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EXECUTIVE SUMMARY

The Global War on Terror (GWOT) has resulted in a new wave of veterans entering the Veterans Affairs’ system with a special set of needs. Of the 1.4 million troops deployed so far, 36% are projected to seek mental health services within one year of returning from deployment. The prevalence of mental health issues such as Post Traumatic Stress Disorder (PTSD) in this population will have a significant impact on VA PTSD services which by many accounts were stretched thin before the GWOT began.

At the request of the VA, this paper looks at the current system of PTSD diagnosis and care in the VA and presents alternative care models including a recommendation. The paper takes a care approach to analysis, analyzing what care model would best serve the population in need of PTSD services in lieu of a quantitative analysis. We present the recommendation that the VA switch to a model of outsourcing all PTSD services to local government, non-profit and private service providers. This model includes a referral system at the VA and a reimbursement arrangement with the other providers. The three alternative models the paper considers are:

· The status quo

· An expanded service model at the VA which increases VA funding and services offered

· A referral and outsourcing of PTSD services model by the VA

Criteria used to evaluate the alternatives are: VA resources, number of veterans treated for PTSD, breadth of service, accessibility of services, and long term sustainability. The results of a criteria/alternatives matrix show that both the expanded VA service model and the referral and outsourcing model are preferable to the status quo, however the referral and outsourcing model dominates the expanded VA service model on almost every criterion. 

A stakeholder analysis is provided projecting the relative acceptability of both alternatives to the status quo by the main affected parties. The appendix includes as well a probability multiplier considering the desirability of each alternative to the Secretary of the VA. These analyses are included for the benefit of the VA as potential considerations when deciding upon a course of action; however they are not factored into our recommendation of a referral and outsourcing model.


The current Global War on Terror (GWOT) has produced the longest ground combat since the days of the Vietnam War. Even more parallel to Vietnam is the similarity in style of combat, as many of our current soldiers are engaging in warfare with unknown targets and are exposed to equally severe conditions. Not surprisingly, we find reactions in these new soldiers comparable to their military predecessors; more soldiers are experiencing a rough separation from combat to civilian life, and more veterans are developing mental infirmities, including Posttraumatic Stress Disorder (PTSD). PTSD is an anxiety disorder often found in soldiers who have experienced psychological trauma as a result of violent combat. PTSD has severe effects on emotional stability, interpersonal relationships, and may result in unemployment, substance abuse, and even suicide.


Over one million service members in the Active and Reserve Components of the U.S. military have been deployed in Operation Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF), of whom 449,261 have been deployed more than once (DMDC, 2006). Out of those who have returned home, 36 percent have sought treatment for mental health issues (Bilmes, 2007).    These numbers prove strain on an administration unprepared for the toils of war. According to the Department of Defense Mental Health Task Force, the Department of Veterans Affairs was already pressured to provide adequate services prior to the current war, and is now unable to offer sufficient services for the growing number of combatants in need. Short-term treatment models that are emphasized in the VA may not provide sufficient management of psychological disorders like PTSD that tend to be more chronic in nature (Defense Health Board Task Force, 2007).  We are only beginning to discover the implications that OIF/OEF combat presents, and are experiencing only the beginning of the burden that will be placed on the agency in the future.
Diagnostic Methods
The structural stigma in the military system of announcing the need for psychological care is troubling. Surveys conducted on service members deployed to Iraq and Afghanistan reported that 59 percent of the Soldiers and 48 percent of the Marines surveyed thought they would be treated differently by leadership if they sought counseling (DHBTF, 2007). This results in significant under-reporting of PTSD among newly separated soldiers. 


The Post-Deployment Health Assessment (PDHA) and Post-Deployment Repeated Health Assessment (PDRHA),given shortly after returning home from combat, are meant to gauge the health status of troops.. Approximately 15% of the assessments are devoted to mental health concerns, including Posttraumatic Stress Disorder.  However, mass population assessments such as these have been proven to not be a successful tool at gauging mental health problems for returning soldiers (Rona et al, 2005). Additionally, many combat soldiers show a delay in onset of symptoms beyond the scope of the assessment. This shows a major limitation in using current screening tools to infer  the impact of combat exposure and PTSD. 


PTSD assessment tools and diagnostic procedures at the VA and military health services may differ from other service providers . Many VA and military health system diagnoses are not coded under traditional mental disorder codes, and clinicians may not always record all secondary diagnoses (DHBTF, 2007) Often a soldier is given a diagnosis but not referred to a mental health professional. 


Overall, diagnostic criteria and measurement does not comport in all facilities throughout the VA and with other service providers, and does not guarantee utilization of services. This clearly indicates the large underestimation of PTSD prevalence and limitations in predicting the need for PTSD services.

Institutional Strain
The influx of OIF/OEF veterans has left the VA unprepared for new demands. Since the onset of the war, Vet Center staff has only increased by 10% (Zoroya, 2007), while the amount of newly separated veterans receiving care from Vet Centers has doubled. In 2004 the Special Committee on PTSD, an internal committee in the VA, stated in a report that the VA “does not have sufficient capacity to meet the needs of new combat veterans while still providing for veterans of past wars.” (GAO, 2005). In interviews with VA officials in 2005, the Committee reported that resource constraints were the primary reason for not implementing many of the recommendations that the Special Committee proposed. The VA is absorbing a new generation of veterans amid a staffing shortfall. The amount of adjudicators and mental health professionals throughout the VA is not consistent in number or quality of care. Specialized PTSD programs are often not implemented due to lack of resources. Vet Centers are consistently crowded and often report that they are unable to provide individual therapy, and many centers report they cannot provide military sexual trauma and family therapy (Zoroya, 2007). VA officials also indicate that waiting lists show mental health care to be “virtually inaccessible” (Daly, 2006). A recent report indicated that “the average veteran with psychiatric troubles gets about one-third fewer visits with specialists than he would have received a decade ago” (Adams, 2007). Moreover, access to care is often difficult to obtain in rural areas which have limited access to military chaplains, family support programs, and other programs designed to support mental health (DHBTF, 2007). 

Eligibility
Eligibility for VA services is largely dependent on length of deployment, service connected claims, and financial factors. Veterans are categorized in priority groups, and are usually placed in Priority Group Six unless they have an impending need. Only veterans placed in Priority Group One are guaranteed an appointment within 30 days (CAVSA, 2006). If someone enters the system of care without high priority eligibility, they may not be able to access care while waiting for their compensation and pension.  
Approach to Analysis


        We will be taking a care-approach to the analysis of the VA’s ability to appropriately treat PTSD in veterans of the GWOT. Instead of looking quantitatively at projections of costs and numbers of veterans with PTSD, which is the focus of other analyses done on the subject, we will concentrate on  the type and amount of treatment. Our concern is the care needed to fully treat every veteran with PTSD to the point that they can live the remainder of their lives free of symptoms and complications caused by it.

Criteria of Evaluation

VA Resources
This criterion will be measured by the amount of VA resources devoted to PTSD services (we are assuming funding needed to implement each alterative policy will be provided by Congress). The amount of resources available to the VA for PTSD services will affect its ability to meet its goal of improving the lives of veterans who suffer from disabilities and their families to the greatest extent possible. 
Number of Veterans Treated for PTSD
As displayed in the problem identification section, it is clear that inadequate diagnostic procedures, stigma, lack of understanding of PTSD and other factors have resulted in an under-reporting of veterans with PTSD. The effectiveness of the VA treatment of PTSD for all veterans relies upon complete reporting of the disorder, which can be measured by number of veterans treated for PTSD.

Breadth of Service
The ability of the VA to provide treatment for veterans with PTSD sufficient to allow them to lead a life free of symptoms requires more than just traditional mental health services. Services ranging from couples therapy, group therapy, substance abuse treatment, work-related training and others may be necessary depending upon the individual. Therefore, a measure of the availability at the VA of the full range of services which might be needed is relevant.

Accessibility of Services
It has been shown that there are institutional barriers to receiving PTSD treatment. An important measure of any PTSD treatment policy therefore is the accessibility of its services to veterans throughout the country. 

Long Term Sustainability
PTSD related programs may be susceptible to varying demand over the long term. Although treatment for PTSD may take years and veterans from a combat operation may experience a significant delay in onset of symptoms of PTSD, it is still likely that at times of war or heavy combat operations there will be an increase in the amount of recent veterans seeking PTSD treatment. For this reason, we will consider the ability of the alternative policies to manage varying need.

Stakeholder Acceptability- VA, Veterans, Congress, Other Service Providers
We believe the acceptability of any proposed alternative to the major stakeholders is an important consideration. The VA would have to implement any proposed policy and changes made to its programs will affect its ability to carry out its mission of improving the lives of veterans and their families. Veterans with PTSD will be direct recipients of any proposed service changes, Congress would have to provide the funding for any changes in policy and local government and non-profit service providers currently providing PTSD related services may be greatly affected by changes in VA PTSD programs. 

Alternative 1: Status Quo

The first alternative is to maintain PTSD diagnostic and treatment services as currently offered by Veterans Affairs. This is a brief description of the status quo.

Diagnosis / application for benefits 
As mentioned in the problem identification section, the Department of Defense has implemented the PDHA and PDHRA assessment tests to ascertain the health status of troops leaving combat. A portion of these tests are devoted to mental health. If PTSD related mental health issues are found, a referral is made, generally to military-provided mental health services. Results of the test are also maintained in troops’ permanent medical records (Hoge et al, 2006). This is the first point at which PTSD may be diagnosed and the only time a universal screening tool is used. 


However, as mentioned, the tests prove to be a fairly unsuccessful indicator of future mental health problems, with fewer than eight percent of those veterans who seek mental health services within their first year after deployment testing positive for mental health problems on the PDHA (Hoge et al, 2006). This means that on the whole, veterans must determine on their own if they should seek PTSD related mental health services. 


In order to establish a service-connected disability due to PTSD for the sake of disability benefits, a veteran needs to apply through one of the 57 Veterans Benefits Administration offices.  A formal claim consisting of many forms is submitted, and then the veteran goes through a series of interviews regarding their social history and psychiatric status (VA, 2007). The Veterans Affairs website states this process can be both “complicated and stressful” and can be expected to take several months (VA, 2007). Studies have reported on the severe backlog and delay in processing new disability claims, with the influx of claims from the GWOT resulting in six month average processing time for new claims and two year average waiting time for appeals (Bilmes, 2007).

VA PTSD Services 

A veteran must have a service-related disability status in order to be eligible for medical care for PTSD at the VA (CAVSA, 2006), with the exception of readjustment counseling services offered free of charge to all veterans at Vet Centers. PTSD services take many forms. All readjustment counseling and related services for veterans and their families is now done at Vet Centers; storefront, community-based centers of which there are currently 207 around the country. Vet Center services include individual and group counseling, marital and family counseling, employment counseling, and alcohol/drug assessments (VA, 2007) which may address some concerns of veterans with PTSD. 


Actual PTSD treatment at the VA takes several forms. According to the Veterans Affairs website, “each medical center in the Department of Veterans Affairs provides some form of specialized expertise for veterans with PTSD” (VA, 2007). The main types of VA programs for PTSD treatment are: Specialized Outpatient PTSD Programs (SOPPs), Specialized Intensive PTSD Programs (SIPPs) and Special Local PTSD Programs. SOPPs include clinical teams providing group and individual counseling, substance use teams, and women’s stress disorder treatment teams. SIPPs include both inpatient and outpatient “therapeutic communities” for intensive treatment, including residential centers and day hospitals. Local programs can include any type of specialized PTSD program a local VA medical center chooses to undertake. The VA website sites that there are more than 200 PTSD programs offered in total by the VA (VA, 2007). Every program requires some sort of determination of eligibility.


Although the range of PTSD related services offered by the VA seems extensive, there is wide-spread concern about the ability of the VA to handle the amount of returning veterans from the GWOT who will be seeking or needing PTSD treatment. An unprecedented percentage have sought mental health services so far, and this is projected to continue.   Many investigations of VA capacity have shown that PTSD services were already stretched thin before veterans from Iraq and Afghanistan started seeking treatment (Kersten, 2005). Returning GWOT veterans face waiting periods so substantial as to “effectively deny treatment to a number of veterans” (Bilmes, 2007, p. 12). Additional concern has been raised as to the uneven distribution of PTSD services around the country with “mental health and substance abuse care… simply not accessible at some VA facilities” (Bilmes, 2007). Vet Centers are also overwhelmed with 40% reporting having directed veterans needing individualized therapy into group therapy and many limiting their family therapy services (Bilmes, 2007). As a result, many veterans are living without the care they need for their PTSD, are seeking care at their own cost, or are seeking resources provided by non-profit organizations and state and local governments.

Alternative 2: Expansion of Service Model


The second alternative is to develop a treatment guideline that adheres to the mission of the Veterans Administration, to “restore the capability of veterans with disabilities to the greatest extent possible and improve the quality of their lives”(VA, 2007). This would implement a best practice guideline that ensures appropriate resources to provide comprehensive PTSD specific services in the VA. 

Prevention 

Education efforts on the national level to inform the public about PTSD and its effects are a crucial element of this alternative. Increasing outreach efforts to ensure that veterans are made aware of PTSD will enhance prognostic procedures to help prepare for the influx of PTSD cases. Campaigns that seek to transform the military culture to one which accepts mental health issues would effectively reduce the stigma of reporting PTSD, and efforts by mental health professionals would be made to inform soldiers about the psychological effects of combat exposure. Outreach efforts may also be increased in rural areas where there is high need and little access to services

Scope of PTSD Services
Establishing universal protocol for PTSD assessments would allow invariable criteria for measurement to be implemented in primary care, post deployment health centers, counties, community organizations and the VA. These service providers would also collaborate to provide data on the size of the population with PTSD.. This would result in greater predictive value of PTSD in GWOT soldiers, thereby signifying future needs of this population. 


In addition, greater reliance on alternative assessments which deviate from the PDHA and PDRHA would be used. As the Special Committee indicated, “Every returning soldier is asked the four questions of a well-validated PTSD screening tool but no one seems to expect them to answer truthfully” (GAO, 2006). Periodic assessments which monitor the mental health of returning veterans throughout their transition into civilian life may improve diagnostic procedures. Susceptible populations to PTSD, such as combat troops who experience high levels of violence, those who experience military sexual trauma, and soldiers enduring multiple deployments, would be closely monitored.


Additionally, examining the scope of PTSD would accurately address the impending need for services in the coming years. As evidenced with Vietnam, PTSD is often a chronic condition. At present, the VA approach to PTSD care is often seen as short-term. However, as the VA continues to care for Vietnam veterans thirty years after combat separation, it is evident that PTSD services must have a long term scope. 

VA Capacity to Provide PTSD Services 

As previously stated, an increasing clientele is providing an escalating strain on an already under-funded and under-staffed VA. Although the types of programs devoted to PTSD (including SOPPs, SIPPs and Special Local PTSD Programs) are sufficient in quality, many reports indicate that they are not consistently offered. Vet centers have become the most successful innovation of the VA. At a total cost of $100 million per year (Bilmes, 2007), they are also cost-effective. But their ability to provide PTSD treatment in a timely manner is becoming more challenged with the increasing numbers of veterans seeking services amidst staffing shortfalls. This alternative would increase staff and funding levels to Vet Centers and specialty PTSD programs in geographical areas where high numbers of OIF/OEF veterans are located. This alternative would also examine whether or not it would be constructive to streamline all mental health claims and PTSD services to Vet Centers, which would then provide all Specialty PTSD programs. This would alleviate the claim process at many VA facilities and provide increased access to mental health care for returning veterans. 


On November 5, 2007, President Bush signed the Joshua Omvig Suicide Prevention Bill to include requirements of mental health training for VA staff. This bill suggests that mental health practitioners are not consistent in their care model and show disproportionate competency to respond to PTSD needs. Although the VA is a leader in providing PTSD care, its consistency has not been confirmed. This alternative would implement the provisions of the Suicide Prevention Bill and ensure, above all, that VA staff be appropriately trained to handle mental health issues. 


Unfortunately, the VA budget has been consistently inadequate to respond to increasing clientele. Amid growing costs for PTSD services, Congress fails to provide funding for the new demands.The estimated budgetary costs of providing compensation and care to all OIF/OEF veterans over the course of their lives will be from $350-$700 billion, with many factors influencing costs such as duration of employment and the claims process (Bilmes, 2007).. The VA has also been unsuccessful at allocating spending for mental health care. In fiscal year 2006, the VA could not account for the $100 million it had been appropriated and earmarked by Congress for mental health (IAVA, 2007). With a limited budget, mental health care budgetary needs have consistently fallen short of appropriate levels. Increasing funding for mental health programs and providing progress reports which match Congressional earmarks would be appropriate. 

Alternative 3: PTSD Treatment Referral and Outsource


This alternative stresses the importance of local government, private, and community organizations to care for OIF/OEF veterans and their mental health issues. In it, the VA would prioritize claims and outsource PTSD specific services to counties, private and non-profit organizations which specialize in veteran care may help to alleviate VA capacity, budgetary, and care model issues. 

Outreach and Diagnostic Procedures 

This alternative proposes the same outreach procedure and universal diagnostic tool to be implemented as explained in alternative 2. 

Referral System 
At present, the VA does not provide referrals for PTSD specific care. Referral systems have often been recommended by the Special Committee for the past three years (GAO, 2006) but have not been instilled throughout the agency. Providing referrals will ensure that all veterans are receiving PTSD services. Many veterans seek care at county agencies  but are referred back to the VA system because of their veteran status. Unfortunately, many veterans do not qualify for VA services or are part of the 400,000 backlog claims (Bilmes, 2007). Veterans are also accessing community mental health organizations. In 2005, a non-profit organization reported that two-thirds of their clients seen that year for mental health needs were not eligible for VA mental health care and were also turned away from county care as well. The VA would benefit from giving referrals to outside organizations as a measure to decrease their escalating demands. This alternative assumes that providers outside the VA are able to provide the breadth of services the VA implements.

Eligibility
This alternative would ensure that counties follow guidelines which allow veterans to access county services without being transferred to the VA. This would essentially guarantee eligibility for veterans who choose to access county services. Certain counties already have this provision in place. Additionally, any veteran seeking PTSD care from the VA would then be referred to county, private, or community services depending on priority. 

Access 
The VA would also collaborate with private and non-profit mental health practitioners to make certain patients are receiving care. Non-profit organizations, which are often established in response to a shortage of care witnessed in the VA, are becoming leaders in providing quality PTSD care to veterans.

The Rural Veterans Health Care Access Act (HR 4231), a pilot study program currently being introduced to Congress, would allow veterans of rural areas to access services from private mental health practitioners through the use of payment vouchers. This would ensure availability of services to veterans seeking mental health care who are unable to obtain services from the VA. This could be an option for this alternative as a component of its referral system. 

Funding 

Counties are not usually given funding for veteran specific services, with exceptions in counties like San Francisco (CAVSA, 2006). This alternative would allow funding for veteran mental health programs based on the amount of referrals given by the VA closest to the county. Additional funding would be provided for vouchers given to private mental health practitioners. Funding levels for non-profit organizations providing veteran specific services would also be examined as this alternative would inevitably result in higher service levels.

Scope of Services
The magnitude of PTSD is difficult to confirm, as its onset and duration is unclear.  Outsourcing to community agencies and counties may alleviate long term budgetary and capacity concerns with these considerations. This would lessen the need to augment service and capacity levels over the short term while still responding to the needs of veterans. Over the long term, the VA may revisit capacity levels to determine if referrals are needed. Referring PTSD cases might benefit the VA’s ability to expedite the claims process as well. With the current backlog being higher than ever, PTSD outsourcing would expand the ability of administration to respond to the needs of the emerging clientele in a timely manner. 

Evaluation of Alternatives



We have included a Criteria/Alternatives Matrix to recommend a single alternative for PTSD care. This matrix is most useful as an objective measurement of PTSD care models as it allows us to give values to non-marketable criteria, therefore considering qualitative measures included in this analysis. The alternatives are rated as far as their satisfaction of each criterion. Each criterion is weighted equally, as we believe each is equally important. A recommendation is discovered by summing all the ratings under each alternative.


The Stakeholder Analysis shows potential acceptability to each affected party of the proposed alternatives. Effects of the proposed alternatives are shown with comparison to the current system. Veterans, the VA, Congress, and other service providers are all affected by each alternative, and the matrix illustrates whether or not each stakeholder is assumed to be receptive to either alternative. Values are given according to the level of acceptability of each party. The values are not summed; since the purpose is not to decide upon the best alternative for each party, but to estimate the responses of all parties as the proposed alternative is implemented. The decision maker is included in this analysis as a comparative to all other parties. 


Finally, a probability multiplier is provided to illustrate the proposed acceptability of each alternative by the VA Secretary. This is an evaluation based on the researchers’ opinions of outcome quality with respect to probability of passage. The probability of each alternative is given an acceptability rating and corresponding outcome measurement. The alternative with the highest rating is therefore proposed to be accepted by the Secretary of the VA.

Results and Recommendation


The criteria/alternatives matrix used to decide between the alternatives was instrumental in highlighting the relative strengths of the two alternatives we chose to compare against the status quo. We felt that both alternatives were strong and would adequately meet the needs of returning veterans with PTSD. However, as seen in the matrix located in Appendix A, Alternative 3 dominated on almost all of the criteria. It is less strong than Alternative 2 on the criterion of VA Resources alone, and this is due to the nature of the policy solution: it focuses on services external to the VA.  Adding up the ratings for each solution on each criterion, Alternative 3 is clearly the preferable alternative. The Status Quo Alternative was dominated by both of the other alternatives on all of the criteria except for Long-term Sustainability which it satisfied slightly better than Alternative 2. This alternative can be ruled out as the preferable policy choice to meet the needs of returning veterans as expected due to the role the status quo plays in many of the problems these policy alternatives are attempting to ameliorate.


As the affected parties’ matrix shows, Alternative 3 would not necessarily be the policy choice of each stakeholder. We believe veterans would be equally happy with either alternative to the status quo, as both greatly enhance PTSD related services available to them. Similarly, service providers outside the VA we believe would find either alternative acceptable. However, leaders and employees of the VA itself may disagree with Congress as to the most desirable alternative. Congress, we believe, would prefer the acceptable alternative requiring the smallest increase in funding, while the VA would likely prefer increased funding and capacity for the agency. This is reflected in the decision tree combining the likelihood of passage of the alternatives with personal preference from the point of view of the Secretary of the VA.    

Although we thought it important for you to be made aware of these stakeholder considerations, our decision and recommendation remains based on the criteria/alternatives matrix. As such, we recommend the VA implement a policy of referrals and outsourcing of all PTSD related services to local government and non-governmental service providers. 
Appendix A: Criteria / Alternatives Matrix
	                                   Criteria
	Alternative 1

Status Quo
	Alternative 2

Increased Funding/

Expanded Service Model for VA including Awareness Campaign and Universal Diagnostic Tool
	Alternative 3

VA Referral and Outsourcing of PTSD services

	VA Resources
	-

Current VA resources devoted to PTSD are low compared to need.
	++

Includes increased funding for VA mental health and PTSD programs to the extent necessary to allow VA to fully meet needs of veterans.
	+

Includes some increase in funding for VA to implement referral program and reimburse other service providers. Some resources will be saved by not providing service in-house. 

	Number of Veterans Treated for PTSD
	-

Current stigma, diagnostic procedures, access to benefits and availability of service result in fewer veterans being treated for PTSD at any given time than have a need.
	+

The expanded awareness and service availability would positively affect the number of veterans seeking PTSD treatment.
	++

Between expanded awareness and ability to seek treatment at organizations convenient to veterans, the number of veterans treated for PTSD should substantially increase. 

	Breadth of Service
	+

Between Vet Center services and the specialized PTSD treatment programs the VA currently has an acceptable range of services. 
	+

Breadth of service will not change significantly. Quality and amount of current services will be increased. 
	++

Outsourcing to local service providers will result in a wider range of services available to veterans as the full spectrum of services provided by organizations outside the VA will be available to veterans.

	Accessibility of Services
	--

Current PTSD treatment services are not located uniformly around the country and Vet Centers are not always accessible for veterans in rural areas.
	+

By strategically placing new Vet Centers in areas of high PTSD needs and increasing amount of specialized PTSD treatment services accessibility will be enhanced. 
	++

Allowing veterans to seek PTSD treatment from local organizations rather than the VA would ease accessibility issues for veterans not living near VA mental health facilities.

	Long-term Sustainability
	0

We assume current funding and levels of service is sustainable in the future.


	-

This model is based on the impending needs of the GWOT veterans and may be difficult to scale back at times of reduced need. 
	++

The system of outsourcing and referrals is easily adaptable to any change in need as no permanent changes are being made to VA capacity.


Total:


 + = 1, - = 4, 0 = 1

+ = 5, - = 1


+ = 9




Total: -3


Total: +4

       Total: +9

Table Key: 

++ Highly Favors

+ Favors

0 Neutral

- Disfavors

-- Highly Disfavors

Appendix B: Stakeholder Analysis

	
	Alternative 2:

Expanded Service Model
	Alternative 3:

Referral and Outsourcing



	Veterans


	++

Veterans would be given greater access to PTSD programs and would benefit from a decrease in waiting periods
	++

Veterans would have greater access to PTSD care, but may have to access multiple facilities for comorbid conditions



	Veterans Administration


	++

As the VA sites resource constraints as the primary reason for its inability to provide PTSD services, they would find this alternative especially beneficial. As they aim for maintenance and enhancement, this would directly respond to their outlook and judgment for responding to the needs of veterans with PTSD.
	0

Although this would essentially change the PTSD care model and relieve the VA of its responsibility to fully provide PTSD specific care, VA officials may see the benefit in maintaining current capacity levels.

	Legislature


	0

Congress has been a supporter in improvements to the PTSD care model, but has not provide sufficient funding to provide PTSD services up to now.
	+

Relieving the VA of its responsibility to fully provide PTSD care may not be welcomed, but Congress would most likely promote alternative sources of PTSD care and responsibility with limited affects on funding levels

	Other Service Providers

(Local Government, Private, and Community Providers)
	+

Other service providers stress the importance of increasing capacity of the VA and often times respond to veteran needs themselves as a result of the inabilities of the VA. 
	++

Although it is unclear whether local governments are receptive to this alternative, private and community providers will respond well to the added responsibility in caring for veterans with PTSD
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Alternative 1: (.5 x 0) + (.5 x 1) = .5           


Alternative 2: (.8 x .6) + (.2 x .4) = .56


Alternative 3: (.4 x 1) + (.6 x 0) =  .4
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Appendix C: Acceptability of Alternatives  (addressed to VA Secretary)








