
VOLUNTEER LAWYERS 
FOR VETERANS 

MILITARY CULTURAL HUMILITY 
TRAINING 

 A CLE training, Military Cultural Humility Training, is 
available for experienced volunteer attorneys wishing 
to participate in the November 3rd Veterans Day 

Clinic.  Although not mandatory, the training is strongly 
recommended for volunteers participating with the Volunteer 

Lawyers for Veterans Project. 

DATE: Wednesday, October 17th, 2018 
TIME: 12:30pm to 2:30pm  

LOCATION: Fordham Law School, 150 W 62nd St 
Moot Court Room 1-01, 

New York, NY 10023 

CLE COURSE MATERIALS 



FEERICK CENTER FOR SOCIAL JUSTICE 
Volunteer Lawyers for Veterans Project 

Fordham University School of Law 
 

150 West 62nd Street, Moot Court Room 1-01 
Wednesday October 17, 2018, 12:30p.m.-2:30 p.m. 

 
Military Cultural Humility CLE Training  

 
 

12:30pm Welcome and Introductions 
Dora Galacatos, Executive Director, Fordham Law School 
Feerick Center for Social Justice 
Joseph Crowley, Volunteer Coordinator, Fordham Law 
School Feerick Center for Social Justice 

 
12:40pm Understanding Military Culture: An Overview 

Art Cody, Captain, USN (Retired) Deputy Director, New York 
State Defenders Association, Veterans Defense Program 

 
1:05pm Investigating Your Client’s Military Background: 

Essential Forms and Records 
Art Cody 

 
1:30pm Break 

 
1:35pm Investigating Your Client’s Military Background: 

The Client Interview, Chain of Command Interviews 
Art Cody 

 
 

2:25pm Q&A 
 

2:30pm Next Steps: Volunteer Opportunities 
Dora Galacatos & Camilla Leonard, November 3rd Veterans 
Day Clinic & the Bronx Vet Center  
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 FEERICK CENTER FOR SOCIAL JUSTICE 
Volunteer Lawyers for Veterans Project  

Fordham University School of Law 
 

150 West 62nd Street, Moot Court Room 1-01 
Wednesday October 17, 2018, 12:30-2:30 p.m. 

 
 

Military Cultural Humility CLE Training   
 

CLE MATERIALS  
 

Handouts 
 

I. Understanding Military Culture:  An Overview (Art Cody) 
1. Military Culture Overview: Power Point  

 
II. Investigating Your Client’s Military Background: Essential Forms 

and Records (Art Cody) 
2. Essential Military Forms and Records Power Point: Power Point   
3. Written Instructions for SF 180  
4. Instruction and Information Sheet for SF 180, Request Pertaining to Military 

Records  
5. Written Instructions for VA 10-5345 
6. Request for and Authorization to Release Medical Records or Health Information 

10-5345 Fill  
7. Sample DD214  

 
III. Investigating Your Client’s Military Background: The Client 

Interview, Chain of Command Interviews (Art Cody) 
8. Client Interview Chain of Command Interviews: Power Point  
9. NYSDA Veterans Defense Program Veteran Interview Guide 

   
Additional CLE Materials (available online only) 

 

Understanding Military Culture 

10. National Center for PTSD, Fiscal Year 2014 Annual Report 
11. Porter v. McCollum 588 U.S. __ (2009), 

https://www.supremecourt.gov/opinions/09pdf/08-10537.pdf 
12. VA Traumatic Brain Injury Veterans Health Registry Report (October 2001 

through September 2013) 
13. New York State Defenders Association, Veterans Defense Program Activities 

Report:  Defending Those Who Defended Us (Oct. 2015), 
http://c.ymcdn.com/sites/www.nysda.org/resource/resmgr/pdfs--
Vets/VDP_Activities_Report.pdf 
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Military Cultural Humility CLE Training  
 

Biographies of Speakers 
 

 
 
Captain Art Cody USN (Retired) is Deputy Director of the Veterans Defense Program 
of the New York State Defenders Association.  He began his career as an Army 
helicopter pilot followed by a similar role in the US Navy Reserve flying for a Strike 
Rescue/Special Operations Squadron.  He served aboard USS Enterprise (CVN-65) in 
the initial response to the 9-11 attacks and was most recently deployed to Afghanistan 
(2011-2012) as the Director of the Rule of Law Section, US Embassy Kabul.  In total, his 
active and reserve military career spans over thirty years.  As a civilian lawyer, he has 
represented criminal defendants for over twenty years and is former chair of the Capital 
Punishment Committee of the New York City Bar Association.  He frequently presents 
nationally on the defense of veterans, provides counsel to lawyers for veterans, and 
recently served as lead counsel in a veteran capital clemency hearing.  In addition to an 
Aerospace Engineering degree from West Point, he graduated magna cum laude from 
Notre Dame Law School where he was the Executive Editor of the Notre Dame Law 
Review and founded the Notre Dame Coalition to Abolish the Death Penalty. He is a 
recipient of the New York City Bar Association's Thurgood Marshall Award for Capital 
Representation and the Four Chaplains Legion of Honor Humanitarian Award for 
Lifetime Service.   His military decorations include the Navy Bronze Star Medal, 
Meritorious Service Medal, Naval Aviator Badge, Army Aviator Badge, Army Parachutist 
Badge and the German Armed Forces Parachutist Badge. 

 
 
Joseph Crowley is the Volunteer Coordinator and co-founder of the Volunteer 
Lawyers for Veterans ("VLV") project. Mr. Crowley has practiced capital markets law 
with the firms Sidley LLP and Paul Hastings LLP and served as Assistant General 
Counsel at Bank of America Merrill Lynch.  While at Bank of America he chaired the 
bank's Military Support and Assistance Group and led an initiative similar to the VLV 
sponsored by the bank.  Mr. Crowley earned a Bachelor of Arts in Psychology from New 
York University's College of Arts & Sciences (1990) and a J.D. from NYU School of Law 
(2000). Prior to attending law school Joseph served as a United States Army Ranger 
(1992-1996). 
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Dora Galacatos the Executive Director to the Feerick Center, is a Fordham Law 
alumna (1996), with experience working in city government, the not-for-profit sector, 
and legal services for low-income individuals. Prior to attending law school, Dora 
worked for the New York City Department of Juvenile Justice and the New York City for 
Mayor's Office of Drug Abuse Policy from 1989 to 1993, where she focused on program 
development, program evaluation, and policy analysis. As part of a Skadden Fellowship 
(1997-98), Dora helped establish a family day care network at Northern Manhattan 
Improvement Corporation, in Washington Heights, Manhattan. Dora served as Staff 
Director to the New York City Family Homelessness Special Master Panel, working 
alongside John Feerick. Dora also served as a law clerk to the late-Honorable Milton 
Pollack (1996-97) and, more recently, to the Honorable Paul A. Crotty (2005-2006), 
both District Judges in the Southern District of New York. Dora is a graduate of the 
University of Pennsylvania, where she received her Bachelor of Arts in History (1987), 
and the New School for Social Research, where she was a Kaplan M. Fellow and received 
a Master of Science in Urban Policy (1993). 

 
 
 
 

   
 
 



Military Culture Overview

Art Cody
CAPT USN (Ret.)
Deputy Director, Veterans Defense Program 

1

Presenter
Presentation Notes
I would like to you a bit this morning about what makes the veteran client different.   That is the experience that they have had and the culture to which they have been exposed.  Initially I  will talk about the military that your client has been in  and then discuss how that military is still in them.   
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Presenter
Presentation Notes
The definition of culture per dictionary.com is The sum of attitudes, customs, and beliefs that distinguishes one group of people from another.  When we talk about military culture, we should not think of it as a monolothic that is the culture that everyone in the military is exposed is the same.    It is a lot like the 5 blind men and  the elephant.   Different members of the military  will have varied experiences.  Not all veterans have the same experience in the armed forcesIt  will depend on their rank, their location, unit, what component (active or reserve)So lets talk a bit about different categories that people can fall in the military. 



Overview

Types of Troops (Ranks)
Components
Branches of Service
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Military Personnel

Enlisted
Officers
Warrant Officers

4



Enlisted Personnel

Range from pay grades E-1 to E-9
E1 through E4 referred to as Junior 
Enlisted
E5-E6 referred to as Junior NCO
E7-E9 referred to as Senior NCO

5

Presenter
Presentation Notes
They range from E 1 to E 9.   That is private to Command SGt Major.The lower ranks are folks that served about one enlistment  with a four commitment you probably get out about E4 (specialist in the Army, Corporal in the Marine corps) .  E5 or E6 are the junior non-commissioned officers .  Sgt, Staff Sgt. E7-E9 senior enlisted leaders.   Sergeant First Class up through Master Sergeant.The pay here is basic so there can be a panolpy of others  -- allowance for housing, allowance for meals, jump pay, flight pay etc.  



Officers

Range from pay grades O-1 to O-
10
O1 to O-3/4 Junior Officer
O4/5 and above Senior Officer

6

Presenter
Presentation Notes
The officer which are leaders/planners of the services.Depends on service but generally 01 (2ndLT) to 03 (captain) are the first tour people04-06 senior (career officers)07 General officers.    You  will not likely see many of these.  



Military Components

Active Duty
Reserve
Guard

7

Presenter
Presentation Notes
Active duty this is your full time troops.   The every day job is in uniform at places like Ft Bragg North Carilina,  Naval Air Station Sigonella, Italy, and Ramstien Air bade germany.    USS Eisenhower pulls into Naples Italy, pretty much all of these guys are active duty.  Reservists are the weekend warriors generally  1 weekend a month, 2 weeks a year.   But you can be called for a deployment into the regular forces and become active.  There used to be a great deal of tension between the active and reserves. Less so now as the call –ups are so frequent that just about every reservist in for five years are more has been deployed at least once.   Really cannot tell the difference. The same is true is true for Guardsman, guard and reserve are close in terms of commitment to the federal.  One difference is that Guardsmand can be called by the governor to assist in natural disasters.    Lets talk a little about the branches of the military sometimes called the services.  



Branches Of Service

Army
Air Force
Navy
Marines
Coast Guard
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Presenter
Presentation Notes
Generally self explanatory – I want to focus on the three sea branches Navy is freedom of the seas and power projection from the sea.   Rank and file navy is focused on carrier battle groups which have part of their forces – Marines.   They come ashore from ships via helicopters or landing craft and function to a great degree in the same manner as does the Army.Coast guard– now part of the department of Homeland security.   Can be brought back into the Navy as necessary. I want to turn our attention to the two branches of the services that you are most likely to encounter – those involved in land combat.  



Land Combatants
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Presenter
Presentation Notes
Our experience is that veterans from these two services is who you are most lilkey to see.   This is true for several reasons:Most Populous 51% of the armed forces are these two branchesIn terms of PTSD and TBI, land combatants are who you see more than othersIn NY, minimal Navy, AF, and CG presence.Army has Ft. Drum.   



US Army
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Army Soldiers

Responsible for Land Based 
Military Operations
561K Active Duty
362K Guard 
205K Reserve
1.13 Million Soldiers total 

11



Marine Corps
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Marines

Marines are deployed forward to 
increase capability to respond 
quickly.  
197K Active Duty
111K Reserve
Total – 308K
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Types Of Jobs

Combat
Ex. Armor, Artillery, Infantry, Cavalry
Combat Support
Ex. Military Police, Signal Corps, 

Military Intelligence
Combat Service Support
Ex. Chaplain, JAG, Finance, Medical, 

Transportation 14

Presenter
Presentation Notes
When we say land combat, what do we mean?  Tanks, Cannons, rifleman, and rifleman who ride around in tanks.     These are the frontline triggerpullers that  you are likely to see.   Other branches of the service support them such as MP’s communications and military intelligence (things you need in war) Other soldiers and marines provide the services that troops need at any time (Chaplains, Lawyers, doctors) I would not let the MOS or military occupational specialty make you believe that you  will not see other branches.   You are likely to see troops who have other jobs but are because of where they are required to perform as infantry.   We have cooks who were stationed at forward operating bases who talk on the role of infantry and have seen significant action.  



Warriors’ Ethos

I will always place the mission first.
I will never accept defeat.
I will never quit.
I will never leave a fallen comrade.

15

Presenter
Presentation Notes
Lets talk about some of the core values that land warriors asnd indeed everyone in the militay shares.   As you can see it is go go go and very focused on accomplishing a goal. Not much about self examination here or make sure your mental health is OK.   



Marine Values

Honor
Courage
Commitment

16

Presenter
Presentation Notes
The marine corps values echoes those of the Army warrior ethos.    



The Contemporary American 
Veteran

17

Presenter
Presentation Notes
We have talked bit about the military that your client was in, now I want to talk a bit about the mil that it is them.   



Eric Wheeler, MPA, MA Coordinator, MCC Academy for Veterans’ Success

18

Presenter
Presentation Notes
Why is it important that you understand it.   You cans see that the vet population is going down,  Now it is less than 7% and  will continue to decline , so there is likely to be fewer people in the courtroom that will understand it.   



Your Typical Veteran?

19

Presenter
Presentation Notes
When some people of veterans they think of John Rambo as the typical veteran that they are going to see, and indeed there are veterans who have some commonality with the fictional John Rambo,  that they significant combat experience, they are affected with PTSD, they have had issues reintegrating into society and they have come in contact with domestic law enforcement.  But not all veterans will have the same experience, the same issues, or present themselves as the former Special Operations Soldier John Rambo.  But in each of their cases, we as defenders, can use their veteran status and military history to assist them in the judicial systems. Lets take a look at some real veterans who are quite different than Mr. Rambo.   



Your Typical Veteran

20

Presenter
Presentation Notes
Each of these individuals is a veteranThey may not appear as the stereotypical square jawed fighting man but the veteran who walks into your office may not appear that way either.   Some examples, Before he was a superfreak, Rick James as a Navy Reservist, assigned to my ship the USS Enterprise. Gene Wilder, Dr. FRONKenstein, was a medic in the ArmyJerry Garcia was in Uncle Sam’s Band as a soldier in San Francisco before Uncle John’s Band.Jamie Farr really was a corporal in Korea before Corporal Klinger was. And there is Maude:, Bea Arthur, was a truck driver in the Marine Corps.   In the non-celebrity world, many of my West Point classmates went on to non-stereotypical professions – Organic farmer in  upstate New York,  free lance fiction writer in Vermont, Social Worker in San Francisco. So vets can come from all walks of life and go onto all walks of life.  BJ Barracus was an MP. Gavin MacLeod was enlisted in the AF.   Jimi was in the 101st.  



Always Training
Train – War / War – Train

Basic Training
Schooling

PT
Discipline

Combatives
Teamwork

Weapons/knives/hands/ground fighting

21

Presenter
Presentation Notes
But today’s ground combatants all share this emphasis on training for war.  Note the emphasis on physicality and weaponry.   It is thus not surprising that many of the veterans that we see have either knife or gun possession charges.  



Deployments
 Away from home
 Can not protect family
 Going to the unknown
 13-20+ hour Work Days

22

Presenter
Presentation Notes
While many soldiers and marines look forward to deployment either for their careers, why they joined the service, or to prove themselves but the deployment can be very difficult on them.  
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The Combat Zone Experience

Presenter
Presentation Notes
To give you a sense of deployment, I want to show you the trailer of a combat documentary in Afghanistan. The film is called Restrepo, it follows a platoon in the 173rd Airborne Brigade Combat Team in eastern Afghanistan. We in the VDP have seen many of the issues that the clip references in manifested in our veteran clients.   About a minute n the film, I would like you to pay particular attention to the solder’s response when asked about how he is going to reintegrate into society.    



Home From War
 Transition – first 6 months
 PTSD/TBI
 Guilt
 Missing the Rush
 Family/Job (Loss of mission/role)
 I should just go back

 No one has your ‘6’
 Prescription Drugs
 Trigger words/smells
 Language – profanity
 Getting help is a sign of weakness “Army Strong” 24

Presenter
Presentation Notes
How are you going to go back into society  I  have no idea.   Let’s talk a little about when you are likely to encounter your client – when he or she is just out of their military role and is back in the states, The first 6 months can be the most difficult – they kept it  together while deployed but cannot any more  -- support systems are gone.The first indicators of PTSD, TBI may be occurring The soldiers  will miss their buddies and may feel they did not do enough.  Guilt for what they could have done or could be doing if they were still “in the fight.”  Still have connection to buddies, this is in contrast due to the disconnection they may have at home.Whar they used to do, someone  else taken over either at home or work.  The spouse now checks the homework and someone else has their big project at work (if they are guard or reserve).  Someone else is now coaching  the kids baseball team.This theme of mission/sense of purpose is very important and this has been lost to the veteran. Many do go back for mission, if they cannot go back, they seek the rush of mission in other ways some criminal.  Do not put off by profanity, it is just punctuation. Very focused on mission  as opposed to self.   I am not a weak link only easy day was yesterday. 



It is critical to understand that the 
process for transitioning from 

civilian to service member is, for 
most, much quicker than the 

transition from service member to 
civilian. 
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Interacting With Your Client

 Express respect for veterans service
 Each veteran’s background is unique
 If possible, have a veteran on your legal team
 Just listen

26

Presenter
Presentation Notes
May not love the Army, but Veterans want to have their service respected, and it is good to establish that from the outset.I would avoid using the cliché “thank you for your service.”  While it is well-meaning, it is so overused it can come across as meaningless. Instead, I might say “I appreciate the time you spent in _______, I know it’s not the easiest place to work.  I realize that it was a tough situation and I am grateful to you for that.” If you don’t know where they served , literally just found out they were veteran, I might go directly into where/when do you serve? That information may be important to your case.”   The military has a common bond loyalty, courage, perseverance,  but it is important to understand that each veteran’s background is unique. Rank Captain, E2 MOS Infantry, Navy legal clerk in the supply depot in San DiegoThe environments  will be different:  F-18 Navy pilot at 40,000’  has different stressors will then a torpedoman on a submarine who has spent more time below the surface than above it.    Deployments Kuwait is different than Kandahar different from Basra.Having been in the Army and the Navy, there is a difference in how services think about things. For example there is this interservice story which has a grain of truth in it.��For example, if you told Navy personnel to "secure a building," they would turn off the lights and lock the doors. ��Army personnel would occupy the building so no one could enter. ��Marines would assault the building, capture it, and defend it with suppressive fire and close combat. ��The Air Force, on the other hand, would take out a three-year lease with an option to buy.    It is strongly recommended to have a veteran on your legal team. 	To the degree possible, different ranks, services are helpful.  Mentors 	Retired Senior Enlisted know the troopsIf All else fails – Just ListenCommon myth that vets do not want to talk about their experiences, some do , some don’t.  Some Vets will want to tell their stories, others will not.   Helpful to have a vet talk with themIf all else fails just listen“I was not there but it would be helpful for you to tell me how it was and how you felt.”   (admit to not having a shared experience but, “I can help you if you can help me to understand it better”).   Experts can be helpful here. Also it is important to know who the service member was prior to enlistment.  Its not all military that could be issues that occurred prior.   



Military Culture In The 
Civilian World
“Don’t touch my gear”

Aggressive/Combat  Driving
 Avoiding stop signs

 Driving down center line
 Avoiding bridges, overpasses & construction areas

 Road Rage

Defending a Buddy 27

Presenter
Presentation Notes
Can be very possessive of gear want it set up a certain way.  While in country, their lives may have depended upon their equipment.   This can play out badly at a routine traffic stop where a policeman may want to search their bags. Almost anywhere you go in recent combat, one of the major ways in which US troops have been injured or killed  is via vehicle borne improvised explosive devices  or VBEIDS Troops hate traffic jams because that is where you are the most vulnerable.   This can give rise to Road rage in traffic jams .In the Army it is very common or soldiers assigned to the sign “battle buddies.   Soldiers are expected to watch out for this battle buddy under all conditions: is my battle buddy eating enough, sleeping enough, does he or she appear to be depressed.   When soldiers return home after overseas deployment, the battle body relationship remains.  So they go out drinking in Watertown outside of Fort Drum and a battle buddy gets into a verbal altercation with someone, it can quickly escalate into  a shoving match and can turn into assault 2nd very quickly.  It is ingrained that I defend this battle buddy and I have the training to do it. 



Essential Military Forms And 
Records 

New York State Defenders Association
Veterans Defense Program
Art Cody, CAPT USN (Ret.)

Deputy Director
1



DoD Standard Form 180 
(SF-180) Collecting Military Records: DoD

 This is a 3 page form. This form will 
allow you to obtain your clients 
ACTIVE DUTY personnel and 
military records. 

 Boxes on the form allow you to 
request a copy of a DD 214, records 
from a specific event (overseas or 
stateside hospitalization, etc.) and 
your client's Official Military 
Personnel File, better known as an 
OMPF.

 Be aware, turnaround time for DoD 
records is typically 6-9 weeks or 
more.

 Sample with instructions in hand-
outs.

 SF-180:
www.archives.gov/research/order/sta
ndard-form-180.pdf 2

Presenter
Presentation Notes
One of the great benefits of having a veteran client is the service record. But  this being the government, it takes forms to get these records.   The two forms you are most likely to need to work with are the SF 180 and the VA 10-5345.  Those form are in your in the handouts along with instructions on filling them out.   If you have issues filling them out, please feel free to give the Veterans Defense Program a call.   I want to go over the purposes of the forms. �The SF-180 can get your client’s Official Military Personnel file or OMPF.  If your client has served in the active military or been  a reservsist mobilized to active duty while in the guard or the reserves, it is critical to obtain a copy of his or her DD-214 (separation papers), which will give you initial information about your client’s military service including their dates of service, their Military Occupational Specialty (MOS) , type of discharge, overseas deployments, and their awards.   The SF 180 can you get you this document.   The SF 180 can also get you your client’s military medical records that is the records of treatment he or she  received on active duty.   For example if you suspect  that your client has Traumatic Brain Injury as a result of an IED, any treatment at military facility in Iraq or Afghanistan can be obtained via this form.   However, if your client has been out of the service for any period of time you should request his or her VA medical records from the Veterans Administration.   That can be done by using the VA Form 10-5345. As a result of filling out these forms and having your client sign off, you will receive many documents.    I want to focus on the DD214.

http://www.archives.gov/research/order/standard-form-180.pdf


VA 10-5345
Collecting Military Records: VA

 Ask veteran “Have you ever used the 
VA?” Some veterans, due to discharge 
status are ineligible. Some may have 
private insurance, others just do not 
choose to use VA.

 Complete this 2 page 10-5345 and send 
to all the VA facilities at which your client 
has been seen or the appropriate VA 
HUB. It is critically important that the form 
is filled out correctly, or you will not 
receive records. Send to Release of 
Information Office (ROI).

 You will receive Treatment Notes that 
include self reported information, 
diagnosis, medications, therapies, medical 
tests, surgeries, etc.

 Sample with instructions in hand-out 
section.

 VA 10-5345:
www.va.gov/vaforms/medical/pdf/vha-10-
5345-fill.pdf 3



VA 10-5345A
Collecting Military Records: VA 

 If your client is not incarcerated, 
he/she can fill out this form and take 
it to their local ROI office and get 
their Treatment Notes.

 Clients can typically acquire their  
own records through the local ROI 
office faster than an agency acting 
on their behalf.

 The form is less complicated than 
the 10-5435 and someone can assist 
veteran at VA, if needed.

 Sample with instructions in hand-
outs.

 10-5345A:
http://www.va.gov/vaforms/medical/p
df/vha-10-5345a-fill.pdf 4

http://www.va.gov/vaforms/medical/pdf/vha-10-5345a-fill.pdf


VA Records

5

 My HealtheVet: Your client may have a profile, it will 
be password protected, but could include VA 
treatment records, notes, medications, etc. and 
possibly a DD 214. Available at: myhealth.va.gov

 Personal Records: It is likely your client or a family 
member may have copies of military paperwork, 
possibly a DD 214. 
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DD 214
Box 

#
Topic

3 Social Security 
Number

4a Grade, Rate or Rank

4b Pay Grade

11 Military Occupation 
Specialty-”Job"

12 Time in Service

13 Decorations, Medals, 
Badges- “Initial 
indicia of trauma”

18 Remarks

24 Character of Service

Presenter
Presentation Notes
There is an example of this form in your electronic packets and I have it here in hard copy.   Client may have it. �In addition to biographical information such as name, Social security number, date of birth, it  will also tell some basic military information about your client to include rank, branch of service, and Military occupation speciality or job.   One of the most important boxes on this document is Box 13 which is the decorations and ribbons.  I sometimes think of this box  as the initial indicia of trauma.  For example, this box tells you that this soldier has been to Afghanistan.  He has the Afghan Campaign medal  with two campairns stars.   Often the precise times when he was there  will be discussed in Box 19.    Bix 13 will also contain items such as the awards for combat exposure such as the combat action badge or the combat infantryman’s badge.   These awards in very loose terms are given to people who either shot or were shot at.  Importantly each of these entries has another  underlying document that should be in the soldier’s file that  will give you the narrative as to how this soldier came by the award.   These narratives  will often provide explicit detail :  how many times outside the wire, how many times in a firefight, discuss losses of soldiers around him and potentially the number of enemy soldiers he or she engaged or killed.  Great mitigation and trauma related information.  I say mitigation OR Trauma because this information  may be able to used in two different species one to show that due to the valor or bravery the veteran it is not death worthy or evidence of PTS D that may go to culpability – again engendering a sentence of less that death.   Such documents combined with corroborating eyewitnesses can be very powerful.Just because the award is not present does not necessarily means that the soldier was not fired upon.  This soldier does not have a combat action badge but we know from numerous sources that he was rocketed on a near daily basis while in Afghanistan.   Some units gave those awards more freely than others.   This document is a starting point. From a defense perspective, if the award in on there, your client deserved it, if it is not on there, you may be able to show  it through other mitigation sources.    Not always just what meets the eye: 		 the time in service v the rank.   In this case Specialist 4 with about three years  10 months in service.   Just about right. 4.2 is average to make E5.  He was say 5 years and still an E4 that makes me start to wonder if something happened or if he was doing less than average.Or he has 4 tours to Afghanistan and 3 to Iraq and he is 22, he is volunteering to go – why?Lotsa campiagn medals but low rank  and medas but low rank for his time in service – either a bad test taker (cognitive  issues or he or she is a good soldier bad leader.).  Unless you are experienced that may not jump off the page to you.  So getting a vet on your team can help there too. If you do not have that please feel free to call on us for help. The DD 214 is just the beginning, this is a table of contents.  the entries on here are an invitation to further exploration.   There other records, you may want to  take a hard  look at his ERB.   To see his entry scores, tells you a  little bit about how he was before he got in.  If you need help with these.please reach out, we read these alll day long.  



 Knowledge of the location of hard copy documents –
(DD 214, Award Citations, Evaluations . . .)

 My HealtheVet
 eBenefits.va.gov  
 could include service related comp, pension, claims, 

appeals, etc.
 Military Data bases (Branch Human Resources 

Databases) (if incarcerated, username and ID)
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Additional Government 
Sources Of Corroboration



Civilian Sources 
 Interviews:

Family, Friends and Teachers
 Documents:

School records, Newspaper Articles and Photos
 Social Media:

Facebook and RallyPoint

8



Subpoena For Records

9

 If you know or believe your client had a non-judicial 
conduct proceeding (“Article 15” or “Captain’s Mast”) 
or a Court-Martial, the investigative records relating 
to those proceedings can be obtained by means of 
Judicial Subpoena.

 In your materials you will find a subpoena form and 
information regarding  subpoenas for each branch of 
the military.

 The prosecution gets the documents!



Under Fire?  
Call For Support

10

GARY HORTON, 
DIRECTOR
23 JACKSON ST, SUITE 101
BATAVIA,  14020
OFFICE: 585-219-4862
CELL: 518-527-8127

ART CODY, DEPUTY DIRECTOR
194 WASHINGTON AVE. 
SUITE 500
ALBANY, NY 12210
CELL: (201) 312-4644





 

 

   

INSTRUCTION AND INFORMATION SHEET FOR SF 180, REQUEST PERTAINING TO MILITARY RECORDS 

 

1.  General Information.  The Standard Form 180, Request Pertaining to Military Records (SF180) is used to request information from military records. 
Certain identifying information is necessary to determine the location of an individual's record of military service. Please try to answer each item on the SF 
180. If you do not have and cannot obtain the information for an item, show "NA," meaning the information is "not available". Include as much of the 
requested information as you can. Incomplete information may delay response time.  To determine where to mail this request see Page 2 of the SF180 for 
record locations and facility addresses. 
 
Online requests may be submitted to the National Personnel Records Center (NPRC) by a veteran or deceased veteran’s next-of-kin using eVetRecs at 
http://www.archives.gov/veterans/military-service-records/  .     
 
2. Personnel Records/Military Human Resource Records/Official Military Personnel File (OMPF) and Medical Records/Service Treatment 

Records (STR).  Personnel records of military members who were discharged, retired, or died in service LESS THAN 62 YEARS AGO and medical 
records are in the legal custody of the military service department and are administered in accordance with rules issued by the Department of Defense and 
the Department of Homeland Security (DHS, Coast Guard).  STRs of persons on active duty are generally kept at the local servicing clinic.  After the last 
day of active duty, STRs should be requested from the appropriate address on page 2 of the SF 180.  (See item 3, Archival Records, if the military member 
was discharged, retired or died in service more than 62 years ago.) 

 a.  Release of information: Release of information is subject to restrictions imposed by the military services consistent with Department of Defense 
regulations, the provisions of the Freedom of Information Act (FOIA) and the Privacy Act of 1974. The service member (either past or present) or 
the member's legal guardian has access to almost any information contained in that member's own record. The authorization signature of the service 
member or the member's legal guardian is needed in Section III of the SF180.  Others requesting information from military personnel records and/or 
STRs must have the release authorization in Section III of the SF 180 signed by the member or legal guardian.  If the appropriate signature cannot be 
obtained, only limited types of information can be provided. If the former member is deceased, the surviving next-of-kin may, under certain 
circumstances, be entitled to greater access to a deceased veteran's records than a member of the general public. The next-of-kin may be any of the 
following:  unremarried surviving spouse, father, mother, son, daughter, sister, or brother. Requesters MUST provide proof of death, such as a 

copy of a death certificate, newspaper article (obituary) or death notice, coroner’s report of death, funeral director’s signed statement of 

death, or verdict of coroner’s jury.  

b.  Fees for records:  There is no charge for most services provided to service members or next-of-kin of deceased veterans. A nominal fee is 
charged for certain types of service. In most instances, service fees cannot be determined in advance. If your request involves a service fee, you will 
receive an invoice with your records.   
 

3.  Archival Records.  Personnel records of military members who were discharged, retired, or died in service 62 OR MORE YEARS AGO have been 
transferred to the legal custody of NARA and are referred to as “archival records”.   

a.  Release of Information:  Archival records are open to the public.  The Privacy Act of 1974 does not apply to archival records, therefore, written 
authorization from the veteran or next-of-kin is not required.  In order to protect the privacy of the veteran, his/her family, and third parties named in 
the records, the personal privacy exemption of the Freedom of Information Act (5 U.S.C. 552 (b) (6)) may still apply and may preclude the release 
of some information.   

b.  Fees for Archival Records:  Access to archival records are granted by offering copies of the records for a fee (44 U.S.C. 2116 (c)). If a fee applies 
to the photocopies of documents in the requested record, you will receive an invoice.  Photocopies will be sent after payment is made. For more 
information see http://www.archives.gov/st-louis/archival-programs/military-personnel-archival/ompf-archival-requests.html.  

 
4. Where reply may be sent. The reply may be sent to the service member or any other address designated by the service member or other authorized 
requester.  If the designated address is NOT registered to the addressee by the U.S. Postal Service (USPS), provide BOTH the addressee’s name AND “in 
care of” (c/o) the name of the person to whom the address is registered on the NAME line in Section III, item 3, on page 1 of the SF 180.  The COMPLETE 
address must be provided, INCLUDING any apartment/suite/unit/lot/space/etc. number. 
 

5.  Definitions and abbreviations. DISCHARGED -- the individual has no current military status; SERVICE TREATMENT RECORD (STR) -- The 
chronology of medical, mental health, and dental care received by service members during the course of their military career (does not include records of 
treatment while hospitalized); TDRL – Temporary Disability Retired List.   
 

6.  Service completed before World War I. National Archives Trust Fund (NATF) forms must be used to request these records. Obtain the forms by e-
mail from inquire@nara.gov or write to the Code 6 address on page 2 of the SF 180. 
   

PRIVACY ACT OF 1974 COMPLIANCE INFORMATION 

The following information is provided in accordance with 5 U.S.C. 552a(e)(3) and applies to this form. Authority for collection of the information is 44 
U.S.C. 2907, 3101, and 3103, and Public Law 104-134 (April 26, 1996), as amended in title 31, section 7701. Disclosure of the information is voluntary. If 
the requested information is not provided, it may delay servicing your inquiry because the facility servicing the service member's record may not have all of 
the information needed to locate it. The purpose of the information on this form is to assist the facility servicing the records (see the address list) in locating 
the correct military service record(s) or information to answer your inquiry. This form is then retained as a record of disclosure. The form may also be 
disclosed to Department of Defense components, the Department of Veterans Affairs, the Department of Homeland Security (DHS, U.S. Coast Guard), or 
the National Archives and Records Administration when the original custodian of the military health and personnel records transfers all or part of those 
records to that agency. If the service member was a member of the National Guard, the form may also be disclosed to the Adjutant General of the 
appropriate state, District of Columbia, or Puerto Rico, where he or she served. 

PAPERWORK REDUCTION ACT PUBLIC BURDEN STATEMENT 

Public burden reporting for this collection of information is estimated to be five minutes per request, including time for reviewing instructions and 
completing and reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of the collection of information, 
including suggestions for reducing this burden, to National Archives and Records Administration (ISSD), 8601 Adelphi Road, College Park, MD 20740-
6001. DO NOT SEND COMPLETED FORMS TO THIS ADDRESS. SEND COMPLETED FORMS TO THE APPROPRIATE ADDRESS LISTED ON 
PAGE 2 OF THE SF 180. 
    

 
 

http://www.archives.gov/veterans/military-service-records/
http://www.archives.gov/st-louis/archival-programs/military-personnel-archival/ompf-archival-requests.html


    

 
 

  Standard Form 180 (Rev. 11/2015)  (Page 1)                                                                 Authorized for local reproduction  

Prescribed by NARA (36 CFR 1233.18 (d))  Previous edition unusable  OMB No. 3095-0029  Expires 04/30/2018 

REQUEST PERTAINING TO MILITARY RECORDS 

Requests from veterans or deceased veteran’s next-of-kin may be submitted online by using eVetRecs at http://www.archives.gov/veterans/military-service-records/ 

To ensure the best possible service, please thoroughly review the accompanying instructions before filling out this form.  PLEASE PRINT LEGIBLY OR TYPE BELOW. 

SECTION I - INFORMATION NEEDED TO LOCATE RECORDS (Furnish as much information as possible.) 

1.  NAME USED DURING SERVICE (last, first, full middle)  2.  SOCIAL SECURITY #  3.  DATE OF BIRTH  4.  PLACE OF BIRTH 

    

5.  SERVICE, PAST AND PRESENT (For an effective records search, it is important that ALL service be shown below.) 

 
BRANCH OF SERVICE 

DATE 

 ENTERED 

DATE  

RELEASED 
OFFICER ENLISTED 

SERVICE NUMBER 
(If unknown, write “unknown”) 

a.  ACTIVE 

      

      

b.  RESERVE 

      

      

c.  STATE       

     NATIONAL 

     GUARD 

      

      

6.  IS THIS PERSON DECEASED?     NO            YES - MUST provide Date of Death if veteran is deceased:   

7.  DID THIS PERSON RETIRE FROM MILITARY SERVICE?     NO          YES 

 

SECTION II – INFORMATION AND/OR DOCUMENTS REQUESTED 

1.  CHECK THE ITEM(S) YOU ARE REQUESTING:  

 
 

 
 
 

 

DD Form 214 or equivalent.  Year(s) in which form(s) issued to veteran:   

 
 

 

This form contains information normally needed to verify military service. A copy may be sent to the veteran, the deceased veteran’s next-of-kin, or other    

persons or organizations, if authorized in Section III, below.  An UNDELETED DD214 is ordinarily required to determine eligibility for benefits.  If you 

request a DELETED copy, the following items will be blacked out:  authority for separation, reason for separation, reenlistment eligibility code, separation 

(SPD/SPN) code, and, for separations after June 30, 1979, character of separation and dates of time lost.    

An UNDELETED copy will be sent UNLESS YOU SPECIFY A DELETED COPY by checking this box:   I want a DELETED copy.    
 
 

 
 

 Medical Records Includes Service Treatment Records, Health (outpatient) and Dental Records.  IF HOSPITALIZED (inpatient) the FACILITY  NAME and 

DATE (month and year) for EACH admission MUST be provided:   

 
 

 
 

 Other (Specify):   
 

 

2.  PURPOSE:  (Providing information about the purpose of the request is strictly voluntary; however, it may help to provide the best possible response and may 

result in a faster reply.  Information provided will in no way be used to make a decision to deny the request.)  

 

       Benefits (explain)   Employment   VA Loan Programs   Medical   Genealogy   Correction   Personal     Other (explain) 

  EExplain here:  

  

SECTION III - RETURN ADDRESS AND SIGNATURE 

1.  REQUESTER NAME:  
 
 

2. 
 

 

 

 

I am the MILITARY SERVICE MEMBER OR VETERAN identified in Section 

I, above. 
 

 
 

 

 

 

 

I am the VETERAN’S LEGAL GUARDIAN (MUST submit copy of Court 

Appointment) or AUTHORIZED REPRESENTATIVE (MUST submit copy of 

Authorization Letter or Power of Attorney) 
 

 

 

I am the DECEASED VETERAN’S NEXT-OF-KIN (MUST submit Proof of 

Death.  See item 2a on instruction sheet.) 
  

 

 

 

OTHER 

   

 (Relationship to deceased veteran)   (Specify type of Other) 

3.  SEND INFORMATION/DOCUMENTS TO: 

(Please print or type.  See item 4 on accompanying instructions.) 

 

4.  AUTHORIZATION SIGNATURE: I declare (or certify, verify, or 

state) under penalty of perjury under the laws of the United States of 

America that the information in this Section III is true and correct and 

that I authorize the release of the requested information. (See items 2a or 

3a on accompanying instruction sheet. Without the Authorization Signature 

of the veteran, next-of-kin of deceased veteran, veteran’s legal guardian, 

authorized government agent, or other authorized representative, only 

limited information can be released unless the request is archival. No  

signature is required if the request if for archival records. ) 

                                       

 

Name 

 

Street                                                                                                    Apt. 

______________________________________________________________ 

City                                                                   State               Zip Code 

    
* This form is available at http://www.archives.gov/veterans-military-service-

records/standard-form-180.pdf on the National Archives and Records 

Administration (NARA) web site. * 

 

 Signature Required - Do not print                                                        Date  

                     
 

 Daytime phone Fax Number  

   
 

 Email address  
 

 

TFECHHEL
Cross-Out



 

 

   

   

   Standard Form 180 (Rev. 11/2015) (Page 2) Authorized for local reproduction  

Prescribed by NARA (36 CFR 1233.18 (d))  Previous edition unusable  OMB No. 3095-0029  Expires 04/30/2018 

LOCATION OF MILITARY RECORDS 
The various categories of military service records are described in the chart below. For each category there is a code number which indicates the address at the bottom of the 

page to which this request should be sent.  Please refer to the Instruction and Information Sheet accompanying this form as needed. 

BRANCH CURRENT STATUS OF SERVICE MEMBER ADDRESS CODE Personnel  

Record 

Medical or Service 

Treatment Record 

AIR 

FORCE 

Discharged, deceased, or retired before 5/1/1994 14 14 

Discharged, deceased, or retired 5/1/1994 – 9/30/2004 14 11 

Discharged, deceased, or retired 10/1/2004 – 12/31/2013 1 11 

Discharged, deceased, or retired on or after 1/1/2014 1 13 

Active (including National Guard on active duty in the Air Force), TDRL, or general officers retired with pay 1  

Reserve, IRR, Retired Reserve in non-pay status, current National Guard officers not on active duty in the Air Force, or National Guard 

released from active duty in the Air Force 
2  

Current National Guard enlisted not on active duty in the Air Force 2 13 

COAST  

GUARD 

Discharge , deceased, or retired before 1/1/1898 6  

Discharged, deceased, or retired 1/1/1898 – 3/31/1998 14 14 

Discharged, deceased, or retired 4/1/1998 – 9/30/2006  14 11 

Discharged, deceased, or retired 10/1/2006 – 9/30/2013 3 11 

Discharged, deceased, or retired on or after 10/1/2013 3 14 

Active, Reserve, Individual Ready Reserve or TDRL 3  

MARINE 

CORPS 

Discharged, deceased, or retired before 1/1/1895 6  

Discharged, deceased, or retired 1/1/1905 – 4/30/1994 14 14 

Discharged, deceased, or retired 5/1/1994 – 12/31/1998 14 11 

Discharged, deceased, or retired 1/1/1999 - 12/31/2013 4 11 

Discharged, deceased, or retired on or after 1/1/2014 4 8 

Individual Ready Reserve  5  

Active, Selected Marine Corps Reserve, TDRL 4  

ARMY 

Discharged, deceased, or retired before 11/1/1912 (enlisted) or before 7/1/1917 (officer) 6  

Discharged, deceased, or retired 11/1/1912 – 10/15/1992 (enlisted) or 7/1/1917 – 10/15/1992 (officer) 14  

Discharged, deceased, or retired 10/16/1992 – 9/30/2002 14 11 

Discharged, deceased, or retired (including TDRL) 10/1/2002 – 12/31/2013 7 11 

Discharged, deceased, or retired (including TDRL) on or after 1/1/2014 7 9 

Current Soldier (Active, Reserve (including Individual Ready Reserve) or National Guard) 7  

NAVY 

Discharged, deceased, or retired before 1/1/1886 (enlisted) or before 1/1/1903 (officer) 6  

Discharged, deceased, or retired 1/1/1886 – 1/30/1994 (enlisted) or 1/1/1903 – 1/30/1994 (officer) 14 14 

Discharged, deceased, or retired 1/31/1994 – 12/31/1994 14 11 

Discharged, deceased, or retired 1/1/1995 – 12/31/2013 10 11 

Discharged, deceased, or retired on or after 1/1/2014 10 8 

Active, Reserve, or TDRL 10  

PHS Public Health Service  -  Commissioned Corps officers only 12  
 

 

 

 

 

 

ADDRESS LIST OF CUSTODIANS and SELF-SERVICE WEBSITES (BY CODE NUMBERS SHOWN ABOVE) – Where to write/send this form 

 

1 

Air Force Personnel Center 

HQ AFPC/DPSIRP 

550 C Street West, Suite 19 

Randolph AFB, TX  78150-4721 

6 

National Archives & Records Administration 

Research Services (RDT1R) 

700 Pennsylvania Avenue NW 

Washington, DC  20408-0001          

11 

Department of Veterans Affairs 

Records Management Center 

ATTN:  Release of Information 

P.O. Box 5020 

St. Louis, MO  63115-5020 

2 

Air Reserve Personnel Center 

Records Management Branch (DPTSC) 

18420 E. Silver Creek Avenue 

Building 390 MS 68 

Buckley AFB, CO  80011 

7 

US Army Human Resources Command’s web page: 
 

https://www.hrc.army.mil/TAGD/Accessing%20or%20

Requesting%20Your%20Official%20Military%20Pers

onnel%20File%20Documents 
 

or 1-888-ARMYHRC (1-888-276-9472) 

12 

Division of Commissioned Corps Officer Support  

ATTN:  Records Officer 

1101 Wooton Parkway, Plaza Level, Suite 100 

Rockville, MD  20852 

3 

Commander,  Personnel Service Center 

(BOPS-C-MR) MS7200 

US Coast Guard 

2703 Martin Luther King Jr Ave SE 

Washington, DC 20593-7200 

MR_CustomerService@uscg.mil 

8 

Navy Medicine Records Activity (NMRA) 

BUMED Detachment St. Louis 

4300 Goodfellow Boulevard, Building 103 

St. Louis, MO 63120 

13 

AF STR Processing Center 

ATTN:  Release of Information 

3370 Nacogdoches Road, Suite 116 

San Antonio, TX  78217 

14 

National Personnel Records Center 

(Military Personnel Records) 

1 Archives Drive 

St. Louis, MO  63138-1002 

 

eVetRecs: 

http://www.archives.gov/veterans/military-service-records/ 

4 

Headquarters U.S. Marine Corps 

Manpower Management Records & Performance 

(MMRP-10) 

2008 Elliot Road 

Quantico, VA  22134-5030     

9 

AMEDD Record Processing Center 

3370 Nacogdoches Road, Suite 116 

San Antonio, TX  78217 

 

5 
Marine Forces Reserve 

2000 Opelousas Avenue 

New Orleans, LA  70146-5400 
10 

Navy Personnel Command (PERS-313) 

5720 Integrity Drive 

Millington, TN  38055-3120            
  

 

https://www.hrc.army.mil/TAGD/Accessing%20or%20Requesting%20Your%20Official%20Military%20Personnel%20File%20Documents
https://www.hrc.army.mil/TAGD/Accessing%20or%20Requesting%20Your%20Official%20Military%20Personnel%20File%20Documents
https://www.hrc.army.mil/TAGD/Accessing%20or%20Requesting%20Your%20Official%20Military%20Personnel%20File%20Documents
mailto:MR_CustomerService@uscg.mil
http://www.archives.gov/veterans/military-service-records/








Investigation:
The Client Interview

1



The Reluctant Client

 If your client shows any discomfort when being 
questioned about his or military experience don’t 
press.

“Maybe we can come back to that”.

 But, don’t give up.

“I wouldn’t ask you these questions if 
it wasn’t important to your defense”. 

2



If The Client Doesn’t 
Want To Talk

 If your client says:

“I never talk about these things, I don’t want to 
talk about them with you.”

Proceed carefully, this might be indicative of 
PTSD. The better course might be to involve a 
therapist to delve into the specific information.

As an alternative, your client may be willing to 
write about his experience.   

3



Client Interview 
Questions

4



I.  Pre Military 
• Family 
• Education
• Prior Arrests/Convictions

II. Origins of Military Service 
• Why?
• Reaction by parents, teachers, friends

III.  Level of Certainty 
• How sure were you about wanting to be in the 

military?
• Buyer’s Remorse?
• Preparation 5

Presenter
Presentation Notes
It is quite likely that your first investigation will come through an interview of your client.For the military piece, you want to know as much as you can about the client’s military history from the moment they conceive of joining the military until they get out,  to include aftermath. The handout is Smorgasbord – you may not care about boot camp all that much in  a long career, but in a short career it may mean something.   Issues with drill sergeants    potential MST.   Sex abuse in family and then sex abuse in boot camp  -- it can compound.     The first part is the scene setting.  Intact family , level of education, Bases / susceptibility of PTSD , what support systems are in place.   Any priors before the military  -- alcohol, drugsWhy join – educational benefits,  needed a job, mom made me?   How about once decision made – any mental or physical preparation  -- lack of prep could be a precursor to PTSD.  



IV. Military Occupational Specialty (MOS) Selection  
• What was your desired MOS?
• Did it match your actual MOS? 
• Once you received your MOS, how did you feel 

about it?

V. Boot Camp

VI. First Unit 

VII. Combat

6

Presenter
Presentation Notes
Sense of mission, identity and disillusionmentWhat did you think you were going to be doing:Please complete the following:   Two years after my enlistment date. I expected to be _____________(doing what?)  at ________(where?).    Two years after my enlistment date. I was _____________(doing what?)  at ________(where?).  Combat may take you quite a while – most indelible mark.   What where when  --- real job v . MOSOutside the wire, how often doing what, fire fights, lose people.    CONTACT DATA  for those with whom you were in combat.      



VIII. Redeployment

IX. Non-Combat Injuries/Trauma

X. Non-Judicial Punishment/Disciplines

XI.  Voluntary Discharge
• Why?
• Reaction by Others?  

7

Presenter
Presentation Notes
What was the redeployment process?   Did you report anything   re MH  what got done to alleviate it, did you take a PTSD, TBI screen Involved in any training accidents, lose friends, unit members to non – combat Any Article 15’s or non judicial punishment.  Why did you get out? What did others say?  Happy like Elvis or not so happy? 



XII. Post-Service Attitude  
• At time of Discharge
• 6 months
• Ongoing
• Keep in touch with service buddies?

XIII. Interface with the Veterans Administration 
• When?
• Where?
• Why?
• Ongoing? 

8

Presenter
Presentation Notes
How is the soldier feeling about the military – what is he or she carrying with him or her.   CONTACTS with service buddies is essential  names, email, facebook etc.  Relationship with VA / need documents.  



XIV.  Documents
• Knowledge of the location of hard copy documents –

(DD 214, Award Citations, Evaluations . . .)

XV. Online Resources
• My HealtheVet
• eBenefits.va.gov
• Facebook, Rally Point. Linked-In. (if incarcerated, 

username and ID)
• Military Data bases (Branch Human Resources 

Databases) (if incarcerated, username and ID)
9

Presenter
Presentation Notes
Where are documents - Mom’s house, Girlfriend ‘s house  If incarcerated, you want the codes for these data bases.   



Corroborating 
Interview Information

10



11

DD 214
Box 

#
Topic

3 Social Security 
Number

4a Grade, Rate or Rank

4b Pay Grade

11 Military Occupation 
Specialty-”Job"

12 Time in Service

13 Decorations, Medals, 
Badges- “Initial 

indicia of trauma”
18 Remarks

24 Character of Service

Presenter
Presentation Notes
30 minutes,  There is an example of this form in your electronic packets and I have it here in hard copy.   Client may have it. �In addition to biographical information such as name, Social security number, date of birth, it  will also tell some basic military information about your client to include rank, branch of service, and Military occupation specialty or job.   One of the most important boxes on this document is Box 13 which is the decorations and ribbons.  I sometimes think of this box  as the initial indicia of trauma.  For example, this box tells you that this soldier has been to Afghanistan.  He has the Afghan Campaign medal  with two campaigns stars.   Often the precise times when he was there  will be discussed in Box 19.    Box 13 will also contain items such as the awards for combat exposure such as the combat action badge or the combat infantryman’s badge.   These awards in very loose terms are given to people who either shot or were shot at.  Importantly each of these entries has another  underlying document that should be in the soldier’s file that  will give you the narrative as to how this soldier came by the award.   These narratives  will often provide explicit detail :  how many times outside the wire, how many times in a firefight, discuss losses of soldiers around him and potentially the number of enemy soldiers he or she engaged or killed.  Great mitigation and trauma related information.  I say mitigation OR Trauma because this information  may be able to used in two different species one to show that due to the valor or bravery the veteran it is deserving of leniency or evidence of PTS D that may go to culpability – again engendering a  more lenient sentence.   Such documents combined with corroborating eyewitnesses can be very powerful.Just because the award is not present does not necessarily means that the soldier was not fired upon.  This soldier does not have a combat action badge but we know from numerous sources that he was rocketed on a near daily basis while in Afghanistan.   Some units gave those awards more freely than others.   This document is a starting point. From a defense perspective, if the award in on there, your client deserved it, if it is not on there, you may be able to show  it through other mitigation sources.    Not always just what meets the eye: 		 the time in service v the rank.   In this case Specialist 4 with about three years  10 months in service.   Just about right. 4.2 is average to make E5.  If he was say 5 years and still an E4 that makes me start to wonder if something happened or if he was doing less than average.Or he has 4 tours to Afghanistan and 3 to Iraq and he is 22, he is volunteering to go again– why?Lots of campaign medals and medals but low rank for his time in service – either a bad test taker (cognitive  issues or he or she is a good soldier,  bad leader.).  Unless you are experienced that may not jump off the page to you.  So getting a vet on your team can help there too. If you do not have that please feel free to call on us for help. The DD 214 is just the beginning, this is a table of contents.  the entries on here are an invitation to further exploration.   There other records -- you may want to  take a hard  look at the ERB.   To see the entry scores, tells you a  little bit about how he was before he got in.  If you need help with these, please reach out, we read these all day long.  



Chain Of Command
 What kind of soldier was he/she?
 Open- ended

 Initial Impression
 Ahead/behind when he/she arrived? 
 Initial Leadership Assignment/Position – Why? 
 Growth

 Performance
 Overall Assessment
 Turning Points (“He/she changed after  . . . .)” 
 What’s not in the records. “We didn’t write this but  . . . .”
 “Nobody said anything but we all knew that  . . . .”
 Unrecognized  Performance – “He/she got screwed because  . . . .”
 Discipline? 

 Overall Reputation
 Veteran was best known for  . . . .
 Would you have him/her in your unit again?  Why or why not? 

 Further Investigation
 Name/contact data for people that vet hung out with. 

 Availability as Affiant/Witness 

12

Presenter
Presentation Notes
What is not in the documentsSame pipeline  -- where was he when you got him in the unit  before traumaWhat did you see that put in that initial positionTurning points this is where he changed.   When he got transferred/ Dear John letter/ lose a buddy/ first rocket attackWe didn’t write this but all knew he drank . . . Other way more positive: het should have gotten a silver star for that.  Would you want him back in the unit   why / why not ?   NAMES/CONTACTS for potential affidavit writers.    



Civilian Sources 
 Interviews:

Family, Friends and Teachers
 Documents:

School records, Newspaper Articles and Photos
 Social Media:

Facebook and RallyPoint

13

Presenter
Presentation Notes
Other people   Cruise books, base newspaper, articles in local newspaperLinked in is a good source for officers and NCO’s Rally point kind of a mil Facebook.



Subpoena For Records

14

• If you know or believe your client had a non-judicial 
conduct proceeding (“Article 15” or “Captain’s Mast”) 
or a Court-Martial, the investigative records relating 
to those proceedings can be obtained by means of 
Judicial Subpoena.

• In your materials, you will find a subpoena 
information regarding subpoenas for each branch of 
the military.

Presenter
Presentation Notes
If you think that he has an article 15you may wish to get that  and weave it to your narrative just understand that if subpoena, DA gets it also.   



NYSDA Veterans Defense Program Veteran Interview Guide 
 

1 
 

Origins of Military Service  

 When did the idea of joining the military first occur to you? 
 What were your reasons for joining the military? 
 What did you tell people who asked? 

Reaction to Decision to Enlist 

 What was the reaction of your father? 
 What was the reaction of your mother? 
 Siblings? 
 Friends? 
 Teachers? 
 Significant Other? 

Level of Certainty 

 How sure were you about wanting to be in the military? 
 What was the time period like between the decision to enlist and actual enlistment?  

Was it a time of anxiety, anticipation, dread? 
 What did you do to prepare yourself for entry into the military? Mentally, Physically? 
 Please complete the following:   Two years after my enlistment date. I expected to be 

_____________(doing what?)  at ________(where?).    Two years after my enlistment 
date. I was _____________(doing what?)  at ________(where?).   

Military Occupational Specialty (MOS) Selection 

 What was your desired MOS?  
 Did it match your actual MOS?  
 Once you received your MOS, how did you feel about it? 

Boot camp 

 Where did you attend boot camp? 
 Describe your relationship with your Drill Sgt.?  
 Did you graduate with your class from boot camp? If not, why not? 
 Who was/is your closest friend at boot camp? 
 Contact data? 
 Did you have a significant other, prior to boot camp? 

o Did the relationship survive boot camp? 
 

 
Unit in the Service  

Unit in the Service 

Disclaimer: Each veteran must be treated as an individual and the interviewer must consider and determine 
the readiness of the veteran client to discuss a particular topic. The interviewer must guard against re-
traumatizing the veteran. 
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 What was first, second, or third, etc. unit in the military? 
 Is this unit what you wanted? 
 In processing? (Did you feel welcome, needed, part of mission) 
 Reaction of loved ones to assignment? 

 

Relationships 

 Who was the unit 1Sgt? Contact data? 
 Who was the unit commanding officer? Contact data? 
 Who was your platoon leader? Contact data? 
 Who was your platoon sergeant? Contact data? 
 Who was your squad leader? Contact data? 
 Senior mentor? Contact data? 
 Battle buddy? Contact data? 
 Other friends? Contact data? 
 Military significant other? Contact data? 
 People you did not like within the unit? Why not? 

 

Utilization 

 Was your role in this unit within your MOS? 
 If not, what was your primary duty? 
 Were you satisfied with that duty? 
 Satisfied with mission contribution?  
 Did you receive the support of the chain of command in training for any new duty ? 

 

Live in Barracks (military housing) or off post?  

 If off post – where and who with (contact data).   
 

Combat Tours (A combat tour is one in which you were eligible for, or received, Imminent 
Danger Pay) 

 Did you have any combat deployments?  If so,  
o Summary of Combat deployments 
o How many such tours have you had? 
o Location of each? 
o Duration of each? 
o Interval between each combat deployment?    
o Unit of each?    

 



NYSDA Veterans Defense Program Veteran Interview Guide 
 

3 
 

Combat Tours (Con’t) 

o Rank in each combat deployment? 
o MOS on each deployment?  
o Primary weapon on each deployment (M4, M9, 240, SAW, etc?) ’ 
o Are there any awards and decorations for which you were eligible that you did 

not receive?  If so, which ones?  What would be your narrative for each?  
o I know your MOS was _____, but when you got to_______ (combat theater), 

what did you do? 
o What was your real job? MOS did you take on? Did you feel prepared for this? 
o Best memory of each deployment?  
o Worst memory of each deployment ( see how open vet is at this point, may 

have to revisit at a later interviews)  
o Death or injury to friends? 
o Significant losses to nearby units? 
o What do you remember most about the deployment? 
o Do you have pictures from the deployment? (group, or individual picture of the 

Vet)    
o On line unit web page from the deployment  
o Cruise book 
o Unit or ship newspapers from deployment  
o Exposure to danger  
o Trips outside the wire 
o Typical weapons status outside wire (red, green, amber)  

Actual Combat (commonly known as “kinetics”) 
o How often under fire?  
o Indirect (rocket, mortar) 
o Direct (Small arms, RPG) 
o IED’s  
o Intensity 
o Duration of indirect attacks 
o Duration of firefights 
o Engagements (need to be careful trauma wise here) 
o Did you engage enemy? If so what was the result? 
o Engage enemy with what result 
o Discuss with professionals? 
o Who? 
o Where (for records search)? 
o Were you prescribed any medication? 
o Who else was present? 
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Redeployment 

 Describe redeployment process 
 In theatre redeployment station. Where, Duration, activity?  
 First US base — Duration, activity?  
 Did you indicate on redeployment questionnaire any issues/needs? 

 

Training Accidents  

 Non – Combat Injuries suffered or observed 
 

Non-judicial Punishment (NJP)/discipline 

 Article 15’s/Captain’s Mast  
 What level – company grade, field grade  
 Charged offense  
 Adjudication 
 Records 
 Who was defense counsel/contact data 
 Counseling Statements, Issue? Retain copy?  
 Promotions on time, If behind, what was rationale? 

 

Voluntary Discharge  

 When was decision made to depart service? Rationale? Rationale provided to others?  
 Reaction of others?  
 Chain of Command 
 Service buddies 
 Family/significant other 

 

Post Deployment  

 Attitude 
o Towards your service at time of discharge (pride/regret/shame) 
o Attitude towards your service 6 weeks after discharge? 
o Attitude towards your service 6 months after discharge? 
o Keep in touch with service buddies? 
o Does your Superior Officer (SO) keep in touch with buddies/buddies SO’s. 

 
 

 



NYSDA Veterans Defense Program Veteran Interview Guide 
 

5 
 

Veterans Administration Health Services 

 Overall experience with VA? 
 What facilities have you been to? 
 Treatment regimen?   
 On Line Data 

o Does veteran use My HealtheVet? This website includes VA treatment records, 
notes, medications, etc. and is password protected. 

o Does veteran use eBenefits.va.gov? This website includes service related 
comp, pension, claims, appeals, etc. and is password protected. 
 
Note: Access to either of those websites could quickly produce the start of 
collecting essential military records like a DD 214, without waiting for a VA 
Release. 
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ACRONYMS

CAP 
Consortium to Alleviate PTSD

CAPS 
Clinician-Administered PTSD Scale

CBCT 
Cognitive-Behavioral Conjoint Therapy

CBT 
Cognitive-Behavioral Therapy

CDC 
Centers for Disease Control and Prevention

CNN 
Cable News Network

CPT 
Cognitive Processing Therapy

CSP 
Cooperative Studies Program

DoD 
Department of Defense

DRRI 
Deployment Risk and Resilience Inventory

DSM 
Diagnostic and Statistical Manual of Mental Disorders

GABA 
Gamma-Aminobutyric Acid

GWAS 
Genome-Wide Association Study

HPA 
Hypothalamic–Pituitary–Adrenal

ICD 
International Classification of Diseases

MHS 
Mental Health Services

MIRECC 
Mental Illness Research, Education and Clinical Centers

NVVRS 
National Vietnam Veterans Readjustment Survey

OEF 
Operation Enduring Freedom

OIF 
Operation Iraqi Freedom

OND 
Operation New Dawn

PBIN 
Practice-Based Implementation Network

PCL 
PTSD Checklist

PE 
Prolonged Exposure

PERSIST 
Promoting Effective Routine and Sustained 
Implementation of Stress Treatments

PILOTS 
Published International Literature on Traumatic Stress

PTSD 
Posttraumatic Stress Disorder

RCS 
Readjustment Counseling Service

RORA 
Retinoid-Related Orphan Receptor Alpha

SERV 
Survey of Experiences of Returning Veterans

STAIR 
Skills Training in Affect and Interpersonal Regulation

STRONG STAR 
South Texas Research Organizational Network Guiding 
Studies on Trauma and Resilience

TBI 
Traumatic Brain Injury

VA 
(Department of ) Veterans Affairs

VHA 
Veterans Health Administration

WET 
Written Exposure Therapy
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LETTER FROM THE DIRECTOR

Since its inception the 
National Center has been 

the leader in research and 
education for helping those 

who are living with PTSD.

On August 29, 2014, the U.S. Department of Veterans Affairs (VA) National Center 
for Posttraumatic Stress Disorder (PTSD) celebrated its 25th anniversary. Since its 
inception the National Center has been the leader in research and education for 
helping those who are living with PTSD. I was privileged to be a part of the team 
that started the Center, and part of an ever-growing number of people working to 
further knowledge about consequences of being exposed to a traumatic event.

In 1984 Congress directed VA to form a National Center for PTSD “to carry out and 
promote the training of healthcare and related personnel in, and research into, 
the causes and diagnosis of PTSD and the treatment of Veterans for PTSD.” The 
proposal to create the National Center arose from the recognition of the growing 
mental health needs of Vietnam Veterans and others. VA established the National 
Center for PTSD in 1989 as a center of excellence that would set the agenda for 
research and education on PTSD. The diagnosis of PTSD had been formalized only 
nine years earlier, in the third edition of the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Disorders (DSM-III, 1980). The new 
diagnosis significantly increased research on the consequences of exposure to 
horrific, life-threatening events. In 2013 the American Psychiatric Association 
published revised criteria for the diagnosis of PTSD — reflecting advances in 
knowledge gained since the last revision of the criteria in 1994 and generating 
new research aimed at understanding the implications of the changes.

But science and education are not the only influences that have increased 
understanding of PTSD. Disasters, wars, and other traumatic high-profile events  — 
the terrorist attacks on 9/11/2001, the subsequent wars in Iraq and Afghanistan, 
the 2011 tsunami and earthquake in Japan — all have helped to raise public 
awareness. Media reports on PTSD have played a role in creating awareness, too. I 
think this is a good thing. Veterans and other trauma survivors who have PTSD do 
not always understand their reactions, and even if they do, they might not know 
how to get help. Being informed about the symptoms of PTSD and the treatments 
available can help people with PTSD take the first steps toward seeking assistance.



2014 ANNUAL REPORT | 4NATIONAL CENTER FOR PTSD | www.ptsd.va.gov

Another fundamental change over the past 25 years is an expansion of knowledge 
about how to treat PTSD. In 1989 few effective treatments had been identified. 
Many clinicians and their patients thought that PTSD was a disorder that had to 
be coped with. Now there are effective treatment options — psychotherapies 
and medications — that can help individuals with PTSD achieve meaningful 
improvements. VA has implemented national training programs for clinicians 
to enhance the availability of the most effective psychotherapies for PTSD to 
Veterans. Researchers are working to make existing treatments more effective and 
to develop even more effective treatments. And today, we can say with conviction 
that treatment works.

Technology is also playing a role by widening the distribution of information and 
access to treatment in multiple channels. For example, in 2011 the National Center 
partnered with the Department of Defense to create the first publicly available VA 
mobile app, the award-winning PTSD Coach. AboutFace — an online video gallery 
developed by the Center that features Veterans talking about living with PTSD 
and how treatment has turned their lives around — breaks down barriers around 
seeking care and reduces misconceptions about PTSD and its treatment. We are 
probably only at the beginning stages of figuring out how to use technology and 
social media to help individuals with PTSD.

Integrity, Commitment, Advocacy, Respect, and Excellence (I CARE) are the values 
that define “who the VA is” and the VA’s culture, and help guide the actions of staff 
across the VA. The National Center’s accomplishments and plans exemplify how 
we have supported and will continue to support these values. In 2012 the Center 
began a strategic planning process. Through this work, we identified Center-wide 
Operational Priorities to help us optimally serve the field and carry out the Center’s 
mission. These priorities inform areas of research and education focus and include 
(1) Biomarkers; (2) DSM-5; (3) Treatment efficiency, effectiveness, and engagement; 
(4) Care delivery, models of care, and system factors; and (5) Implementation. 
Although the Center has made great strides in research and education, we look 
forward to making even greater progress in promoting understanding of and 
advancing scientific knowledge about PTSD.

Dr. Paula P. Schnurr is the Executive Director of the National Center for Posttraumatic 
Stress Disorder and served as Deputy Executive Director of the  Center since 1989. She 
is a Research Professor of Psychiatry at the Geisel School of Medicine at Dartmouth 
and Editor of the Clinician’s Trauma Update-Online.

Our 
Mission

The mission of the 

National Center for 

PTSD is to advance 

the clinical care and 

social welfare of 

America’s Veterans 

and others who 

have experienced 

trauma, or who 

suffer from PTSD, 

through research, 

education, and 

training in the 

science, diagnosis, 

and treatment of 

PTSD and stress-

related disorders.

http://www.va.gov/ICARE/
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MAJOR ACCOMPLISHMENTS 2
Anniversary5th

Since its beginning in 1989, the National Center for PTSD 
has maintained a strong commitment to improve the care 
of Veterans through research into the prevention, causes, 
assessment, and treatment of traumatic stress disorders 
and through education of Veterans, others affected by 
trauma, professionals, and policy makers.

Through the methodological rigor and collaborative nature 
of our research, we are dedicated to high professional 
standards of integrity, excellence, and respect. Our research 
activities have a uniquely real-world perspective that 
ensures we are truly Veteran-centric. As a result, the Center 
is adept at translating basic findings into clinically relevant 
techniques and at conducting research on the best ways to 
implement evidence-based practices into care.

Our efforts benefit from continually improving quality 
— ensuring excellence in the programs and materials 
we provide to Veterans, their families, and providers. Our 
respect for military culture and for individual circumstances 
of Veterans and others impacted by trauma informs all the 
work we do including the Center’s award-winning website  
(www.ptsd.va.gov), and our many publications, online 
resources, and national programs.

Advancing the 
Scientific Understanding of PTSD
When the National Center opened, research on 
PTSD was in its early stages. PTSD had been added 
to the American Psychiatric Association’s official 
classification of mental disorders only nine years 
before. The National Vietnam Veterans Readjustment 
Survey (NVVRS) had just been published the previous 
year, “an incredibly important study scientifically, 
historically, and in terms of clinical policy moving 
forward,” says Matthew Friedman, MD, PhD, Senior 
Advisor and former Executive Director of the National 
Center. “It was the first time that any nation had 
attempted to use rigorous science to assess the 
consequences of military deployment to a war zone 
in terms of psychiatric sequelae,” continues Friedman. 
The survey documented a high prevalence of PTSD 
in Vietnam Veterans; for example, 30% of all male 
Veterans who had been deployed to Vietnam had 
experienced PTSD at some point. Of those, half still 
have PTSD. “It really underscored the fact that PTSD 
not only had severe consequences, but was a chronic 
condition and increased risk of other psychiatric 
problems,” says Friedman. The NVVRS raised major 
questions about the scope of the problem that 
researchers continue to grapple with today: who 
develops PTSD and why? What happens to people 
with PTSD over time? Early research started to 
address these questions to better identify and treat 
those affected.

http://www.ptsd.va.gov
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Key Milestones
I N  T H E  F I R S T  

25 YEARS
1989
Secretary of Veterans Affairs 
William Derwinski dedicates 
National Center for PTSD 

At its first meeting, Center 
launches development of 
the Clinician Administered 
PTSD Scale (CAPS)

1990
First issues of PTSD Research 
Quarterly and NCP Clinical 
Newsletter are published by 
the Center

Center participates in first 
VA/DoD training conference 
to prepare for casualties 
from  Operations Desert 
Storm and Desert Shield

1991
PILOTS (Published 
International Literature on 
Traumatic Stress) database 
is made publicly available 
by the Center; it provides 
a comprehensive cross-
disciplinary index to all 
published research on 
trauma

1992
Center prepares to launch 
the Matsunaga Vietnam 
Veterans Project, a 
Congressionally mandated 
survey to assess the 
readjustment experiences of 
American Indian, Japanese 
American, and Native 
Hawaiian Veterans of the 
Vietnam War

Epidemiology of PTSD
Less than a year after the National Center opened, Congress mandated the Center 
to assess the readjustment experiences of American Indian, Japanese American, 
and Native Hawaiian Veterans of the Vietnam War. The resulting Matsunaga Vietnam 
Veterans Project (named for Spark Matsunaga, the former U.S. senator from Hawaii 
who spearheaded the legislation mandating the study) found significant differences 
in PTSD prevalence among the groups. Specifically, Northern Plains, Southwest 
Indian, and Native Hawaiian Veterans had higher PTSD prevalence than did White 
Veterans; Japanese Americans had lower prevalence (Beals et al., 20021; Friedman, 
Schnurr, Sengupta, Holmes, & Ashcraft, 20042). Native American Veterans were 
more exposed to atrocities and combat in Vietnam compared with White Veterans, 
which seems to have contributed to increased PTSD prevalence in that study group. 
The study’s results for Japanese American Veterans triggered many questions by 
researchers “such as, is there sometimes a cultural norm against acknowledging 
these kinds of problems?” says Friedman. Researchers continue to pursue these 
types of questions regarding ethnicity and PTSD.

With the increasing number of women in military service, the National Center 
recognized early on the need to examine trauma and PTSD in this population. Our 

investigators published 
one of the first studies 
on the occurrence and 
negative impact of sexual 
harassment and assault in 
female military personnel 
(Wolfe et al., 19983). 
More recent research has 
expanded the examination 
of sexual trauma to include 
male Servicemembers. 
For example, a study of 
Reservists indicated that 
although women are at 
greater risk for sexual 

harassment, men might be more negatively affected when harassment is severe 
(Street, Stafford, Mahan, & Hendricks, 20084). As a result of such findings the VA 
developed assessment tools for sexual assault, and implemented screening and 
counseling for military sexual trauma. 

Studies with large samples and measurements over time are needed to fully 
understand the predisposing factors for PTSD and the effects of trauma. In 2003 
National Center investigators began one of the largest longitudinal surveys of 
military personnel: the Neurocognition Deployment Health Study of recently 
deployed Veterans (Vasterling et al., 20062). This study was one of the first 
longitudinal studies of military Veterans that included predeployment assessments. 
The researchers found that soldiers who had been deployed to Iraq were 
experiencing neurobiological compromise, “a neural alteration that happens when 
people are functioning under extreme stress,” says Jennifer Vasterling, PhD, study 
principal investigator. “They had been back a couple of months and were still in 
this hyperaroused state.” The researchers continue to study subsets of this Veteran 
cohort. Long-term studies are useful, says Vasterling, “because you can develop 
predictive models of risk factors for certain psychiatric disorders.”
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Neurobiology of PTSD
The National Center has a strong legacy of basic science research into the 
neurobiological causes and correlates of PTSD. The ultimate aim of our basic 
science research, led by experts in the Clinical Neurosciences Division, is to 
improve assessment and treatment of Veterans and others affected by trauma. 
Center investigators were the first to demonstrate alterations in brain structure, 
function, and chemistry associated with PTSD. Dysregulation of the stress response 
system — the hypothalamic–pituitary–adrenocortical (HPA) axis — showed that 
HPA abnormalities in Veterans with PTSD were different compared with Veterans 
with depression (Yehuda et al., 19932). Center investigators also found reduced 
hippocampal volume (Bremner et al., 19952) and a smaller anterior cingulate cortex 
in Veterans with PTSD. These findings supported the argument that PTSD was a 
psychiatric disorder, which experts in the field were debating at the time. 

The National Center has focused on identifying biomarkers associated with different 
expressions, or phenotypes, of PTSD. Findings from one key study suggest that 
a combination of genes involved in one particular neurotransmitter (serotonin) 
is associated with severity of two clusters of PTSD symptoms — arousal and re-
experiencing — and might be a risk factor for PTSD (Pietrzak, Galea, Southwick, & 
Gelernter, 20135). Center investigators also took part in the first comprehensive scan 
of DNA samples from many individuals: a Genome-Wide Association Study (GWAS) 
to see if there are any genetic differences between those with and those without 
PTSD. They found that a certain gene, called retinoid-related orphan receptor 
alpha (RORA), was associated with a higher risk of the disorder (Logue et al., 20132). 
This study opened a new line of inquiry into the role the RORA gene plays in the 
brain. Mark Miller, PhD, principal investigator at the Center’s Behavioral Science 
Division, says, “The GWAS findings got us thinking about molecular pathways and 
mechanisms we probably never would have thought about had we not found the 
association between RORA and PTSD.”

Improving the Assessment of PTSD
Accurate and up-to-date measures are crucial to advancing research on PTSD and 
the clinical care of Veterans living with PTSD. The development of the Clinician-
Administered PTSD Scale (CAPS) was one of the first Center-wide projects. We 
developed the CAPS because we believed it was essential to moving the field 
forward, and it was. The CAPS rapidly facilitated reliable and valid PTSD assessment 
in research around the world (Weathers, Keane, & Davidson, 20012).

Since then, the National Center has expanded 
its resources by developing additional leading 
assessment measures for trauma and PTSD for 
use in the VA, the Department of Defense (DoD), 
and around the world. These include the Primary 
Care-PTSD Screen (Prins et al., 20032) and the PTSD 
Checklist (Weathers, Litz, Herman, Huska, & Keane, 
19936).  One of the most widely used measures of 
PTSD symptom severity, the PTSD Checklist is also 
useful for making a provisional PTSD diagnosis.

As the field’s understanding of PTSD has evolved, 
so have the clinical criteria used to make a diagnosis.  Within the newly revised 
DSM-5, PTSD was reclassified from an anxiety disorder to an event-related disorder 

The development of the 
Clinician-Administered PTSD 
Scale (CAPS) was one of the 
first Center-wide projects.  
We developed the CAPS 
because we believed it was 
essential to moving the field 
forward, and it was.  

1993
The Women’s Health 
Sciences Division and the 
Pacific Islands Division are 
created

The Scientific Institute on 
Ethnocultural Aspects of 
PTSD is cosponsored by the 
Center and the National 
Institute of Mental Health 
(NIMH)

1994
National training 
conference on African-
American Veterans and 
PTSD, cosponsored by the 
Center and Readjustment 
Counseling Service (RCS)

1995
Center launches its website 
to disseminate information 
about PTSD to researchers, 
clinicians, Veterans, and the 
general public

Consensus Conference 
on PTSD Assessment, 
cosponsored by the Center 
and the NIMH

1996
Congressionally mandated 
study of PTSD in Native 
American and Asian-
American Vietnam Veterans 
is completed by the Center; 
results are presented to 
Secretary of Veterans Affairs

Women’s Health Sciences 
Division completes national 
survey of women Veterans’ 
perceptions of VA health 
care

http://www.ptsd.va.gov/professional/assessment/adult-int/caps.asp
http://www.ptsd.va.gov/professional/assessment/adult-int/caps.asp
http://www.ptsd.va.gov/professional/assessment/screens/pc-ptsd.asp
http://www.ptsd.va.gov/professional/assessment/screens/pc-ptsd.asp
http://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
http://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
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1997
VA Cooperative Study #420 
is launched, the largest 
PTSD psychotherapy study 
ever conducted

Education Division 
(currently Dissemination & 
Training Division) completes 
VA Disaster Mental Health 
Manual 

1998
National Disaster Mental 
Health Training Series is 
launched by the Center, in 
collaboration with RCS

1999
Center supports 
VA Headquarters in 
coordinating the VA PTSD/
Primary Care Summit

2000
First practice guideline for 
PTSD is published by the 
International Society for 
Traumatic Stress Studies, 
with contributions from the 
Center

2001
Center develops and 
disseminates resources in 
response to the aftermath of 
the September 11 terrorist 
attacks at the World Trade 
Center and Pentagon

VA Cooperative Study 
#494, the first study of 
PTSD treatment for female 
Veterans, is launched 

Congressionally mandated 
Military Sexual Trauma 
Project is launched by the 
Center

“because not all presentations of PTSD were consistent with conceptualizing the 
disorder in terms of simple fear or anxiety,” says Paula Schnurr, PhD, Executive 
Director of the National Center.  Dr. Friedman and other Center investigators not only 
played a leading role in redefining PTSD within DSM-5, but also validated revised 
assessment measures and examined the impact of the new criteria on rates of the 
disorder. In one seminal study, a Center research team found that the new criteria 
yielded prevalence estimates of PTSD similar to those of DSM-IV in both a national 
community sample and a sample of trauma-exposed Veterans (Miller et al., 20132).  

Beyond PTSD-specific measures, National Center investigators developed the most 
comprehensive assessment instrument for war-related stress: the Deployment 
Risk and Resilience Inventory (DRRI).  Although the DRRI was developed for use 
by researchers to assess various areas of psychosocial risk and resilience factors 
from across the deployment cycle, clinicians are increasingly using it as an 
adjunct assessment. The measure was updated to validate its scales with Veterans 
from recent conflicts in Iraq and Afghanistan (Vogt et al., 20137). In addition to 
measuring combat exposure, the DRRI also includes three measures related to 
family functioning and social support. The focus on family functioning is one of the 
major advantages of the DRRI “because research shows that family stressors have 
implications for Veterans’ postdeployment health,” says Dawne Vogt, PhD, Acting 
Deputy Director of the Center’s Women’s Health Sciences Division.

The National Center has investigated and continues to investigate whether 
multimodal approaches to assessment might improve PTSD diagnosis. An early 
milestone in the Center’s research on assessment was VA Cooperative Study #344. 
A large-scale study, the project addressed whether psychophysiological changes 
— such as increased heart rate, sweating, and breathing — could differentiate 
Veterans with and without PTSD. In a sample of more than 1,000 Veterans seeking 
treatment in VA, investigators found that, on average, individuals with PTSD showed 
stronger, more distinctive physiological reactions to trauma cues, with the most 
impaired Veterans experiencing the highest levels of physiological reactivity. But 
some Veterans with PTSD did not show increased physiological reactivity (Keane 
et al., 19982), a finding that encouraged additional research and  led to increased 
understanding of the physiology and assessment of PTSD. 

Advancing the Treatment of PTSD
Among our highest priorities are supporting VA clinicians, and improving Veterans’ 
lives through development, research, and dissemination of evidence-based 
treatments for PTSD. Our investigators have conducted landmark studies on 

cognitive-behavioral therapy 
(CBT) for PTSD, particularly 
the main evidence-based 
psychotherapies: Cognitive 
Processing Therapy (CPT) and 
Prolonged Exposure (PE).

The National Center has carried 
out the two largest randomized 
controlled trials of psychotherapy 
for PTSD ever conducted: (1) 
VA Cooperative Study #420, 
launched in 1997, which found no 

http://www.ptsd.va.gov/professional/assessment/deployment/index.asp
http://www.ptsd.va.gov/professional/assessment/deployment/index.asp
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difference between trauma-focused and present-centered group therapy for PTSD 
among male Vietnam Veterans (Schnurr et al., 20032); and (2) VA Cooperative Study 
#494, launched in 2001, the first randomized controlled trial of treatment for PTSD in 
female Veterans and Servicemembers, which found that PE was more effective than 
present-centered therapy (Schnurr et al., 20072). A smaller Center-led VA study added 
support to CPT for the treatment of military-related PTSD (Monson et al., 20062).  
These studies showed definitively that “we have reliable, evidence-based treatments 
that work,” says Schnurr. 

National Center researchers have also led advances in the delivery of evidence-
based PTSD treatments and in novel psychotherapeutic approaches. Studies 
that support CBT delivered via teleconferencing (Morland et al., 20102) and in an 

Internet-based, therapist-
assisted format (Litz, Engel, 
Bryant, & Papa, 20072) have 
helped increase access to 
PTSD treatment nationwide. 
Another Center-developed 
innovation, cognitive-
behavioral conjoint therapy 
(CBCT), sought to meet the 
needs of Veterans and others 
with PTSD struggling with 
intimate relationship issues 
or who want their partners 
directly involved in their 
PTSD care. A randomized 

controlled trial showed CBCT for PTSD alleviates distress, decreases PTSD symptom 
severity, and improves relationship satisfaction (Monson et al., 20122).

The National Center has a strong commitment to psychopharmacology research 
trials as well. A multisite study by Center investigators found that sertraline, an 
antidepressant previously shown to work in civilian populations, was ineffective for 
Veterans with PTSD (Friedman, Marmar, Baker, Sikes, & Farfel, 20072). More recently, 
the results of VA Cooperative Study #504 (Krystal et al., 20112), launched in 2004, 
indicated that an atypical antipsychotic agent, risperidone, did not add any benefits 
to existing pharmacological treatment for PTSD — a finding that led to revisions 
of the VA/DoD Clinical Practice Guideline for the Management of Posttraumatic Stress, 
which describes critical decision points in the management of PTSD and outlines 
the evidence behind different treatments. Trials testing novel agents that specifically 
address PTSD are needed, according to Friedman. “What I see looking down the 
road is research on medications that work on the biological systems we know are 
dysregulated in PTSD,” he says, such as inflammation markers or other neurosteroids 
or neuropeptides.

Promoting Implementation of Evidence-Based Care 
The National Center was instrumental in the development of the VA/DoD Clinical 
Practice Guideline for the Management of Posttraumatic Stress. The guideline offers 
clinicians essential information on how to provide consistent quality of care 
and utilization of resources throughout the health care system. However, the 
development and dissemination of state-of-the art tools and products are not 
sufficient to change practice. “We’ve increasingly recognized that dissemination 

2002
Usage of the Center’s 
website more than doubles, 
as professionals and 
laypersons seek information 
on disaster mental health 
following 9/11 attacks

Interagency summit on 
Early Intervention Following 
Mass Casualties is led by the 
Center

2003
The Iraq War Clinician Guide 
is released by the Center 
to prepare VA and DoD to 
serve personnel returning 
from Iraq

Research on the use of 
telehealth to care for 
Veterans in remote locations 
initiated by the Center

2004
Center co-leads 
development of the VA/DoD 
Clinical Practice Guideline 
for the Management of 
Posttraumatic Stress 

VA Cooperative Study 
#504 on the effectiveness 
of risperidone for PTSD is 
launched 

2005
Center completes 
Psychological First Aid, 
a manual that provides 
evidence-based guidance 
for first responders, and 
disseminates it online 
to help responders to 
Hurricane Katrina 

2006
PTSD 101, a comprehensive 
online PTSD training 
curriculum, is launched

http://www.healthquality.va.gov/guidelines/MH/ptsd/
http://www.healthquality.va.gov/guidelines/MH/ptsd/
http://www.healthquality.va.gov/guidelines/MH/ptsd/
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2006 cont.
Center leads VA’s national 
training initiative on 
Cognitive Processing 
Therapy

2007
Findings from Cooperative 
Study #494 are published; 
they show that Prolonged 
Exposure is effective for 
female Veterans with PTSD

Center leads VA’s national 
training initiative on 
Prolonged Exposure

Clinician’s Trauma Update-
Online (CTU-Online), a 
bimonthly electronic 
research newsletter, is 
published by the Center

2008
The PTSD Mentoring 
Program, started by the 
Center, supports VA PTSD 
program administrators and 
facilitates best practices in 
PTSD care for Veterans 

Center and DoD collaborate 
on STRONG STAR 
Multidisciplinary Research 
Consortium, aimed at 
developing effective 
interventions to prevent 
and treat combat-related 
PTSD in active-duty military 
personnel

2009
The first online toolkit for 
nonclinical professionals 
who come in contact with 
Veterans and other trauma 
survivors is made available 
by the Center

VA Cooperative Study #566 
is funded; it supports long-
term follow-up of a cohort 
of Iraq War Veterans initially 
assessed prior to their first 
deployment

is not enough,” says Schnurr, “and in order to ensure the uptake of treatment, it’s 
important also to facilitate implementation and expand our training programs for 
therapists.” 

“The data from this study provided 
real-world information on patients 
who were treated while the therapists
were learning the treatment.  So 
at the very beginning, with novice 
therapists learning the treatment, we 
saw very meaningful improvements.”

To make evidence-based treatment 
for PTSD widely available to Veterans 
across the United States, the VA created 
national clinical training programs in 
CPT (launched in 2006) and PE (launched 
in 2007). The National Center led the 
development and implementation of 
both programs. As of January 2015, there 
were nearly 2,000 VA providers trained 
to deliver PE and more than 6,000 VA 
and Vet Center providers trained to 

deliver CPT. Our evaluation of the PE training initiative showed that both PTSD and 
depression improved significantly for Veterans regardless of gender, war era, or 
trauma type (Eftekhari et al., 20132). “The data from this study provided real-world 
information on patients who were treated while the therapists were learning the 
treatment. So at the very beginning, with novice therapists learning the treatment, 
we saw very meaningful improvements,” says Schnurr. “This study strongly validated 
our training program for therapists.” The evaluation of the CPT training program, led 
by Center collaborator Kathleen Chard, PhD, has found similarly positive outcomes 
(Chard, Ricksecker, Healy, Karlin, & Resick, 20128).

Online training offers great potential to widely disseminate proven clinical practices. 
However, there is little information about how to conduct online training to help 
providers learn and implement new skills. Investigators from the National Center 
and the New England Research Institutes report encouraging findings from a 
randomized controlled trial testing a Web-based cognitive-behavioral skills training 
for PTSD providers. Results suggest that online training, especially with consultation, 
has potential for large health care systems such as VA (Ruzek et al., 20149).

Pioneering the Use of Technology in Education 
The National Center is internationally known as the leader in development of 
technology-based education and resources for trauma survivors.  In 1995 we 
launched our website, www.ptsd.va.gov. The initial purpose of the website was to 

provide widespread 
access to the Published 
International Literature 
on Traumatic Stress 
(PILOTS) online database, 
a comprehensive, cross-
discipline index to all 
published works on 
trauma.  Starting with 
just 2,000 records, when 
it was first made publicly 
available in 1991, PILOTS 
now includes more than 
53,000 records, with 
materials in 30 languages.  

http://www.ptsd.va.gov/public/treatment/therapy-med/prolonged-exposure-therapy.asp
http://www.ptsd.va.gov
http://www.ptsd.va.gov/professional/pilots-database/index.asp
http://www.ptsd.va.gov/professional/pilots-database/index.asp
http://www.ptsd.va.gov/professional/pilots-database/index.asp
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PILOTS is produced within the Center’s PTSD Resource Center, the world's largest 
collection of literature on traumatic stress. 

Early online offerings included fact sheets and other materials about PTSD and its 
treatment, geared toward providers. Through innovative programming and design, 
we have widened the scope of our website — with online manuals, mobile apps, 
toolkits, and videos — and it is now one of the world’s leading websites on PTSD 
for professionals, Veterans, and the public. In fiscal year (FY) 2014, our website had 
more than five million unique page views (averaging 422,000 views per month); and 
the mobile site had nearly 72,000 views (averaging 6,000 views per month). Recent 
offerings for Veterans, their families, and the public include Understanding PTSD, 
Understanding PTSD Treatment, and the Returning from the War Zone Guides.

As mobile apps have become an integral part of our everyday lives, the National 
Center has been at the forefront in the application of this technology for PTSD and 

co-occurring problems.  Starting 
with PTSD Coach, released in 2011, 
the National Center has continued 
to create iOS and Android apps 
for the public and providers.  Our 
apps are evidence-informed, using 
cognitive-behavioral and other 
tested principles to help users self-
manage symptoms and to augment 
professional care.

In 2010 the National Center 
entered the social media arena 
by establishing a  Twitter feed.  
We launched our Facebook page 

the following year, and established a presence on YouTube in 2012.  We quickly 
recognized that social media offers great promise as a tool for communication and 
education. With social media we can deliver our products to  new audiences and 
provide real-time resources when disasters and other large-scale traumatic events 
occur. Social media has also opened up an interactive communication channel with 
our audiences, enabling us to gain insights into the concerns and experiences of 
trauma survivors, and to respond to their questions. The “social” part of social media 
is also crucial, as those who engage with us share our resources with their own 
networks of friends, family, and colleagues.

Outreach to Professionals
To better, the National Center has moved from passive dissemination strategies 
toward active outreach. And we have developed mechanisms to make new scientific 
findings and evidence-based treatments easily accessible.

National Center staff present regularly on national VA calls and at professional 
meetings to disseminate information. Since 2013 we have made the continuing 
education courses in our popular PTSD 101 curriculum available as podcasts, so 
providers can learn about assessment and treatment of PTSD at their convenience. 
With our PTSD Consultation Lecture Series, which is archived following each live 
broadcast, providers can keep current on the latest clinical findings and best 
practices for PTSD care.  

2010
Congress designates June 
27 as PTSD Awareness Day 
(S. Res. 455) and the Center 
launches its first annual 
PTSD outreach campaign

Skills for Psychological 
Recovery, an intervention 
for postdisaster survivors, 
is published by the Center 
in collaboration with the 
National Child Traumatic 
Stress Network

Center contributes to 
the revised VA/DoD 
Clinical Practice Guideline 
for the Management of 
Posttraumatic Stress 

2011
The VA PTSD Consultation 
Program is established to 
advise VA staff on PTSD 
and to promote the use of 
evidence-based practice

PTSD Coach, VA’s first 
mobile phone app, is 
released by the Center and 
DoD’s National Center for 
Telehealth & Technology

Findings from VA 
Cooperative Study #504 
are published. They show 
that risperidone is not 
effective for treatment-
resistant PTSD, leading to 
a revision of the VA/DoD 
Clinical Practice Guideline 
for the Management of 
Posttraumatic Stress 

2012
PTSD Coach Online, an 
expanded desktop version 
of the popular PTSD Coach 
app, is made available by 
the Center

AboutFace, a website 
offering videos of Veterans’ 
stories of PTSD and how 
treatment turned their lives 
around, is launched by the 
Center

http://www.ptsd.va.gov/public/PTSD-overview/basics/index.asp
http://www.ptsd.va.gov/public/treatment/therapy-med/Understanding-TX.asp
http://www.ptsd.va.gov/public/PTSD-overview/reintegration/returning_from_the_war_zone_guides.asp
http://www.ptsd.va.gov/public/materials/apps/PTSDCoach.asp
http://www.ptsd.va.gov/public/materials/apps/index.asp
http://www.ptsd.va.gov/public/materials/apps/index.asp
https://twitter.com/VA_PTSD_Info
https://www.facebook.com/VAPTSD
https://www.youtube.com/playlist?list=PL8FBF506DEC670ADF
http://www.ptsd.va.gov/professional/continuing_ed/index.asp
http://www.ptsd.va.gov/professional/continuing_ed/index.asp
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2012 cont.
PE Coach, the first treatment 
companion app, is released 
by the Center and DoD’s 
National Center for 
Telehealth & Technology

2013
DSM-5 versions of the CAPS 
and the PTSD Checklist are 
released by the Center

Center assists in VA’s 
response to the Sandy 
Hook school shooting 
by providing training 
and consultation to local 
providers

The University of Texas 
Health Science Center 
and the National Center 
for PTSD receive the 
Consortium to Alleviate 
PTSD award, a 5-year, $45 
million research initiative 
funded by VA and DoD to 
improve understanding and 
treatment of PTSD 

2014
What is PTSD?, the Center’s 
first Whiteboard video, 
debuts on YouTube

VA Cooperative Study #591, 
a 17-site trial to compare the 
effectiveness of Prolonged 
Exposure and Cognitive 
Processing Therapy for 
Veterans, is launched

Center receives 
Congressional funding 
to expand the PTSD 
Consultation Program to 
non-VA providers and to 
establish the National PTSD 
Brain Bank, the first brain 
tissue repository to advance 
PTSD research

The National Center also produces publications aimed at disseminating novel 
information to the field.  The Clinician’s Trauma Update-Online is an electronic 

newsletter that provides clinicians with summaries 
of peer-reviewed articles, with an emphasis on the 
assessment and treatment of Veterans. Published six 
times a year, the newsletter had more than 34,000 
subscribers at the end of FY 2014.  The PTSD Research 
Quarterly, with more than 50,000 subscribers, provides 
expert reviews of the scientific PTSD literature. Topics 

covered in FY 2014 included the dissociative subtype of PTSD, partial PTSD, DSM-5 
and the upcoming ICD-11, and adjustment to mass shootings.

The National Center has 
moved from passive 
dissemination strategies 
toward active outreach.

Looking Towards the Future
To optimally serve the field and carry out the National Center’s mission, we 
continued to align our research portfolio in FY 2014 with the Operational Priorities 
identified the previous year. These priorities include (1) Biomarkers; (2) DSM-5; (3) 
Treatment efficiency, effectiveness, and engagement; (4) Care delivery, models of 
care, and system factors; and (5) Implementation. Each priority reflects a critical area 
for development in both research and education.
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http://www.ptsd.va.gov/professional/articles/article-pdf/id39124.pdf 
http://www.ptsd.va.gov/professional/articles/article-pdf/id28862.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id26753.pdf 
http://www.ptsd.va.gov/professional/articles/article-pdf/id33947.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id28869.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id26676.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id30597.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id29137.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id23438.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id04081.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id28689.pdf 
http://www.ptsd.va.gov/professional/articles/article-pdf/id36638.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id23235.pdf
http://www.ptsd.va.gov/professional/articles/article-pdf/id03417.pdf
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TOP 10 NATIONAL CENTER BOOKS* Anniversary

th25
Effective treatments for PTSD: Practice 
guidelines from the International Society for 
Traumatic Stress Studies (2nd ed.)
Foa, E. B., Keane, T. M., Friedman, M. J., & Cohen, J. A. 
(Eds.) (2009). New York, NY: Guilford Press.

Neurobiological and clinical consequences 
of stress: From normal adaptation to 
posttraumatic stress disorder 
Friedman, M. J., Charney, D. S., & Deutch, A. Y. (Eds.)
(1995). Philadelphia, PA: Lippincott-Raven.

Handbook of PTSD: Science and practice  
(2nd ed.)
Friedman, M. J., Keane, T. M., & Resick, P. A. (Eds.) 
(2014). New York, NY: Guilford Press.

Gender and PTSD 
Kimerling, R., Ouimette, P., Wolfe, J. (Eds.) (2002). New 
York, NY: Guilford Press.

Interventions following mass violence 
and disasters: Strategies for mental health 
practices. 
Ritchie, E. C., Watson, P. J., & Friedman, M.J. (Eds.) (2007). 
New York, NY: Guilford Press.

Trauma and health: 
Physical health consequences of exposure to 
extreme stress 
Schnurr, P. P., & Green, B. L. (Eds.) (2004). Washington, 
DC: American Psychological Association.

Resilience
The Science of Mastering Life’s 

Greatest Challenges

Ten key ways to weather and bounce back from stress and trauma 

“This book teaches you how to become stronger, how to bend but 
not break, and how to make the best out of a bad situation...”

Earvin “Magic” Johnson

Steven M. Southwick, M.D. 
& Dennis S. Charney, M.D.

Resilience: The science of mastering life’s 
greatest challenges 
Southwick, S. M., & Charney, D. S. (2012). New York, NY: 
Cambridge University Press.

Caring for veterans with deployment-related 
stress disorders: Iraq, Afghanistan, and 
beyond 
Ruzek, J. I., Schnurr, P. P., Vasterling, J. J., & Friedman, 
M. J. (Eds.) (2012). Washington, DC: American 
Psychological Association.

PTSD and mild traumatic brain injury 
Vasterling, J. J., Bryant, R. A., & Keane, T. M. (Eds.) (2012). 
New York, NY: Guilford Press.

Assessing psychological trauma and PTSD  
(2nd ed.)
Wilson, J. P. & Keane, T. M. (2004). New York, NY: Guilford 
Press. 

* Author names in boldface indicate affiliation with the National Center.
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RECENT MAJOR INITIATIVES

The National Center has made great 
strides in PTSD research and education.  
The diversity of our initiatives during the 
past few years speaks to the leadership 
role we play in informing the prevention, 
assessment, and treatment of PTSD.  The 
VA I CARE values of Integrity, Commitment, 
Advocacy, Respect, and Excellence guide this 
work.

Our reach and our ambitions have grown.  
The insights gained from our research inform 
daily clinical practice.  Training has expanded 
from brief courses to comprehensive 
curricula and expert consultation on PTSD 
to any provider working with Veterans.  
Outreach efforts have matured, resulting in 
a dynamic website with interactive content 
and mobile offerings.

As we look forward to the next 25 years, we 
will continue to pursue multiple paths to 
achieve the goal of enhancing the clinical 
care and social welfare of those who have 
experienced trauma.

Increasing Scientific Understanding of 
Trauma and PTSD
The key to improving care is advancing our understanding of the 
neurobiology of trauma and PTSD.

Genetics of PTSD: Analysis of RORA and Other Candidate 
Genes in PTSD
The National Center is continuing its pioneering work on the role 
of the RORA gene in the development of PTSD (see page 7).  The 
research team is now conducting a more detailed genetic analysis 
of RORA and PTSD to: (1) identify the complete array of genetic 
variation in these genes associated with PTSD risk, (2) perform 
genome-wide expression analysis, (3) analyze additional PTSD-
related comorbidity phenotypes, and (4) examine possible gene-
gene interactions.

The Consortium to Alleviate PTSD 
In 2013 President Obama announced a $45 million award over five 
years to establish the Consortium to Alleviate PTSD (CAP).  The 
National Center partnered with the STRONG STAR Consortium at 
the University of Texas Health Science Center at San Antonio to 
successfully compete for this award. The funding will advance PTSD 
care for Servicemembers and Veterans. The CAP will provide an 
array of cutting-edge clinical treatment trials and biological studies 
including efforts to learn more about the biology/physiology 
of PTSD development, treatment response to inform diagnosis, 
prediction of disease outcome, and new or improved treatment 
methods.

http://www.va.gov/ICARE/
http://delta.uthscsa.edu/consortiumtoalleviateptsd/
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The VA PTSD Brain Bank
Currently there are more than 50 brain banks 
in the United States. The focus of these brain 
tissue repositories is on investigating alcoholism, 
Alzheimer’s disease, depression, schizophrenia, and 
a variety of neurological disorders. Yet there has 
never been a PTSD brain bank — until now. With 
funding appropriated by Congress, the National 
Center is leading a consortium to develop a national 
PTSD brain bank  — the first brain tissue repository 
dedicated to studying the physical impact of 
stress, trauma, and PTSD on brain tissue. Projects 
overseen by the consortium will advance scientific 
knowledge about PTSD, particularly biological 
indicators (biomarkers) associated with the disorder. 
Dr. Friedman is Director of the consortium, which 
includes the Uniformed Services University of Health 
Sciences, the VA Medical Center in San Antonio 
and in Boston, and the National Center’s Behavioral 
Science and Clinical Neurosciences Divisions. 

Understanding the Longitudinal Course of PTSD
Examining how PTSD develops and changes over time reveals risk and protective factors, as well as effects of the disorder.  

VA Cooperative Study #566: Neuropsychological 
and Mental Health Outcomes of Operation Iraqi 
Freedom (OIF)
The VA Cooperative Studies Program funded the latest wave 
of followup in the Neurocognition Deployment Health Study, 
which has been examining the psychological impact of war 
zone stress (including PTSD and TBI) in male and female 
active duty Army soldiers since 2003 (see page 6).  The latest 
wave of data collection was completed in June 2014, with 
more than 600 cohort members participating.

Project VALOR: Veterans After-Discharge 
Longitudinal Registry
The first registry of combat-exposed men and women 
with PTSD aims to: (1) identify clinical characteristics, 
risk factors, and comorbidities, (2) describe and evaluate 

neuropsychological and psychosocial outcomes and treatment trajectories, and (3) compare an undiagnosed group of 
Veterans who are high health care users with nondeployed Veterans. The registry will provide essential data on the natural 
history of PTSD including progression, remission, and outcomes associated with the disorder.

SERV Registry: Survey of Experiences of Returning Veterans
A longitudinal cohort study, the SERV Registry aims to determine differences in how male and female combat Veterans 
readjust to civilian life after deployment by tracking Veterans’ use and continuity of care, physical and psychiatric 
comorbidity, and medication use and adherence since 2002. As of April 2015 a total of 711 Veterans (480 men and 231 
women) have been enrolled. Results will help identify gaps in and barriers to services.

http://www.research.va.gov/programs/tissue_banking/PTSD/default.cfm
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Enhancing Care for PTSD
Although we have effective psychotherapies for PTSD, care will be advanced when we understand what works best for 
whom and offer proven alternative delivery methods. Patient-centered care will also be optimized when new medication 
options are identified.

VA Cooperative Study #591: Comparative Effectiveness Research in Veterans with PTSD (CERV-PTSD)
The National Center is currently leading a $10 million study that will compare PE and CPT, and will help answer whether 
one treatment is better suited than the other for specific types of patients. Launched in early FY 2014, VA Cooperative Study 
#591 is the first large-scale comparative effectiveness trial of treatment for PTSD. The study, which will involve 900 Veterans 
at 17 sites across the country, will help VA leadership, providers, and Veterans in making informed choices about PTSD care 
in VA, and will also be broadly relevant to the scientific and clinical communities outside VA.

Novel Approaches to Treatment Delivery
Two National Center studies examine new delivery methods for PTSD 
treatment to give patients a range of choices. The first extends our 
work in telehealth by comparing three ways to provide PE to Veterans 
with PTSD: in-home in-person,  in-home teleconferencing, and in-clinic 
teleconferencing. If PE can be effectively delivered in these diverse ways, 
patients will be able to use the option that best suits their needs. A 
second trial compares Written Exposure Therapy (WET), a brief treatment 
that requires minimal therapist involvement, with CPT. If results are 
positive, WET could be an alternative trauma-focused treatment for 
patients who prefer to write about, rather than talk about, their trauma.

Novel Pharmacological Approaches 
The most effective medications for PTSD are selected types of antidepressants that work by increasing two important 
brain neurotransmitters: serotonin and norepinephrine. Other types of medication might offer even more effective 
alternatives. National Center investigators are planning a trial of ketamine, which is typically used for sedation but also 
has rapid antidepressant effects, for treating PTSD in active duty military personnel and Veterans who do not respond 
to antidepressant treatment. The trial is part of the CAP award. A second study is examining the safety and efficacy of 
URB597, a compound that increases the brain’s production of endocannabinoids, which reduce depression and pain. The 
same group of investigators is also examining a substance that works on glutamate, the most abundant neurotransmitter 
in the brain, and important for learning and memory. Lastly, Center investigators completed data collection in a clinical 
trial of ganaxolone, a steroid that might help alleviate PTSD due to its effects on gamma-aminobutyric acid (GABA), a 
neurotransmitter that helps regulate anxiety and fear. 

Promoting Awareness of PTSD and Engagement in Evidence-based Treatment
The first step in encouraging treatment engagement is helping people recognize 
that they might have a problem that can be helped with treatment.

AboutFace
For those trauma survivors who develop troubling symptoms, it can be difficult 
to take the first step to get care. The National Center created AboutFace to help 
Veterans and other trauma survivors learn about people who have successfully 
overcome stigma and other treatment obstacles. AboutFace is an award-winning 
online video gallery of Veterans telling their stories of how PTSD treatment has 
turned their lives around. Since its 2012 launch, AboutFace has expanded to 
include videos from family and friends of Veterans with PTSD, along with insights 
from clinicians who treat PTSD.

http://www.ptsd.va.gov/apps/AboutFace/
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Animated Whiteboard Videos 

Our collection of six short, hand-drawn, animated videos gives 
Veterans, family members, professionals, and the general 
public an accurate and accessible overview of the assessment 
and treatment of PTSD.  Five of the six videos target a 
public audience: What is PTSD?; Prolonged Exposure for PTSD; 
Cognitive Processing Therapy for PTSD; PTSD Treatment: Know 
Your Options; and “Evidence-based” Treatment: What Does It 
Mean?  The final video, Prescribing for PTSD: Know Your Options, 
is for providers and includes information about screening for 
PTSD, prescribing, and referring for psychotherapy. 

Developing Self-Help and Treatment 
Companion Resources
The National Center offers trauma survivors innovative tools that are 
grounded in science. 

Mobile Phone Applications 
In 2011 the National Center partnered with the DoD to launch the 
first publicly available VA app, PTSD Coach.  The app offers users 
self-assessment, coping skills, and other resources, and has received 
numerous awards. The Center has continued to develop a wide 
array of apps, including self-help tools and apps that support the 
delivery of PE, CPT, and CBT for insomnia. Apps provide users with 
information and assistance wherever they are and whenever they 
need it. Like all our products, National Center apps are distributed for 
free.

PTSD Coach Online 

Inspired by the enthusiastic response to the PTSD Coach app, we 
created PTSD Coach Online, a suite of evidence-informed, Web-based 
tools to help users cope with symptoms like anger, sadness, anxiety, 
and trouble sleeping. In addition to integrating many elements 
from the PTSD Coach app, PTSD Coach Online includes tools that 
allow users create in-depth plans to tackle the issues they are facing. 
Integrating video, animation, audio, and interactivity, PTSD Coach 
Online helps those impacted by stress and trauma help themselves. 

VetChange 
Heavy drinking is a common problem in Veterans of the most 
recent conflicts; and research has shown that Veterans who struggle 
with problematic drinking patterns often have PTSD symptoms 
as well. VetChange, an online self-management program for 
Veterans concerned about their drinking, addresses both issues. A 
randomized controlled trial of an initial version of VetChange showed 
that the intervention helped many Veterans reduce their drinking 
and PTSD symptoms. A new version — with enhanced interactivity, 
video tips, and responsive design — is slated for release in 2015.

http://www.ptsd.va.gov/public/materials/videos/whiteboards.asp
http://www.ptsd.va.gov/public/materials/videos/whiteboards.asp
http://www.ptsd.va.gov/public/materials/videos/whiteboards.asp
http://www.ptsd.va.gov/public/materials/videos/whiteboards.asp
http://www.ptsd.va.gov/professional/materials/videos/index.asp
http://www.ptsd.va.gov/public/materials/apps/PTSDCoach.asp
http://www.ptsd.va.gov/apps/ptsdcoachonline/default.htm
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Educating Professionals about Evidence-based PTSD Care
Online resources give providers within VA and in the community on-demand access to free training. 

Continuing Education Courses 
Educating VA providers in the assessment 
and treatment of PTSD and related issues is 
vital to the National Center’s mission.  Our 
continuing education resources are all freely 
available online, making them accessible to not 
only providers within VA but also community-
based providers, researchers, trainees, and 
paraprofessionals. Our flagship PTSD 101 series 
offers a broad array of hour-long courses that 
are available both online and as podcasts. 
The lecture series From the War Zone to the 
Home Front, a collaboration with the Red Sox 
Foundation and the Massachusetts General 
Hospital Home Base Program, features on-
demand lectures on topics relevant to caring for 
Veterans of the Iraq and Afghanistan wars and 
their families.

Within the past five years, we have expanded our Web-based continuing education offerings to include advanced 
multimodule courses on specialized treatment approaches. These courses incorporate video vignettes, step-by-step 
guidance, and patient materials that can help providers integrate these interventions into their practice. Currently available 
courses include STAIR: Skills Training in Affect and Interpersonal Regulation and Assessment and Treatment of Sleep Problems in 
PTSD. Soon-to-be-released courses include Managing Anger and Clinician-Administered PTSD Scale-5 (CAPS-5) Online Training 
for Providers.

Comprehensive Toolkits 
Our toolkits feature fact sheets, handouts, and tutorials to give professionals in a variety of disciplines one-stop access to 
key resources to help address the needs of the Veterans they serve. Going beyond a focus purely on PTSD, the toolkits cover 
broader mental health, medical, employment, and educational aspects of Veterans’ lives.  The Community Provider Toolkit, VA 
Campus Toolkit, and Veterans Employment Toolkit are currently available online, and additional toolkits are in development.

Provider Resources to Help Address the 
Needs of Women Veterans 
Women are the fastest-growing group within 
the Veteran population.  The National Center has 
taken the initiative to better address their needs, 
both as patients and as research participants.  
The online course Caring for Women Veterans, 
available on the Center’s intranet, aims to help VA 
providers understand common issues that arise 
in the medical and mental health care of female 
Veterans.  A second online offering, Conducting 
Research with Women Veterans, provides 
suggestions for study recruitment, research 
design, data analysis, and reporting results from 
projects involving women Veterans.

http://www.ptsd.va.gov/professional/continuing_ed/index.asp
http://www.ptsd.va.gov/professional/continuing_ed/STAIR_online_training.asp
http://www.ptsd.va.gov/professional/continuing_ed/assessment_tx_sleep_problems.asp
http://www.ptsd.va.gov/professional/continuing_ed/assessment_tx_sleep_problems.asp
http://www.ptsd.va.gov/professional/materials/toolkits/index.asp
http://vaww.ptsd.va.gov/
http://www.ptsd.va.gov/professional/continuing_ed/conductresearch_womenvets.asp
http://www.ptsd.va.gov/professional/continuing_ed/conductresearch_womenvets.asp
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Supporting the Implementation of Evidence-based PTSD Care
These initiatives encourage adoption of evidence-based practices by providers and clinic managers, and the systems in 
which they work.

PTSD Consultation Program
Launched in 2011 the  PTSD Consultation Program connects VA providers working within any clinic or setting  with expert 
PTSD consultants. The program’s consultants are available via phone and email, providing information about treating 
Veterans with PTSD and answering questions related to the disorder. A 61% increase in consults from FY 2013 to FY 2014 
demonstrates the program’s impressive growth. This growth will continue as the program begins offering consultation and 
resources to non-VA providers who see Veterans in the community, starting in 2015.

VA PTSD Mentoring Program
PTSD program directors throughout VA face myriad 
challenges to effective delivery of PTSD treatments to 
the Veterans seen in their clinics. In 2008 the National 
Center initiated the VA PTSD Mentoring Program to 
connect program directors with seasoned mentors 
within their regions. Mentors work with PTSD 
program directors to help them meet the increased 
demand for treatment by restructuring existing 
programs, and by implementing best administrative 
and clinical practices.

Promoting Effective, Routine, and Sustained Implementation of Stress Treatments (PERSIST) 
The ongoing PERSIST research project, launched in 2013, provides the Veterans Health Administration (VHA) with 
information about factors that interfere with and promote adoption and sustained use of evidence-based psychotherapies 
for PTSD (PE and CPT). The study will also yield a clinical tool to help provider teams in specialized PTSD outpatient 
programs and community-based outpatient clinics more readily identify challenges associated with delivery of evidence-
based psychotherapies and actionable solutions to those challenges.

Practice-Based Implementation Network (PBIN) 
in Mental Health
National Center researchers are implementing a practice-
based implementation network by bringing together VA 
and DoD clinicians, clinic managers, and implementation 
scientists to put into practice new treatments and to 
facilitate the adoption of improvements across systems of 
care. The project will identify system-specific barriers and 
facilitators to adoption of mental health best practices. 
The first practice the PBIN will work to improve is the 
routine implementation of patient outcomes monitoring, 
a vital but underused element in ensuring high-quality 
PTSD care.

http://www.ptsd.va.gov/professional/consult/index.asp
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FISCAL YEAR 2014 AT A GLANCE 

Research Overview

In 2014, Center investigators 
produced 228 print publications 
(journal articles, book chapters, 
and books) and had another 
168 in-press and advance online 
publications.

In FY 2014, the National Center research portfolio included 
109 research grants – including small single-site studies, 

large multisite 
projects, research 
training fellowships, 
and research 
infrastructure grants 
– with nearly $130 
million in total award 
funding.  A narrative 
description of 
research initiatives at 

each of the Center divisions is provided in Appendix A.  The 
Center’s FY 2014 research and other funding is provided in 
Appendix B.

Research productivity at the National Center illustrates the 
breadth and depth of our scientific pursuits and our impact 
within the PTSD field. In FY 2014, Center investigators 
produced 226 print publications (journal articles, book 
chapters, and books) and had another 168 in-press and 
advance online publications.  The Center also continued 
to be well represented on the editorial boards of leading 
journals and at professional meetings and conferences, 
contributing to more than 263 scientific presentations in 
FY 2014.  Comprehensive lists of our publications, scientific 
presentations, and editorial board activities can be found in 
Appendices C, D, E, and F.  

Education Overview
The National Center’s educational programs span the 
dissemination and implementation continuum.  Activities 
in FY 2014 included educational presentations at national 
conferences and to specific groups, clinical demonstration 
projects, national consultation, and regional/national 
trainings of providers and paraprofessionals.  We continued 
our involvement in several VA-wide provider training 
programs including PE and CPT for PTSD. Highlights 
from the FY 2014 educational program portfolio and 
associated funding are provided in Appendix B. A listing of 
educational presentations by Center staff and affiliates are 
in Appendix G.  

The National Center’s educational products in FY 2014 
highlight innovations in technology as well as our 
commitment to increasing provider use of and patient 
engagement in evidence-based PTSD care.  We made 

available or are in the 
process of developing a 
wide variety of products 
for VA and community 
providers, Veterans, 
families, and the general 
public.  Products include 

treatment guides and newsletters, mobile applications, 
online courses, videos, social media channels, and online 
toolkits.  

The National Center’s 
educational programs span 
the dissemination and 
implementation continuum. 
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Communications Overview
The National Center utilizes diverse online communication 
strategies to disseminate information and share resources.  
Our website, www.ptsd.va.gov, had more than six million 
views in FY 2014.  We maintained a strong social media 
presence, ending the FY with more than 18,000 Twitter 
followers and a Facebook page with more than 83,000 fans. 
We also continued to share information through our PTSD 
Monthly Update, an electronic newsletter with more than 
84,000 subscribers. The newsletter focuses on a different 
theme in each issue, highlighting relevant Center products 
for professionals and the general public.

Even as our reach has expanded with the use of new media, 
traditional communication channels continue to play an 
important role in information dissemination. As media 
interest in PTSD grows each year, National Center staff are 
increasingly called upon to provide accurate information 

and context when PTSD and traumatic events are in the 
news. Just in the past two years, we have responded to 
more than 80 inquiries from leading newspapers, television 
channels, and popular magazines.  Center leadership and 
staff have been interviewed by reporters from diverse 
media outlets, including Time Magazine, The Boston Globe, 
CNN, Al Jazeera America, and Vermont Public Radio.  

And, when leaders and policy makers in VA, the DoD, and 
other federal agencies need insight into research and 
practice related to PTSD, they turn to the National Center 
for PTSD. So too do their international counterparts.  
Consultations include a wide variety of activities, from 
responding to a phone call or email, to serving on a task 
force or work group, to participating onsite in the aftermath 
of a natural disaster.

Raising PTSD Awareness

The National Center promotes awareness of PTSD and 
effective treatments throughout the year. In 2010 Congress 
named June 27th PTSD Awareness Day (S. Res. 455). This year 
the Senate designated the full month of June for National 
PTSD Awareness (S. Res. 481), continuing a practice that 
had begun in 2013. Efforts are under way to continue this 
designation in future years.

Our efforts around PTSD Awareness Month expanded in 
2014. We collaborated with more than 36 organizations and 
departments to implement a national online and networking 
campaign to promote raising PTSD awareness. Recognizing 
the continuing growth and importance of social media, the 
campaign centered on the theme “#PTSD Awareness — Learn. 
Connect. Share.” We created the hashtag “#PTSD Awareness” 
to encourage widespread sharing of the message through 
social media channels.

In May 2014 we launched a dedicated PTSD Awareness section of our website to provide materials that 
organizations and individuals could use to raise PTSD awareness throughout June. We developed and 
disseminated flyers, social media posts, screen savers, and email marketing bulletins. We also encouraged events 
and postings at VA facilities and public locations across the country.

During the month of June, traffic to our website increased substantially from previous months, with page views 
for the full site topping 500,000 for the month. We also met our goal to increase Facebook Likes. Thanks to 
extensive outreach and social networking, our Likes grew to 66,700 by the end of PTSD Awareness Month — a 
91% increase from the prior year’s campaign.

http://www.ptsd.va.gov
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ABOUT THE NATIONAL CENTER FOR PTSD

The Center was developed with the 
ultimate purpose of improving the 

wellbeing, status, and understanding of 
Veterans in American society.

History
The National Center for PTSD was created in 1989 within the 
Department of Veterans Affairs in response to a Congressional 
mandate (PL 98-528) to address the needs of Veterans and other 
trauma survivors with PTSD. The Center was developed with 
the ultimate purpose of improving the well-being, status, and 
understanding of Veterans in American society. The mandate called 
for a center of excellence that would set the agenda for research and 
education on PTSD without direct responsibility for patient care. 
Convinced that no single VA site could adequately serve this unique 
mission, VA established the Center as a consortium of five divisions.

Organization
The National Center now consists of seven VA academic centers 
of excellence across the United States, with headquarters in White 
River Junction, Vermont. Other divisions are located in Boston, 
Massachusetts; West Haven, Connecticut; Palo Alto, California; and 
Honolulu, Hawaii; and each contributes to the overall Center mission 
through specific areas of focus.

The National Center for PTSD is an integral and valued component of 
the VA’s Mental Health Services (MHS), which itself is within the VHA. 
MHS and the Center receive budget support from VA, although the 
Center also leverages this support through successful competition 
for extramural research funding.
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LEADERSHIP IN FISCAL YEAR 2014

Paula P. Schnurr, PhD 
Executive Director, Executive Division, VT

Research Professor of Psychiatry, Geisel School 
of Medicine at Dartmouth

Matthew J. Friedman, MD, PhD
Senior Advisor and founding Executive 
Director, Executive Division, VT

Professor of Psychiatry and of Pharmacology 
and Toxicology, Geisel School of Medicine at 
Dartmouth

Jessica L. Hamblen, PhD 
Acting Deputy Executive Director and 
Deputy for Education, Executive Division, 
VT

Associate Professor of Psychiatry, Geisel School 
of Medicine at Dartmouth

Rani Hoff, PhD, MPH 
Division Director, Evaluation Division, CT 
Director of the Northeast Program 
Evaluation Center

Professor of Psychiatry, Yale University School of 
Medicine

Terence M. Keane, PhD 
Division Director, Behavioral Science 
Division, MA

Professor of Psychiatry and Assistant Dean for 
Research, Boston University School of Medicine

John H. Krystal, MD
Division Director, Clinical Neurosciences 
Division, CT

Robert L. McNeil, Jr. Professor of Translational 
Research and Chairman of the Department of 
Psychiatry, Yale University School of Medicine

Josef Ruzek, PhD 
Division Director, Dissemination and 
Training Division, CA

Professor (Clinical Professor-Affiliated), Stanford 
University; Associate Professor, Palo Alto 
University

Amy Street, PhD 
Acting Division Director, Women’s Health 
Sciences Division, MA 
 
Associate Professor of Psychiatry, Boston 
University School of Medicine

James Spira, PhD, MPH 
Director, Pacific Islands Division, HI

http://www.ptsd.va.gov/about/divisions/pacific-islands/index.asp
http://www.ptsd.va.gov/about/divisions/executive/index.asp
http://www.ptsd.va.gov/about/divisions/evaluation/index.asp
http://www.ptsd.va.gov/about/divisions/behavioral-science/index.asp
http://www.ptsd.va.gov/about/divisions/behavioral-science/index.asp
http://www.ptsd.va.gov/about/divisions/clinical-neurosciences/index.asp
http://www.ptsd.va.gov/about/divisions/clinical-neurosciences/index.asp
http://www.ptsd.va.gov/about/divisions/dissemination/index.asp
http://www.ptsd.va.gov/about/divisions/dissemination/index.asp
http://www.ptsd.va.gov/about/divisions/womens-health/index.asp
http://www.ptsd.va.gov/about/divisions/womens-health/index.asp


2014 ANNUAL REPORT | 26NATIONAL CENTER FOR PTSD | www.ptsd.va.gov

ADVISORY BOARDS

Fiscal Year 2014 Scientific Advisory Board

Chair: John Fairbank, PhD
National Center for Child Traumatic Stress, Duke University Medical 
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SUPREME COURT OF THE UNITED STATES 
GEORGE PORTER, JR. v. BILL MCCOLLUM, 
ATTORNEY GENERAL OF FLORIDA, ET AL. 

ON PETITION FOR WRIT OF CERTIORARI TO THE UNITED

STATES COURT OF APPEALS FOR THE ELEVENTH CIRCUIT


No. 08–10537. Decided November 30, 2009 


PER CURIAM. 
Petitioner George Porter is a veteran who was both

wounded and decorated for his active participation in two
major engagements during the Korean War; his combat 
service unfortunately left him a traumatized, changed 
man. His commanding officer’s moving description of 
those two battles was only a fraction of the mitigating 
evidence that his counsel failed to discover or present
during the penalty phase of his trial in 1988. 

In this federal postconviction proceeding, the District
Court held that Porter’s lawyer’s failure to adduce that
evidence violated his Sixth Amendment right to counsel
and granted his application for a writ of habeas corpus.
The Court of Appeals for the Eleventh Circuit reversed, on 
the ground that the Florida Supreme Court’s determina-
tion that Porter was not prejudiced by any deficient per-
formance by his counsel was a reasonable application of 
Strickland v. Washington, 466 U. S. 668 (1984).  Like the 
District Court, we are persuaded that it was objectively 
unreasonable to conclude there was no reasonable prob-
ability the sentence would have been different if the sen-
tencing judge and jury had heard the significant mitiga-
tion evidence that Porter’s counsel neither uncovered nor 
presented. We therefore grant the petition for certiorari in 
part and reverse the judgment of the Court of Appeals.1 

—————— 
1 We deny the petition insofar as it challenges his conviction.  
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I 
Porter was convicted of two counts of first-degree mur-

der for the shooting of his former girlfriend, Evelyn Wil-
liams, and her boyfriend Walter Burrows. He was sen-
tenced to death on the first count but not the second. 

In July 1986, as his relationship with Williams was 
ending, Porter threatened to kill her and then left town. 
When he returned to Florida three months later, he at-
tempted to see Williams but her mother told him that 
Williams did not want to see him. He drove past Williams’ 
house each of the two days prior to the shooting, and the 
night before the murder he visited Williams, who called 
the police.  Porter then went to two cocktail lounges and
spent the night with a friend, who testified Porter was
quite drunk by 11 p.m. Early the next morning, Porter
shot Williams in her house.  Burrows struggled with Por-
ter and forced him outside where Porter shot him. 

Porter represented himself, with standby counsel, for
most of the pretrial proceedings and during the beginning
of his trial. Near the completion of the State’s case in
chief, Porter pleaded guilty. He thereafter changed his
mind about representing himself, and his standby counsel 
was appointed as his counsel for the penalty phase.  Dur-
ing the penalty phase, the State attempted to prove four
aggravating factors: Porter had been “previously con-
victed” of another violent felony (i.e., in Williams’ case, 
killing Burrows, and in his case, killing Williams);2 the 
murder was committed during a burglary; the murder was
committed in a cold, calculated, and premeditated man-
—————— 

2 It is an aggravating factor under Florida law that “[t]he defendant
was previously convicted of another capital felony or of a felony involv-
ing the use or threat of violence to the person.”  Fla. Stat.  
§921.141(5)(b) (1987).  In Porter’s case, the State established that factor 
by reference to Porter’s contemporaneous convictions stemming from 
the same episode: two counts of murder and one count of aggravated 
assault.  Tr. 5 (Mar. 4, 1988). 
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ner; and the murder was especially heinous, atrocious, or
cruel. The defense put on only one witness, Porter’s ex-
wife, and read an excerpt from a deposition. The sum 
total of the mitigating evidence was inconsistent testi-
mony about Porter’s behavior when intoxicated and testi-
mony that Porter had a good relationship with his son.
Although his lawyer told the jury that Porter “has other 
handicaps that weren’t apparent during the trial” and 
Porter was not “mentally healthy,” he did not put on any 
evidence related to Porter’s mental health.  3 Tr. 477–478 
(Jan. 22, 1988).

The jury recommended the death sentence for both
murders. The trial court found that the State had proved 
all four aggravating circumstances for the murder of 
Williams but that only the first two were established with 
respect to Burrows’ murder.  The trial court found no 
mitigating circumstances and imposed a death sentence 
for Williams’ murder only.  On direct appeal, the Florida 
Supreme Court affirmed the sentence over the dissent of
two justices, but struck the heinous, atrocious, or cruel
aggravating factor.  Porter v. State, 564 So. 2d 1060 (1990) 
(per curiam). The court found the State had not carried its 
burden on that factor because the “record is consistent 
with the hypothesis that Porter’s was a crime of passion, 
not a crime that was meant to be deliberately and ex-
traordinarily painful.” Id., at 1063 (emphasis deleted).
The two dissenting justices would have reversed the pen-
alty because the evidence of drunkenness, “combined with
evidence of Porter’s emotionally charged, desperate, frus-
trated desire to meet with his former lover, is sufficient to 
render the death penalty disproportional punishment in 
this instance.” Id., at 1065–1066 (Barkett, J., concurring
in part and dissenting in part). 

In 1995, Porter filed a petition for postconviction relief 
in state court, claiming his penalty-phase counsel failed to
investigate and present mitigating evidence.  The court 
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conducted a 2-day evidentiary hearing, during which
Porter presented extensive mitigating evidence, all of 
which was apparently unknown to his penalty-phase 
counsel. Unlike the evidence presented during Porter’s
penalty hearing, which left the jury knowing hardly any-
thing about him other than the facts of his crimes, the new 
evidence described his abusive childhood, his heroic mili-
tary service and the trauma he suffered because of it, his
long-term substance abuse, and his impaired mental
health and mental capacity.

The depositions of his brother and sister described the
abuse Porter suffered as a child.  Porter routinely wit-
nessed his father beat his mother, one time so severely
that she had to go to the hospital and lost a child. Porter’s 
father was violent every weekend, and by his siblings’ 
account, Porter was his father’s favorite target, particu-
larly when Porter tried to protect his mother.  On one 
occasion, Porter’s father shot at him for coming home late, 
but missed and just beat Porter instead.  According to his
brother, Porter attended classes for slow learners and left 
school when he was 12 or 13. 

To escape his horrible family life, Porter enlisted in the
Army at age 17 and fought in the Korean War.  His com-
pany commander, Lieutenant Colonel Sherman Pratt,
testified at Porter’s postconviction hearing.  Porter was 
with the 2d Division, which had advanced above the 38th 
parallel to Kunu-ri when it was attacked by Chinese 
forces. Porter suffered a gunshot wound to the leg during 
the advance but was with the unit for the battle at Kunu-
ri. While the Eighth Army was withdrawing, the 2d Divi-
sion was ordered to hold off the Chinese advance, enabling 
the bulk of the Eighth Army to live to fight another day.
As Colonel Pratt described it, the unit “went into position 
there in bitter cold night, terribly worn out, terribly
weary, almost like zombies because we had been in con-
stant—for five days we had been in constant contact with 
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the enemy fighting our way to the rear, little or no sleep, 
little or no food, literally as I say zombies.” 1 Tr. 138 (Jan. 
4, 1996). The next morning, the unit engaged in a “fierce
hand-to-hand fight with the Chinese” and later that day 
received permission to withdraw, making Porter’s regi-
ment the last unit of the Eighth Army to withdraw.  Id., at 
139–140. 

Less than three months later, Porter fought in a second 
battle, at Chip’yong-ni.  His regiment was cut off from the 
rest of the Eighth Army and defended itself for two days
and two nights under constant fire.  After the enemy broke 
through the perimeter and overtook defensive positions on 
high ground, Porter’s company was charged with retaking 
those positions. In the charge up the hill, the soldiers 
“were under direct open fire of the enemy forces on top of 
the hill.  They immediately came under mortar, artillery, 
machine gun, and every other kind of fire you can imagine
and they were just dropping like flies as they went along.” 
Id., at 150.  Porter’s company lost all three of its platoon 
sergeants, and almost all of the officers were wounded. 
Porter was again wounded and his company sustained the 
heaviest losses of any troops in the battle, with more than 
50% casualties. Colonel Pratt testified that these battles 
were “very trying, horrifying experiences,” particularly for
Porter’s company at Chip’yong-ni. Id., at 152.  Porter’s 
unit was awarded the Presidential Unit Citation for the 
engagement at Chip’yong-ni, and Porter individually
received two Purple Hearts and the Combat Infantryman 
Badge, along with other decorations. 

Colonel Pratt testified that Porter went absent without 
leave (AWOL) for two periods while in Korea.  He ex-
plained that this was not uncommon, as soldiers some-
times became disoriented and separated from the unit,
and that the commander had decided not to impose any 
punishment for the absences. In Colonel Pratt’s experi-
ence, an “awful lot of [veterans] come back nervous 
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wrecks. Our [veterans’] hospitals today are filled with 
people mentally trying to survive the perils and hardships 
[of] . . . the Korean War,” particularly those who fought in
the battles he described. Id., at 153. 

When Porter returned to the United States, he went 
AWOL for an extended period of time.3  He was sentenced 
to six months’ imprisonment for that infraction, but he
received an honorable discharge.  After his discharge, he
suffered dreadful nightmares and would attempt to climb
his bedroom walls with knives at night.4  Porter’s family
eventually removed all of the knives from the house.
According to Porter’s brother, Porter developed a serious 
drinking problem and began drinking so heavily that he
would get into fights and not remember them at all.

In addition to this testimony regarding his life history,
Porter presented an expert in neuropsychology, Dr. Dee, 
who had examined Porter and administered a number of 
psychological assessments. Dr. Dee concluded that Porter 
suffered from brain damage that could manifest in impul-
sive, violent behavior. At the time of the crime, Dr. Dee 
testified, Porter was substantially impaired in his ability 
to conform his conduct to the law and suffered from an 
extreme mental or emotional disturbance, two statutory 
mitigating circumstances, Fla. Stat. §921.141(6).  Dr. Dee 
also testified that Porter had substantial difficulties with 
—————— 

3 Porter explained to one of the doctors who examined him for compe-
tency to stand trial that he went AWOL in order to spend time with his 
son.  Record 904. 

4 Porter’s expert testified that these symptoms would “easily” warrant 
a diagnosis of posttraumatic stress disorder (PTSD).  2 Tr. 233 (Jan. 5, 
1996).  PTSD is not uncommon among veterans returning from combat. 
See Hearing on Fiscal Year 2010 Budget for Veterans’ Programs before
the Senate Committee on Veterans’ Affairs, 111th Cong., 1st Sess., 63
(2009) (uncorrected copy) (testimony of Eric K. Shinseki, Secretary of 
Veterans Affairs (VA), reporting that approximately 23 percent of the 
Iraq and Afghanistan war veterans seeking treatment at a VA medical
facility had been preliminarily diagnosed with PTSD). 
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reading, writing, and memory, and that these cognitive
defects were present when he was evaluated for compe-
tency to stand trial.  2 Tr. 227–228 (Jan. 5, 1996); see also 
Record 904–906.  Although the State’s experts reached 
different conclusions regarding the statutory mitigators,5 

each expert testified that he could not diagnose Porter or 
rule out a brain abnormality.  2 Tr. 345, 382 (Jan. 5, 
1996); 3 id., at 405. 

The trial judge who conducted the state postconviction
hearing, without determining counsel’s deficiency, held 
that Porter had not been prejudiced by the failure to in-
troduce any of that evidence. Record 1203, 1206.  He  
found that Porter had failed to establish any statutory 
mitigating circumstances, id., at 1207, and that the non-
statutory mitigating evidence would not have made a 
difference in the outcome of the case, id., at 1210.  He 
discounted the evidence of Porter’s alcohol abuse because 
it was inconsistent and discounted the evidence of Porter’s 
abusive childhood because he was 54 years old at the time
of the trial.  He also concluded that Porter’s periods of
being AWOL would have reduced the impact of Porter’s
military service to “inconsequential proportions.”  Id., at 
1212. Finally, he held that even considering all three
categories of evidence together, the “trial judge and jury
still would have imposed death.” Id., at 1214. 

The Florida Supreme Court affirmed.  It first accepted
the trial court’s finding that Porter could not have estab-
lished any statutory mitigating circumstances, based on 
the trial court’s acceptance of the State’s experts’ conclu-
sions in that regard. Porter v. State, 788 So. 2d 917, 923 
(2001) (per curiam). It then held the trial court was cor-

—————— 
5 The State presented two experts, Dr. Riebsame and Dr. Kirkland. 

Neither of the State’s experts had examined Porter, but each testified
that based upon their review of the record, Porter met neither statutory 
mitigating circumstance. 
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rect to find “the additional nonstatutory mitigation to be
lacking in weight because of the specific facts presented.” 
Id., at 925. Like the postconviction court, the Florida
Supreme Court reserved judgment regarding counsel’s
deficiency. Ibid.6  Two justices dissented, reasoning that 
counsel’s failure to investigate and present mitigating
evidence was “especially harmful” because of the divided 
vote affirming the sentence on direct appeal—“even with-
out the substantial mitigation that we now know ex-
isted”—and because of the reversal of the heinous, atro-
cious, and cruel aggravating factor. Id., at 937 (Anstead,
J., concurring in part and dissenting in part).

Porter thereafter filed his federal habeas petition.  The 
District Court held Porter’s penalty-phase counsel had 
been ineffective. It first determined that counsel’s per-
formance had been deficient because “penalty-phase coun-
sel did little, if any investigation . . . and failed to effec-
tively advocate on behalf of his client before the jury.” 
Porter v. Crosby, No. 6:03–cv–1465–Orl–31KRS, 2007 WL 
1747316, *23 (MD Fla., June 18, 2007).  It then deter-
mined that counsel’s deficient performance was prejudi-
cial, finding that the state court’s decision was contrary to
clearly established law in part because the state court
failed to consider the entirety of the evidence when re-
—————— 

6 The postconviction court stated defense counsel “was not ineffective 
for failing to pursue mental health evaluations and . . . [Porter] has
thus failed to show sufficient evidence that any statutory mitigators
could have been presented.”  Record 1210.  It is not at all clear whether 
this stray comment addressed counsel’s deficiency.  If it did, then it was 
at most dicta, because the court expressly “decline[d] to make a deter-
mination regarding whether or not Defense Counsel was in fact defi-
cient here.” Id., at 1206.  The Florida Supreme Court simply para-
phrased the postconviction court when it stated “trial counsel’s decision
not to pursue mental evaluations did not exceed the bounds for compe-
tent counsel.”  Porter v. State, 788 So. 2d 917, 923–924 (2001) (per 
curiam). But that court also expressly declined to answer the question 
of deficiency. Id., at 925. 
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weighing the evidence in mitigation, including the trial 
evidence suggesting that “this was a crime of passion, that
[Porter] was drinking heavily just hours before the mur-
ders, or that [Porter] had a good relationship with his 
son.” Id., at *30. 

The Eleventh Circuit reversed.  It held the District 
Court had failed to appropriately defer to the state court’s 
factual findings with respect to Porter’s alcohol abuse and 
his mental health.  552 F. 3d 1260, 1274, 1275 (2008) (per 
curiam). The Court of Appeals then separately considered 
each category of mitigating evidence and held it was not 
unreasonable for the state court to discount each category
as it did. Id., at 1274. Porter petitioned for a writ of 
certiorari. We grant the petition and reverse with respect
to the Court of Appeals’ disposition of Porter’s ineffective- 
assistance claim. 

II 
 To prevail under Strickland, Porter must show that his 
counsel’s deficient performance prejudiced him. To estab-
lish deficiency, Porter must show his “counsel’s represen-
tation fell below an objective standard of reasonableness.” 
466 U. S., at 688.  To establish prejudice, he “must show
that there is a reasonable probability that, but for coun-
sel’s unprofessional errors, the result of the proceeding 
would have been different.”  Id., at 694.  Finally, Porter is
entitled to relief only if the state court’s rejection of his 
claim of ineffective assistance of counsel was “contrary to, 
or involved an unreasonable application of” Strickland, or 
it rested “on an unreasonable determination of the facts in 
light of the evidence presented in the State court proceed-
ing.” 28 U. S. C. §2254(d).

Because the state court did not decide whether Porter’s 
counsel was deficient, we review this element of Porter’s 
Strickland claim de novo. Rompilla v. Beard, 545 U. S. 
374, 390 (2005).  It is unquestioned that under the prevail-
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ing professional norms at the time of Porter’s trial, counsel 
had an “obligation to conduct a thorough investigation of 
the defendant’s background.” Williams v. Taylor, 529 
U. S. 362, 396 (2000).  The investigation conducted by
Porter’s counsel clearly did not satisfy those norms.

Although Porter had initially elected to represent him-
self, his standby counsel became his counsel for the pen-
alty phase a little over a month prior to the sentencing 
proceeding before the jury. It was the first time this law-
yer had represented a defendant during a penalty-phase
proceeding. At the postconviction hearing, he testified
that he had only one short meeting with Porter regarding
the penalty phase. He did not obtain any of Porter’s
school, medical, or military service records or interview 
any members of Porter’s family. In Wiggins v. Smith, 539 
U. S. 510, 524, 525 (2003), we held counsel “fell short of 
. . . professional standards” for not expanding their inves-
tigation beyond the presentence investigation report and
one set of records they obtained, particularly “in light of 
what counsel actually discovered” in the records.  Here, 
counsel did not even take the first step of interviewing 
witnesses or requesting records. Cf. Bobby v. Van Hook, 
ante, at 6–8 (holding performance not deficient when
counsel gathered a substantial amount  of information and 
then made a reasonable decision not to pursue additional
sources); Strickland, 466 U. S., at 699 (“[Counsel’s] deci-
sion not to seek more character or psychological evidence 
than was already in hand was . . . reasonable”).  Beyond
that, like the counsel in Wiggins, he ignored pertinent
avenues for investigation of which he should have been 
aware. The court-ordered competency evaluations, for 
example, collectively reported Porter’s very few years of
regular school, his military service and wounds sustained 
in combat, and his father’s “over-disciplin[e].”  Record 
902–906. As an explanation, counsel described Porter as
fatalistic and uncooperative. But he acknowledged that 
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although Porter instructed him not to speak with Porter’s 
ex-wife or son, Porter did not give him any other instruc-
tions limiting the witnesses he could interview. 

Counsel thus failed to uncover and present any evidence
of Porter’s mental health or mental impairment, his family
background, or his military service.  The decision not to 
investigate did not reflect reasonable professional judg-
ment. Wiggins, supra, at 534. Porter may have been
fatalistic or uncooperative, but that does not obviate the 
need for defense counsel to conduct some sort of mitigation 
investigation. See Rompilla, supra, at 381–382. 

III 
Because we find Porter’s counsel deficient, we must 

determine whether the Florida Supreme Court unrea-
sonably applied Strickland in holding Porter was not
prejudiced by that deficiency. Under Strickland, a defen-
dant is prejudiced by his counsel’s deficient performance if
“there is a reasonable probability that, but for counsel’s
unprofessional errors, the result of the proceeding would 
have been different.” 466 U. S., at 694.  In Florida, the 
sentencing judge makes the determination as to the exis-
tence and weight of aggravating and mitigating circum-
stances and the punishment, Fla. Stat. §921.141(3), but he
must give the jury verdict of life or death “great weight,” 
Tedder v. State, 322 So. 2d 908, 910 (Fla. 1975) (per cu-
riam). Porter must show that but for his counsel’s defi-
ciency, there is a reasonable probability he would have 
received a different sentence.  To assess that probability, 
we consider “the totality of the available mitigation evi-
dence—both that adduced at trial, and the evidence ad-
duced in the habeas proceeding”—and “reweig[h] it 
against the evidence in aggravation.”  Williams, supra, at 
397–398. 

This is not a case in which the new evidence “would 
barely have altered the sentencing profile presented to the 
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sentencing judge.” Strickland, supra, at 700.  The judge
and jury at Porter’s original sentencing heard almost 
nothing that would humanize Porter or allow them to 
accurately gauge his moral culpability.  They learned
about Porter’s turbulent relationship with Williams, his
crimes, and almost nothing else.  Had Porter’s counsel 
been effective, the judge and jury would have learned of 
the “kind of troubled history we have declared relevant to
assessing a defendant’s moral culpability.”  Wiggins, su-
pra, at 535.  They would have heard about (1) Porter’s
heroic military service in two of the most critical—and 
horrific—battles of the Korean War, (2) his struggles to
regain normality upon his return from war, (3) his child-
hood history of physical abuse, and (4) his brain abnormal-
ity, difficulty reading and writing, and limited schooling. 
See Penry v. Lynaugh, 492 U. S. 302, 219 (1989) 
(“ ‘[E]vidence about the defendant’s background and char-
acter is relevant because of the belief, long held by this
society, that defendants who commit criminal acts that are 
attributable to a disadvantaged background . . . may be 
less culpable’ ”).  Instead, they heard absolutely none of 
that evidence, evidence which “might well have influenced 
the jury’s appraisal of [Porter’s] moral culpability.”  Wil-
liams, 529 U. S., at 398. 

On the other side of the ledger, the weight of evidence in 
aggravation is not as substantial as the sentencing judge
thought. As noted, the sentencing judge accepted the 
jury’s recommendation of a death sentence for the murder 
of Williams but rejected the jury’s death-sentence recom-
mendation for the murder of Burrows.  The sentencing
judge believed that there were four aggravating circum-
stances related to the Williams murder but only two for
the Burrows murder.  Accordingly, the judge must have
reasoned that the two aggravating circumstances that 
were present in both cases were insufficient to warrant a
death sentence but that the two additional aggravating 
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circumstances present with respect to the Williams mur-
der were sufficient to tip the balance in favor of a death 
sentence. But the Florida Supreme Court rejected one of 
these additional aggravating circumstances, i.e., that 
Williams’ murder was especially heinous, atrocious, or 
cruel, finding the murder “consistent with . . . a crime of
passion” even though premeditated to a heightened de-
gree. 564 So. 2d, at 1063–1064.  Had the judge and jury 
been able to place Porter’s life history “on the mitigating 
side of the scale,” and appropriately reduced the ballast on
the aggravating side of the scale, there is clearly a reason-
able probability that the advisory jury—and the sentenc-
ing judge—“would have struck a different balance,” Wig-
gins, 539 U. S., at 537, and it is unreasonable to conclude 
otherwise. 

The Florida Supreme Court’s decision that Porter was
not prejudiced by his counsel’s failure to conduct a thor-
ough—or even cursory—investigation is unreasonable. 
The Florida Supreme Court either did not consider or
unreasonably discounted the mitigation evidence adduced 
in the postconviction hearing. Under Florida law, mental 
health evidence that does not rise to the level of establish-
ing a statutory mitigating circumstance may nonetheless 
be considered by the sentencing judge and jury as mitigat-
ing. See, e.g., Hoskins v. State, 965 So. 2d 1, 17–18 (Fla. 
2007) (per curiam). Indeed, the Constitution requires that 
“the sentencer in capital cases must be permitted to con-
sider any relevant mitigating factor.” Eddings v. Okla-
homa, 455 U. S. 104, 112 (1982).  Yet neither the postcon-
viction trial court nor the Florida Supreme Court gave any
consideration for the purpose of nonstatutory mitigation to 
Dr. Dee’s testimony regarding the existence of a brain 
abnormality and cognitive defects.7  While the State’s 
—————— 

7 The Florida Supreme Court acknowledged that Porter had pre-
sented evidence of “statutory and nonstatutory mental mitigation,” 788 
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experts identified perceived problems with the tests that
Dr. Dee used and the conclusions that he drew from them, 
it was not reasonable to discount entirely the effect that 
his testimony might have had on the jury or the sentenc-
ing judge.

Furthermore, the Florida Supreme Court, following the
state postconviction court, unreasonably discounted the 
evidence of Porter’s childhood abuse and military service.
It is unreasonable to discount to irrelevance the evidence 
of Porter’s abusive childhood, especially when that kind of
history may have particular salience for a jury evaluating 
Porter’s behavior in his relationship with Williams.  It is 
also unreasonable to conclude that Porter’s military ser-
vice would be reduced to “inconsequential proportions,” 
788 So. 2d, at 925, simply because the jury would also
have learned that Porter went AWOL on more than one 
occasion. Our Nation has a long tradition of according 
leniency to veterans in recognition of their service, espe-
cially for those who fought on the front lines as Porter
did.8  Moreover, the relevance of Porter’s extensive combat 
experience is not only that he served honorably under 
extreme hardship and gruesome conditions, but also that
the jury might find mitigating the intense stress and
mental and emotional toll that combat took on Porter.9 

—————— 
So. 2d, at 921, but it did not consider Porter’s mental health evidence in 
its discussion of nonstatutory mitigating evidence, id., at 924. 

8 See Abbott, The Civil War and the Crime Wave of 1865–70, 1 Soc. 
Serv. Rev. 212, 232–234 (1927) (discussing the movement to pardon or
parole prisoners who were veterans of the Civil War); Rosenbaum, The 
Relationship Between War and Crime in the United States, 30 J. Crim.
L. & C. 722, 733–734 (1940) (describing a 1922 study by the Wisconsin 
Board of Control that discussed the number of veterans imprisoned in
the State and considered “the greater leniency that may be shown to ex-
service men in court”).  

9 Cf. Cal. Penal Code Ann. §1170.9(a) (West Supp. 2009) (providing a
special hearing for a person convicted of a crime “who alleges that he or
she committed the offense as a result of post-traumatic stress disorder, 
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The evidence that he was AWOL is consistent with this 
theory of mitigation and does not impeach or diminish the 
evidence of his service. To conclude otherwise reflects a 
failure to engage with what Porter actually went through
in Korea. 

As the two dissenting justices in the Florida Supreme
Court reasoned, “there exists too much mitigating evi-
dence that was not presented to now be ignored.”  Id., at 
937 (Anstead, J., concurring in part and dissenting in 
part). Although the burden is on petitioner to show he 
was prejudiced by his counsel’s deficiency, the Florida
Supreme Court’s conclusion that Porter failed to meet this 
burden was an unreasonable application of our clearly 
established law.  We do not require a defendant to show 
“that counsel’s deficient conduct more likely than not 
altered the outcome” of his penalty proceeding, but rather
that he establish “a probability sufficient to undermine
confidence in [that] outcome.”  Strickland, 466 U. S., at 
693–694. This Porter has done. 

The petition for certiorari is granted in part, and the
motion for leave to proceed in forma pauperis is granted.
The judgment of the Court of Appeals is reversed, and the 
case is remanded for further proceedings consistent with
this opinion. 

It is so ordered. 

—————— 

substance abuse, or psychological problems stemming from service in a

combat theater in the United States military”); Minn. Stat. §609.115,

Subd. 10 (2008) (providing for a special process at sentencing if the

defendant is a veteran and has been diagnosed as having a mental

illness by a qualified psychiatrist). 
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Executive Summary 

 
 

At the direction of Congress, the Department of Veterans Affairs (VA) maintains the VA Traumatic Brain 
Injury (TBI) Veterans Health Registry that includes information about Veterans who served in Operation 
Enduring Freedom (OEF), Operation Iraqi Freedom (OIF), or Operation New Dawn (OND), who exhibit 
symptoms associated with TBI and seek care or benefits from the VA. From October 2001 through 
September 2013, a total of 221,895 Veterans have entered the VA TBI Veterans Health Registry.  
 
Veterans in the VA TBI Veterans Health Registry are captured by any one or combination of three methods: 
1) the VA TBI Screen, 2) diagnostic codes in electronic medical records (EMR), and 3) the disability benefit 
file.  The majority of VA TBI Veterans Health Registry cases (84%) have been identified through the VA TBI 
Screen which is administered when OEF/OIF/OND Veterans seek VA health care: 143,913 (65%) answered 
four screening questions affirmatively, indicating they were exposed to a traumatic event and experienced a 
loss or alteration of consciousness as well as symptoms associated with TBI which remained present at the 
time of the screen; an additional 41,524 (19%) reported during the screen that they had already been 
diagnosed as having a TBI during OEF/OIF/OND deployment. EMR with TBI diagnoses identified 114,322 
(52%) Veterans. This group was hospitalized 11,208 times and was seen 600,019 times as outpatients where 
a TBI diagnosis appeared in the visit record. The disability claim files identified 77,665 (35%) Veterans. Of 
these cases filing TBI related claims, 44% (33,949) were determined to be non-service connected, 51% 
(39,392) were adjudicated to receive less than a 50% benefit, and 6% (4,324) receive a benefit of 50% or 
more. About half of Registry cases are identified by multiple methods. 

 
A total of 727,731 Veterans have taken the VA TBI screen and 25% have qualified for the VA TBI Veterans 
Health Registry. Compared to those taking the screen who did not qualify for the VA TBI Veterans Health 
Registry, those included in the Registry were more likely to be male, younger, white or Hispanic, in the 
Marines or Army, active duty, and enlisted. 

 
Those with four positive responses to the TBI Screen are offered a comprehensive clinical evaluation to 
diagnose their symptoms and to develop a plan of care. To date, 108,942 Veterans have a complete VA TBI 
Screen and Clinical Evaluation File (CEF). Of those, the CEF has confirmed TBI in 61% of the cases, ruled out 
TBI in 35%, and been inconclusive in 5%. Of those with a CEF confirming TBI, 77% report blast injuries, 52% 
report loss of consciousness, and 40% report posttraumatic amnesia. Based on these indicators, 81% are 
classified as having mild TBI, 9% moderate TBI, and 6% severe TBI. 
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Background of the TBI Veterans Health Registry: Considered for inclusion in the registry are Veterans who 
• Served as a member of the Armed Forces in Operation Enduring Freedom (OEF), Operation Iraqi Freedom (OIF), 

or Operation New Dawn (OND) since the beginning of OEF on October 7, 2001; and, 
• Exhibit symptoms associated with TBI, as determined by the Secretary of the VA; and 
• Apply for care and services furnished by the VA under chapter 17 of title 38, United States Code; or, 
• File a claim for compensation under chapter 11 of such title on the basis of any disability which may be 

associated with TBI as a result of such service.  
 
Veterans fitting this definition are considered registry cases, which include cases identified through the VA TBI Screen, 
disability claims data processed by the Veterans Benefits Administration, or electronic medical record review. Cases 
designated as TBI within the VA TBI Registry must have at least one of the following: (1a.) a complete VA TBI Screen, 
in which the Veteran reports a history of TBI diagnosis during OEF/OIF/OND deployment or (1b.) a complete VA TBI 
Screen in which the Veteran responds positively to all four VA TBI Screen questions; (2) a VBA disability claim that 
includes a claim code for TBI; and/or (3) an electronic medical record that includes an ICD-9-CM diagnosis code of TBI 
(as defined by VA TBI Case finding procedures). 
 
Table 1. Case Composition of the VA TBI Health Registry, October 2001-September 20131 

Method of Determination 

 

Total Unique Registry 
Cases (May Meet 
Multiple Inclusion 

Criteria) 

 Registry Cases 
Identified by VA TBI 

Screen2  

VBA Disability Claim 
File with a TBI Claim 

Code3 

VA Medical Record with 
an ICD-9-CM VA/DOD 
Case Finding Code of 

TBI4 
VA TBI Registry Cases 221,895 185,437 77,665 114,322 

1Results of VA TBI Screens and VBA disability claims available since April 2007 and January 2007, respectively.  
2Includes Veterans with a complete VA TBI Screen, in which the Veteran reports that they have already been diagnosed as having TBI 
during OEF/OIF/OND deployment or in which the person responds positively to all four VA TBI Screen questions. 
3Includes individuals with a VBA disability claim that includes a claim code for TBI (8045). 
4A medical record that includes at least one ICD-9-CM code of TBI; including 800 – 801.99 (skull fractures, vault and base), 803 – 
804.99 (other skull fractures), 850 – 854.19 (concussion/intracranial injury), 950.1 – 950.3 (optic nerve injuries), 959.01 
(unspecified head injury), 310.2 (post-concussion syndrome), 905.0 (late effects of fracture of skull and face bones), and 907.0 
(late effects of intracranial injury without mention of skull fracture).  ICD-9 codes 959.9 (brain injury traumatic NEC) and V15.52 
(personal history of TBI) are also included after 10/1/2009. 
 
 
 
Table 2. Veterans Completing VA TBI Screen and Screen Results, April 2007- September 2013 

 

Total Veterans with a 
Complete VA TBI 

Screen 

Registry Cases 
Identified by VA TBI 

Screen1 

Report of a Prior 
Diagnosis of TBI during 

OEF/OIF/OND 
Deployment on VA TBI 

Screen2 
Four Positive Responses 

to VA TBI Screen2 

Number of Individuals 
with a VA TBI Screen 727,731 185,437 41,524 143,913 

1Includes Veterans with a report of previous TBI during OEF/OIF/OND or four positive responses to VA TBI Screen 
2Veterans with multiple VA TBI Screens are categorized by their first identification of TBI 
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Case Composition of the VA TBI Registry by Method(s) of Entry, October 2001- September 2013 
 

Total N =221,895  LEGEND 
 

A: Cases identified only by the VA TBI screen  
(n =73,691; 33.2%)  
 
B: Cases identified only by TBI ICD-9-CM Code within 
Electronic Medical Record (EMR) 
(n = 12,505; 5.6%) 
 
C: Cases identified only by inclusion of a TBI code in 
VBA disability claim 
(n = 20,329; 9.2%) 
 
D: Case Identified by the VA TBI screen and ICD-9-CM 
code in the EMR 
(n =58,034; 26.2%) 
 
E: Case Identified by the VA TBI screen and a TBI code 
in a VBA disability claim 
(n = 13,553; 6.1%) 
 
F: Case Identified by a TBI ICD-9-CM Code within the 
EMR and inclusion of a TBI code in a VBA disability 
claim (n = 3,624; 1.6%) 
 
G: Case Identified by the VA TBI screen, a TBI ICD-9-
CM Code within EMR and inclusion of a TBI code in a 
VBA disability claim 
(n = 40,159; 18.1%) 



TBI VETERANS HEALTH REGISTRY REPORT  

Page  4 

 

 
Table 3. Demographic & Military Characteristic Comparisons of Veterans completing the VA TBI Screen, April 2007- September 2013 

 

Total Number of Veterans Who Have Completed the VA TBI 
Screen 

 Total Sample1 

Total Cases 727,731 100.0% 
Gender   

Female 87,661 12.1% 
Male 640,006 87.9% 

Unknown 64 0.0% 
Age   

<25 146,200 20.1% 
26-30 262,330 36.0% 
31-40 165,161 22.7% 

>40 153,906 21.1% 
Unknown 134 0.0% 

Race/Ethnicity   
White 431,107 59.2% 
Black 98,271 13.5% 

Hispanic 79,057 10.9% 
Other 37,009 5.1% 

Unknown 82,287 11.3% 
Service Branch   

Army 459,276 63.1% 
Coast Guard 829 0.1% 

Air Force 71,026 9.8% 
Marines 107,101 14.7% 

Navy 89,499 12.3% 
Component   

Active 414,836 57.0% 
Reserve/Guard 312,895 43.0% 

Rank   
Enlisted 677,409 93.1% 
Officer2 50,322 6.9% 

1Percentages are column percentages 

2Includes Commissioned and Warrant Officers 
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Table 4. Demographic & Military Characteristic Comparisons of Veterans completing the VA TBI Screen by Result, April 2007- 
September 2013 

 

I. Veterans Excluded 
by Results of VA TBI 

Screen 

II. VA TBI Registry 
Cases - Identified by 

VA TBI Screen1 

 III. VA TBI Registry 
Cases - Self Report 

Previous TBI 
Diagnosis 

IV. VA TBI Registry 
Cases – Four positive 

Responses to TBI 
Screen 

 Subset of Table 32 Subset of Table 32  Subset of Column II3 Subset of Column II3 

Total Cases 542,294 74.5% 185,437 25.5%  41,524 22.4% 143,913 77.6% 
Gender          

Female 76,065 86.8% 11,596 13.2%  2,593 22.4% 9,003 77.6% 
Male 466,193 72.8% 173,813 27.2%  38,922 22.4% 134,891 77.6% 

Unknown 36 56.3% 28 43.8%  9 32.1% 19 67.9% 
Age          

<25 105,552 72.2% 40,648 27.8%  9,545 23.5% 31,103 76.5% 
26-30 189,329 72.2% 73,001 27.8%  15,717 21.5% 57,284 78.5% 
31-40 122,787 74.3% 42,374 25.7%  9,742 23.0% 32,632 77.0% 

>40 124,539 80.9% 29,367 19.1%  6,505 22.2% 22,862 77.8% 
Unknown 87 64.9% 47 35.1%  15 31.9% 32 68.1% 

Race/Ethnicity          
White 318,843 74.0% 112,264 26.0%  26,662 23.7% 85,602 76.3% 
Black 77,360 78.7% 20,911 21.3%  3,941 18.8% 16,970 81.2% 

Hispanic 58,013 73.4% 21,044 26.6%  4,344 20.6% 16,700 79.4% 
Other 29,903 80.8% 7,106 19.2%  1,475 20.8% 5,631 79.2% 

Unknown 58,175 70.7% 24,112 29.3%  5,102 21.2% 19,010 78.8% 
Service Branch          

Army 325,833 70.9% 133,443 29.1%  30,665 23.0% 102,778 77.0% 
Coast Guard 738 89.0% 91 11.0%  24 26.4% 67 73.6% 

Air Force 64,132 90.3% 6,894 9.7%  1,431 20.8% 5,463 79.2% 
Marines 73,289 68.4% 33,812 31.6%  7,371 21.8% 26,441 78.2% 

Navy 78,302 87.5% 11,197 12.5%  2,033 18.2% 9,164 81.8% 
Component          

Active 296,054 71.4% 118,782 28.6%  28,268 23.8% 90,514 76.2% 
Reserve/Guard 246,240 78.7% 66,655 21.3%  13,256 19.9% 53,399 80.1% 

Rank          
Enlisted 498,516 73.6% 178,893 26.4%  39,764 22.2% 139,129 77.8% 
Officer4 43,778 87.0% 6,544 13.0%  1,760 26.9% 4,784 73.1% 

1For Veterans with multiple VA TBI Screens, the first screen resulting in inclusion as a VA TBI Health Registry case is used 
2Percentages are row percentages of Table 3 

3Percentages are row percentages of Column II 

4Includes Commissioned and Warrant Officers 
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Table 5. Summary of Subsequent Clinical Evaluation Results for VA TBI Screen Positive Cases, April 2007- September 2013 

 

Total Veterans 
with a Complete 
Screen &  CEF1 

Clinical Confirmation of 
OEF/OIF/OND 

Deployment Related 
TBI  

Clinical Evaluation  
Ruled Out TBI  

(Signs and Symptoms 
Not Indicative of TBI) 

Clinical Evaluation 
Results 'Unknown'  
(No Designation of  

Signs and Symptoms) 
VA TBI Health Registry Cases 
Identified by the VA TBI 
Screen With A  Follow-Up 
TBI Clinical Evaluation Form 
(CEF) 108,942 65,930 (60.5%) 37,764 (34.7%) 5,248 (4.8%) 

1Additional TBI-related clinical evaluation is offered to all Veterans who screen positive; however, not all people who screen positive 
undertake evaluation. 
 
 
Table 6. Detailed Summary of Clinical Evaluation Results for Veterans Identified as having a TBI by the VA TBI Screen and a Confirmed 
TBI diagnosis by the VA Clinical Evaluation (N =62,713), April 2007- September 2013 

Number of Specific Injury Events Reported1 
Etiology of Injury None One Two or More Missing 
Bullet Injuries 63,458 96.3% 1,422 2.2% 967 1.5% 83 0.1% 
Fall Injuries 48,603 73.7% 10,998 16.6% 5,880 8.9% 489 0.8% 
Blast Injuries 13,403 20.3% 18,714 28.4% 32,088 48.7% 1,725 2.6% 
Vehicular Injuries 49,798 75.5% 10,008 15.2% 5,701 8.6% 423 0.6% 

Number of Etiologies Reported 
 None One  Two or More  Missing 
Number of Injury Etiologies 
Reported  2,886 4.4% 37,357 56.7% 25,687 38.9% 0 0.0% 

Disrupted Brain Function Reported 
Type of  Disrupted Brain 
Function  None One Two or More Uncertain2 Missing 

Loss of Consciousness 25,522 38.6% 26,713 
40.6

% 7,832 
11.9

% 5,023 8.0% 565 0.9% 

Alteration of Consciousness 4,440 6.8% 34,526 
52.1

% 22,237 
35.5

% 2,502 4.0% 1,090 1.7% 

Posttraumatic Amnesia 31,293 47.0% 19,811 
30.2

% 6,484 
10.3

% 6,732 
10.7

% 1,080 1.7% 
Severity of TBI 

Most Severe Brain Injury 
Reported3 Mild Moderate Severe Missing 

Severity 53,475 81.1% 5,618 8.5% 3,902 5.9% 2,935 4.5% 
1Percentages presented are row percentages; categories in a row are mutually exclusive and sum to 100% 
2’Uncertain’ is a specific response category to questions regarding disrupted brain function, and indicates the possibility of the 
occurrence of these events.  It does not indicate that the Veteran failed to respond to the question. 
3Traumatic brain injury severity ratings are based on duration of loss of consciousness, alteration of conscious, and/or posttraumatic 
amnesia at the time of injury.  The Clinical Evaluation relies on patient self-report obtained months to years from the date of injury, 
which may impact the accuracy of severity determination.
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An examination of cases identified using Veterans Benefits Administration (VBA) claim codes of TBI are provided in tables 7.  The 
data examined for these comparisons included all cases with a VBA TBI claim code (n=77,665).  This table indicates the Maximum TBI 
Disability Adjudication. 
 
Table 7. Demographic and Military Characteristic Comparisons of Veterans with Claim Codes for TBI Identified in VBA Disability 
Claims, January 2007- September 2013 
 Highest TBI Disability Adjudication1,2,3  
  0% 10%-20% 30%-40% 50%-60% 70%-90% 100% 

 
Not Service 
Connected 

Denied 
 

Mild 
Disability 

Definite 
Disability 

Considerable 
Disability 

Severe 
Disability 

Total 
Disability 

Total 33,949 43.7% 9,396 12.1% 20,172 26.0% 9,824 12.6% 94 0.1% 3,619 4.7% 611 0.8% 
Gender               

Female 2,197 53.1% 509 12.3% 874 21.1% 373 9.0% 8 0.2% 148 3.6% 30 0.7% 
Male 31,745 43.2% 8,884 12.1% 19,294 26.2% 9,446 12.9% 86 0.1% 3,469 4.7% 581 0.8% 

Unknown 7 33.3% 3 14.3% 4 19.0% 5 23.8% 0 0.0% 2 9.5% 0 0.0% 
Age               

<25 8,562 53.7% 1,521 9.5% 3,570 22.4% 1,634 10.3% 15 0.1% 555 3.5% 74 0.5% 
26-30 4,233 19.7% 3,671 17.1% 8,165 38.1% 3,823 17.8% 36 0.2% 1,313 6.1% 204 1.0% 
31-40 5,413 33.5% 2,329 14.4% 4,759 29.5% 2,431 15.1% 22 0.1% 997 6.2% 189 1.2% 

>40 1,283 13.3% 1,867 19.3% 3,667 38.0% 1,928 20.0% 21 0.2% 752 7.8% 144 1.5% 
Unknown 14,458 99.8% 8 0.1% 11 0.1% 8 0.1% 0 0.0% 2 0.0% 0 0.0% 

Race/Ethnicity               
White 20,857 42.5% 6,133 12.5% 13,147 26.8% 6,254 12.7% 60 0.1% 2,268 4.6% 347 0.7% 
Black 3,665 50.3% 801 11.0% 1,592 21.9% 837 11.5% 9 0.1% 324 4.4% 58 0.8% 

Hispanic 3,477 41.9% 981 11.8% 2,178 26.3% 1,108 13.4% 16 0.2% 448 5.4% 87 1.0% 
Other 1,279 44.0% 342 11.8% 737 25.3% 371 12.8% 4 0.1% 145 5.0% 31 1.1% 

Unknown 4,671 46.2% 1,139 11.3% 2,518 24.9% 1,254 12.4% 5 0.0% 434 4.3% 88 0.9% 
Service Branch               

Army 23,521 43.9% 6,440 12.0% 13,955 26.1% 6,670 12.5% 64 0.1% 2,441 4.6% 433 0.8% 
Coast Guard 16 42.1% 3 7.9% 12 31.6% 5 13.2% 0 0.0% 2 5.3% 0 0.0% 

Air Force 2,010 55.6% 488 13.5% 684 18.9% 296 8.2% 7 0.2% 105 2.9% 27 0.7% 
Marines 6,073 38.6% 1,841 11.7% 4,394 27.9% 2,389 15.2% 19 0.1% 910 5.8% 114 0.7% 

Navy 2,329 49.1% 624 13.1% 1,127 23.7% 464 9.8% 4 0.1% 161 3.4% 37 0.8% 
Component               

Active 22,785 41.5% 7,216 13.2% 14,531 26.5% 7,187 13.1% 66 0.1% 2,667 4.9% 410 0.7% 
Reserve/Guard 11,164 49.0% 2,180 9.6% 5,641 24.7% 2,637 11.6% 28 0.1% 952 4.2% 201 0.9% 

Rank               
Enlisted 31,964 43.5% 8,802 12.0% 19,156 26.1% 9,360 12.8% 91 0.1% 3,452 4.7% 578 0.8% 
Officer4 1,985 46.6% 594 13.9% 1,016 23.8% 464 10.9% 3 0.1% 167 3.9% 33 0.8% 

1If multiple adjudications occur, the adjudication with the highest percentage of TBI disability is reported 
2Adjudication percentages fall between 0 and 100 and are only assigned in multiples of 10  
3Percentages presented are row percentages 
4Includes Commissioned and Warrant Officers 
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Table 8. VA TBI Health Registry Cases Identified by Electronic Medical Record Review by Veterans Integrated Service Network (VISN), October 2001- September 2013 

 Number of Veterans1 Number of Visits 1 

 
Any Diagnosis of TBI2  

Inpatient Visits 
Any Diagnosis of TBI2 

Outpatient Visits 
Any Diagnosis of TBI2  

Inpatient Visits 
Any Diagnosis of TBI2 

Outpatient Visits 
Total Veterans/Visits per VISN 7,610 100.0% 112,963 100.0% 11,208 100.0% 600,019 100.0% 
VISN 1. VA New England Healthcare System 459 6.0% 4,751 4.2% 806 7.2% 27,940 4.7% 
VISN 2. VA Healthcare Network Upstate New York 124 1.6% 2,300 2.0% 187 1.7% 9,861 1.6% 
VISN 3. VA New York/New Jersey Healthcare System 157 2.1% 2,812 2.5% 240 2.1% 15,444 2.6% 
VISN 4. VA Stars & Stripes Healthcare System 260 3.4% 5,400 4.8% 368 3.3% 30,101 5.0% 
VISN 5. VA Capitol Health Care System 82 1.1% 2,085 1.8% 151 1.3% 17,914 3.0% 
VISN 6. VA Mid-Atlantic Healthcare System 745 9.8% 6,415 5.7% 1,022 9.1% 33,064 5.5% 
VISN 7. VA Southeast Network 405 5.3% 6,290 5.6% 584 5.2% 33,894 5.6% 
VISN 8. VA Sunshine Healthcare Network 890 11.7% 8,311 7.4% 1,293 11.5% 53,104 8.9% 
VISN 9. VA Mid-South Healthcare Network 290 3.8% 5,756 5.1% 389 3.5% 37,079 6.2% 
VISN 10. VA Healthcare System of Ohio 243 3.2% 4,015 3.6% 388 3.5% 26,471 4.4% 
VISN 11. Veterans in Partnership Healthcare Network 189 2.5% 3,739 3.3% 276 2.5% 16,236 2.7% 
VISN 12. VA Great Lakes Health Care System 366 4.8% 4,927 4.4% 594 5.3% 23,600 3.9% 
VISN 15. VA Heartland Network 261 3.4% 4,025 3.6% 373 3.3% 24,685 4.1% 
VISN 16. South Central VA Health Care Network 548 7.2% 9,649 8.5% 757 6.8% 36,350 6.1% 
VISN 17. VA Heart of Texas Health Care Network 261 3.4% 6,847 6.1% 387 3.5% 25,666 4.3% 
VISN 18. VA Southwest Healthcare Network 259 3.4% 5,756 5.1% 385 3.4% 27,171 4.5% 
VISN 19. VA Rocky Mountain Network 321 4.2% 4,870 4.3% 493 4.4% 26,998 4.5% 
VISN 20. VA Northwest Network 431 5.7% 5,732 5.1% 647 5.8% 25,031 4.2% 
VISN 21. VA Sierra Pacific Network 508 6.7% 4,794 4.2% 694 6.2% 22,636 3.8% 
VISN 22. VA Desert Pacific Healthcare Network 358 4.7% 9,157 8.1% 538 4.8% 52,582 8.8% 
VISN 23. VA Midwest Health Care Network 453 6.0% 5,332 4.7% 636 5.7% 34,192 5.7% 

1Percentages presented are column percentages 
2The diagnosis of TBI was determined by review of all ICD-9-CM codes included within the record for each visit, as non-TBI diagnosis codes were frequently listed as the primary 
or principal diagnosis.  
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APPENDIX: Flowchart of OEF/OIF/OND Veterans Entering the Veterans TBI Health Registry1, October 2001- September 2013 
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Footnotes for Flowchart on Previous Page (8) 
1Cumulative from 10/7/2001 - 9/30/2013. 
2ICD-9-CM codes included 800 – 801.99 (skull fractures, vault and base), 803 – 804.99 (other skull fractures), 850 – 854.19 (concussion/intracranial injury), 950.1 – 950.3 (optic 
nerve injuries), 959.01 (unspecified head injury), 310.2 (post-concussion syndrome), 905.0 (late effects of fracture of skull and face bones), and 907.0 (late effects of intracranial 
injury without mention of skull fracture).  ICD-9-CM codes 959.9 (brain injury traumatic NEC) and V15.52 (personal history of TBI) are also included after 10/1/2009. 
3VBA diagnostic claim code 8045.  
4As Veterans were able to enter the TBI Health Registry from numerous pathways, this total indicates the number of unique Veterans entering from any entry pathway or 
combination of pathways. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Page 9 
 
 



Veterans Defense Program

Activities Report

Defending Those Who Defended Us

New York State Defenders Association





Gary A. Horton

Director

Veterans Defense Program

NYSDA

23 Jackson Street, Suite 102

Batavia, New York 14020

585-219-4862 

ghorton@nysda.org

Art C. Cody, Captain, USN (Retired)

Legal Director

Veterans Defense Program

NYSDA

194 Washington Avenue, Suite 500

Albany, New York 12210

201-312-4644

acody@nysda.org

NYSDA Veterans Defense Program

Activities Report

October 2015





  Page

Summary of VDP Activities & Accomplishments 8

Map of VDP Activities in New York State 11

Testimonials of Veterans, Government Offi cials,  12
Public Defense Attorneys and Organizations 

Pie Chart of NYS Veterans with PTSD, TBI or Depression 15

VDP Veteran Case Studies*
 U.S. Army Specialist CJ Smith 16
 U.S. Army Private First Class Tom Donner 17
 U.S. Army Specialist Rick Jones 18
 U.S. Army Specialist Patrick Kelly 19
 U.S. Marine Sergeant Timothy Polaski 20
 U.S. Marine Sergeant Joseph Gallo 21

United States Supreme Court Ruling on Veterans with 23
Battle-Borne Mental Health Ailments 

Public Defender Offi ce Assistance Visits,  24
Legal Trainings & Outreach Presentations

Veterans Defense Program Supporters 29

Veterans Defense Program Full-Time Staff 30

*The Case Study veteran names have been changed for 

privacy protection and all photos are from istockphoto.

Veterans Defense 

Program

Activities Report

Table of Contents



6

NYSDA VETERANS DEFENSE PROGRAM

The Veterans Defense Program (VDP) provides in-

depth training, support, and legal assistance to 

engender informed and zealous representation 

of veterans and service members in the New York 

State criminal and family court systems. The VDP 
assists public defense attorneys to take a treatment-
oriented approach when representing veterans suffering 
from the invisible wounds of war, such as Post-Traumatic 
Stress Disorder (PTSD), Traumatic Brain Injury (TBI), and/
or depression. 

The VDP—the fi rst in the nation—was launched 

in response to a crisis situation where growing 

numbers of veterans with untreated, service-related 

mental health illnesses are lost in 

the criminal justice system. Studies 
have reported epidemic numbers of 
Iraq and Afghanistan War veterans 
with mental health illnesses. Previous 
research found signifi cant numbers of 
Vietnam War veterans had undiagnosed 
PTSD. Sadly, approximately 112,000 
veterans in New York State have mental 
health ailments, and studies show 50% 
are not receiving treatment. The U.S. 
Veterans Administration (VA) and Institute 
of Medicine report such veterans are at 
signifi cant risk of arrest as their trauma 
symptoms can lead them to criminal conduct. 

VDP Legal Director, Art Cody, a retired Navy Captain and 
Afghanistan veteran, describes why the VDP was created. 
“The most vulnerable of our returning warriors, those who 
have been injured either physically or mentally and are now 
in the criminal justice system because of those injuries, 
are often somehow removed from those ‘troops’ that we 

support. We support the troops and thank them for their 
service until they get arrested. Very often their military 
experiences, which a civilian judge or jury would have a 
very diffi cult time understanding, are at the core of their 
involvement in the criminal justice system. It is diffi cult for 
a civilian judicial system to understand what it means to 
undergo rocket attacks 5 days a week for months on end 
or know what it is like to spend days crouched in a bunker 
in fear for your life. That has an effect on you that is diffi cult 
to recover from when you get back home. The VDP’s goal 
is to ensure that each veteran has an effective advocate; 
each veteran’s story is properly presented to a judge, jury, 
and prosecutor; and veterans get the treatment they need 
and deserve.”

Staffed by award-winning attorneys 

with deep experience working with 

veterans, the VDP is committed 

to giving veterans access to the 

best possible legal representation. 

Veterans with battle-borne illnesses 

need treatment and an alternative 

resolution process in the criminal 

justice system. The VDP’s zealous legal 
advocacy takes a comprehensive client-
centered approach, which can include 
mental health evaluation and treatment, 
counseling, and liaison with support 

groups. The VDP trains and assists public defenders and 
other defense counsel representing veterans to encourage 
mitigation and treatment, and to avoid the signifi cant 
collateral consequences that fl ow from criminal convictions. 
Effective representation of veteran clients involves defense 
counsel’s understanding of military culture and experience, 
effects of military trauma, and resources available to 
veterans.

Veterans Defense Program

Defending Those Who Defended Us

The VDP’s goal is to 

ensure that each veteran 

has an effective advocate; 

each veteran’s story is 

properly presented to a 

judge, jury, and prosecutor
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The VDP is supported by many organizations, including 
the NYS Council of Veterans Organizations, American 
Legion, VFW, Marine Corps League, Military Order of the 
Purple Heart, Rochester Veterans Outreach Center, Clear 
Path for Veterans, One-Stop Veterans Center of Western 
New York, Chief Defenders Association of NYS, Brooklyn 
Defender Services, NYC Offi ce of the Appellate Defender, 
The Legal Aid Society, and many county public defense 
offi ces, as well as state and federal offi cials, including US 
Senator Kirsten Gillibrand.

The VDP received a critically important appropriation 

in the 2015/2016 state budget. Many thanks for the 
key support of NYS Senator Thomas Croci and NYS 
Assemblyman Michael DenDekker, Chairmen of the 
Senate and Assembly Veterans Affairs Committees, and 
Senate Majority Leader  John Flanagan and Assembly 
Speaker Carl Heastie.  Thanks also to the support of a 
host of other state legislators, especially Senators George 
Amedore, Hugh Farley, Joseph Griffo, William Larkin, Betty 
Little, Kathleen Marchione, Terrance Murphy, Robert Ortt, 
Michael Ranzenhofer and Jim Seward; and Assembly 
members Jeffrion Aubry, Anthony Brindisi, Herman Farrell 
and Joseph Lentol.

The Veterans Defense Program—the fi rst in the nation—
provides training and legal assistance to attorneys defending 

veterans and encourages restorative justice programs for 
veterans suffering from the invisible wounds of war.
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Summary of Veterans Defense Program 

Activities & Accomplishments

Since its launch in the Spring of 2014, the VDP 

has assisted or trained nearly 1,000 veterans and 

public defenders representing veterans in New York 

State’s criminal court and family court systems. 

The VDP’s assistance provides a second chance for 
veterans who have lost their way and facilitates a treatment-
oriented mitigation approach focusing on restoration and 
rehabilitation.
 

Legal Assistance for Over 100 

Veteran Criminal Justice Cases

 Veteran Case-Specifi c Litigation: 
The VDP represented fi ve veterans 
whose cases addressed a systemic 
problem, established a precedent, 
and presented a great need requiring 
an extensive expenditure of time 
and assistance. The VDP’s zealous 
representation resulted in 3 case 
victories and veterans were saved 
from incarceration, provided leniency 
by the court, and sentenced to 
treatment to address their mental 
health ailments and/or substance 
abuse.   For instance, the VDP 
produced three sets of motions, a 
sentencing memorandum, and a 440 resentencing 
motion, in addition to numerous court appearances, for 
the CJ Smith case alone. (See CJ Smith and Roger 
Ford Case Studies. Names have been changed for 
privacy protection.) 

• For CJ Smith, the VDP’s direct representation resulted 
in the young Afghanistan-deployed Army soldier with 
PTSD fi nally having his day in court. CJ will have a 
hearing this Fall and an opportunity for treatment and 
justice after being held in jail for almost two years pre-
trial for a fi rst-time offense of residential burglary. 

• Roger Ford, an Army Military Police veteran, suffered 
from survivor’s guilt, severe anxiety and depression 
resulting from four of his unit members all being killed 
in action in Iraq. The VDP’s direct representation led to 
a dismissal of a felony charge and an adjournment in 
contemplation of dismissal for a misdemeanor, relating 
to an incident where police alleged he misidentifi ed 
himself as an active service member. After the court 

appearance, the VDP staff escorted 
Roger to a Veterans Center, where he is 
now receiving assistance with his mental 
health issues.  

 Chief Public Defender 

Assistance Visits: Offi ce visits were 
conducted with Chief Defenders at 
eleven county Public Defense Programs 
to train, educate and advise staff on the 
issues surrounding the representation of 
veterans in family and criminal court, and 
to assist them in connecting with service 
programs for veteran clients.

 Public Defender Backup Support: The VDP 
served as a day-to-day backup resource for attorneys 
in 120 county-based public defender offi ces, legal 
aid agencies, and assigned counsel offi ces, and for 
individual veterans and their families.

... the VDP has assisted 

or trained nearly 1,000 

veterans and public 

defenders representing 

veterans in New York 

State’s criminal court and 

family court systems.
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 Assisted Defense Counsel by providing 

substantial help on 104 veteran cases, including 
both criminal and family court cases. Seventy-four 
cases have been closed.

• For Patrick Kelly, an Afghanistan-
deployed Army medic facing burglary 
and weapons charges, the VDP 
provided a mitigation memorandum 
outlining the sources and effects of 
his severe PTSD. Patrick was facing 
a fi ve year state prison sentence. As a 
result of the VDP’s mitigation efforts, 
the prosecution offered probation. At 
the hearing, the court concluded, 
“Mr. Kelly, heal, integrate, become 
whole again, as you provided a 
great service to this country. We 
are thankful for that and want this 
wonderful disposition for you.” The 
VDP succeeded in obtaining justice 
for Patrick, helping him to once again 
be a productive member of society. 

• For Joe Gallo, the court agreed with the VDP’s 
mitigation request and undertook a therapeutic 
approach, sentencing this Army Sergeant to PTSD 
and drug abuse treatment. Joe suffered for years from 
undiagnosed PTSD and now is able to heal from his 
Iraq experience, and return to his family.

 Assisted Defense Counsel by conducting 117 

veteran client interviews across the state. A 
majority of the interviews were done by the VDP 
attorneys, either in the case of direct representation or 

for purposes of preparing a Mitigation Memorandum. 
In some cases, the veteran client’s public defense 
attorney joined the interview. Some clients were seen 
on multiple occasions. 

 Assisted Defense Counsel 

by writing important case-specifi c 

legal documents, including nine in-
depth Mitigation Memoranda, three Bail 
Release Memoranda and a Motion to 
Dismiss in the Interest of Justice.

 Responded to over 150 veterans 

by providing expert referrals and/or 

information on legal rights, benefi ts, VA 
procedures, health and other services.

Comprehensive 

Training for 600 

Lawyers Defending 

Veterans

 Intensive Point Person Training: The VDP held 
intensive two-day “Point Person” trainings for over 50 
public defenders to establish one or two attorneys in 
each offi ce as internal point persons, trained to serve 
as knowledgeable fi rst resources for their offi ce and as 
liaisons to the VDP.

 Legal Trainings

The VDP provided extensive legal training to over 600 public 
defenders, legal aid society attorneys and assigned counsel 

... the court concluded, 

“Mr. Kelly, heal, integrate, 

become whole again, 

as you provided a great 

service to this country. 

We are thankful for that 

and want this wonderful 

disposition for you.
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in New York State through twelve national, statewide and 
regional training workshops and conferences. The trainings 
often provided Continuing Legal Education (CLE) credits 
for attorneys. The trainings received rave reviews with one 
seasoned public defense attorney stating, “This was the 
best training I have ever attended.” The VDP is also planning 
to institute training presentations in the near future on a 
secure YouTube website which will be accessible and free 
for public defense attorneys. 

Education & Research for 

Justice-Involved Veterans

 VDP Outreach Meetings: The VDP legal staff 
traveled throughout the state to meet with 26 
organizations working on public defense, criminal 
justice and family court veteran issues, such as Bronx 
Defenders, Brooklyn Defender Services, Harlem Vet 
Center, American Legion, Chief Defender Association, 
Syracuse Law School Veterans Clinic, Veterans 

of Foreign Wars, Bar Associations, and Veterans 
Outreach Center. The VDP provided information on 
its programs, trainings and resources, and surveyed 
groups about any needs they have to best serve 
justice-involved veterans and service members. 

 Veteran Treatment Court Visits: The VDP visited 
four major Veteran Treatment Courts (VTCs) to 
meet the Judges and staff and gauge the vitality, 
effectiveness and procedures of these courts. The VDP 
visited the City of Buffalo VTC, Monroe County VTC, 
Niagara County VTC, and Albany County VTC. The 
VTCs take a therapeutic jurisprudence or treatment-
oriented approach, and utilize the important support 
of veteran mentors. Operating in less than a third 
of New York State counties, the VTCs largely focus 
on misdemeanor crimes. The VDP seeks the same 
treatment-oriented approach in more serious cases in 
the criminal courts for veterans and service members 
suffering from battle-borne mental health ailments.

Training Public Defenders

VDP Director Gary Horton speaks at a Westchester County training in September 2015.

This was the best training I have ever attended.

– Public Defender
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Office Assistance Site Visits N=11

Legal Trainings N=10

Outreach Presentations N=32

Legal Assistance Provided N=109 (including cases 
where VDP served as primary counsel)

Veterans Defense Program
Statewide Activities

2014 - 2015
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What Veterans Are Saying About the VDP 

“I think the VDP attorneys are literally saving lives with their knowledge and expertise. They have greatly impacted my life 
on a positive note. I am forever grateful and in your debt for what you have done for me.”  Ross Keim, Disabled & Medically 
Retired U.S. Army Military Policeman 

“I truly believe if I did not have you in my corner backing me, I would more than likely be in jail and worse off. The service 
that the VDP provides is invaluable. The legal system does not know what diffi culties veterans face when they come home 
from war, and what demons they carry within themselves. The VDP advises the court system of exactly what myself and 
my fellow veterans have been through, and what we are currently going through, in an effort to lessen the blow that the 
legal system will levy against a veteran who has committed a crime. There needs to be a VDP in every court system.”  Terry 
Travis, U.S. Marine Sergeant, Two Iraq Tours
 
“After three years and two heart attacks, and trying to get the justice system to understand my dilemma, I was desperate 
and disabled. VDP acted immediately and restored my dignity and faith in the system. It is the best thing to come along 
for a veteran who needs help in criminal matters; an organization that has a heart and soul. They have truly saved me and 
my family from years of anguish.”  Lawrence Fuchs, U.S. Army Vietnam Veteran

“As a retired Army Lieutenant Colonel, Purple Heart recipient and Founding Partner of a law fi rm with offi ces across 
New York State, I personally know of the unique needs of veterans, especially those suffering from the invisible wounds 
of war. The risk of those untreated veterans becoming involved in the criminal justice system is at an all-time high. I, and 
the members of the Military Order of the Purple Heart in New York State, strongly support the VDP and appreciate their 
important work to help justice-involved veterans regain their status as productive members of society.” Matthew Tully, NYS 
Department Commander, Military Order of the Purple Heart of the U.S.A.

“I can’t explain how thankful I am that you guys took on my 
case. It’s been a roller coaster ride right from the gate. It’s 
been an honor to have met all of you.”  Ljube Terzioski, U.S. 
Army Afghanistan Veteran. “Out of the sky drops a bunch 
of angels called the VDP. Like a whirlwind, you amazing 
people knew what to do to help my son.”  The Gaston & 
Terzioski Family

Veterans Defense Program Testimonials
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“I felt like [the VDP] was speaking from MY heart in the mitigation report and I could not have found a better voice... The 
difference the mitigation brief brought to the case was like night and day.”  Petre Ivan, U.S. Army Afghanistan Veteran

“Our statewide veteran council, representing 37 veteran groups, such as the Marines, VFW and Disabled American 
Veterans, strongly support the critically important work of the VDP. A number of our members have been helped by the 
VDP and their advocacy for mitigation and treatment to heal a veteran’s battle-borne illness. Justice-involved veterans 
need the VDP. The VDP is truly defending those who defended America.” Tom DeMeo, President, NYS Council of 
Veterans Organizations 

What Government Offi cials Are Saying About the VDP

“I am writing to express my unwavering support for the VDP as it effectively broadens the scope of services provided to 
our nation’s bravest patriots. Defending veterans who encounter NYS’s criminal or family court system is a noble feat, 
yet the VDP seeks to serve beyond the walls of the courtroom. The implementation of pilot projects like the Veterans 
Restorative Justice offer much needed opportunities for veterans. With the VDP’s past achievements and anticipated 
future successes, the program could become a model for others across the nation.”  U.S. Senator Kirsten Gillibrand

“I commend NYSDA for launching the Veterans Defense Program. I created the nation’s fi rst Veterans Treatment Court 
in Buffalo, NY to address the unique needs of veterans, especially those suffering from PTSD, TBI, military sexual trauma 
and major depression. By identifying a veteran upon his or her arrest, their needs can be assessed and a treatment 
program can be developed. A collaborative approach to treatment that focuses on supervision of the veteran throughout 
the process can reduce recidivism and help our veterans lead sober, healthy, and productive lives.” Judge Robert T. 
Russell, Jr., City Court Judge, City Court of Buffalo

“The VDP’s work is critical to veterans and service members who fi nd themselves in the family court or criminal court 
system, especially those who are suffering from mental health illnesses. They help the most vulnerable of our returning 
warriors by guiding attorneys in how to ensure that the courts consider treatment programs for veterans with military-
related PTSD, TBI, and depression.”  Congressman Paul Tonko (20th District)

“The Veterans Defense Program showed compassion and care when it seemed no one else could or would [for an 
Afghanistan veteran]. The VDP is a small group of legal professionals whose services are desperately needed here in 
New York. They should fl ourish and expand so that more of our veterans, damaged in the service of their country, can be 
helped through their own individual nightmare.”  Assemblyman Marc Butler (R-Herkimer)
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What Public Defense Attorneys & Organizations 

Are Saying About the VDP

“I am impressed with the outstanding work of the VDP attorneys. Their presentation at the Chief Defender Convening was 
inspiring and informative, and their written advocacy on behalf of Veteran CJ in the post-judgment motion was superb. I 
am quite hopeful that with the VDP’s continued advocacy at the hearing, the court will reduce CJ’s harsh and excessive 
sentence.”  Richard Greenberg, Attorney-in-Charge, NYC Offi ce of the Appellate Defender

“In my travels, I have never come across anything like the VDP. I had the honor of presenting at their 2014 statewide 
training, and was blown away by the quality and depth of their program. This program is literally breaking new ground—
the fi rst of its kind in the country—using sophisticated veterans defense knowledge to assist criminally-charged veterans 
across NYS, and train attorneys in the art and science of defending veterans.”  Attorney Brockton Hunter, U.S. Army 
veteran and author of the seminal legal treatise, The Attorney’s Guide to Defending Veterans in Criminal Court

“I enthusiastically support the VDP. I and my staff appreciate their skilled assistance as they strategically support our 
representation of veterans and service members. Most recently, they assisted us on a case involving a former infantry 
soldier charged with weapons and drug related offenses. The VDP’s expertise is invaluable to such representations.”  Lisa 
Schreibersdorf, Executive Director, Brooklyn Defender Services 

“The VDP’s assistance, resources, techniques, and tips were invaluable in formulating an effective defense strategy. VDP 
helped me steer the case towards a treatment program to address my client’s pathology and prevent a reoccurrence, 
rather than incarceration, allowing this individual to remain a productive member of society instead of a mere statistic.”  
Aaron Dean, Chenango County Assistant Public Defender

“I am truly grateful for your incredibly speedy responses and helpfulness. What a tremendous resource you provide.”  
Attorney Stephanie Pope, The Legal Aid Society

“The VDP has been a tremendous real time resource to my offi ce. The provision of vigorous defense for veterans of our 
armed forces is invaluable.”  Robert Linville, Columbia County Public Defender 

“The VDP provides much-needed legal training and support for lawyers defending veterans struggling with mental health 
issues. At BPI, we estimate that nearly 30 students of the approximately 800 who have enrolled in our college are 
veterans; more broadly, it is estimated that 1 in 10 prisoners in the NYS prison system are veterans. Providing veterans 
in the criminal justice system with meaningful legal representation is critical and timely.”  Laura Liebman, Bard Prison 
Initiative

“Hofstra Law School fully supports the VDP and the tremendous efforts it makes on behalf of justice-involved veterans 
throughout the state.”  Jennifer Gundlach, Clinical Professor of Law, Hofstra Law School.
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262,526 
Veterans  

Source: Invisible Wounds of War: Psychological & Cognitive Injuries, Their Consequences & Services to Assist Recovery, RAND Corporation, 2008. 

112,511 Veterans with 
PTSD, TBI, or Depression* 

Significant treatment gaps exist. Only about 50% of Post-9/11 veterans with mental health 
ailments are receiving treatment, and the estimates are much lower for Vietnam veterans.  
 

The Institute of Medicine and the U.S. Dept. of Veterans Affairs report such veterans are at 
significant risk of arrest as their trauma symptoms can lead them to criminal conduct.  

An estimated 30% or 112,511 Vietnam & Post-9/11 Veterans 
have PTSD, TBI, or Depression in New York State 
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U.S. Army Specialist CJ Smith: For almost two years, 
a young Afghanistan-deployed veteran was held in an 
upstate New York jail without trial for his fi rst offense: 
burglary with two friends while under the infl uence of 
alcohol, a few months after returning from a combat zone 
with untreated PTSD, depression, and substance abuse.  

CJ joined the elite 173rd Airborne Brigade Combat Team 
and later deployed to Forward Operating Base Shank in 
Afghanistan, in a region frequently described as “the most 
dangerous place in the world.” Private First Class CJ often 
endured rocket and mortar barrages fi ve days 
a week for months on end. He had colleagues 
killed and close friends injured. One such 
incident haunted him. He was standing in a 
long line at the PX with his battle buddy when 
he realized he had forgotten his wallet and left 
to recover it. A few minutes later, a rocket hit 
the spot where he had been standing, and 
his buddy was hit by shrapnel, losing both 
legs. CJ’s colleague eventually recovered from his life 
threatening wounds but CJ obsessed over this incident and 
thought continually, “It could have been me. Why not me? 
Was it luck? Fate? I don’t know how not to think about it.” 
He came home “a very broken man,” said his mother. He 
suffered from depression and undiagnosed PTSD which 
led to self-medicating with alcohol.

Both his appointed lawyer and the Judge ignored the links 
between his battle-borne mental impairments and his 
offense. The VDP took on his case and sought a treatment-

VDP Veteran Case Studies*

VDP Challenges Harsh Sentence for 

Veteran’s First-time Burglary Offense, 

Seeking PTSD Treatment & Mitigation

He came home “a 

very broken man,” 

said his mother.

*The Case Study veteran names have been changed for privacy protection and all photos are from istockphoto.

oriented approach and mitigation. VDP’s mental health 
expert evaluated CJ and diagnosed him with service-
related PTSD. At the VDP’s request, the Judge promised 
a sentencing hearing to hear from witnesses regarding 
his military service and mitigating circumstances. In 
preparation, the VDP wrote a sentencing memorandum 
which outlined some of the witnesses’ proposed testimony. 
Surprisingly, the Judge stated he had enough information 
from the memorandum and denied the promised hearing, 
sentencing CJ to 8 years in prison. 

Challenging this harsh sentence in a post-
conviction application, the VDP argued that 
the Judge’s reasoning “smacks of a Catch 22. 
In short, in order to get a sentencing hearing, 
CJ was required to provide a sentencing 
memorandum. Yet precisely because CJ’s 
attorneys submitted the desired memorandum, 
complying with the Court’s order, he was 
denied the very sentencing hearing he sought.” 

The VDP fi led a Notice of Motion to Vacate Conviction 
& Set Aside Sentence noting the length of time already 
served, and the contributing factor of his service-related 
mental health ailment. The VDP was successful in having 
another Judge grant a motion to hold a sentencing hearing 
wherein mental health experts and his military superiors will 
testify on his behalf. A sentencing hearing is scheduled for 
late Fall. Finally, after two years, this young veteran 

will have his day in court and an opportunity for 

treatment and justice.
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U.S. Army Private First Class Tom Donner:  Tom was 
slated for Military Intelligence, but requested the Infantry 
as he wanted to “be in the action” in Iraq. In 2003, he took 
part in the invasion of Iraq and his platoon experienced 
heavy battle conditions, undergoing machine gun fi re, 
rockets, and rocket-propelled grenades. One of the fi rst 
platoons to enter Bagdad, his company was described 
as the “tip of the spear” in the assault. Tom received four 
medals for his service, including the Bronze Service Star. 
According to the VA medical records, Tom was exposed to 
extremely harsh military trauma and suffered considerable 
combat guilt. He had recurring nightmares 
and the smell of burnt fl esh in his dreams, 
saying “we were constantly approached 
by Iraqi civilians who were horribly burned 
seeking medical care, and the burned 
kids were the worst.” He began to self-
medicate with alcohol and marijuana and 
was discharged from the Army. 

On returning home, he went from job to 
job, suffering from undiagnosed PTSD, 
insomnia, and substance abuse. His 
childhood friend said, “Tom changed a lot 
after his army service. He started drinking 
a lot, especially at night, as it was the 
only way he could sleep. But with the 
nightmares, he would only sleep 3 to 4 
hours a night if he was lucky.” Ten years 
later, he went to the VA seeking help for 
severe back pain and a continuing sleep 
disorder. He reported that in 2003, he had 
hit his head and back when he had fallen off an infantry 
fi ghting vehicle. The VA diagnosed him with back injuries, 
PTSD, and Substance Abuse Disorder. He entered VA 
and Warriors Salute programs and his discharge summary 
stated that he was “fully engaged in treatment and has 

VDP Successfully Secured 

Treatment for Iraq Veteran 

Suffering From Severe PTSD, Back 

Injuries, & Substance Abuse

He had recurring 

nightmares and the 

smell of burnt fl esh in his 

dreams, saying “we were 

constantly approached 

by Iraqi civilians who 

were horribly burned 

seeking medical care, 

and the burned kids 

were the worst.” 

made good progress... He believes...the treatment has 
greatly helped him to modify his behavior and improve his 
coping. He hopes to be able to maintain stable functioning, 
to be able to better provide for his daughter.”

Tom was abstinent for over fi ve months, when he relapsed 
after a very close veteran friend in his VA treatment program 
overdosed and died. He was arrested for a Misdemeanor 
Aggravated DWI the day after his friend’s death. He went 
back to the VA program. A VA social worker stated that, 
“In spite of signifi cant PTSD symptoms ...positive factors 

include supportive parents, an extremely 
strong bond with his daughter, his desire 
to work, and motivation for treatment and 
occupational advancement.”  

The VDP provided the North Country 
public defender representing Tom with 
ongoing support and co-authored his 
Mitigation Memorandum in Support of 
a Bail Application, which stated that 
“while incarcerated, Tom cannot receive 
adequate care for his back condition 
and PTSD. He is removed from familial 
supports...and continued incarceration 
threatens the progress he has made. The 
VA is prepared to refer Tom to further 
residential treatment.” It concluded that, 
“We as a society owe him appropriate 
care so that he can regain his place in 
his community.” The Judge agreed to a 

“bed-to-bed” release, thus enabling 

Tom to enter an inpatient PTSD program and 

continue treatment to fi nally heal from his battle-

borne ailments and be restored to his family.
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U. S. Army Specialist Rick Jones: Rick is deeply 
patriotic and after 9/11 he sought military service, 
eventually serving for fi fteen months as part of Operation 
Iraqi Freedom. He deployed to Forward Operating Base 
(FOB) Pasab in Khandahar province, one of the deadliest 
areas in Afghanistan. He was under fi re on a daily basis 
almost immediately upon arriving at the FOB. His Sergeant 
stated that Rick’s job as a cook in no way exempted him 
from fi ghting, and upon hearing incoming fi re, Rick would 
immediately run to join his 10th Mountain infantrymen 
colleagues. Jones engaged in 2 to 5 fi refi ghts a week and 
his Sergeant stated that he was “one of the most level 
headed soldiers I have ever seen in a combat situation...
acting as if he was a much older and seasoned veteran 
than he was.”

Rick was known for helping his friends in 
need, and on the death of a soldier, he 
counseled one young man who was hit very 
hard by the death, causing his supervisor 
to say, “Such compassion and care for a 
fellow soldier in my opinion is a rare sight.” 
In 2011, six months after his deployment, 
Rick suffered a seizure as his epilepsy 
medications did not arrive in time. He fell 
and had a head injury during the seizure and 
was medically evacuated back to America. Rick repeatedly 
requested to stay with his unit and felt guilty at leaving his 
colleagues behind. His requests were denied and he was 
ordered to his unit’s homebase, Fort Drum. His supervisor 
found that he was extremely dependable, noting that 
“things would get done in an effi cient and professional 
manner” and he continued to mentor soldiers and take 
on additional responsibilities. A few years later, due to 
reoccurring seizures, the Army medically retired Rick with 
an Honorable Discharge. Married with a young son, Rick’s 
wife serves as a Sergeant at Fort Drum and provided for 
their fi nancial needs after his discharge.

Rick’s serious epilepsy health conditions and his lack 

VDP Seeks Bail & Treatment for 

Army Veteran Acting in Self-Defense 

in Life-Threatening Situation

At core, he responded 

in self-defense to 

a life-threatening 

situation as he had 

been militarily trained.

of employment led him to depression and intermittent 
substance abuse. On an overnight visit to a medical 
specialist for his child in a nearby city, he relapsed and 
found himself caught up in a life-threatening situation 
when he attempted to purchase drugs. He was abducted, 
trapped in a crack house, and held against his will. He 
was threatened by drug dealers with guns and believed 
that if he left, he would be shot. He asked the dealers to 
return his car and they angrily refused. In fear for his life, 
Rick sought to disarm an armed perpetrator and a struggle 
ensued. Rick disarmed the man, but he continued to come 

at him, and Rick was forced to shoot him 
in self-defense. Rick was charged with 
Manslaughter in the 1st degree and, if 
convicted, will face 5 to 25 years. The VDP 
and Rick’s public defense attorney urged the 
court to appreciate his military background, 
noting that Rick “as a well-trained soldier, 
assessed that his actions were necessary 
to defend himself from a gun wielding crack 
dealer. In essence, Rick’s training took over: 
he reasonably perceived the crack dealer to 
be an immediate threat to him, made efforts 

to disarm him, and then was forced to shoot him to curtail 
his continued advances.”

Many friends, fellow soldiers, and family members submitted 
statements in support of Rick after his arrest, attesting to his 
exemplary character in terms of dedication to his country, 
family, and community.  They all noted that his reputation 
is that of a caring person actively concerned about the 
welfare of others. The VDP and Rick’s attorney are 

seeking substance abuse treatment, emphasizing 

that Rick is a highly decorated veteran with no 

criminal record, and is a model family man. At core, 

he responded in self-defense to a life-threatening 

situation as he had been militarily trained.
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U.S. Army Specialist Patrick Kelly: Patrick 
enthusiastically joined the New York Army National Guard 
and was deployed to Afghanistan as a Combat Medic 
in 2012. His supervisors said he was a “model soldier,” 
and he was “competent, hardworking and dedicated.” He 
served as a clinical caretaker in a combat theater at the 
Troop Medical Clinic at Kandahar Air Field (KAF), where 
amidst continual rocket fi re he unloaded helicopters of 
dead and wounded soldiers for four months. He described 
feeling shock and helplessness, saying, “I can’t believe 
how fragile life is.” 

He was transferred to work as a medic at the Detention 
Facility in Parwan (DFIP), which held insurgent prisoners 
who had killed Americans or had contributed 
to the planning of major attacks on 
Americans. Work conditions were extremely 
harsh with physical violence, verbal threats, 
and frighteningly weak security, creating an 
environment of severe fatigue and trauma 
with which Patrick struggled to cope. He 
worked in a dark, dungeon-like facility amidst 
constant threats, with spit and other bodily 
fl uids thrown on him, while he medically 
treated 2,000 patients in 12 hour shifts 
over 6 weeks. He treated severe battlefi eld 
injuries, broken bones, and administered medications 
to the mentally unstable Taliban prisoners. Often his 
mornings at the DFIP would include treating sexual injuries 
as the prisoners would violently injure each other in sexual 
games, and this caused him much emotional stress. Patrick 
and his teammates lived in near constant dread of death. 
According to his immediate supervisor, the “Afghan staff 
would mishandle locking mechanisms and keys for cells 
containing dozens of detainees that made no secret of 
wanting to kill us.” In addition, Patrick and his colleagues 
were forced to live in soft tents next to a loud and active 
construction site and a mine fi eld leaving him only a few 
hours of sleep a day for two months. 

VDP Obtains Extensive Treatment for 

Severely Traumatized & Suicidal Army 

Veteran Facing Weapons Charge

He described 

feeling shock and 

helplessness, saying, 

“I can’t believe how 

fragile life is.”

He was then transferred to the Navy Trauma Center at 
KAF, “known as the trauma capital for the Afghanistan 
campaign, with soldiers handling the worst of what combat 
has to offer,” said his supervising offi cer. Part of his duties 
included assisting in the loading of fallen soldiers onto 
transport planes going back home. He was profoundly 
impacted when one of the loadings involved a soldier, killed 
in action, whose neck injury Patrick had treated earlier that 
year.  Shortly after, his Sergeant recalled he found him 
“crying and distressed after learning of his wife’s infi delity 
with one of his closest Army colleagues.” Patrick was 

honorably discharged and returned home, 
receiving an Army Commendation Medal 
for providing medical care for over 2,000 
enemy combatant detainees composed 
mostly of insurgent leaders, and for helping 
over 5,000 patients in a high risk detention 
facility. Patrick suffered from monumental 
trauma as a medic in Afghanistan which was 
exacerbated by his distress over his wife’s 
infi delity. 

Less than a month after returning home, 
Patrick went to the VA Emergency Room in extreme 
anguish, unable to sleep, suicidal, and drinking heavily. The 
VA gave Patrick the maximum rating for PTSD and also 
diagnosed him with depression and anxiety. He has made 
signifi cant strides in his PTSD treatment and has stopped 
drinking. Unfortunately, early in his therapy program, he 
was pulled over by the police and they found a gun in his 
car trunk. Upon questioning, he said its only purpose was 
in case he decided he wanted to “shoot himself.” He was 
arrested on a charge of Criminal Possession in the 2nd 
degree, facing up to 5 years in prison. 

The VDP assisted a lawyer representing Patrick and wrote a 
Mitigation Memorandum which urged the Court to provide 
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leniency and treatment for his battle-borne PTSD. The 
VDP pointed out that the VA staff treating Patrick reported 
he had not fully reintegrated at the time of the incident, 
and was suicidal. The VDP stated that incarceration would 
have a negative effect on his mental health and retard 
recovery as there is no VA PTSD treatment program for 
incarcerated veterans, and urged that in the interests of 
justice, Patrick receive a treatment requirement. 

The Judge and the Prosecution were impressed by the 
Mitigation Memorandum detailing Patrick’s traumatic 
military experience. After learning of Patrick’s trauma and 
health problems, the Assistant District Attorney said, 
“what we really need for the defendant is the opportunity 
for him to get 100% better…I want him to get better.” 
The Prosecution agreed to a disposition wherein Patrick 

would not be incarcerated but rather upon his successful 
completion of two additional years of therapy, the felony 
charge against him would be dismissed and he would 
be on probation for the misdemeanor for three additional 
years. The Judge said, “Mr. Kelly, heal, integrate, 

become whole again, as you provided a great 

service to this country. We are thankful for that and 

want this wonderful disposition.” The Judge then 

noted, “I thank you as well Mr. Cody [VDP Legal 

Director] for your presence and insight. It was very, 

very helpful in closing the window on this case.”  

The VDP succeeded in obtaining justice for Patrick, 

helping him to get extensive treatment and family 

restoration so he can again be a productive member 

of society.

U. S. Marine Sgt. Timothy Polaski: Tim has extensive 
military experience with the U.S. Marine Corps, including 
an Iraq deployment in 2009, where he achieved the rank 
of Sergeant. Beforehand, he suffered from trauma as his 
father and two siblings were physically abusive during his 
childhood in an upstate city, resulting in a skull fracture 
and other injuries. Sadly, his mother tried to commit suicide 
three times and then had early onset dementia. Throughout 
all of this tragedy, Tim never received any counseling. He 
was inspired to join the Marines at eighteen by the example 
of his brother-in-law who he looked to as a father fi gure. 
He trained as an Assault Infantryman and was assigned to 
an Anti-terrorism Battalion and deployed to Iraq. Tim was 
seriously injured during a nighttime convoy operation while 
serving as a gunner. His vehicle hit a bomb crater and 
during the impact, he was hit in the face 
with a 300 lb. tow bar and thrown from 
the vehicle. It was three days, after the 
convoy mission was complete, before 
Sgt. Polaski could obtain medical care 
for his serious back injury. 

Three months after the incident, he was 
redeployed home. He has relatively 

VDP Obtains

Multi-Faceted Treatment 

for Marine with PTSD & TBI

With his ongoing physical 

pain and his untreated 

mental health ailments, Tim 

self-medicated with alcohol. 

constant back pain with degenerative disc disease, PTSD, 
and suffers from two Traumatic Brain Injuries (TBI) that 
cause vertigo. Despite his injuries, Tim was active in the 
Reserves for three years and his Captain reported he was 
a highly qualifi ed Marine. His discharge was Involuntary 
Honorable (Medical). During his service, he received 
numerous citations and medals, including the National 
Defense Service Medal and Iraq Campaign Medal.

The father of four children, Tim has a 90% VA Disability 
rating. With his ongoing physical pain and his untreated 

mental health ailments, Tim self-
medicated with alcohol. One day, he 
stopped taking his medications and 
drank beer which triggered a violent 
reaction. He was arrested for resisting 
arrest and domestic violence. His 
wife recounted that, “Our 10 year old 
daughter came upstairs and said Daddy 
was talking funny. I came down and 
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U.S. Marine Sgt. Joseph Gallo: Sergeant Gallo served 
in both the Marines and the Army for a total of ten years. In 
2004, as a soldier, he deployed to Iraq. For a year he was 
tasked with leading a twelve man Quick Reaction Force 
to provide security to Iraq convoy operations. In one of his 
fi rst “outside the wire” missions, he led a security operation 
to recover a U.S. Army vehicle that had been blown up by 
a suicide bomber outside of Baghdad. Walking through 
strewn body parts was an indelible image for Joe. Two 
months later, he had to open fi re on a car full of people 
to thwart their aggressive and potentially dangerous 
approach towards a military convoy. He suffered guilt over 
this incident, since due to tactical and security operations, 
he could not offer aid to the people in 
the car and never learned of their fate. 
In another incident, two dead Iraqi 
“body bombs” were thrown from a car. 
Joe found that the gutted bodies had 
explosives placed internally, requiring a 
bomb disposal robot to disarm them. 

On the deployment, Sgt. Gallo spent 
over 250 days “outside the wire” beyond 
the security and safety of an American 

VDP Attains Court-Ordered

Therapeutic Approach with 

Treatment for Marine with PTSD

... he struggled with 

his drug addiction in a 

desperate attempt to forget 

his war experiences, saying, 

“Iraq is always there.”

base, exposed to life-threatening danger daily. When he 
returned home in 2005, the military at that time lacked a full 
understanding of the mental effects of combat. Thus, Joe’s 
PTSD was not diagnosed and he turned to illegal drugs to 
self-medicate. Within a few months, he tested positive for 
cocaine and was reduced in rank and discharged from the 
Army under “Other than Honorable Conditions.” He was 
devastated, as his identify and sense of worth was wrapped 
up in his status as a soldier and his military dedication. 
His marriage rapidly disintegrated, resulting in a divorce, 

and he faced fi nancial hardships. For 
eight years, he struggled with his drug 
addiction in a desperate attempt to 
forget his war experiences, saying, “Iraq 
is always there.” 

With support from his fi ancé, he turned 
over a new leaf and stopped taking 
drugs, marrying and then regaining full 
custody of his son from his previous 

saw he was drinking. I told him that was enough and it 
was time to go to bed. He started rambling about his life. 
I told him that he just needed to come upstairs and go 
to bed. He fl ipped a switch and came after me. He had 
me bear-hugged in the kitchen corner when I screamed 
for our oldest daughter, who is 12. By the time she came 
down, I had gotten enough space to get around him and 
go upstairs where I called the police.”  When the police 
entered the house, they found him asleep on the couch and 
when awoken, he reacted aggressively and instinctively 
with a trained military response. 

The VDP assisted Sgt. Polaski’s public defender in 
submitting a Mitigation Memorandum to the court, 

advocating for leniency and a treatment approach to enable 
him to heal and recover from his PTSD and TBI. The Judge 
placed him on a one-year Interim Supervision Probation, 
which if successfully completed, will result in a conditional 
discharge with no further probation. Concurrently, Tim is in 
an inpatient PTSD VA treatment program, a VA substance 
abuse program, and a domestic violence therapy program, 
and is fully compliant with his probation terms. He is 

being held accountable while still receiving the 

multi-faceted treatment and therapy that he needs 

to heal both his and his family’s wounds. The VDP 

mitigation legal advocacy succeeded in giving Tim a 

second chance, putting him on the road to recovery 

and his family on the road to restoration. 
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marriage. On the day of his arrest for drug possession, he 
had just lost his job and was in relapse and using drugs. 
After his arrest, he immediately enrolled in the VA program 
for substance abuse treatment. He was clean for over a 
year until he came upon a car accident where the driver’s 
head was decapitated, triggering memories of his Iraq war 
horrors. Within hours, he again relapsed and then sought 
help from the VA. Throughout the last ten plus years, his 
PTSD had been undiagnosed. 

The VDP assisted Joe’s public defender and submitted a 
Mitigation letter to the Court stating, “it is in the best interest 

of justice that he be spared further incarceration and be 
afforded the opportunity to heal his battle-borne wounds.” 
The VDP said, “While he struggles with some extremely 
powerful memories of past events that are at the distal 
end of human experience, he is dedicated to his wife and 
son and realizes how much he has to gain from continuing 
treatment.” The court undertook a therapeutic 

approach and sentenced Joe to VA PTSD and 

substance abuse treatment for 18 months, allowing 

him to heal and return to his family to once again 

be a productive member of society.

*The Case Study veteran names have been changed for privacy protection and all photos are from istockphoto.
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The VDP is helping public defenders to fulfi ll their constitutional obligation to investigate their client’s military service, 
and any related mental health ailments that may have contributed to their offense, and seek mitigation. In Porter v. 
McCollum, 558 U.S. 30 (2009), the United States Supreme Court ruled unanimously that public defenders 

must adequately investigate their client’s military background to include battle-borne mental health illness, 

such as PTSD, and reasonably present such evidence in mitigation. Although the defendant was a decorated 
Korean War veteran, his court-appointed counsel neither investigated nor presented evidence of his military service to the 
jury, and the Court reasoned that this type of evidence might have swayed the jury. Porter’s defense counsel was found 
ineffective in this per curiam decision.

The Supreme Court emphasized:
“Our Nation has a long tradition of according leniency to veterans in recognition of their service, 

especially for those who fought on the front lines as Porter did.  Moreover, the relevance of Porter’s 
extensive combat experience is not only that he served honorably under extreme hardship and gruesome 

conditions, but also that the jury might fi nd mitigating the intense stress and mental and emotional 
toll that combat took on Porter.” (Porter v. McCollum, 558 U.S. 30, 130 S.Ct. 447 (2009).

The VDP Assists Public Defenders in Fulfi lling the U.S. Supreme Court 

Unanimous Ruling That Defense Counsel Must Investigate a Veteran Defendant’s 

Military Service & Battle-Borne Mental Health Ailments
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Offi ce site visits were conducted with Chief Defenders and their staff at eleven county public defense programs to train, 
educate and advise on the issues surrounding the representation of veterans in family and criminal court, and to assist 
them in connecting veteran clients with service programs.

Columbia County Public Defender Offi ce, Hudson, NY, 05/08/14.
Cattaraugus County Public Defender Offi ce, Olean, NY, 06/30/14. 
Livingston County Public Defender Offi ce, Geneseo, NY, 10/31/14.
Steuben County Public Defender Offi ce, Bath, NY, 10/31/14.
Orleans County Public Defender Offi ce, Albion, NY, 11/7/14.
Genesee County Public Defender Offi ce, Batavia, NY, 12/10/14.
Rockland County Public Defender Offi ce, New City, NY, 7/16/15.
St. Lawrence County Public Defender Offi ce, Canton, NY, 7/14/15.
Kings County, Brooklyn Defender Services Offi ce, NY, 7/30/15.
Niagara County Public Defender Offi ce, Lockport, NY, 8/17/15.
Westchester County Legal Aid Society Offi ce, White Plains, NY, 9/17/15.

VDP Public Defender 

Offi ce Assistance Site Visits

Helping Those Who Defended Us:

Deanne Quinn Miller, VDP Program Coordinator, assists a veteran with expert referrals and

guidance on VA treatment and therapy programs in August 2015 at the Batavia offi ce.
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The VDP provided extensive training to over 600 public defenders, legal aid society attorneys and assigned 

counsel in New York State through twelve national, statewide and regional training workshops and 

conferences. The trainings often provided Continuing Legal Education (CLE) credits for attorneys. The trainings received 
rave reviews with one seasoned public defense attorney stating, “This was the best training I have ever attended.” 

Cattaraugus County CLE, Olean, NY, 8/15/14, Best Practices for Representation of Veterans
Monroe County CLE, Rochester, NY, 8/29/14, Best Practices for Representation of Veterans
Albany County CLE, Albany, NY, Statewide Training, 10/17/14, Representing Veterans in NY Courts
National Association for Public Defense Webinar CLE, 2/26/15, Defending Veterans in Criminal Court
29th Annual Metropolitan Trainer CLE, New York City, NY, 3/14/15, Representing the Veteran From 

Arrest Through Disposition 
Ontario County CLE, Canandaigua, NY, 3/20/15, Representation of the Veteran Client: 

Understanding the Issues & Tips for Effective Advocacy
Oneida County CLE, Utica, NY, 4/25/15, Using your Veteran Client’s Military Experience, Training and 

Culture in their Defense 
Syracuse University College of Law CLE, Syracuse, NY, 5/4/15, Defending the Veteran Client
NAACP Legal Defense Fund 36th Annual Capital Punishment Training Conference, 

Warrenton, VA, 7/9/15, Defending Veterans in Capital Cases 
7th and 8th Judicial Districts, Batavia, NY, 8/13/15 & 8/14/15, Veterans Defense Program 

Point Person Training
Rockland County CLE, New City, 9/17/15, Defending the Veteran Client
Westchester County CLE, White Plains, NY, 9/18/15, Best Practices for Representation of Veterans
5th & 6th Judicial Districts, Syracuse, NY, 10/15/15 & 10/16/15, VDP Point Person Training
2nd, 10th & 11th Judicial Districts, Hempstead, NY, 11/12/15 & 11/13/15 VDP Point Person Training

VDP Legal Trainings

Best Practices for Representation of Veterans: 

(L-R) VDP Legal Director Art Cody and VDP Director Gary Horton 

speaking at September 2015 training in Westchester County.
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“Outstanding! Thank you!”
“Excellent panel of very moving, informative and wonderful speakers. Keep up the good work.” 
“The best Continuing Legal Education (CLE) I have attended. Congrats!”
“Excellent direct-experience presentations.”
 “Very informative and heartfelt presentations. An excellent CLE. Thank you.”
“Great presentations and introduction to representing veterans.”
“The U.S. Army veteran was excellent and his presentation was personal which made it incredibly 

interesting and helpful.” 
“Great training – thank you!! It defi nitely opened my eyes to many issues to consider.”  
“Great to hear more about veteran’s experiences, military culture and how it relates to cases.” 
“Such an important topic for such a marginalized and misunderstood population.”
“Talented and excellent speakers.”
“Very informative and on point presentations with great resources.”
“Great presenters with insightful and helpful points.”

Evaluation Comments on VDP Trainings

Statewide Training Features 

National Experts

The Veterans Defense Program’s Best-

Practice Litigation Training for Lawyers 

Representing Veterans on October 17, 2014 

featured national experts on defending 

veterans in criminal court and the treatment of 

veterans with PTSD and TBI. (L-R): Jonathan 

E. Gradess, NYSDA Executive Director; 

Attorney Brock D. Hunter, a nationally-

recognized expert and author of the seminal 

The Attorney’s Guide to Defending Veterans 

in Criminal Court; Ed Tick, Ph.D, Executive 

Director of the international organization 

Soldier’s Heart, and author of the nationally 

acclaimed book, War & The Soul: Healing Our 

Nation’s Veterans from PTSD; Art Cody, VDP 

Legal Director, and Gary Horton, VDP Director.
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The VDP legal staff traveled throughout the state to meet with 26 organizations working on public defense, criminal justice 
and family court veteran issues. The VDP provided information on its programs, trainings and resources, and surveyed 
groups about any needs they have to best serve justice-involved veterans and service members.

Bronx Defenders, New York City, 5/9/14.
Seventh Judicial District Chief Defenders Meeting, Canandaigua, 5/9/14.
Ontario County Veterans Court Planning Committee, Canandaigua, 5/15/14.
Veterans Outreach Center, Rochester, 5/17/14.
Clearpath for Veterans, Syracuse, 6/13/14.
Marine Corps League, Albany, 6/28/14.
American Legion, Department of NYS, Statewide Convention, Albany, 7/17/14.
Center for Court Innovation, Syracuse, 8/1/14.
Genesee County Bar Association, Batavia, 10/1/14.
Partners In Restorative Initiatives, Rochester, 11/10/14.
Chief Defender Association, Albany, 12/15/14.
Judge Robert Russell, Buffalo City Veterans Treatment Court, Buffalo, 1/27/15.
National Alliance on Mental Illness, Albany, 1/12/15.
Syracuse Law School Veterans Clinic, Syracuse, 1/29/15.
Dr. Cory Crane, Strength at Home Program, Rochester, 2/20/15.
VA Committee on Women’s Programs, VA Western NY Medical Center, Buffalo, 3/11/15.
Hofstra Law School, Hempstead, 4/23/15.
East End Vets Long Island, East End, NY, 4/25/15.
Groveland Correctional Facility, Veterans Program, Groveland, 4/29/15
Veterans of Foreign Wars, Albany, 5/2/15.
New York State Council of Veterans Organizations, Albany, 5/13/15.
One-Stop Veterans Center of WNY, Buffalo, 6/26/15.
Brooklyn Defender Services, 8/12/15
Orleans County Magistrates Association, Albion, 9/9/15.
Harlem Vet Center, Harlem, 9/11/15.
NY City Council Veterans’ Affairs Committee Chairman Eric Ulrich, NYC, 9/25/15.

VDP Outreach Presentations
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ABC News Journalist 

Bob Woodruff

Meets with VDP Staff

Bob Woodruff, former co-anchor of “ABC 

World News Tonight,” was severely injured 

with Traumatic Brain Injury from a roadside 

bomb while reporting in Baghdad, Iraq. After 

his recovery, he and his wife wrote a book, In 

an Instant: A Family’s Journey of Love and 

Healing, and created the Bob Woodruff Family 

Foundation in support of veteran service 

programs. (L–R) VDP Legal Director Art 

Cody; Bob Woodruff; and VDP Director Gary 

Horton meet at the Mental Health Foundation 

August 2014 event in Saratoga Springs, NY.

Former First Lady

Matilda Cuomo

Meets with VDP Staff

(L– R) VDP Legal Director Art Cody; Former 

First Lady Matilda Cuomo, wife of former 

NYS Governor Mario Cuomo; VDP Director 

Gary Horton; and VDP Program Coordinator 

Deanne Quinn Miller meet at the Mental 

Health Foundation 2014 event supporting 

treatment for mentally-impaired veterans.
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Veterans Defense Program Supporters

Supporting 

Treatment for Veterans

Robert Porter speaks in support of the VDP’s 

treatment-oriented approach for PTSD 

veterans at an Albany 2015 news event. (L-R: 

John Lewis, VFW; Robert Porter, Marine Corps 

League; Linda McKinnis, Disabled American 

Veterans; and Steven Cippitelli, VFW.) 

Supporting 

Justice-Involved Veterans

VDP Legal Director Art Cody speaks at a 2014 

Albany, NY news event in support of assisting 

justice-involved veterans with mental health 

ailments.

The Veterans Defense Program is strongly supported by over 30 veteran organizations, including the American Legion, 
American Merchant Marine Veterans, AMVETS, Black Veterans for Social Justice, Clear Path for Veterans, Disabled 
American Veterans, Jewish War Veterans, Harlem Vet Center, Marine Corps League, Military Order of the Purple Heart, 
New York State Council of Veterans Organizations, PEF Veterans, Veterans of Foreign Wars, Veterans Outreach Center 
and WNY One-Stop Veterans Center.
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Veterans Defense Program Full-Time Staff

Gary A. Horton is Director of the 

Veterans Defense Program.

A graduate of Hofstra University School of Law, 

Horton’s practice has centered on public defense for 

more than thirty years, and he was Genesee County 

Public Defender for twenty years, before becoming the 

VDP Director. Horton is the recipient of the NYSBA 

Criminal Justice Section David S. Michaels Award 

(2006), the New York State Defenders Association 

Wilfred R. O’Connor Award (2011), United States 

District Court for the Western District of New York 

Special Service Award (2005), and a Friend of the 

Mental Health Association of NY (2015). Horton is a 

founding member and past President of the Genesee 

Veterans Support Network.

Captain Art C. Cody, USN (Retired) is Legal 

Director of the Veterans Defense Program.

A graduate of West Point, Cody has a Master’s 

Degree from the University of Southern California 

and graduated magna cum laude from Notre Dame 

Law School. Cody fi rst served as a U.S. Army 

helicopter pilot, followed by similar service in the 

Navy Reserve. Most recently, he was mobilized for 

Operation Enduring Freedom in 2011, serving for 

one year at the United States Embassy in Kabul, 

Afghanistan as Staff Director of the Interagency Rule 

of Law Section. For his Afghan service, he received 

the Bronze Star Medal and the State Department 

Meritorious Service Award. He retired from the Navy 

in 2012 after 30 years of service. As a civilian lawyer, 

he has represented criminal defendants for over 15 

years. He is a recipient of the Thurgood Marshall 

Award for Capital Representation from the New York 

City Bar Association.
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Deanne Quinn Miller is the 

Program Coordinator of the 

Veterans Defense Program.

Miller was previously the Executive Director of 

Genesee Veterans Support Network in Genesee 

County. She has extensive knowledge of veteran 

issues, VA health and education benefi ts, as well as 

the systems of the VA and Department of Defense, 

to assist in collecting pertinent client military history 

information. She is also a spokesperson and Director 

of the Forgotten Victims of Attica and a cum laude 

graduate of the University of New York at Buffalo.

Gary A. Horton
Director
Veterans Defense Program
NYSDA
23 Jackson Street, Suite 102
Batavia, New York 14020
585-219-4862 
ghorton@nysda.org

Art C. Cody, Captain, USN (Retired)
Legal Director
Veterans Defense Program
NYSDA
194 Washington Avenue, Suite 500
Albany, New York 12210
201-312-4644
acody@nysda.org

For information and assistance, contact the Veterans Defense Program.
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