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Abstract 

Veterans are a uniqe demographic that is not only a growing population, but also growing in 

terms of those requiring additional care and resources. Over just the last 17 years, 2.5 million 

troops have been deployed; of those, over 6,600 have been killed and nearly 50,000 have sus-

tained an injury, requiring accommodations in order to adapt to civilian life both mentally and 

physically (Elnitsky, Blevins, Fisher, & Magruder, 2017). Many returning veterans, about 87%, 

endure chronic pain and another 27% will likely be diagnosed with post-traumatic stress disorder 

(PTSD) (Elnitsky et al, 2017). Even before the United States was considered its own sovereign 

country, it has overseen the care provided to those that have made the ultimate sacrifice. It is im-

perative that Social Workers ensure that current treatment modalities, services, and resources be 

accessible for this population as they make the transition back to civilian life. This can be ac-

complished by increasing the awareness of available resources given that many services offered 

to veterans are underutilized despite high levels of physical and mental health impairments 

(Elnitsky et al., 2017; Kushel, Perry, Bangsberg, Clark, & Moss, 2011). 
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Serving Those Who Have Served Faithfully:  

An Exploration of Evidence-based Treatments, Resources, and Services for Veterans  

 Historically, the United States has prioritized providing for those who sacrificed their 

lives in order to defend the country and its people but has fallen short. While the United States 

has made progress in terms of social reform and federal safety nets since the inception of its mili-

tary, many former service members struggle to adapt to civilian life. Additionally, while veterans 

face financial difficulties as their service jobs do not translate into civilian careers, they also 

struggle with the emotional trauma commonly associated with war and its related hardships. 

There is a dire need for social workers to assist veterans not only in transitioning to civilian life, 

but ensuring that they no longer continue face financial insecurity and unaided mental health 

challenges. 

History of Military Benefits 

 The practice of providing taxpayer funded benefits to disabled veterans and their depend-

ents in the United States has been around since before the American Revolutionary War, when 

colonists aided British soldiers in fighting off Native Americans (Glasson, 1900). The resulting 

pensions for disabled veterans were later increased after the Declaration of Independence was 

signed in 1776, marking the creation of the first national pension law, as an incentive to lure 

more men into military service. Unfortunately, due to the Continental Congress’ lack of authority 

to implement the funding of veteran resources and because the new government had limited 

funds, disabled service members of the Revolutionary War did not receive the increase in pen-

sions for life as promised. Instead, disabled veterans and their dependents were granted half-pay 

for seven years after the war ended (Department of Veteran Affairs, 2006; Glasson, 1900).  
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 At the insistence of George Washington, who had promised prospective service members 

half-pension for life should they become disabled, congress reinstated the policy for veterans that 

were so severely disabled that they were incapable of working or financially contributing to their 

household income (Glasson, 1900). Eventually, the  Revolutionary War Pension program was 

extended to all of those in financial need if they had served in the military during, the war for at 

least nine months, following legislation in 1818 (Glasson, 1900). 

 Depending on the political climate of the time, Congress revised, repealed, and or re-

versed legislation intended to assist veterans, increasing and decreasing benefits, respectively. In 

addition, as the number of eligible veterans grew, so did the need to have a separate government 

entity dedicated toward government- issued pensions. Therefore, in 1833, Congress established 

the Bureau of Pensions which focused exclusively on providing pensions to veterans and their 

dependents (Department of Veteran Affairs [VA], 2006). Then after the Civil War, even though 

Confederate soldiers were excluded, the number of eligible veterans and dependents swelled 

immensely from 80,000 to nearly two million, forcing Congress to reign in the costs of military 

pensions (VA, 2006). In an effort to control the budget, legislation passed that would make ser-

vice rank rather than need, the basis for which veteran received benefits (VA, 2006). In addition, 

the National Home for Disabled Volunteer Soldiers, a federally-run military hospital designed to 

help off-set the financial burden inflicted on disabled veterans that served in the Civil War, was 

established. Again, only Union soldiers were eligible for assistance (VA, 2006).  

 The Consolidation Act of 1873, revised the veteran pension program so that benefits were 

given based on level of disability instead of rank and included provisions for home health nurses 

and housekeepers (VA, 2006). Feeling slighted by the reduction in pay, Veterans that served in 
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the Union, established The Grand Army of the Republic, an advocacy group that sought more 

military and veteran benefits (VA, 2006).  

 Under the Sherwood Act of 1912, Congress formed the United States’ first form of Social 

Security, or retirement program, to all veterans upon reaching the age of 62. Then, during the 

First World War, the War Risk Insurance Act provided rehabilitation and career training to disa-

bled veterans. Shortly after, Congress passed the Vocational Rehabilitation Act, ensuring finan-

cial security to veterans that were unable to keep a job that provided livable wages (VA, 2006).  

 Following World War I, the number of veterans requiring services again increased, dra-

matically, prompting Congress to allocate the obligation of providing for military and veteran 

health care to the Public Health Service, allowing for the creation of new hospitals and an expan-

sion of resources. However, despite the improvement of policy infrastructure and the increase in 

available resources, many veterans still did not receive adequate care (VA, 2006).  

 The hardship of the Great Depression was especially hard for veterans as the tuberculosis 

epidemic made hospital and treatment space scarce. As a result, a climate of mistrust in the gov-

ernment arose, making the World War Adjustment Compensation Act of 1924 seem like an emp-

ty promise especially, with a 20 year delay in compensations that amounted to more than $50. 

Naturally, as the already struggling economy worsened in 1932, veterans began a protest  march 

on Washington D.C., attempting to secure more benefits for themselves and their dependents. 

What started out as a small group of disgruntled and hurting veterans, quickly swelled to an es-

timated 40,000 former soldiers, calling themselves the “Bonus Expeditionary Forces” and rally-

ing for an early payout of the bonuses promised by the World War Adjustment Compensation 

Act of 1924. Unfortunately, the veterans gained little for their efforts and in an attempt to force 
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the veterans to disperse under the direction of the Hoover administration, the March ended in a 

violent riot (VA, 2006; Mettler & Ortiz, 2012).  

 Eventually, under President Franklin D. Roosevelt (FDR), congress granted the veterans 

an early payout of their bonuses in addition to passing the Economy Act of 1933, which removed 

all laws regarding veterans’ healthcare and benefits in favor of a series of executive orders. The 

policy improvements initiated by the new progressive government included an implementation 

of treatment for neuropsychiatric treatment as well as better treatment for veterans suffering with 

tuberculosis (VA, 2006). 

 With the tumultuous world climate beginning to snag the attention of society and politi-

cians within the United States during World War II, in 1940, Congress began passing a series of 

legislative actions geared toward smoothing the transition of veterans back into civilian life (VA, 

2006). This legislation included the National Service Life Insurance, the Selective Training and 

Service Act, and the Disabled Veterans’ Rehabilitation Act. Shortly after, Congress passed the 

GI Bill of Rights with the goal of improving the economy and making higher education and ac-

cess to housing easier for veterans to obtain (VA, 2006).  

 Through the years and following other wars such as, the Vietnam and Korean Wars, addi-

tional legislation was added to the GI Bill of Rights in order to incentivize service member entry 

and improve the lives of veterans returning to civilian life (VA, 2006).  

 Again, following the wars in Vietnam and Korea, the number of veterans in need of med-

ical and financial services increased, prompting the VA to be split-up into three different parts: 

the Department of Medicine and Surgery, the Department of Veterans’ Benefits, and the De-

partment of Insurance (VA, 2006). In addition, Congress began setting aside funding in order to 
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research problems face by veterans with the goal of treatment and prevention in mind (VA, 

2006). 

 As society changed, more and more female and minority veterans began returning from 

war and in need of gender-specific care, causing the VA to develop the Center for Women Vet-

erans and the Center for Minority Veterans (VA, 2006). The idea behind these programs is to 

promote equality and better accessibility of services for female and minority veterans (VA, 

2006). 

Current Resources 

 Over the course of the United States’ rich history, vast improvements have been made in 

respect to social reforms for the general population, with some social services reserved explicitly 

for former service members. The social programs provided to veterans include vocational en-

richment through higher education and trade school access, housing services, transportation as-

sistance, and medical services. While the services provided to veterans help some of the most 

vulnerable in this demographic, some former service members still continue to be left behind. 

Employment and Vocation 

 While provisions for vocational and employment assistance initially applied only to vet-

erans that suffered from a physical disability, these services are now extended to all those who 

have served (VA, 2006). As a result of these legislative efforts and social policies, the United 

States Department of Labor reported veteran unemployment at just under the national average of 

4.4%, which is a traditional trend (United States Department of Labor [DOL], 2018; United 

States Census Bureau, 2015). While this marks encouraging progress from the 2008 recession, 

many veterans still struggle to adapt to life once out of the military. One of the reasons for this is 

due unaddressed mental and physical challenges experienced by veteran after leaving service as 
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a result of service-connected injuries and trauma (Sayer, Orazem, Noorbaloochi, Gravely, Fra-

zier, Carlson, Schnurr, & Oleson, 2014). In addition, many veterans who live in poverty lack the 

means to visit service centers in order to use safety-nets designed for veterans, such as employ-

ment and vocational services (Tsai, Link, Rosenheck, & Pietrzak, 2016). 

 Education. The United States Department of Veteran Affairs (VA) offers several pro-

grams to improve the education levels and employability of former, active, and reserve service 

members (VA, 2018). These programs include the Post 9/11 GI Bill, the Montgomery GI Bill, 

the Veterans Educational Assistance Program (VEAP), the Survivors and Dependents Educa-

tional Assistance Program (SDEAP), as well as various trade training programs (VA, 2018). 

 Post 9/11 GI Bill. The Post 9/11 GI Bill provides vocational training and higher educa-

tion financial assistance to those in active duty and honorably discharged veterans who have 

served for at least 90 days following September 10, 2001, or those who have suffered a service-

related disability after 30 days (VA, 2018). In addition, anyone who has received a Purple Heart 

is eligible for the Post-9/11 GI Bill no matter how long they served in any military branch (VA, 

2018). Within this particular GI Bill, there are two additional programs: the Yellow Ribbon Pro-

gram and the Transfer of Entitlement Option (United States Department of Veteran Affairs, 

2018). 

  Yellow Ribbon Program. The Yellow Ribbon Program covers in-state tuition at a public 

school or university, or a portion of the expenses toward a private institution (VA, 2018). To 

qualify for the Yellow Ribbon Program, veterans must have served for at least three years on ac-

tive duty, received a Purple Heart, and, or have a service-related disability 60 days prior to being 

discharged and 30 days following September 10, 2001. A veteran’s dependents may also be eli-

gible for the Yellow Ribbon program if their family member has served for at least 3 years and 
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they are using transferred benefits (VA, 2018). Unfortunately, the Yellow Ribbon Program is 

limited to institutions that have volunteered to be a part of the program and must not have ex-

ceeded a maximum number of students receiving benefits from this program (VA, 2018). While 

the institutions that participate in the Yellow Ribbon Program are vast and span across the Unit-

ed States and the educational programs offered are virtually limitless, most have a cap on the 

number of students they will allow to receive funding and the amount each student may receive 

(VA, 2018). The VA website keeps an updated list of schools and institutions that accept stu-

dents receiving funding from the Yellow Ribbon Program, how many students they will accept, 

and the amount of funding available to each eligible student (VA, 2018). 

 Transfer Entitlement Program. The Transfer Entitlement Program is available to any 

spouse or dependent of a former service member that qualifies to receive the Post 9/11 GI Bill 

with unused benefits (VA, 2018). All requests to transfer benefits under this program are filtered 

through the Department of Defense (DOD) and acceptance is based on certain criteria: a spouse 

and, or dependents are required to be registered with the Defense Eligibility Enrollment Report-

ing System (DEERS), the service member seeking a transfer of benefits must be eligible to re-

ceive the Post 9/11 GI Bill, the veteran or service member seeking a transfer must have served 

for six years either in the reserve or on active duty and agree to serve for an additional four years, 

veterans and service members seeking a transfer who have served for ten years either on active 

duty, or in the reserve, veterans or service members who are seeking a transfer of benefits must 

make the request prior to leaving the armed forces, and starting on the 20th of July 2019, benefit 

transfer ability will only be eligible to members who have served less than 16 years on active 

duty or in the reserve (VA, 2018). Additionally, most applications for transferring benefits are 

available online through the VA website while still actively serving or in reserve. However, upon 
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leaving service, entitlement and benefit transfers must be conducted in writing and sent to the 

VA (VA, 2018). 

Housing 

 One of the main programs, in regard to housing, provided to U.S. veterans is home loan 

assistance through the VA (VA, 2018). These programs include purchase loans and cash-out re-

finance options, Interest Rate Reduction Refinance Loans (IRRL), Native American Direct 

Loans (NADL), and adapted housing grants for disabled veterans (VA, 2018). In addition, the 

VA offers several programs to address homelessness among the growing veteran population 

(VA, 2018). 

 Financial assistance for disabled veterans. The VA encourages many third party fi-

nance companies to back VA loans by providing “loan guaranties” to all of their loans, providing 

a form of insurance incase payments cannot be collected (VA, 2018). As a result, veterans do not 

have to pay down payments, mortgage insurance, high closing costs, no-penalty early pay off, 

and financial assistance in the event that a veteran is unable to make payments (VA, 2018). In 

addition, disabled veterans may qualify for a Specially Adapted Housing (SAH) grant through 

the VA, which provides financial assistance to veterans that need to make their homes more ac-

cessible (VA, 2018). Eligibility for an SAH grant is contingent on level of disability, whether or 

not the living situation is permanent, who owns the residence, and the number of grants used (up 

to three; Va, 2018). Grants for temporary residency are available as well, allowing veterans who 

are living with a family member on a temporary basis, to receive financial assistance in order to 

construct adaptions for better accessibility within the home. These adaptions include modifica-

tions such as ramps and hand rails as well as other building needs disabled veterans may have 

(VA, 2018). 



SERVING THOSE WHO HAVE SERVED FAITHFULLY 11 

 

 Homeless veterans. As of August 2015, the veteran homeless population was estimated 

to be approximately 8.5%, or about 1,734,000 people. However, only 17.2%, or 298,248 home-

less veterans sought services for homelessness through the VA (Tsai, Link, Rosenheck, & Pie-

trzak, 2016). Tsai et al. (2016) suggest the reason for this is due to the inability of many veterans 

to physically reach areas for services, as their findings displayed a strong negative correlation 

between white veterans living in rural areas and services received for homelessness. In addition 

to the benefits offered to all former United States service members, the VA offers several pro-

grams geared toward homeless veterans: U.S. Department of Housing and Urban Development- 

VA Supportive Housing (HUD-VASH), Supportive Services for Veteran Families (SSVF), 

Homeless Providers Grant and Per Diem program (GPD), Domiciliary Care for Homeless Veter-

ans program (DCHV), Homeless Veteran Community Employment Services (HVCES), Com-

pensated Work Therapy (CWT), Health Care for Homeless Veterans (HCHV), Homeless Patient 

Aligned Care Teams program (H-PACTs), the homeless veterans dental program, Veterans Jus-

tice Outreach (VJO), and Health Care for Reentry Veterans (HCRV; VA, 2018). 

 HUD-VASH. HUD-VASH is a program created through the cumulative efforts of the 

United States Department of Housing and Urban Development and Veteran Affairs with the goal 

of meeting the needs of impoverished veterans and their dependents who are homeless or in dan-

ger of becoming homeless (VA, 2018). Eligibility for this service however, depends on the defi-

nition of “homelessness” as out lined by The McKinney Homeless Assistance Act which was 

amended in 2009, and severity of need (VA, 2018). The VA and public housing authority (PHA) 

maintain the exclusive right to deny or accept applicants to the program based on clinical and 

financial requirements along with meeting HUD regulations (VA, 2018). In addition, in order to 
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qualify, veterans must be able to live independently within the community and be able to per-

form activities of daily living (ADLs; VA, 2018). 

 SSVF. The Supportive Services for Veteran Families (SSVF) uses grant money provided 

by the VA to assist third party, non-profit organizations in saving and, or finding homes for des-

titute veterans and their dependents (VA, 2018). The VA website provides a list of organizations 

that receive grant funding toward helping veterans across most of the United States, including 

the District of Columbia (VA, 2018). However, many of these organizations are located in major 

cities, far away from rural communities and out of the reach of veterans that lack transportation 

especially, in larger states like Texas. The VA website also has a list of webinars for organiza-

tions that focus on Rapid Re-housing (RRH) through SSVF with intent to train its members on 

how to effectively help veterans (VA, 2018). 

 GPD. The Homeless Providers Grant and Per Diem Program (GPD) provides non-profit 

organizations with 65% of the funding costs for construction, renovation, or acquisition of build-

ings used to service homeless veterans either as service centers, or as temporary housing (VA, 

2018). Salaries and other operational costs however, do not qualify for grant funding and the re-

maining 35% of building maintenance costs must come from additional sources (VA, 2018). 

However, these organizations also receive “per diem” funding that the VA does permit to be 

used toward operational costs with a payout of up to $45.79 for each day that a veteran is housed 

(VA, 2018). Additionally, veterans are only required to pay up to 30% of their monthly incomes 

toward rent, making housing through these organizations financially available to veterans with 

vastly limited incomes (VA, 2018). Service centers that do not provide housing to veterans are 

only eligible to receive 1/8th the cost required for the daily care of homeless veterans (VA, 

2018). 
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 DCHV. The Domiciliary Care for Homeless Veterans program provides clinical treat-

ment and rehabilitation to disabled veterans (VA, 2018). In addition to medical treatment, the 

DCHV also incorporates mental health treatment as part of the Mental Health Residential Reha-

bilitation and Treatment Program (MH RRTP; VA, 2018). The care provided by the DCHV in-

cludes rehabilitation, health maintenance, treatment for mental health and addiction, and home-

lessness in a capacity that is geared towards helping veterans gain a sense of personal responsi-

bility (VA, 2018). 

 HVCES. The Homeless Veteran Community Employment Services assists veterans that 

are homeless or in danger of homelessness find jobs or careers (VA, 2018). The program acts as 

an agency that connects veterans to prospective employers and other services that enhance em-

ployment odds and decrease individual dependence on social resources (VA, 2018). 

 CWT. Compensated Work Therapy is a program designed to offer vocational support 

services and is located at every VA medical center (VA, 2018). CWT focuses on veterans who 

would like to seek employment but are hindered by physical or mental health impairments (VA, 

2018). Veterans interested in CWT are required to reach out to their health care provider to de-

termine appropriateness for the program, after which they are assessed by a CWT staff member 

where they are further screened based upon individual strengths, skills, abilities, needs, goals, 

and preferences (VA, 2018). The CWT consists of six additional service programs, all of which 

focused on improving veteran employment rates across the country: Transitional work, supported 

employment, community based employment services, vocational assistance, supported self-

employment, and supported education (VA, 2018). 

 HCHV. The Healthcare for Homeless Veterans program targets the most at-risk veterans 

that are in serious need and not receiving services (VA, 2018). Veterans who are homeless or in 
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danger of losing their homes, may visit one of 31 Community Resource and Referral Centers 

(CRRCs) across the United States which will provide multiple services including housing, men-

tal health care, career and vocational assistance, and access to benefits (VA, 2018). Unfortunate-

ly, accessibility to CRRCs is limited due to the small number of locations across only 23 states. 

Of those 31 locations, most are in urban areas, leaving sub-urban and rural communities at a dis-

advantage for receiving services through both the CRRC and HCHV.  

  A service events provided by HCHV called Stand Downs, host temporary, one to three 

day service centers in which homeless veterans have access to food, shelter, clothing, health 

screenings, dental care, legal services, benefits counseling for the VA and Social Security, and 

housing and employment referrals (VA, 2018). Again, the locations of these events are mostly in 

urban areas, limiting the access that veterans in rural areas have to these services. 

 H-PACTs. According to Kushel, Perry, Bangsberg, Clark, and Moss (2011), one of the 

most common risk-factors leading to emergency room visits, is being homeless. Since 8.5% of 

the homeless population in the United States is comprised of veterans, it makes sense that a vet-

eran service like the Homeless Patient Aligned Care Teams program would result in a decrease 

in the number of emergency room visits across the country (Tsai et al, 2016; VA, 2018). H-

PACTs consist of a group of clinical professionals such as doctors, social workers, mental health 

and substance abuse counselors, nurses, and homeless assistance professionals with the objective 

of ending and preventing homelessness among veterans through the accessibility of medical ser-

vices (VA, 2018). H-PACT clinics are located at VA medical centers, community-based outpa-

tient clinics, and CRRCs and require no appointment in order for veterans to receive services 

which vary from simply providing a place to shower and seek housing assistance, along with 

medical care and, or substance abuse treatment (VA, 2018). 
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 VJO and HCRV. Both the Veterans Justice Outreach and Health Care for Reentry Veter-

ans program help veterans entangled in the criminal justice system function amongst the general 

public (VA, 2018). While the VA is unable to provide direct legal services to veterans, they can 

make referrals through VJO specialists (VA, 2018). In addition, both the VJO and HCRV pro-

vide veterans with resources to mental health assistance, substance abuse treatment, and, or so-

cial services such as employment assistance with the goal of preventing homelessness (VA, 

2018). 

Transportation 

 Through the VA, veterans that are eligible, may receive transportation assistance through 

a program called Veterans Transportation Service (VTS; VA, 2018). This service is free for vet-

erans who lack a means of transportation due to financial or medical reasons and need to reach 

appointment destinations (VA, 2018). Unfortunately, this service is limited to jurisdictions and 

locations for points of contact (usually VA medical centers and VA outpatient facilities) as well 

as VA authorization, making the availability of VTS restricted to those who mostly live in cities 

(VA, 2018). In addition, to meet eligibility requirements, veterans must be rated with at least a 

30% disability by the Veterans Benefit Administration (benefits.gov, n.d.). While ride-sharing 

services such as LYFT and Uber may be a supplemental option for some, the scope of their ser-

vices is also limited to mostly cities and can be too expensive for those that are financially inse-

cure and, or inappropriate for those with mobility issues. There are also several non-profit enti-

ties that are geared specifically with helping disabled veterans reach medical appointments at 

little or no charge that can be found on the internet.  

Medical Treatment 

http://benefits.gov/
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 Of the 20.4 million veterans residing in the U.S., today, the Veterans Health Administra-

tion (VHA) serves 9 million veterans in a medical capacity, yearly, or about 44% (Tsai et al., 

2016; VA, 2018). The VHA also boasts having 1,243 health care facilities (172 medical centers 

and 1,062 outpatient facilities) in which veterans receive a wide array of medical assistance (VA, 

2018). Veterans enrolled in the health benefits program receive a personalized handbook that de-

tails care eligibility, copay responsibilities, and instructions on how to make appointments so that 

they are covered (VA, 2018). Through the VA website, veterans are encouraged to take an online 

quiz that will help determine the amount healthcare benefits for which they are eligible and in-

corporates several ways in which veterans may sign up for healthcare benefits: by phone, online, 

by mail, or in person (VA, 2018). Like with most government benefits programs for veterans, 

eligibility is contingent on minimum duty requirements (24 continuous months, in this case) as 

well as, financial ability for no-cost medical treatment (VA, 2018).  

 The medical benefits package through VHA includes preventive care (immunizations, 

physicals, and screenings), inpatient and outpatient diagnostics and treatments (surgical, mental 

health, and substance abuse), and gynecological services (VA, 2018). In addition, the VHA bene-

fits also cover long-term care such as rehabilitation centers, and nursing homes. For older veter-

ans, the VHA also offers geriatric care, adult day health care, respite care, home health care, and 

hospice care (VA, 2018).  

 Priority groups. Priority groups are a VHA enrollment system based upon level of need 

and funding allocated by congress for each fiscal year (VA, 2018). Because funding is limited, 

the VHA assigns priority groups based on need (level of service connected disability), distin-

guished awards (Purple hearts and Medals of Honor, for example), financial security, service-

related exposure (agent orange), and veterans awarded special eligibility (VA, 2018). 
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 Mental health. In 2008, the VA introduced new guidelines for how VA hospitals and 

clinics treat mental health challenges and what services are available (Department of Veterans 

Affairs, 2012). Requirements vary depending on the settings size and type of services, but apply 

to the entire VA system (Department of Veterans Affairs, 2012). In recent years the focus on 

mental health care in the VA has been on the recovery model, holistic coordination of care, men-

tal health treatment in primary care setting, assignment of a mental health treatment coordinator, 

around the clock service, care that is gender and culturally sensitive, care that is in close proximi-

ty to the patients home, evidence based treatment, and  marriage and family services (Depart-

ment of Veterans Affairs, 2012). The recovery-oriented approach, according to the Department 

of Veteran Affairs (2012) is one in which a strength based approach is utilized to empower and 

honor soldiers and their families. The VA also offers chaplains and encourages mental health 

concerns to be addressed in the primary care doctor’s office; referring out to specialized treat-

ment such as inpatient/outpatient facilities when needed. Treatment in the primary care clinic is 

referred to as the Patient Aligned Care Team (PACTs) (Department of Veterans Affairs, 2012). 

A veteran receiving mental health services is also assigned a mental health treatment coordinator 

who services as the principal liaison in times of transition or crisis (Department of Veterans Af-

fairs, 2012).   

 Treatment modalities within the VA system, are evidence based treatments (EBTs). That 

is, practices that have been explored and proven to be effective in the scientific literature. Some 

common EBTs utilized with this population and others who have experienced trauma include: 

Cognitive Processing Therapy (CPT), Prolonged Exposure (PE), Eye Movement Desensitization 

and Reprocessing (EMDR) and Stress Inoculation Therapy (SIT) (Osei-Bonsu, Bolton, Stirman, 

Eisen, S., Herz, Pellowe, 2017).   
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 Evidence-based psychotherapies. There are two basic components of  evidence-based 

psychotherapies (EBP): cognitive processing theory (CPT) and prolonged exposure (PE; Finley, 

Garcia, Ketchum, McGeary, McGeary, Stirman, & Peterson, 2015). CPT is designed to transition 

cognitive processes away from self-blame and denial, and redirect them toward acceptance, by 

confronting flawed, maladaptive thoughts in a safe environment (Resick, Nishith, Weaver, As-

ton, & Feuer, 2002). PE therapy similarly addresses dysfunctional cognitive processes by gently 

exposing patients to stimuli associated with trauma in a safe environment, in order to discontinue 

overgeneralizing (Resick et al., 2002). A common method of PE is having patients write letters 

to themselves or others and, or journals as this can highlight distorted thought processes to be 

confronted (Resick et al., 2002). Research suggests a strong positive correlation between EBP 

treatment and PTSD symptom improvement and symptoms associated with severe depression 

and anxiety (Finley et al., 2015; Resick et al., 2002). In other words, veterans who receive EBP 

treatments are usually better able to manage challenges associated with PTSD. As a result, the 

VA has taken an initiative to promote the use of EBP-style treatments for veterans in every VA 

facility and provide training to care providers as well as, setting up a system to track implemen-

tation and performance (VA, 2018; Finley et al., 2015). Despite the research supporting the ef-

fectiveness of EBPs, evidence suggests that many VA and non-VA associated facilities do not 

implement either a CPT or PE treatment plan when helping patients with PTSD do to financial 

constraints connected to establishing new treatment models and facility workloads not being 

compatible with the time it takes to change treatment models (Finley et al., 2015). These chal-

lenges prevent veterans from benefitting and accessing treatment that is strongly linked to im-

provements in patients with PTSD (Finley et al., 2015; Myers, Haller, Angkaw, Harik, & Nor-

man, 2018).  
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Reintegration Problems Among Veterans 

  In 2014, a study consisting of 1,292 Iraq and Afghanistan War veterans suggested 

that nearly 50% of veterans struggle to reintegrate into society after facing the traumas associated 

with war such as PTSD and other mental health problems, chronic pain, and traumatic brain inju-

ries (TBIs) (Sayer, Orazem, Noorbaloochi, Gravely, Frazier, Carlson, Schnurr, & Oleson, 2014; 

Elnitsky, Blevins, Fisher, and Magruder, 2017). In comparison to wars in the past, the number of 

TBIs among veterans has increased in recent years with an estimated 23% having obtained a de-

ployment-related TBI (Elnitsky et al., 2017). This prevalence has been linked to an increase in 

mental health disorders in veterans of the wars in Iraq and Afghanistan leading Elnitsky et al. 

(2017) to predict an increase in medical needs for veterans years after these wars end.  

 Even veterans that have not received a formerly diagnosed combat or deployment-related 

mental or physical impairment, exhibit difficulties in reintegrating into civilian life with at least 

25% indicating struggles with elements that are considered essential for daily life, such as social 

functioning, community involvement, and self-care (Elnitsky et al., 2017).  

The Effects of Poverty 

 Among the many hardships and challenges faced by children that have been raised in 

poverty, entry into military service and subsequent mental health challenges as adults, are preva-

lent (Bareis & Mezuk, 2016). Although poverty itself does not cause instances of mental health 

challenges such as depression and anxiety, research shows that the added stress on the home en-

vironment and the potential lack of stability shows a positively correlated relationship with these 

disorders as well as childhood abuse and trauma (Crosson-Tower, 2014). Not only are those that 

suffer from poverty more likely to sign up for the military, they are also more likely to experi-

ence depression and anxiety, making them more vulnerable to deployment and service-connected  
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stresses (Bareis & Mezuk, 2016; Crosson-Tower, 2014). As a result, veterans may face addition-

al challenges when trying to transition back into society financially, socially, and mental health-

wise. Although Bareis and Mezuk (2016) insist that disorders such as depression and anxiety ex-

ist independently of military service, contending that they are two separate faculties, they may 

still build upon each other and compound the effects of trauma, poverty, and mental illness. 

Recent Legislation and Social Policies 

 In 2017, in light of all of the veterans still in need and not receiving services, Congress 

passed the Enhancing Veteran Care Act which consists of a third-party agency dedicated with 

finding inadequacies in the treatment and care provided to veterans as well as bureaucratic inef-

ficiencies (S. 1266, 2017).  

 The most recent legislation in regards to veterans, allows those receiving VA benefits to 

get care from non-VA providers (H.R. 5674, 2018). One of the biggest challenges facing veter-

ans is the inability to access care because generally, it is limited to strictly VA providers, pre-

venting veterans in rural areas and, or without transportation from receiving services. Unfortu-

nately however, the Veterans Choice Program will end after a year, potentially leaving millions 

of veterans disenfranchised and unable to receive necessary treatment (H.R. 5674, 2018). 

Social Workers In Action 

 Physicians, policy makers, and care providers, including social workers, need to under-

stand the impacts of deployment and the difficulties of transitioning to civilian life even for those 

veterans who have not received a former diagnosis. Veterans who are not diagnosed with a men-

tal or physical health problem, often face transitioning struggles with little or no assistance 

(Elnitsky et al., 2017). In effect, these veterans are “off the radar” which is especially concerning 

given the increase in those seeking care (58%) in comparison to other wars such as Vietnam 
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(30%) and Korean and, or World War II (25%). In other words, there is a historical prevalence 

for veterans being underserved in the U.S., possibly indicating higher severities of  health issues 

than in previous wars, with a large number of veterans still not receiving appropriate or adequate 

care (VA, 2006; Elnitsky et al., 2017). Elnitsky et al. (2017) noted that on average those who do 

not seek care, report reintegration issues six years later indicating two important variables: First, 

veterans are going without necessary treatment to transition back into civilian life and second, 

veterans who do not receive care, continue to struggle without help.  

Ethics 

 Since many veterans are going without receiving care despite the many resources availa-

ble through the VA, an investigation into the reasons should be conducted in order to develop 

effective intervention strategies. It may be possible that veterans are simply unaware of the ser-

vices available to them, they live in rural communities making assistance out of reach, and, or 

the stigmatization of needing help within society prevent them from seeking out assistance. As a 

social worker, it is imperative to answer the call to action in order to instigate social and policy 

reform so that injustices may be corrected and veterans in need receive help (National Associa-

tion of Social Workers [NASW], 2018). However, it is also important for social workers to dis-

play a respect for individuals, their right to dignity, and their right to privacy, potentially causing 

an ethical dilemma as the need to provide help is tempered with the preservation of human rights 

(NASW, 2018). In these cases, the best course of action may be to inform veterans of the ser-

vices that are offered to them and provide assistance should they desire it. The only exception 

being if social workers believe that a veteran is in a state that may result in self-harm or harm to 

others, which would prompt an immediate intervention.  

Conclusion 
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 The ever growing number of veterans returning from war over the past 17 years, has 

highlighted a vast deficiency in the amount of support United States veterans receive in terms of 

reintegration services (Sayer et al., 2014). In addition to chronic pain acquired through service-

connected injuries, 87% of returning veterans, many suffer with PTSD, as well (Elnitsky et al., 

2017). While the U.S. has a long history of providing benefits to disabled veterans and veterans 

in need of mental health treatment, many continue to go without proper care (Kushel et al., 

2011). Furthermore, veterans who have never received a former diagnosis, continue to struggle 

without intervention, bringing attention to the need for action from social workers as well as, 

other clinical professionals, to improve outreach, locate alternative services within the communi-

ty, and assist those in need as out lined by the social worker code of ethics (NASW, 2018; Elnit-

sky et al., 2017). 
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