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December 10, 2008

Dear Governor Kulongoski:

The Task Force on Veterans’ Services is pleased to submit to you its final report and
recommendations as required by Executive Order 08-08. It is the result of a thorough review and
assessment of existing federal, state, and local education, employment, health care, housing, and
retirement policies. As directed, each policy cluster was examined through the lens of currently
serving veterans, recently separated veterans, and aging veterans.

After an internal evaluation of existing policies, programs, and procedures, the Task
Force travelled throughout Oregon hosting town halls regarding veterans’ services. In all, the
Task Force held twenty-four open forums and contacted over five hundred thirty Oregonians.
Everyone that came to participate was welcomed so that we could develop an informed opinion
of what works and what may need improvement. At each stop, we would meet with local
leaders, tour veterans’ facilities, and meet with groups associated with veterans’ concerns.

Following the town hall tour, the Task Force weighed input and developed a framework
of draft recommendations. These proposals were vetted through discussions with Congressional
staffs, Legislative members, and statewide advocacy groups. The draft proposals have
unanimous support in principle — although various interests favor distinct delivery mechanisms.

Overall, the Task Force found that the “veterans’ landscape” is undergoing fundamental
reshaping. First, aging veterans are living longer which impacts the type and price of care.
Second, critically wounded veterans from ongoing conflicts often require complex and evolving
treatments that were not expected. And third, the impact of the continuing wars in Afghanistan
and Iraq is real and significant. Though dramatic progress has been made in the past few years,
the VA access and support is still behind legitimate need.

Given Oregon’s unique relationship with the National Guard, the Task Force spent
considerable time assessing the impact of existing veterans’ policies on the National Guard and
Reserve. We found that ongoing conflicts have literally “rewritten the book” in terms of rational
expectations. Sustained long-term deployment requirements, changes in warfare, and the
transformation of National Guard and Reserve from a “strategic reserve” into an “operational
reserve” have dramatically impacted the National Guard and Reserves.

Future study is required on the synergies found in melding veterans’ programming with
National Guard and Reserve readiness. Since many National Guard/Reserve members are
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concurrently serving and eligible for veterans’ services, the Task Force recognizes the need for
continued policy maturation. This is especially important in terms of health care and mental
health care services.

With submission of this report, the Task Force turns our findings, conclusions, and
recommendations over to you for your consideration and prioritization. The Task Force
recognizes the distinct but complimentary function of the executive and legislative branches in
considering our advice and making policy choices within the current budget and political
climate. We believe that the existence of this Task Force and the process directed by you has
already opened dialogue and begun to make a difference.

The Task Force wants to express our continuing and deep appreciation for the
outstanding support and cooperation from the agencies, organizations, and veterans’ advocacy
groups that assisted in this process. Of special note are the following: Tom Mann, who ODVA
Director Jim Willis graciously provided for this enterprise — he was the architect of this report;
Committee Chairs: Mic Alexander, Mike Burton, and Dan Estes, who worked hard to ensure
each “veteran cohort” was represented in both form and function; and finally, the ODVA staff as
a whole — they went above and beyond.

We close this by thanking all the veterans that have served our America, our Oregon, and
our communities. Our nation is indebted to them for their service and sacrifice. They, their
families, their employers have carried the burden so that we can live in freedom and peace.

Sincerely,

Paul L. Evans Mike Burton

Task Force Chair Reintegration Committee Chair
J. Michael Alexander Daniel D. Estes

Post-Separation Committee Chair Aging Veterans Committee Chair
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EXECUTIVE SUMMARY

Introduction

Governor Theodore Kulongoski established the Task Force on Veterans’ Services through Executive Order 08-08

in March 2008. EO 08-08 was crafted to provide a vehicle for open dialogue and development of a shared strategy
for veterans’ services and benefits. After nearly seven years of sustained military operations in two major conflicts,
the politics of veterans’ care had begun to become splintered with traditional veteran advocate allies competing with
one another. Without sustained intervention, this splintering is likely to continue because of the mounting pressures
on the military and veterans’ community.

Since 2001, the United States has implemented a new philosophy in warfare execution: instead of active-duty
military units fighting the nation’s conflicts as in the past, today the strategic reserve of National Guard and
Reserve units are thrown directly into combat to supplement a smaller active-duty force. Today’s force includes
women in combat — to date more than 192,000 women have served in OEF/OIF. Further, significant logistical and
maintenance duties have been contracted out to private-sector companies meaning that there are fewer support
troops needed so more troops are seeing combat. Also, due to personnel shortfalls, service members are being
ordered to serve repeated tours of duty and are involuntarily kept in service (stop loss) or returned to military
service during their inactive reserve commitment. These shifts in force management have created a host of
unanticipated (or ignored) consequences; outcomes that will incur irrefutable long-term costs for society unless
mitigated through targeted policies.

For most of the past eight years, investment in veterans’ care was not a priority for the President and Congress.
Congressional Research Services estimates eventual cost of the Afghanistan and Iraq Wars will be $1 trillion;
private economists estimate upwards of $3 trillion when equipment replacement, health care, transition, and
opportunity costs are factored in. In context, these expenditures have contributed to escalating deficit spending
since 2001 and increased the national debt to nearly $10 trillion. This accumulation of debt will undoubtedly
constrain public policy choices.

With scare resources on the horizon for both national and state action, EO 08-08 empowered a process that brought
interests together so that consensus could be built around the value of specific programming. Available resources
must be stretched to the frontier of rational limits; there is not sufficient anticipated revenue to remedy every unmet
need. Accordingly, EO 08-08 directed that this Task Force conduct a comprehensive review of all policies related
to veterans and report specific recommendations for action.

One of the challenges of assessing veterans’ policy is the size of the population and its diversity of experience.
Nationally, 23.5 million men and women have served in the United States Armed Forces. Latest census data
estimates that 350,000 Oregonians are veterans with service that extends from the 1930s to current day. In simplest
terms, there are at least two types of “qualified veterans:” those that have completed service, and those that are

still serving (in the National Guard and/or Reserves). The complexities of a 70-year span of experience required a
tailored approach.



Process — A Tailored Approach

EO 08-08 established a 27-member Task Force. These men and women were invited to participate based upon
their abilities, experience, and/or professional capacities. As a group, the Task Force included veterans of past and
current conflicts, policy experts, elected/appointed political figures, and citizens-at-large. The following members
serve as the Task Force on Veterans’ Services:

Paul Evans — Governor’s Veterans’ Policy Advisor (Task Force Chair)
Erinn Kelley-Siel, DHS — Child & Family Services Administrator
President Peter Courtney, Oregon State Senate

Representative Jeff Barker, Oregon House of Representatives

Jim Willis, ODVA — Director

Dr. Bruce Goldberg, DHS — Director

Brigadier General Mike Caldwell, OMD — Deputy Director

Victor Merced, OHCS — Director

Tino Ornelas, ODVA Advisory Board — Chair

Dr. Jim Tuchschmidt, Portland VA Medical Center — Chief Executive Office
Dr. Mike Burton, PSU Extended Studies — Vice Provost

Jim Booker, Employment Department — Veterans’ Program Coordinator
Commissioner Martha Schrader, Clackamas County Commission

Mic Alexander, Veteran

Jerry Lorang, Veteran and former Director Portland VA Regional Office
Michelle Kochosky, OMD Family Support — Coordinator

Michelle Nelson, Veteran OEF/OIF (Currently deployed to OIF)

Dan Estes, Marion County — Senior Policy Advisor

Krissa Caldwell, CCWD — Deputy Commissioner

Colonel Scott McCrae (Ret.), Oregon Reintegration Team — Director
Amy Goodall, Health Policy Advocate

(Formerly of Oregon Medical Association)

Debbie Koreski, Oregon House of Representatives — Speaker’s Office
Jim Keller, Oregon House of Representatives — Minority Leader’s Office
Councilor Jacqueline L. Moir, City of Keizer

Bob Plame, Disabled Veteran

Kevin O’Reilly, Disabled Veteran

Jack Heims, Portland VA Medical Center

Michelle Nelson left the Task Force early due to her deployment to Iraq as part of the Oregon Air National Guard.

Task Force members were assigned to one of three committees based upon cohort experience. These committees:
Reintegration, Post-Separation to Retirement, and Aging/Retirement Care ensured cohort specific needs were
identified and included in policy discussions. Five “core” public policy spheres (education, employment, health
care, housing, and aging care) were then reviewed through the “lens” of these specific work groups. It should be
noted that as a whole, these five core areas reflect the vast majority of public expenditures in veterans’ benefits,
compensation, and health.

Once formed, the Task Force determined that a formal presentation schedule was needed to accommodate
discussions on the following: revenue mechanics, education, workforce readiness, housing, homelessness, drug
and dependency issues, employment, post-conflict reintegration (the Oregon Reintegration Team), health care,
TRICARE, veterans administration (federal, state, and county programming), and other lesser known subjects.
The Task Force met weekly throughout April and May (2008). These formal presentations provided a foundation
for continued dialogue and policy review.



After receiving the “formal” presentations of existing policies, procedures, and protocols, the Task Force
implemented a 24-community outreach effort to validate lessons learned. This travel included tours/visits to
specific veterans’ programs, semi-private conversations with community leaders, and public town hall forums for an
open exchange of ideas. The following communities were included in this effort:

e Portland (Veterans’ Benefit Administration, Regional Office)

e Burns/Hines

e Bend — (Veterans Health Administration, Community Based Outpatient Clinic,
Central Oregon Veterans’ Outreach)

Florence

Philomath

Portland (Veterans Health Administration, VA Medical Center/PSU)
Beaverton/Hillsboro

Myrtle Point

Roseburg (Veterans Health Administration, VA Medical Center)

Eugene (Vet Center)

Astoria/Warrenton (Veterans Health Administration, Camp Rilea — Community Based Outpatient Clinic)
La Grande (Veterans Health Administration, CBOC)

Pendleton

Madras

Medford (Veterans Health Administration, Domiciliary)

Grants Pass

Gold Beach

The Dalles/Hood River (Oregon Veterans’ Home)

Clackamas Community College

Ashland (Southern Oregon University — Campus Veterans’ Outreach facility)
Klamath Falls (Kingsley Field tour/visit)

Salem

Albany

Coos Bay

Ontario

More than 400 people participated in the community town hall meetings throughout the state. In each of the
communities listed above Task Force members met with local leaders, local media, visited facilities, and held
forums with the public. Town halls were advertised in the mainstream media; attendees were self-selected.

A number of stakeholders who participated in Task Force committee meetings and the Task Force tour should be
recognized as well. Senator Ron Wyden provided staff, including Juine Chada, John Michaels, Kathleen Cathey,
Wayne Kinney and Fritz Graham; Congressman Peter DeFazio provided Frank Van Cleave; Congressman Greg
Walden provided Troy Ferguson and John Howard; Congressman David Wu provide Ajah Maloney-Capps;
Congressman Earl Blumenauer provided Elanna Schlichting; Oregon State Senate President Peter Courtney
provided Sasha Pollack; Lt. Col Chaplain Daniel Thompson, Barry Vertner and others from the Oregon National
Guard Reintegration Team participated; and Oregon Housing and Community Services provided Pegge McGuire,
Bruce Buchanan and Jack Duncan. Each of these participants was instrumental in the Task Force process.

Following the community town hall tour, Task Force members met twice to share experiences and lessons learned
from the discussions and to prioritize draft recommendations. The findings and recommendations that follow reflect
the consensus of the voting membership of the task force.



Findings

The Task Force believes sufficient evidence warrants the following claims of fact:

1.

10.

11.

12.

Oregon has outperformed most other states in terms of VA benefit assistance. In 2006 Oregon ranked 3™
in VA Pension ($751 million); 6™ in VA Compensation ($937 million) received. The state/county Veteran
Service Officer (VSO) outreach network yields incontestable value.

Substantial amounts of federal aid (in benefit & compensation payments and health programming) are
consistently unrealized because of a systemic failure of state, regional, and local public agencies to ask
customer/clients veteran’s status. Note: only 80,000 of 351,000 (22%) Oregon veterans identified through
Census are “in the system.”

A substantial amount of Federal housing/homeless-to-work assistance remains unclaimed (under
maximized) because of widespread lack of awareness of availability as well as training for agency personnel
on program procedure/s.

Existing transportation systems for veteran mobility to/from health care and employment/workforce
programming are insufficient to current and projected need/s.

Expansion of VSO outreach should be extended to every public university and community college campus
to assist veterans in realizing the new GI Bill (and to more efficiently cover underserved population need/s).

Existing Reintegration Summit collaborative strategies should be expanded in scope to provide regional
“mini-summits” on a bi-monthly basis; regional constructs could coordinate efforts through current model.

Existing Oregon statute incentivizing TRICARE patient load increases has been misinterpreted and is
insufficient to public goal/s. Amending language to “fix” statute has been reviewed.

Existing access for mental health services in remote/rural areas of the state is insufficient for the current and
projected needs of veterans and families. Incentives for providers warrant urgent study.

Existing facilities for women veterans (especially those with children) are insufficient for current and
projected need/s. The opportunities presented at the Eastern Oregon Training Center and the state
psychiatric hospital in Salem warrant further study and may be a win/win for the nation, state, and
community.

The Oregon Veterans’ Home is at a crossroads in terms of long-term maintenance and sustainability; the
establishment of a permanent maintenance fund warrants further study and may preserve a model facility.

Existing reintegration programming is improving the health and welfare of returning veterans’ and families;
existing efforts are not sufficiently coordinated to successfully preserve the force (National Guard/Reserve)
and/or meet the current and projected need/s of veterans’ and families.

Future expansion of skilled nursing home facilities for veterans should maximize federal support services;
development opportunities through creative partnerships should be explored and implemented.



Recommendations

The Task Force recommends the following for action in the 2009-2011 Biennium:

Administrative/Policy Expansion

Increase state VSO coverage by 18 positions (9 — 2009, 9 —2010).
Expansion of Reintegration Team/Programming to meet the projected needs of 2009 deployment of forces.
Increase both Military Department and Veterans’ Department “Emergency Relief Fund/s.”

Legislative Action

Refer amendment to Oregon Constitution deleting 30-year limit on Oregon Department of Veterans’ Affairs
home loan program.

Grant automatic state residency for any/all veterans attending an Oregon university, public institution, and/or
community college. Note: new GI Bill may pay for out-of-state costs; old GI Bill does not pay those costs.
Develop and sustain a state recognition program for businesses/employers that hire veterans at a rate above
average; implement a public information campaign encouraging employers to hire veterans.

Expand reintegration efforts throughout the State of Oregon on the Clackamas Community College/Oregon
Reintegration Team model.

Empower/recognize mini-summit regions as representatives of Oregon reintegration efforts; provide

small funding grants for development of tailored solutions. Create Internet bulletin board for information
dissemination.

Allocate resources and require closer cooperation for enhanced transportation capacities for veterans living in
remote/rural areas.

Congressional Action

Memorial to Congress urging transportation system enhancements for veteran’s health care access.

Memorial to Congress urging full funding of categories 1-8 within the Veterans Health Administration
facilities.

Memorial to Congress urging funding/implementation of a 90-day “soft-landing” plan associated with post-
conflict reintegration efforts for National Guard and Reservists. Note: this supports recent proposals from the
Commission on the National Guard and Reserve.

Memorial to Congress urging the Veterans Administration to simplify and expand the VA “Fee-Basis” system.
Memorial to Congress urging expansion of Department of Labor DVOP (Disabled Veterans Outreach
Program) and LVER (Local Veterans Employment Representative) programming; restoration of previous
levels of service.

Memorial to Congress urging it to authorize states authority to develop home loan programming that mirrors
federal programming.

On top of the previously listed items, the Task Force recommends the following “low hanging fruit” proposals for
action within the next 100 days:

Simplify existing procedures and expand the number of days a qualified veteran is allowed to stay at state
parks without charge.

Establish annual Oregon Military Families Appreciation Day.

Pass a resolution of support for the Oregon “Hire Vets” program.

Direct the Oregon Justice Department to assist in the research and development of Veterans’ Courts (Oregon
House of Representatives Interim Veterans’ Affairs committee working on this initiative).

Increase emphasis on educational campaign within all public agencies (especially the Oregon Military
Department and Oregon Department of Veterans’ Affairs) on military sexual trauma (MST), Post Traumatic
Stress Disorder (PTSD), and traumatic brain injury (TBI) initiatives.

Fund/coordinate a public information campaign on suicide prevention (especially among vets); Reintegration
Team, ODVA, and partners are asking for help.

Fund/coordinate a public information campaign on MST prevention/assistance and domestic violence.

Public support for hiring/retention of veterans’ efforts throughout state; support for emerging “compact idea.”
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Endoame conclusions

This Task Force served as both means and ends. Though veterans across the nation are struggling daily with the
impact of their service, few states have made this issue a priority. No other state has been as innovative in its
approach, or as consistent in its support. Oregon has pioneered post-conflict reintegration efforts for the National
Guard and continues to set the agenda for other states to follow. Unfortunately, the personal challenges facing our
veterans from all conflicts are vast; too many problems have been ignored for far too long. Transportation costs
are unpredictable; medical care is costly; and the federal government has largely neglected the evolving reality for
veterans and families. Recent increases in VA expenditures have come too little, too late, and will not keep pace
with need/s.

The Task Force achieved its primary mission: to bring people around the table and have a rational dialogue about
what should be done. Although inherently and primarily a federal issue, veterans’ care impacts us all. The State of
Oregon can, with relative ease, make local changes that improve the lives of 351,000 veterans and their families.
Additionally, the state can send a clear message to Congress and the next Administration that change is warranted in
terms of education, employment, health care, housing, and retirement. Key leaders can utilize nationalizing agents
such as the National Governor’s Association, the National Conference of State Legislatures, and other advocacy
forums to move policy in the opening months of the next Congress.

Overall, this Task Force adjusted its approach as information and trends became available. After the initial
presentations, work groups replaced committee structure, but the spirit remained. Towards the end of this process,
committees functioned less as decision-makers than as reminders of perspective and need. And while the two-tiered
assessment was not fully implemented as envisioned, it maintained focus on the divergent but equally important
needs of the veteran cohorts.

Throughout this process, the Task Force members took the mission seriously — and spent enormous amounts of time
and energy to complete this task. Committee chairs Mic Alexander, Mike Burton, and Dan Estes kept faith with
their charge and manifested extraordinary leadership and dedication. As a group, the chairs helped lead their peers
through the complex waters of multi-tiered policy. And each of them avoided the trap of accepting the “easy way”
by merely parroting the wishes (often expressed with great enthusiasm and zeal) of legacy advocacy groups. This
was not easy.

Within the small world that is veterans’ policy, it is often the loudest voices that garner the most attention: but this
was not the case in this process. Opinions were sought from legacy groups but proposals for action were reviewed
with a keen eye towards the entire veteran community. Every person, every group, and every idea that was
presented to the Task Force was given equal consideration. It was vital for a comprehensive product to result. The
balance of this effort makes the final recommendations more powerful; it does not advance nor retard any singular
interest group or established agenda. Veterans of every era had at least one (and often more) champion in policy
discussions throughout the process.

On a final note, the staff of the Oregon Department of Veterans’ Affairs should be commended for making this
project possible. With scare resources, Director Jim Willis, Deputy Director Paula Brown and their Public
Information team performed the improbable — on time, on target.



Reintegration

The Reintegration efforts in Oregon has been one of rapid evolution to meet with the changing needs of veterans, both
National Guardsmen and returning service members who have separated from active duty. For definitional terms,
reintegration refers to the processes faced by a returning soldier in his/her re-entry to civilian life in the first three
years. Issues covered in other analysis: healthcare, education, family, and employment will only be referenced in this
document. Nationally, according to the Veterans Health Administration about half of the Operation Enduring Freedom/
Operation Iraqi Freedom soldiers have separated from service, approximately 900,000.

Most of Oregon’s reintegration issues concern National Guardsmen; Oregon does not have an active duty military
base, such as Ft. Lewis, so does not routinely see active duty veterans. The first alert of the need for a reintegration
effort came from military family members coping with not only the absence of loved ones and the associated fears,

but life issues such as the “Dear Mortgage holder” letter. The alerts became alarms as injured soldiers returned home
with both visible and invisible wounds. A few of these soldiers coalesced into a force that requested a formalized effort
on the part of the Oregon National Guard to address their needs. The Reintegration Team was formed under the lead
of COL Scott McCrae (Ret) with full support of Guard senior leadership. The team familiarized themselves with all
resources, created an excellent website, an 800 number, and then divided the state up to assure the returning soldier’s
pulse regarding ease of reintegration was being taken. Many other states have created models based upon Oregon’s
reintegration team. The Yellow Ribbon Program formulizes the mode nationally.

The state, federal, local and charitable organizations supporting the returning veteran’s needs also required

an organizational structure. Through the coordination of the ONG, Veterans Healthcare Administration, and
Congresswomen Hooley, the Oregon Summit was created as a semi-annual meeting of all leaders of the organization,
and is held at the Anderson Readiness Center. It now hosts more than 100 attendees with updates on clinical issues,
such as traumatic brain injury (TBI), and political updates, such as the presentations by state legislators, and finally,
breakouts for discussion groups regarding healthcare, education, family, and employment.

As of this writing, returning Guardsmen are typically being demobilized at Fort Lewis for a period of three to five
days. This is after seven to 14 days of logistics in Kuwait. While at Ft. Lewis, soldiers self-report physical and mental
health issues, including TBI and PTSD. Those reporting issues are normally kept longer, which the Task Force learned
is why many of these returning soldiers are not self-reporting. These soldiers want to return home and will not risk
being put on medical hold while the rest of their unit goes home, While demobilizing at Ft. Lewis, these Guardsmen are
under federal Title 10 active duty orders, which means they receive active army pay and benefits. During this period,
they are briefed on everything from healthcare to education. Retention of information is very low. The Guardsmen

then are brought to Oregon for two to three days where additional briefings including the services of the Reintegration
Team, ceremonies, and reunification with family. From this point, they are Released from Active Duty (REFRAD) and
returned to Title 32, inactive duty training with the State of Oregon. The Task Force learned that this is not enough time
for a soldier to decompress after a combat tour and is a reason many of these veterans are finding it difficult to actually
reintegrate back to their jobs, families, and lives.

For the next 90 days units conduct some reintegration actives during monthly drill weekends to reconnect with their
fellow OEF/OIF combatants and have their pulse taken by their leadership. At 90-120 days, soldiers undergo Post
Deployment Health Re-Appraisal (PDHRA) where they are again assessed for physical and mental health issues in
coordination with VA, ODVA, and other resources.
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Pre-mobilization has improved to inform the soldier and his/her family of what to expect and what benefits/resources
are available while deployed. Soldiers returning out of sync from the rest of their unit due to injuries get their needs
attended at Madigan Army Medical Center. ONG monitors their recovery process.

Active duty military members participate in the Transition Assistant Program (TAP), a weeklong program at active
installations. However, these soldiers already have come home from their combat tour as a unit, have had significant
decompression time, and are leaving service in most cases not directly after their combat tour but some time down
the road. For those not separating, support is found on base especially for their families. Healthcare is provided by
the facility’s medical center. If the separating veteran allows notification (DD214), the ODVA is alerted of his/her
arrival in the state and welcoming information is sent and follow-ups are made. The VHA contacts all separating
service members, whether active or reserve component. Through word of mouth, these veterans are discovering the
Reintegration team website and 800 number.

The Task Force discovered that eight different organizations claim to know all the resources in the state for support of
Veteran care. A secondary finding was that no one group actually knew everything. And a final finding was that what
is available is a constantly moving target. About half of those agencies offer 24x7 hot line 800 number capability. It

is the impression of the Task Force that only ONG and ODVA come close to knowing the resources. During multiple
town halls, the Task Force also heard the theme of veterans seeking information, often false, from one another; this was
particularly true at college campuses. The Task Force also heard of Squad/Team Leader being perceived as a particular
source of information regarding resources.

To help, the Department of Defense has provided staff to facilitate reintegration (Joint Family Service Assistant
Program). They are monitored by the family program director under the ONG Yellow Ribbon Program. Department of
Defense components are comprised of a Red Cross Liaison, two outreach counselors, one Military One Source person,
and a children’s program. In addition they have funded uniformed service member to attach to the OEF/OIF team at the
Portland VA Medical Center.

Other governmental agencies have also provided specific outreach personnel. The Vet Centers have each hired OEF/
OIF veterans to provide the information. Each VA Medical Center has an OEF/OIF coordinator and two have poly-
trauma care case managers. The ODVA trialed a VSO on the campus of Portland State University with impressive
results. As has been aforementioned, the ONG has four Reintegration Specialists scattered throughout the state and

in Salem they have education, employment and family coordinators. It should also be noted that the VA’s homeless
outreach staff, the suicide prevention coordinators and case managers frequently interact with this population. The State
Employment Department also has OEF/OIF specialists.

Finally, regarding information flow, a few local areas have mimicked the Oregon Summit by pulling together
interested personnel to share their knowledge of resources. The Eugene area’s Vet Net is the longest standing. County
Commissioner Martha Schrader in Clackamas County initiated a group there. The Tigard Armory has been the home of
monthly meetings of primarily 501-C-3 organizations and a small group meets in Washington County.

The Reintegration Team has learned much since it stood up to help returning veterans. More must be done to educate
veterans and their families regarding the services that exist. The Task Force determined that there is not necessarily a
lack of resources, but rather the gap exists in connecting soldiers/veterans and their families to those resources. The
Task Force is committed to continuing the work of the Reintegration Team to further identify and fill these gaps.
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Findings

1. That the current process of reintegrating soldiers into the civilian community is seriously deficient. More time
in Title 10 status 1s necessary for a proper soldier and family reintegration.

2. Family education, preparation, and treatment are much improved but still lacking. Family members cannot
receive VA treatment without the veteran enrolled and seeking care. Counselors in the community are either
scarce or ill trained. VHA has well-trained and caring staft.

3. The GI Bill of 2008 remedies some of the problems of financing a soldier’s entry or re-entry into higher
education. Details of the entire program are not readily understood.

4. Opverall, resource information is not centrally located or well known and sometimes comes from sources not
fully informed.

5. No formalized system of bringing resource providers together to insure a centralized, successful semi-annual
Oregon Summit.

6. Soldiers are frequently unemployed at time of enlistment or deployment (35%). Excellent resources exist for
training, vocational rehabilitation or employment counseling, but again, these opportunities are not well known.

7. Homelessness is a potential threat to new veterans. As more come home, the difficulties dealing with PTSD,
TBI, marital crises, family crises, employment crises, and often try to self medicate; homelessness can come
on rapidly. VA is well prepared to deal with all these issues, however getting the veteran to seek that help is
problematic. As one soldier said, “Uncle Sam screwed me over once, why would I trust him again.”

Recommendations

1. The Oregon Legislature draft a Joint Memorial urging Congress to establish and fund a comprehensive

reintegration program that includes maintaining National Guardsmen on Title 10 Orders for 90-120 days after

deployment.

2. Provide funding for 18 additional Veteran Service Officers to be located on the each of Oregon community
college and university campuses.

3. ODVA create an electronic “bulletin Board” where all personnel in all agencies can add and read about new
resources, changing of staff, new laws and other information.

4. The Oregon Legislature create a Reintegration Task Force to continue to work with state agencies and partner
with local and federal government to create mini-summits regionally throughout the state.

5. Increase staffing for Reintegration/Yellow Ribbon Team.
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Veterans’ Families

As a state without an active-duty military base, the families of Oregon’s service members often find themselves
separated by distance and without the type of support system active-duty units provide for families of deployed
soldiers. This separation can create issues with communication and service delivery. Further, unlike the active-duty
military culture, National Guard and Reserve families do not live the military lifestyle 24-hours a day in their normal
lives, thus many do not even know to seek services from existing National Guard family support programs.

The current conflict is unlike previous conflicts and is putting greater strain on families. Multiple deployments create
uncertainty and place tremendous burdens on the spouse left behind to raise the children as a single parent. For many
National Guard and Reserve service members, deployment means a reduction in family income for the deployment
period, placing strains on family budgets — to the point of welfare or bankruptcy for some families. While in Iraq

and Afghanistan, soldiers receive instant communication via email from their spouses, which is both good and bad.

On the one hand, this type of communication with family helps keep service members connected to home and raises
morale. On the other, the problems at home are shared daily with the service member who already is burdened with
stress of combat. Conversely, the spouse at home who does not receive the expected email or phone call on time only
assumes the worst if their soldier is late from patrol. Also, the effects of the current conflict are even more severe when
the service member returns home. Large numbers of soldiers are experiencing Post Traumatic Stress Disorder with
symptoms ranging from anger, depression and anxiety to hyper-vigilance, self-medication with alcohol and drugs and
suicidal ideation. Suicide among OEF/OIF veterans is at alarming rates. And many families also have to learn to adjust
to physical disabilities, such as Traumatic Brain Injury, amputation, and a host of other medical problems. Family
conflict unfortunately also includes domestic violence perpetrated by veterans against their spouse and/or children as a
result of PTSD and other conditions.

The Task Force took a hard look at Oregon’s Reintegration process. While the state’s Reintegration team was the first
of its kind in the nation and is the national model for reintegrating service members back into life after the military, the
Task Force found gaps that could even further support soldiers and families in the continuum from pre-deployment to
post-deployment and beyond.

One of the keys to helping families cope when a service member is called for deployment is pre-deployment services.
The idea is simple: Educate families about what to expect during the deployment; provide a list of services that will
help support families and explain how families can access these services; build relationships between the family
support program personnel and the family members who are to be left behind; create contact lists for follow up;

and provide contact information between families to create a self-supporting system. During a town hall meeting in
Medford, the wife of an Afghanistan veteran said she wished she had had this type of information and briefing before
her husband left and certainly before he came home, because he was not the same man that he had been before his
deployment and she was unprepared for how he returned. This is a common statement from spouses of returning
service members, according to county and state veteran service offices.

Staying in contact with family members during the deployment, providing them support and education also is
fundamental to ensuring families receive the services they need. The Task Force was surprised to learn that the gap that
exists is not in available services, but rather in connecting family members and soldiers to those services. The state’s
family support program manager told the Task Force that they continually invite family members to meetings, but many
families simply to do not come. Unfortunately, by the time a family does come forward to ask for assistance, they are in
crisis. Proactive outreach will have to be a component during the continuum of service delivery.
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The post-deployment process also is a challenge. While active duty service members return to their bases as a group
and are given time to decompress from their combat tours before resuming their regular duties, National Guard and
Reserve troops are sent home, given a week of briefings and then are released back into the lives they left 12 to 18
months earlier. This has been a recipe for disaster. The Reintegration Team readily acknowledges that the “Death by
PowerPoint” briefing process usually ends in the soldiers simply throwing away all the materials provided to them. In
fact, the Task Force was told that a recycling bin is kept by the door for this purpose. The fact is soldiers returning from
combat tours are not ready to absorb the plethora of information they need directly after deployment. The Task Force
has come to the conclusion that more time is needed for soldiers to decompress after their deployments and this time
should include family members who would attend briefings with their soldiers.

Because Oregon does not have an active-duty military base, it is unique and thus faces unique challenges in working
with service members and their families. However, numerous services exist to support families during the continuum
from pre-deployment through post-deployment. The Oregon Reintegration Team and the Family Support Program exist
solely to facilitate services to veterans and their families. The Oregon Department of Veterans Affairs and the County
Veteran Service Officers provide claims services to ensure veterans and their families receive the benefits that they have
earned. The federal Veterans Health Administration provides counseling, mental health, health care, and social services
to veterans. While counseling cannot be given directly to family members, it can be provided in conjunction with the
veterans’ counseling, providing a doorway to help. Military One Source and the Red Cross also provide services, as do
private sector groups who have offered pro-bono counseling and medical care for soldiers and their families. Clergy
and emergency first responders are being trained in PTSD and what to expect when working with returning OEF/OIF
combat soldiers. Many positive and proactive steps are being taken to support Oregon military families. The keys to
successfully providing services to families will be communicating consistently with families, and families taking the
initiative to accept the services that will be offered.
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Findings

1.

Resources for families abound, but are frequently unknown to other providers. At one count, eight different
agencies are claiming to be the “one stop” for all information, but in reality only two, the National Guard
Reintegration Team and the ODVA know most of them. Military families do not know all of resources and
misinformation from word of mouth compounds the problem.

2. Insufficient emergency funds exist for family situations despite the wonderful efforts of ODVA, the Guard itself,
Salvation Army, the National Veteran Service Organizations, and religious based organizations. Many of these
are not known in the caring community.

3. While a few communities, notably Eugene, have organized “mini reintegration summits” to assure
communication of resources, such mini-summits need to be expanded regionally statewide.

4. Rural areas, whether for veterans or all citizens, are underserved for mental health needs.

5. Many military families do not seek support or resources until they are in crisis.

Recommendations

1. A one-stop “Bulletin Board” type resource should be created and hosted by either ODVA or the Reintegration
Team to provide a clearinghouse of information for service members and their families.

2. The Emergency Financial Assistance Program at ODVA should be increased.

3. Mini-summits should minimally occur regionally throughout Oregon on an on-going basis. Furthermore these
should be a feeder to the Oregon Summit to assure all needs, rural to urban, are represented.

4. Work to expand eligibility programs for “whole family” initiatives.

5. Develop/fund feasibility study for Veterans’ Courts

6. Establish Oregon Military Families Appreciate Day

7. Develop/fund tailored suicide prevention public information campaign
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Veterans’ Healthcare

As the Task Force toured the state, health care was the top issue of discussion at nearly every town hall meeting.
There was consensus that the VA medical system provides quality care; however, accessing that care was perceived as
bureaucratic and difficult. For veterans living in rural and remote Oregon, accessing their VA health care can be quite
difficult due to distance and weather. Mental Health is lacking throughout the state; where mental health exists, demand
is outpacing the supply of providers due to difficulties in recruiting, particularly in rural areas. Veterans in rural and
remote Oregon want more money spent on VA contract health care so they can see local providers instead of traveling
great distances to a VA facility. Many veterans have had significant difficulty with having their emergency health

care paid for by the VA when their emergency brings them to a private hospital, according to state and county veteran
service officers. Lastly, older veterans feel they were promised health care as part of their agreement to serve their
country; however, the VA health care system limits access based on income, so many of these veterans are found to be
over-income and not allowed access to the system.

In Oregon, the Veterans Health Administration has two main hospitals (Portland and Roseburg); a rehabilitation center
in White City; Community Based Outpatient Clinics in 10 communities with plans for expansion (Bend, Brookings,
Eugene, Klamath Falls, La Grande, North Bend, Ontario, Portland, Salem, Warrenton); and four Vet Centers (Eugene,
Grants Pass, Portland, Salem). The system is set up so that specialty care is provided at the two main hospitals (as

well as the Vancouver, WA campus), while primary care is provided through the CBOCs. The Vet Centers specialized
in readjustment and Post Traumatic Stress Disorder counseling. Access is free to any honorably discharged veteran
The Task Force was made aware of a demand for a Vet Center in Bend, which is currently being served on a part time
basis by traveling counselors from Salem and Eugene. Vet Centers also have a contract program for rural areas such as
Tillamook, Astoria, The Dalles and La Grande.

VHA has established priority groups for VA health care. There are eight groups; however, group 8 has not accepted new
enrollees since January 2003. The following outlines the priority groups and their eligibility:

Priority Description

Priority 1: e \eterans with VA-rated service-connected disabilities 50% or more

disabling

e \Veterans determined by VA to be unemployable due to service-
connected conditions

Priority 2: . . . L
e \eterans with VA-rated service-connected disabilities 30% or 40%
disabling
Priority 3: .
Veterans who are Former Prisoners of War (POWSs)
e \eterans awarded a Purple Heart medal
e \eterans whose discharge was for a disability that was incurred or
aggravated in the line of duty
e Veterans with VA-rated service-connected disabilities 10% or 20%
disabling
o Veterans awarded special eligibility classification under Title 38,
U.S.C., Section 1151, “benefits for individuals disabled by treatment or
vocational rehabilitation”
Priority 4: e \eterans who are receiving Veterans who are receiving aid and

attendance or housebound benefits from VA

e \Veterans who have been determined by VA to be catastrophically
disabled
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Priority 5:

Priority 6:

Priority 7:

Priority 8:

Nonservice-connected veterans and noncompensable service-connected
veterans rated as 0% disabled by VA and whose annual income and net
worth are below the VA pension benefitsVA national income threshold

Veterans receiving VA pension benefits

Veterans eligible for Medicaid programs

World War I veterans
Compensable 0% service-connected veterans

Veterans exposed to Ionizing Radiation during atmospheric testing or
during the occupation of Hiroshima and Nagasaki

Project 112/SHAD participants

Veterans who served in a theater of combat operations after November
11, 1998 as follows:

o Veterans discharged from active duty on or after January 28,
2003, who were enrolled as of January 28, 2008 and veterans
who apply for enrollment after January 28, 2008, for 5 years
post discharge

o Veterans discharged from active duty before January 28, 2003,
who apply for enrollment after January 28, 2008, until January
27, 2011

Veterans with income and/or net worth above the VA national income
threshold and income below the geographic income threshold who
agree to pay copays

Veterans with income and/or net worth above the VA national income
threshold and the geographic income threshold who agree to pay
copays

o Subpriority a: Noncompensable 0% service-connected veterans
enrolled as of January 16, 2003, and who have remained
enrolled since that date

o Subpriority c: Nonservice-connected veterans enrolled as of
January 16, 2003, and who have remained enrolled since that
date

o Subpriority e**: Noncompensable 0% service-connected
veterans applying for enrollment after January 16, 2003

o Subpriority g**: Nonservice-connected veterans applying for
enrollment after January 16, 2003
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As is evident by the groupings, the system is complex. Some groups pay co-pays for their care while others do not.

For example, group one has all its health care needs paid for by the VA, while other groups only have their service-
connected health care paid for by the VA, while their non-service connected issues require co-pays. Some health care

is not available unless the veteran is service-connected for that particular disability, such as dental care. Older veterans
routinely complain they cannot get hearing aids from the VA because they are not service-connected for hearing loss.
Many veterans voiced frustration regarding access to the care they wanted and confusion over paying for medication,
being prescribed medications by private physicians that are not on the VA formulary, and not understanding why some of
their VA health care is free and other VA health care is not. Currently, all veterans in groups 1-7 are covered by VA health
care, but co-pay levels are different. Those veterans enrolled in group 8 before its closure still are enrolled in the system.

To obtain VA health care, veterans must enroll by filling out an application. According to the Portland VA Medical
Center, only 30 percent of Oregon’s 351,000 veterans are enrolled in VA health care. All Operation Enduring Freedom
and Operation Iraqi Freedom are given five years of free VA health care for any condition that was incurred or
aggravated while the soldier was deployed. This ensures that these troops receive their needed health care while they
are waiting for their disability claims to be approved. (Most veterans have to wait to be officially “Service-Connected”
for their disability before being allowed access to VA health care related to that disability. This can take between 6
months and two years).

At nearly every town hall meeting, at least one veteran raised the issue of the VA contracting veterans’ care in their
local community. Known as the Fee Basis system, the VA spends millions of dollars allowing veterans to access
medical care locally with private providers. However, the rules for Fee Basis are complicated and veterans are
frustrated that the VA does not provide more local contract service, especially in rural and remote areas. As noted
above, veterans must travel to one of the two main hospitals for specialty care — no matter where they live. (Oregon
veterans in Eastern Oregon can travel to Walla Walla or Boise for their specialty care) This creates hardships that result
in veterans not seeking the care they need and have earned through their service. Fee Basis also is responsible for
paying medical bills incurred outside the VA system due to veteran emergencies. However, the rules regulating payment
for emergency care are confusing and extremely strict. One veteran was denied payment for an emergency visit to

his local hospital because he had Personal Injury Protection insurance on his vehicle. Another veteran was denied
payment because he was late in alerting the VA he was in the hospital — he missed his 72-hour window because he was
unconscious. While there is an appeal process within the Fee Basis system, it is a lengthy process, and while in appeal
veterans are being billed by the private physician/hospital for payment. While Fee Basis is a federal issue, the Task
Force agreed with the many veterans who voiced concern regarding the program and believes Congress needs to review
the Fee Basis system, provide more funding, and provide relief for veteran emergency visits to non-VA facilities.

Aside from VA health care, military retirees and National Guardsmen have the option of a federal health care insurance
benefit called TRICARE, which is administered by TriWest Healthcare Alliance. TriWest is the DoD contractor
administering TRICARE throughout a 21-state west region, to include Oregon.

According to Triwest Health Alliance, in Oregon alone, TriWest has built a network of 9,247 total network providers,
including 1,030 behavioral health providers available to help meet the healthcare needs of active duty, Reserve
Component and retired military members and their families. Coverage for TRICARE beneficiaries is based on
eligibility, the sponsor’s status and location: TRICARE Prime (similar to a civilian HMO option—a primary care
manager directs the beneficiary’s care); TRICARE Extra (equivalent of a PPO option—care is received from
TRICARE-network providers); TRICARE Standard (allows for care from providers who accept TRICARE but are
outside of the TRICARE network). TRICARE Reserve Select is a premium-based TRICARE plan for members of the
National Guard and Reserves and their families who are not eligible for other TRICARE coverage. TRICARE For Life,
managed by Wisconsin Physicians Service, offers coverage to beneficiaries who are eligible for both TRICARE and
Medicare.
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Veterans are mixed about their experiences with TRICARE. Some are completely satisfied, while others say they
cannot find a doctor in their area that will accept TRICARE. There is indeed a barrier keeping doctors from accepting
TRICARE patients or at least a large number of these patient; the TRICARE reimbursement is the same as Medicare,
which means doctors can actually lose money by treating TRICARE patients. Last Legislative Session, the Legislature
passed a bill to help incentivize doctors to take TRICARE by offering them a tax credit to see TRICARE patients.
Unfortunately, the bill was flawed and a technical fix must be passed during the 2009-2011 Legislative Session to
correctly implement the tax credit.

Veterans from every era need access to VA health care. Veterans from the most recent conflict are suffering from
Traumatic Brain Injury, Post Traumatic Stress Disorder, suicidal ideation, amputations, and host of orthopedic
conditions. Women veterans care — especially the newer category of care for female combat veterans — also is a focus of
the VA. Not surprisingly, there has been a rise in the rate of PTSD episodes among the Vietnam generation, which has
been triggered by events since 9/11. These veterans also are beginning to age and have begun to seek health care related
to Agent Orange exposure (Prostate Cancer, Lung Cancer, Type Il Diabetes, etc...); they also are seeking hearing aids
and looking for VA health care to take over from their employer-provided insurance now that they are retiring. The
Korea and World War II generation is reaching the age where more concentrated health care is needed, including skilled
nursing care at facilities such as the Oregon Veterans’ Home. All veterans need their prescriptions filled regularly.

The Task Force realizes that most of the gaps identified require federal action. This is not surprising given VA health
care is a federal program. However, in working closely with the Portland, Roseburg, Walla Walla and Boise VA Medical
Centers, Vet Centers, and Clinics the Task Force believes that all have a better understanding of the pressures on the VA
health care system and the concerns veterans have regarding access and the complicated system that exists.

Findings

1. Though VA and its partner, the Vet Centers, serve our veterans well, equity of access is an issue for those in
more rural settings, including Fee Basis care.

2. Tri-West has difficulty locating providers in all areas due to the low reimbursement rate that is tied to Medicare.

3. The VA funding cycle always is two-years behind the current budget year due to congressional processes,
resulting in uncertain VA funding.

4. The VA health care system is complicated and frustrated veterans who do not always understand their benefits.

5. For rural and remote Oregon, distance and travel issues can prohibit veterans from accessing their VA health
benefits.

Recommendations

1. The Oregon Legislature draft a Joint Memorial urging Congress to simplify and broaden the eligibility of Fee
Basis care for our Oregon veterans living in rural and remote areas.

2. The Oregon Legislature draft a Joint Memorial urging Congress to fund all groups (1-8) of veterans so that
every veteran has access to VA health care.

3. Work with the Oregon Congressional Delegation to increase TRICARE reimbursement rates.
4. Draft legislation to correct a small error in the existing TRICARE incentive program.
5. Work to increase flexibility in partnerships in remote and rural areas.

6. The State should encourage mental health professionals to work in support of Oregon veterans and their
families, especially in rural and remote areas.
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Veterans’ Transportation

As the Task Force discussed health care issues with veterans across the state, an ancillary issue developed that required
the Task Force to address it separately. Veterans told the Task Force that finding reliable and consistent transportation to
bring them to and from VA medical appointments — especially appointments for specialty care at VA Medical Centers
—is a pressing concern. For veterans living in rural and remote Oregon, the lack of transportation can mean veterans
forego health care altogether.

To grasp the issue, it is important to understand the VA health care system and how veterans access care. The VA has
large medical centers in Portland, Roseburg, and Walla Walla that provide the system’s specialty care. Primary care and
some mental health is provided through Community Based Outpatient Clinics located in Bend, Brookings, Eugene,
Klamath Falls, La Grand, North Bend, Ontario, Portland, Salem and Warrenton. New clinics are planned for Hillsboro
and The Dalles. The VA has Post Traumatic Stress Disorder treatment facilities called Vet Centers in Eugene, Grants
Pass, Portland and Salem, and there is a Domiciliary in White City.

Veterans enrolled in VA health care are assigned a primary care doctor from the Community Based Outpatient Clinic
(CBOC) nearest them. If the veteran needs any specialty care —from orthopedics to ophthalmology and including
surgery — the veteran must travel to one of the large medical centers. It is important to note that the majority of veterans
with service-connected conditions require some level of specialty care, so most will need to access the larger VA
medical facilities at some point.

Veterans told the Task Force that those living close to a CBOC or in Portland or Roseburg have little trouble finding
transportation to these facilities. However, for veterans living significant distances from these facilities, transportation
becomes the issue and determines whether a veteran receives health care or goes without. It does not matter how
exceptional our doctors, hospitals or health care may be. If a veteran cannot access them, it is without value.

Veterans are not without some transportation options; the Disabled American Veterans (DAV) operates a van system
that picks up veterans at designated locations, transports them to VA facilities, and then returns them to their hometown.
There are 26 vans in service throughout the state and all have volunteer drivers. The Task Force learned that while a
vital program, there are three shortfalls with this system. First, there are not enough vans to accommodate the need
statewide. Second, in a shortsighted and cruel irony, the vans are not allowed to transport wheelchair-bound veterans.
Third, the system is short of volunteer drivers; many of the current volunteers are aging veterans themselves and DAV
is having trouble finding younger replacements. The DAV system is very important to veteran transportation, but is
insufficient to be considered a statewide veteran transportation system.

In Oregon, there is an urban-rural split. This is evident when examining veteran transportation. In many urban areas,
there is public transportation for veterans to use to access VA health care. However, in rural and remote Oregon
comprehensive public transportation is lacking and veterans have trouble even accessing their assigned CBOC more or
less driving hours to the VA medical center. Further, weather complicates veteran transportation in Central and Eastern
Oregon during the winter months. Simply put, there are times of the year that the one road to the VA medical facility is
closed due to weather. It goes without saying that the medical needs of our veterans are not seasonal and do not cease
for inclement weather.

It would be easy to disregard this transportation issue by saying that the veteran chose to live in an area without access
to VA medical care and thus needs to find his or her own transportation to the VA. However, the Task Force takes a
different view. Veterans have earned their benefits — including health benefits — through their service to country. These
benefits should be delivered equally to all veterans regardless of any factor, including location. Thus the Task Force
believes that the federal government and the State of Oregon should study the issue of veteran transportation and find
creative solutions to develop a comprehensive statewide transportation system that is reliable and can transport any
veteran to and from his or her medical appointments, regardless of that veteran’s condition or disability. This is an

20



issue of seeming triviality to the larger picture of veterans’ services, but has such a visible and personal impact to our
veterans. If we do nothing else, fixing the way we transport veterans to and from their health care is a significant and
immediate improvement in their daily lives.

Interestingly, there are willing partners in this effort, as well as existing programs that do not directly service veterans
but do provide medical transport. The Task Force learned that the local bus system in Astoria was willing to add a
route to the local CBOC on Camp Rilea to help veterans access their health care. The week after the Task Force’s visit
to Astoria/Warrenton, the bus system began this new route. The Task Force believes that other public transportation
system could be asked to create similar routes to local VA facilities.

While in Albany, the Task Force learned there is a statewide medical transport system for Department of Human
Service clients. Task Force members discussed whether this existing system could be used, enhanced or expanded to

include veteran transportation to CBOCs, Vet Centers, and VA hospitals.

The Task Force also discussed the existing DAV system and if there were ways to provide state support to bolster and
expand that program.

Findings

1. Many Oregon veterans, especially in rural and remote Oregon, are in need of regular and reliable transportation
to and from their VA medical appointments.

2. The DAV van system is a vital component for veteran transportation; however, it is not sufficient to be
considered a comprehensive statewide system, especially when it cannot accommodate wheelchair-bound
veterans.

3. Drive time to VA specialty care, Vet Centers, and other facilities can be two hours or more from many locations
around the state, creating a hardship for veterans and their families who have to drive literally hundreds of miles
for their health care, even a basic appointment, sometimes no more than 15 minutes in length. This also speaks

to the lack of available health care providers that serve veterans in the more rural parts of our state.

4. During times of inclement weather veterans in parts of Oregon may not be able to access VA care.

Recommendations
1. Establish a Task Force to examine and recommend options for a statewide veterans’ transportation system that
uses strategic partnerships to create a reliable network — public and private — to help our veterans access their
health care.

2. Urge the United States Congress to fund a statewide veterans’ transportation system.

3. Restructure VA transportation funding streams.
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Women Veterans

During the course of the Task Force’s work, the group learned of the special needs women veterans have and their
struggles having these needs met in a way they deemed appropriate. Unlike during the Vietnam War where only 7,500
women served, mostly as nurses, the current conflict as seen 192,000 women serve, many in combat. The paradigm of
women veterans has shifted from women serving strictly in support positions to women in combat, suffering combat
injuries including amputations, Traumatic Brain Injury (TBI), Post Traumatic Stress Disorder (PTSD), and a host of
orthopedic conditions. Women also are the victims of Military Sexual Trauma (MST) (as are men) which “is rampant,”
according to the United State Army. The Task Force learned that there is a serious shortage of beds dedicated solely to
women veterans, and no facilities that also take women veterans with their children, creating a significant barrier for
some women veterans to obtain the care they need. Intentionally providing women-focused veteran services is a top
priority of the Task Force.

Women's Health Care

Women make up approximately 15 percent of the current armed forces. Nationally, there are 1.4 million woman
veterans who constitute about seven percent of the VA health care clientele. In Oregon, women veterans constitute
about five percent of the VA health care system.

The VA health care system provides specific care to women veterans; however, the nation was largely unprepared to
provide for the high number of women serving in this conflict — especially in combat — and the special needs they
would have when they returned home.

Traditionally, women have not suffered from combat-related Post Traumatic Stress Disorder in large numbers. While
PTSD was seen in women who had been sexually assaulted (addressed later in this paper), female combat-related
PTSD is relatively new for health care providers. While the treatment of PTSD is not gender specific, mothers and
wives coming home with PTSD creates a unique and different dynamic that must be addressed in treatment plans.
Further, severe PTSD or Depression and/or Anxiety can create suicidal ideation, which is a significant problem from
the current conflict.

Like their male counterparts, women combat veterans are more comfortable around other combat veterans. However,
in some cases, they are more comfortable around other women — and if those other women are combat veterans, all the
better. Given their combat experiences, some women are not comfortable discussing their situation with male veteran
service officers or male health care providers. However, the system is not geared toward ensuring a female provider is
always available to provide care for a female veteran. As only a small percentage of the total veteran population, the
system has been geared toward the male veteran. The current conflict changes that paradigm as well.

The Task Force learned from the Portland VA Medical Center that efforts are on going to provide specific women’s
care. A private female waiting room is being created, and female providers are being assigned to female veterans.

The VA Regional Office also has embraced this paradigm shift by recognizing female combat PTSD, Traumatic Brain
Injury, and other combat-related injuries by providing disability compensation for these injuries. Six years into the
Global War on Terrorism, the Task Force believes tremendous strides have been made in understanding the unique
needs of female combat veterans. However, more work needs to be done.

As noted previously, there is a serious shortage of inpatient or residential mental health/PTSD treatment beds dedicated
to female veterans. The Task Force was told no beds for separate women’s programs exist in VISN 20, consisting of
Oregon, Washington, Idaho, and Alaska. No government facility takes women with their children, creating a catch-22:
Seek treatment and find somewhere for the children to stay, or take care of the children and forego treatment. The Task
Force believes Oregon can lead the way in addressing this problem with innovative federal-state partnerships that could
become a national model.
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As the current conflict continues, more and more women combat veterans will be returning to Oregon with health

care needs that require different handling than their male counterparts. The Task Force is encouraged with how the VA
Health Care system is addressing the issue and believes that female veterans will be able to find appropriate health care
within the current system.

Military Sexual Trauma

“Military sexual trauma” (MST) is the term that the Department of Veterans Affairs uses to refer to sexual assault or
repeated, unsolicited, threatening acts of sexual harassment that occurred while the veteran was in the military. These
acts often result in Post Traumatic Stress Disorder, Depression and/or Anxiety all with the potential of suicidal ideation.
Sexual assault is any sort of sexual activity between at least two people in which someone is involved against his or
her will -- they may be coerced into participation (e.g., with threats), not capable of consenting to participation (e.g.,
when intoxicated), or physically forced into participation. The sexual activity involved can include many different
experiences such as unwanted touching, grabbing, oral sex, anal sex, sexual penetration with an object, and/or sexual
intercourse. Sexual harassment that falls into the category of MST involves repeated, unsolicited and threatening
verbal or physical contact of a sexual nature. Examples of this include implied faster promotions or better treatment in
exchange for being sexually cooperative or negative consequences for refusing to be sexually cooperative.

In 2002 the Department of Defense conducted a large study of sexual victimization among active duty populations and
found that 54 percent of women and 23 percent of men reported having experienced sexual harassment in the previous
year. Rates of attempted or completed sexual assault were 3 percent for women and 1 percent for men. According to a
Veterans Administration report in 2007, 59,345 male veterans and 57,637 female veterans screened positive for some
sexual trauma during service. The United States Army reports 2.6 soldiers out of every 1,000 reported sexual assault
in 2007, but admitted that the vast majority of cases go unreported. Rates of military sexual trauma are typically

even higher among veterans using VA healthcare. In one study, 23 percent of female users of VA healthcare reported
experiencing at least one sexual assault while in the military.

Although sexual trauma occurs more frequently among women than among men, the disproportionate ratio of men to
women in the military means that within the VA system, there are actually slightly more men than women who report
experiencing MST.

While there is little empirical data comparing experiences of military sexual trauma with experiences of sexual
harassment and assault that occur outside of military service, there are aspects of MST that may make these experiences
qualitatively different for victims. For example, because sexual trauma associated with military service most often
occurs in a setting where the victim lives and works, many victims must continue to interact and work closely with
their perpetrators on an ongoing basis after the trauma. In some cases, victims may need to rely on their perpetrators
(or associates of their perpetrator) to authorize medical and psychological care or provide for other basic needs. This
may leave them at risk for additional victimization and often increases their sense of helplessness and powerlessness.
There may also be career-related consequences for victims in that perpetrators are frequently peers or supervisors with
the power to influence work evaluations and decisions about promotions. Even if this is not the case, victims may face
the difficult choice of either continuing military careers in which they are forced to have frequent contact with their
perpetrators or sacrificing career goals in order to protect themselves from future victimization. In a case documented
by the Oregonian, a female victim chose to go AWOL (Absent Without Leave) rather than continue in a unit with her
perpetrator, resulting in military judicial punishment for the victim.

Most military groups are characterized by high unit cohesion, particularly during combat. Although this level of
solidarity is typically a positive aspect of military service, the dynamics it creates may amplify the difficulties of
responding to sexual harassment and assault. This makes MST most akin to incest, because a “family” member
attacked and the trust for them to support and defend is demolished. For example, the high value placed on
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organizational cohesion may make it taboo to divulge any negative information about a fellow service member. As a
result, many victims are reluctant to report sexual trauma and may struggle to identify even to themselves that what
occurred was an assault. Those who choose to report to those in authority often feel that they are not believed or, even
worse, find themselves blamed for what happened. They may be encouraged to keep silent and their reports may be
ignored. This type of invalidating experience can often have a negative impact on the victim’s post-trauma adjustment.

In Oregon, every VA facility offers MST services. All men and women in the VA are screened for MST. The four Vet
Centers in the State also offer counseling for MST. The services for veterans are there; however, the difficulty lies in
having MST victims come forward, even after many years (sometimes decades) have passed.

The Task Force heard moving personal testimony of a woman who had been raped by her superior officer, and this
tragedy was multiplied by her inability to report it, having to remain in the same squadron, and an understanding that
any report would have deleterious impact on her career. Another example was a young woman who had joined the
Army to escape a sexual abusive family situation only to find herself in a tent of 300 co-ed soldiers, in nighttime black
out conditions, being raped. She later became Portland VA Medical Center’s first homeless OEF/OIF Veteran and is
well on her road to recovery. If this were not traumatic enough, an Iraqi hostile stepped in front of her vehicle during

a convoy and she was ordered by her commander not to stop and to run over the Iraqi, which she did. This resulted in
more severe PTSD.

The VA Health Care system continues to be concerned about the specifics of women’s health care. The Task Force is

encouraged by the dedication showed by the VA to focus on women’s issues and believes that whatever gaps exist can
be addressed internally by the Veterans Health Administration.

Findings
1. There are a significant number of female combat veterans who are experiencing the same combat injuries and
disabilities as their male counterparts, creating a paradigm shift in how the nation addresses women veterans’
health care

2. The Veterans Health Administration is addressing the special needs of women combat veterans

3. MST and specific (non coed) inpatient or residential female PTSD treatment are not available in this state or in
the region.

4. No program exists in the VA national system that allows children to accompany their mother into treatment,
which is often the stumbling block for seeking care. Senator Patty Murray (Washington) and Senator Wyden
(Oregon) have co-sponsored a bill, currently in committee, that addresses MST and provides pilot money to
care for children.

Recommendation

1. Establish a Task Force to explore reprogramming of the Eastern Oregon Training Center and other available
facilities in Salem into a network of in-residence care for women veterans and families.

2. Develop/fund a Military Sexual Trauma public information campaign.

3. Expand mental health access for women veterans living in remote/rural areas.
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Veterans’ Employment

Regardless of what era a veteran served, the Task Force learned veterans face common issues when looking for
employment once they leave the military. For many Oregon veterans who serve in the National Guard and Reserves,
this current conflict has resulted in an even more complicated employment landscape due to multiple deployments and
injuries, such as Traumatic Brain Injury, Post Traumatic Stress Disorder, and orthopedic issues.

Helping veterans find employment after service is a long-standing benefit. At the end of World War II, an intensive
effort to help veterans obtain employment was implemented. One of the first initiatives, Local Veterans Employment
Representatives, was established by the U.S. Department of Labor and housed in state workforce agencies. The
LVEREs, as they are called, were veterans themselves who had been trained to help other veterans navigate the civilian
job market. Today, LVERs continue to help veterans by offering services, such as help creating a civilian resume, job
searching, networking with veteran-friendly employers, and using the tools of state Employment Departments to match
veterans to jobs.

A second veteran-employment program provides a deeper level of service. Disabled Veterans Outreach Program
(DVOP) is similar to the LVER program only DVOPs target veterans with significant barriers to employment, such as
disability or training needs. DVOPs work with the veteran to overcome these barriers and find suitable employment.
Task Force members met several DVOP and LVERs while touring the state and heard their concerns at leadership and
town hall meetings. Due to federal budget cuts in their programs, Oregon’s DVOP and LVER contingent has been
significantly reduced, resulting in fewer veterans receiving these specialized employment services that is vital to help
them obtain employment after service.

Veterans of the current conflict are facing serious challenges. The disruption of life caused by the Global War on
Terror (GWOT) makes finding or holding a job very difficult and yet once a veteran returns from the conflict in the
Middle East that is precisely what is expected. Regular military veterans may initially find it difficult to transition from
military “institutional” thinking and adapt to civilian language and protocols. Guardsmen and Reservists may find
decompressing from their combat experience overwhelming and finding a job just a week after returning home may be
too much to ask.

One of the most important things the Task Force learned is that returning veterans come home focused on returning to
a “normal” life, but some do not want anyone to know they have a problem getting back to “normal.” This obviously
interferes with their ability to obtain and maintain employment.

Several factors work together to make reintegration a problem for returning veterans including stress, pride, fear and
bureaucracy. Stress can cause a host of problems including procrastination to the point of crisis. Pride or the “I can hack
it” mentality puts problems on the soldier they weren’t meant to bear. Fear keeps them from looking “weak” to others
(especially peers, spouse and leaders). And perceived (and maybe sometimes real) bureaucracy keeps vets from even
trying to get the benefits they have earned.

Due to this reality, the Task Force and every agency involved with veterans has realized that veterans issues are
interconnected; a veteran returning from Iraq needs a job, but that veteran also may need health care, mental health
screening, housing, education, and other tools before the veteran is ready to enter the job market.

That being said, gains have been made in helping veterans transition out of the military and in stabilizing employment.
The Oregon National Guard is working closely with local government officials, the Employment Department, the
Oregon Department of Veterans’ Affairs, the U.S. Veteran’s Administration, education representatives and local private
groups to help veterans access benefits, learn how to look for work and get training, but more needs to be done.

25



Oregon is in a unique situation during this current conflict. Many of its veterans are National Guard and Reserve
service members who are both veterans and still serving in the Guard/Reserves. This means that while needing
employment, they could be called back into service for deployment at any time. For employers, this creates a dilemma
— hire a veteran who will be a good employee and risk them being taken away for up to 18 months or hire a civilian
who may not be as good of an employee, but at least will not be leaving for a long period of time. There also is the
issue of returning service members regaining their job with their employer once they return home from deployment.
Under federal law (Uniformed Services Employment and Re-Employment Rights Act), deployed service members have
a right to their job or a similar position upon returning home. However, the Task Force learned that some employers are
not honoring this right.

Aside from the National Guard and Reserve, Oregon also has a large component of active-duty service members
returning home. According to the Oregon Department of Veterans’ Affairs, as many as 300-500 of these active-duty
service members come home to Oregon each month. The Oregon Department of Veterans’ Affairs, the Employment
Department and the Oregon Military Department’s Reintegration Team do significant outreach to these veterans;
however, only a small percentage are finding their way to a DVOP or LVER for assistance.

Veterans bring important skills from their military experience, transferable skills that can save businesses in training
and recruitment costs. The National HireVets First initiative lists 10 critical skills most employers want to see in a
newly hired employee, skills most veterans gain while in service. The skills include:

1) Early Responsibility 6) Performance Under Pressure
2) Leadership 7) Integrity

3) Teamwork 8) Technical Training

4) Diversity 9) Can Do Attitude

5) Healthy & Drug Free 10) Respect for Organization

Veterans clearly are a sound hire for private business and government agencies. To help veterans compete in the

job market, the Oregon Legislature recently passed an amended “preference” law with the intent to provide enough
preference points to veterans in civil service hiring during the initial application phase to warrant that veteran receiving
an interview. While there is no guarantee or requirement that a veteran be hired, providing a mechanism to allow
veterans to interview should help veterans increase their chances at finding employment. Veterans’ preference is

not a new concept. Since the time of the Civil War, veterans of the Armed Forces have been given some degree of
preference in appointments to Federal (and state) jobs. Recognizing their sacrifice, Congress enacted laws to prevent
veterans seeking Federal employment from being penalized for their time in military service. A system was designed
to recognize the economic loss suffered by citizens who have served their country in uniform, restore veterans to a
favorable competitive position for Government employment, and acknowledge the larger obligation owed to disabled
veterans. However, veterans’ preference is a limited benefit, expiring after 15 years, meaning older veterans may not be
able to take advantage of the preference points.

The 2005 Legislature provided $54,000 of special funding to help veterans with transportation related costs. It was
administered by the Oregon Employment Department LVERs and DVOPs and served 748 veterans over the course of
the biennium at an average cost of $72 per veteran; 397 (53%) of those served had obtained employment by the end of
the biennium.

The need still exists. A projected 3,500 Oregon National Guard (ORNG) troops will be returning in 2010. Based on the
experiences of soldiers from past deployments, many will need help with transportation related to job search. Providing
these funds again would help veterans meet job related transportation needs and make the difference for those who
require a bus pass or gas voucher to get to an interview or maintain attendance for the first critical weeks of a job before
the first paycheck arrives.
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Older veterans also have their own unique set of circumstances. For many, the downturn in the economy has meant
retraining to become marketable for a job in a different field. Older veterans may not have the computer or other
technical skills necessary in today’s job market and may need vocational training. Otherwise stable veterans are finding
themselves downsized, out of work and unable to keep in the job market due to their age, lack of experience in the
particular field, and lack of technical skills. Like recent veterans, older veterans need the assistance of DVOPs and
LVERs to help them navigate today’s job market and program dollars to get the training they need.

Findings

The Task Force recorded the following employment-related findings:

1. Veteran employment issues often times intersect with other veteran needs

2. Cuts in DVOP and LVER programs have significantly affected employment services to veterans.

3. Existing transportation system and funding for veterans mobility to/from employment/workforce programming
are insufficient to current and projected needs.

4. Many eligible veterans do not seek employment services for a number of reasons

5. Employers are wary of hiring veterans who may be re-deployed or are injured physically or emotionally

6. Employers do not always abide by the USERRA law

7. Older veterans are in need of employment services due to the economic downturn

Recommendations

1. A Joint Memorial to the U.S. Congress should be drafted to urge Congress to increase Local Veteran
Employment Representative/Disabled Veteran Outreach Program (LVER/DVOP) staff funding

2. The Legislature should support the development of a public education campaign supporting Oregon “HireVets”
program.

3. The Legislature should support the development of a state recognition program for employers that hire veterans,
support veterans, and veteran-owned businesses.

4. The State should facilitate the creation of a private sector veterans’ employment compact to provide
employment to returning veterans.

5. The Legislature should examine veteran transportation issues related to veterans finding and maintaini