
  
    CHAPTER ONE

    Introduction: Pre-Battlefield

    Injury to Recovery


    Overview


    
      The patriots who have volunteered to serve in our armed services have no equal in the world. I made a solemn commitment to the Congress, to the nation, and to you to keep the welfare of men and women in uniform uppermost in my mind at all times.


      —Defense Secretary Robert M. Gates


    


    When battlefield injury occurs far from home, the road to recovery may be long and difficult to navigate. Even with the dedicated support of medical professionals, loved ones, military leadership, and brothers- and sisters-in-arms this pathway from injury to home requires caring over time and over miles. Differences in the type of injury, in the nature of support available along the way, and the types of resources and responsibilities waiting at home may dictate different stops along the way for different service members.


    Movement from care at the point of battlefield injury—physical, psychological, or combined—through levels of care abroad, within the United States and ultimately homeward is a complex process involving the interplay of personal endurance, military and medical leadership, technology and communications, and networks of civilian and military caregivers, supporters, and communities.


    The modern evacuation and movement of the injured provides new opportunities for care, necessary tracking and communications, and needs for protection from additional health burdens, both physical and administrative.


    Programs and policies that must integrate and synthesize the efforts of command, community, and family resources have to consider the following areas at each stop along the route from hazardous duty to adaptive home life. All these issues are dealt with in greater detail in later sections. They include:


    
      	Over 25,000 service members have sustained injury in the war in Iraq. Approximately half of these have been serious enough that the service member has been unable to continue to function in theater and has required a medical evacuation back to the continental United States. The injuries include, but are by no means limited to, traumatic amputations, loss of sight, and traumatic brain injury (TBI). The emotionally injured may also be evacuated. Importantly, even severe emotional injuries may not be readily apparent on the battlefield and occur in greater numbers as home approaches and the challenges of return meet the worries of lost health and function. Sometimes this might not be apparent for many months or even years.


      	The “invisibility” of psychological injury and traumatic brain injury presents a complex medical situation in which denial, stigma, fear of reexposure to painful memories, and lack of knowledge of treatment options and efficacy impede help-seeking and strain an already stressed system of care resources. Administrative procedures can become part of a secondary injury.


      	Most serious combat injuries powerfully impact the children and families of service members. Data suggest that problems do not immediately resolve and commonly worsen during the course of the first year after hospitalization. Difficulty in readjusting to life back home may alter family relationships and support contributing to a vicious cycle of psychosocial challenges for both the injured service member and the family. The family should be seen as care collaborators in all health interventions and planning.


      	Returning combat veterans, even those not psychologically injured, experience a variety of behavioral and emotional responses secondary to their war experience and combat occupational stress. Distress symptoms are common and may include: insomnia, nightmares, or other forms of sleep disorder; hypervigilance, jitteriness or overexcitement; and avoidance or social withdrawal. Reintegration with family and life is the goal and can be a challenge.


      	Systems of care must address not only disorders, but the many emotional and behavioral manifestations of distress which require a holistic, comprehensive approach. They must incorporate health care provided by military, the Department of Veterans Affairs (VA), and civilian treatment facilities; facilitate family participation in health care and treatment planning; and engage traditional community resources (e.g., churches and schools) as well as employee and local, state, and federal programs implemented specifically to provide assistance to returning veterans.


      	Secondary injury can result from the induced helplessness, overwhelming stress, and indignities resulting from administrative delays, errors, and omissions, which may unnecessarily complicate recovery.


      	Variability in the time and emotional availability and responsiveness of family members requires resources and flexibility in order to identify and establish care advocates for each injured service member.


      	People returning from combat deployment can sometimes initiate or increase the frequency of risk and/or addictive behaviors that compromise their health and the health and safety of those around them. Excessive alcohol use may develop as a misguided attempt to reduce stress. Irritability or anger (common symptoms on the return home) may turn into violence, at times directed to one’s family, in the context of excessive alcohol use or the decreased emotional control that can accompany traumatic brain injury and other issues such as posttraumatic stress disorder (PTSD) or alcohol addiction.


      	Medical advances and current practice have altered the amount of time an individual may remain in a specific care environment. Rarely in the modern world of war is the injured now in theater or even overseas for long periods of time. Yet healing and administrative processes still take time and hold patients in new settings where family may or may not be present and resources have to be constantly adjusted to meet their needs. Resources have to be sufficient and flexibly assigned to meet each level of care in order to sustain the recovery process and be responsive to the cultural context of the injured and geographical considerations (i.e., those residing in rural or remote locations).


      	Current processes of medical evacuation generally provide for superb initial stabilization and management of physical and psychosocial injuries to service members within the military medical system. However they do not address the longer-term challenges associated with care across boundaries of community, family, the VA, and civilian medical services. The care of injured from battlefield to home must be reengineered to incorporate the new health care available, technology and transport, and the varied effects of the injury on family members, the subsequent impact on the nature and availability of family resources to the injured service member, and the range in available resources during evacuation and at home station over time and in transition through the separation process.


      	Navigating the complexities of ongoing medical care and disability evaluation is in and of itself a health challenge and a health burden. It can be an impediment to the intrinsically human process of adaptation to serious physical or emotional injury. Navigating this complex road requires acknowledging the injury’s impact on one’s identity, one’s future, one’s family, and one’s livelihood. Such knowledge changes how we view ourselves and our family, and can change how our family and friends view us and our future. This adaptation, recovery, and return requires time and community to sustain the process.

    


    For more information visit:


    www.usuhs.mil/csts and www.centerforthestudyoftraumaticstress.org


    Be Prepared


    Being able to quickly locate important documents during a crisis is very important. That means talking a little time beforehand to make sure they have been gathered together and deposited in a safe, but convenient place.


    These documents should include birth and marriage certificates, legal documents such as wills and financial power of attorney, medical documents such as health care advance directives, insurance documents beneficiary designation forms, and travel documents such as passports. You should have the original of each document safely stored in one location and several copies stored in a second location. Both sets of documents should be easily accessible if needed in a hurry. When you gather everything together, check all expiry dates and renew if necessary. Information on how to get these documents, how to renew them, and so on, will be explained in later sections.


    The importance of these documents, however, is that they will enable the service member to have his or her wishes carried out immediately—especially if they are not in a position to express their wishes themselves.


    Important documents are:


    A health care advance directive, sometimes called a health care proxy medical power of attorney, is a form that designates someone as an agent to make health care decisions on behalf of a person in the event that he or she becomes unable to do so. A service member may also use a health care advance directive to list limitations regarding which types of treatment he or she is willing to receive. Health care advance directives often become important in situations when a service member is unconscious and a physician requires authorization to perform certain procedures. In the absence of a health care advance directive, these decisions will fall to a service member’s spouse, parents, or next of kin, depending on state law. Signing a health care proxy may avoid conflict in situations when state law is unclear or family members might disagree on the appropriate course of action.
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    A living will is a document directing a physician to refrain from taking lifesaving measures (such as CPR), or to remove life sustaining treatment (such as a feeding tube) under certain conditions, such as a permanent coma following brain death. In the absence of a living will or other intervention, doctors are bound to use all available life sustaining and lifesaving measures to keep a patient alive.


    A last will and testament governs the distribution of a person’s property after he or she dies. The laws about what constitutes a valid will are complex, and they vary by state. A service member who wishes to create a will or modify an existing will should consult a qualified legal professional.


    Creating these documents often involves making difficult personal decisions and also requires legal expertise. Service members who wish to create a will or sign a power of attorney, health care advance directive, or living will should consult a qualified legal professional.


    A financial power of attorney is a legal document by which one person gives another person the authority to act in his or her place regarding financial affairs. Service members are often encouraged to grant powers of attorney prior to deployment to enable a spouse or other family member to manage their affairs while they are away. A financial power of attorney can be general—giving the attorney-in-fact unlimited authority over the principal’s affairs—or limited to specific actions, such as filing tax returns or signing insurance forms. Powers of attorney may be limited to a specific period of time or may extend until the death of the principal or until revocation. A power of attorney must be “durable,” however, in order to remain valid if the principal becomes incapacitated—for example, if the principal falls into a coma or suffers severe brain damage. Most powers of attorney become effective immediately when signed by the principal.


    Rules regarding powers of attorney vary by state and some banks and financial institutions require an original power of attorney, so it is advisable to execute multiple original documents. Service members and their families should consult a legal professional when preparing a power of attorney.


    The Traumatic Injury Insurance under Service Members’ Group Life Insurance (TSGLI) Policy document is part of the Service Members’ Group Life Insurance (SGLI) and is designed to provide financial assistance to service members during their recovery period from a serious traumatic injury. TSGLI is intended to provide immediate (pending the review process which can be lengthy) cash assistance to cover the expenses associated with the changes that accompany a traumatic injury, for example, constructing a ramp for wheelchair access to a home or adapting an automobile with hand controls. TSGLI pays a lump sum benefit that is based on the severity of the service member’s injury.


    The program is not disability compensation and has no effect on entitlement for compensation and pension benefits provided by the Department of Veterans Affairs or disability benefits provided by the Department of Defense (DoD).


    On December 1, 2005, all members eligible for SGLI automatically became insured for traumatic injury protection of up to $100,000 unless they decline SGLI coverage. The benefit provides payouts of a tax-free lump sum payment ranging from $25,000 to $100,000, depending on the extent of a service member’s injury, for service members who have lost limbs, eyesight, or speech, or received other traumatic injuries as a direct result of injuries received during Operations Iraqi Freedom or Enduring Freedom. Coverage is retroactive to October 7, 2001.


    For more information about the program, service members should contact their Service TSGLI Representative. The Air Force POC for TSGLI is the Casualty Assistance Representative (CAR). For the other Services, contact the Service Injured Support Program (Army AW2, Marine M4L, and Navy Safe Harbor). See the following chapter for information about these programs. To read about the TSGLI program, go to: www.insurance.va.gov/sgliSite/legislation/TSGLIFacts.htm.

  


  
    CHAPTER TWO

    Medical Issues:

    Things to Know


    Overview


    Severely injured service members often require prolonged treatment, time to heal, and rehabilitative care before a decision can be made on their medical ability to remain on active duty or medically separate. The Military Health System (MHS) is meeting this challenge by improving coordination of health care for service members and veterans with Veterans Affairs (VA). MHS is dedicated to ensuring that service members are provided outstanding clinical care and streamlined administrative processes to return them to duty status or to transition them from MHS care to the VA health care system in an effective and timely manner.


    Wartime demands and a surge in emerging technologies have contributed to the historic overhaul of the $18 billion defense health care system, according to Army Maj. Gen. Elder Granger, deputy director and program executive officer of TRICARE Management Activity.


    “We’re dedicated to what we do,” Granger said and emphasized that the 135,000-strong medical system staff works “around the clock around the world in support of the war, families, and veterans.”


    Central to the changes was the creation of a senior oversight committee staff made up of senior officials from both the DoD and the VA. It includes all service secretaries and is cochaired by the deputy secretaries of both departments, according to the statement. Officials hope that hundreds of proposed actions, many slated to be in place this year, will make the system more patient-focused.


    Key on the health care front, the DoD has created the Defense Center of Excellence for Psychological Health and Traumatic Brain Injury. Officials expect it to become a literal worldwide web of clinicians, researchers, educators, and leaders from both within the military system and outside, including private practice and academia.


    The DoD and the VA, mandated by the President’s Management Agenda, have created a joint federal recovery coordinator program. These coordinators are charged with managing needs of severely injured service members and their families and “are really starting to make a difference” in ensuring military veterans are getting the best health care available, according to Defense Secretary Robert Gates.


    Also high on the department’s list of reforms are improving the disability evaluation system and improving data sharing between the DoD and the VA. The departments already have agreed to use a single disability rating system and testing on this is underway, Gates said.


    Military bodies responsible for assisting injured service members and wounded transitioning veterans:



    Army—Wounded Warrior Transition Brigades


    Navy—Safe Harbor Program


    Marine Corps—Marine for Life and Wounded Warrior Regiment


    Air Force—Palace HART (Helping Airmen Recover Together)


    The Medevac Process


    Current military strategies mandate that the medical force structure be joint, agile, and interoperable to ensure optimal responsiveness in diverse operations.


    Components of MHS’s Deployable Medical Capability include:


    First Responder Care is the ability to provide initial medical care at or near the point of injury by the individual, medical, and/or nonmedical personnel. This may include preparing the casualty for transportation to the next medical capability as required.


    Essential Care (Forward Resuscitative Care) is the ability to provide capabilities required by medical personnel to salvage life, limb, or eyesight and to relieve pain.


    Definitive Care In-Theater (Theater Hospitalization) is the ability to provide capabilities required by medical personnel to repair, restore, stabilize, or rehabilitate casualties within the theater. These include preparation for strategic transport, return to duty, or processes for rehabilitation, as appropriate. This includes the utilization of telemedicine in this setting as a force multiplier.


    En Route Care is the ability to provide a systematic evacuation capability of critically injured/ill patients accompanied by trained medical providers from one medical capability to another.


    Patient Movement within a Joint Operational Area (JOA) (Intra-Theater) is the ability to conduct the efficient joint movement of patients to appropriate levels of care. Effective patient regulation and transport ensures that troops receive definitive care quickly and only at the level required. Those troops with less severe injuries/conditions are returned to duty in minimal time, while those with significant injuries are efficiently transported to higher levels of care, thus reducing mortality rates and maximizing recovery chances.


    Patient Movement Outside of a Joint Operational Area (Inter-Theater) is the ability to conduct effective coordination and movement from a joint operational area to an appropriate definitive care facility (with en route care provided). Critical patients must be rapidly identified for replacement in the joint operational area. These processes allow commanders to project forces more accurately and maintain maximum troop strength where needed.


    Joint Medical Logistics and Infrastructure Support (JMLIS) is the ability to work in conjunction with service force management and force design organizations to ensure the medical supplies, material, and equipment with which our medical forces deploy include the latest technologies and advances in the medical field. It is also ensures that medical supplies, material, and equipment are delivered to the right person, at the right place, at the right time.


    Joint Theater Medical Command and Control (JTMC2) is the ability to leverage the concurrent transformation of joint and service education and training, joint medical logistics in enterprise-wide support, common information management, information technology, operating architectures, and environments. Joint medical information systems must be fully networked and interoperable among services (line and medical) at the tactical and operational levels.


    Federal Recovery Coordinators


    Federal recovery coordinators ensure the appropriate oversight and coordination is provided for care of active duty service members and veterans with major amputations, severe traumatic brain injury, spinal cord injury, severe sight or hearing impairments, and severe multiple injuries. The coordinators also work closely with family members to take care of services and needs. The aim is to ensure that lifelong medical and rehabilitative care services and other federal benefits are provided to seriously wounded, injured, and ill active duty service members, veterans, and their families.


    The first ten coordinators are located at Walter Reed Army Medical Center in Washington, D.C.; the Naval Medical Center in Bethesda, Maryland; the Brooke Army Medical Center at Fort Sam Houston, Texas; and Balboa Park Naval Medical Center in San Diego, California. Additional recovery coordinators will be added in the future as needs are determined.


    The coordinators have a background in health care management and work closely with the clinicians and case management teams to develop and execute plans of services needed across the continuum of care, from recovery through rehabilitation to reintegration to civilian life.


    These federal recovery coordinators are in addition to 105 patient advocates the VA has hired, trained, and put in place since June 2007. Those advocates, most veterans of combat in Iraq and Afghanistan, ensure a smooth transition of wounded service members through the VA’s health care system, while also cutting red tape for other benefits.


    Your Support Team


    Wounded service members have case managers assigned to work with them during their recovery period. The job of these individuals is to provide information and help assist the service member and family during the recovery period and the Physical Evaluation Board (PEB) and Medical Evaluation Board (MEB) process (discussed in detail in chapter 3). These individuals also provide information on Veteran Service Organizations (VSOs). Many military hospitals serving wounded or injured service members also have Family Assistance Centers. Families can also seek assistance from the installation chaplains, social workers, and family centers: Army Community Services, Marine Corps Community Services, Air Force Family Support Center, Navy Fleet and Family Support Center, and Coast Guard Work Life Offices.


    Levels of Care


    INPATIENT


    While your service member is on inpatient status, meaning they are occupying a bed within the hospital, there is a multidisciplinary team which cares for them and oversees their recovery. Membership of this team is determined based on the injuries received and needs of the individual service member. There are some common components on these teams.


    To ensure that medical treatment is continuing as smoothly as possible, a “medical case manager” is assigned to your service member. Given the large numbers of providers and support personnel who may be caring for a patient, the composition of the medical team can be confusing for family members (and patients!). The case manager “directs traffic” and is a resource for family members who may have questions about their loved one’s medical care. However, case managers can be under a lot of pressure themselves. That is why it is important to have someone act as an advocate for the wounded warrior, one who is able to handle the flow of information and discuss issues with the case manager.


    A licensed professional social worker is assigned to all service members when they arrive at the Military Treatment Facility (MTF). They act as a liaison between the medical treatment team and the service member and family. The social worker provides psychosocial assessment and intervention for both the service member and family. The social worker can provide medical crisis counseling and supportive counseling. They will assist meeting the needs of the family, whatever they may be, by linking the family with the appropriate agencies and resources. The social worker is a linchpin in the system of wounded care as they provide a continuity factor for the service member/family from arrival at the MTF until discharge. While other members of the team will change, the social worker normally remains throughout the inpatient process.


    The social worker is an integral part of discharge planning which begins the moment the service member arrives at the MTF. The social worker ensures a smooth transition to the next level of care. The next level of care could be the VA, another military treatment facility, a treatment facility near the service member’s family, outpatient status at the MTF, or a complete discharge from medical care. The social worker incorporates the needs of the family during this transition, to include coordinating for home health care, equipment, and so forth. If the service member returns at some point in the future to inpatient status at the MTF, the Department of Social Work Services will try to assign the same social worker to the service member and family. Be actively involved with the social worker and establish contact when you arrive. Ask for what you need.


    The medical team often includes doctors, nurses, social workers, various therapists, technicians, and numerous other supporting staff members. When a patient is treated by several different medical services (or specialties), the number of “team members” can increase dramatically.


    The following is a partial listing (and brief description) of the various personnel who may comprise a multidisciplinary medical team. Families will encounter many of these health care professionals during a service member’s hospital stay:



    Care Team Roles and Definitions


    Attending physician/surgeon: The senior doctor directing medical care.


    Resident or resident physician: A doctor at any level in a graduate medical education program, including subspecialty programs. Other terms used to refer to these individuals include interns, house officers, house staff, trainees, or fellows.


    The term “fellow” is sometimes used to denote physicians in subspecialty programs (versus residents in specialty programs) or in graduate medical education programs that are beyond the requirements for eligibility for first board certification in the discipline.


    The term “intern” is sometimes used to denote physicians in their first year of training.


    Staff physician: A fully trained doctor who is a member of the medical/surgical staff.


    Staff nurse: A fully trained registered nurse (RN) assigned to a particular service or ward. RNs care for patients at the hospital bedside, in private clinics, and in the patient’s home. Nurses may also work to help prevent disease, to educate the public about health issues, to enhance public health, and to support ill patients both physically and mentally.


    A nurse may also be the case manager for your service member.


    Nurse Practitioner: A nurse practitioner (NP) is a registered nurse (RN) who has completed advanced education and training in the diagnosis and management of common medical conditions, including chronic illnesses. Nurse practitioners provide a broad range of health care services.


    Licensed Practical Nurse/Licensed Vocational Nurse: LPNs/LVNs perform duties that may include giving injections, taking vital signs, performing basic diagnostic tests, observing patients, dressing wounds, and administering medication. They also assist patients in daily living activities such as eating, dressing, exercising, and bathing.


    Physician Assistant: Physician assistants (PAs) practice medicine under the supervision of physicians and surgeons. They should not be confused with medical assistants, who perform routine clinical and clerical tasks. PAs are trained to provide diagnostic, therapeutic, and preventive health care services, as delegated by a physician.


    Social Worker: Social workers help people function the best way they can in their environment and help solve personal and family problems. Social workers often see clients who face life-threatening medical conditions or social problems. Social workers often serve as case managers who are generally RNs.


    Respiratory therapist: A respiratory therapist evaluates, treats, and cares for patients with breathing or other cardiopulmonary disorders. Practicing under the direction of a physician, respiratory therapists assume primary responsibility for all respiratory care therapeutic treatments and diagnostic procedures, including the supervision of respiratory therapy technicians.


    Occupational therapist: Occupational therapists (OTs) help people improve their ability to perform tasks in their daily living and working environments. They work with individuals who have conditions that are mentally, physically, developmentally, or emotionally disabling. They also help them to develop, recover, or maintain daily living and work skills.


    Physical therapist: Physical therapists (PTs) provide services that help restore function, improve mobility, relieve pain, and prevent or limit permanent physical disabilities of patients suffering from injuries or disease. They restore, maintain, and promote overall fitness and health.


    Variety of essential supportive personnel: This includes clergy, medical assistants, laboratory, dietary/nutrition, clerical staff, and so forth. There may also be a variety of students involved: medical, nursing, dental, physical therapy, and so forth. Other non-medical personnel interacting with the family during the inpatient stay may include a Service member Family Management Specialist (SFMS), the Service member Family Assistance Center (or SFAC), a Service member Family Liaison, chaplains, representatives from the Medical Hold/Holdover Company, and unit liaisons.


    The SFMS can work many issues for the severely wounded service member and family. They can assist with awards (Purple Heart), pay issues (such as receiving the full mea -sure of hostile fire pay), employment, legal issues, and issues dealing with the Medical and Physical Evaluation Boards. These SFMS can continue to interact with the service member and family for up to five years after leaving MTF.


    The SFAC is a valuable resource for families. They can provide shuttle and public transportation schedules, as well as emergency taxi vouchers. The SFAC can assist with obtaining a letter granting permission to use the commissary (grocery store) and PX (department store).


    Chaplains provide spiritual support for the service member and the family. There are chapels located within the hospital.


    Representatives from the Medical Hold and Holdover Companies usually make contact with the service member and family within five days of the service member’s arrival at the MTF. These companies are military units that the service members are often assigned to or attached to while at the MTF. Unit liaisons are representatives from the military unit that your service member belonged to while in theater (Iraq or Afghanistan). These liaisons are there to support the service member and can help with issues regarding locating possessions left in theater, unit awards, and other administrative issues as well as assisting in any way that they can. Check to see if your service member’s unit has a liaison at the MTF. If there is no unit liaison at the MTF, stay in touch with the Rear Detachment Commander (a member of your service member’s unit left behind to care for families). Not only can they provide you with information and support, they can also update the members of your service member’s unit still deployed and keep them current on your service member’s condition.


    Your service member may be transferred to the VA system as an inpatient. There is a VA liaison inside the MTF to facilitate this transfer. Please confer with the liaison and remember that your Travel and Transportation Orders (T&TOs) at the MTF will have to be closed out, and the travel voucher filed, before leaving.


    Your service member may also be transferred to another military treatment facility, usually in an effort to either get the service member closer to home, or to connect the service member to a specific type of care. Work with your liaison to determine if someone can travel with the service member and how the T&TOs will change during this time.



    OUTPATIENT


    When a service member reaches the point of no longer requiring inpatient hospital care, but still requires treatment at the MTF, the service member may be moved to an on-post accommodation and become an outpatient. At that point in time, a number of things happen. Most significantly to the family, the T&TOs that the family has been using will be terminated.


    Unless a physician determines that the service member needs assistance with daily needs, the family will be encouraged to return home awaiting the return of their service member. The T&TOs that the family had must be closed out and the travel voucher submitted before leaving the MTF.



    Nonmedical Attendant Orders


    If a physician determines that the service member needs a nonmedical attendant (NMA), the service member is allowed to designate one person to stay and help with daily needs. The request must be approved by the Deputy Commander of Clinical Services (DCCS) and orders will be issued by the MTF. Nonmedical attendant orders (NMAs) cover per diem only. The family member shares a room with the service member and thus would not require lodging.
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    If NMAs are requested and approved, the NMA order is then issued by the calendar month. This means that if your service member becomes an outpatient on November 15th, the first set of NMA orders would expire on November 30th. Start working on the extension immediately with a new memorandum from your service member’s doctor. Submit the memorandum to the Casualty Affairs Office. NMAs are then issued for 30-day cycles until the doctor determines that assistance with daily living is no longer necessary. Each 30-day extension requires a new memorandum from the doctor, so pay close attention to the dates.


    Just like T&TOs, you must file a travel voucher for NMAs to be reimbursed for per diem. The travel voucher should be filed the next business day after the NMA expires. In the previous example, the first voucher would be filed December 1st. The next set of NMA orders would be issued for December 1st through December 31st and the voucher submitted on the next business day after the 31st. The Finance Office is the place to file the voucher; they will help you with the paperwork. You will need a copy of the NMA orders and all extensions to file your voucher.


    If you need to take a break and hand over the responsibilities of being the nonmedical attendant to another person designated by your service member, you can do that. As long as there is a memorandum requiring an attendant, the duties can be shifted. This means that new orders would have to be issued to the new designee, and your orders would need to be closed out and a travel voucher filed.


    There is support available at all times for the service member as well as the family. Reach out to the SFAC social worker, chaplain, SFMS, or any of the other professionals there to answer the call. Your emotional well-being is important, as is the emotional well-being of your service member. Most of us do not have experience dealing with this level of trauma or a long recuperative process. The support community at MTF can provide insight and assistance in regaining or maintaining a positive mental outlook during this difficult time.


    Patient’s Bill of Rights


    RIGHTS


    Quality Care: You have the right to quality care based on your health care needs regardless of race, creed, sex, national origin, or religion.


    Respect and Dignity: You have the right to considerate and respectful care, with recognition of your family’s religious and cultural preferences.


    Privacy and Confidentiality: You have the right to privacy and confidentiality concerning medical care. This includes expecting any discussion or consultation about your care to be conducted discreetly and privately. You have the right to expect that only people involved in your care or the monitoring of its quality will read your medical record. Other individuals can read your record only when authorized by you and your legally authorized representative.


    You have the right to wear appropriate personal religious or symbolic clothing as long as it does not interfere with treatment or procedures.


    You have the right to consent prior to any recording or filming for teaching or research purposes. You have the right to designate family members or loved ones to be informed of


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	Make a list of the names and contact numbers of all of the people involved in the care of your wounded warrior and keep it current.


      	Create an appointment log so that you can keep detailed notes about meetings and treatments.


    


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	Assessment and development of an individual treatment plan


      	Education of veterans and their families about posttraumatic stress and its effects


      	Training in relaxation methods, to help reduce physical arousal/tension


      	Practical instruction in skills for coping with anger, stress, and ongoing problems


      	Detailed discussion of feelings of anger or guilt, which are very common among survivors of war trauma


      	Detailed discussions to help change distressing beliefs about self and others (e.g., self blame)


      	If appropriate, careful, repeated discussions of the trauma (exposure therapy) to help the service member reduce the fear associated with trauma memories


      	Medication to reduce anxiety, depression, or insomnia


      	Group support from other veterans is often felt to be the most valuable treatment experience

    


    

    

    
      	Become educated about PTSD.


      	Take time to listen to all family members and show them that you care.


      	Spend time with other people. Coping is easier with support from others, including extended family, friends, church groups, or other community groups.


      	Join or develop a support group.


      	Take care of yourself. Family members frequently devote themselves totally to those they care for and, in the process, neglect their own needs. Pay attention to yourself. Watch your diet and exercise, and get plenty of rest. Take time to do things that feel good to you.


      	Try to maintain family routines, such as dinner together, church, or sports outings.


      	If needed, get professional help as early as possible, and get back in touch with treatment providers if things worsen after treatment has ended.

    


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	Fear and anxiety. Anxiety is a common and natural response to a dangerous situation. For many it lasts long after the trauma ended. This happens when views of the world and a sense of safety have changed. You may become anxious when you remember the trauma. But sometimes anxiety may come from out of the blue. Triggers or cues that can cause anxiety may include places, times of day, certain smells or noises, or any situation that reminds you of the trauma. As you begin to pay more attention to the times you feel afraid, you can discover the triggers for your anxiety. In this way, you may learn that some of the out-of-the-blue anxiety is really triggered by things that remind you of your trauma.


      	Reexperiencing of the trauma. People who have been traumatized often reexperience the traumatic event. Some people have flashbacks, or very vivid images, as if the trauma is occurring again. Nightmares are also common. These symptoms occur because a traumatic experience is so shocking and so different from everyday experiences that you can’t fit it into what you know about the world. So in order to understand what happened, your mind keeps bringing the memory back, as if to better digest it and fit it in.


      	Increased arousal is also a common response to trauma. This includes feeling jumpy, jittery, shaky, being easily startled, and having trouble concentrating or sleeping. Continuous arousal can lead to impatience and irritability, especially if you’re not getting enough sleep. The arousal reactions are due to the fight or flight response in your body.


      	Avoidance is a common way of managing trauma-related pain. The most common is avoiding situations that remind you of the trauma, such as the place where it happened. Often situations that are less directly related to the trauma are also avoided, such as going out in the evening if the trauma occurred at night. Another way to reduce discomfort is trying to push away painful thoughts and feelings. This can lead to feelings of numbness, where you find it difficult to have both fearful and pleasant or loving feelings. Sometimes the painful thoughts or feelings may be so intense that your mind just blocks them out altogether, and you may not remember parts of the trauma.


      	Many people who have been traumatized feel angry and irritable. If you are not used to feeling angry this may seem scary as well. It may be especially confusing to feel angry at those who are closest to you. Sometimes people feel angry because of feeling irritable so often. Anger can also arise from a feeling that the world is not fair.


      	Trauma often leads to feelings of guilt and shame. Many people blame themselves for things they did or didn’t do to survive. Feeling guilty about the trauma means that you are taking responsibility for what occurred. While this may make you feel somewhat more in control, it can also lead to feelings of helplessness and depression.


      	Grief and depression are also common reactions to trauma. This can include feeling down, sad, hopeless, or despairing. You may cry more often. You may lose interest in people and activities you used to enjoy. You may also feel that plans you had for the future don’t seem to matter anymore, or that life isn’t worth living. These feelings can lead to thoughts of wishing you were dead, or doing something to hurt or kill yourself.


      	Many people find it difficult to feel sexual or have sexual relationships after a traumatic experience.


      	Some people increase their use of alcohol or other substances after a trauma.
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