for the VA (VBA, 2006). VHA also employs contracted
examiners who work both onsite and offsite.

C&P examinations are designed to obtain fundamental information that will be necessary for
the final adjudication of a claim, including (where appropriate) the application of the VA
Schedule for Rating Disabilities (VASRD). Two sections of the Code of Federal Regulations
define the purpose of these examinations:

For the application of [the VASRD], accurate and fully descriptive medical examinations
are required, with emphasis upon the limitation of activity imposed by the disabling
condition. Over a period of many years, a veteran’s disability claim may require reratings
in accordance with changes in laws, medical knowledge and his or her physical or mental
condition. It is thus essential, both in the examination and in the evaluation of disability,
that each disability be viewed in relation to its history (38 CFR § 4.1).

The basis of disability evaluations is the ability of the body as a whole, or of the psyche,
or of a system or organ of the body to function under the ordinary conditions of daily life
including employment. . . . This imposes upon the medical examiner the responsibility of
furnishing, in addition to the etiological, anatomical, pathological, laboratory and
prognostic data required for ordinary medical classification, full description of the effects
of disability upon the person’s ordinary activity (38 CFR § 4.10).

C&P examinations for PTSD consist of a review of medical history; an assessment of the
traumatic exposure or exposures; evaluations of mental status and of social and occupational
function; and a diagnostic examination, which may include psychological testing or a
determination of a Global Assessment of Functioning (GAF) score.

Family may play in to the C&P process in several different ways. The evaluation of the
claimant’s functional state explicitly includes his or her relationships with others, including the
spouse, children, and parents. While direct input from the family is not required, family members
may participate directly in parts of the clinician’s examination. Such participation may be a
useful source of additional information since claimants are not necessarily aware of the
symptoms they manifest. However, as would be true for any clinical evaluation, involvement by
others raises confidentiality issues and could engender conflict with the claimant. Family
members and others can also submit written statements for consideration.” PTSD evaluations
may be stressful because they involve discussion of the traumatic event. A training video
produced for VA clinicians therefore suggests that claimants be advised to bring a family
member to the C&P examination to provide support before and after the assessment (VA
Employee Education System, 2004). This support may be particularly important in
circumstances where the veteran must travel long distances to get to a facility for examination.

To help focus the examinations, the VBA provides the VHA with Automated Medical
Information Exchange (AMIE) worksheets that set forth what an examination should cover
according to the conditions being claimed. In particular, these worksheets are designed to ensure
that a rating specialist receives all the information necessary to rate a claim. At the end of 2006

> VA Form 21-4138—Statement in Support of Claim—is used for this purpose (http://www.vba.va.gov/
pubs/forms/21-4138.pdf).
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there were 57 AMIE worksheets available. The worksheets that were in use for initial and review
PTSD examinations at the time this report was completed are reproduced in Appendix C. A
newer system of computerized templates intended to improve the C&P process was recently put
into place at some VA regional offices as part of the Compensation and Pension Examination
Program. Instead of having to work from an AMIE text document, a clinician can pull up an
equivalent examination template on a computer screen.

Examiners are not required to use the AMIE worksheets, and, when they do use them, they
do not have to fill out all the fields, as the fields are not necessarily all relevant to every case.
Furthermore, a rater may ask an examiner to develop specific information for particular
examinations, and, where appropriate, examiners have the ability to provide information not
specified in an AMIE worksheet. In addition to the examination templates, VSRs are encouraged
to provide the veteran’s claim folder and to tab pertinent evidence in it for the benefit of the
examiner.

Thus C&P examinations differ in both scope and purpose from standard clinical
examinations, as their core function is to provide VBA staff with the evidentiary foundation with
which a claim for a service-connected disability can be rated or denied. Among the fundamental
details necessary to decide a C&P disability claim are a determination that the veteran has a
disabling condition or conditions, a determination of whether each disability is service-
connected, and an evaluation of the level of disability (10 percent, 20 percent, etc.) to be
assigned for each service-connected disability.

While C&P exams generate information that is useful in offering referrals or making medical
decisions, they are not made part of a veteran’s clinical record and do not play a role in the
delivery of VA clinical services. Treatment referrals may be offered as part of a separate
diagnostic evaluation made in a clinical (typically, VHA) context. As the C&P Service
Clinician’s Guide states:

The purpose of the C&P exam is to provide very specific information in order to ensure a
proper evaluation of the claimed disability rather than to provide medical treatment. A
treatment examination is written for clinicians to understand, but a compensation and
pension examination is written for RVSRs, lawyers, and judges to understand (DVA,
2002; p.10).

Examinations for disability compensation present special challenges for clinicians no matter
what the setting. At the core of these is the potential for conflict between the clinician’s role as a
patient advocate and his or her responsibility as an examiner to render an impartial evaluation of
a claimant’s condition. Forensic examination requires a fundamentally different relationship with
the subject than is formed in a therapeutic situation. Greenberg and Shuman (1997) identify
several salient distinctions:

The therapist is a care provider and usually supportive, accepting, and empathic; the
forensic evaluator is an assessor and usually neutral, objective, and detached as to the
forensic issues (p. 53).

[A] therapist must be competent in the clinical assessment and treatment of the patient’s

impairment. In contrast, a forensic evaluator must be competent in forensic evaluation
procedures and psycholegal issues relevant to the case (p. 53).
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In most instances, it is not realistic, nor is it typically the standard of care, to expect a
therapist to be an investigator to validate the historical truth of what a patient discusses in
therapy. ... In contrast, the role of a forensic examiner is, among other things, to offer
opinions regarding historical truth and the validity of the psychological aspects of ...
claims. The accuracy of this assessment is almost always more critical in a forensic
context than it is in psychotherapy (p. 53).

[T]he psychotherapeutic process is rarely adversarial.... Forensic evaluation, although
not necessarily unfriendly or hostile, is nonetheless adversarial in that the forensic
evaluator seeks information that both supports and refutes the [claimant’s] assertions (p.
54).

Therapy is intended to aid the person being treated. ... Forensic examiners strive to
gather and present objective information that may ultimately aid a trier of fact ... to reach
a just solution ... (p. 54).

The VASRD process introduces additional complicating factors. Examination parameters are
set by raters who are required to tailor claims to meet VASRD criteria and requirements.
However, these may not represent the current state of the medical science® and may thus compel
clinicians to use tools or techniques that they consider to be substandard. Further, C&P
examinations may be conducted by clinicians who have a prior or future therapeutic relationship
with the claimant. In a 2004 VA instructional video on the PTSD C&P process, a senior VA
medical officer indicated that this created a potential conflict of interest and might lead veterans
to be less than forthcoming with clinicians providing care to them (VA ESS, 2004).

C&P EXAMINATION ISSUES

VA identified several issues related to the conduct of C&P exams that were of particular
interest: the use of the GAF in examinations, the separation of symptoms among PTSD and
comorbid disorders, the time between the stressor and the appearance of symptoms related to it,
and the value of standardized testing in the conduct of examinations. These are addressed below.

Use of the GAF in Compensation and Pension Examinations

The charge to the committee indicated that the role of the Global Assessment of Functioning
(GAF) score in evaluating PTSD was an area of great interest (Szybala, 2006). It noted that some
advocates have argued for an increased dependence on the GAF score in evaluating PTSD and
requested input on the issue. Raters may request that a clinician provide a GAF score for use in
claims evaluation and the Board of Veterans’ Appeals’ may require one as part of a remand of a
rating decision. In addition, VHA Directive 97-059 requires clinicians to record “at least one
GAF score ... reflecting the ‘current level of functioning’ for each veteran patient seen at any
VHA mental health inpatient or outpatient setting” (VHA, 1997).

The GAF was developed for Axis V of the Diagnostic and Statistical Manual of Mental
Disorders III, Revised (DSM-III-R) in order to provide a general measure of symptomatic and

® One example of this—the use of the GAF in C&P examinations—is discussed in later in this chapter.

" The Board of Veterans’ Appeals—a part of the VA—is responsible for reviewing challenges to benefit claims
determinations made by local VA offices and issuing decisions on appeals. Their decisions can be appealed to the
US Court of Veterans’ Appeals. Figure 5-2 delineates the steps in the benefits application and appeals process.

¥ The DSM uses a multiaxial approach to diagnosis. Axis V is the level of functioning.
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psychosocial function. It was derived by making minor modifications to the Global Assessment
Scale (GAS), which itself was developed in 1976 by Endicott and colleagues as a component of
the Schedule for Affective Disorders and Schizophrenia, a structured interview designed for
research studies of those disorders. Since the GAF was introduced to the DSM system through
DSM-III-R, it has been carried forward to the most recent edition, DSM-IV-TR (APA, 2000). The
Best Practice Manual developed by VA practitioners identified five issues concerning its use:

GAF reliability and training;

GAF accuracy and clinician-rater biases;

resolution of the GAF scale;

GAF accuracy with respect to PTSD and comorbidity; and
assigning separate GAFs by condition’ (Watson et al., 2002).

Nk W=

One of the many problems with the GAF is that because it was derived from a scale used for
the study of affective disorders and schizophrenia, it is very difficult to use as a general measure
of symptomatic and psychosocial function across a broad range of psychiatric conditions. The
scale ranges from 1-100, with 100 representing superior mental health and psychosocial function
and 0 representing the worst possible, and with individual anchors defined at 10-point
increments. The anchors for the most severe levels (0-40) are almost universally drawn from the
symptoms of mood disorder or schizophrenia, reflecting the influence of the GAS. Only in the
40-50 range are symptoms from other disorders mentioned (suicidal ideation, severe obsessional
rituals, frequent shoplifting). In the 50-60 range, symptoms from schizophrenia reemerge, along
with a reference to panic disorder to give the appearance of breadth (flat affect and
circumstantial speech, occasional panic attacks). In the 60-70 range, the symptoms are those of
mood disorder (depressed mood and mild insomnia). In short, the GAF anchors are conceptually
relatively weak. They attempt to offer some breadth of coverage, but in fact they lack adequate
reference to the broad range of psychiatric symptoms.

Several studies have examined the psychometric properties of the GAF, and results indicate
that reliability is a major concern. A review of the literature on nonveteran psychiatric samples
concluded that the reliability of the GAF ranges from weak to exceptional (Burlingame et al.,
2005). Among a sample of patients with diagnoses of depression and anxiety, for example,
reliability was better for depression than for anxiety (r=0.69-0.73 versus r=0.41-0.57)
(Svanborg and Asberg, 1994).

Ideally, if a scale such as the GAF is to be used as a benchmark for making disability
evaluations in veteran populations, it should first demonstrate good inter-rater and test-retest
reliability across VA health-care settings and also across diagnoses that commonly present for
compensation evaluation. However, data establishing these characteristics are not available. The
fact that disability compensation awards for mental disorders vary markedly'® suggests, in part,
that the reliability of the GAF in the VA health system is very weak. And reliability is a basic

? The last two of these issues are addressed more generally in the following section on separation of symptoms of
comorbid disorders.

1% A 2005 report on compensation by the VA Office of the Inspector General found that that mental disorders had
the fourth highest variability rate of the 15 body systems studied and that the difference in the proportion of PTSD
cases rated at 100 percent was “a primary factor contributing to the variance in average annual compensation
payments by state” (DVA, 2005).
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instrument property that the GAF should exhibit before one can have confidence in its use in
assessing functional impairment specific to PTSD.

Another weakness of the GAF is that it combines symptom levels with assessment of
function and does not allow for a separation of these two areas. Furthermore, the GAF does not
address some areas of functioning for which evaluation is required in order to obtain a full
assessment of disability, including activities of daily living (physical restrictions), quality of life,
symptom burden, and self-assessed health. Among the widely-used scales designed to assess
these areas'' are:

e Sheehan Stress Vulnerability Scale (symptom burden);

e the Impact of Events Scale—Revised, PTSD Checklist (PCL)-17, and Short PTSD Rating
Interview (SPRINT) (symptom levels);

¢ Clinician-Administered PTSD Scale (CAPS) (symptoms and diagnosis);

e SF-36 and its shorter versions (function across several domains); and

e WHODAS'" 6-, 12- or 36-item versions (assessment of function).

PTSD: Diagnosis and Assessment (IOM, 2006) and various review articles (e.g., Connor et
al., 2006) examine screening tools and diagnostic instruments in greater detail. Lerner (2006) has
provided a compilation of the instruments used in studies indexed in the Published International
Literature on Traumatic Stress (PILOTS) database.

The committee concludes that the GAF score has limited usefulness in the assessment of the
level of disability for PTSD compensation. The score is only marginally applicable to PTSD
because of its emphasis on the symptoms of mood disorder and schizophrenia and its limited
range of symptom content. The social and functional domains of the score provide some
information, but if these are the sole domains of interest, better measures of them exist.
Importantly, the GAF has not to date been shown to have good psychometric properties (i.e.,
good reliability) within the VA system and, particularly, within samples of veterans suffering
from PTSD.

Summary Observations and Recommendations

The committee is aware that the GAF is widely used within the VBA and VHA systems and
that it may not be possible to quickly implement changes regarding it without disrupting the
delivery of PTSD services. It thus recommends that—in the short term—VA seek to make
certain that its mental health professionals are well informed about the uses and limitations of the
GAF. This includes, at minimum, system-wide training aimed to ensure that GAF scoring is
conducted in a consistent and uniform manner and periodic, mandatory retraining to minimize
drift and variation in scoring over time and between facilities.

In the longer term, the committee recommends that VA identify and implement an
appropriate replacement for the GAF in disability ratings of PTSD: one or more measures that

" PTSD: Diagnosis and Assessment (IOM, 2006) and various review articles (e.g., Connor et al., 2006) examine
screening tools and diagnostic instruments in greater detail. Lerner (2006) has provided a compilation of the
instruments used in studies indexed in the Published International Literature on Traumatic Stress (PILOTS)
database.

2 The World Health Organization Disability Assessment Schedule, information on which is available at
http://www.who.int/icidh/whodas/index.html.
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focus on the symptoms of PTSD used to define the disorder and on the other domains of
disability assessment. As noted above, there are several scales that have useful properties and
should be considered.

The committee does not believe it is appropriate to offer any recommendations regarding
which measure or measures should be adopted instead of or, potentially, in addition to the GAF.
The scientific literature offers no firm guidance on this topic and it is beyond the scope of this
committee to perform the detailed evaluation needed. Any recommendations should be based on
a careful consideration of reliability and validity data gathered from VA’s applicant and
beneficiary populations. The committee recommends that VA facilitate the evaluation of
alternatives and formulation of recommendations.

Separation of Symptoms of Comorbid Disorders

The VA requested that the committee address whether there is a scientific basis for
separating out symptoms of PTSD from those of another existing mental disorder and, if so, how
this is done and how reliable such a separation is. The VA stated that clinicians conducting C&P
exams have indicated that it can be difficult and speculative to try to separate the symptoms of
PTSD from those of others disorders, such as major depression.

Separating symptoms of comorbid disorders is required under the Schedule for Rating
Disabilities (38 CFR Part 4). According to the schedule, a combined rating is to be assigned
when more than one service-connected disability is diagnosed. Disabilities should “be arranged
in the exact order of their severity, beginning with the greatest disability,” and the combined
rating is determined according to a specified protocol (§4.25)." The clinician’s role is to provide
the information used by the rater to make these assignments, and this information may include
the partitioning of an overall GAF score into disorder-specific scores. The details about
partitioning the GAF score may be requested by a rater or required under a Board of Veterans’
Appeals remand of a rating decision.

As discussed in Chapter 3 and in PTSD: Diagnosis and Assessment (10M, 2006), PTSD is
subject to high rates of psychiatric comorbidity, with some studies finding that more than 80
percent of people who have been diagnosed with PTSD also have a major depressive or other
psychiatric disorder (Black et al., 2004; Kessler et al., 1995). Common comorbid conditions
include a range of mood, dissociative, anxiety, substance-related, and personality disorders
(APA, 2004).

Making psychiatric diagnoses can be difficult because certain types of symptoms—
particularly those involving depression and anxiety—are very common and are even on a
continuum with normality. It is the clinician’s responsibility to distinguish between the presence
of symptoms and the presence of a discrete disorder and to properly account for the fact that
some symptoms overlap across disorders, such as when mood and anxiety symptoms co-occur in
PTSD and depression.

When diagnostic criteria were first developed within the DSM system, the system was
designed to avoid multiple diagnoses and instead foster the identification of the one or two
disorders that were most prominent. This approach was implicitly, and often explicitly,
hierarchical, and intentionally prevented the diagnosis of some disorders as comorbid. If a
patient had prominent symptoms of schizophrenia, for example, but also had some symptoms of

" The topic of combined ratings is also discussed in A 21st Century System for Evaluating Veterans for Disability
Benefits (1I0M, 2007).
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mood disorder, only one diagnosis would be made. This changed with DSM-III, as it recognized
that some conditions were likely to be comorbid with other conditions. In such cases, clinicians
were encouraged to make both diagnoses.

When PTSD was introduced as a “new” diagnosis in DSM-III (actually not new, since it was
in DSM-I as gross stress reaction), it was one of the diagnoses recognized as likely to be co-
morbid with other disorders, particularly depression. DSM-III explicitly stated that if depressive
disorder occurs in conjunction with PTSD, multiple diagnoses should be made. This
recommendation was carried forward in all subsequent editions of DSM and is present in the
most recent, DSM-IV-TR (APA, 2000). Therefore, the current American nosological system
explicitly recognizes that PTSD may be comorbid with other conditions and indicates that when
this occurs, two or more diagnoses should be made. This is completely consistent with the VA
disability system.

There is a scientific—that is, empirically studied—basis for defining PTSD and depression
(or other conditions that may be co-morbid with PTSD) as discrete disorders. Evidence for this
basis can be found, for instance, in Volume IV of the DSM-1IV Sourcebook (Widiger et al., 1998),
which reports much of the supporting data for the reliability and validity of the various diagnostic
categories in DSM-IV. The diagnosis of lifetime PTSD, for example, has a kappa coefficient of
0.85, indicating good reliability (Kilpatrick et al., 1998).

Although clinicians conducting C&P examinations have described having difficulty in
dealing with comorbid mental disorders such as PTSD and depression, a review of the current
DSM diagnostic criteria indicates that only a few symptoms of these two disorders overlap. In
particular, the three symptoms listed in Table 4-2 below are similar but not identical in PTSD
and major depression, and they are generally different within the context of the other symptoms
of the disorder.

In general, the criteria for major depression set a higher threshold than the similar criteria for
PTSD.

The difficulty for clinicians lies in the additional step that the C&P process may require them
to take: attribute some portion of the common symptoms of the disorders to one diagnosis and
some to another, and—in particular—to assign specific GAF scores to each. The difficulty arises
from the fact that clinicians don’t parse symptoms, they parse diagnoses—and there is no
precedence for parsing symptoms. The Best Practice Manual summarizes these challenges and
the current state of the literature regarding them:

No published information associated with the DSM-IV instructs users in a valid method
for partitioning the GAF score. . . . In PTSD, depression and substance abuse frequently
coexist and attempting to attribute a portion of the functional problems to depression and
another to substance use and another to PTSD, as if they were independent of each other,
is beyond the intended purpose and capability of the GAF scale. This is an instance of
incompatibility between the capabilities of the GAF scale and the compensation review
process. While the logic of separate ratings by disorder may make sense from an
adjudication perspective, it is not clinically validated, and [partial GAFs] assigned in this
manner should be seriously questioned for their validity as evidence in the disability
determination proceedings (Watson et al., 2002, p. 10-11; a more detailed discussion of
the same issues appears on p. 76-77).
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TABLE 4-2 Comparison of Similar PTSD and Major Depression Symptoms

PTSD Major Depressive Episode

markedly diminished interest or participation in markedly diminished interest or pleasure in all, or
significant activities almost all, activities most of the day, nearly every day
difficulty falling or staying asleep insomnia or hypersomnia nearly every day

difficulty concentrating diminished ability to think or concentrate, or

indecisiveness, nearly every day

SOURCE: DSM-IV-TR (APA, 2000)

Summary Observations

The committee’s review of the literature found no scientific guidance addressing the
separation of symptoms of comorbid mental disorders for the purpose of identifying their relative
contributions to a subject’s condition. There is no parallel in other disability support efforts, such
as the federal Social Security Disability Insurance/Supplemental Security Income (SSDI/SSI)
programs or state, local, or private worker compensation schemes. The parsing is instead an
artifact of a VA system built around the harsh realities of polytraumatic injuries encountered in
warfare. Partitioning of symptoms among comorbid conditions is not useful from a clinical
perspective, and research on it is has therefore not been given any priority. Clinicians are often
able to offer an informed opinion on this question, but this is a professional judgment, not an
empirically testable finding.

The committee believes that it is possible to reduce the difficulties encountered in dealing
with situations where PTSD co-exists with other mental disorders. The committee recommends
that a national standardized training program be developed for clinicians who conduct
compensation and pension psychiatric evaluations. This training program should emphasize
diagnostic criteria for PTSD and comorbid conditions with overlapping symptoms, as set forth in
the DSM. A model training program would consist of a set of video-recorded interviews—
including both simple and complex cases—with standardized evaluations of the severity of
criterion symptoms for PTSD and common comorbid conditions, identification of the appropriate
diagnosis or diagnoses, delineation of how to prepare and present findings in a manner useful to
the rating process, and justification for the decisions made. Mental health professionals could be
required to complete a training program of this type before they are permitted to conduct C&P
examinations. Training on the uses and limitations of the GAF as discussed above should be a
part of this initiative.

Value and Appropriateness of Standardized Testing

The Committee was charged with addressing whether standardized psychometric testing
would be valuable and appropriate in the conduct of PTSD examinations for compensation
purposes.'* Three basic types of instruments have been used to assess PTSD. The first type
consists of self-report tests that are designed to measure PTSD symptoms as defined according to
DSM-IV-TR criteria. The second includes PTSD scales that are derived from self-report tests

' The VA’s National Center for PTSD maintains a listing of assessment instruments used to measure trauma
exposure and PTSD. The listing, which includes information on how qualified mental health professionals and
researchers can obtain access to the instrument, may be found at the following URL:
http://www.ncptsd.va.gov/ncmain/assessment/.
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developed for other purposes. The third type involves the use of reliability or validity scales from
standardized tests to estimate the respondent’s response set toward test—taking, that is, evaluating
such things as whether the subject is giving socially desirable answers, minimizing or
exaggerating symptomatology, or malingering.

A book by Wilson and Keane (Wilson and Keane, 2004) has four chapters that provide
excellent reviews of extant measures for PTSD (Keane et al., 2004; Kimerling et al., 2004;
Norris and Hamblen, 2004; Weiss, 2004). These reviews concluded that all the tests for PTSD,
including those derived from other scales (see below), have good to excellent reliability and
validity. The chapter by Keane and colleagues (2004) is most germane because it specifically
addresses assessment of military—related PTSD. However, because the prevalence of exposure to
sexual assault and sexual harassment is high among female military recruits, female active duty
personnel, and female veterans (Merrill et al., 1999; Sadler et al., 2004; Yaeger et al., 2006), it is
important to also examine PTSD tests and scales that have been developed to measure PTSD in
response to those types of potentially traumatic events.

Self-Report Tests Measuring PTSD Symptoms

As noted in a number of sources, (Keane et al., 2004; Kimerling et al., 2004; Norris and
Hamblen, 2004; and Weiss, 2004), the PTSD tests that have the strongest reliability and validity
data, that have good sensitivity and specificity, and that have been used most frequently are the
PTSD Checklist (Weathers et al., 1992), the Impact of Event Scale—Revised (Weiss and Marmar,
1997), the Posttraumatic Stress Diagnostic Scale (Foa et al., 1997), and the Davidson Trauma
Scale (Davidson et al., 1997). Other measures of this type include the Modified PTSD Symptom
Scale (Falsetti et al., 1993) and the Distressing Life Events Questionnaire (Kubany et al., 2000).
All of these tests include items that measure each PTSD symptom, and all provide some scaling
of the score based on the frequency or intensity of recently experienced PTSD symptoms. These
tests can be useful in screening for PTSD because of the correspondence of test items with PTSD
symptoms, and they can also be useful in providing as estimate of PTSD symptom severity or
frequency. The Mississippi Scale for Combat-Related PTSD (Keane et al., 1988) is a Likert-
scaled questionnaire that provides a scaled measure of PTSD symptom severity and has good
reliability and validity data (Keane et al., 1988; McFall et al., 1990). It has been used frequently
among veterans, but a version for civilians has also been developed (Keane et al., 2004).

Still, as noted in the IOM Diagnosis and Assessment report, “none of these instruments alone
can provide a comprehensive diagnosis and assessment of PTSD patient or replace a health care
professional trained in diagnosing psychiatric disorders” (IOM, 2006; p. 36).

PTSD Scales Derived from Other Standardized Tests

In addition to tests that measure PTSD symptoms per se, investigators have derived PTSD
scales from extant standardized tests. One of the most frequently used scales was derived from
the Minnesota Multiphasic Personality Inventory (MMPI). The PK scale (Keane et al., 1984) was
derived from the original MMPI but was updated when the MMPI-2 was released and is now
referred to as the MMPI-2 PK Scale (Lyons and Keane, 1992). The PK Scale has good reliability
and validity, particularly when the diagnostic criterion of PTSD is measured using rigorous
clinician-administered structured interviews for PTSD at the diagnostic level (Keane et al.,
2004).
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The Symptom Checklist-90 (SCL-90; Derogatis, 1977) is a self-report test that has nine
subscales measuring somatization, depression, anxiety, phobic anxiety, hostility, and four other
characteristics using a 5-point rating scale for each of the 90 items. The SCL-90 has been used
extensively, has excellent reliability and validity, and has extensive norms. Two research groups
have developed PTSD scales from the SCL-90. Saunders and colleagues (1990) developed a
Crime-Related PTSD (CR-PTSD) scale using a representative sample of female crime victims.
The CR-PTSD scale has excellent reliability and also has been found to equal or exceed the
Impact of Event Scale (IES) in detecting PTSD as measured by diagnostic interview (Arata et al.,
1991; Dutton et al., 1994). Ursano and colleagues (Ursano et al., 1995); Fullerton et al., 2000)
used a different strategy to construct a PTSD scale from the MMPI by using SCL-90 items
supplemented by new items to tap PTSD symptoms not captured by the SCL-90. This scale has
good reliability as well as good sensitivity and specificity in samples of disaster and motor
accident victims.

The MMPI-2 and SCL-90 are used widely in clinical assessment for posttraumatic stress
reactions, and both these tests yield clinically useful information (Elhai, et al., 2005). Thus, the
PTSD scales derived from these tests can provide information about probable PTSD status.
However, the same caveat exists about these scales as was true for the other tests measuring
PTSD symptoms: they should not be used to make a PTSD diagnosis in a clinical assessment
situation.

Tests That Evaluate Malingering

The DSM-IV defines malingering as “the intentional production of false or grossly
exaggerated physical or psychological symptoms motivated by external incentives . . . such as
obtaining financial compensation” (APA, 1994, p. 683). Resnick (1997) notes that there are
actually three types of malingering: 1) pure malingering, for example, compete fabrication of
symptoms of traumatic events that are alleged to produce symptoms; 2) partial malingering,
such as exaggeration of symptoms or embellishing traumatic events; and 3) false imputation, an
intentionally inaccurate attribution of symptoms to a traumatic event. Obviously, each of these
three types of malingering could apply not just to symptoms but also to other areas of impaired
functioning or disability. Rogers and Cruise highlight the high stakes involved in
misclassification of malingering cases in forensic settings:

The devastation to defendants or plaintiffs of being falsely accused of malingering by
forensic experts is unimaginable. Conversely, undetected cases of malingering wreak
their own havoc (Rogers and Cruise, 1998, p. 281).

In the context of assessment for service-connected disability status for PTSD, the consequences
of falsely accusing a veteran of malingering are no less devastating. It is thus important to use the
best methods possible to detect real cases of malingering.

Notwithstanding the need for a reliable, valid way to detect malingering, experts agree that
there is no magic bullet or gold standard for doing so (Guriel and Fremouw, 2003; Resnick,
1997; Rogers, 1997; Wilson and Moran, 2004). In the type of clinical assessments used to
determine service-connected compensation for PTSD, there is rarely clear, definitive evidence
that pure malingering as defined by Resnick has occurred. For that reason, in the research
literature on malingering for PSTD there are no ecologically valid studies that have carefully
ascertained pure malingering status criterion groups (that is, malingering cases versus true cases)
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using real-world assessment situations (Guriel and Fremouw, 2003). Several investigators have
used response set or validity scales from self-report measures such as the MMPI and MMPI-2 to
indirectly infer the possibility of malingering (Guriel and Fremouw, 2003; Taylor et al., 2007;
Wilson and Moran, 2004). Most of those MMPI or MMPI-2 PTSD malingering studies used
simulation designs or analogue settings in which individuals are provided a small incentive to
respond to assessment materials in a certain fashion (for example, to respond as if they had
depression or PTSD). Test responses are then compared to responses from comparison groups or
to responses from groups of people known to have the disorder in question. By comparing the
response set or validity scale scores of the group simulating the disorder with those of the
comparison group, researchers attempt to infer malingering. But simulation designs fall short of
real-life forensic-assessment situations in several ways that severely limit external validity or
generalizability (Guriel and Fremouw, 2003; Rogers and Cruise, 1998).

Known—group-comparison designs involve comparing the test responses of individuals who
are known to be malingering a specific disorder versus those who actually have the disorder, but
studies using this design are plagued by the difficulty in identifying which individuals are
actually responding dishonestly (Guriel and Fremouw, 2003).

A third basic type of study design has been called differential prevalence (Rogers and Cruise,
1998). It compares test scores (including validity scales measuring response sets) of groups that
are presumed to differ in response sets. For example, such studies generally compare groups of
veterans who are seeking service-connected compensation for PTSD versus those who are not,
under the assumption that applying for disability increases the likelihood that malingering will
occur.

Some have argued that the MMPI and MMPI-2 are objective measures of psychopathology
and that the validity scales provide objective evidence of whether respondents are likely to be
malingering (for example, Arbisi et al, 2004). The MMPI and MMPI-2 are excellent
standardized tests with an extremely well developed research base. However, the MMPI and
MMPI-2 are self-report measures, and they are “objective” tests only in the sense that they are
not projective tests. Clearly, their validity scales can be useful in providing some information
about response set, but scores on these scales cannot provide definitive objective information on
whether a respondent is malingering. Reviewers who have examined the research literature on
PTSD malingering conclude that there are major limitations with simulation designs, known-
groups-comparison designs, and differential-prevalence designs (Guriel and Fremouw, 2003;
Rogers and Cruise, 1998).

These limitations suggest that it is insufficient to use response-set validity scale scores from
the MMPI, MMPI-2, or any other test as the sole basis for alleging that a veteran is malingering
with respect to PTSD status. The MMPI and MMPI-2 are identified in the Best Practice Manual
(Watson et al., 2002) as useful in identifying the test-taking style of veterans (including over-
and under-endorsing) and as having value in a comprehensive assessment of service-connected
PTSD status. The committee agrees but cautions that as reliable, valid, and sensitive measures of
malingering, the MMPI-2 and other standardized tests have serious limitations that should be
recognized.

The topic of testing to evaluate malingering is addressed in greater detail in Chapter 6, in the
section entitled “The Effect of Compensation on Recovery.”
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Summary Observations

The committee concludes that psychological testing may be a useful adjunct to the PTSD
C&P examination but recommends that the decision of whether to test and of which tests are
appropriate should be left to the discretion of the clinician—the person who is best able to
evaluate the individual circumstances of the case.

Timing Between a Stressor and the Appearance of Symptoms

The VA charged the committee to address whether the scientific literature supports the
existence of a form of PTSD where there is a long time interval between the stressor and the
onset of symptoms. This is a question that has received considerable research attention.
However, the issues related to the duration between exposure to a stressor and

e the onset of symptoms (each of which—intrusion, avoidance and arousal—may have its
own trajectory);

e the meeting of all criteria for a diagnosis of PTSD;

o the seeking of care; and

e the obtaining of a diagnosis

are complex, and while they are related, they present distinct clinical and research obstacles.

Determining whether an apparent case of delayed-onset PTSD is actually delayed poses
challenges in both clinical and research settings. The difficulty can be attributed to several
factors. Foremost, it is rare that a careful longitudinal assessment has been conducted, with data
collection beginning soon after exposure to a stressor and continuing long enough to establish (1)
the developmental trajectory of PTSD symptoms, (2) the documentation of diagnostic criteria,
and (3) the full diagnostic assessment itself. Such information is needed to determine with some
degree of confidence how long after exposure symptoms occurred, which and when individual
diagnostic criteria manifested, and when and under which version of the DSM all diagnostic
criteria for the PTSD diagnosis were met. Additionally, there exists a subpopulation of veterans
with PTSD who do not seek mental health treatment services or compensation from the
Department of Veterans Affairs at the time of the onset of the disease. When such veterans
present with PTSD symptoms for treatment or compensation evaluation long after their military
service, what appears to be “delayed onset” PTSD may actually be a delayed diagnosis of a
disorder that has been present for a substantial period of time.

Some individuals exposed to potentially traumatic events, including war zone stressors,
develop subthreshold PTSD—that is, they meet some of the B, C, and D criteria for PTSD (see
Table 3-1) but not all, or they fall one or two symptoms short of meeting full diagnostic criteria.
Such individuals may not have a history of full PTSD, but with slight increases in
symptomatology these cases can cross the diagnostic threshold to become full PTSD. Thus, what
appears to be a new, delayed-onset case may actually be someone who for years has experienced
symptoms just short of the benchmark criteria required for PTSD diagnosis and who becomes a
case due to a small increase in symptomatology.

There are numerous risk and protective factors that influence how exposure to war-zone and
other traumatic stressors leads to the development of PTSD and thus play a role in the timing of
PTSD onset. Protective factors, such as high IQ, intact cortical functioning, and strong social
support networks, may originally act to suppress or mitigate PTSD symptoms but then later
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erode with advancing age, reducing their protective value against PTSD. Or some people with
chronic PTSD and related loss of function may seek compensation later in life, as their capacity
for resiliency diminishes. The often-seen consequences and comorbidities of PTSD, such as
substance abuse, depression, panic, and somatic symptoms, may heighten PTSD-related loss of
function as they manifest and make a person more likely to seek help as time goes on. And
substance abuse can represent attempts at self-medication, which may lead some to delay seeking
care or compensation until much later than the actual trauma occurred. However, it should be
recognized that seeking care or compensation for PTSD years after an inciting event does not
necessarily mean that the disorder was of delayed onset per se. A delay in symptom-related loss
of function or in an individual’s focus on and attention to symptoms and functional loss may
simply be the result of various contextual life changes that occur over time.

It is also the case that risk factors, such as exposure to a new traumatic stressor or vicarious
exposure to stressors via extensive media coverage of new wars, can increase over time. Just as
in the case of a decrease in protective factors, an increase in risk factors might be expected to
produce cases of PTSD that were apparently of delayed onset but that would be more correctly
viewed as subthreshold cases that were exacerbated by events that occurred long after exposure
to war-zone stressors.

A study of temporal trends PTSD and depression among combat injured soldiers (Grieger et
al., 2006) found that, among a group of soldiers from the Iraq war followed for one year post
injury, the signs and symptoms of PTSD waxed and waned over that year—present at some
times and not at others. Approximately 40 percent of those diagnosed with PTSD in the first 7
months after serious combat injury—having been screened at 1, 4, and 7 months—did not have
the diagnosis until seven months after combat injury (Grieger et al., 2006). There are also many
documented cases of even longer delays in PTSD onset. Among Israeli veterans of the 1982
Lebanon War who were followed for 20 years after the war, approximately 5 percent of those
who had a combat stress reaction but no PTSD in the first three years post combat met PTSD
criteria at the 20-year follow-up. Even more striking, of those who had neither a combat stress
reaction nor a diagnosis of PTSD at 1, 2 or 3 years post combat, approximately 9 percent had
PTSD 20 years post combat (Solomon and Mikulincer, 2006).

While delayed-onset PTSD was not observed in some studies of war veterans (Bremner et al.,
1996; Kluznick et al., 1986), the results of other studies do support the existence of delayed-
onset (onset 6 months or more after the traumatic event) PTSD and suggest that delayed onset
may be more likely in cases caused by combat trauma than in cases caused by other traumatic
exposures (Gray et al., 2004). About 22 percent of men studied in the National Comorbidity
Study who had combat-related PTSD had delayed-onset PTSD (Prigerson et al., 2001). Those
with PTSD related to combat trauma were about 4.5 times more likely to have a delayed type of
PTSD than were men with PTSD related to other types of trauma. A study of Vietnam veterans
using data from the NVVRS and the Hawaii Vietnam Veterans Project (Schnurr et al., 2003)
found 40 percent of the PTSD cases were delayed onset with symptoms occurring 2 or more
years after entering Vietnam.

Delayed-onset PTSD has also been reported among non-combat trauma-exposed populations
(North et al., 2002; North et al., 2004; North, 2001). In a two-year study of 103 motor-vehicle-
accident survivors, 25 had PTSD at two years (Bryant et al., 2002). Of those 25, 5 of them, or 20
percent, had not met the criteria for PTSD at 6 months and thus had delayed—onset PTSD. In
addition, of the five patients with delayed-onset PTSD, four of them had not been diagnosed with
Acute Stress Disorder in the first month after the accident (although in general they did have
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higher symptom levels at one month than those who never had PTSD during the period of
follow-up). Roughly half (47%) of the PTSD cases seen in a cohort of injury admissions to the
trauma service of a hospital were delayed-onset cases, where PTSD was observed at 12 months
but not at 3 months (Carty et al., 2006). One study of delayed-onset PTSD after motor vehicle
accidents reported that 20 percent of the cases of the PTSD diagnosed during one year of follow-
up after the accident were delayed-onset cases (Ehlers et al., 1998). Other studies of motor
vehicle accident cohorts have reported from 8 percent (Koren et al., 2001) to 50 percent (Mayou,
1997) of the cases of PTSD being delayed onset—having been detected at 4 to 5 years after the
accident but not at one year. In a long-term follow-up study of a ship disaster (Yule et al., 2000),
10 percent of PTSD cases had delayed onset of PTSD.

Delayed-onset PTSD is consistently observed, albeit in a fraction of the overall PTSD cases,
and data indicate that delayed-onset PTSD is perhaps more common among those exposed to
war—related trauma than among those exposed to other kinds of trauma Some cases of delayed-
onset PTSD are symptomatic individuals who do not meet all the criteria of PTSD. It has been
reported that subsyndromal cases often fail to meet the avoidance criteria of PTSD (McMillen et
al., 2000; Dirkwagner et al., 2001; Carty et al., 2006). A number of factors have been found to be
associated with the delayed onset of PTSD in previously undiagnosed individuals, including the
occurrence of negative life events, decline in self esteem, ethnicity, and negative health changes.
These factors have been shown to exacerbate symptoms in those with existing PTSD as well
(Port et al., 2002; Adams et al., 2006; Holloway et al., 1984; Ruzich et al., 2005).

Late life brings additional challenges to the assessment, diagnosis, and trajectory of war-
related PTSD (Davison et al., 2006; Owens et al., 2005). Cognitive decline, life losses, medical
illness, increased feelings of powerlessness, and the psychological changes related to decreased
autonomy and decreased feelings of control and efficacy have all been reported as possible
explanations for the increases in PTSD symptoms observed with aging. However, little empirical
research addresses these issues directly. Issues related to the variation in the battlefield
environment (such as the nature of threats and trauma types experienced) across different war
cohorts (World War II, Korea, Vietnam, and OEF/OIF) compound the difficulty of assessing any
changes in rates of PTSD in the aging veteran.

Summary Observations

Based on its review, the committee concludes that the scientific literature supports the
existence of a form of PTSD that manifests long after the occurrence of the stressor upon which
the diagnosis is based. In addition, clinical experience indicates that some persons who are
exposed to traumatic events may develop PTSD that is not recognized for an extended period of
time and that others may develop some symptoms of PTSD that do not cross the diagnostic
threshold to become incident cases of full PTSD until long after exposure to the stressor. The
scientific literature does not identify any differences material to the consideration of
compensation between these delayed-onset or delayed-identification cases and those chronic
PTSD cases where there is a shorter time interval between the stressor and the onset of
symptoms. The committee did not address the issue of whether there may be differences relevant
to treatment decisions.
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FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS

On the basis of the review of the papers, reports, and other information presented in this
chapter, the committee has reached the following findings, conclusions, and recommendations,
and identified the following research needs.

Findings and Conclusions

e The GAF score has limited usefulness in the assessment of the level of disability for
PTSD compensation. The score is only marginally applicable to PTSD because of its
emphasis on the symptoms of mood disorder and schizophrenia and its limited range of
symptom content.

e There is no scientific guidance addressing the separation of symptoms of comorbid
mental disorders for the purpose of identifying their relative contributions to a subject’s
condition.

e The scientific literature supports the existence of a form of PTSD that manifests long
after the occurrence of the stressor upon which the diagnosis is based. In addition, clinical
experience indicates that some persons who are exposed to traumatic events may develop
PTSD that is not recognized for an extended period of time and that others may develop
some symptoms of PTSD that do not cross the diagnostic threshold to become incident
cases of full PTSD until long after exposure to the stressor. The scientific literature does
not identify any differences material to the consideration of compensation between these
delayed-onset or delayed-identification cases and those chronic PTSD cases where there
is a shorter time interval between the stressor and the onset of symptoms.

Recommendations

e In the short term, VA should ensure that its mental-health professionals are well informed
about the uses and limitations of the GAF, that it make certain—to the extent possible—
that these professionals are trained to implement the GAF in a consistent and uniform
manner, and that it provide periodic, mandatory retraining to minimize drift and variation
in scoring over time and across facilities.

e In the longer term, VA should identify and implement an appropriate replacement for the
GAF: one or more measures that focus on the symptoms of PTSD used to define the
disorder and on the other domains of disability assessment. The research needed to
accomplish this effort should be facilitated.

¢ 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 PTSD and comorbid conditions with
overlapping symptoms, as set forth in the DSM.

e Psychological testing may be a useful adjunct to the PTSD compensation and pension
examination, but the committee recommends that the decision of whether to test and of
which tests are appropriate should be left to the discretion of the clinician—the person
who is best able to evaluate the individual circumstances of the case.
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5
The Evaluation of PTSD Disability Claims

This chapter addresses the evaluation of posttraumatic stress disorder (PTSD) compensation
and pension (C&P) claims by the Veterans Benefits Administration of the Department of Veterans
Affairs (VA). It contains a brief summary of the means by which veterans may obtain
compensation for service-related disabilities, background on the claims evaluation process, and the
committee’s response to elements of the charge related to these evaluations.

VETERANS’ DISABILITY COMPENSATION

Veterans receive disability compensation related to their military service via three basic
processes: (1) through the Department of Defense Disability Evaluation System; (2) through the
federal Transition Assistance Program; and (3) by filing a claim with Department of Veterans
Affairs subsequent to separation from service. Figure 5-1 illustrates the pathways to disability
compensation afforded by the programs.

The Department of Defense Disability Evaluation System

The core functions of the Department of Defense (DOD) Disability Evaluation System (DES)
are to ensure that the military force remains fit and to provide compensation for those service
members on regular active duty, in the Reserve, or in the National Guard whose military careers
are cut short by illness or injury before they meet time-in-service requirements for retirement
benefits eligibility. DOD disability benefits are granted to “compensate for the loss of a military
career” (DOD, 2006). To qualify for DOD disability compensation, a service-incurred or service-
aggravated illness or injury must render a service member permanently unfit to perform the
“duties of office, grade, rank, or rating” and must not be the result of “misconduct or willful
neglect” (Howard, 2006). Disability is determined according to the effects that a condition has on
a service member’s ability to perform according to military occupational specialty (MOS). As a
rule,' a disability rating is based solely on the “unfitting” condition (DOD, 1996).

' There are limited circumstances where “the sum of several conditions which render a member unfit” are
considered collectively in a disability evaluation (Howard, 2006).

5-1
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DOD compensation awards are based both on disability ratings and on time in service. The
compensation may be awarded as a lump-sum severance payment or as monthly payments
(GAO, 2006). The standard for the determination of DOD disability ratings—DOD Instruction
1332.39; Title 10, United States Code Chapter 61—is the Department of Veterans Affairs’
Schedule for Rating Disabilities (VASRD) (DOD, 1996). But while the VASRD, as described in
the U.S. Code of Federal Regulations, Title 38, Part 4 (38 CFR, Part 4), provides the standard for
DOD disability ratings, the DOD considers absolute application of VARSD provisions
incompatible with its mission. Thus, the DOD differs from the VA both in how it views the
purpose of disability compensation and in how it implements the VASRD. Furthermore, within
the DOD variation exists among service branch DESs. DOD regulations are consistent across the
different branches, in that they require each DES to have a medical evaluation board (MEB) and
a physical evaluation board (PEB), but both the boards and the appeals processes are constituted
differently from branch to branch (GAO, 2006).

Concurrent Receipt

When a service member is granted monthly DOD disability compensation, officially referred
to as permanent disability retirement, he or she is also entitled to be considered for disability
compensation through the VA. Until January 2004 permanent disability retirement pay was, by
statute, reduced by the dollar amount of VA disability compensation received (Henning, 2006).
But Public Law 108-136, in addition to altering other DOD retirement payment policies,’
authorized a 10-year phase-out of the reduction of military retirement due to VA compensation
and allowed concurrent receipt of VA and DOD compensation for those veterans with a
combined disability rating at or above 50 percent (DOD, 2006). As part of the military retirement
offset phase-out, on January 1, 2005 veterans rated at 100 percent by the VA became entitled to
their full military retirement pay without any offset of VA disability compensation. Those who
are not rated at 100 percent according to the schedule of ratings but who receive 100 percent VA
compensation under the provision of individual unemployability (IU) are slated to have their full
military retirement entitlement restored beginning in October 2014 (DOD, 2006; Henning,
20006).

Transition Assistance Program

The Transition Assistance Program (TAP) is a joint federal program of the DOD, VA, and
the Department of Labor designed to help service members make the initial transition from
military service to the civilian workforce. It was first implemented in 1990. Military members
who have served at least 180 days on active duty are eligible to participate in TAP. Disabled
service members are eligible regardless of time served (GAQO, 2005). TAP has four core elements
that are intended to help service members adjust successfully to civilian life. Of the four
components, VA administers two: the Disabled Transition Assistance Program (DTAP), which

? To qualify for monthly compensation, a service member must have accrued 20 years of service or have at least a
30 percent disability rating. Compensation is given as a lump sum for service members with less than 20 years in
service or a disability rating of 20 percent or less. Service members are eligible for compensation for “non-
aggravated pre-existing” conditions if they have at least 8 years of active duty service. Service members may also be
placed on the temporarily disabled retired list (GAO, 2006).

* Two other programs affecting a smaller number of veterans that have had the same material effect as concurrent
receipt are the Special Compensation for Severely Disabled Retirees (SCSD; effective October 1999 and repealed
January 2004) and the Combat-Related Special Compensation (CRSC; enacted in 2002) programs (Henning, 2006).
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offers briefings about the VA’s vocational rehabilitation programs, and Benefits Delivery at
Discharge (BDD), where VA representatives start processing disability claims before the service
member leaves active service.

TAP and DTAP briefings

All service members who attend a TAP briefing receive a general overview of VA benefits
and services. Benefits briefings cover education, insurance, and home loan guaranty
entitlements—generally, GI Bill-related items*—and are offered to active duty members at 215
military installations worldwide.” The majority of active duty members can participate in TAP as
early as one year before leaving service as a standard component of military out-processing.
Retiring service members are eligible for TAP two years before separation (GAO, 2005). Active-
duty service members are usually offered TAP at their assigned duty stations. It is less clear how
activated Reserve personnel and National Guard personnel access TAP, as demobilization of
these personnel takes place in a few days and occurs in areas remote from places of employment
or residence (GAO, 2005).

DTAP briefings are provided to service members who are separating from active duty with a
disability that may be related to their service. They are focused on the VA’s Vocational
Rehabilitation and Employment Program. While briefings are typically held in a group setting,
special provisions can be made for service members who are hospitalized, convalescing, or
receiving outpatient treatment (US Army, 2006). Representatives from veterans services
organizations can also conduct TAP and DTAP briefings (VBA, 1999).

Disabled Transition Assistance Program and Benefits Delivery at Discharge

The VA has two separate programs that allow personnel to initiate disability claims while
still on active duty. The first program, DTAP, “offers [to disabled service members] personalized
vocational rehabilitation and employment assistance at major military medical centers where
such separations occur and at other military installations” (DVA, 2005a). The second program,
BDD,° offers assistance to “service members at participating military bases with development of
VA disability compensation claims prior to their discharge” (DVA, 2005a). Personnel with
access to BDD have the opportunity to have their pre-discharge or exit physicals conducted
according to VA protocols by DOD examiners, VA examiners, or contracted examiners (DVA,
2005a). There is an official Memorandum of Understanding (MOU) between the DOD and the
VA for the BDD examination process. MOUs are also developed at the local level. These
agreements discuss the exchange of information and resources between the DOD and the VA and
also seek to ensure that examining clinicians have access to both service medical records and VA
examination protocols. It is unclear if BDD replaces DTAP in certain circumstances and how
DBB and DTAP eligibility, access, and participation vary.

Ideally, when service members attend TAP briefings, they receive an overview of the
vocational rehabilitation program and its eligibility requirements. If they believe that they may
be eligible for vocational rehabilitation and express an interest in that program, they can “self-

* The 1944 Serviceman’s Readjustment Act, also known as the GI Bill of Rights entitled veterans to certain home
loan and education benefits. The latest iteration, the Montgomery GI Bill, was enacted in 1985 (DVA, 2006).

> As of June 2005 (GAO, 2005).

% Service members that are within 180 days of discharge are eligible for BDD examinations (VBA, 2005).

Prepublication Copy — Uncorrected Proof

Copyright © National Academy of Sciences. All rights reserved.



PTSD Compensation and Military Service
http://lwww.nap.edu/catalog/11870.html

5-4 PTSD COMPENSATION AND MILITARY SERVICE

Active
Duty

\ 4 A 4

Standard DTAP
DES Out-

Process

A 4 \ 4 Exit

MEB/PEB Exit Physical

i for VA
Physical

ysical —»| Disability
Evaluation

VBA C&P
(Fig. 5-2)

A

v

VHA
Physical
for
Disability
Evaluation

A

VA
VASRD
Rating

A

FIGURE 5-1 Military Disability Compensation Pathways
NOTE: The TAP is left out of this flowchart but is part of all three pathways.

select” into DTAP. They are then given the more in-depth briefings on vocational rehabilitation
and can begin the evaluation process.

Barriers to participation in these transition-assistance programs do exist. Members of the
Reserves and National Guard, for example, often participate in more than a dozen demobilization
activities, including a physical examination, in the matter of just a few days (GAO, 2005), and
this gives them little opportunity to participate in a transition-assistance program as well.
Furthermore, members of the Reserves and National Guard were found to be less likely to have
been briefed in transition on “certain education benefits and medical coverage requir[ing] service
members to apply while they are still on active duty,” and some of those who had received
briefings remained unaware of the limited application window for these benefits (GAO, 2005).
Reserve and National Guard personnel on medical holdover status do not have the same access
to TAP/DTAP programs that active duty personnel on holdover status do because of variation in
the processing of military orders (Surratt, 2006). According to the GAO, no “data are available
regarding participation in the VA components of TAP,” and “[r]egarding DTAP, no data are
available to determine the number of eligible individuals, and VA’s records do not distinguish
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the number who participate in the component from the total of all recipients of VA outreach
briefings” (GAO, 2005).

No matter what disability rating has been determined by the DOD, if a veteran desires
compensation from VA, he or she must submit a separate application for disability benefits and
have the VA rate their condition all over again. It is possible for a service member found fit for
duty by the DOD with respect to a particular condition to be awarded disability compensation by
the VA for the same condition. It is even possible to go “from 100 percent fit [for] duty
[according to DOD] to 100 percent disabled” according to the VA for the same condition
(Howard, 20006).

VA Disability Claims Adjudication

Veterans’ disability benefits claims may go through many stages of processing and review
before a decision is made. Figure 5-2 summaries this process.

VBA Claims Processing

A veteran initiates the claims process by filing VA Form 21-526 with a VA Regional Office
(VARO). An applicant may also file an application for benefits through the Veterans’ Online
Applications website. Online applications are automatically forwarded to the VARO with
original jurisdiction. By law (codified in 38 CFR §3.159), VA must provide claimants certain
support in the development of these claims. Assisting with the acquisition of evidence, including
requests for evidence from pertinent sources, is a major part of VA’s duty to assist the veteran
(DVA, 2004).

Claims are processed at VARO Veteran Service Centers (VSCs). According to the Veterans
Benefits Administration Adjudication Procedure Manual M21-1MR (VBA, 2005), each VSC
using the Claims Process Improvement (CPI) model is composed of six teams. The composition
and function of these teams is summarized in Table 5-1.

Although regional offices have some discretion in assignments to the teams, a triage team
will generally consist of about eight members and will include the following of employees:
coach, assistant coach, rating veteran service representatives (RVSR), veterans service
representatives (VSR), senior VSR, claims assistant, file bank coach, and file clerk/program
clerk (VBA, 2005).” Beyond the management of incoming mail and related files, the triage team
is authorized to process those claims requiring only minimal review of the evidence. The VBA
M21-1MR does not provide details on what is considered to be a “minimal review.”

The pre-determination team manages claims requiring administrative decisions and
determines when a claim is ready for a decision or rating. If a clinical examination® is required to
adjudicate a claim, the team can order one to be performed. Examinations can be requested by
more than one team/team-member.

VSRs in the Predetermination Team have primary responsibility for requesting
examinations. A RVSR may provide guidance on examination requests as necessary.
RVSRs also have authority to directly request examinations. The Veterans Service Center

’ Details of the federal classification and job grades listed in parentheses can be found on the U.S. Office of
Personnel Management website at http://www.opm.gov/fedclass/.
¥ Information on C&P clinical examinations is presented in Chapter 4.
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TABLE 5-1 Veteran Service Center Teams
Team Functions

Reviews and controls all incoming mail
Triage e Processes actions which can be completed without the claim folder or
which may require brief review of the claim folder to verify eligibility

o e Develops evidence for rating issues

Pre-determination .. . 2.
Prepares administrative decisions

Rating e Makes decisions on claims that require consideration of medical evidence

e Develops evidence for nonrating issues
Post-determination e Processes awards
e Notifies claimants of decisions

Appeals e Handles decisions with which claimants have formally disagreed

Public Contact e Handles personal interviews and telephone inquiries

SOURCE: VBA manual M21-1MR, part III, subpart I, chapter 1 (2005).

Manager (VSCM) can authorize an examination in any case in which s/he believes it is
warranted (VBA, 2005).

The committee was unable to determine the percentage of disability claims adjudicated
without a clinical evaluation, as VBA does not track these data. The pre-determination team has
as many as eight team members, with the same titles and pay grades as triage team members.

A rating team consists of a coach, assistant coach, rating VSRs, and a claims assistant (VBA,
2005). The rating team is responsible for rating claims that have been deemed “ready to rate” by
the pre-determination team. The rating team may also receive claims directly from the triage,
appeals, or public contact teams.

The membership of the post-determination team has the same general composition as the
rating team, with fewer rating VSRs and more VSRs. This team receives developed claims from
which it promulgates ratings and prepares notification letters. A veteran or a representative
acting on her or his behalf can file an appeal to a disability determination or rating by requesting
a reevaluation. The appeals team—coach, decision review officer, senior VSR, RVSR, VSR,
claims assistant, and file clerk/program clerk—oversees this process, which consists of several
stages.” Initially, if a claim is denied or a veteran disagrees with the level of the disability level
awarded, she or he files a notice of disagreement. The claimant is then contacted by a Decision
Review Officer (DRO) and is given the choice to have that person conduct a new (de novo, in the
vernacular) review. If the claimant is not satisfied with the DRO’s decision or chooses otherwise,
then s/he can file a substantive appeal to the Board of Veterans’ Appeals (BVA). If the Board’s
decision fails to resolve the claimant’s concerns, s’he can file a lawsuit in the U.S. Court of

? Separately, staff at the VA Central Office or at a regional office can initiate an administrative review or appeal in
circumstances where they believe that an error was made in the evaluation of a claimant’s evidence or the
application of regulations or procedures related to a claim.
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Appeals for Veterans Claims. A veteran can also reopen a claim based on new and material
evidence and begin the process anew.

In theory, a claim that has been processed and then appealed at the local regional office level
could have 40 VBA rating-team members and a U.S. Army and Joint Services Records Research
Center (JSRRC)'" representative involved in the rating decision, assuming the VARO was fully
staffed according to the CPI model.

While detailed requirements of knowledge, skills, and abilities are published for each rating-
related position, VA regulations allow for the delegation of responsibility for nearly all of these
positions. It is not known how staffing varies by VSC or whether the CPI model is the norm or
the gold standard.

Complete tracking of the VBA personnel chain involved in the adjudication process is
complicated by the repeated use of titles across teams, by the flexible assignment of
responsibilities within and among teams, and by the many variations in local VARO policies and
procedures. An additional factor that makes review difficult is that understaffed VAROs are
authorized to “broker” claims to other regions for processing. Therefore, this summary has been
provided as a general reference and not an absolute accounting of the VBA claims adjudication
process.

The benefits application process is intended to be non-adversarial and supportive to
claimants. As noted elsewhere, VA’s duty to assist includes helping veterans to gather evidence
to support their claims, including provision of VA records and facilitation of requests for
information from DOD and other sources. If a veteran disputes a determination, the initial stages
of appeals process are conducted without anyone representing an opposing viewpoint and with
consideration of all possible theories of entitlement (Violante, 2004). In addition, “[w]hen, after
careful consideration of all procurable and assembled data, a reasonable doubt arises regarding
service origin, the degree of disability, or any other point, such doubt will be resolved in favor of
the claimant” (38 CFR §3.102). It is only when an action reaches the US Court of Veterans’
Appeals that it takes on the characteristics of a formal legal proceeding, with the potential for
presentation of evidence contrary to the claimant’s assertions or interest.

Nonetheless, the process has been described as “complex, legalistic, and protracted” and as
particularly difficult for veterans with PTSD to manage because of the stresses and uncertainties
involved (Sayer et al., 2005). The situation may be exacerbated in some circumstances by
skeptical and cynical attitudes toward PTSD compensation-seeking veterans among certain VA
staff (Sayer and Thuras, 2002; Van Dyke et al., 1985).

The VASRD Rating Process"’

The primary task of a rater is to assign one more ratings of disability based on the input
received from the veteran, the clinician, and other members of the rating team. The VA disability
rating depends on a complex assessment of many factors, and numerous variables play a role in
determining the amount of the disability awarded. The VASRD does not take into account
military rank, tenure, sex, or wartime cohort. The VA Office of Inspector General did, however,
find that variations in award ratings were correlated with certain factors, including (VA, 2005):

' The JSRRC—formerly know as the Center for Unit Records Research (CURR)—is a repository for records
related to military conflicts.

" The Institute of Medicine report A4 21st Century System for Evaluating Veterans for Disability Benefits (IOM,
2007) addresses the VASRD rating process in detail and offers several recommendations for improving it and its
implementation.
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Veteran Files VA Benefits Application

e VA Form 21-526, Veteran’s Application for Compensation and/or Pension

Initial claims are filed at VA regional offices (ROs) or through the Veterans’ Online
Applications website. Online applications are forwarded to VA regional offices with
original jurisdiction.
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enlisted (higher award) versus officer status;

military retiree (higher award) versus nonmilitary retiree;

attorney representation (higher award);

number of veterans applying for benefits (higher number, higher award);
period of service (Vietnam Veterans receive highest awards);

branch of service (Marine Corps veterans receive highest award); and
rater experience (more experience, higher award).

The same report also found that a lack of time to develop claims often leads to inadequate
development of claims or to determinations that could support two different ratings for the same
case (VA, 2005).

In addition, there are aspects of how disabilities are rated that may influence the amount of
an award. For example, some disabilities, especially those based on self-reports, are more
difficult to rate, and this may create a lack of reliability in the award decisions. The validity of
currently employed instruments has also been called into question, as there have been substantial
advances in fields related to disability assessment in the context of disease, illness, function,
impairment, and rehabilitation since the establishment of the VASRD. These issues were
recognized by a 2005 VA review (DVA, 2005b):

Our analysis of rating decisions shows that some disabilities are inherently more
susceptible to variations in rating determinations. This is attributed to a combination of
factors, including a disability rating schedule that is based on a 60-year-old model and
some diagnostic conditions that lend themselves to more subjective decision making. . . .
The VA disability compensation program is based on a 1945 model that does not reflect
modern concepts of disability. Over the past 5 decades, various commissions and studies
have repeatedly reported concerns about whether the rating schedule and its governing
concept of average impairment adequately reflects medical and technological
advancements and changes in workplace opportunities and earning capacity for disabled
veterans. Although some updates have occurred, proponents for improving the accuracy
and consistency of ratings advocate that a major restructuring of the rating schedule is
long overdue. [p. vi]

The assessment of psychiatric illness is particularly challenging. The VA Inspector General’s
2005 review of state variances in disability compensation payments found that mental
disorders—including PTSD—had the fourth highest variability in disability rating of the 15 body
systems (DVA, 2005b). In contrast, ratings that can be independently validated (amputation, for
example) were highly reliable and consistent.

The 2005 VA report also found that the number of PTSD cases receiving disability awards
and the amounts of the awards given in these cases are both growing. From fiscal year 1999 to
fiscal year 2004 the number and percentage of PTSD cases increased significantly. While the
total number of all veterans receiving disability compensation grew by 12.2 percent, the number
of PTSD cases grew by 79.5 percent, from 120,265 cases in FY 1999 to 215,871 cases in FY
2004. During the same period, PTSD benefits payments increased 148.8 percent, from $1.7
billion to $4.3 billion. By contrast, compensation for all other disability categories increased by
41.7 percent. While veterans being compensated for PTSD represented 8.7 percent of all
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compensation recipients, they received 20.5 percent of all compensation payments (DVA,
2005b).

Rater Training

VBA manages and executes a national training program for VSRs and RVSRs called
Challenge. The program involves a combination of on-the-job training, regional classroom
training, and computer-assisted learning. It is administrated on a VSC level and, while variations
exist, it generally follows the schedule summarized below.

When a VSR (or RVSR) is hired, the person is expected to undergo an orientation to his or
her new job and to the regional office, learning the basics of the position, such as the workflow,
rules of law, operational tools, and the like. This initial phase is intended to last about six
months. Then the trainee is scheduled to attend three weeks of centralized classroom instruction
on all major components of the job. Instructors include both C&P service experts and
experienced technicians from the field. When trainees return from the classroom, they are given
additional on—the-job training, and they work through a series of video-based structured learning
modules that constitute the Training Performance and Support Systems (TPSS) program.'? Initial
rater training lasts approximately two years and includes a rotation on the post-determination
team. After mastering the tasks on the pre-determination and post-determination teams, the rater
may work on a public contact team. The next level in the training hierarchy is rotation to the
triage and appeals teams (DVA, 2004; R.J. Epley, personal communication, 2006; Walcoff,
20006).

In 2001 the GAO cited “lack of time for training due to workload pressures” (p. 8) as the
greatest barrier to field-wide use of TPSS training. A 2005 survey of VBA rating-team members
by the VA Office of Inspector General found that the two greatest issues in the rating process
were, in order, the “perceived emphasis on production at the expense of quality” and “the need
for more and better training” (OIG, 2005; p. 61). Regional office employees said that because of
the complexity and variation in individual claims, on-the-job training is the most effective means
of training members of rating teams (GAO, 2001).

ISSUES REGARDING PTSD DISABILITY RATING CRITERIA

VA asked the committee to address several issues related to the rating criteria currently used to
rate disability for veterans with service-connected PTSD. These included whether the current
rating schedule regulation, which applies to all mental disorders, is appropriate for evaluating
PTSD, what criteria should be included in any revised schedule, and whether there are other
evaluation methods in existence that would be more appropriate than the one VA currently uses.
In addition to addressing these issues, the committee also offers some comments on the training
of raters.

The section begins with discussions of three topics—the rating criteria for PTSD and other
conditions, trends in disability compensation, and the considerations underlying how other
disability-benefits systems evaluate mental disorders—that lay the groundwork for the committee’s
findings and conclusions.

12 The TPSS program consists of a series of task- and topic-specific video modules and is intended to provide
standardized training for staff across the VA system.
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The VASRD Rating Criteria for PTSD and Other Conditions

Table 5-2 summarizes the VASRD rating criteria for several dozen conditions, with a
particular focus on those that, like PTSD, are symptom-based or have a relapsing/remitting
course. As the table illustrates, there is considerable variability among the conditions in how
percentage ratings are determined. The variability is manifested in several ways, including:

e The full range of disability ratings percentages (e.g., 10 percent, 20 percent, 30 percent,
..., 100 percent) is seldom used. Instead, it is typical to employ somewhere between
one' and three to five categories.

e Within a specific disorder, equivalent increases in percentage ratings do not necessarily
correspond to equivalent increases in disease severity (that is, going from 10 percent to
30 percent may represent a very different changes in disease severity than going from 30
percent to 50 percent or from 70 percent to 90 percent).

e The degree of disability represented by a particular rating level (30 percent, for example)
does not appear to be consistent across different disorders.

These issues may be traced to several factors. First and most important, the committee did
not identify a strong evidence basis for assigning any percentages to any particular disorder.
Second, because each disorder has a unique set of symptoms, complications, objective findings,
prognostic features, and treatment options and efficacy, there may be little or no common basis
on which to make a comparison among disorders. Third, it is apparent that the ratings for each
category of disease were derived by the specialists responsible for that disease (endocrinologists
for diabetes and hypothyroidism, neurologists for epilepsy and migraine, gastroenterologists for
irritable bowel and ulcerative colitis, and so forth). Not only may different specialists view their
particular sets of diseases differently, it is not clear that any cross-communication took place
among different specialists in an effort to calibrate percentage ratings across diseases.

Notably, there are some “intra-specialty” ratings where two diseases affecting a similar organ
have seemingly divergent criteria for the same percentage rating. For example, allergic rhinitis is
rated at 30 percent simply if polyps are present—which are not only often minimally
symptomatic but are also readily treatable. In contrast, sinusitis achieves a rating of 30 percent
only if there are three or more incapacitating episodes per year requiring prolonged (4-6 weeks)
use of antibiotics or else at least six non-incapacitating episodes per year.

Furthermore, there are seemingly similar conditions that have widely disparate ratings.
Evidence suggests that chronic fatigue syndrome (CFS) and fibromyalgia share much in common
with one another and with other functional somatic syndromes (Aaron 2001; Gardner 2003).
However, while CFS can be rated as high as 100 percent, the maximal rating for fibromyalgia is
40 percent even when symptoms are “constant and refractory to therapy”.

Two important rating thresholds for a disorder are 40 percent and 60 percent. This is because
total disability may be assigned, when the rating according to the schedule is less than 100
percent,

when the disabled person is . . . unable to secure or follow a substantially gainful
occupation as a result of service-connected disabilities: Provided That, if there is only

1 For example, loss of the sense of smell or taste (which is not included in the table) is rated at 10 percent (38 CFR
§4.87a).
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one such disability, this disability shall be ratable at 60 percent or more, and that, if there
are two or more disabilities, there shall be at least one disability ratable at 40 percent or
more, and sufficient additional disability to bring the combined rating to 70 percent or
more (38 CFR §4.16; emphasis and capitalization in original).

According to 38 CFR §4.1, “the percentage ratings represent as far as can practicably be
determined the average impairment in earning capacity resulting from such diseases and injuries
and their residual conditions in civil occupations.” Thus, the overriding consideration in setting
the VASRD ratings does not seem to be providing compensation for pain and suffering or
offering a lower threshold for paying disability to individuals who have risked their lives as
public servants. Instead, the VASRD ratings are more akin to factors influencing civilian worker
compensation.

Conditions with No or Minimal Disability

Partly because the primary explicit factor in VASRD ratings is the effect on earnings
capacity, the presence of a disorder itself—even if it is service-connected—may result in no (0
percent) or minimal (10 percent) disability ratings. Features that may result in a condition being
rated as 0 percent disability (Table 5-3) include it being asymptomatic (for example, sinus
disease detected only by radiographic imaging, mild anemia, or asymptomatic HIV disease),
very mild (vitiligo in body areas normally covered by clothing, superficial acne, small patches of
eczema, small reducible hernias), or infrequent (occasional irritable bowel symptoms, migraine
headaches less than once a month). Features that result in ratings at the minimum of 10 percent
(Table 5-4 as well as Table 5-2) include mildly deforming conditions (vitiligo in exposed body
parts, partial loss of the auricle of the ear) or functional deficits, such as complete loss of smell or
taste, that do not impair the ability to work in most occupations. Other features leading to low
levels of disability include symptoms being mild and episodic, the disease being minimal
according to laboratory parameters, and the ability to control the disease well with simple
treatments.

Factors that Influence Disability Ratings

While the overarching consideration in VASRD ratings is a disorder’s effect on earnings
capacity, Table 5-5 summarizes a number of secondary factors that also influence percentage
ratings. These include symptom severity and frequency; objective, independently verifiable
findings on physical examination or diagnostic testing; deformities; permanence (that is, not
likely to improve over time); functional impairment (occupational and, secondarily, social);
treatment intensity and responsiveness; extent of outpatient or inpatient health use required for
the condition; features of the condition that adversely affect the long-term prognosis; and disease
complications.

Symptom-Based Disorders (Including Pain)

Some disorders are characterized exclusively by patient-reported symptoms and lack
objective findings on physical examination, laboratory testing, radiographic imaging, or other
diagnostic tests. These include conditions such as CFS, fibromyalgia, irritable bowel syndrome,
migraine, most cases of low back pain, and mental disorders such as depression, anxiety, and
PTSD. Table 5.2 offers a number of examples of how disability ratings are assigned for these
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disorders. One of the most prevalent physical symptoms in disorders of this sort is pain, which is
a cardinal symptom in musculoskeletal disorders. It is informative to examine how the VASRD
rating system deals with an entirely self-reported symptom like pain.

Pain can be considered in rating the disability associated with musculoskeletal disorders if
the pain is associated with “functional loss” and “supported by adequate pathology and
evidenced by the visible behavior of the claimant undertaking the motion.” (38 CFR §4.40). This
would suggest that objective findings are to be sought by the examiner before using pain alone as
a basis for disability. However, this paragraph in 38 CFR goes on to say that “a part which
becomes painful on use must be regarded as seriously disabled.” Painful motion is further
elaborated upon in 38 CPR § 4.59, which states, “With any form of arthritis, painful motion is an
important factor of disability; the facial expression, wincing, etc., on pressure or manipulation,
should be carefully noted and definitely related to affected joints.” The examiner is also
encouraged to identify the presence of more objective findings such as muscle spasm, crepitus,
joint instability, malalignment, or other evidence of articular or periarticular pathology. Taken
together, these paragraphs imply some leeway for the examiner to incorporate pain and its
functional consequences in assessing musculoskeletal disorder disability. Nonetheless, the
context of both paragraphs seems to caution raters against using pain as the sole or even
predominant determinant in the absence of concomitant objective findings.

Disorders with a Relapsing/Remitting Course

Certain disorders listed in the VASRD exhibit a relapsing and remitting course, that is, there
are some periods of time when symptoms are manifest or exacerbated and others when they are
latent or subclinical. Among the conditions with these characteristics are multiple sclerosis (MS),
lupus, and many mental disorders, including PTSD and depression. These disorders present a
challenge for raters: It can be difficult to assign a level of disability to them because the absence of
disabling symptoms does not mean that the subject is free from the effects of the disorder. As
Table 5-2 illustrates, the statutory criteria for remitting/relapsing conditions do not use a consistent
approach to managing this issue, varying in how the frequency and effect of symptoms are
factored, whether response to treatment is considered, and whether nonoccupational impacts are
addressed.

The VASRD listing for MS does not specify particular symptoms or levels of symptom
severity and corresponding ratings. Instead, the regulation simply states that disability be rated “in
proportion to the impairment” (38 CFR §4.124a). A minimum rating of 30 percent is assigned to
claimants with a diagnosis of MS.

As noted above, PTSD is managed differently than other conditions in that it is governed by
the general mental-disorders ratings schedule rather than by a PTSD-specific set of criteria.

Comparing VASRD Ratings for Mental and Physical Disorders

Table 5-2 allows one to compare how ratings of mental disorders (the first entry in the table)
compare to physical disorders (the rest of the entries in the table). Several overall observations
can be made:

1. There is one general rating scheme that is applied to all types of mental disorders, which
makes it necessary to lump together a very heterogeneous set of symptoms and signs
from multiple conditions into a single spectrum of problems. Furthermore, the rating
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scheme particularly focuses on symptoms from schizophrenia, mood, and anxiety
disorders. Although there are other examples of groups of disorders that are handled with
one general rating scheme—disorders of the spine, disorders of the female reproductive
system, renal disease, and certain other physical conditions—this “lumping” is carried to
an extreme in the case of mental disorders, allowing very little differentiation across
specific conditions.

2. Some of the secondary factors shown in Table 5-6 (objective findings; deformity;
physical complications) that may influence percentage ratings cannot be met for mental
disorders. This could theoretically put mental disorders at a relative disadvantage
compared to physical disorders in terms of achieving higher percentage ratings.

3. Two important threshold levels for increases in disability benefits—40 percent and 60
percent—cannot be assigned to mental disorders. However, there are also a number of
physical disorders that do not have the 40 percent and 60 percent options, and raters
always have the option of using 50 percent and 70 percent ratings for mental disorders,
which may serve to mitigate what would otherwise be a major disadvantage.

4. Occupational and social impairment (OSI) is the central factor used in determining each
level of disability for mental disorders. However, little guidance is given about how to
measure either OSI or its differential impairment across different percentage ratings.
Furthermore, the various secondary factors that are used in rating physical disorders
(Table 5-6) are not applied to mental disorder ratings, which gives the primary factor—
OSI—a value in determining the ratings that is disproportionately high compared to other
symptoms.

Summary Observations

PTSD and other conditions that are patient-reported or have relapsing and remitting symptoms
present a challenge for raters. The rating criteria for such conditions use an inconsistent approach,
which varies in how the frequency and effect of symptoms are factored, whether response to
treatment is considered, and whether non-occupational effects are addressed. Moreover, the
absence of disabling symptoms does not mean that the subject is free from the effects of the
disorder. PTSD is managed differently than almost all other conditions in that it is subject to the
general mental disorders ratings schedule, which is not focused on its particular symptomatology,
rather than being subject to a set of criteria that is specific to the disorder.

Trends in Disability Compensation
Numbers of Veterans Receiving Disability Compensation

In response to a request, VA provided the committee with data regarding the numbers of
veterans receiving disability benefits for the years 1999-2006. Table 5-6 categorizes these data
by the primary rated disability that is either the condition rated as most disabling or equal to the
highest rated condition. Table 5-7 lists the same conditions but reports the total number of
veterans who have each disability, whether or not it is their primary rated disability. Note that a
veteran may be counted more than once in Table 5-7 because he or she may be rated for multiple
listed conditions.

The bottom row of Table 5-6 shows that the total number of veterans receiving disability
benefits increased by approximately 18.8 percent over the 7 years shown. The rate of increase
varied widely by disability category, however. The primary disability diagnosis categories with
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the largest percentage increase over that 7-year period were major depression (474 percent
increase), diabetes (388 percent), other mood disorders (264 percent), and fibromyalgia (247
percent). PTSD showed the next largest percentage increase—126 percent—which is particularly
noteworthy because more veterans had PTSD as their primary disability than any of the other
conditions.

The trend for PTSD in comparison with other mental disorders is of interest. The number of
beneficiaries whose primary disability was “other anxiety disorders” actually declined by 34
percent at the same time that the PTSD numbers were rising sharply. The only other mental
disorder category for which a decline occurred was psychotic disorders. By contrast, the numbers
for affective disorders—major depression and other mood disorders—and for all other mental
disorders increased. It is thus possible that some of the growth in PTSD was actually a change in
diagnostic labeling with, for example, fewer veterans being classified with other anxiety
disorders than in the past because these veterans were now being diagnosed with PTSD. It is of
note that the percentage increase in the number of beneficiaries for all anxiety disorders was
approximately 47 percent.

The changes in the numbers in Table 5-7—that is, the changes in the totals of all veterans
with a particular disability, whether it was their primary rated disability or not—are generally
quite similar to the changes in Table 5-6. The percentage increase for PTSD was similar to the
percentage increase in all anxiety disorders, which suggests that the number of veterans with a
secondary diagnosis of anxiety disorder or PTSD has grown at about the same rate as the number
of veterans with a primary diagnosis for those disorders. In contrast, for most of categories listed
(fibromyalgia, irritable bowel syndrome [IBS], major depression, all other mental disorders,
multiple sclerosis, lumbarsacral or cervical strain, diabetes, and asthma), the number of all
veterans with a particular disorder has increased at a faster rate than the number of veterans with
that disorder as their primary disability.

The information in these tables is consistent with the suggestion that the growth in PTSD
awards is due to a greater willingness on the part of veterans to apply for PTSD compensation. It
may also, though, reflect in part an increasing tendency for VA recognize a diagnosis of PTSD
and, more generally, to recognize disability resulting from any mental disorder. Unlike most
other categories, PTSD as a secondary diagnosis has not increased more rapidly than the number
of primary PTSD diagnoses.

Demographic Characteristics of Beneficiaries

Table 5-8 illustrates two well-known trends: an increasing percentage of females in the
beneficiary population, and a decrease in the average age in the beneficiary population. These
trends presumably reflect trends in the general population of veterans. There are several
distinctive features that can be discerned in the characteristics and trends for PTSD beneficiaries.
First, the percentage of males among PTSD beneficiaries is slightly higher than the percentage of
males among all beneficiaries, and it declined by a very small amount between 1999 and 2006.
Second, the age of PTSD beneficiaries has also declined by a very small amount (especially for
PTSD as a primary disability'*). In short, while the major demographic trends affecting most
beneficiaries are also visible among PTSD beneficiaries, they are less pronounced.

" Defined as either the condition rated as most disabling or equal to the highest rated condition.
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Trends in Combined Ratings, Future Exams, and 1U Designations

Table 5-9 describes changes between 1999 and 2006, by diagnostic category, in the mean
combined rating of a disorder, in the percentages of beneficiaries classified as IU, and in the
percentage of beneficiaries for whom a future exam is scheduled. The data on combined ratings
show that the ratings had a modest upward trend in almost all diagnostic categories and that the
mean rating for PTSD is and has been relatively high compared to most other diagnostic
categories.

The percentage of beneficiaries classified as IU nearly doubled between 1999 and 2006.
Corresponding changes in this percentage for PTSD and for other mental disorders were
generally similar. The absolute magnitude of the percentage changes, however, were generally
larger for mental disorders, including PTSD, because these percentages were already somewhat
higher in 1999 than the IU percentages for other diagnostic categories. For PTSD in particular,
almost 30 percent of beneficiaries with a PTSD primary diagnosis were classified as IU in 2006,
and more than one-third of all beneficiaries with an IU classification had either a primary or
secondary diagnosis of PTSD.

The explanations for the high rate of IU among PTSD beneficiaries, as well as for the large
differential between mental disorders in general and other diagnostic categories, may be
important. One possible explanation is that the ratings for mental disorders incorporate
information on occupational functioning (e.g., in the GAF), and the use of this information in the
ratings process may provide a stronger basis for the IU classification than occurs with disorders
for which information on occupational funding is not incorporated. A second possibility is that it
is more difficult to get access to psychiatric care than it is to get access to care for somatic
disorders, so those with psychiatric disorders would have a stronger incentive to seek increased
access based on an IU classification. A third possible explanation is that the rigidity in the
current rating schedule for PTSD, which focuses on occupational impairment, may lead rating
technicians to use IU as a means to account for individualized circumstances that can otherwise
not be accounted for under the schedule.

The practice of beneficiaries scheduling future exams became relatively less frequent over
the 1999-2006 period, and the total number of beneficiaries scheduled for such exams rose
almost imperceptibly from 1999 to 2006 (from 57,938 to 58,879; data not shown in Table 5-9).
In 1999, the percentage of beneficiaries who scheduled future exams varied widely among the
various diagnostic categories, but such scheduling was clearly most frequent for those with
depression and other mood disorders, PTSD, and fibromyalgia. Veterans with mental disorders
as their primary diagnoses accounted for 37 percent of all future exams scheduled in 1999, and
those with mental disorders as a primary or secondary diagnosis accounted for 48 percent of all
future exams. By 2006, while the future exams continued to be concentrated among beneficiaries
with primary or secondary mental disorders, the percentage of beneficiaries who scheduled these
exams dropped sharply. For PTSD primary beneficiaries, the decline was from 14.2 percent to
5.6 percent. The reasons for the decline in rates of future exams is unclear, but it appears at this
point that if those reasons are making veterans less likely to seek care for PTSD—as some have
suggested—the overall magnitude of this effect must be quite small.

Availability of PTSD Disability Compensation Data

Tables 5-6 through 5-9 summarize some basic data on the characteristics of PTSD
beneficiaries and the details of their compensation over time. However, other information that
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would have helped inform the committee’s evaluations were not available. The committee has
the following recommendations for addressing gaps they identified:

e Data fields recording the application and reevaluation of benefits should be preserved
over time, rather than being overwritten when final determinations are made, so that
better analyses of the PTSD disability application and review process can be performed.

e Data should be gathered and coded at two points in the process where there is currently
little information available: before claims are made, and after compensation decisions are
rendered.

Data such as these will facilitate more informed future analyses of PTSD disability
compensation issues.

Other Disability Rating Systems for Mental Disorders

The committee was asked to address other methods of evaluating disability from mental
impairments. The approaches taken in the American Medical Association (AMA) Guides to the
Evaluation of Permanent Impairment (2001), the “Psychological Impairment” chapter of AMA’s
Disability Evaluation (Eliashof and Streltzer, 2003), and the Social Security Administration’s
(SSA) Blue Book (2005) are summarized.

AMA Guides to Assessment of Permanent Impairment

Following the lead of the American Psychiatric Association, the AMA expresses skepticism
about assigning percentage ratings to the level of impairment from mental disorders:

Unlike cases with some organ systems, there are no precise measures of impairment in
mental disorders. The use of percentages implies a certainty that does not exist.
Percentages are likely to be used inflexibly by adjudicators, who then are less likely to
take into account the many factors that influence mental and behavioral impairment. In
addition, the authors are unaware of data that show the reliability of the impairment
percentages. After considering this difficult matter, the Committee on Disability and
Rehabilitation of the American Psychiatric Association advised Guides contributors
against the use of percentages in the chapter on mental and behavioral disorders of the
fourth edition, and that remains the opinion of the authors of the present chapter (AMA,
2001, §14.3).

The AMA publication offers guidance on several aspects of assessing mental disorders,
including the variability of function over time, information sources, claimant motivation,
persistence of functional impairment, the dimensions of a functional assessment, determination
of social functioning, and the role of treatment response. This guidance is briefly summarized

below.
Impairment related to mental disorders can fluctuate considerably over time. Thus, as noted
in §14.1a, “it is important to obtain evidence over a sufficiently long period of time. . . . This

evidence should include treatment notes, hospital discharge summaries, work evaluations, and
rehabilitation progress notes if they are available.” Multiple sources of information (both medical
and nonmedical) may be used to make a determination about the individual’s daily living, social
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functioning, concentration, persistence, pace, and ability to tolerate increased mental demands,
such as stress (AMA, 2001).

The AMA Guides notes that lack of motivation on the part of the person claiming disability
is difficult to assess since it may be due to a number of factors, including: the mental illness
itself, e.g., depression or schizophrenia; fear of losing entitlements or other benefits of being ill;
a side effect of some psychotropic medications; conscious malingering; the natural
demoralization that can be associated with any chronic illness; and inadequate social network
support. Thus, as stated in §14.2b, “the determination of motivation is often nonempirical, and
conclusions are all too often drawn on the basis of prejudice. Many times, an individual’s
motivation is not well understood even after careful assessment.”

The determination of the persistence of functional impairment is inevitably accompanied by
some degree of uncertainty. The Guides indicates that it is important to acknowledge the tension
that exists between labeling the disability as permanent, which can make improvement less
likely, and being overoptimistic about recovery, since mental disorders are often chronic or
relapsing. As stated in §14.2¢, “The use of the impairment label can be seen as pessimistic,
providing an adverse prediction that may be self-fulfilling. However, the tendency for physicians
and others to minimize psychiatric impairments must also be considered; this . . . may lead to
failure to refer individuals for potentially helpful rehabilitative measures.”

Section 14.3 outlines a multidimensional functional assessment comprising four main
categories: (a) activities of daily living; (b) social functioning; (c) concentration, persistence, and
pace; and (d) work functioning. The section indicates that independence and sustainability of
activities should also be considered and that the evaluating clinician should ascertain whether
limitations in activities are due to the mental disorder or to other factors, such as lack of money
or transportation. It notes that social functioning may be more difficult to assess than
occupational functioning, since the latter can be gauged by employment history, absenteeism,
and other outcomes that are more easily measured. Advice is provided in §14.3b:

Impaired social functioning may be demonstrated by a history of altercations, evictions,
firings, fear of strangers, avoidance of interpersonal relationships, social isolation, or
similar events or characteristics. Strength in social functioning may be documented by an
individual’s ability to initiate social contact with others, communicate clearly with others,
and interact and actively participate in group activities. Cooperative behavior,
consideration for others, awareness of others’ sensitivities, and social maturity also need
to be considered. Social functioning in work situations may involve interactions with the
public, responding to persons in authority such as supervisors, or being part of a team
(AMA, 2001).

The Guides also states that treatment response—in particular, the effect of medications—
must be considered. As stated in §14.2c, “An individual who is taking certain types of
medication may be able to sustain a satisfactory degree of functioning, whereas without
medication he or she might fail to do so. . . . The physician should note the performance with and
without medication.”

AMA Disability Evaluation

In 2003 AMA published a complement to the Fifth Edition of the AMA Guides to the
Evaluation of Permanent Impairments intended to provide additional details on the evaluation of
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impairments and disability (Demeter and Andersson, 2003). Eliashof and Streltzer (2003) note
that the only time that the AMA Guides (2001) assigns rating percentages to mental disorders is
when neurologic impairment (e.g., organic brain syndrome, dementia) is also present. In this
case, patients may be rated for their psychological impairment using the clinical dementia rating
score. Impairment categories are:

e Mild (0-14% rating): ability to perform most activities of daily living with only mild
limitations of social and interpersonal functioning;

e Moderate (15-20% rating): requires some direction and supervision of daily living
activities or has moderate limitation of some but not all social and interpersonal
interactions;

e Marked (30-49% rating): requires directed care under continued supervision and
confinement in the home or another facility, or has severe limitations impeding useful
action in almost all social and interpersonal daily functions; and

e Extreme (50-70%): unable to care for self or to be safe without supervision, or has
severe limitation of daily functions requiring total dependence on another person.

Table 5-10 reproduced from the AMA Guides (2001), summarizes the impairment categories
identified by the association.

SSA “Blue Book™

Many of the criteria used by the SSA for assessing impairment due to mental disorders are
captured in the AMA Guides discussed above. A key difference between Social Security and VA
disability is that in Social Security ratings the impairment must be severe enough to prevent any
substantial gainful activity (SGA). Thus, unlike VASRD ratings, there are not varying degrees of
partial disability but rather an “either-or” ability or inability to achieve SGA. The following key
criteria in the paragraphs below are excerpted from the so-called Blue Book (SSA, 2005).

Functional limitations are assessed in four areas: activities of daily living; social functioning;
concentration, persistence, or pace; and episodes of decompensation. The severity in one or more
of these areas must be marked, defined as more than moderate but less than extreme. A marked
limitation must interfere seriously with the ability to function independently, appropriately,
effectively, and on a sustained basis (§§ 404.1520a and 416.920a).

Activities of daily living include activities such as cleaning, shopping, cooking, taking public
transportation, paying bills, maintaining a residence, grooming and hygiene, using telephones
and directories, and using a post office. An assessment will examine the level of independence
(i.e., not needing supervision or direction), appropriateness, effectiveness, and sustainability of
each of these activities.

Social functioning includes the ability to get along with others: family members, friends,
neighbors, and so on. Evidence of impairment of social functioning may include a history of
altercations, evictions, firings, fear of strangers, avoidance of interpersonal relationships, or
social isolation. Conversely, strength in social functioning can be exhibited by participation in
group activities, consideration for others, awareness of others’ feelings, and the ability to initiate
social contacts and communicate clearly with others. Social functioning in the workplace may
involve interactions with the public, responding appropriately to supervisors, or cooperating with
coworkers.
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TABLE 5-10 AMA Guides to the Evaluation of Permanent Impairment Classes of Impairment
Due to Mental and Behavioral Disorders

Class 1 Class 2 Class 3 Class 4 Class 5
Area or Aspect No Mild Moderate Marked Extreme
of Functioning  Impairment Impairment Impairment Impairment Impairment
Activities of No impairment Impairment Impairment Impairment Impairment  levels
daily living noted levels are levels are levels preclude useful
compatible compatible significantly functioning
Social with most with some, but impede useful
functioning useful not all, useful functioning
functioning functioning
Concentration
Adaptation

SOURCE: AMA, 2001. Reprinted with permission.

Concentration, persistence or pace refers to the ability to sustain focused attention and
concentration for a duration sufficient to permit the timely and appropriate completion of tasks
commonly found in work settings. Major limitations in this area can often be assessed through
clinical examination or psychological testing with such tests as subtracting serial sevens from
100, tasks requiring short-term memory, or tasks that must be completed within established time
limits. In work evaluations, concentration, persistence, or pace is assessed by testing the ability
to sustain work in either real or simulated work tasks, for example, by filing index cards, locating
telephone numbers, or disassembling and reassembling objects. Strengths include the ability to
work at a consistent pace for acceptable periods of time and until a task is completed and the
ability to repeat a sequence of actions to achieve a goal or an objective. A marked limitation
might exist if the completion of tasks requires extra supervision or assistance or cannot be done
in accordance with quality and accuracy standards, at a consistent pace without an unreasonable
number and length of rest periods, or without undue interruptions or distractions.

Episodes of decompensation are exacerbations or temporary increases in symptoms or signs
that would ordinarily require increased treatment or being placed in a less stressful situation.
Episodes of decompensation may be inferred from medical records showing significant alteration
in medication or from documentation of the need for a more structured psychological support
system, such as hospitalization, placement in a halfway house, or living in a highly structured
household. The term “repeated episodes of decompensation, each of extended duration” implies
at least three episodes within 1 year, or an average of at least once every 4 months, with each
episode lasting for at least 2 weeks.

Summary Observations

The AMA publications and SSA programs reviewed above provide guidance on the
evaluation of disabilities resulting from mental disorders, but their systems generally shy away
from the kind of numerical rating specificity that is at the heart of the VA compensation system.
The committee thus concludes that these other evaluation methods are not more appropriate to
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use for evaluating mental-disorder disability than the one VA currently uses. However, these
other methods do offer some insights into the components of a comprehensive disability
assessment, which ultimately informed the committee’s conclusions and recommendations on
VA’s rating criteria for PTSD.

Conclusions — Rating Criteria for PTSD

As mentioned above, there are two major limitations regarding the current VASRD approach
to rating mental disorders. First, there is a single rating scheme that lumps together
heterogeneous symptoms and signs, allowing very little differentiation across specific conditions.
Second, occupational and social impairment (OSI) is the driving factor for each level of
disability for mental disorders. Not only is OSI ill-defined, but secondary factors used for
physical disorders (Table 5-5) are not explicitly considered, which leaves a disproportionate
reliance on OSI.

The committee concludes that these criteria are—at best—a crude and overly general
instrument for the assessment of PTSD disability and therefore recommends that rating criteria
be developed that are specific to PTSD and based on the Diagnostic and Statistical Manual of
Mental Disorders (DSM).

It is beyond the scope of the committee’s charge to specify the criteria and disability levels
that should be associated with such a revised rating schedule. However, in response to VA’s
charge, the committee offers for VA’s consideration a framework that it developed for
establishing a revised PTSD disability rating system. This framework—illustrated in Table 5-
10—takes a multidimensional approach in order to provide a more comprehensive evaluation of
disability. Although the table focuses specifically on PTSD, it is likely that the approach used in
the framework could be effective for other mental disorders as well. Five dimensions are
assessed in rating disability: symptoms, psychosocial functional impairment, occupational
functional impairment, treatment factors, and health-related quality of life. The second and third
factors can also be considered as two elements of an overarching construct, functional
impairment.

PTSD symptoms could be assessed by a skilled clinical interview as described in the Best
Practice Manual (Watson et al., 2000), which may be supplemented by the standardized PTSD
symptom severity scales discussed in Chapter 3—the Clinician-Administered PTSD Scale
(CAPS) or the PTSD Checklist (PCL), for example.

The primary feature that distinguishes the committee’s framework from the current rating
criteria is that it specifies that the psychosocial and occupational aspects of functional
impairment be separately evaluated and that a claimant be rated on the dimension on which he or
she is more affected. This differs from the current scheme, which defines the rating level solely
in terms of occupational impairment. The committee believes that the emphasis on occupational
impairment in the current criteria unduly penalizes veterans who may be symptomatic or
impaired in other dimensions but who are capable of working, and thus it may serve as a
disincentive to both work and recovery.

Psychosocial functional impairment might be assessed with the Post-Military Psychosocial
Adjustment interview items recommended in the Best Practice Manual (Watson et al., 2000).
The number and severity of psychosocial-functioning variables could be ranked in some ordinal
fashion. This dimension is also where the distress related to PTSD that is not captured by
symptom severity alone might be graded.
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Occupational functional impairment would cover not only inability to work or absenteeism
but also partial work impairment as reflected in decreased work performance (also known as
presenteeism). This impairment might be captured by assessing concentration, pace, persistence,
and other factors that decrease work productivity, or else by standardized scales (for example,
the Work Limitation Questionnaire), though the validity and applicability of each approach
would need to be determined. The fact that medical disorders can be rated 100 percent without
requiring total unemployability suggests that, in order to avoid creating disincentives to return to
work, Level V could be coded for profound occupational impairment in a person who is
sporadically employed. Research indicates that people with severe mental illness constrain their
work activity in order to retain social welfare benefits (Polak and Warner, 1996; MacDonald-
Wilson, 2003), which in turn acts as an impediment to recovery.” Eliminating occupational
impairment as the defining factor in rating the severity of disability would remove this deterrent.
Furthermore, having occupational impairment as one of several dimensions—rather than as the
predominant factor—in rating disability would result in greater parity between the rating of
mental disorders and physical disorders.

Treatment factors such as intensity, complexity, and response are given a discrete dimension
in the framework, as is the case for a number of physical disorders rated in the VASRD. The
treatments considered would be those that are evidence-based, such as cognitive therapies,
antidepressants, and the like. The ratings along the treatment dimension would be higher in those
cases where there were conditions such as substance use that often occur in conjunction with
PTSD and that complicate treatment and treatment response and thus adversely affect disability.
This dimension would, of course, be assessed only in claimants for whom treatment records were
available. The committee notes that the treatment dimension would likely play a far greater role
in reevaluations than in initial examinations since many initial claimants may be filing for
disability in order to obtain access to treatment.

Health-related quality of life is one of the assessment factors specified in the VA’s
Automated Medical Information Exchange worksheets for initial and review PSTD examinations
(reproduced in Appendix C), but it is not explicitly mentioned in the current rating criteria. Since
these worksheets are intended to ensure that a rating specialist receives all information necessary
to rate a claim, it is clear that VA believes this factor to be important. Section M of the initial
examination worksheet'® (Integrated Summary and Conclusions) calls for the clinician to:

e describe changes in psychosocial functional status and quality of life following
trauma exposure (performance in employment or schooling, routine responsibilities of
self care, family role functioning, physical health, social/interpersonal relationships,
recreation/leisure pursuits); and

e describe linkage between PTSD symptoms and aforementioned changes in
impairment in functional status and quality of life. Particularly in cases where a
veteran is unemployed, specific details about the effects of PTSD and its symptoms
on employment are especially important.

The worksheets do not specify how quality of life is to be evaluated, but the committee notes that
this dimension could be assessed with standardized, well-validated measures such as the SF-36

' The literature regarding disincentives to recovery is addressed in Chapter 6.
'® Analogous language is contained in Section L of the review examination worksheet.
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(Ware, 1993; McHorney, 1993), CDC HRQoL-14 (CDC, 2007), or other health-related quality-
of-life scales.

The percentage ratings provided in each row of Table 5-11 should not be taken as a final
recommendation but instead are intended to illustrate how such a multidimensional approach is
compatible with the current VASRD ordinal rating system. Furthermore, it should be noted that
the percentage ratings are not intended to read across a row; in other words, it is not the intent to,
require an individual to meet a particular severity level in every dimension in order to qualify for
that VASRD disability rating—for example, requiring that that an individual be given Level III
ratings or greater on all five dimensions in order to attain a 50 percent disability rating.. Rather
the percentages reflect the ordinal severity level within each dimension. There are various ways
that the ratings from the individual dimensions can be aggregated to obtain a composite disability
rating. The committee does not endorse any particular means, but observes that examples
include:

o All domains equal approach: add up the percent disability for each domain, and
divide by the number of domains.

o Worst domains dominate approach: take that average of the two (or three) highest-
rated domains.

e Hierarchical domains approach: assign greater weight to certain domains (for
example, symptom severity > occupational impairment > psychosocial functioning >
treatment response > quality of life).

o  Multi-attribute rating scale approach: use case vignettes and expert panel to derive a
system of scoring and weighting.

Several factors were not included in the multidimensional rating framework. The type and
severity of the stressor is not included, for example. There are several reasons for this particular
omission. First, the stressor is not an outcome but presumably a causal factor in the pathogenesis
of PTSD. Second, it is evaluated as criterion A of the DSM-IV diagnostic criteria for PTSD
(APA, 1994). Third, the VA requires that the stressor be ascertained except in special
circumstances. Fourth, any impairment related to the particular type and severity of stressor
should be picked up in one or more of the other dimensions.

Another factor not included as a dimension was complications (or comorbidity) related to
PTSD, such as substance abuse or chronic pain. Since these can be coded elsewhere, the VASRD
would discourage double-counting them (known as pyramiding'’) and thereby inflating the
disability rating of PTSD as well. Indeed, the veteran benefits from having disabilities rated
separately.

The mandate underlying the VASRD'® specifies that ratings be based on the impairment of
earning capacity, a standard that would suggest that a focus on occupational function is proper.
However, as documented in Chapter 1, there is abundant evidence that both the VA and the
Congress take other criteria into account when setting ratings policy. The committee believes
that it is appropriate to apply this broader approach to PTSD ratings. The committee wishes to
emphasize that this framework is only a starting point for the revision of the ratings schedule for
PTSD and that the final product must be the result of careful consideration by the VA.

738 CFR §4.14
'8 US Code Title 38, Part II, Chapter 11, subchapter VI, § 1155, Authority for schedule for rating disabilities.
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Training of Raters

Determining ratings for mental disabilities in general and for PTSD specifically is more
difficult than for many other disorders because of the inherently subjective nature of symptom
reporting. In order to promote more accurate, consistent, and uniform PTSD disability ratings,
the committee recommends that the VA establish a specific certification program for raters who
deal with PTSD claims, with the training to support it, as well as periodic recertification. PTSD
certification requirements should be regularly reviewed and updated to include medical advances
and to reflect lessons learned. The program should provide specialized training on the
psychological and medical issues (including common comorbidities) that characterize the
claimant population, and guidance on how to appropriately manage commonly-encountered
ratings problems. The committee believes that rater certification will foster greater confidence in
ratings decisions and in the decision-making process.

Requiring certification may also necessitate that some ratings be done at a facility other than
the one closest to the veteran in order to ensure that a qualified rater performs the evaluation in a
timely manner. Because raters do not directly evaluate claimants but rather evaluate the
information produced by clinicians and other members of the C&P team, the committee does not
believe that this would necessarily cause problems with the delivery of services. However, it is
up to VA to implement the program in a manner that facilitates open communications between
clinicians, remote raters, and other dispersed personnel and ensures that the claimants and those
who help them are not disadvantaged.

The IOM report A 21° Century System for Evaluating Veterans for Disability Benefits, which
will be released in summer 2007, will also address and offer recommendations regarding the
C&P examination and disability rating processes.

FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS

On the basis of the review of the papers, reports, and other information presented in this
chapter, the committee has reached the following findings, conclusions, and recommendations,
and identified the following research needs.

Findings and Conclusions

e The VASRD criteria for rating mental disorders disability levels are at best a crude and
overly general instrument for the assessment of PTSD disability.

Recommendations

e Data fields recording the application and reevaluation of benefits should be preserved
over time rather than being overwritten when final determinations are made. Data should
also be gathered at two points in the process where there is currently little information
available: before claims are made and after compensation decisions are rendered.

e New VASRD rating criteria specific to PTSD and based on the DSM should be developed
and implemented. A multidimensional framework for characterizing PTSD disability—
detailed in this chapter—should be considered when formulating these criteria.

e VA should establish a certification program for raters who deal with PTSD claims, with
the training to support it, as well as periodic recertification. PTSD certification
requirements should be regularly reviewed and updated to include medical advances and
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to reflect lessons learned. The program should provide specialized training on the
psychological and medical issues (including common comorbidities) that characterize the
claimant population, and guidance on how to appropriately manage commonly-
encountered ratings problems.
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TABLE 5-2 VASRD Disability Percentage Ratings for Selected Conditions
Condition 10% 20-30 % 40-50% 60-70% 100%
OSI' due to mild | 30 OSI with 50 OSI with 70 OSI, with Total OSI, due to
or transient decrease in work reduced major deficien- | such symptoms
symptoms which efficiency and productivity due cies in most as: gross
decrease work intermittent to such areas, such as impairment in
efficiency and occupational symptoms as: work, school, thought; persis-
ability to impairment due flattened affect; family, judg- tent delusions or
perform to such disordered ment, thinking, | hallucinations;
occupational symptoms as: speech; or mood, due to | grossly inappro-
tasks only during depressed mood; panic attacks > such symptoms | priate behavior;
periods of anxiety; once a week; as: suicidal persistent danger
significant suspiciousness; impaired ideation; of hurting self or
stress; or panic attacks memory and obsessional others; intermit-
Mental disorders symptoms (weekly or less judgment; rituals; disor- tent inability to
controlled by often); disturbed dered speech; perform ADL';
continuous chronic sleep motivation and near- disorientation to
medication impairment; mood; difficulty continuous person/time/place
mild memory in establishing panic or
loss and maintaining depression
relationships affecting ability
to function;
impaired
impulse
control; neglect
of personal
appearance;etc.
Requires 20 Episodic, but 40 Constant, or
Fibromyalgia cont@nugus present more nearly so, and
medication for than one-third of refractory to
control the time therapy
Arthritis, Xeray evidence | 20 Xeray evidence
. in > 2 joints in > 2 joints;
degenerative nal
(in absence of oceasionar,
limitations in motion) 1ncapac1tgt1ng
exacerbations
Intervertebral disc >1wk(<2wk) [20 >2wk(<4wk) |40 >4wk(<6wk) |60 >6wk
syndrome (based
upon incapacitating
episodes past 12
months)’
Peripheral Occasional 30  Dizziness, with
vestibular disorders | dizziness occasional
(requires objective staggering
vestibular findings)
30 Hearing impair- 60 Hearing impair- | Hearing impair-
ment with ment with ment with attacks
Meniere’s syndrome vertigo attacks of of vertigo and
< once a month vertigo and cerebellar gait
cerebellar gait | > once a week
1-4 times / mo.
Deformity of 30 Complete loss of | 50 Complete loss of

Loss of auricle

one, with loss of
>1/3

one

both
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Condition 10% 20-30 % 40-50% 60-70% 100%
Waxes and 20 Nearly constant | 40 Nearly constant | 60 Nearly constant | Nearly constant
wanes, resulting and restricts and restricts and restricts and so severe as
in periods of in- routine daily routine daily routine daily to restrict routine
capacitation of activities by activities to 50 to activities to daily activities
> 1 (<2) wkiyr <25% of pre- 75% of pre- < 50% of pre- almost completely
Chronic fatigue illness level; or illness level; or illness level, or; | and which may
syndrome which waxes and which waxes and which waxes occasionally
wanes, resulting wanes, resulting and wanes, preclude self-care
in periods of in periods of resulting in
incapacitation of incapacitation of periods of
>2 (< 4) wks/yr >4 (< 6) wks/yr incapacitation
of > 6 weeks/yr
Exacerbations 60 Exacerbations Acute, with
. once or twice a lasting a week | frequent exacer-
Systemic lupus - 2 or3 | bations and severe
erythematosus year of sy.mpto or more, £ of . .
matic during the times per year impairment of
past 2 years health
Symptomatic, 30 Recurrent 60 Refractory AIDS with
T4 cell = 200- constitutional constitutional recurrent oppor-
499, and on symptoms, symptoms, tunistic infections
approved intermittent diarrhea, and or with secondary
medication(s); or diarrhea, and on pathological diseases in multi-
. with depression approved medi- weight loss; or | ple body systems;
HIV-related illness . .S . .
or memory loss cation(s); or minimum HIV illness with
& employment minimum rating rating with debility and pro-
limitations with T4 <200, AIDS gressive weight
or hairy cell loss, with few or
leukoplakia, or no remissions
oral candidiasis
1-2 incapacitat- | 30 >3 incapacita- 50 Following radi-
ing episodes/yr ting episodes per cal surgery with
requiring year requiring chronic
Sinusitis 2 prolonged (4-6 prolonged (4-6 osteomyelitis;
wks) antibiotics; wks) antibiotics; or near-constant
or > 6 non- or > 6 non- symptoms after
incapacitating incapacitating repeated
episodes/yr episodes/yr surgeries
Hoarseness, with | 30 Hoarseness, with 60 Constant inabil- | Total laryngec-
. cord nodules, polyps, ity to speak tomy; or constant
Laryngeal disorders inflammation or pre-malignant above whisper | inability to speak
biopsy changes
FEV-171-80% | 30 FEV-156-70% 60 FEV-140-55% | FEV-1<40 %; or
or FEV-1/FVC or FEV-1/FVC or FEV-1/FVC | FEV-
71-80%; or 56-70%;or daily 40-55%; or at 1/FVC<40%; or >
intermittent bronchodilators least monthly 1 attack/wk with
bronchodilators or inhalational physician visits | episodes of

Asthma

anti-
inflammatory
medication

for exacerba-
tions; or > 3/yr
courses of
corticosteroids

respiratory
failure; or
requires daily use
of high dose
corticosteroids or
immunosuppres-
sive medications
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Condition 10% 20-30 % 40-50% 60-70% 100%
Without polyps | 30 With polyps
but > 50%
Allergic rhinitis bilateral or
100% unilateral
obstruction
Symptoms with | 30  Symptoms with 60 > 1 episode Chronic CHF; or
7-10 METs 5-7 METs acute CHF in symptoms with
workload; or workload; or past year; or <3 METs work-
continuous cardiac enlarge- symptoms with | load; or
Congestive heart medication ment on ECG, 3-5 METs left ventricular
failure (CHF) * required. echo, or X-ray workload; or ejection fraction
left ventricular | of <30%
ejection frac-
tion of 30-50%
Permanent atrial | 30 Paroxysmal
fibrillation; or atrial fibrillation
1-4 episodes / yr or other supra-
Supraventricular of paroxysmal ventricular
arrhythmias atrial fibrillation tachycardia, with
or other supra- > 4 four
ventricular episodes / yr
tachycardia
Diastolic 20 Diastolic 40  Diastolic 60 Diastolic
pressure pressure pressure pressure
predominantly predominantly predominantly predominantly
100 or more, or 110 or more, or 120 or more 130 or more
" systolic pressure systolic pressure
Hypertension p}rledomilr)lantly p}r/edomiflantly
160 or more, or 200 or more
requires contin-
uous medication
for control
Intermittent 20 Chronic edema, | 40 Chronic edema 60 Chronic edema | Massive board-
edema/symptom incompletely and stasis or stasis change | like edema with
Varicose veins relief via ele- relieved by changes and persistent constant rest pain
vation or com- elevation of legs ulceration
pression hose
Moderate: 30 Severe: diarrhea,
frequent or alternating
episodes of diarrhea and
Irritable bowel bowel constipation,
syndrome disturbance with with fairly con-
abdominal stant abdominal
distress distress
Moderate, 30  Moderately 60 Severe: Pronounced:
with infrequent severe, numerous marked malnu-
exacerbations with frequent attacks a year trition, anemia,
Ulcerative colitis exacerbations and malnutri- and debility, or

tion; health
only fair during
remissions

with serious
complication as
liver abscess
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Condition 10% 20-30 % 40-50% 60-70% 100%
Mild, with 20 Moderate: 40 Moderately 60 Severe: pain
recurring recurring severe: impaired only partially
symptoms episodes of health mani- relieved by
1-2 times / yr severe symptoms fested by anemia therapy,
2-3 times / yr and weight loss; periodic vomit-
averaging >10 or recurrent ing, recurrent
Ulcer, duodenal days;gor %vith incapacitating hegmatemesis or
continuous episodes melena, with
moderate > 10 days for anemia and
manifestations > 4 times/ yr weight loss
producing
impaired health
Two or more of | 30 Recurrent epi- 60 Pain, vomiting,
the symptoms gastric distress weight loss and
from the 30% with dysphagia, hematemesis or
evaluation, but pyrosis, and melena with
of less severity regurgitation, moderate
Hiatal hernia accompanied by anemia; or
substernal or other symptom
arm or shoulder combinations
pain; with con- producing
siderable health severe health
impairment impairment
Postoperative 30 Small, post- 60 Large, post-
recurrent, readily operative operative,
reducible, and recurrent, or recurrent, or
. . well supported unoperated inoperable and
Inguinal hernia by trusf I())r belt irrerrr)lediable not notpreadily
well supported supported or
by truss, or not reducible
readily reducible
30 Constant or 60 Constant Chronic dialysis;
recurring albuminuria or sedentary
albuminuria with with some because of:
casts or red edema; or persistent edema
blood cells; or definite and albuminuria;
Renal dysfunction 5 transient/slight df-‘:crease in or BUN > 80; or
edema or kidney func- creatinine > &; or
hypertension tion; or marked organ
> 10% disabling hypertension dysfunction,
under diagnostic >40 % especially
code 7101 disabling under | cardiovascular
code 7101
20 Requires 40 Requires 60 Requires use of
wearing of wearing of appliance or
Voiding dysfunction absorbent . absorbent . absprbents
materials which materials which which must be
must be changed must be changed changed
< 2 times/day 2-4 times/day > 4 times/day
Daytime voiding | 20 Daytime voiding | 40 Daytime voiding

Urinary frequency

interval 2-3 hr;
or nocturia 2
times per night

interval 1-2 hr;
or nocturia 3-4
times per night

interval <1 hr;
or nocturia > 5
times per night
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Condition 10% 20-30 % 40-50% 60-70% 100%
Symptoms that 30 Symptoms not
Disease, injury or require controlled by
adhesions of female | continuous continuous
reproductive organs | treatment treatment
. 30 Uterus only or 50 Uterus and
Uterus and ovaries, . .
both ovaries both ovaries
removal
30 Unilateral breast | 40 Unilateral modi- | 60 Bilateral modi-
surgery with fied radical fied radical
significant mastectomy mastectomy
a}terahons n 50 Unilateral radi-
size or focus
Breast surgery 5 cal mastectomy;
or bilateral
breast surgery
with significant
alterations
Hemoglobin <10 | 30 Hemoglobin < 8 70 Hemoglobin < | Hemoglobin <5,
with symptoms with symptoms 7 with dyspnea | with high output
like weakness, like weakness, on mild CHEF or dyspnea
fatigue, or fatigue, dyspnea, exertion, or at rest
headaches headaches, or tachycardia
Anemia lightheadedness (100-120), or
cardiomegaly
or syncope (>3
in past 6
months)
5-19% of body; | 30 20-40% of body; 60 > 40% of body;
or systemic or systemic or constant
corticosteroid corticosteroid systemic
or immuno- or immuno- corticosteroid
Dermatitis or suppressive suppressive or immuno-
eczema drugs required drugs required suppressive
for < 6 wks in for > 6 wks in drugs required
past 12 months past 12 months in past 12
months
Episodes > 4 30 Debilitating 60 Debilitating
times in past 12 episodes > 4 episodes > 4
months; and times in past 12 times in past 12
responding to months, months, despite
- antihistamines or requiring continuous
Urticaria . . .
sympatho- intermittent systemic
mimetics systemic immunosup-
immunosup- presive therapy
presive therapy
Deep acne 30  Deep acne
Acne < 40% face/neck >40% face/neck

or elsewhere
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Condition 10% 20-30 % 40-50% 60-70% 100%
Fatigability, or 30 Fatigability, 60 Muscular Cold intolerance,
continuous constipation, weakness, muscular weak-
medication and mental mental distur- ness, cardiovascu-
required for sluggishness bance, and lar involvement,
Hypothyroidism control weight gain 221.‘53(11 ecrllllzrliigieas’
depression),
bradycardia (< 60
beats/min), and
sleepiness
20 1-2 crises or 40 3 crises or 60 >4 crises in
2-4 episodes in > 5 episodes in past 12 months
past 12 months; past 12 months
Addison’s disease gr Wealg.les.s and
atigability; or
corticosteroids
required for
control
Manageable by 20 Requiring 40 Requiring 60 Requiring Requiring > 1
restricted diet insulin or oral insulin, insulin, with daily injection of
only hypoglycemics restricted diet, ketoacidosis or | insulin, with
and restricted and regulation of hypoglycemia ketoacidosis or
diet activities requiring > 1-2 | hypoglycemia
hospitalizations | requiring > 3
/yr or twice-a- | hospitalizations/yr
Diabetes mellitus month clinic or weekly clinic
visits, plus visits, plus either
complications progressive loss
that would be of weight/strength
not be or complications
compensable if | that would be
separately rated | compensable if
separately rated
Prostrating 30 Prostrating 50 Very frequent
attacks on attacks on completely pros-
Migraine average of one in average of once trating and pro-
2 months over a month over last longed attacks,
last several several months with economic
months inadaptablity
Confirmed 20 > 1 major 40 > 1 major 60 Averaging>1 | Averaging>1
diagnosis of seizure in last 2 seizure in last 6 major seizure major seizure per
epilepsy years; or > 2 months or 2 in 4 months month in past year
Epileptic seizures minor seizures in in past year; or in past year; or
past 6 months averaging 5-10 9-10 minor

minor seizures
per week

seizures per wk

" OSI = occupational and social impairment. ADL = activities of daily living

? Incapacitating means requiring bed rest prescribed by a physician and treatment by a physician

? These rules are also used as a major determinant of disability for other cardiac diseases, such as coronary artery disease
(post MI or post CABG), valvular heart disease, hypertensive heart disease, etc.
* Hypertension or isolated systolic hypertension must be confirmed by readings taken > 2 times on at least three different

days.

> There is also an 80 percent disability level for these conditions, defined as follows:
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o renal dysfunction that is characterized by persistent edema and albuminuria with BUN 40-80;or creatinine
4-8; or poor health with lethargy, anorexia, weight loss, or limitation of exertion (renal dysfunction)
e bilateral radical mastectomy (breast surgery).

e averaging > 1 major seizure in 3 mo in past year; or > 10 minor seizures per week (epileptic seizures)
SOURCE: Summarized from 38 CFR §4 Subpart B.

TABLE 5-3 Examples of Disorders with a No (0%) Disability Rating Level

Code|s]

Disorder

Severity level

9200’s —
9400’s

6510

6315

7319

7338

7500’s

7610-15

7619

7626

7700
7806
7823
7828
8100

Mental disorders
Sinusitis
HIV-related illness

Irritable bowel syndrome

Hernia, inguinal

Renal dysfunction
Diseases of female
reproductive organs

Ovary

Breast surgery

Anemia

Dermatitis or eczema
Vitiligo

Acne

Migraine

Symptoms neither cause occupational and social impairment nor
require continuous medication

Detected by X-ray only

Asymptomatic, with or without lymphadenopathy or low T4
count

Mild disturbances of bowel function; occasional abdominal
distress

Not operated but remediable; or small, reducible, no true
protrusion

Albuminuria and casts with history of acute nephritis
Symptoms that do not require continuous treatment
Removal of one ovary with or without partial removal of the

other

Wide local excision, without significant alteration of size or
focus

Hemoglobin < 10 gm/100 ml, but asymptomatic

<5 % of body and only topical therapy required during past year
With no exposed areas affected

Only superficial (comedones, papules, pustules), not deep acne

Attacks less than once in two months in last several months.

SOURCE: 38 CFR § 4 Subpart B.
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TABLE 5-4 Examples of disorders (excluding those in Table 5-2) with a minor (10%) disability
rating level

Code Disorder Severity level

Swelling, dry and scaly or serous discharge, and itching,

6210 Chronic ofitis externa requiring frequent and prolonged treatment
6275 Sense of smell Complete loss

6276 Sense of taste Complete loss

7823 Vitiligo With exposed areas affected

SOURCE: 38 CFR § 4 Subpart B.
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TABLE 5-5 Factors that Influence VASRD Percentage Disability Ratings

5-35

Factor

Example Conditions

Primary
Average impairment in earning capacity expected in civil occupations

Secondary

Severity and frequency of symptoms (e.g., number of exacerbations, number
of weeks or months, “incapacitating” episodes)

Objective findings (e.g., on physical examination, laboratory tests, X-rays)

Deformity (e.g., loss or mutilation of body part)

Permanence (clear evidence that “time will not heal”)

Functional impairment (especially work; secondarily social)

Treatment response (e.g., refractory to medications, failed surgery)

Treatment intensity (e.g., continuous, more complicated or toxic therapies)

Health care use (e.g., number of hospitalizations or clinic visits)

Severity of condition which may affect future prognosis

Complications of condition

All conditions

Seizures
Migraine
Fibromyalgia
Arthritis

Back conditions

Dizziness (vestibular findings)

Amputations
Surgical resection
Acne (deep, worse than superficial)

HIV disease (progression to AIDS)

Chronic fatigue syndrome
CHF
Laryngeal (Ievel of speech impairment)

Sinusitis
Inguinal hernia
Fibromyalgia

Diabetes (insulin)

Asthma (steroids)

Renal function (dialysis)

Urinary voiding (frequency, number of
diapers)

Diabetes (frequency of clinic visits)

Hypertension (level of blood pressure)
Renal function (level of creatinine)

Duodenal ulcer (anemia, weight loss)
Ulcerative colitis (abscess)
Hypothyroidism (mental, cardiac)
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TABLE 5-8 Demographic Characteristics of Beneficiaries on September 30, 1999 and September 30, 2006

Mean Age % Male

Diagnostic Categories (Code) 1999 2006 1999 2006
Primary Disability
Other mood disorders (9431-9433, 9435) 50.6 46.0 78.8 77.5
Psychotic disorders (9201-9211) 63.6 58.7 95.9 95.1
PTSD (9411) 61.8 59.1 97.2 96.4
Other anxiety disorders (9400-9410, 9412-9413) 76.9 68.9 96.3 93.6
Fibromyalgia (5025) 46.0 42.0 44.9 41.5
Colitis (7323) 58.4 52.0 93.2 90.4
Irritable bowel syndrome (7319) 61.4 51.2 873 80.9
Major depression (9434) 49.6 45.7 71.9 72.5
All other mental disorders (9300-9327, 94169425, 9440, 9520,
9521) 65.4 56.1 96.2 91.0
MS (8018) 61.9 55.2 87.6 82.3
Lumbosacral or cervical strains (5237, 5295) 57.3 49.3 93.2 89.3
Diabetes (7913) 61.1 59.8 97.0 99.0
Asthma (6602) 62.1 51.0 90.7 84.0
All other 65.8 58.4 95.4 93.0
Total 65.5 58.1 95.3 92.9
Primary or Secondary Disability
Other mood disorders (9431-9433, 9435) 51.1 46.5 78.5 77.0
Psychotic disorders (9201-9211) 63.6 58.8 95.6 94.9
PTSD (9411) 62.5 59.6 97.2 96.4
Other Anxiety Disorders (9400-9410, 9412-9413) 75.6 67.3 95.7 92.8
Fibromyalgia (5025) 47.5 44.1 48.1 45.3
Colitis (7323) 59.6 52.9 92.8 89.9
Irritable bowel syndrome (7319) 62.7 53.3 84.1 78.3
Major depression (9434) 50.2 46.4 72.4 73.1
All other mental disorders (9300-9327, 94169425, 9440, 9520,
9521) 63.9 54.5 95.5 89.7
MS (8018) 61.6 54.4 87.0 80.9
Lumbosacral or cervical strains (5237, 5295) 57.5 49.4 92.2 87.8
Diabetes (7913) 64.0 60.7 97.0 99.0
Asthma (6602) 60.3 49.8 88.1 81.1

NOTE: These data describe beneficiaries and not conditions. Therefore, the frequency in a particular diagnostic
category refers to the number of beneficiaries with either a primary or any service-connected diagnosis in a category
rather than the number of reported conditions in that category. Accordingly, for primary diagnoses the number of
beneficiaries is equal to the number of conditions. The frequencies describing primary and/or secondary conditions
in each diagnosis group are not mutually exclusive and individuals with reported service-connected diagnoses in
more than one group are counted more than once. Non-service connected conditions are not represented in these
data.

SOURCE: Data provided to the committee by VA.
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TABLE 5-9 Trends in Combined Ratings, Future Exams, and IU Designations of Beneficiaries

on September 30, 1999 and September 30, 2006

Mean
Combined
Rating %

Diagnostic Categories (Code) 1999 2006
Primary Disability
Other mood disorders (9431-9433, 9435) 56.0 64.3
Psychotic disorders (9201-9211) 72.0 75.9
PTSD (9411) 63.4 71.2
Other anxiety disorders (9400-9410, 9412-9413) 352 423
Fibromyalgia (5025) 45.1 51.9
Colitis (7323) 459 47.9
Irritable bowel syndrome (7319) 233 31.9
Major depression (9434) 56.5 65.0
All other mental disorders (9300-9327, 94169425, 9440,
9520, 9521) 60.7 63.9
MS (8018) 78.0 76.1
Lumbosacral or cervical strains (5237, 5295) 20.6 27.0
Diabetes (7913) 41.6 37.5
Asthma (6602) 27.4 354
All other 28.3 33.6
Total 322 38.8
Primary or Secondary Disability
Other mood disorders (9431-9433, 9435) 56.9 64.0
Psychotic disorders (9201-9211) 713 75.2
PTSD (9411) 62.8 71.3
Other anxiety disorders (9400-9410, 9412-9413) 38.6 45.8
Fibromyalgia (5025) 52.5 63.2
Colitis (7323) 46.2 49.6
Irritable bowel syndrome (7319) 40.3 499
Major depression (9434) 58.5 65.4
All other mental disorders (9300-9327, 9416-9425, 9440,
9520, 9521) 62.5 63.8
MS (8018) 78.7 78.1
Lumbosacral or cervical strains (5237, 5295) 28.7 37.6
Diabetes (7913) 48.8 56.6
Asthma (6602) 31.5 40.4

% with

Future

Exams
1999 2006
29.2 11.1
2.7 1.7
14.2 5.6
1.5 2.2
27.8 8.6
3.5 2.4
4.8 33
34.5 13.5
32 4.9
0.8 0.8
2.9 2.3
1.3 0.4
3.7 35
1.8 1.6
2.5 2.2
26.3 9.7
2.7 1.7
12.8 55
1.5 2.2
26.8 9.5
3.9 2.8
6.1 4.7
29.8 11.5
3.6 4.9
1.0 1.2
3.7 3.9
1.8 2.0
4.4 4.1

% with
Designation
1999 2006
13.8 233

2.7 6.7
14.0 29.6
5.1 11.0
9.7 15.7
4.2 6.0
2.5 4.2
13.5 24.7
12.0 17.5
12.4 15.8
1.4 3.6
7.1 5.4
43 4.6
3.7 6.1
4.2 8.4
16.6 23.8
32 7.1
15.2 294
7.9 13.6
11.8 23.1
5.6 8.5
11.6 15.8
16.3 25.0
14.7 18.9
13.5 17.8
3.6 6.5
10.0 16.2
4.8 6.3

NOTE: These data describe beneficiaries and not conditions. Therefore, the frequency in a particular diagnostic
category refers to the number of beneficiaries with either a primary or any service-connected diagnosis in a category
rather than the number of reported conditions in that category. Accordingly, for primary diagnoses the number of
beneficiaries is equal to the number of conditions. The frequencies describing primary and/or secondary conditions
in each diagnosis group are not mutually exclusive and individuals with reported service-connected diagnoses in
more than one group are counted more than once. Non-serviceconnected conditions are not represented in these

data.
SOURCE: Data provided to the committee by VA.
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TABLE 5-11 Example of a Multidimensional Approach to PTSD Disability Rating

Qualitative | (%)" PTSD Functional Impairment Treatment Health-
Severity Symptoms * Intensity, Related
Level Complexity, Quality of
Psychosocial® Occupational’ and Response ° Life
Impairment °
I (10) Mild No psychosocial or occupational impairment No formal Minimal
treatment
indicated
11 (30) Moderate Mild psychosocial Mild occupational Responds to Mild
impairment impairment intermittent
th
(e.g., frequent or (e.g., decreased work erapy
altercations with family performance, excess
or friends, sexual sick days)
dysfunction, avoids
activities)
111 (50) Moderately Moderate psychosocial Moderate occupational Responds to Moderate
severe impairment impairment continuous or
ted th
(e.g., divorce, or (e.g., frequent job repeatec therapy
estrangement from changes or job losses)
children, engages in
high-risk behavior)
v (70) Severe Severe psychosocial Severe occupational Incomplete Moderately
impairment or impairment response to severe
Itipl
(e.g., trouble with the (e.g., prolonged periods th i pte
S ) erapeutic trials
law, self-mutilation) without work)
\Y% (100) | Incapacitating | Very severe psychosocial Profound occupational Refractory to Severe
impairment impairment treatment
(suicidality, violent OY  (unable to participate in
behavior, extreme social sustained employment)
isolation)

1 These percentage ratings are not intended to read across a row, i.e., requiring an individual to meet a particular severity level
across all dimensions in order to qualify for that VASRD disability rating (e.g., Level III ratings or greater on all five dimensions to
attain a 50 percent disability rating). Rather the percentages reflect the ordinal severity level within each dimension. Various ways
of aggregating individual dimension severity ratings into an overall rating are discussed in the text.

2 Use skilled clinical interview as described in the Best Practice Manual (Watson et al., 2002), which may be supplemented by
standardized PTSD symptom severity scales, e.g., Clinician-Administered PTSD Scale (CAPS) and/or PTSD Checklist (PCL)

3 For psychosocial functioning, raters could use the Post-Military Psychosocial Adjustment interview items recommended in
the Best Practice Manual (Watson et al., 2002). Number and severity of psychosocial functioning variables could be ranked in some
ordinal fashion. Also, this is where the distress related to PTSD not captured by symptom severity alone might be graded.

4 For occupational functioning, decreased work performance (“presenteeism”) might be captured by asking about
concentration, pace, persistence, and other factors that decrease work productivity, or by standardized scales (e.g., Work Limitation
Questionnaire), though the validity and applicability of each approach would need to be determined. Also the fact that medical
disorders may be rated 100 percent without requiring total “unemployability” suggests Level V could be coded for profound
occupational impairment in a person who is sporadically employed (to avoid disincentives to return to work)

5 Treatments would be those that are evidence-based (cognitive therapies, antidepressants, and the like). Rating along the
treatment dimension would reach a higher severity level if there are conditions (substance use, for example) that co-occur at high
rates in PTSD, complicate treatment and treatment response, and thus adversely affect disability. This dimension would only be
assessed in claimants for whom treatment records were available.
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6 Assess factors that affect health-related quality of life (HRQoL) not captured by other dimensions such as several that are
captured by SF-36 (Ware, 1993; McHorney, 1993), CDC HRQOL-14 (CDC, 2007), or other HRQoL scales.
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6
Other PTSD Compensation Issues

As part of their charge, VA requested that the committee offer their observations on some
broad topics concerning compensation for PTSD. It posed four questions:

e What are the barriers or disincentives to recovery?

e What are or might be incentives to recovery?

e What is the evidentiary basis for the physical, psychological, and social influences of
compensation on treatment and recovery?

e s periodic re-examination appropriate for asymptomatic patients, as it relates to
compensation?

This chapter addresses these questions. As some of the relevant research on the topics comes
from non-military populations and civilian compensation programs, the chapter reviews literature
in these areas. Sexual assault and gender—two intersecting issues related to exposure to trauma
and the frequency and severity of PTSD in veterans—are also discussed. The committee undertook
to examine these issues because research indicates that there is gender disparity in service
connection for PTSD and that the relative difficulty of documenting in-service sexual assault (as
compared to documenting combat exposure) may be a factor in this difference.

BARRIERS OR DISINCENTIVES TO RECOVERY

The committee’s charge directed it to examine the barriers or disincentives to recovery and to
“directly assess how PTSD compensation might influence beneficiaries’ attitudes and behaviors
in ways that might serve as barriers to recovery.” This section addresses the general topic of
barriers or disincentives to recovery, while the section that follows presents the literature on the
effect of compensation on recovery and the committee’s conclusions and recommendations
regarding this issue. Many of the studies on the barriers to recovery for persons with mental
disorders have been conducted on civilian populations receiving support from programs
administered by the Social Security Administration. As such, this chapter examines a broader
range of research than other parts of the report.

6-1
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Recovery can be defined in various ways. In the context of this report, the committee
considered recovery to be a reduction in the frequency and intensity of symptoms accompanied
by an increase in social and occupational function. The research reviewed and cited in this
section often used return to work as the specific measure of recovery.

Research from the fields of disability, economics, health care, and labor studies has
documented the wide variety of barriers to recovery and more broadly, to career advancement
and economic security that can affect people with disabling mental disorders. In the civilian
population, these barriers include low educational attainment, unfavorable labor market
dynamics, low productivity, lack of appropriate vocational and clinical services, stigma in
seeking services, labor force discrimination due to disabling conditions or race and ethnicity,
failure of protective legislation, work disincentives caused by private and public disability
policies, linkage of healthcare access to disability beneficiary status, and ineffective work
incentive programs. Several notable barriers are discussed in more detail below.

Barriers Encountered by Veterans and Members of the General Population

One major barrier to recovery for many veterans who leave active duty service is that they
lack the necessary postsecondary education and training required to build careers. The original
GI bill was created, in part, to compensate veterans whose educational and career opportunities
were interrupted by military service (Angrist, 1993). Research has shown that users of veterans’
benefits do increase their levels of education, resulting in corresponding increases in earning
power (O’Neill, 1977), and that the largest benefits accrue to those who attend college or
graduate school (Angrist, 1993). It has been suggested that PTSD is more likely to occur among
veterans at lower educational levels rather than higher ones' (Breslau et al., 1991), and, indeed,
Beckham and colleagues found that the average number of years of education was significantly
lower among veterans with PTSD than among veterans without PTSD (Beckham et al., 1998).
One implication of this is that analyses of the association between PTSD and occupational
success will be confounded by the level of educational achievement.

Deficits in education are critically important because advanced education is increasingly
essential to securing a high-paying job. In 2004, all but one of the 50 highest-paying occupations
in the U.S. required a college degree or graduate education (BLS, 2005). A multivariate analysis
of employment among a nationally representative group of adults with mental illness in the
National Health Interview Survey: Disability Supplement found that education was a significant
predictor of employment in general as well as, specifically, of employment in executive,
administrative, or professional specialty occupations (Mechanic et al., 2002).

Another barrier to recovery stems from the fact that many individuals whose condition
improves after the onset of disability re-enter the workforce at a significant disadvantage.
Research shows that disabled individuals on Supplemental Security Income (SSI) who re-enter
the labor force tend to work at jobs that are lower paying and held for fewer hours per week than
the jobs they held prior to becoming disabled (Schechter, 1999). Further, while workplace

! There is little information on the association between educational level and combat exposure, but available studies
do not indicate that lower educational attainment is serving as a proxy for combat exposure and thus accounts for the
observed higher rates of PTSD in the less-educated. Orcutt and colleagues (2002), who examined a cohort of nearly
3,000 male and female Gulf War veterans, found those with more years of education were both more likely to have
been exposed to combat (0.15; p<.001) and less likely to report PTSD symptoms (—0.05; p<.001). Frueh and
colleagues (2005) did not identify a statistical association between combat exposure and educational level in a
sample of ~100 Vietnam veterans presenting for PTSD treatment at a VA Medical Center.
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accommodations may extend the average duration of employment for disabled individuals
(Burkhauser et al., 1995), there is evidence that some injured workers who receive job
accommodations also receive lower wages so that they, in essence, “pay the price” of their own
accommodations (Gunderson and Hyatt, 1996). In one study of individuals with psychiatric
disabilities who returned to work, among those working full-time only 24 percent had jobs that
provided medical coverage, 16 percent had dental coverage, 8 percent mental-health coverage,
and 20 percent sick leave (Cook et al., 2006).

Disability-income support policies often create unintended employment disincentives that
help contribute to under- and unemployment (Burkhauser and Wittenburg, 1996; CBO, 1982). In
both private and public disability-compensation systems, for instance, regulations typically
mandate an administrative review of the individual’s disability status upon return to work. This
discourages many disabled beneficiaries from seeking employment (Newcomb et al., 2003). And
once they become employed, beneficiaries often find that, as their earnings increase, their
monthly cash payments are sharply reduced. For example, the Social Security Administration
(SSA) sets an earnings cutoff called the substantial gainful activity (SGA) level. Social Security
Disability Income (SSDI) beneficiaries can earn up to the SGA level each month ($830 in 2006)
with no loss of benefits; however, once earnings exceed that amount for nine nonconsecutive
months plus a three-month grace period, all SSDI cash benefits cease. The sudden cutoff is
referred to as the “earnings cliff” (White et al., 2005). SSI beneficiaries face a different penalty:
Once their earnings reach $65 per month, their cash payment is reduced by one dollar for every
two dollars of additional earnings, a tax rate of 50 percent—far exceeding that paid by the
wealthiest individuals (Stapleton et al., 2005). Yet another disincentive is an “implicit tax” on
disabled workers whose labor force participation causes them to lose additional benefits such as
housing subsidies, utility supplements, transportation stipends, and food stamps (Polak and
Warner, 1993). Research has indicated that people with psychiatric disabilities are aware of these
disincentives and report that they plan their labor force participation accordingly (Polak and
Warner, 1993; MacDonald-Wilson et al., 2003).

The effects of work disincentives are also evident in studies comparing the employment
outcomes of disabled individuals who do and who do not receive disability-related income
support. One study of individuals with psychiatric disabilities receiving employment services
found that those receiving SSI or SSDI cash benefits were significantly less likely to work
competitively, to work forty or more hours per month, or to have high earnings than those who
didn’t receive such benefits, regardless of clinical condition, level of disability, symptoms,
education, or prior work history (Cook et al., 2005). According to research on both national and
statewide cohorts of state vocational rehabilitation service recipients with psychiatric disabilities,
employment rates are significantly lower among SSI and SSDI beneficiaries than among non-
beneficiaries, after controlling for functional impairment, level of family support, and
demographics (Hayward and Schmidt-Davis, 2005; Cook, 2003). Two studies that controlled for
a series of confounding demographic and clinical factors found that veterans with psychiatric and
other disabilities are less likely to work, earn less money, and work fewer hours if they receive
full—versus partial—benefits or if they receive more generous benefit amounts (Rosenheck et
al., 1995; Drew et al., 2001). It should be noted that the reasons for the behavior underlying these
results are complex and deserve careful thought; one should not simply conclude from them that
giving only partial benefits would solve the problem.

Given the evidence suggesting that people respond to work disincentives by altering their
labor force participation, it follows that policies designed to discourage reliance on disability
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income may paradoxically discourage substantial work attempts that could lead to exit from the
rolls. Instead, many individuals receiving SSI and SSDI find themselves out of the labor force or
trapped in low-paying, entry-level jobs where they are prevented from realizing their full career
potential (Stapleton et al., 2005; Cook and Burke, 2002). Those who do successfully overcome
their disability and maintain employment—and thus lose their cash benefits and related health
insurance—often experience relapses of their illnesses due to their inability to get access to
health and mental-health services.

Recognizing this problem, various work-incentive provisions for individuals receiving public
disability income support have been legislated by Congress. The Employment Opportunities of
Disabled Americans Act of 1986 (Pub. L. 99-643), Section 1619(b) provided for continued SSI
eligibility and access to Medicaid as long as earnings remain below a threshold established by
each state. Another mechanism permitting individuals to work above SGA level while retaining
Medicaid benefits was the Medicaid buy-in state plan option under the Balanced Budget Act of
1997 (Pub. L. 105-33). The newest piece of disability legislation designed to address work
disincentives is the Ticket to Work and Work Incentives Improvement Act of 1999 (Pub. L. 106-
170). This legislation was intended to give people with disabilities increased vocational service
options and reduce employment disincentives, while at the same time reducing government
spending on people with disabilities (Stapleton and Livermore, 2003). To accomplish the first
objective, vouchers or “tickets” were mailed to all work-disabled SSI and SSDI beneficiaries.
The tickets are redeemable for 5 years of vocational services from providers of the beneficiaries’
own choosing (Cook et al., 2006). In addition, Ticket participants were offered free benefits and
entitlements counseling to help them gauge the effects of employment on their cash benefits and
other unearned income. SSA also placed a moratorium on continuing-disability reviews for
Ticket participants and encouraged state Medicaid buy-ins enabling people to keep their health
insurance after cash benefits ceased. The idea was that SSA would realize savings from the
“outcome payment”-based structure, where providers would be paid only for the months that
individuals earned above SGA or only at the time beneficiaries left the rolls because of
employment.

Unfortunately, the national evaluation of the Ticket program (Thornton et al., 2006) has
identified several problems with its implementation. First, the rate of participation in the program
is very low. Even in states where it has operated the longest, just 1.1 percent of beneficiaries
have assigned their tickets to providers. Second, the rate of provider participation is similarly
low. Only 40 percent of all providers were accepting tickets as of June 2004. Moreover,
consistent with the simulation study cited earlier (Cook et al., 2006), the evaluators’ analysis of
provider costs and revenues suggests that those relying solely on Ticket payments would have
lost money after two years of operation. Despite this pessimistic picture, Ticket participation is
relatively vigorous among individuals with disabling mental disorders, who have the fifth-
highest rate of participation among the 21 primary disabling conditions examined (Thornton et
al., 2006). At the same time, there is also evidence of reluctance to serve this population since
one-third of the providers interviewed for the evaluation mentioned psychiatric or other
disabilities as a challenge to finding jobs for Ticket beneficiaries.

Some of the barriers discussed above apply to veterans but are ameliorated by the presence of
VA programs, while others are exacerbated by the special circumstances of military service. One
ameliorative factor is that veterans’ benefits subsidize education and vocational training. Among
the exacerbating circumstances is the high level of stigma that the military culture places on
seeking help for mental-health problems. For example, one study found that VA providers
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reported more negative attitudes toward clinical work involving veterans seeking PTSD
compensation than toward clinical work involving other veterans (Sayer et al., 2002). Another
exacerbating factor is the lack of VA-sponsored employment programs in some areas of the
country.

On the other hand, there is also some evidence that receiving service-connected disability for
PTSD actually encourages individuals to seek mental-health treatment. Unpublished research by
Sayer and colleagues indicates that the claim process may make it easier to gain access to
medical services and that being awarded disability status for PTSD may facilitate access to
mental-health services (Sayer et al., 2006b). >

Although there are studies on racial and ethnic influences on PTSD incidence and severity
(Beals et al. 2002; Friedman et al. 2004; Kulka et al. 1990; Loo et al., 2005; Ruef et al. 2000) and
on culturally-sensitive diagnosis and treatment for the disorder (Blow et al., 2004; Penk and
Allen, 1991; Rosenheck and Fontana, 1996), the information on service connection is far more
limited. Murdoch and colleagues (2003), however, did find that African American service
members were less likely to be service connected for PTSD than other veterans (43 percent
versus 56 percent; P=0.003) after controlling for sociodemographic characteristics, symptom
severity, functional status, and trauma histories. A fact sheet produced by the VA’s National
Center for PTSD (Loo, 2007) counsels examining clinicians that

[p]rofessional responsibility in providing appropriate services to ethnic minority veterans
also applies to Compensation and Pensions examinations. If clinicians do not evaluate for
negative race-related events that may have led to psychiatric problems, the ethnic
minority veteran may not be receiving the appropriate disability rating or compensation.
Thus, it behooves VA clinicians to be particularly attentive to examining possible race,
ethnic, or cultural issues among ethnic minority veterans.

Summary

The committee’s literature review indicates that there are many barriers to recovery for
Vietnam veterans diagnosed with PTSD. Some of these are common to all people with
disabilities, some are experienced by all those with mental disabilities, and a few are unique to
veterans, to those with PTSD, and to persons using the VA disability system.

The literature suggests that many barriers are endemic to the programs used to provide
services to those with disabilities, while some are unfortunate consequences of the
symptomatology of certain disabilities, and others result from entrenched attitudes about the
disabled and, in particular, about those with psychiatric illnesses. There are no easy solutions:
experience with civilian benefits systems has shown that the problems will be difficult to
remedy.

THE EFFECT OF COMPENSATION ON RECOVERY

One of the key issues that the committee was asked to assess is how PTSD compensation
might influence veteran beneficiaries’ attitudes and behavior in ways that could serve as barriers

? This topic is addressed in greater detail later in this chapter in the section entitled “Disability Compensation and
the Use of VA Mental-Health Care Services.”
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to recovery. The committee was specifically asked to evaluate the evidentiary basis for various
influences of compensation on treatment and recovery (Szybala, 2006).

The effect of disability compensation on beneficiaries’ behavior has long been an issue in
research and in practice, both in the general population (IOM, 1991; Bellamy, 1997) and for the
military and veterans (IOM, 1999; Drew et al., 2001; Mossman, 1996). Attention has
increasingly shifted to the more subjective ailments and injuries, such as chronic pain (Sullivan
and Loeser, 1992; Rohling et al., 1995) and mental disorders (Estroff et al., 1997), particularly
PTSD (Rosen, 2004; Rosen, 2006; Mossman, 1994; Guriel and Fremouw, 2003). Because a
positive finding often results in monetary or other types of compensation, assessing
psychopathology within the context of disability is almost always complicated by the possible
influences of secondary gain. Indeed, secondary gain has long been hypothesized to increase the
possibility that symptoms and their effects will be exaggerated, both during the course of
treatment and during recovery, and both for general disabilities and for combat-related PTSD in
particular (Atkinson et al., 1982; APA, 1994; Resnick, 1997). In recent years, however, because
of the dramatic increase in the numbers of veterans seeking and receiving awards for PTSD, the
possibility of service-connected disability being awarded because of exaggerated or fraudulent
claims has become an increasing concern (DVA, 2005b; Murdoch et al., 2003).

These concerns have resulted in a substantial research literature on compensation-seeking
attitudes and behaviors among veterans. In the case of PTSD, most studies fall into one of four
categories. The first is research on the fabrication, misrepresention, or misrecall of veterans’
combat or trauma exposure; such exposure is, of course, a key criterion if they are to receive
service connection for their disabilities. The second—and by far the most common—type of
research consists of studies that focus on the detection of misreporting or exaggeration of PTSD
and other symptoms by veterans seeking or receiving compensation. Third, there is some
research that examines how seeking or receiving compensation affects treatment-seeking or the
use of mental-health services. Finally, there are a few studies on how receiving compensation
might affect subsequent responsiveness to treatment or treatment outcomes.

Misreporting of Combat or Trauma Exposure

A number of observers have suggested that the opportunity to receive disability
compensation might motivate veterans to falsify or exaggerate their combat involvement or
exposure. Some case reports describe Vietnam-era veterans who have fabricated histories of
traumatic events, tours of duty, and even military service itself in order to obtain benefits (Sparr
and Pankratz, 1983; Lynn and Belza, 1984; Burkett and Whitley, 1998), but these cases provide
no direct evidence of the prevalence of such behaviors or the probable magnitude of their effect
on seeking or receiving disability. A 2005 analysis by the VA Office of the Inspector General
(OIG) focused on the claim files of 2,100 veterans receiving disability for PTSD and found that
25 percent had no compelling evidence that they had been exposed to any traumatic event
whatsoever, thereby raising the specter of questionable compensation payments (DVA, 2005b).
Subsequent review of the cases by the VA, however, determined that “[t]he problems with these
files appear to be administrative in nature, such as missing documents, and not fraud” (DVA,
2005a).

The most widely cited empirical study on this issue is that of Frueh and colleagues (2005),
who found that only 41 percent of 100 treatment-seeking veterans reporting Vietnam combat
involvement had objective evidence of combat exposure documented in their publicly available
military personnel records. They concluded from these results that a “meaningful” number of
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treatment-seekers “may be exaggerating or misrepresenting their involvement [and combat
exposure] in Vietnam,” and, by inference, they attributed this to “the disability benefit incentive”
and compensation-seeking. They concluded, for example, that “concerns that exaggerated or
false reports of combat exposure are at least in part associated with financial incentives are
supported by our findings that the ‘no combat’ group appeared to be applying or intending to
apply for disability benefits at the same rate as the ‘combat’ group.” However, both prior and
subsequent research has called into question whether the information available solely in the
military personnel files—commonly referred to as 201 files—is adequate to support such a
strong conclusion.

In contrast, a later study (Dohrenwend et al., 2006) came to a very different conclusion when
it combined data from the National Vietnam Veterans Readjustment Study (NVVRS) (Kulka et
al., 1990) with newly developed data from military records and a comprehensive set of other
archival sources in order to address questions raised about the influence of self-report bias on
NVVRS estimates of the prevalence of PTSD among Vietnam veterans. Those researchers found
“a strong positive relationship between [the veterans’] record-based . . . exposure measures and
the dichotomous measure of . . . war zone stress constructed by the NVVRS investigators on the
basis of veterans’ retrospective reports of their experiences.” While acknowledging McNally’s
caution that “one cannot generalize from an epidemiological sample to a clinical one” and advice
that “archival sources are important in both contexts” (McNally, 2006), it is also important to
know the strengths and limitations of these sources.

In its role as the conservator of the military personnel records, which was the sole records
source used by Frueh and colleagues, the National Archives and Research Administration offers
the following caveat for users on its website:’ “Detailed information about the veteran’s
participation in military battles and engagements is NOT contained in the record” (U.S. National
Archives and Research Administration, 2006; emphasis in original). The methods developed by
Dohrenwend and colleagues (Dohrenwend et al., 2006) clearly demonstrate the value of broad-
based research into other indicators of the likelihood of having experienced traumatic stressors
and the importance of using information from historical accounts (for example, unit assignments
and dates of service). A veteran’s 201-file information is a necessary but not always sufficient
source with which to confirm self-reported information related to combat involvement or
exposure. A careful reading of the meticulous methodology employed by Dohrenwend and
colleagues reveals that their analysis depended a great deal on indicators not directly obtainable
from 201 files and shows that they did not consult with archival sources only as needed, despite
what McNally implied and suggested in both the original and follow-up commentaries (McNally,
(2006; McNally, 2007). Moreover, Frueh and colleagues explicitly acknowledge the great
potential value of adding “objective military records, including research on unit records and
casualty reports” (Frueh et al., 2005).

In summary, while misrepresentation of combat involvement and exposure undoubtedly does
happen among veterans seeking treatment and compensation for PTSD, the evidence currently
available is insufficient to establish how prevalent such misrepresentations are and how much
effect they have on the ultimate outcome of disability claims. And no matter how common such
behavior ultimately proves to be, the best strategy for addressing this problem is most likely
already at hand, based on the research that has been conducted to date.

The committee concludes that the most effective strategy for dealing with problems with
self-reports of traumatic exposure is to ensure that a comprehensive, consistent, and rigorous

? www.archives.gov/veterans/military-service-records/
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process is used throughout the VA to verify veteran-reported evidence. One approach to
achieving this objective is routine and consistent use of the full range and battery of methods
implemented and tested by Dohrenwend and colleagues (Dohrenwend et al., 2006). The best-
practice manual for C&P examinations, written by VA clinicians, already recognizes the value of
careful and in-depth review of records (Watson et al., 2000).

Consistent with such a strategy, a GAO report (GAO, 2006) described methods that the VA
can use to improve its procedures for obtaining military service records, including several used
by Dohrenwend, and reiterated the VA’s “duty to assist” veterans in obtaining any records
relevant to their claims. One potential records issue that emerged from the committee’s research
is the need for claimants identify the dates of their stressor events within a fairly narrow time
window.* Given the potential for a substantial gap between the time these events occurred and
the time that claims are filed, it is possible that claimants might misremember dates and thus
valid events might fail to be verified. In contrast, Dohrenwend used the full range of service
dates to identify unit exposures from records and other archival sources. While it is recognized
that such a protocol may increase both the time and expense required to complete these
examinations, the OIG estimates of both the annual and lifetime costs of possible questionable
compensation payments (DVA, 2005b) suggest that the long-term benefits of a more rigorous
assessment may greatly outweigh such increases in costs (McGrath and Frueh, 2002).

Misreporting or Exaggeration of Symptoms

As noted above, the majority of empirical studies conducted to date on the possible influence
of the VA disability compensation system on PTSD and its treatment have addressed symptom-
reporting issues. These issues include “symptom elevation” (Fairbank et al., 1983), “over-
reporting” (Hyer et al., 1988), “exaggeration” (Smith and Frueh, 1996) and “extreme
exaggeration” (Gold and Frueh, 1999) in veterans seeking or receiving compensation for PTSD,
and many of the studies have examined the use of standardized test measures to detect
malingering or the feigning of PTSD symptoms (Frueh et al., 2000).” It is well established that
combat veterans who are evaluated for PTSD frequently exhibit extreme elevations across
various assessment measures (Fairbank et al., 2000). These elevated measures are also typically
accompanied by a pattern of elevations on the MMPI/MMPI-2 validity scales consistent with
symptom overreporting (Fairbank et al., 1983; Frueh et al., 1996; Frueh et al., 1997; Hyer et al.,
1986; Elhai, et al., 2001; Franklin et al., 2002), so concerns have been raised regarding the
accuracy of veterans’ accounts of their psychological functioning, which in turn poses significant
challenges for diagnostic assessment and treatment. On the other hand, several researchers have
noted that this response pattern—the reporting of a wide range of symptoms and overreporting of
symptoms in general—is part of the overall profile of PTSD, a disorder characterized by the
presence of a heterogeneous set of symptoms, high rates of comorbidity, and, quite often,
extreme symptom severity (APA, 2000; Elhai et al., 2000; Elhai et al., 2001; Fairbank, et al.,
1983; Hyer et al., 1988; Keane and Wolfe, 1990).

While research and commentary (Elhai et al., 2000; Frueh et al., 1996; Frueh et al., 1997;
Smith and Frueh, 1996) suggests that this pattern may reflect, at least in part, symptom

* Claimants requesting documentation from the U.S. Army and Joint Services Records Research Center are
requested to provide the month and year of the stressor event[s] (Stichman, 2006). The committee understands that
records researchers typically bracket their search by also checking the months before and after the dates provided.

> Chapter 5, which addresses issues surrounding the conduct of the PTSD C&P examination, also discusses the topic
of testing to detect malingering in the context of a broader examination of the use of psychometric instruments.
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overreporting by a subset of veterans who are motivated by possible receipt of financial
compensation, access to treatment, and other incentives, the literature examining the relationship
between compensation seeking and reported levels of psychopathology has in fact yielded mixed
results. Frueh and colleagues found that veterans they defined as compensation-seeking® scored
significantly higher than noncompensation-seeking veterans on several MMPI scales (including
the F scale) as well as on several associated pathology scales (Frueh et al., 1996). Similar results
were reported where compensation-seeking was not restricted to claims for PTSD (Frueh et al.,
2003). When Smith and Frueh classified veterans as “exaggerators” and “nonexaggerators” of
psychopathology based on the MMPI-2 F-K index, they found that exaggerators had higher rates
of affective disorders and scored higher on self-report measures of various psychological
symptoms but were no more likely to be seeking compensation (Smith and Frueh, 1996). In a
follow-up study using stricter criteria for exaggeration, Gold and Frueh reported that “extreme
exaggerators” were much more likely to be compensation-seeking and scored much higher on
self-report measures of various symptoms, despite having lower rates of PTSD diagnoses and
similar rates of comorbid disorders (Gold and Frueh, 1999).

A later study (DeViva and Bloem, 2003) replicated the results reported by Smith and Frueh,
finding no relationship between exaggeration and compensation-seeking status using the lower
cutoff for exaggerators, but the study did not replicate an earlier finding (Frueh et al., 1997) that
compensation seekers scored higher on MMPI-2 subscales. Grubaugh and colleagues (2004)
found that self-reports of distress and validity scale indices on the MMPI-2 were higher among
compensation-seeking veterans than among noncompensation-seeking veterans, despite a lack of
difference in actual PTSD diagnoses. Similarly, Tolin and colleagues (2004) found
compensation-seeking status associated with extreme elevations across clinical and validity
scales, but, in contrast to previous findings, compensation-seeking veterans were also found to be
more likely to receive a PTSD diagnosis.

As a body of literature, these studies have weaknesses that limit their informativeness. Most
of them, for instance, examined veterans seeking treatment through specialized PTSD programs,
and these samples have generally been small. They generally study veterans who apply for
compensation as opposed to those who actually receive a service-connected disability for PTSD.
The definitions used to define compensation-seekers, while similar, are not identical, and
heterogeneities in the group not seeking compensation are generally left unaddressed. There are
also alternative explanations for some reported malingering: Certain claimants whose test scores
are inconsistent with a diagnosis of PTSD, for example, may be experiencing another
compensable psychiatric condition whose symptoms are being misattributed to PTSD. And the
studies are all cross-sectional rather than longitudinal, thereby further limiting their ability to
yield consistent and firm conclusions (Friedman, 2006). Thus, while considerable research has
been conducted to date, it is not as consistent or comprehensive as it needs to be if it is to provide
reliable answers to questions regarding how large a role compensation plays in malingering or
symptom overreporting or, if it is, to help identify a clear direction or policy.

Many of the studies examining misreporting or exaggeration of symptoms use the MMPI-2
and its validity scales or else some other more recently derived measures, such as the Fp ' (Arbisi

% Compensation-seeking veterans were defined as “those who were currently seeking or planning to seek VA
disability compensation or increases in existing disability payments for PTSD” while noncompensation-seeking
veterans were “those who were not intending to seek VA disability compensation for their PTSD symptoms” (Frueh
et al., 2003).

” This scale is referred to as the F(p) in some publications.
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et al., 2004; Tolin et al., 2004). Generally, the focus of these studies is the potential use of one or
more of these instruments as a tool to detect exaggeration or illness simulation in veterans
seeking or receiving compensation for PTSD. A key question then is whether these standardized
measures are able to play a larger role in detecting and screening out those who are feigning
PTSD in order to receive service-connected status and compensation.

While these studies indicate that the validity and related indices derived from the MMPI-2
can play a role in identifying veterans who may be exaggerating their psychopathology to gain
disability compensation (Gold and Frueh, 1999; Arbisi et al., 2004; Keane, 2006), it is also true
that “currently, there is no method or single instrument that is universally recognized as being the
best tool to detect malingering in PTSD claimants” (Guriel and Fremouw, 2003).

Arbisi and colleagues observe:

It is important to bear in mind that the MMPI-2 is a single source of information in a
comprehensive diagnostic evaluation for PTSD and should never be the sole piece of data
used to make a disability determination. [Rather, it should] be used within the context of
a careful review of the military history and medical treatment records contained in the
claims file as well as a thorough clinical interview including a structured interview for
PTSD before reaching a conclusion regarding claimed disability resulting from PTSD
(Arbisi et al., 2006, p. 258).

The Diagnosis and Assessment report (IOM, 2006) and this committee (in Chapter 5) found
that available data support the role of the MMPI-2 and other psychometric instruments as a
valuable source of information in the C&P process. It should be noted, though, that if these or
other such measures were ever to be used as the sole source of information for detecting and
screening out potential malingerers, motivated claimants would quickly learn how to respond to
these items to avoid detection (Bury and Bagby, 2002). It is thus unlikely that the either the
MMPI-2 or any other measure will ever provide a “silver bullet” that will allow for a quick and
easy identification of fabrication or malingering among PTSD claimants.

The committee thus concluded in Chapter 5 that psychological testing may be a useful
adjunct to the PTSD C&P examination but also recommended that the choice of whether to test
and which tests to use should be left to the discretion of the clinician, the person who is best able
to evaluate the individual circumstances of the case. In the absence of a definitive measure, the
most effective way to detect inappropriate claims is to require a consistent and comprehensive
state-of-the-art examination and assessment that allows the time to conduct appropriate testing in
those specific circumstances where the examining clinician believes it would inform the
assessment.

Testimony presented to the committee indicated that clinicians often feel pressured to
severely constrain the time that they devote to conducting a PTSD C&P examination—to as little
as 20 minutes (Arbisi, 2006)—even though the examination protocol suggested in the Best
Practice Manual (Watson et al., 2000) requires up to three hours to complete, with additional
time needed for complex cases. While a more thorough examination would increase upfront
costs, it may produce significant long-term cost savings by reducing inappropriate awards, and it
may provide substantial benefits as well by increasing the fairness and validity of the system—
not only reducing the number of false-positive determinations but also avoiding many of the
false negatives that would deny benefits to veterans who truly deserve them.
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Disability Compensation and the Use of VA Mental-Health Care Services

Given the consistent cross-sectional findings that indicate that veterans with VA disability
benefits are more likely to use VA services (Wolinsky et al., 1985), it would be reasonable to
assume that claimants who are awarded service-connection disability for PTSD would increase
their use of mental-health care services. However, if claimants exaggerate symptoms or malinger
for the purpose of obtaining compensation they are not entitled to, one would instead suspect that
these persons would tend to drop out of treatment for PTSD (Burkett and Whitley, 1998) or use
VA services less often (Campbell and Tueth, 1997) once they achieve the benefits level they
seek and no longer need such services to help validate their claim. Burkett and Whitley (1998)
summarize this second view as follows:

One common-sense question might weed out imposters: Do PTSD claimants continue
with therapy and Vet Center counseling after they successfully obtain PTSD disability
compensation? Valid sufferers would persevere, seeking alleviation of their suffering;
malingerers would not (p. 280).

The evidence base available to evaluate this issue is sparse. In its report on variances in
disability compensation, the VA Office of the Inspector General provides some data that do
appear to be consistent with a “malingerer/drop-out” hypothesis:

When PTSD ratings were increased to 100 percent, veterans sought less treatment for the
conditions. In a judgment sample of 92 PTSD cases, we found that 39 percent of the
veterans had a 50 percent or greater decline in mental-health visits over the 2 years after
the rating decision. The average decline was 82 percent, and some veterans received no
mental-health treatment at all. While their mental-health visits declined, non-mental-
health visits did not. (DVA, 2005b, p.52)

And, in keeping with that hypothesis, it was asserted that “the compensation program has a
built in disincentive to get well when veterans are reapplying to get their disability ratings
increased” (DVA, 2005b). Although the OIG analysis has received some attention (McNally,
2005; McNally, 2006), it is clearly limited by the selective nature of the sample and the lack of
supporting data. To the committee’s knowledge, no further work has been done with the data to
explore this critical issue. This is unfortunate because other scientific evidence does not support
the OIG findings. During a presentation to the committee, Friedman (2006) summarized the
evidence as follows:

e Longitudinal studies suggest that disability claim approval results in increased use of
mental-health services.

e Cross-sectional research shows that veterans with service-connected disability for PTSD
do not differ from non-service connected veterans in their levels of participation in
treatment, and there is some evidence that service-connected veterans are more likely to
participate in treatment.

A cross-sectional study of the potential effect of compensation-seeking on service utilization
found no significant differences between compensation-seeking and non-compensation-seeking

veterans in their use of health care, but compensation-seeking veterans were more likely to use
PTSD services (Grubaugh et al., 2004). The best way to address this question, however, would
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be to compare veterans granted service connection for PTSD versus those denied service
connection, instead of examining compensation-seeking versus non-compensation-seeking
veterans, and to use longitudinal rather than cross-sectional designs.

Sayer and colleagues did conduct such longitudinal research, the results of which were
shared with the committee (Sayer, 2006a). In one study effort (Sayer et al., 2004a; Sayer, 2006b)
data were abstracted from VA administrative databases for 452 veterans who had disability
evaluations for a new PTSD claim between 1997 and 1999. The rates of mental-health service
use before the initiation of a disability claim and mental-health service use soon after the claim
were determined and compared. Mental-health service utilization increased after disability
benefits were awarded, from an average of 2.5 mental-health appointments during the pre-claim
period to 5.6 after the award, and the proportion of veterans using mental-health services more
than doubled, increasing from 25 percent to 52 percent. Furthermore, as the disability level
increased, the rate of mental-health service use increased significantly, with the rate of mental-
health service utilization higher among veterans with 70 to 100 percent disability for service-
connected PTSD than for those veterans with ratings of 50 percent or less. A separate analysis
for these claimants that looked at three different time periods (Spoont et al., 2002) found that for
veterans whose claims were ultimately awarded the numbers of mental-health visits during the
examination and post-notification periods were higher than they had been during the pre-claim
period.

A separate study by Sayer (2006a,b; also in Spoont, et al., 2005) conducted standardized
assessments of symptoms and functioning for a group of 102 veterans who had filed original
PTSD claims. Two assessments were performed: one near the time of claim initiation, and the
other several weeks after notification of claim determination. The researchers also abstracted
data on service utilization from VA administrative databases for 260 days before claim initiation
and for the same period after claim determination. Those awarded benefits had more severe
PTSD symptoms and poorer functioning than those denied benefits, both at the time of claim
initiation and after notification. While the proportion of those using VA medical services
increased about equally among those awarded and denied claims, the proportion of those using
mental-health services increased significantly—in this case, from 48 percent to 70 percent—only
among those who had been awarded claims.

Thus, while the OIG’s findings are quite provocative and sobering, the preponderance of
evidence currently available is not consistent with its results or conclusion. As Sayer (2006a)
noted, in summarizing this research, “This is not the pattern of effects that one would expect if
financial incentives were driving symptom levels and service utilization among veterans who
seek PTSD disability status.”

There are some important limitations to the studies performed by Sayer and colleagues. The
samples are fairly small, are limited to one VA region, and include only those already using VA
medical services (including, in many cases, mental-health services) prior to initiating a disability
claim for PTSD. While it was logical to design these studies to include in their samples only
those veterans for whom VA medical care was an option both before and after obtaining service-
connection for PTSD, it has been noted elsewhere that nearly half of the veterans seeking
service-connected disability for PTSD have never used mental-health services (Sayer et al.,
2004b). It has also been reported that from 69 percent to 94 percent of veterans who seek
treatment for PTSD in the VA system apply for psychiatric disability (Frueh et al., 2003),
although it is unclear how many veterans applying for PTSD disability have not used VA
services or mental-health care.
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Access to VA health care services requires the claimant to demonstrate eligibility; once
eligibility is demonstrated, priority and the cost of services (if any) are based on a ranking
system by which veterans with service-connected injuries or conditions, regardless of their
financial circumstances, take precedent over low-income veterans without such conditions
(Murdock et al., 2005). The 452 beneficiaries examined by Sayer and colleagues (2004a, 2006b)
were all already entitled to VA medical care without charge, either because of service connection
for other conditions or because they met low-income criteria. Such veterans are likely to be quite
different from those not already in the system—that is, not already eligible for free or priority
VA mental-health treatment before obtaining a service-connected disability for PTSD. If the
dynamics behind the use of post-service-connection mental-health services are to be better
understood, both larger and more diverse samples will need to be examined.

It is possible that Sayer and colleagues observed an increase in the use of VA mental-health
treatment in the months following receipt of service connection for PTSD because the C&P
process, which would necessarily include revisiting the traumatic stressor in rather great detail,
placed a strain on the mental and physical health of the claimant. An alternate, or additional,
explanation is that the C&P evaluation process generated referrals to services. However, such
referrals are not a formal part of the C&P process, and it is highly unlikely that they occur in any
systematic way.®

In addition to the literature on veterans, there are a small number of studies that address the
determinants of PTSD treatment participation in non-military populations. These studies suggest,
in general, that symptom severity is an important factor in attrition from programs. A 2006 meta-
analysis of 11 studies found that persons who dropped-out of treatment programs were more
likely to have had elevated PTSD symptoms scores prior to participation than those who did not
drop out (Matthieu and Ivanoff, 2006). Holtzheimer and colleagues (2005) evaluated the records
of 587 persons hospitalized for PTSD and comorbid depression and a matched cohort with
depression alone. They found that, all else equal, those with PTSD and depression were far more
likely to have been discharged against medical advice than those with depression alone
(OR=6.10; 95% CI 2.96-12.57).

In summary, while some veterans do drop out of mental-health treatment once they obtain
service-connected disability compensation for PTSD, the currently available data suggest that
this concern may well not apply to the majority of veterans who seek and obtain such awards.
Sayer and colleagues (2004) found that veterans report many reasons other than monetary gain
for seeking disability compensation, including acknowledgement from the government of their
contribution and sacrifice and validation of the health problems they are experiencing. Over half
of the veterans in their sample endorsed the statement, “If I get service connected for PTSD, I
can focus on getting better,” an attitude that is inconsistent with the malingering/drop-out
hypothesis. Research examining the full range of reasons why beneficiaries discontinue seeking
mental-health care in the VA system—including access to services, degree of satisfaction with
VA services or treatment outcome, and pursuit of treatment in non-VA venues—would make it
possible to carry out a more informed and less politically charged consideration of this topic.

¥ Indeed, veterans seeking a referral for treatment may need to undergo an entirely separate evaluation than that
provided by the clinician performing a C&P examination and the results of C&P examinations do not become part
of a veteran’s VHA record.
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Disability Compensation and Treatment Outcome’

In addition to concerns that veterans may participate in treatment merely to get
compensation, there are related concerns that disability compensation for PTSD may create a
situation in which secondary-gain issues produce obstacles and disincentives for therapy or
treatment (Mossman, 1996). Specifically, some researchers have speculated that veterans may be
reluctant to acknowledge therapeutic gains because they believe that this may lead VA to lower
their disability rating and thus lower their benefits (Frueh et al., 2003). Some of the evidence for
these concerns is indirect. For example, in contrast to studies reporting relative success in the
treatment of non-combat-related PTSD, there is a general lack of treatment efficacy for PTSD
related to combat (Carney et al., 1998; Johnson et al., 1996). In a meta-analysis of psychotherapy
for PSTD conducted by Bradley and colleagues (2005), the overall effect size from studies of
combat veterans was significantly lower than the effect sizes for other trauma groups. Other
research has found that the VA clinicians treating veterans seeking compensation for PTSD often
have negative impressions of these veterans (Bell and Williamson, 2002), with “most clinicians
express[ing] a belief that pursuit of service connection for PTSD has a negative impact on the
therapeutic relationship” (Sayer and Thuras, 2002).

One empirical study more directly related to the hypothesized association between
compensation seeking and treatment outcomes found that veterans classified on the MMPI as
“symptom overreporters” were less likely to show improvement after six weeks of partial
hospitalization, even though clinicians rated them as no more dysfunctional than other veterans
before treatment (Perconte and Griger, 1991). In contrast, DeViva and Bloem (2003) found no
relationship between either symptom exaggeration or compensation seeking and treatment
outcome in an 8-week residential treatment program at a specialized VA Medical Center
inpatient PTSD unit.

As Friedman (2006) noted in his presentation to the committee, data from evaluations of VA
programs on the relationship between compensation seeking or disability status and treatment
outcomes are inconclusive. The most widely cited of these is by Fontana and Rosenheck (1998),
who found that veterans in outpatient programs who were compensation-seeking improved more
than veterans who were not compensation-seeking, while veterans in inpatient programs who
were seeking compensation either improved less or deteriorated in comparison with those who
were not seeking compensation. When inpatient programs were classified according to length of
stay, however, outcomes were worse for those seeking compensation only in the group of
inpatients in programs with very long lengths of stay (100 days on average). There were no
differences in treatment outcomes by compensation status for inpatients in moderate-stay
programs (30 days).

Friedman (2006) noted that no relationship between treatment outcome and PTSD disability
status has been found in any of the VA clinical trials that have tested the potential effects of
seeking or receipt of a service-connected disability. This was also the case in a 2006 study of
cognitive processing therapy (CPT) by Monson and colleagues. They found that treatment
participants receiving PTSD-related disability compensation had reductions in their PTSD
symptoms over time that were similar to the reduction in symptoms among those participants
without PTSD disability status, PTSD-related disability status showed no association with the
PTSD diagnostic status at post-treatment or follow-up (Monson et al., 2006).

’ A separate IOM committee addressing PTSD treatment issues will also examine compensation as a factor in
treatment outcomes. Its report, scheduled for release in mid-2007, was in preparation at the time this report was
completed.
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With regard to the possible effect of PTSD disability status on short- and long-term recovery,
Murdoch told the committee of some work in progress that indicates that veterans who were
service-connected for PTSD for longer periods of time have less severe symptoms and better
functioning than those who were service-connected for shorter periods of time or who never
achieved PTSD-related disability status (Murdoch, 2006). Such effects might, though, reflect
maturation or cohort effects rather than recovery related to treatment. But they are not consistent
with concerns that, in spite of the intent of the regulations stating that veterans receiving VA
disability benefits for nonpermanent conditions should be reevaluated every two to five years,
the provision of disability payments might provide a disincentive for improvement and an
incentive to exaggerate symptomatology (Sayer et al., 2004a).

In summary, although it may seem logical that secondary-gain considerations would create
obstacles and disincentives for therapy or treatment among combat veterans, and although there
is a body of indirect evidence consistent with this logic, there is little direct evidence that either
compensation-seeking or receipt of compensation has secondary gain effects on PTSD treatment
outcomes. Most empirical studies or trials conducted to date show no relationship between
compensation seeking, PTSD disability status, and treatment outcomes. And the authors of the
one study that does show significant differences conclude that

[s]eeking to obtain or maintain compensation status does not have an inhibiting effect on
improvement in treatment among outpatients or among most inpatients. Among
inpatients in programs which are designed to provide an extremely long length of stay
(100 days on average), however, the motivation to apply for and maintain compensation
does appear to inhibit improvement (Fontana and Rosenheck, 1998, p.229).

Hospitalizations of more than 21 days entitle veterans to receive disability payment at a rate
of 100 percent for the duration of the stay. This may account at least in part for the worse
outcomes in long-term programs, and it has lead some to suggest that this regulation be
eliminated (Mossman, 1994). The data needed to evaluate the determinants of outcomes in long-
term programs are lacking, though, and it is not possible to draw a firm conclusion on this issue.

Thus, in spite of concerns that disability compensation for PTSD may create a context in
which veterans are reluctant to acknowledge or otherwise manifest therapeutic gains because
they have a financial incentive to stay sick, the preponderance of evidence does not support this
possibility. While some beneficiaries will undoubtedly understate their improvement in the
course of pursuing compensation, the scientific literature suggests that such patients are in the
minority, and there is some evidence that disability payments may actually contribute to better
treatment outcomes in some programs (Fontana and Rosenheck, 1998). The authors note, though,
that the data needed to confidently separate unconscious influences on symptom reporting from
deliberate attempts to game the system for economic advantage are lacking.

Summary observations

VA asked the committee to “recommend strategies for reducing disincentives and
maximizing incentives for achieving optimal mental functioning” (Szybala, 2006). Chapter 5
presents the committee’s framework for formulating a revised set of criteria for evaluating
disability due to PTSD. One part of that framework proposes the elimination of occupational
impairment as the defining factor in rating the severity of disability and suggests that a broader
approach that evaluates the psychosocial and occupational dimensions of functional impairment
be used in its place. Allowing a claimant to have his or her rating based on the more severe of
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those two dimensions would allow a veteran who is symptomatic or impaired in other ways but
capable of working to do so, thus eliminating one possible disincentive to both work and
recovery.

Based on the literature reviewed in previous chapters and here, the committee additionally
recommends that the VA consider instituting a set, long-term minimum level of benefits that
would be available to any veteran with service-connected PTSD at or above some specified
rating level without regard to that person’s state of health at a particular point in time after the
C&P examination."

Regulation already specifies an analogous approach for other disorders, including conditions
whose symptoms may remit and relapse over time. Multiple sclerosis, for example, has a
minimum rating of 30 percent without regard to whether the condition is disabling at the
moment that the subject is evaluated.!" However, rather than being limited to a particular
minimum rating, the committee suggests that the VA consider what minimum benefits level—
where “benefits” comprise compensation and other forms of assistance, such as priority access to
VA medical treatment—would be most likely to promote wellness. It is beyond the scope of the
charge to the committee to specify the particular set of benefits that would be most appropriate or
the level[s] of impairment that would trigger provision of these benefits. This would require a
careful consideration of the needs of the population, of the new incentives that the policy change
would create, of the possible effects on compensation outlays and demand for other VA
resources, and of how to maintain fairness with respect to other conditions that have a
remitting/relapsing nature.

Providing a guaranteed minimum level of benefits would take explicit account of the nature
of chronic PTSD by providing a safety net for those who might be asymptomatic for periods of
time. A properly designed set of benefits could eliminate uncertainty over future timely access to
treatment and financial support in times of need and would in part remove the incentive to “stay
sick” that some suggest is a flaw of the current system.

PERIODIC REEXAMINATIONS AND REEVALUATIONS
In its charge to the committee, the VA noted that:
VBA currently has no set schedule for re-examining veterans receiving compensation for

PTSD. It would be very helpful to us if the committee would address whether such a re-
examination schedule is advisable and, if so, what it might be. (Szybala, 2006).

' There is a circumstance under current VASRD regulations where a veteran being compensated for PTSD (or any
other service-connected disability) may receive additional benefits during a relapse or exacerbation of symptoms. 38
CFR §4.29 specifies: “[a] total disability rating (100 percent) will be assigned without regard to other provisions of
the rating schedule when it is established that a service-connected disability has required hospital treatment in a
Department of Veterans Affairs or an approved hospital for a period in excess of 21 days or hospital observation at
Department of Veterans Affairs expense for a service-connected disability for a period in excess of 21 days.”
[emphasis in original] The 100 percent rating is maintained until discharge and may be extended for a
convalescence period. A claimant can also file a request to reopen her or his case on the basis of “new and material
evidence” and be reevaluated (38 CFR §3.156)

"1t should be noted that this minimum rating is predicated on the presence of “ascertainable residuals” and
regulation specifies that [d]eterminations as to the presence of residuals not capable of objective verification, i.e.,
headaches, dizziness, fatigability, must be approached on the basis of the diagnosis recorded; subjective residuals
will be accepted when consistent with the disease and not more likely attributable to other disease or no disease. (38
CFR §4.124a)
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With a few exceptions,'? regulation does not offer specific advice on when such reexaminations
are required. The Automated Medical Information Exchange (AMIE) worksheet for review
evaluations for PTSD (reproduced in Appendix C) does provide a template for the information to
be gathered when such examinations are conducted. This includes details of the beneficiary’s
psychosocial adjustment since the last examination and the clinician’s evaluation of the effect
and effectiveness of any treatments received. Since disability determinations are dependent on
the degree of impairment, it is thus possible that compensation could be adjusted downward for a
veteran who showed improvement as a result of treatment. However, VA does not code the
information needed to evaluate how often this happens.

Based on the information provided to the committee, it does not appear to be standard
practice to require periodic reexaminations after a disability rating has been established, although
a notation for a follow-up examination after a specified time has elapsed may be placed in a
beneficiary’s record. Data are not available on the number or percentage of PTSD disability
cases that are scheduled for reexamination by raters or the extent to which disability ratings
change as a result of such evaluations."

The VA’s primary motivation for conducting reexamination is presumably to determine if an
improvement in disability status has occurred since the last disability rating. A veteran, or a
representative acting on her or his behalf, can file an appeal to a disability determination or
rating by requesting a reexamination. It is reasonable to assume that veterans will initiate such
requests if they believe that the initial rating was in error or if their condition deteriorates to the
point that they think their disability rating should be increased.

The committee does not believe it is appropriate to require across-the-board periodic
reexaminations for veterans with PTSD service-connected disability. It recommends that
reexamination be done only on a case-by-case basis when there are sound reasons to expect that
major changes in disability status might occur.

The committee reached this conclusion on the basis of the following two considerations.
First, there are finite resources—both funds and personnel—to conduct C&P examinations and
determine disability ratings. According to data provided by the VA, over 300,000 veterans were
receiving disability compensation for PTSD in 2006, with over 233,000 of these having PTSD as
their primary disability. While certain of these veterans would be exempt by regulation from
reexamination, any periodic review policy would still entail significant numbers of beneficiaries
and put additional strain on the system. The committee believes that resources should be focused
on the performance of uniformly high-quality C&P clinical examinations. It believes that
allocating resources to such examinations—in particular, to initial C&P evaluations—is a better
use of resources than periodic, across-the-board reexaminations. Second, as the committee
understands it, across-the-board periodic reexaminations are not required for other mental
disorders or medical conditions.'* The committee’s review of the literature on misreporting or
exaggeration of symptoms by PTSD claimants yielded no justification for singling out PTSD

2 There are circumstances under which regulation mandates a single reexamination for rating purposes after a set
period of time—for example, 6 months after surgery to treat certain heart problems. General guidance on the
scheduling of review examinations is contained in 38 CFR §3.327.

" Data are available on the numbers of beneficiaries who have PTSD among their compensable conditions and who
have reexaminations. However, many beneficiaries receive compensation for more than one condition, and VA does
not code which condition prompted the reexamination.

4 Again, with the exception of those circumstances under which regulation mandates a single reexamination for
rating purposes after a set period of time.
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disability for special action and thereby potentially stigmatizing veterans with the disability by
implying that their condition requires extra scrutiny.

The committee recommends that the VA develop criteria for reexamination to be used on a
case-by-case basis. These criteria should be based on factors that might be expected to influence
the course of PTSD symptomatology and disability. An example of a circumstance that might be
expected to improve PTSD symptomatology and reduce a disability rating is the successful
completion of evidenced-based treatment. While it is reasonable to consider reexamination after
such situations, it would be important to structure reexamination policy in a way that limits
disincentives for receiving treatment or rehabilitation services. Setting a long-term minimum
level of benefits, as suggested above, would be one way to address this issue. Case-by-case
criteria for reexamination should also include any future event in the veteran’s life that would be
expected to produce a dramatic change in his or her clinical and disability status. Ideally, a
recommendation for reexamination in a given case could be made by the clinical examiner in the
initial C&P exam if there was some reason to expect a change in the veteran’s status or by a
treatment, vocational, or rehabilitation professional upon completion of these services.

GENDER AND MILITARY SEXUAL ASSAULT

Gender and sexual assault are two important intersecting issues to consider when discussing
the subject of PTSD compensation among veterans. A substantial body of literature has emerged
that documents measurable gender differences in PTSD frequency and severity. A recent, well-
conducted meta-analysis of more than 200 studies meeting reasonable inclusion criteria and
including military as well as civilian samples found that PTSD was twice as prevalent in females
as in males, even controlling for potential confounders, including study methods (Tolin and Foa,
2006). This gender difference holds up even though males report significantly more traumatic
events than do females overall. Males do report significantly less sexual assault than females do,
however (Tolin and Foa, 2006). Tolin and Foa (2006) concluded that sex differences in the
prevalence of adult and child sexual abuse may account for some of the disparity in PTSD rates
between men and women but that the variance they found in the meta-analysis was not
completely due to this difference. After controlling for type of trauma, the largest gender
difference they found was in adult nonsexual assault. However, the exact type of traumatic
experience was not well differentiated in most studies. For instance, adult nonsexual assault was
usually not differentiated between chronic (e.g., intimate partner violence, with female
victimization more likely) and acute (such as robbery, with male victimization more likely). One
potential methodological contributor to the observed variance relates to PTSD measurement,
with “[t]he sex difference in PTSD [seeming] most clear when the PTSD assessment is explicitly
linked to one specific traumatic event” (p. 978).

Tolin and Foa were able to rule out some of the possible reasons for the gender differences,
but the studies they reviewed were not able to rule out gender differences in cognitive response
to the event, immediate coping strategies, or amount of fear associated with experience. There
also may be sex differences in willingness to admit symptoms because of differences in gender
role expectations or in pre-trauma psychiatric history and trauma exposure during military
service. Sex differences are particularly likely in chronic trauma, such as repeated childhood
sexual assaults by a family member or recurring intimate-partner violence, or in a history of
multiple traumas, which may be more frequent among females than males. Researchers seldom
examine sex-specific effects of various types of trauma, or chronic versus episodic or one-time
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events, even though these different types of trauma can have different repercussions in terms of
physiological responses (Gill and Page, 2006).

There are also sex differences in the manifestation of conditions commonly comorbid with
PTSD—females being more likely than males to have major depressive disorder (MDD) along
with PTSD. Females with PTSD tend to experience symptoms for a longer duration and have
more associated physical health problems than do males (Gill and Page, 2006; Kimerling, 2004;
Ouimette et al., 2004). Few of the studies examining this issue have been conducted among
female military populations, however, and among female victims of intimate-partner violence
some of the PTSD and MDD comorbidity patterns differed between female civilians and women
on active military duty (O’Campo et al., 2006).

Tolin and Foa (2006) did not observe a significant sex difference in post-combat PTSD in the
11 studies of veterans they analyzed. However, these studies did not evaluate any interaction
between combat and sex, and those looking at Somalia and Desert Storm I participants did not
examine sexual assault while in the military (abbreviated here as MSA for military sexual
assault”) as a source of trauma separate from combat.

In contrast, a narrative synthesis of 21 large cohort samples from the Gulf War era by
Goldzweig and colleagues (2006) found that in most, although not all, of the studies females
were more likely to develop PTSD than males. Among Vietnam War-era veterans, the same
review found that males were more likely to be diagnosed with PTSD than females, but female
military personnel in that war were not involved in direct combat. Those developing PTSD were
most often nurses who had witnessed horrific physical trauma and death, were victims of sexual
assault but were not exposed to combat, with the exception of the exposure to shelling (Zatzick
etal., 1997).

Prevalence of Military Sexual Assault

The prevalence of sexual assault in the military is alarming and has been the object of several
recent congressional hearings and military reports (e.g., U.S. Air Force. 2004). A narrative
synthesis of 21 studies found that 4.2 percent to 7.3 percent of active duty military (ADM)
females had experienced a military sexual assault, while 11 percent to 48 percent of female
veterans reported having experienced a sexual assault during their time in the military
(Goldzweig et al., 2006). One of the studies included was a nationally representative sample of
veterans (Skinner et al., 2000), which found a 23 percent prevalence of MSA among females. A
sample of female reservists (Street et al., 2003) also found a 23 percent prevalence of MSA. The
greater prevalence among veterans and reservists than among current ADM females may be
related to a reluctance to report sexual assault while pursuing a military career; there may also be
differences in cohort experiences, with current ADM females experiencing less sexual assault
than their counterparts who were on active duty at an earlier point in time. The latter
interpretation is somewhat supported by the fact that a higher percentage of ADM females
reported sexual assault and sexual harassment in a 1995 survey than did in 2002 (Lipari and
Lancaster, 2003). In addition, some of the veteran cohorts (e.g., Yaeger et al., 2006) consisted of
females who were seeking medical or psychiatric services (prevalence by type of service not
reported), and these are females who would be expected to have increased PTSD prevalence.
Indeed, 41 percent of the 896 female veterans studied by Yaeger and colleagues reported having
experienced sexual assault while in the military.

' In some papers and reports the term military sexual trauma (MST) is used.
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By contrast, Campbell and Raja (2005), using a convenience sample of primarily African-
American veterans or reservists from a VA women’s clinic, found a 15 percent prevalence of
MSA. This study is noteworthy for being one of the few to actually describe the type of MSA.
Among the 104 females who reported that they were sexually assaulted while in military service,
13 percent reported sexual assault from a marital partner and 8 percent from a date, which
highlights a type of MSA that is not usually considered. Eighty-two percent of the perpetrators in
the MSAs were military peers or supervisors. The females in this sample also reported a great
deal of secondary victimization by the military and by the VA system, an experience that is
known to make the PTSD symptoms worse. Two other studies found subsequent secondary
victimization and sexual harassment, exposing the women to additional trauma over and above
rape and combat (Fontana and Rosenheck, 1998; Murdoch et al., 2006). Social support from
family and friends was an important factor influencing whether and how PTSD developed in the
women examined in these studies.

The synthesis by Goldzweig and colleagues (2006) found a 55 percent to 79 percent
prevalence of sexual harassment for females while in military service across the 21 studies it
reviewed, but two other efforts found a somewhat lower prevalence of sexual harassment: 46
percent in a small convenience sample of Gulf War I veterans (Wolfe et al., 1998), and 24
percent in a more representative DOD survey of active duty personnel in 2002 (Lipari and
Lancaster, 2003). Kang and associates found that among soldiers in the Gulf War I theatre,
sexual harassment contributed to PTSD over and above sexual assault both for males (with an
adjusted odds ratio [aOR] equal to 4.26) and for females (aOR = 2.52), although the harassment
occurred much more often for females (Kang et al., 2005).

It is recognized that the circumstances of military service may create barriers to reporting
sexual assault above and beyond those extant in other sectors of the population. A 2004 U.S. Air
Force report, addressing information for that service only, noted:

Available evidence suggests that the majority of sexual assaults occurring in the Air
Force might not be reported. . . . Air Force victims face numerous real or perceived
reporting barriers. The lack of privacy/confidentiality is the most frequently cited barrier
to reporting. Other barriers include stigma, fear, or shame; fear of disciplinary action
because of a victim’s misconduct; fear of being reduced in the eyes of one’s
commander/colleagues; fear of re-victimization; and fear of perceived operational
impacts, including loss of security clearances, effect on training, and impact on overseas
deployments. (U.S. Air Force, 2004; pg. 10)

The same report noted that “these barriers can have a significant impact on sexual assault
reporting rates” (p. 42).

Relationship of Sexual Assault and PTSD

Sexual-assault experiences were strongly associated with PTSD in both civilian and military
cohorts. In one of the few large-sample studies (2,131 females; 9,310 males) to examine the
strength of the association between combat exposure and sexual assault in male and female
veterans, Kang and associates found that MSA increased the risk of PTSD among a
representative sample of Gulf War I veterans by an adjusted odds ratio of 5.41, when controlling
for other covariates, including combat status (Kang et al., 2005). MSA increased the risk of
developing PTSD among males to a greater degree than among females (aOR = 6.21), although
MSA occurred in only 0.2 percent of the males compared to 3.3 percent of females while in
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theater. In a less representative sample of 327 female veterans being treated in a VA clinical
program for women with stress disorders, military sexual stress was four times stronger as an
etiological factor in the development of PTSD than military stress (Fontana and Rosenheck,
2006). Of those 327 women being treated for stress, 63 percent had been exposed to sexual
harassment, 43 percent had been raped, and 12 percent had been exposed to enemy fire. Another
study, this one of a convenience sample of female veterans using medical or mental-health
services in the Texas area, found that the association of PTSD with MSA for female veterans
(aOR = 9) was stronger than the association of PTSD with childhood sexual assault (aOR = 7) or
with civilian adult sexual assault (aOR = 5) (Suris et al., 2004). Yeager and associates (2006)
also found MSA associated with PTSD over and above other trauma in a similar sample from the
Los Angeles area. However, neither of the last two studies offered any comparison with combat
trauma, and it is unclear how much combat exposure those cohorts experienced.

In the Kang analysis (2005), the risk for PTSD associated with high combat level was
slightly greater for males (aOR = 4.45) than for females (aOR = 4.03), with males more likely to
have combat experience. Murdoch and associates (2006) found a similar relationship of MSA
versus combat exposure for females in a representative sample of 1,655 male and 1,682 female
veterans who had filed PTSD claims between 1985 and 1998. The sample represented 54 percent
of the females who had filed such claims compared to 1.7 percent of the males. For females,
MSA was a stronger predictor of PTSD than was combat history (MSA: F = 51.6; 3.1 percent
variance explained; combat history: F = 26.1; 1.6 percent variance explained). However, the
opposite situation was true for males, with combat history (F = 45.4; 2.7 percent variance
explained) a much stronger factor than sexual assault (F = 4.7; 0.3 percent variance explained).
Prevalence of in-service sexual assault for females who had filed PTSD claims was 71 percent,
while for males who filed PTSD claims it was only 4 percent; by contrast, combat exposure was
reported by 30 percent of the females and 94 percent of the males. The difference in reported
MSA in females between the Kang (3.3 percent) and Murdoch (71 percent) studies is striking,
and it can be partially explained by the difference in samples (a representative cohort sample
versus females filing claims for PTSD) and partly explained by the Kang use of MSA “in
theatre” while Murdoch used MSA in the more generic sense (any sexual assault while in ADM
service). The degree of specificity in measurements and the comparisons between males and
females make these two studies extremely helpful in illuminating the intersections of military
sexual trauma and combat in the development of PTSD, but neither study differentiated between
the prevalence of MSA while in theatre compared to other MSA.

PTSD Comorbidities and Recovery for Female Veterans

In all of the studies of female veterans, PTSD symptoms and PTSD diagnoses were
associated with comorbidities such as depression, substance abuse, smoking, and physical health
problems (e.g., Dobie et al., 2004) as well as with increased medical utilization (Dobie et al.,
2006). In the only study found to address the issue, Murdoch and associates (2003) found that a
significantly smaller percentage of females (52 percent) as compared to males (71 percent) had
their PTSD deemed to be service connected This was primarily related to the lower rates of
combat exposure among females, with their increased rates of sexual trauma apparently not
being taken into account. When military sexual assault was substantiated in the claims file,
service-connected PTSD determinations increased substantially (Murdoch, 2006). Unfortunately,
there are huge barriers to women being able to independently substantiate their experiences of
MSA, especially in a combat arena.
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In the few studies of recovery from PTSD for female veterans, post-military social support
from family and friends was found to be an important factor in recovery (King et al., 1998) as
well as a protective agent against the development of PTSD (Fontana and Rosenheck, 1998). The
study by King and colleagues (1998) also found that hardiness and additional negative life events
postwar were additional factors affecting recovery. In a somewhat similar vein, Fontana and
Rosenheck (2006) in a later study found that female veterans were more comfortable in a
specialized treatment program for women; it increased their participation (attendance and
commitment), but had no effect on outcomes. Studies of PTSD treatment for female veterans are
badly needed—and, fortunately, underway—but it is unclear if the current studies will have
samples that are sufficiently large to disentangle the differential treatment effects for women
whose trauma is primarily military sexual assault versus those whose trauma is primarily combat
or to determine if multiple traumas are part of the etiology of the PTSD experience.

Conclusions and Continuing Issues

Although there has been increasing attention paid to women in the military, to their
experiences with both combat trauma and sexual trauma, to their increased vulnerability to PTSD
and its comorbidities, and to their need for gender-specific PTSD treatment, research is only
beginning to illuminate some of the issues involved.

Very little research exists on the subject of PTSD compensation and female veterans. What
information is available suggests that female veterans are less likely to receive service
connection for PTSD and that this is a consequence of the relative difficulty of substantiating
exposure to non-combat traumatic stressors—notably, military sexual assault. The committee
notes that PTSD training and reference materials for raters (VBA, 2005) address MSA but that
scant attention is paid to the challenges of documenting it as an in-service stressor or to
approaches to addressing this problem.'® In contrast, a great deal of guidance is given on various
service medals and devices that can be used to support PTSD claims and on how to use DOD
resources to corroborate possible combat-related traumatic exposures.

The committee believes that it is important to gain a better understanding of the sources of
gender disparity in awards for PTSD service connection and to better substantiate MSA-related
traumas in both women and men when they do occur. The committee therefore makes the
following recommendations:

1. The VBA should conduct more detailed data gathering on the determinants of service
connection and ratings level for MSA-related PTSD claims, including the gender-specific
coding of MSA-related traumas for analysis purposes.

2. The VBA should develop and disseminate reference materials for raters that more
thoroughly address the management of MSA-related claims.

3. Training and testing on MSA-related claims should be a part of the certification program
addressed in Chapter 4 for raters who deal with PTSD claims.

The committee observes that appropriate management of MSA-related claims begins with the
proper documentation of incidents that occur during active service. Therefore, improved training
of military medical and nursing personnel on how to document and collect evidence regarding

'® The slides accompanying the instructor’s materials for the rater’s PTSD training do address PTSD secondary to
sexual or personal trauma (VBA 2005a,c), but this is a one-time, six-hour class.
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sexual assault is needed. Civilian sector SANE'” and Forensic Nursing programs are models for
such training. The committee also observes that more research is needed on the as yet
unexplained gender differences in vulnerability to PTSD, which could help identify useful sex-
specific approaches to prevention and treatment, and on more effective means for preventing
military sexual assault and sexual harassment.

FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS

On the basis of the review of the papers, reports, and other information presented in this
chapter, the committee has reached the following findings, conclusions, and recommendations,
and identified the following research needs.

Findings and Conclusions

e The most effective strategy for dealing with problems with self-reports of traumatic
exposure is to ensure that a comprehensive, consistent, and rigorous process is used
throughout the VA to verify veteran-reported evidence.

e In the absence of a definitive measure, the most effective way to detect inappropriate
claims is to require a consistent and comprehensive state-of-the-art examination and
assessment that allows the time to conduct appropriate testing in those specific
circumstances where the examining clinician believes it would inform the assessment.

e Research reviewed by the committee indicates that PTSD compensation does not, in
general, serve as a disincentive to seeking treatment.

e [t is not appropriate to require across-the-board periodic reexaminations for veterans with
PTSD service-connected disability.

Recommendations

e VA should consider instituting a set, long-term minimum level of benefits that would be
available to any veteran with service-connected PTSD at or above some specified rating
level without regard to that person’s state of health at a particular point in time after the
C&P examination.

e The determination of whether and when reevaluations of PTSD beneficiaries are carried
out should be made on a case-by-case basis using information developed in a clinical
setting. Specific guidance on the criteria for such decisions should be established so that
these can be administered in a fair and consistent manner.

e The VBA should conduct more detailed data gathering on the determinants of service
connection and ratings level for military sexual assault (MSA)-related PTSD claims,
including the gender-specific coding of MSA-related traumas for analysis purposes.

e The VBA should develop and disseminate reference materials for raters that more
thoroughly address the management of MSA-related claims. Training and testing on
MSA-related claims should be a part of the certification program addressed in Chapter 4
for raters who deal with PTSD claims.

" The Sexual Assault Nurse Examiner (SANE) program was developed with funding from the U.S. Department of
Justice to provide advanced education in the forensic examination of sexual assault victims (Ledray, 1999).
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e More research is needed on the as yet unexplained gender differences in vulnerability to
PTSD, which could help identify useful sex-specific approaches to prevention and
treatment, and on more effective means for preventing military sexual assault and sexual
harassment.
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7
General Observations

In addition to answering specific questions posed in the charge, the committee wishes to
make some general observations that flow from its examination of VA’s PTSD disability-
compensation system. This final chapter of the report addresses these items, which deal with the
overall conduct of the system.

There are three general observations that capture the committee’s thinking on the issue of
PTSD disability compensation practices.

1. The key to proper administration of VA’s PTSD compensation program is a
thorough C&P clinical examination conducted by an experienced professional. This echoes
the conclusion of an earlier Institute of Medicine (IOM) committee that examined issues
regarding the diagnosis and assessment of PTSD. That committee found:

[A]n optimal assessment of a patient consists of a face-to-face interview in a confidential
setting with a health professional experienced in the diagnosis of psychiatric disorders. It
is critical that adequate time be allocated for that assessment. Depending on the mental
and physical health of the veteran, the veteran’s willingness and capacity to work with
the health professional, and the presence of comorbid disorders, the process of diagnosis
and assessment will likely take at least an hour or could take many hours to complete
(I0M, 2006).

Many of the problems and issues identified by the committee in previous chapters can be
addressed by consistently allocating and applying the time and resources needed for a thorough
PTSD C&P clinical examination. This measure will facilitate:

more comprehensive and consistent assessment of veteran reports of exposure to trauma;
more complete assessment of the presence and impact of comorbid conditions;

the conduct of standardized psychological testing where appropriate;

more accurate assessment of the social and vocational impacts of identified disabilities;
evaluation of any suspected malingering or dissembling using multiple strategies
including standardized tests, if appropriate, and clinical face-to-face assessment;

7-1
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e more detailed documentation of the claimant’s condition to inform the rater’s decision
(and thus potentially lead to better and more consistent decisions); and

e an informed, case-specific determination of whether reexamination is appropriate and, if
so, when.

The committee recognizes the sometimes difficult circumstances under which VA
professionals operate, and this conclusion should not be read as a criticism of the work they are
doing. Indeed, the committee was impressed by the scholarship and dedication of these people
who gave presentations in open meetings and responded to the committee’s questions. Still,
anecdotal remarks to the committee suggest that not all evaluations are currently performed in a
thorough manner.

The VA may well incur increased up-front costs by implementing more consistently detailed
examinations for all veterans who present for initial and review C&P evaluations for PTSD. It is
not possible, though, to make an informed estimate of what the additional costs may be because
the total will depend on many variables whose values are not available or are difficult to derive
from public sources—notably, the time currently spent on examinations and the costs associated
with those examinations. Further uncertainty is introduced by the fact that a change in policies
regarding the exams may lead to changes in the number and characteristics of claimants.

As noted in Chapter 6, information available to the committee indicates that clinicians
currently spend from as little as 20 minutes (Arbisi, 2006) to as much as three hours or more
(Watson et al., 2000) to conduct a PTSD C&P examination. There are no data characterizing the
distribution of time spent or the average amount of time spent on examinations, and the broad
range between the lowest and the highest figures—at least a nine-fold difference—makes
bounding calculations relatively uninformative. Without a figure for the amount of time currently
spent, it is not possible to confidently estimate how the amount of time devoted to an
examination might change.

Based on 2003 data, the cost of an average C&P examination—whether administered by VA
or by QTC Management Inc.—was $400 (GAO, 2005). This figure excluded the costs of testing,
laboratory work, diagnostic imaging, and the like. According to the 2006 VA Office of the
Inspector General report on state variances in disability ratings, QTC was receiving $590 per
examination two years later—a 48 percent increase, assuming that the figures are comparable
(DVA, 2005). Even if these data could be used to project the future cost of an examination, the
fact that they represent an overall average makes them uninformative for psychiatric
examinations because these examinations “are substantially more expensive than examinations
by other specialties” (Commission on Health and Safety and Workers” Compensation, 1993).
Private-sector figures are similarly inadequate because the pricing of services there typically
includes an assumption that there will be less than 100 percent cost recovery.

A 2006 GAO report noted that even the VA had difficulty estimating the cost of changes to
their mental health policy, indicating that the Department does not track expenditures in a way
that allows such analysis (GAO, 2006).

Data vital to constructing an informed estimate are thus unavailable. The committee believes
it would be irresponsible to offer a number that is not well-founded because it might influence
decision-making. Instead, it recommends that VA collect and make the information to perform
such an estimate available so that the impact of conducting more uniformly thorough
examinations can be fairly and openly evaluated.
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The committee is also aware that a policy change of this type may present challenges for the
administration of exams conducted on a contractual basis, where specificity in the time spent,
tests to be performed, and the like is desirable. The committee observes that the conscientious
application of clinical judgment in the face of a diverse claimant population does not easily lend
itself to standardization. Innovative approaches will need to be developed and tested in order to
identify the best means of granting clinicians claimant-specific discretion in the conduct of the
exam.

It is not possible to say with any degree of certainty whether an initial examination that is
more consistently thorough would result in an overall cost benefit for VA. Historic patterns of
PTSD compensation grants for cohorts such as Vietnam veterans may or may not be useful in
predicting trends among Operation Iraqi Freedom/Operation Enduring Freedom (OIF/OEF)
veterans. The nature of military-related stressors and pre- and postwar social and economic
conditions is considerably different from earlier service periods. In the absence of a postwar
economic boom, peaks for delayed-onset cases may emerge sooner than those observed for
previous cohorts. Whether variation in these factors will affect PTSD expression and
compensation-seeking behavior—and, if so, to what degree—is not known.

At first glance one might expect that a front-end investment in more consistently thorough
examinations would lead to cost savings because it would decrease false-positive awards or
inappropriately high ratings. However, even if this were the case, this savings could be offset by
a concomitant decrease in false-negative denials and inappropriately low ratings. There are,
however, other opportunities for reducing long-term costs. Having fewer incorrect or incomplete
evaluations should, for example, result in fewer challenges of examination results and ratings
decisions—and fewer successful challenges. More consistently thorough evaluations will also
allow the generation of information needed to identify and focus on problem areas in the system.
Finally, VA could realize cost savings if a more-thorough screening of cases led to earlier and
presumably more effective secondary intervention, which in turn might result in reduced lifetime
functional impairment and less compensation paid over the lifetime of a recipient.

More comprehensive evaluations may also yield another benefit: greater claimant
satisfaction. A thorough examination by a caring professional will help demonstrate VA’s
commitment to providing help to veterans in need. If the committee’s recommendations are
followed, this will be coupled with more consistent ratings determinations rendered by VA staff
certified to handle PTSD claims. While the C&P decisions coming out of such evaluations will
not necessarily be more favorable to the claimant, he or she will have greater confidence that
they were made as a result of a careful, even-handed consideration of the evidence and this may
lead to greater acceptance of the results.

2. An informed evaluation of the PTSD compensation system will not be possible until
VA implements a comprehensive data collection, analysis, and publication effort. The report
identifies a number of instances where there are gaps in the data and in the research literature
regarding PTSD disability compensation issues and offers some specific recommendations to
address them. However, some data sought by the committee were not available because they
were in various cases not collected, not coded, collected but not retained, annotated only in
hardcopy files rather than placed in a database, or spread among the VBA and the VHA
databases in ways that made retrieval and integration difficult or impossible, or due to a
combination of these conditions. The data are handled this way because they are being collected
for disparate purposes—the VBA data being primarily associated with the actuarial
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documentation of the delivery of compensation while the VHA data are used to fulfill its mission
as a health care delivery network.

The committee believes that an informed evaluation of the PTSD compensation system will
not be possible until VA implements a comprehensive and integrated data collection, analysis,
and publication effort. This effort should be focused on data useful to research, policy, and
planning purposes. It will allow VA to:

e cvaluate inter-rater reliability and generate information that can be used to promote the
accuracy and validity of ratings;

e more easily determine whether examinations and benefits are being properly and
consistently managed throughout the VA system;

o establish whether there are subsections of the population that differ in ways that require
the particular attention of the system (such as the elderly, certain racial or ethnic groups,
female veterans, those just returning from combat, those with relatively low or with high
levels of disability, those with particular comorbidities, and the like); and, most
importantly;

e cvaluate what is working and what isn’t and determine where resources should be
focused.

More widely and systematically collecting data for research, policy, and planning purposes
and assembling these data in more user-friendly forms will allow VA to better conduct the kinds
of analyses needed to make informed decisions about the scope and magnitude of the problems
that exist within the PTSD disability compensation system and the best approaches to addressing
them, as well as to better project the resources needed to serve future veteran populations.

3. One cannot look at the effect of compensation in isolation. The VA offers a range of
other services to veterans with service-related disabilities that is unmatched by civilian benefits
systems. These veterans services include compensation, pension, comprehensive medical care,
vocational rehabilitation, employment counseling, education and training, home loans, housing
assistance, and other supports to veterans and their families.' It is beyond the scope of this
committee to make recommendations regarding the general conduct of the VA benefits and
services program. However, the committee notes that a complete evaluation of the strategies for
reducing disincentives and maximizing incentives for achieving optimal mental functioning
would have to include an examination of the roles and coordination of all of these services. VA
has some experience with a more integrated evaluation of veteran’s needs and delivery of
services through VBA’s Vocational Rehabilitation and Employment (VR&E) Service. However,
problems have been identified with this program (DVA, 2004) and coordination between VBA-
and VHA-administered services is limited. There are currently no processes in place for
individual case planning and management, integration of services, or evaluation of opportunities
to provide incentives for improvement in health and function. Further, VA does not
systematically collect the information needed to evaluate the effectiveness of their PTSD
treatment programs and other benefits in promoting return to function. Having these data would
facilitate the determination of the best ways to deploy the full spectrum of VA services to meet
the needs of individual claimants. The IOM report A 21° Century System for Evaluating
Veterans for Disability Benefits, which will be released in summer 2007, offers

! More severely disabled veterans are eligible for additional and greater benefits, depending on the nature of their
disability.
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recommendations regarding a more integrated approach to the provision of benefits (IOM, 2007).
In late summer 2007, a second IOM report on PTSD treatment will focus on this component of
the benefits system.

VA has the opportunity to adopt a broader vision of benefits provision and the committee
believes that PTSD may be a good test case for an integrated benefits approach. In developing
such an approach, one component might be a rethinking of the rules for access to VA mental
health care. The VA already offers some veterans access to their services without seeking or
receiving a service connection® and should evaluate the feasibility of expanding such access—
decoupling the seeking of PTSD disability through the C&P system from some form of priority
access to VHA-provided mental health services. To be sure, there are already capacity
constraints on this system, but the committee believes that if it were possible to provide a path to
treatment that did not involve C&P review, it would enhance opportunities for recovery and
wellness.

In conclusion, the committee is acutely aware that resource constraints—both funds and
staff—limit the ability of VA to deliver services and force difficult decisions on allocations
among vital efforts. It believes that increases in the number of veterans seeking and receiving
disability benefits for PTSD, the prospect of a large number of veterans of Operation Iraqi
Freedom and Operation Enduring Freedom entering the system, and the profound impact of the
disorder on the nation’s veterans make changes in PTSD C&P policy a priority deserving of
special attention and action by the VA and the Congress.
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Appendix B
Federal Regulations Related to VA
Compensation of PTSD and Other Mental
Disorders

TITLE 38: PENSIONS, BONUSES, AND VETERANS’ RELIEF
Part 4—Schedule for Rating Disabilities

Subpart B—Disability Ratings

Mental Disorders

§ 4.125 Diagnosis of mental disorders

(a) If the diagnosis of a mental disorder does not conform to DSM-IV or is not supported by the
findings on the examination report, the rating agency shall return the report to the examiner to
substantiate the diagnosis.

(b) If the diagnosis of a mental disorder is changed, the rating agency shall determine whether
the new diagnosis represents progression of the prior diagnosis, correction of an error in the prior
diagnosis, or development of a new and separate condition. If it is not clear from the available
records what the change of diagnosis represents, the rating agency shall return the report to the
examiner for a determination.

(Authority: 38 U.S.C. 1155)
[61 FR 52700, Oct. 8, 1996]

§ 4.126 Evaluation of disability from mental disorders

(a) When evaluating a mental disorder, the rating agency shall consider the frequency, severity,
and duration of psychiatric symptoms, the length of remissions, and the veteran’s capacity for
adjustment during periods of remission. The rating agency shall assign an evaluation based on all
the evidence of record that bears on occupational and social impairment rather than solely on the
examiner’s assessment of the level of disability at the moment of the examination.

(b) When evaluating the level of disability from a mental disorder, the rating agency will
consider the extent of social impairment, but shall not assign an evaluation solely on the basis of
social impairment.

B-1

Copyright © National Academy of Sciences. All rights reserved.



PTSD Compensation and Military Service
http://lwww.nap.edu/catalog/11870.html

B-2 PTSD COMPENSATION AND MILITARY SERVICE

(c) Delirium, dementia, and amnestic and other cognitive disorders shall be evaluated under the
general rating formula for mental disorders; neurologic deficits or other impairments stemming
from the same etiology (e.g., a head injury) shall be evaluated separately and combined with the
evaluation for delirium, dementia, or amnestic or other cognitive disorder (see §4.25).

(d) When a single disability has been diagnosed both as a physical condition and as a mental
disorder, the rating agency shall evaluate it using a diagnostic code which represents the
dominant (more disabling) aspect of the condition (see §4.14).

(Authority: 38 U.S.C. 1155)
[61 FR 52700, Oct. 8, 1996]

§ 4.128 Convalescence ratings following extended hospitalization

If a mental disorder has been assigned a total evaluation due to a continuous period of
hospitalization lasting six months or more, the rating agency shall continue the total evaluation
indefinitely and schedule a mandatory examination six months after the veteran is discharged or
released to nonbed care. A change in evaluation based on that or any subsequent examination
shall be subject to the provisions of §3.105(e) of this chapter.

(Authority: 38 U.S.C. 1155)
[61 FR 52700, Oct. 8, 1996]

§ 4.129 Mental disorders due to traumatic stress

When a mental disorder that develops in service as a result of a highly stressful event is severe
enough to bring about the veteran’s release from active military service, the rating agency shall
assign an evaluation of not less than 50 percent and schedule an examination within the six
month period following the veteran’s discharge to determine whether a change in evaluation is
warranted.

(Authority: 38 U.S.C. 1155)
[61 FR 52700, Oct. 8, 1996]

§ 4.130 Schedule of ratings—mental disorders

The nomenclature employed in this portion of the rating schedule is based upon the Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition, of the American Psychiatric
Association (DSM-IV). Rating agencies must be thoroughly familiar with this manual to
properly implement the directives in §4.125 through §4.129 and to apply the general rating
formula for mental disorders in §4.130. The schedule for rating for mental disorders is set forth
as follows:
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9201 Schizophrenia, disorganized type

9202 Schizophrenia, catatonic type

9203 Schizophrenia, paranoid type

9204 Schizophrenia, undifferentiated type

9205 Schizophrenia, residual type; other and unspecified types

9208 Delusional disorder

9210 Psychotic disorder, not otherwise specified (atypical psychosis)
9211 Schizoaffective disorder

Delirium, Dementia, and Amnestic and Other Cognitive Disorders
9300 Delirium
9301 Dementia due to infection (HIV infection, syphilis, or other systemic or
intracranial infections)
9304 Dementia due to head trauma
9305 Vascular dementia
9310 Dementia of unknown etiology
9312 Dementia of the Alzheimer’s type
9326 Dementia due to other neurologic or general medical conditions
(endocrine disorders, metabolic disorders, Pick’s disease, brain tumors,
etc.) or that are substance-induced (drugs, alcohol, poisons)
9327 Organic mental disorder, other (including personality change due to a
general medical condition)

9400 Generalized anxiety disorder

9403 Specific (simple) phobia; social phobia
9404 Obsessive compulsive disorder

9410 Other and unspecified neurosis

9411 Post-traumatic stress disorder

9412 Panic disorder and/or agoraphobia

9413 Anxiety disorder, not otherwise specified

9416 Dissociative amnesia; dissociative fugue; dissociative identity disorder
(multiple personality disorder)
9417 Depersonalization disorder

9421 Somatization disorder

9422 Pain disorder

9423 Undifferentiated somatoform disorder
9424 Conversion disorder

9425 Hypochondriasis
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Mood Disorders
9431 Cyclothymic disorder
9432 Bipolar disorder
9433 Dysthymic disorder
9434 Major depressive disorder
9435 Mood disorder, not otherwise specified

9440 Chronic adjustment disorder
General Rating Formula for Mental Disorders:

Total occupational and social impairment, due to 100
such symptoms as: gross impairment in thought
processes or communication; persistent delusions
or hallucinations; grossly inappropriate behavior;
persistent danger of hurting self or others;
intermittent inability to perform activities of
daily living (including maintenance of minimal
personal hygiene); disorientation to time or
place; memory loss for names of close relatives,
own occupation, Or OWN NAME. . ...ttt neeeeennnnn.

Occupational and social impairment, with 70
deficiencies in most areas, such as work, school,
family relations, judgment, thinking, or mood, due
to such symptoms as: suicidal ideation;
obsessional rituals which interfere with routine
activities; speech intermittently illogical,
obscure, or irrelevant; near-continuous panic or
depression affecting the ability to function
independently, appropriately and effectively;
impaired impulse control (such as unprovoked
irritability with periods of violence); spatial
disorientation; neglect of personal appearance and
hygiene; difficulty in adapting to stressful
circumstances (including work or a worklike
setting); inability to establish and maintain
effective relationships. ...ttt iinnnnn.

Occupational and social impairment with reduced 50
reliability and productivity due to such symptoms
as: flattened affect; circumstantial,
circumlocutory, or stereotyped speech; panic
attacks more than once a week; difficulty in
understanding complex commands; impairment of
short- and long-term memory (e.g., retention of
only highly learned material, forgetting to
complete tasks); impaired judgment; impaired
abstract thinking; disturbances of motivation and
mood; difficulty in establishing and maintaining
effective work and social relationships...........

Occupational and social impairment with occasional 30
decrease in work efficiency and intermittent
periods of inability to perform occupational tasks
(although generally functioning satisfactorily,
with routine behavior, self-care, and conversation
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normal), due to such symptoms as: depressed mood,
anxiety, suspiciousness, panic attacks (weekly or
less often), chronic sleep impairment, mild memory
loss (such as forgetting names, directions, recent
LT = 0 =
Occupational and social impairment due to mild or 10
transient symptoms which decrease work efficiency
and ability to perform occupational tasks only
during periods of significant stress, or; symptoms
controlled by continuous medication...............
A mental condition has been formally diagnosed, but 0
symptoms are not severe enough either to interfere
with occupational and social functioning or to
require continuous medication..........coiiiiien...

(Authority: 38 U.S.C. 1155)
[9, Oct. 8, 1996]
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Appendix C
Automated Medical Information Exchange
(AMIE) Worksheets for Initial and Review
Examinations for PTSD

As noted in Chapter 4, the Veterans Benefits Administration (VBA) of the Department of
Veterans Affairs has developed Automated Medical Information Exchange (AMIE) worksheets
to help focus C&P examinations. The worksheets are prompts designed to ensure that clinician-
examiners gather all of the information that a VBA rating specialist will need to rate a claim.

What follows are reproduced verbatim from the most current PTSD initial and review
evaluation worksheets posted to the VA website (http://www.vba.va.gov/bln/21/Benefits/
exams/index.htm) at the time this report was completed. The website notes that these were last
changed February 9, 2005. Bold, italics and all-caps emphasis formatting are retained from the
source text.

C-1
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INITIAL EVALUATION FOR POST-TRAUMATIC STRESS DISORDER

(PTSD)
# 0910 Worksheet
Name: SSN:
Date of Exam: C-number:

Place of Exam:

The following health care providers can perform initial examinations for PTSD.

a board-certified or board “eligible” psychiatrist;

a licensed doctorate-level psychologist;

a doctorate-level mental health provider under the close supervision of a board-certified or
board eligible psychiatrist or licensed doctorate-level psychologist

a psychiatry resident under close supervision of a board certified or board eligible psychiatrist
or licensed doctorate-level psychologist; or

a clinical or counseling psychologist completing a one-year internship or residency (for
purposes of a doctorate-level degree) under close supervision of a board-certified or board
eligible psychiatrist or licensed doctorate-level psychologist.

A. Identifying Information:
e age
e ethnic background
e era of military service
o reason for referral (original exam to establish PTSD diagnosis and related psychosocial
impairment; re-evaluation of status of existing service-connected PTSD condition)

B. Sources of Information:
o records reviewed (C-file, DD-214, medical records, other documentation)
e review of social-industrial survey completed by social worker
e statements from collaterals
o administration of psychometric tests and questionnaires (identify here)

C. Review of Medical Records:
1. Past Medical History:
a. Previous hospitalizations and outpatient care.
b. Complete medical history is required, including history since discharge from military
service.
c. Review of Claims Folder is required on initial exams to establish or rule out the
diagnosis.
2. Present Medical History - over the past one year.
a. Frequency, severity and duration of medical and psychiatric symptoms.
b. Length of remissions, to include capacity for adjustment during periods of remissions.
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D. Examination (Objective Findings):
Address each of the following and fully describe:

History (Subjective Complaints):
Comment on:

Premilitary History (refer to social-industrial survey if completed)

describe family structure and environment where raised (identify constellation of family
members and quality of relationships)

quality of peer relationships and social adjustment (e.g., activities, achievements, athletic
and/or extracurricular involvement, sexual involvements, etc.)

education obtained and performance in school - employment

legal infractions

delinquency or behavior conduct disturbances

substance use patterns

significant medical problems and treatments obtained

family psychiatric history

exposure to traumatic stressors (see CAPS trauma assessment checklist)

summary assessment of psychosocial adjustment and progression through developmental
milestones (performance in employment or schooling, routine responsibilities of self-
care, family role functioning, physical health, social/interpersonal relationships,
recreation/leisure pursuits).

Military History

branch of service (enlisted or drafted)

dates of service

dates and location of war zone duty and number of months stationed in war zone
Military Occupational Specialty (describe nature and duration of job(s) in war zone)
highest rank obtained during service (rank at discharge if different)

type of discharge from military

substance use and consequences of substance use

describe routine combat stressors veterans was exposed to (refer to Combat Scale)
combat wounds sustained (describe)

clearly describe specific stressor event(s) veteran considered particularly traumatic,
particularly, if the stressor is a type of personal assault, including sexual assault, provide
information, with examples, if possible.

indicate overall level of traumatic stress exposure (high, moderate, low) based on
frequency and severity of incident exposure

citations or medals received

disciplinary infractions or other adjustment problems during military

NOTE: Service connection for post-traumatic stress disorder (PTSD) requires medical evidence
establishing a diagnosis of the condition that conforms to the diagnostic criteria of DSM-IV,
credible supporting evidence that the claimed in-service stressor actually occurred, and a link,
established by medical evidence, between current symptomatology and the claimed in-service
stressor. It is the responsibility of the examiner to indicate the traumatic stressor leading to
PTSD, if he or she makes the diagnosis of PTSD.
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A diagnosis of PTSD cannot be adequately documented or ruled out without obtaining a detailed
military history and reviewing the claims folder. This means that initial review of the folder prior
to examination, the history and examination itself, and the dictation for an examination initially
establishing PTSD will often require more time than for examinations of other disorders. Ninety
minutes to two hours on an initial exam is normal.

Post-Military Trauma History (refer to social-industrial survey if completed)
e describe post-military traumatic events (see CAPS trauma assessment checklist)
o describe psychosocial consequences of post-military trauma exposure(s) (treatment
received, disruption to work, adverse health consequences)

Post-Military Psychosocial Adjustment (refer to social-industrial survey if completed) -

o legal history (DWIs, arrests, time spent in jail)

e educational accomplishment

o employment history (describe periods of employment and reasons)

o marital and family relationships (including quality of relationships with children)

o degree and quality of social relationships

e activities and leisure pursuits

e substance use and consequences of substance use

o significant medical disorders (resulting pain or disability; current medications)

e treatment history for significant medical conditions, including hospitalizations

e history of inpatient and/or outpatient psychiatric care (dates and conditions treated)

e history of assaultiveness

e history of suicide attempts

e summary statement of current psychosocial functional status (performance in
employment or schooling, routine responsibilities of self care, family role functioning,
physical health, social/interpersonal relationships, recreation/leisure pursuits)

E. Mental Status Examination
Conduct a mental status examination aimed at screening for DSM-IV mental disorders. Describe
and fully explain the existence, frequency and extent of the following signs and symptoms, or
any others present, and relate how they interfere with employment and social functioning:
e Impairment of thought process or communication.
e Delusions, hallucinations and their persistence.
o Eye Contact, interaction in session, and inappropriate behavior cited with examples.
e Suicidal or homicidal thoughts, ideations or plans or intent.
e Ability to maintain minimal personal hygiene and other basic activities of daily living.
e Orientation to person, place and time.
e Memory loss, or impairment (both short and long-term).
e Obsessive or ritualistic behavior which interferes with routine activities.
o Rate and flow of speech (note any irrelevant, illogical, or obscure speech patterns and
whether constant or intermittent.)
o Panic attacks noting the severity, duration, frequency and effect on independent
functioning and whether clinically observed or good evidence of prior clinical or
equivalent observation is shown.
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e Depression, depressed mood or anxiety.

e Impaired impulse control and its effect on motivation or mood.

o Sleep impairment and describe extent it interferes with daytime activities.
e Other disorders or symptoms and the extent they interfere with activities

F. Assessment of PTSD

o identify the primary stressor or stressors

o state whether or not the stressor meets the DSM-IV stressor criterion

o identify behavioral, cognitive, social, affective, or somatic changes veteran attributes to
stress exposure

e describe specific PTSD symptoms present (symptoms of trauma re-experiencing,
avoidance/numbing, heightened physiological arousal, and associated features [e.g.,
disillusionment and demoralization])

o specify onset, duration, typical frequency, and severity of symptoms

o state whether or not the current symptoms are linked to the identified stressor or stressors

G. Psychometric Testing Results

o provide psychological testing if deemed necessary

e provide specific evaluation information required by the rating board or on a BVA
Remand.

o comment on validity of psychological test results

e provide scores for PTSD psychometric assessments administered

o state whether PTSD psychometric measures are consistent or inconsistent with a
diagnosis of PTSD, based on normative data and established “cutting scores” (cutting
scores that are consistent with or supportive of a PTSD diagnosis are as follows: PCL >
50; Mississippi Scale > 107; MMPI PTSD subscale a score > 28; MMPI code type: 2-8 or

2-7-8)

o state degree of severity of PTSD symptoms based on psychometric data (mild, moderate,
or severe)

e describe findings from psychological tests measuring problems other than PTSD (MMPI,
etc.)

H. Diagnosis:
1. The Diagnosis must conform to DSM-IV and be supported by the findings on the
examination report.
2. [If there are multiple mental disorders, discuss their relationship with PTSD.
3. The evaluation is based on the effects of the signs and symptoms on occupational and
social functioning.
NOTE: VA is prohibited by statute, 38 U.S.C. 1110, from paying compensation for a disability
that is a result of the veteran’s own ALCOHOL OR DRUG ABUSE. However, when a veteran’s
alcohol or drug abuse disability is secondary to or is caused or aggravated by a primary service-
connected disorder, the veteran may be entitled to compensation. See Allen v. Principi, 237 F.3d
1368, 1381 (Fed. Cir. 2001). Therefore, it is important to determine the relationship, if any,
between a service-connected disorder and a disability resulting from the veteran’s alcohol or
drug abuse. Unless alcohol or drug abuse is secondary to or is caused or aggravated by another
mental disorder, you should separate, to the extent possible, the effects of the alcohol or drug
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abuse from the effects of the other mental disorder(s). If it is not possible to separate the effects
in such cases, please explain why.

I. Diagnostic Status
e Axis I disorders
e Axis II disorders
e Axis III disorders
e Axis IV (psychosocial and environmental problems)
e Axis V (GAF score - current)

J. Global Assessment of Functioning (GAF):

NOTE: The complete multi-axial format as specified by DSM-IV may be required by BVA
REMAND or specifically requested by the rating specialist. If so, include the GAF score and
note whether it refers to current functioning. A BVA REMAND may also request, in addition to
an overall GAF score, that a separate GAF score be provided for each mental disorder present
when there are multiple Axis I or Axis II diagnoses and not all are service-connected. If separate
GAF scores can be given, an explanation and discussion of the rationale is needed. If it is not
possible, an explanation as to why not is needed. (See the above note pertaining to alcohol or
drug abuse, the effects of which cannot be used to assess the effects of a service-connected
condition.)

DSM-1V is only for application from 11/7/96 on. Therefore, when applicable note whether the
diagnosis of PTSD was supportable under DSM-III-R prior to that date. The prior criteria under
DSM-III-R are provided as an attachment.

K. Capacity to Manage Financial Affairs: Mental competency, for VA benefits purposes,
refers only to the ability of the veteran to manage VA benefit payments in his or her own best
interest, and not to any other subject. Mental incompetency, for VA benefits purposes, means
that the veteran, because of injury or disease, is not capable of managing benefit payments in his
or her best interest. In order to assist raters in making a legal determination as to competency,
please address the following:

What is the impact of injury or disease on the veteran’s ability to manage his or her financial
affairs, including consideration of such things as knowing the amount of his or her VA benefit
payment, knowing the amounts and types of bills owed monthly, and handling the payment
prudently? Does the veteran handle the money and pay the bills himself or herself?

Based on your examination, do you believe that the veteran is capable of managing his or her
financial affairs? Please provide examples to support your conclusion.

If you believe a Social Work Service assessment is needed before you can give your opinion on
the veteran’s ability to manage his or her financial affairs, please explain why.

L. Other Opinion: Furnish any other specific opinion requested by the rating board or BVA
remand (furnish the complete rationale and citation of medical texts or treatise supporting
opinion, if medical literature review was undertaken). If the requested opinion is medically not
ascertainable on exam or testing please state why. If the requested opinion can not be expressed
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without resorting to speculation or making improbable assumptions say so, and explain why. If
the opinion asks “ ... is it at least as likely as not ... «, fully explain the clinical findings and
rationale for the opinion.

M. Integrated Summary and Conclusions
Describe changes in psychosocial functional status and quality of life following trauma
exposure (performance in employment or schooling, routine responsibilities of self care,

family role functioning, physical health, social/interpersonal relationships,
recreation/leisure pursuits)

Describe linkage between PTSD symptoms and aforementioned changes in impairment in
functional status and quality of life. Particularly in cases where a veteran is unemployed,

specific details about the effects of PTSD and its symptoms on employment are
especially important.
If possible, describe extent to which disorders other than PTSD (e.g., substance use

disorders) are independently responsible for impairment in psychosocial adjustment and

quality of life. If this is not possible, explain why (e.g., substance use had onset after
PTSD and clearly is a means of coping with PTSD symptoms).

If possible, describe pre-trauma risk factors or characteristics than may have rendered the

veteran vulnerable to developing PTSD subsequent to trauma exposure.

If possible, state prognosis for improvement of psychiatric condition and impairments in

functional status.
Comment on whether veteran is capable of managing his or her financial affairs.

N. Effects of PTSD on Occupational and Social Functioning
Evaluation of PTSD is based on its effects on occupational and social functioning. Select the
appropriate assessment of the veteran from the choices below:

Total occupational and social impairment due to PTSD signs and symptoms.
Provide examples and pertinent symptoms, including those already reported.

OR

PTSD signs and symptoms result in deficiencies in most of the following areas: work,
school, family relations, judgment, thinking, and mood.

Provide examples and pertinent symptoms, including those already reported for each
affected area.

OR

There is reduced reliability and productivity due to PTSD signs and symptoms.
Provide examples and pertinent symptoms, including those already reported.

OR

There is occasional decrease in work efficiency or there are intermittent periods of
inability to perform occupational tasks due to signs and symptoms, but generally
satisfactory functioning (routine behavior, self-care, and conversation normal).
Provide examples and pertinent symptoms, including those already reported.

OR
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e There are PTSD signs and symptoms that are transient or mild and decrease work
efficiency and ability to perform occupational tasks only during periods of significant
stress.

Provide examples and pertinent symptoms, including those already reported.

OR
e PTSD symptoms require continuous medication
OR

o Select all that apply:
o PTSD symptoms are not severe enough to require continuous medication.
e PTSD symptoms are not severe enough to require continuous medication.

Include your name; your credentials (i.e., a board certified psychiatrist, a licensed
psychologist, a psychiatry resident or a psychology intern); and circumstances under which
you performed the examination, if applicable (i.e., under the close supervision of an
attending psychiatrist or psychologist); include name of supervising psychiatrist or

psychologist.
Signature: Date:
Signature of Supervising psychiatrist or psychologist: Date:

SOURCE: http://www.vba.va.gov/bln/21/Benefits/exams/disexm43.htm
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REVIEW EVALUATION FOR POST-TRAUMATIC STRESS DISORDER

(PTSD)
Name: SSN:
Date of Exam: C-number:

Place of Exam:

The following health care providers can perform review examinations for PTSD.

a board-certified psychiatrist or board “eligible” psychiatrist;

a licensed doctorate-level psychologist;

a doctorate-level mental health provider under close supervision of a board-certified or board
eligible psychiatrist or licensed doctorate-level psychologist;

a psychiatry resident under close supervision of a board-certified or board eligible psychiatrist or
licensed doctorate-level psychologist;

a clinical or counseling psychologist completing a one year internship or residency (for purposes
of a doctorate-level degree) under close supervision of a board-certified or board eligible
psychiatrist or licensed doctorate-level psychologist;

a licensed clinical social worker (LCSW), a nurse practitioner, a clinical nurse specialist, or a
physician assistant, if they are clinically privileged to perform activities required for C&P
mental disorder examinations, under close supervision of a board-certified or board eligible
psychiatrist or doctorate-level psychologist. .

A. Review of Medical Records.

B. Medical History since last exam:
Comment on:

1. hospitalizations and outpatient care from the time between last rating examination to the
present, UNLESS the purpose of this examination is to ESTABLISH service connection,
then the complete medical history since discharge from military service is required.

2. significant medical disorders (resulting pain or disability; current medications)

frequency, severity and duration of psychiatric symptoms.

4. length of remissions from psychiatric symptoms, to include capacity for adjustment
during periods of remissions.

treatments including statement on effectiveness and side effects experienced.

6. subjective complaints: describe fully.

(98]

9]

C. Psychosocial Adjustment since the last exam

o legal history (DWIs, arrests, time spent in jail)

e educational accomplishments

o extent of time lost from work over the past 12 month period and social impairment. If
employed, identify current occupation and length of time at this job. If unemployed, note
in complaints whether veteran contends it is due to the effects of a mental disorder.
Further indicate following DIAGNOSIS what factors, and objective findings support or
rebut that contention.
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marital and family relationships (including quality of relationships with spouse and
children)

degree and quality of social relationships - activities and leisure pursuits

substance use and consequences of substance use

significant medical disorders (resulting pain or disability; current medications)

history of violence / assaultiveness

history of suicide attempts

summary statement of current psychosocial functional status (performance in
employment or schooling, routine responsibilities of self care, family role functioning,
physical health, social/interpersonal relationships, recreation/leisure pursuits)

D. Mental Status Examination

Conduct a brief mental status examination aimed at screening for DSM-IV mental disorders.
Describe and fully explain the existence, frequency and extent of the following signs and
symptoms, or any others present, and relate how they interfere with employment and social
functioning:

Impairment of thought process or communication.

Delusions, hallucinations and their persistence.

Eye contact, interaction in session, and inappropriate behavior cited with examples. -
Suicidal or homicidal thoughts, ideations or plans or intent.

Ability to maintain minimal personal hygiene and other basic activities of daily living. -
Orientation to person, place and time.

Memory loss, or impairment (both short and long-term).

Obsessive or ritualistic behavior which interferes with routine activities and describe any
found.

Rate and flow of speech (note any irrelevant, illogical, or obscure speech patterns and
whether constant or intermittent.)

Panic attacks noting the severity, duration, frequency and effect on independent
functioning and whether clinically observed or good evidence of prior clinical or
equivalent observation is shown.

Depression, depressed mood or anxiety.

Impaired impulse control and its effect on motivation or mood.

Sleep impairment and describe extent it interferes with daytime activities.

Other disorders or symptoms and the extent they interfere with activities

E. Assessment of PTSD

identify behavioral, cognitive, social, affective, or somatic symptoms veteran attributes to
PTSD

describe specific PTSD symptoms present (symptoms of trauma re-experiencing,
avoidance/numbing, heightened physiological arousal, and associated features [e.g.,
disillusionment and demoralization])

specify typical frequency and severity of symptoms

F. Psychometric Testing Results

provide psychological testing if deemed necessary - provide specific evaluation
information required by the rating board or on a BVA Remand.
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o comment on validity of psychological test results - provide scores for PTSD psychometric
assessments administered

o state whether PTSD psychometric measures are consistent or inconsistent with a
diagnosis of PTSD, based on normative data and established “cutting scores” (cutting
scores that are consistent with or supportive of a PTSD diagnosis are as follows: PCL >
50; Mississippi Scale > 107; MMPI PTSD subscale a score > 28; MMPI code type: 2-8 or

2-7-8)

o state degree of severity of PTSD symptoms based on psychometric data (mild, moderate,
or severe)

e describe findings from psychological tests measuring problems other than PTSD (MMPI,
etc.)

G. Diagnosis:
1. The Diagnosis must conform to DSM-IV and be supported by the findings on the
examination report.
2. If there are multiple mental disorders discuss the relationship with PTSD.
3. The evaluation is based on the effects of the signs and symptoms on occupational and
social functioning.
Note: VA is prohibited by statute, 38 U.S.C. 1110, from paying compensation for a disability
that is a result of the veteran’s own ALCOHOL OR DRUG ABUSE. However, when a veteran’s
alcohol or drug abuse disability is secondary to or is caused or aggravated by a primary service-
connected disorder, the veteran may be entitled to compensation. See Allen v. Principi, 237 F.3d
1368, 1381 (Fed. Cir. 2001). Therefore, it is important to determine the relationship, if any,
between a service-connected disorder and a disability resulting from the veteran’s alcohol or
drug abuse. Unless alcohol or drug abuse is secondary to or is caused or aggravated by another
mental disorder, you should separate, to the extent possible, the effects of the alcohol or drug
abuse from the effects of the other mental disorder(s). If it is not possible to separate the effects
in such cases, please explain why.

H. Diagnostic Status
e Axis I disorders
e Axis II disorders
e Axis III disorders
e Axis IV (psychosocial and environmental problems)
e Axis V (GAF score: current)

I. Global Assessment of Functioning (GAF):

NOTE: The complete multi-axial format as specified by DSM-IV may be required by BVA
REMAND or specifically requested by the rating specialist. If so, include the GAF score and
note whether it refers to current functioning. A BVA REMAND may also request, in addition to
an overall GAF score, that a separate GAF score be provided for each mental disorder present
when there are multiple Axis I or Axis II diagnoses and not all are service-connected. If separate
GAF scores can be given, an explanation and discussion of the rationale is needed. If it is not
possible, an explanation as to why not is needed. (See the above note pertaining to alcohol or
drug abuse, the effects of which cannot be used to assess the effects of a service-connected
condition.)
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J. Capacity to Manage Financial Affairs: Mental competency, for VA benefits purposes, refers
only to the ability of the veteran to manage VA benefit payments in his or her own best interest,
and not to any other subject. Mental incompetency, for VA benefits purposes, means that the
veteran, because of injury or disease, is not capable of managing benefit payments in his or her
best interest. In order to assist raters in making a legal determination as to competency, please
address the following:

What is the impact of injury or disease on the veteran’s ability to manage his or her financial
affairs, including consideration of such things as knowing the amount of his or her VA benefit
payment, knowing the amounts and types of bills owed monthly, and handling the payment
prudently? Does the veteran handle the money and pay the bills himself or herself?

Based on your examination, do you believe that the veteran is capable of managing his or her
financial affairs? Please provide examples to support your conclusion.

If you believe a Social Work Service assessment is needed before you can give your opinion on
the veteran’s ability to manage his or her financial affairs, please explain why.

K. Other Opinion: Furnish any other specific opinion requested by the rating board or BVA
remand (i.e., furnish the complete rationale and citation of medical texts or treatise supporting
opinion, if medical literature review was undertaken). If the requested opinion is medically not
ascertainable on exam or testing please state why. If the requested opinion can not be expressed
without resorting to speculation or making improbable assumptions say so, and explain why. If
the opinion asks “ ... is it at least as likely as not ... , fully explain the clinical findings and
rationale for the opinion.

L. Integrated Summary and Conclusions

1. Describe changes in psychosocial functional status and quality of life since the last exam
(performance in employment or schooling, routine responsibilities of self care, family
role functioning, physical health, social/interpersonal relationships, recreation/leisure
pursuits).

2. Describe linkage between PTSD symptoms and aforementioned changes in impairment in
functional status and quality of life. Particularly in cases where a veteran is unemployed,
specific details about the effects of PTSD and its symptoms on employment are especially
important.

3. Ifpossible, describe extent to which disorders other than PTSD (e.g., substance use
disorders) are independently responsible for impairment in psychosocial adjustment and
quality of life. If this is not possible, explain why (e.g., substance use had onset after
PTSD and clearly is a means of coping with PTSD symptoms).

4. . If possible, state prognosis for improvement of psychiatric condition and impairments in
functional status.

5. Comment on whether veteran is capable of managing his or her financial affairs.
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M. Effects of PTSD on Occupational and Social Functioning
Evaluation of PTSD is based on its effects on occupational and social functioning. Select the
appropriate assessment of the veteran from the choices below:
o Total occupational and social impairment due to PTSD signs and symptoms.
Provide examples and pertinent symptoms, including those already reported.

OR

e PTSD signs and symptoms result in deficiencies in most of the following areas: work,
school, family relations, judgment, thinking, and mood.
Provide examples and pertinent symptoms, including those already reported for each
affected area.

OR

e There is reduced reliability and productivity due to PTSD signs and symptoms.
Provide examples and pertinent symptoms, including those already reported.

OR

o There is occasional decrease in work efficiency or there are intermittent periods of
inability to perform occupational tasks due to signs and symptoms, but generally
satisfactory functioning (routine behavior, self-care, and conversation normal).
Provide examples and pertinent symptoms, including those already reported.

OR

e There are PTSD signs and symptoms that are transient or mild and decrease work
efficiency and ability to perform occupational tasks only during periods of significant
stress.

Provide examples and pertinent symptoms, including those already reported.

OR
o PTSD symptoms require continuous medication
OR

o Select all that apply:
e PTSD symptoms are not severe enough to require continuous medication.
o PTSD symptoms are not severe enough to require continuous medication.

Include your name; your credentials, i.e., a board certified psychiatrist, a licensed psychologist, a
psychiatry resident or a psychology intern, LCSW, or NP and circumstances under which you
performed the examination, if applicable, i.e., under the close supervision of an attending
psychiatrist or psychologist; include name of supervising psychiatrist or psychologist.

Signature: Date:

Signature of Supervising psychiatrist or psychologist: Date:

SOURCE: http://www.vba.va.gov/bln/21/Benefits/exams/disexm56.htm
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AMA
AMIE
APA

BDD
BVA

C&P
CAPS

CEST
CFR

DBSSE
DES

Diagnosis and
Assessment

DoD
DSM-I11
DSM-1V

DSM-1V-TR

DTAP
DVA

FY

GAF
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Appendix D
Acronyms and Abbreviations

American Medical Association
Automated Medical Information Exchange
American Psychiatric Association

Benefits Delivery at Discharge
Board of Veterans’ Appeals

compensation and pension
Clinician-Administer PTSD Scale

claims establishment
Code of Federal Regulations

Division on Behavioral and Social Sciences and Education (NRC)
Disability Evaluation System (DoD)

Posttraumatic Stress Disorder: Diagnosis and Assessment (I0M,
2006)

Department of Defense
Diagnostic and Statistical Manual of Mental Disorders, 3" Edition
Diagnostic and Statistical Manual of Mental Disorders, 4™ Edition

Diagnostic and Statistical Manual of Mental Disorders, 4™
Edition, Technical Revision

Disabled Transition Assistance Program
Department of Veterans Affairs (used in reference citations only)

Fiscal Year

Global Assessment of Functioning

D-1
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U.S. Government Accountability Office (before July 2004, General

GAO Accounting Office)

IOM Institute of Medicine (of The National Academies)

U Individual Unemployability

LTD long term disability

MAP-D Modern Awards Processing-Development

MMPI Minnesota Multiphasic Personality Inventory

MOU Memorandum of Understanding

MSA military sexual assault

NAS National Academy of Sciences (a.k.a. The National Academies)
NRC National Research Council (of The National Academies)
NVVRS National Vietnam Veterans Readjustment Study
OIF/OEF Operation Iraqi Freedom/Operation Enduring Freedom
OIG Office of the Inspector General

OMB Office of Management and Budget

PTSD posttraumatic stress disorder

PCL PTSD Checklist

SGA substantial gainful activity

SSA Social Security Administration

SSDI Social Security Disability Insurance

SSI Supplemental Security Income

STD short term disability

TAP Transition Assistance Program

UK United Kingdom

USC US Code

VA Department of Veterans Affairs

VACO VA Central Office

VACOLS Veterans Appeals Control and Locator System

VARO VA Regional Office (sometimes abbreviated as RO)
VASRD VA Schedule of Rating Disabilities

VBA Veterans Benefits Administration (VA)
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VDBC
VHA
VR&E
VSO
VSR

WHO
WHODAS

Veterans’ Disability Benefits Commission
Veterans Health Administration (VA)
Vocational Rehabilitation and Employment
Veterans Service Organization

Veteran Service Representative

World Health Organization
WHO Disability Assessment Schedule
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Appendix E
Biographical Sketches of Committee Members,
Consultants, and Staff

Nancy C. Andreasen, M.D., Ph.D., Chair, is Andrew H. Woods Chair of Psychiatry and director
of the Neuroimaging Research Center at the University of lowa Carver College of Medicine. Dr.
Andreasen’s academic and clinical research is concerned with the relationships between medical,
psychological, and social factors of distress, specifically including brain imaging, schizophrenia,
and genetic and family studies. She previously served as President of the American
Psychopathological Association and the Psychiatric Research Society. Dr. Andreasen is a
Member of the Institute of Medicine and was elected to serve on its governing council for two
four-year terms. She is also a Fellow of the American Academy of Arts and Sciences and of the
Society for Neuroscience. Dr. Andreasen won the President’s National Medal of Science for
2000 and has also received many other awards including the Interbrew-Baillet-Latour Prize from
the Belgian government, the Rhoda and Bernard Sarnat Prize from the Institute of Medicine, the
Lieber Prize for Outstanding Schizophrenia Research, the Sigmund Freud Award from the
American College of Psychoanalysis, and both the Kolb Award and Sachar Award from
Columbia University. She has written two widely praised books for the general public, The
Broken Brain: The Biological Revolution in Psychiatry (1983) and Brave New Brain:
Conquering Mental Illness in the Era of the Genome (2001). More recently, she authored The
Creating Brain: The Neuroscience of Genius (2005). Dr. Andreasen has also authored, co-
authored, or edited twelve other scholarly books and more than 500 articles.

Jacquelyn C. Campbell, Ph.D., R.N., is the Anna D. Wolf Chair at The Johns Hopkins School
of Nursing. She earned her Ph.D. in nursing from the University of Rochester. Dr. Campbell’s
research addresses the risk factors for and the evaluation of interventions to prevent domestic
violence, and she served on the National Institute of Mental Health Violence and Traumatic
Stress Study Section. Dr. Campbell has been inducted into the American Academy of Nursing
and the Institute of Medicine. She has been selected as the Simon Visiting Scholar, University of
Manchester (U.K.) and, most recently, the Institute of Medicine/American Academy of
Nursing/American Nursing Foundation Scholar in Residence. Dr. Campbell was a member of the
Defense Task Force on Domestic Violence (2000-03), a congressionally appointed civilian and
military committee to make recommendations to improve the military response to intimate-
partner violence. She has been active in the Institute of Medicine as a board member on the
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Board on Global Health and has served as a member of two committees for the Board on
Children, Youth, and Families.

Judith A. Cook, Ph.D., is Professor of Psychiatry at the University of Illinois at Chicago (UIC).
She directs UIC’s Center on Mental Health Services Research and Policy (CMHSRP), which
conducts research projects intended to enhance the state of evidence-based practice and systems
transformation in behavioral health. Her research focuses on self-determination and recovery
among people with psychiatric disabilities. Dr. Cook has served as an expert consultant on
employment and income supports for the President’s New Freedom Commission on Mental
Health, and she authored the commission subcommittee’s report on “Employment and Income
Supports for People with Mental Illness.” She contributed a paper on decisional capacity in
mental illness and substance-use disorders to the 2006 Institute of Medicine report Improving the
Quality of Health Care for Mental and Substance-Use Conditions: Quality Chasm Series. Dr.
Cook received her Ph.D. in sociology from Ohio State University.

John A. Fairbank, Ph.D., is Associate Professor of medical psychology in the Department of
Psychiatry and Behavioral Sciences at Duke University Medical Center and Co-Director of the
National Center for Child Traumatic Stress, sponsored by the Substance Abuse and Mental
Health Services Administration. He received his Ph.D. from Auburn University. His research
interests include assessment, prevention, and treatment of traumatic stress reactions in children,
adolescents, and adults. Dr. Fairbank is currently a member of the National Center for Injury
Prevention and of the Control Initial Review Group for the Centers for Disease Control and
Prevention. In 1998 he served as an advisor to an IOM study on strategies to protect the health of
deployed U.S. forces. Dr. Fairbank is currently the chair of the technical working group of the
National Survey of Child and Adolescent Well-Being for the Administration for Children,
Youth, and Families.

Bonnie L. Green, Ph.D., is Professor of Psychiatry and Director of Research in the Department
of Psychiatry at Georgetown University Medical School in Washington, DC. She has studied the
consequences of traumatic events, including disasters (dam collapse, fire, radioactive
contamination) and war (Vietnam and World War II), for several decades, examining what
predicts different types of outcomes, including posttraumatic stress disorder. Her research at
Georgetown has focused on the psychological and physical health consequences of individual
traumas, including breast cancer, traumatic bereavement, and interpersonal violence. Her current
research focuses on the trauma-related mental health needs of poor women in primary care
settings, including physical health outcomes associated with trauma exposure. She is PI and
Director of a developing center from the NIMH, The Georgetown Center for Trauma and the
Community, the purpose of which is to develop innovative and sustainable interventions for
trauma-related mental health needs of low-income populations seen in primary-care safety-net
settings in the Washington, D.C., region. She is past editor of the Journal of Traumatic Stress,
and past president of the International Society for Traumatic Stress Studies. Dr. Green has served
on numerous advisory, review, and oversight groups, including an IOM committee on evaluation
of the Department of Veterans’ Affairs Uniform Case Assessment Protocol, which addressed the
health concerns of veterans.
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Dean G. Kilpatrick, Ph.D., is Distinguished University Professor in the Department of
Psychiatry and Behavioral Sciences and Director of the National Crime Victims Research and
Treatment Center at the Medical University of South Carolina. Dr. Kilpatrick received his Ph.D.
in clinical psychology from the University of Georgia. He previously held a position at the
Veterans Administration Medical Center in South Carolina as a clinical psychologist. His
primary research interests include measuring the prevalence of rape, other violent crimes, and
other types of potentially traumatic events as well as assessing the mental health impact of such
events. He is currently President of the International Society for Traumatic Stress Studies. In
1990, President George H.W. Bush presented Dr. Kilpatrick with the President’s Award for
Outstanding Service for Victims of Crime, the nation’s highest award in the crime victims’ field.

Kurt Kroenke, M.D., is Professor of Medicine in the Division of General Internal Medicine and
Geriatrics at Indiana University. He is also a Research Scientist in the Regenstrief Institute,
where he is Director of fellowship training. Dr. Kroenke has directed clinical research training
programs since 1988, first at the Uniformed Services University of the Health Sciences and,
since 1997, at Indiana University. In 2002, he was elected to Mastership in the American College
of Physicians. Dr. Kroenke is a past president of the Society of General Internal Medicine and
has served on the American Psychiatric Association DSM-IV Primary Care Working Group, and
the National Board of Medical Examiners Step 1 Behavioral Medicine Task Force. He is a
member of the National Institute of Mental Health Services Research Study Section, and has
over 200 publications. His principal research interests include common symptoms in medical
patients including pain, depression assessment and treatment, and somatization. Dr. Kroenke’s
studies include a randomized trial of enhanced care for poststroke depression, primary-care
based depression interventions, improved evaluation and therapy of pain, and strategies for
investigating and managing physical symptoms, symptom syndromes, and somatization. He
served as a physician in the U.S. Army for 20 years, earning the rank of Colonel.

Richard A. Kulka, Ph.D., is Senior Vice President of strategic business development for the
research and consulting firm Abt Associates Inc. He also serves as a Senior Research Scientist at
the Center for Demographic Studies at Duke University, where he is a co-principal investigator
of the National Long Term Care Survey, and recently served as Executive Vice President of the
social and statistical sciences at RTI International. Dr. Kulka received his Ph.D. in social
psychology from the University of Michigan. He is a Fellow of the American Statistical
Association. Dr. Kulka has been involved with the design, conduct, and analysis of numerous
surveys on health and other social policy issues, as well as applied research on survey research
methods. He served as project leader and co-principal investigator for the National Vietnam
Veterans Readjustment Study (NVVRS)—a national survey of the incidence and prevalence of
posttraumatic stress disorder and Vietnam veterans and their peers. He has served on numerous
advisory, review, and oversight groups, including two expert panels for the Committee on
National Statistics, National Research Council, National Academy of Sciences, for which he has
also served as report coordinator for several recent reports.

Patricia M. Owens, M.P.A_, is a consultant for public and private organization on health and
disability programs. She is the past president of Integrated Health Disability Management at

UNUM Life Insurance Company of America, where she designed and implemented their
extensive disability research initiative. Ms. Owens is a board member of the National Academy
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of Social Insurance and served on their Disability Policy Panel. She is the former Associate
Commissioner for disability of the U.S. Social Security Administration, where she oversaw the
overhaul of the mental listings and the incorporation of pain symptoms in disability
determinations. Ms. Owens recently served as a panel member for a symposium for the
Disability Research Institute and an IOM workshop on improving the disability decision process.

Robert T. Reville, Ph.D., is the director of the RAND Institute of Civil Justice, in Santa Monica,
California, and previously served as its research director. He earned his Ph.D. in economics from
Brown University. Dr. Reville is a labor economist who focuses on compensation policy and
more specifically on workplace injury compensation policy and the impact of disability on
employment. He is on the Board of Scientific Counselors of the National Institute for
Occupational Safety and Health of the Centers for Disease Control and Prevention. Dr. Reville is
a founding co-director of the Center for Terrorism Risk Management Policy, which addresses
compensation, liability, risk management, risk modeling, and insurance. He is a member of the
National Academy of Social Insurance, serving on the Workers’ Compensation Steering
Committee.

David S. Salkever, Ph.D., is Professor in the Department of Public Policy at the University of
Maryland-Baltimore County. He is also Research Associate for the National Bureau of
Economic Research. Dr. Salkever previously was on the faculty of The Johns Hopkins School of
Public Health where he served as the director of the school’s Interdepartmental Program in
Public Health Economics and as Professor in the Department of Health Policy and Management,
the Department of Economics, and the Department of Mental Health. Dr. Salkever received his
Ph.D. in economics at Harvard University. His past research includes topics related to health
policy including labor market impacts for severe mental disorders, the costs and effectiveness of
trauma center services, and determinants and regulation of hospital cost inflation. Currently he
serves on the Interventions Review Committee of the National Institute of Mental Health. He
previously served on the Data Monitoring Board of the Department of a Veterans Affairs
Cooperative Study entitled “The Clinical and Economic Impact of Olanzapine in the Treatment
of Schizophrenia.” In 2003 Dr. Salkever was recognized with the Adam Smith Award for Mental
Health Economics Research.

Robert J. Ursano, M.D., is Professor of Psychiatry and Neuroscience and Chairman of the
Department of Psychiatry at the Uniformed Services University of the Health Sciences in
Bethesda Maryland. He is also director of the Center for the Study of Traumatic Stress. Dr.
Ursano received his M.D. from Yale University. He has served as the Department of Defense
representative to the National Advisory Mental Health Council of the National Institute of
Mental Health and is a past member of the National Institute of Mental Health Rapid Trauma and
Disaster Grant Review Section. Dr. Ursano is the editor of the journal Psychiatry. He has
received the Department of Defense Humanitarian Service Award and a Lifetime Achievement
Award from the International Traumatic Stress Society. Dr. Ursano is widely published in the
field of PTSD and the psychological effects of terrorism, bioterrorism, and traumatic events and
disasters, and combat. He has been a member of many national advisory boards related to mental
health including the IOM Committee on Psychological Responses to Terrorism. He was a
physician in the U.S. Air Force, retiring after 20 years service with the rank of Colonel.
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Consultants

Robert J. Epley is an independent consultant working in the areas of strategic planning,
training, performance management, and the operations of federal entitlement programs. Mr.
Epley served with the Department of Veterans Affairs for 31 years, dividing his tenure between
positions in headquarters and in the field. In VA field offices, he progressed through positions as
benefits counselor and claims examiner to director of two regional offices in Detroit and St.
Louis. At VA headquarters, Mr. Epley was Chief of Field Operations for the education program,
and later he served as Deputy Director and Director of the Compensation & Pension Service. His
final position with VA was Associate Deputy Under Secretary for Policy and Program
Management, where he was responsible for administration and oversight of the Veterans
Benefits Administration’s business lines: compensation, pension, housing, insurance, vocational
rehabilitation, and education. During his tenure with VA, Mr. Epley received two Vice President
Al Gore Hammer Awards for reinventing government, and two Presidential Rank Awards.

Carol S. North, M.D., M.P.E., is Professor of Psychiatry and the Nancy and Ray L. Hunt
Professor of Crisis Psychiatry at UT Southwestern Medical Center in Dallas. Dr. North is also
Director of the Program in Trauma and Disaster at the VA North Texas Health Care System in
Dallas. She holds a joint appointment in emergency medicine in the Division of Homeland
Security. Listed in The Best Doctors in America, Dr. North is also recognized as a Distinguished
Fellow of the American Psychiatric Association and Fellow of the American Psychopathological
Association, serves on the board of directors of the American Academy of Clinical Psychiatrists,
and is past president of the Eastern Missouri Psychiatric Society. Dr. North investigates the role
of psychiatric illness in the presentation of gastrointestinal disease, the psychiatric effects of
disasters and terrorism, and the interface of psychiatric and medical disease. She has authored
more than 100 peer-reviewed scientific published articles, has served on editorial boards for
scientific journals, and chaired or served on committees for federal grant review and
development of terrorism policy for the Institute of Medicine.

Alfred V. Rascon, Reserve Major, is an officer in the Medical Service Corps of the U.S. Army.
From 2001-2003, he served as the 10th Director of the Selective Service System, where he was
directly responsible to the President for the management of that agency. Prior to his appointment
as Director, Major Rascon had served for five years as Selective Service’s Inspector General. His
career as a federal employee spans over 40 years, with assignments in the Army and within the
Department of Justice, where he served with the Immigration and Naturalization Service, the
Drug Enforcement Administration, and INTERPOL (International Criminal Police
Organization). On February 8, 2000, Major Rascon received the Congressional Medal of Honor
from President Clinton. He was recognized with the Nation’s highest combat decoration for
extraordinarily courageous acts in Vietnam, where he served as a combat medic.

Institute of Medicine Staff
David A. Butler, Ph.D., is Senior Program Officer in the Institute of Medicine (IOM) Board on
Military and Veterans Health. He received his B.S. and M.S. degrees in engineering from the

University of Rochester and his Ph.D. degree in public policy analysis from Carnegie-Mellon
University. Before joining the IOM, Dr. Butler served as an analyst for the U.S. Congress Office
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of Technology Assessment and was Research Associate in the Department of Environmental
Health at the Harvard School of Public Health. He has directed several IOM studies on health
and risk-assessment topics, resulting in the reports Veterans and Agent Orange: Update 1998,
and ... Update 2000; and the report series Characterizing the Exposure of Veterans to Agent
Orange and Other Herbicides Used in Vietnam; Disposition of the Air Force Health Study;
Clearing the Air: Asthma and Indoor Air Exposures; and Damp Indoor Spaces and Health.

Amy O’Connor, M.P.H. is Research Associate in the Institute of Medicine (IOM) Board on
Military and Veterans Health. She received her M.P.H. in environmental and occupational health
from the George Washington University where she was the recipient of the Ruhland Fellowship
for outstanding applicant. She received her undergraduate degree in chemistry from George
Mason University. She is also an Army veteran of the first Gulf War era, during which time she
served as combat photographer. She served as Research Associate for the IOM report
Disposition of the Air Force Health Study.

Jon Q. Sanders, B.A., is Program Associate with the Board on Military and Veterans Health.
Since joining the National Academies in 2001, Mr. Sanders has worked on more than a dozen
studies ranging from Everglades restoration to childhood obesity. Mr. Sanders received his B.A.
degree in anthropology from Trinity University, and he is currently pursuing graduate work in
public health. In 2006 Mr. Sanders was recognized by the Institute of Medicine for his five years
of distinguished service. He is a member of the Society for Applied Anthropology and the
American Indian Science and Engineering Society. He is coauthor of Sitting Down at the Table:
Mediation and Resolution of Water Conflicts (2001). Mr. Sanders’ research interests include
veteran health issues and environmental decision making.

Eileen Santa, M.A., has been Research Associate at the Institute of Medicine for 2 years. She
earned her Masters degree in clinical psychology from the University of Massachusetts, where
she is currently a doctoral candidate. Her research focuses on the cultural factors that contribute
to healthy outcomes for Latina mothers and children.

Frederick (Rick) Erdtmann, M.D., M.P.H., is Director of the Board on Military and Veterans
Health and Director of the Medical Follow-up Agency of the Institute of Medicine at the
National Academies. He attended medical school in Philadelphia where he earned his M.D.
degree from Temple University School of Medicine, and he holds a M.P.H. from the University
of California at Berkeley. He completed a residency program in general preventive medicine at
Walter Reed Army Institute of Research in 1975 and is board certified in that specialty. Dr.
Erdtmann’s assignments with the Army Medical Department included chief of the preventive
medicine services at Fitzsimons Army Medical Center, at Frankfurt Army Medical Center in
Germany, and at Madigan Army Medical Center. He also served as division surgeon for the
Second Infantry Division in Tongduchon, Korea. He later served as deputy chief of staff for
clinical operations within DoD’s TRICARE Region 1, prior to assuming hospital command at
Walter Reed Army Medical Center in March 1998. Following that he was assigned to the Office
of the Surgeon General as the Deputy Assistant Surgeon General for Force Development. In
2001, following 30 years of commissioned military service, Dr. Erdtmann joined the National
Academies and assumed his present responsibilities.
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Christine R. Hartel, Ph.D., is the Director of the Board on Behavioral, Cognitive, and Sensory
Sciences at the National Research Council, where she has also directed studies on Social
Security benefits, behavioral research for the military, and social psychology and aging.
Previously, she served as associate executive director for science at the American Psychological
Association and as deputy director for basic research at the National Institute on Drug Abuse.
She was also a consultant to the World Health Organization on the effects of marijuana. Dr.
Hartel served as a research psychologist at the U.S. Army Research Institute for the Behavioral
and Social Sciences, where she earned the Army’s highest civilian award for technical
excellence. She is a Fellow of the American Psychological Association and a member of the
Association for Psychological Science, the Society for Neuroscience, and the Gerontological
Society of America. Her Ph.D. degree is in biopsychology from the University of Chicago.
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