
Expert Panel recommendations—Based on research and 
deliberations from VA HSR&D project “Impact of the 
DOD paradigm shift on VA amputee prosthetic care”
Major limb amputations are part of the sacrifices  made by over 2,500 
living Vietnam veterans and nearly 1,000 servicemembers to date from the 
conflicts in Afghanistan and Iraq. The men and women from both conflicts 
who completed our survey report favorable health and quality of life ratings, 
tremendous resilience, and hard work to reintegrate into society despite seri-
ous injuries and comorbidities.

Our 27-member Expert Panel was com posed of professionals from aca-
demic and clinical settings, clinicians and researchers from the Department 
of Veterans Affairs (VA) and the Depa rtment of Defense (DOD), and three 
veterans with limb  loss from the Vietnam, Operation Iraqi Freedom (OIF), 
and Operation Enduring Freedom (OEF) c onflicts. They identified issues 
and unmet needs and provided valuable insight. The Expert Panel communi-
cated by teleconference and met in Seattle in June 2008.

During the Expert Panel meeting, th e members collaborated on strate -
gies to extend the principles of the D OD paradigm shift to VA care. Expert 
Panel members share a common rehabilitation goal for servicemembers with 
limb loss: to restore and maintain function to the fullest extent possible over 
their lifetimes. Restoration provided by prosthetic limbs (though important) 
is but one of the contributions of the interdisciplinary rehabilitation team.

CLINICAL RECOMMENDATIONS

1. We recommend a VA paradigm shift in limb-loss rehabilitation and pros -
thetic-device care, as described by Dr. Sigford in her editorial in this issue 
[1] and approved by VA Patient Care Services. This initiative includes cre-
ating VA Regional Limb Loss Center s, Polytrauma Amputation Network 
sites, Amputation Care Teams, and amputation points-of-contact for veter-
ans with limb loss. W e also recomm end annual clinical and prosthetic-
device reviews. We also recommend opportunities fo r supervised trials of 
new prostheses and relate d education, education on realistic expectations, 
telehealth options for veterans, a nd a toll free number for troubleshooting 
veterans’ limb-loss-related issues.

2. We recommend a uniform standard of care based on functional ability, opera-
tionalized rehabilitation potential, pers onal preference, and safety considera -
tions for all veterans with limb lo ss regarding traini ng and provision of 
prosthetic devices [1–4]. Survey participants identified differences by military 
conflict in rehabilitation, training, oppor tunities for spor ts and physical 
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activities, and availability of technologically ad-
vanced prosthetic devices for those with limb loss.

3. We recognize prostheses are but one component of 
the rehabilitation process. Therefore, we recom -
mend continuing to allow servicemembers and
veterans to select pros thetic-device providers—
either in-house fabrication with direct purchase of 
components and assembly by board-certified V A 
providers or contracts wi th prosthetic device pro -
viders outside the VA. Veteran satisfaction, access, 
and proximity to care ar e enhanced using this 
approach [4].

4. We recommend creation of a VA Limb-Loss Regis-
try using the V A Corpor ate Data W arehouse. The 
Corporate Data W arehouse cu rrently ma intains
information on each veteran. A flag can be added to 
indicate limb-loss level a nd traumatic etiology  for 
each veteran. Th is registry can facilitate care coo r-
dination, communication, and research by V A and 
DOD investigators.

5. We recommend a clinical  te mplate to document 
limb-loss-related care, services, and visits be added 
to the VA electronic medical record (Computerized 
Patient Record System).

6. We recommend linking to the V A Corporate Data 
Warehouse a common template for unique service-
members’ detailed prosthetic device data, includ -
ing dates; number; and type of prostheses provided, 
repaired, and replaced. This common te mplate 
would be used by the V A, VA contractors, and the 
DOD to better understand prosthetic device history 
and preferences. This  wi ll facilitate outcomes 
research. After validati on, data from the National 
Prosthetic Patient Database could be used to sup -
port this initiative.

7. We recommend early consideration on wheel -
chair provision and skills  training for service -
members with lowe r-limb los s to b enefit those 
who may rely on wheelcha irs as  a p rimary or 
intermittent mode of ambulation [5].

8. We recommend th at all veterans with limb loss 
receive ema ils and/or mailings  with c urrent 
information on VA limb-loss care and ef fective 
new prosthetic devices at leas t ann ually. This 
information should also  be posted on the V A 

Web site for servicemem bers with limb loss 
(http://www.prosthetics.va.gov/). Similarly, we rec-
ommend updated information on benefits for 
servicemembers with limb loss as new informa-
tion becomes available [2–4].

RESEARCH RECOMMENDATIONS

1. We recommend the DOD and  the VA Rehabilita-
tion Research and Devel opment (RR&D) Service 
support research on rehabi litation of servicemem -
bers with limb  loss. Research topics include inter -
actions af fecting physi cal and psychological 
function (including posttraumatic stress disorder, 
depression, and traumatic brain injury), social 
support, quality of life, prosthetic comfort, sat-
isfaction, and the ef fect of treatment interve n-
tions on outcomes after limb loss. W e also 
recommend support for re search on the timing 
and intensity of rehabili tation care, the rehabilita -
tion environment, and outcome prediction for ser-
vicemembers with limb loss.

2. We recommend the DOD and the V A RR&D 
Service support research on neuromusculoskele-
tal pain and trea tment in persons with limb loss 
[3–4,6–7].

3. We recommend practice-based evidence be avail-
able to guide clinical approaches to servicemem -
bers and veterans with limb loss, including 
addressing aspects of polytrauma care.

4. We recommend additional research on pros -
thetic socket design to enhance fit, pressure dis-
tribution, comfort, susp ension, and weight and 
to decrease pain and skin complications [4,7–9].

5. We recommend additional research on strategies 
to decrease rejection and abandonment of upper- 
and lower -limb prostheses, including devices 
that will decrease weight , provide greater range 
of motion, increase comf ort, and improve sus -
pension and fit [3,9].

6. We recommend the DOD and the V A support 
research to develop and validate instruments to 
measure functional stat us in servicemembers
with upper- and lower-limb loss [3,6,9].

http://www.prosthetics.va.gov/
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7. We recommend developing, pilot testing, and 
implementing an online satisfaction survey as  
part of the V A Limb-L oss Web site for recipi -
ents of VA limb-loss surgery and prosthetic ser-
vices (VA or contract care) [4,8].

8. We recommend following the cohorts in this study 
over time to determine longitudinal changes in 
provision of limb-loss ca re s ervice and satisfac -
tion [3,8].

9. We recommend addressing the immediate need 
for better prostheses fo r servi cemembers wi th 
shoulder and hip disart iculation, because the  
current devices are problematic [7,9].

10. We recommend widespre ad dissemination of  
findings from the Defe nse Advanced  Research  
Projects Agency initiatives to clinicians and ser-
vicemembers with limb loss.

OTHER GENERAL RECOMMENDATIONS 
BY AREA

Policy
• We recommend providing timely and transparent 

processes to track VA compensation and benefits 
from the initial application until the award.

• We recommend electroni c medical records be  
shared between the DOD and the VA.

Operations
We recommend increasing coordination of limb-

loss care services  between the VA and the DOD, as  
well as collaboration in rehabilitation, prosthetic edu-
cation, and training. The VA paradigm shift in limb-
loss care should be implemented by the end of fiscal 
year 2010.

Clinical
We recommend improving and integrating after-

care with overall care of se rvicemembers with limb 
loss to include the subtle aspects of adjusting to life 
with prosthetic devices.

Veterans
• We recommend providi ng appropriate educa -

tional and recreational activity options for veter-
ans with traumatic limb loss and enhancing their 
recreational therapy options.

• We recommend providing training and expecta -
tions about active participation in treatment teams.

• We recommend enhancing opportunities for peer 
mentors to work with veterans with limb loss.
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