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INTRODUCTION

Abstract—The Department of Veterans Affairs (VA) has separate clinical structures and care processes for traumatic brain
injury (TBI) and posttraumatic stress disorder (PTSD). However, because veterans are returning from the wars in Iraq and
Afghanistan with TBI (most frequently mild TBI [mTBI]) and
PTSD, the VA needs to evaluate current service delivery systems. We conducted key informant interviews with 40 providers from across the United States who represented separate
clinical teams providing specialized TBI or PTSD services. We
identified challenges providers perceive in scheduling and
engaging patients with co-occurring mTBI and PTSD (mTBI/
PTSD) in treatment, determining the etiology of patients’ presenting problems, coordinating services, and knowing whether
or how to alter standard treatments. We found consensus that
patients with mTBI/PTSD often have other morbidities requiring specialized treatment, including pain and sleep disturbance.
Another important theme we found was the need for patient
and family educational material on mTBI/PTSD or pain and
mTBI/PTSD and provider education tailored to provider specialty. Together, findings point to the need for guidance for
providers on best practices to assess and treat mTBI/PTSD
given available information, a systematic approach toward
patient and provider education, and research to build the evidence base for practice.

Each war presents new clinical challenges. Detecting
and addressing such challenges often lead to major
advances in conceptual understanding, diagnostic assessment, and clinical practice. Today, the current wars in
Iraq (Operation Iraqi Freedom [OIF]) and Afghanistan
(Operation Enduring Freedom [OEF]) expose U.S. servicemembers to prolonged periods of combat stress and explosive hazards. Consequently, providers in the Department
of Veterans Affairs (VA) see patients who may have both
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combat-related stress disorders and explosive-induced
concussive injury. In this article, we report the results of
interviews with VA providers faced with the challenge of
treating these veterans.
In this era of modern warfare, combat involves exposure to blasts caused by improvised explosive devices,
rocket-propelled grenades, and other explosives. Blast
injuries are often polytraumatic, meaning that they affect
more than one body region or system [1]. Particularly common is traumatic brain injury (TBI). It has been estimated
that over 60 percent of blast injuries result in traumatic
brain injury (TBI) [2–3]. Because of its frequency relative to that observed in earlier U.S. conflicts [4], TBI has
been labeled the “signature injury” in the Global War on
Terror [5].
The prevalence of TBI among OIF/OEF servicemembers is difficult to ascertain, particularly because
providers may miss less-severe forms of TBI or mistakenly label other disorders as TBI. However, recent
research suggests that the prevalence may approach
20 percent, with the majority of TBI cases among OIF/
OEF returnees being mild in severity [6–7]. The American Congress of Rehabilitation Medicine has defined
mild TBI (mTBI) as a physiological disruption of brain
function as manifested by at least one of the following:
alteration of mental state, loss of consciousness, loss of
memory or focal neurological deficit, that may or may
not be transient; but where the severity of the injury does
not exceed the following: posttraumatic amnesia for
greater than 24 hours, after the first 30 minutes Glasgow
Coma Score 13 to 15, and loss of consciousness is less
than 30 minutes [8]. Generally, the terms mTBI and concussion are used interchangeably.
Available research suggests that although the majority of mTBI cases resolve within weeks or months, some
individuals develop persistent postconcussive symptoms
[9]. These symptoms can be categorized as physical, cognitive, and behavioral/emotional. Physical symptoms
include headaches, dizziness, fatigue, and disordered
sleep; cognitive symptoms include deficits in concentration and memory; and behavioral/emotional symptoms
include irritability, depression, and emotional lability
[10–11]. Most postconcussive symptoms are nonspecific
and reported in individuals with no history of head
trauma who have other conditions, such as chronic pain
and psychiatric disorders [12]. Although a variety of
symptoms associated with TBI may occur, symptom
manifestation is not part of the definition [11].

The current wars in Iraq and Afghanistan are also
associated with a high burden of psychiatric disorders,
with posttraumatic stress disorder (PTSD) being the most
common [13]. PTSD is an anxiety disorder that follows
exposure to life-threatening experiences such as war, sexual assault, homicide, motor vehicle crashes, and natural
disasters. The sufferer vacillates between the intense distress associated with unwanted trauma-related memories
and psychic numbness. Also present is hypervigilance,
sleep disturbance, and other manifestations of physiological arousal [14]. Recent reports indicate that the rate
of PTSD and other psychiatric disorders in returning OIF/
OEF servicemembers is similar to the rate of TBI and
that 37 to 44 percent of those with possible mTBI may
also have PTSD and/or depression [6–7].
The VA is charged with meeting the needs of veterans returning from OIF/OEF with combat-related emotional and physical wounds. Since 1989, the VA has
operated specialized inpatient and outpatient clinics to
treat PTSD, and it is now the largest provider of PTSD
services in the United States. Nationally, the VA offers
163 specialized PTSD programs; most are outpatient
PTSD teams (n = 112). Veterans who screen positive for
PTSD on the postdeployment mental health screening are
often referred to PTSD teams for evaluation and treatment [15]. Cognitive therapy, exposure therapy, stress
inoculation training, and eye movement desensitization
and reprocessing are strongly recommended for treatment of PTSD (Department of Defense [DOD] and VA
guidelines for PTSD [16]). Within the VA, the National
Center for PTSD (NCPTSD) is currently leading national
rollouts of cognitive processing therapy (CPT) and prolonged exposure (PE), the most effective evidence-based
psychotherapies for PTSD. Recommendations for pharmacotherapy are detailed in the PTSD clinical practice
guidelines [16].
In 2005, the VA developed the “Polytrauma System
of Care” to rehabilitate OIF/OEF veterans with TBI and
other physical war-related injuries. The Polytrauma System of Care consists of the following four components:
(1) specialized regional inpatient rehabilitation centers
accredited in TBI; (2) specialized outpatient and subacute
rehabilitation programs geographically distributed within
each of the 21 Veterans Integrated Service Networks
(VISNs); (3) designated polytrauma teams at smaller,
more remote VA facilities; and (4) a point of contact at all
other VA facilities. The specialized outpatient and subacute
rehabilitation programs are called Polytrauma Network

705
SAYER et al. Provider-perceived challenges treating veterans with TBI and PTSD

Sites (PNSs) and manage the postacute sequelae of combat injuries, including TBI, and coordinate lifelong rehabilitation services for veterans with polytrauma or blastrelated injuries living in their catchment area [17]. At the
time of this research, 21 PNS sites existed. Subsequently,
the VA added another PNS site in Puerto Rico. Patients
who screen positive for TBI on the VA postdeployment
TBI Screening Clinical Reminder are referred to polytrauma teams for follow-up evaluation and treatment
[18]. Treatment of mTBI generally involves patient and
family education and, if symptoms persist, management
of specific symptoms. The VA recently released Clinical
Practice Guidelines for Management of Concussion/Mild
Traumatic Brain Injury [19]. The clinical practice guidelines present separate algorithms for initial presentation
for treatment, the management of symptoms related to
mTBI, and follow-up of persistent symptoms.
The VA-specialized PTSD programs and the Polytrauma System of Care have separate developmental histories and administrative structures. The VA did not
design them specifically for patients with problems consequent to both physical and psychological trauma. Furthermore, little to no data currently exist to guide the VA
in the management of these patients. The challenges providers face to meet the needs of OIF/OEF veterans who
have both a history of mTBI and PTSD (mTBI/PTSD) in
the absence of an evidence base for practice have not
been examined previously. Such information is needed to
identify opportunities for improvement and priorities for
research. To begin to fill this gap, we gathered preliminary data from VA providers that could be used to inform
systemwide efforts to improve services offered to OIF/
OEF veterans with mTBI/PTSD. We focused on providers working within PNS and PTSD teams because it is
likely that these teams have the highest concentration of
veterans with mTBI/PTSD and because they have leadership roles within the VA in defining best practice for
mTBI and combat stress, respectively.

METHODS
Design
We developed this project in collaboration with the
VA Department of Physical Medicine and Rehabilitation
and the NCPTSD as a quality improvement (QI) project
to meet the need for information to improve practice for
veterans with mTBI/PTSD. The Minneapolis VA Medical

Center (VAMC) Institutional Review Board designated
this project as QI.
We conducted semistructured interviews with providers working within either PTSD programs or PNSs to
understand their view of challenges providing medical
care to OIF/OEF veterans with mTBI/PTSD. Consistent
with Rapid Assessment Process (RAP) methodology, we
used multiple interviewers and iterative data collection
and analysis to rapidly gather as much data as possible
and reach content saturation in key areas [20–21]. Unlike
typical RAP studies, however, we did not use a field liaison. A field liaison is a member of the group being studied who can help the research team understand the
fieldwork site and provide logistical support. We did not
use a field liaison for this project because we interviewed
providers across the country by telephone, eliminating
the need for and feasibility of on-site logistical support.
In addition, the research team consisted of researchers
who collaborate with polytrauma and PTSD teams,
reducing our need for an insider’s assistance to interpret
informants’ responses.
Recruitment Methods and Participants
Staff with leadership roles within the NCPTSD and
the VA Department of Physical Medicine and Rehabilitation each identified one representative with specialized
knowledge about team practices for OIF/OEF veterans
with mTBI/PTSD within each of the VA’s 21 service
areas. The NCPTSD and the VA Department of Physical
Medicine and Rehabilitation Program Office selected
providers who were points of contact for dissemination
of information on PTSD or TBI within their respective
VISNs. The research team emailed recruitment materials
to these providers. Recruitment materials included a
cover letter describing the project and a list of interview
questions. The recipient was asked to contact a designated member of the study team for scheduling purposes
if willing to volunteer and/or to discuss the project with
their team to see if someone else could represent the
team. A member of the research team emailed each volunteer clinician a brief survey asking about the clinician’s
role on the team, number of years working within VA,
and the team’s experience treating OIF/OEF veterans
with mTBI/PTSD. In addition, we emailed volunteers the
interview questions and asked them to discuss the questions with their team before the interview so they could
represent their team during the interview. Of the 42
potential volunteers (21 PTSD team members and 21 PNS
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team members), 40 underwent the interview. The remaining two did not respond.
Table 1 lists participants’ professional titles and
years working at the VA. Fourteen of the PTSD and five
of the PNS providers described themselves as having
administrative leadership roles within their teams or
departments, including program director or coordinator
(n = 10), service or section chief (n = 2), medical director
(n = 3), and other (n = 4). To protect the anonymity of the
informants, we do not report potentially identifying professional titles, demographics, or facility-related information. Participants came from 32 VAMCs spread across
the 21 VISNs; eight PNS and PTSD informants worked
in the same facility. As can be seen in Table 1, most
informants were psychologists or neuropsychologists.
This is not surprising given that psychologists and neu-

ropsychologists typically assess and treat veterans with
psychiatric disorders and TBI.
Interview Content
The research team developed semistructured interview guides to elicit information on assessment and treatment needs of patients with mTBI/PTSD. We developed
one interview guide for PNS providers and a parallel
guide for PTSD team providers. Table 2 lists the interview topics and illustrative questions. Although we covered all topics during each interview, we did not
necessarily ask questions using the same wording or in
the same order. This process allowed us to follow the natural flow of the dialogue. We refined the interview guides
during the first few interviews [22–23].

Table 1.
Professional characteristics of Department of Veterans Affairs (VA) provider participants (N = 40).

Characteristic
Title
Psychologist
Neuropsychologist
Psychiatrist
Physiatrist
Advanced Registered Nurse
Years Working at VA (mean ± standard deviation)

PTSD Team Members
(n = 21)

PNS Team Members
(n = 19)

18
0
3
0
0
8.32 ± 6.02

7
10
0
1
1
7.55 ± 6.92

PNS = Polytrauma Network Site, PTSD = posttraumatic stress disorder.

Table 2.
Interview topics and illustrative questions for Polytrauma Network Site and posttraumatic stress disorder (PTSD) team providers.

Topic
Referral Process

Assessment and Challenges

Treatment and Challenges
Cross-Team Collaboration
Other Comorbidities and Problems
Terminology
Closing Questions
TBI = traumatic brain injury.

Questions
What is process by which patients come to your clinic?
Is this process different for patients who have symptoms of PTSD and
TBI?
How are patients evaluated in your clinic?
Does your clinic alter this evaluation process because of presence of
[PTSD or TBI]?
Has your clinic modified treatment approaches or developed new
treatment approaches because of presence of [PTSD or TBI]?
How is your team working with other services in your facility to
assess/treat patients with a history of both PTSD and TBI?
What other problems or issues are particularly prevalent or clinically
important in this population?
What terms do you use to talk to patients about their TBI and PTSD?
Is there consensus on terminology on your team?
What is needed to treat patients with PTSD and TBI more effectively
(e.g., educational needs)?
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Data Collection
The interview team consisted of three master-level
and two doctoral-level researchers. Two members of the
interview team participated in each interview: one conducted the interview and the other took detailed notes on
a computer and asked clarifying questions at the end of
the interview. We rotated these roles across interviews.
Following each interview, the two interview team members debriefed and wrote a conjoint interview log (see
“Analysis” section) that we circulated among all members
of the research team so that all members were aware of
emergent themes. We conducted interviews over the telephone that lasted approximately 30 minutes. The team
conducted the interviews between July 2 and October 3,
2008. When indicated, a member of the research team
contacted the volunteer through email after the interview to
request examples of educational material that the volunteer
had discussed using and/or to ask clarifying questions.
Analysis
The analysis included a consensus-seeking discussion among the interviewers right after each interview.
The product of this discussion was a postinterview log
that summarized the volunteer’s responses to each question, the major themes, and new content areas for further
inquiry in future interviews [21,24]. We then developed a
summary of findings across interviews through constant
comparison and interview team consensus. We circulated
the summary to participants for feedback, which we then
used to refine the findings further. The document
included a one-page summary of the purpose and methods of this project, as well as a draft version of the results
that was highly similar to Figures 1 and 2.

RESULTS
We organized findings by interview and emergent
topics. Figure 1 summarizes challenges PNS and PTSD
providers identified from screening and referral through
treatment, as well as gaps with respect to services for
behavioral and health problems other than PTSD and
TBI. The themes within each topic area come from providers across teams and VISNs and represent the scope of
challenges VA PTSD and PNS providers face in their
efforts to deliver services to OIF/OEF veterans with
mTBI/PTSD.

Screening and Referral
According to our informants, OIF/OEF patients are
generally referred to PTSD and PNS clinics for assessment and/or treatment after screening positive for PTSD
or TBI in other settings, such as primary care or clinics
developed specifically for OIF/OEF veterans. Concern
existed among a few PNS and PTSD providers that primary care providers and residents may not know how to
probe for mTBI and that, consequently, some mTBI sufferers may go undetected. Another concern was positive
screens—some providers believed that patients may not
understand why they are being referred to TBI and PTSD
specialty clinics following positive screening for TBI and
PTSD. PNS providers brought up this problem more frequently regarding positive TBI screens. One PNS provider suggested that VA providers conducting TBI
screening may give veterans who screen positive for TBI
the inaccurate impression that the positive screening
result indicates that they have a brain injury.
Assessment
Most PTSD and PNS teams perform an intake process and conduct assessments, although a few clinics
focus exclusively on treatment. PNS teams often assess
for PTSD using interviews and self-report questionnaires
(e.g., PTSD Checklist [25]); most PTSD teams do not formally assess TBI, although they may complete the 4-item
VA TBI screening tool [18]. There was remarkable consensus across providers in PNS and PTSD teams with
regard to challenges of determining whether a patient’s
current symptoms result from mTBI or PTSD or both.
This is because of the overlap in symptoms associated
with a concussion and PTSD. Some PNS providers
explained that their teams focus on their patients’ symptoms and functional problems rather than etiology. The
comments made by a few PNS and several PTSD providers suggested that some providers mistakenly believed
that the diagnosis of TBI depends on a patient reporting
current postconcussive symptoms (e.g., concentration
problems), just as a diagnosis of PTSD depends on the
patient reporting current intrusive, avoidant, or hyperarousal symptoms. We did not, however, formally assess
provider knowledge of the definition of mTBI.
Providers believed that assessment of patients with
mTBI/PTSD takes longer and requires a high level of
skill. One PNS clinician stated, “It [the presence of
PTSD] complicates and lengthens the assessment process
for physicians and psychologists and others. The issue of
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Screening and Referral
1. Potential for false negative TBI screening results if providers not trained to probe for TBI.
2. Potential for patient confusion about screening and evaluation processes, particularly for TBI.
Assessment
1. Difficulties making definitive diagnosis of mTBI because of duration of time between injury and VA assessment and lack
of access to DOD records.
2. Difficulty determining whether patients’ functional problems and symptoms are related to history of mTBI, PTSD, or both.
3. Clinically complex patients presenting with comorbidities and clinical problems in addition to mTBI/PTSD, including pain,
sleep problems, depression, and substance use disorders.
4. Uncertainty as to whether findings from research on sport-related concussion are transferable to blast-related mTBI.
5. Uncertainty as to whether traditional cutoff scores on psychological testing (e.g., scores to determine exaggeration) are
applicable to individuals with blast-related TBI.
6. Redundancies in assessments conducted by PTSD and PNS teams.
7. Secondary gain issues possibly influencing symptom reporting.
Scheduling and Patient Engagement
1.
2.
3.
4.
5.

High rates of no-shows.
Lack of systems to consolidate and coordinate appointments and medications across providers and clinics.
Lack of specialty services in rural areas of United States.
Logistical barriers to treatment, including lack of time and money to travel and attend appointments.
Families facing same logistical barriers to treatment involvement as veteran patients.

Treatment
1. Uncertainty as to whether and how to alter evidence-based treatment for PTSD when patient has history of mTBI.
2. Lack of protocols (e.g., skills training) specifically for mTBI/PTSD.
3. Patients with mTBI/PTSD requiring more individual attention, repetition, and time to complete assignments and benefit
from PTSD treatment.
4. Rehabilitation providers needing to slow pace and incorporate emotion-management into interventions for symptoms
associated with mTBI.
5. Psychiatrist prescribing medications contraindicated for TBI; physiatrists prescribing medications contraindicated for PTSD.
6. Provider stress because of larger caseloads, new responsibilities and, in some cases, understaffed teams.
7. Lack of dedicated psychiatrist time on most PNS teams.
Collaboration and Coordination of Care
1.
2.
3.
4.
5.

Coordination/collaboration across PNS and PTSD teams taking additional clinician initiative and time.
Geographic distance between teams interfering with communication.
Uncertainty as to how and whether to sequence treatment for persistent symptoms associated with mTBI and PTSD.
Differences between mental health and rehabilitation models of care.
Patients with mTBI/PTSD receiving services through multiple teams may receive medications that are contraindicated for one
or more of their conditions or disorders.

Terminology and Labeling
1.
2.
3.
4.
5.

Patients with inaccurate and countertherapeutic understanding of positive TBI screen and mTBI diagnosis.
Inconsistencies in terminology providers use to describe TBI confuse patients and families.
Patients preferring to have diagnosis of TBI instead of diagnosis of PTSD because of stigma associated with PTSD.
Term “polytrauma” confusing and upsetting patients.
Patients with anxiety about having both PTSD and mTBI.

Services for Other Behavioral and Health Problems
1. Lack of availability of pain and sleep disorder expertise in many VA facilities and U.S. regions.
2. Need for more and tailored vocational services for OIF/OEF veterans.
3. Need for family services and couples therapy.
Figure 1.
Challenges in treating Operation Iraqi Freedom and Operation Enduring Freedom (OIF/OEF) veterans with history of mild traumatic brain injury
(mTBI) and posttraumatic stress disorder (PTSD). DOD = Department of Defense, PNS = Polytrauma Network Site, TBI = traumatic brain injury,
VA = Department of Veterans Affairs.
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what to treat first always comes up due to the multiplicity
of problems.” Providers who had experience treating
civilians with a history of mTBI stated that OIF/OEF veterans with mTBI are clinically more complex, particularly
regarding the prevalence of psychiatric comorbidities.
Providers believed that research on the cumulative effects
of blast exposure might explain why postconcussive
symptoms seem to persist longer in OIF/OEF veterans
with a history of mTBI. These clinicians wondered if
research based on civilians with a history of mTBI (e.g.,
sport-related concussion) generalizes to those who have
been exposed to multiple blasts.
Scheduling and Patient Engagement
PNS and PTSD providers described perceived problems associated with scheduling patients for assessment
and treatment. Patients may be difficult to contact for
scheduling, no-show their appointments, or find themselves on long clinic waiting lists. Sometimes patients
were referred to both PNS and PTSD teams at the same
time, and according to the providers we interviewed, there
was no system for coordinating appointments between
the teams.
Appointment no-shows were felt to be particularly
high in OIF/OEF veterans referred to the PTSD and PNS
clinics. Providers expressed uncertainty as to whether the
pattern of no-shows is particular to patients with TBI,
PTSD, mTBI/PTSD, or an OIF/OEF cohort effect. For
example, some providers wondered whether PTSDrelated problems with anger, trust, being around other
people, and/or mTBI-related problems with memory and
attention interfere with attendance. Several informants
stated that these patients need more and different types of
appointment reminders than are typically given. For
instance, a few providers stated that their team uses more

frequent telephone calls and letters to remind OIF/OEF
patients to attend appointments than they use with other
veteran cohorts. Some providers expressed concern that
OIF/OEF veterans have more medical appointments in
general compared with patients of other service eras and
discussed the need to consolidate and coordinate care
across these appointments. One provider expressed concern that the number of appointments among OIF/OEF
veterans was producing “professional patients” rather
than promoting recovery.
Providers brought up logistical barriers to patient
participation in treatment, including lack of access to services for rural veterans, lack of time to travel and attend
appointments because of work and childcare responsibilities, and financial constraints. The same problems existed
regarding family member involvement in treatment.
Treatment
Most informants described patients being treated for
PTSD by the local PTSD team. However, PNS providers
are becoming educated about PTSD, and several PNS
teams provide both PTSD treatment and rehabilitation to
at least some OIF/OEF patients with mTBI/PTSD.
Across teams, a lack of consensus existed regarding
whether or how to alter PTSD treatment strategies for
patients who have a history of mTBI. Several informants
stated that their teams use standard evidence-based PTSD
treatments. Other teams reported using parts of standard
protocols, such as the cognitive component of CPT, or
implementing standard protocols with “more flexibility”
(e.g., by altering expectations for homework completion
and attendance and engaging family member support).
Some PTSD providers believed that PE is associated with
better treatment participation and outcomes compared
with CPT “because it is not so heavily reliant on memory.”

•
•
•
•

Patient educational material on mTBI/PTSD or triad of PTSD, mTBI, and pain.
Awareness of existing educational material through VA and DOD for providers.
Good understanding of TBI, particularly mTBI, or of how rehabilitation works for providers.
Education for rehabilitation specialists working with psychiatric patients (e.g., responding to suicidality and patient
anger or aggression).
• Education on medications that are contraindicated for TBI or PTSD for physicians.
• Education on cognitive rehabilitation and best practices for mTBI for mental health staff.
• Education on evidence-based psychotherapies for PTSD for PNS staff.
Figure 2.
Patient and provider educational needs. DOD = Department of Defense, mTBI = mild traumatic brain injury, PNS = Polytrauma Network Site,
PTSD = posttraumatic stress disorder, TBI = traumatic brain injury, VA = Department of Veterans Affairs.
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Many providers believed that patients with mTBI require
more individual attention, repetition, and time to complete assignments and to benefit from PTSD interventions. As one PTSD clinician stated, “The presence of
TBI makes everything go much more slowly. There is a
lot more repetition.” Consensus existed regarding the
need for research to evaluate the effect of mTBI on the
efficacy of the evidence-based PTSD treatments being
disseminated throughout the VA.
PNS teams treat the symptoms associated with mTBI
in patients with mTBI/PTSD. PNS providers described
slowing the pace and incorporating emotion management
techniques and/or education on PTSD and associated
problems, such as depression and substance use disorders, into skills training and educational interventions.
Some PNS teams have developed or are in the process of
developing new psychoeducational groups specifically
for patients with mTBI/PTSD. One PNS team developed
a program for OIF/OEF patients with PTSD, TBI, and
pain. Several PNS providers explained their view that
rehabilitation interventions targeting functional problems
or cognitive symptoms can also help patients manage
their PTSD. For example, one PNS provider believed that
PTSD-related symptoms may improve when patients
learn skills during occupational therapy to better organize
their home environment or during recreational therapy to
engage in activities outside of home.
PNS and PTSD providers brought up the challenge of
determining how or whether to sequence PTSD treatment
and treatment for symptoms associated with mTBI. Some
teams prefer that patients undergo PTSD treatment first,
other teams sequence treatment so that the more dominant or distressing problem is addressed first, and some
teams or individual providers prefer to treat both problems at the same time. Providers from both teams also
discussed the potential value of a truly integrated PNSPTSD team or at least of having a representative from the
PTSD team work on the PNS team and vice versa.
Collaboration and Care Coordination
The interview data suggested considerable variation
with regard to the degree and type of collaboration
between PTSD and PNS teams across VISNs. According
to those we interviewed, close or effective collaboration
existed in some facilities and less close or developing
collaboration existed in other facilities. Several providers
talked about improvements in care coordination and

collaboration across teams to meet the needs of OIF/OEF
patients with mTBI/PTSD.
The research team’s impression was that coordinating assessment and treatment services depended on individual clinician initiative and could take considerable
time. As one provider explained, “It is up to the provider
to reach out, which can be challenging when both [PTSD
and PNS] providers have full schedules.” Geographic
separation between teams can create an added challenge
to collaboration. Two providers explicitly referred to differences between the mental health and rehabilitation
approaches toward treatment as interfering with effective
collaboration. One belief was that rehabilitation providers expect a more rapid recovery than mental health providers who were described as accustomed to slow change
and chronic illness. Another belief was that rehabilitation
providers more aggressively follow up with patients,
whereas mental health providers expect patients to be
responsible for keeping appointments and completing
homework.
Many PNS providers talked about potential problems
managing medications across the teams and care settings.
One particular concern was that physicians outside of
rehabilitation may prescribe medications that are contraindicated for TBI. We identified only two PNS teams
with dedicated psychiatry time for patients, although several other teams noted that this would be helpful. A
PTSD team clinician also brought up the concern that
physiatrists may prescribe medications inappropriate for
PTSD.
Terminology and Diagnostic Labels
A lack of consensus existed across PNS and PTSD
teams, and sometimes within teams, around terminology
to use when discussing mTBI with patients. Many PNS
and some PTSD teams preferred to use the term “concussion” instead of mTBI because they believed the label
concussion promotes hope in recovery compared with the
labels TBI or “brain injury.” In contrast, other PNS and
most PTSD teams preferred to use the term TBI, believing that concussion could be construed as a euphemism
and that patients are familiar with the label TBI through
the military, publicly available information, and the VA
disability benefit system. Less variation existed regarding
the label for PTSD, but some PNS teams used terms like
“battle stress,” “battle mind,” or “combat stress” instead
of or in addition to PTSD. Across PNS and PTSD teams,
strong consensus existed regarding the importance of
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emphasizing recovery and educating patients about the
meaning of the diagnostic labels. Some providers were
concerned about confusing patients through use of multiple terms across providers and settings.
Many providers believed that patients preferred a
diagnosis of TBI instead of a diagnosis of PTSD because
of the stigma associated with PTSD. A PNS informant
explained, “Patients are really struggling with how to
label their condition. They prefer attributing it to TBI
because they don’t want to be labeled as ‘crazy.’” Some
PNS providers said that they “lose” patients when they
refer them to the PTSD team for treatment or when
patients see that they have an appointment scheduled
with a psychologist. Several PTSD and PNS providers
seemed to believe that it is hard for patients to understand
prognosis and to cope emotionally when told that they
have both diagnoses. Another clinician expressed the
concern that the term polytrauma “stuns” patients, meaning that it frightens and confuses them.
Other Comorbidities and Service Needs
Many providers emphasized that mTBI/PTSD also
co-occur with other problems requiring clinical attention,
including pain (head and musculoskeletal), sleep disturbance, substance use disorders, and depression. They
expressed particular concern about the lack of availability
of adequate treatment for pain and sleep-related problems. One PNS clinician explained that veterans have to
wait several months to obtain VA treatment for headache
and sleep problems, saying, “If the headaches are not
being treated, it is hard to work on cognitive rehabilitation.
Community pain and sleep clinics are not available.”
Across interviews, headache pain was the most commonly
described co-occurring problem warranting clinical
attention. Clinicians also brought up psychosis; attentiondeficit/hyperactivity disorder; and audiological, vision,
and vestibular problems as significant concerns in OIF/
OEF veterans with mTBI/PTSD but with less frequency.
Several providers brought up employment difficulties as a significant problem for this group of younger
veterans and discussed the need for more and improved
vocational services. They also discussed family interventions (e.g., families and couples therapy and parenting
classes) as a need among OIF/OEF veterans with mTBI/
PTSD.

Patient and Provider Educational Needs
Figure 2 lists educational needs providers discussed.
Most teams distributed separate information on PTSD
and/or TBI to patients and families rather than educational material that discusses mTBI/PTSD. Some teams
have been developing their own material. They expressed
concern about the existing material on TBI or PTSD
being dry and wordy. Some informants seemed unaware
of educational material on TBI or PTSD available
through national resources, including the DOD. Providers from both PNS and PTSD teams across regions
described the need for educational materials for patients
and families on co-occurring PTSD and persistent symptoms associated with TBI. Some expressed the need for
material that focuses on the triad of PTSD, TBI, and pain.
Providers also identified provider educational needs.
One PNS clinician explained, “Provider education is a
must. This would help to ensure that veterans will receive
a consistent message about the potential impact of their
history of TBI on their current functioning and its association with PTSD.” Many providers emphasized that VA
providers, particularly those outside of rehabilitation settings, may lack a good understanding of TBI and rehabilitation. A specific concern was that VA providers may
misattribute all the patient’s current symptoms, including
mental health problems, to TBI and believe that a TBI
specialist is needed whenever a patient carries a TBI
diagnosis when this is not the case. Conversely, some
providers expressed concern about persistent symptoms
associated with mTBI being misattributed to psychiatric
disturbance when the patient may benefit from education
on mTBI. Providers also discussed the importance of
training rehabilitation providers to provide evidencebased treatment for PTSD and to work with psychiatrically distressed (e.g., suicidal or aggressive) patients.

DISCUSSION
OIF/OEF patients with mTBI/PTSD have clinical
problems that traverse traditional team boundaries (e.g.,
rehabilitation and mental health service lines). The providers we interviewed described a lack of systems to
coordinate appointments, services, and medications
across teams. Apparently, individual providers must
review chart notes, medications, and scheduling information to coordinate service delivery. In light of the frequency with which patients are seen by both PTSD and
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rehabilitation providers, the VA may need to consider
models of care that more closely integrate these traditionally distinct services. In addition, providers emphasized
that patients with mTBI/PTSD often have other morbidities requiring specialized treatment, such as pain, sleep
disturbance, and substance use disorders. Providers
emphasized these problems because they affect a
patient’s ability to engage in treatments. Models of care
that depend on consultation with specialists rather than
integrative care may be insufficient for OIF/OEF veterans with deployment-related comorbidities. These findings are consistent with prior observations of OIF/OEF
veterans with multiple morbidities [26]. A few providers
also brought up their views on differences between the
rehabilitation and mental health teams’ understanding
and approach toward patients. This topic warrants systematic exploration because such differences may confuse patients and interfere with cross-team collaboration.
Providers also believed that OIF/OEF patients are
difficult to engage and frequently do not show up for
appointments. Anecdotally, this perception is widely held
among VA providers; however, we know of no published
empirical studies on this issue. Research on patient
engagement among OIF/OEF veterans is needed. It
would be important to determine whether common strategies such as integrated practice models and scheduling
evening and weekend clinics improve patient engagement
and appointment adherence. The VA should also determine whether telemedicine options, which may overcome some of the identified barriers to appointment
adherence, are being utilized sufficiently.
The theme of clinician uncertainty runs through
many of the challenges providers discussed. In particular,
there was uncertainty as to patients’ reactions to diagnostic labels, the etiology of patients’ presenting problems,
whether to treat PTSD and symptoms associated with
mTBI concurrently or sequentially, and whether or how
to alter standard treatments for PTSD. This uncertainty is
understandable in light of known difficulties disentangling physical from emotional etiology and the lack of
health services and treatment outcome studies focused on
mTBI/PTSD [27]. Most scientific literature on co-occurring
PTSD and TBI has focused on the controversy as to
whether PTSD can occur after a TBI in which amnesia
occurs [28–33].
At present, teams appear to be using different VA and
DOD patient educational material. Some teams are even
creating their own educational material because they

could not identify resources that appear to meet the needs
of OIF/OEF patients and their families. Review and dissemination of the available and developing materials
would fill an immediate need in the field.
Informants also described gaps in provider education. Findings based on these brief interviews suggest
that the educational needs of primary care providers,
mental health professionals, and rehabilitation specialists
may not be the same and, therefore, that the VA will need
to tailor its educational strategies for different provider
groups. Comments made during the interviews suggested
that some providers mistakenly believed that a TBI diagnosis is based on evaluation of current symptoms associated with a head trauma. Since collection of these data,
the VA has used satellite broadcasts to educate providers
on the criteria for diagnosing TBI [34]. Whether this educational effort has corrected this misconception remains
unknown. A formal evaluation of educational needs among
providers who provide services to patients with mTBI
may help the VA plan and evaluate future trainings.
They are limitations to this QI project. First, findings
are based on self-report during a brief one-time interview
and may be influenced by various types of self-report and
memory biases. Although the interview team explained
procedures to protect anonymity, some participants may
have been reluctant to voice their concerns. We obtained
information about provider perceptions and did not measure actual behavior or the capacity of the system to meet
the needs of OIF/OEF veterans with mTBI/PTSD.
Research studies that build on this QI project should consider using site visits, observations of service delivery,
administrative data, standardized questionnaires, and
patient assessments to understand care processes and outcomes more fully. Second, although we asked volunteers
to discuss the interview questions with their team and be
prepared to represent their whole team during the interview, we do not know whether the perspective of informants represented other providers and professional disciplines on his or her team. A related limitation is that we
sampled providers working in 32 VAMCs spread across
the 21 VISNs. This sample represents only a small percent of the sites where veterans with mTBI/PTSD receive
care, and findings may not generalize across all VAMC
sites treating mTBI/PTSD. Inclusion of methods to collect data from more individuals at each site and from
more sites would have strengthened the conclusions of
this project. Last, the structures and processes of care in
place for assessment and treatment of OIF/OEF veterans in
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general and OIF/OEF veterans with TBI in particular are
rapidly evolving. More staff are being hired, new clinics
are being established, and staff trainings are in various
stages of planning and execution. Findings may therefore
be time-dependent. We can, however, use them as a baseline against which to measure change as the VA continues to expand and improve services for OIF/OEF
veterans with war-related comorbidities.

CONCLUSIONS
Providers reported that OIF/OEF veterans returning
with war-related TBI, PTSD, and other comorbidities
present challenges for the VA’s existing care structures
and treatment approaches. The VA is forging new ground
as it responds to the needs of OIF/OEF veterans with
blast-related physical injuries and traumatic stress. Taken
together, this QI project points to the need for guidance to
providers on best practices to assess and treat mTBI/
PTSD given available information, a systematic approach
toward patient and provider education, and research to
build the evidence base for practice in this area. Providers’ concerns about care coordination, labeling, and
patient engagement suggest a need for research focused
on the healthcare delivery system and patient expectations and preferences, as well as on interventions.
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