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Paradigm shift for VA amputation care
INTRODUCTION

As the Department of Defense (DOD) identified a need to modify the
type and delivery of serv ices to the combat-injur ed with ma jor traumatic
limb loss, so too has the Department of Veterans A ffairs (VA). While the
majority of veterans w ith amputations receiving care in VA medical facili -
ties have sustained their amputations because of medical conditions such as
diabetes and peripheral vascular disease, a significant number of individuals
also sustain amputations because of trauma on the battlefield. Eac h major
military operation has resu Ited in a new cohort of veterans with combat-
incurred traumatic amputation: almost 21,000 in the Union Army during the
Civil War, more than 4,000 during World War I, about 15,000 during World
War II, over 1,000 in the Korean war, an estimated 6,000 during the Vietnam
war, and 15 during the Persian Gulf wa r [1]. To date, Operation Iraqi Free -
dom (OIF) and Operation Enduring Free dom (OEF) conflicts have resulted
in nearly 1,000 amputations.

The VA has always been committed to the princi ples of rehabilitation,
and one of the major goals driving care is to “restore the capability of veter-
ans with disabilities to the greatest extent possible and improve their quality
of life and that of their families.” To this end, the VA has invested significant
resources into creating a new paradigm of care to meet th e needs of the
newly combat-injured veterans from OIF/OEF while also improving care to
all veterans with amputations due to medical causes.

CHALLENGES IN CARE FOR COMBAT-INJURED

The VA has faced several challenges in providing care to this new group
of veterans. A major challenge is that battlefield injuries are often complex,
resulting in amputations and residual limbs that prove challenging for later
prosthetic fitting becaus e of length, scarring, hete rotopic ossification, and
additional associated injuries, such as burns or complex fractures. In addi -
tion, these veterans access VA healthcare at varying stages in their recovery
and rehabilitation, challengi ng the system to provide care across the entire
continuum. Also, these veterans are wi dely distributed across the country
and the VA healthcare system so that any particular VA medical facility may
have the opportunity to provide care for only a few individuals. Finally, this
is a young, highly trained group of indi viduals committed to an active life -
style who are early in their developmental life cycle. They are computer lit-
erate and take an active role in learning about and directing their healthcare.
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They are often working, go ing to school, or raising
families and thus require efficient and convenient
service.

VA’S VISION FOR NEW AMPUTATION
SYSTEM OF CARE

First and foremost, care must be person-centered.
The person receiving care must drive the process and
set the goals. Care is de  livered by an integrated,
interdisciplinary team, including medical profession-
als, therapists, prosthetists, mental health profession -
als, and other specialists as needed. The focus of care
is on meeting the goals of the veteran, maximizing
function, community integration, and participation.
Care must be evidence-based, comprehensive, and
holistic, addressing medical needs and comorbidities,
as well as the individual’s psychosocial needs, devel-
opmental stage in life, and goals (functional, voca -
tional, a nd le isure). A pr osthesisis viewed as a
medical device requiring careful evaluation, resulting
in a prescription based on joint decision making, best
medical evidence, and practice. Finally, care must be
provided, as needed, throughout the person’ s life.
The team must provide re gular checkups to continu -
ally reassess function, sati sfaction, and lifestyle and
interest changes, and to manage medical problems
such as pain, skin problem s, cardiovascular changes,
or weight loss/gain. R outine checkups can also
introduce new developments in componentry that
may contribute to an improvement of function or
increase in satisfaction.

The model of care is a restorative mod el focused
on restoring the individua 1who has sustained an
amputation to the maximu m level of function and
maintaining or enhancing that function through pre -
vention of additional disa bility and introduction of
new knowledge and technology that may become
available.

The goal of the V A Amputation System of Care
is that all eligible veterans and Active Duty service -
members sustaining an amputation should be pro -
vided access to a full range ofhealthcare services that
specifically focus on their specialized needs. They

have the choice of prosthet ic providers, but the V- A
seeks to be the provider of choice.

VA AMPUTATION SYSTEM OF CARE

The comprehensive Amputation System of Care,
while developed in respons e to the needs of the
combat-injured, will raise the level of care for all vet-
erans with amputations across the VA healthcare sys-
tem. The system is designe d to provide specialized
care as clos e to a vetera n’s home as possible, while
recognizing the reality that some care needs will be
so specialized that they will require the se rvices of a
regional center. It is thus designed to balance access
and expertise, meeting most needs close to home, but
requiring travel and spec 1ialized evaluation for the
most complex needs. Itis  designed to ensure the
same standard of care th roughout the VA healthcare
system. This system wa s approved in 2008 and
funded for implementation in 2009.

The Amputation System of Care is comprised of
four components: the Re gional Amputation Center
(RAC), Polytr auma Amputa tion Ne twork Site
(PANS), Amputation Care Team (ACT), and Amputa-
tion Points of Contact (APOC).

RAC:s are the banner facilities for amputation care
in the VA. These facilities have the highest level of
expertise in clinical c are and the latest prosthetic con-
cepts and design. They are  equipped to provide care
for the most complex cases and serve as a resource for
other facilities in their region, including educating and
training, monitoring outcom es, and providing direct
care either face-to-face or via telehealth tech nology.
Teams ar e comprised of p hysicians, therapists, pros -
thetists, nurses, social workers, and mental health pro-
fessionals. They have high ly developed, accredited
prosthetic laboratories and services, as well as special-
ized rehabilitation equipment. The treatment teams
have received specialized edu cation and participated
in training with DOD collea gues. They are ass ociated
with Polytrauma R ehabilitation Centers and Military
Treatment Facilities and ha ve inpatient rehab ilitation
units accredited by the Commission on Accredita -
tion of Rehabilitation Facilities (CARF). They have
dedicated care coordinato rs. They are poised to
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participate in res earch e ndeavors and evaluation of
new technology. Seven VA facilities have been identi-
fied to provide this level of care ( Figure). These sites
may also act as the PANS for their Veterans Integrated
Service Network (VISN).

PANS provide the full range of clinical and ancil -
lary services and are cons ultants for other facilities
within their VISN. They provide services with a com-
prehensive interdisciplinar y team approach and sup -
port a CARF-accredited inpa tient rehabilitation unit.
They are associated with th e VISN Polytrauma Net -
work Site. They provide pr osthetic service through an
accredited prosthetic laborat ory or via contract with
the private sector . They pr ovide surgical support ser -
vices. They use telehealth technology to access veter -
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ans in more rural area s or who receive their primary
services at smaller VA facilities. They are responsible
for the lifelong needs of th e veterans with amputation
in their VISN. There are 15 P ANS across the country
(Figure).

ACTs are located at smaller VA facilities that may
not have the full range of supportive services avail -
able at the other component facilities but are located
more conveniently to the veteran’s home and can pro-
vide for the majority of amputation and healthcare
needs. They have a core interdisciplinary Amputation
Care Team (physician, therapist, prosthetists) but may
not have an associated =~ CARF-accredited inpatient
rehabilitation facility or accredited prosthetic labora-
tory. They may refer to a P ANS, RAC, or contract
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in the community for necessary services. They also
use telehealth technology to consult with other
component facilities to re duce the burden of travel.
There are 100 ACTs across the VA healthcare system.

APOC:s are individuals, of ten nurse or social
worker case managers, who are knowledgeable
about the Amputation System of Care and can refer
the veteran to the component of care best suited to
meet their needs. The APOCs are located at smaller
VA facilities without th e resources to provide
amputation care services directly.

Specific mechanisms of care delivery are inco r-
porated across components of the system. S taff
receive specialized training and experience to main -
tain a high level of clini cal expertise. All programs
will be expected to obtai n the CARF a pplicable to
their level of services. This ensures an external peer
review process reviewing the care regularly. Access
to specialty care for pain management, wound care,
mental health, surgical support, and other necessary
services is readily available either directly or through
telehealth technology. A robust system of case man-
agement includes a “warm hand-off” when care is
transferred within the system or between DOD and
VA. This warm hand-off includes a person-to-person
contact from one care team to the next with person -
alized follow-up as needed. Mechanisms and expec-
tations for sy stem-wide communication are in place,
including teleconferences, national training sessions,
and email groups. National policies and directives
standardize the care delive ry. The system supports
continuous learning and education to train new staff
and constantly educate current staff. VA has multiple
and innovative mechanisms to accomplish system-
wide training, including online satellite broadcasts
that can be made available on demand, regional and
national conferences and workshops, and cross-
training opportunities with DOD personnel. In col -
laboration with the Amputation Coalition of America,
a peer support proces s will be implem ented to a ssist
with adjustment and tran sition into the community .
Finally, a national system of telehealth is a vailable
to increas e the penetration of clinical  expertise
into remote or rural areas of the country.

COLLABORATION WITH DOD

It is critical that the VA and DOD Amp utation
Systems of Care work closely together . This is
accomplished on several levels. VA and DOD clini-
cians are able to train toge ther in specialized learn -
ing sessions, including at tendance at conferences
sponsored by both agencies . VA staff have rotated
through those military treatme nt facilities that pro -
vide rehabilitation care to the c ombat injured with
amputations. VA and DOD cl inical staff have col -
laborated on clinical practice guidelines that have
been published for use in VA and DOD. In addition,
VA has assigned dedicated staff, social workers, and
nurses to milita ry treatment facilities to aid in the
transition from the military system to the V A sys-
tem, as well as dedicated therapy staff to the Center
for the Intrepid at Brooke Army Medical Center .
These collaborative efforts allow the ongoing shar-
ing of clinical knowledge, expertise, and best prac -
tice to ensure a smooth transition from Active Duty
status and services to veteran status and services.

IMPLEMENTATION

Based on the work and recommendations of a
task force chartered in 2006, the full proposal for
the new Amputation System of Care was finalized
early in 2008. It received approval and funding to
begin rollout in 2009. Funding has been provided to
hire new staff, and RACs and PANS were expected
to be fully functional by the end of 2009. ACT and
APOC components are expected to be fully func -
tional by the end of 2010. Si gnificant training and
education, as well as the development of the clinical
practice guidelines, were accomplished during the
developmental process. A tool kit to accompany the
clinical practice guideli nes is being developed.
Nationally, Neal Eckrich from Prosthetic and Sen -
sory Aids Service, Cindy Poorman, Dr . Joseph
Czerniecki, and Dr. David Cifu from Physical Medi-
cine and Rehabilitation now lead the implementation
of the VA paradigm shift for amputation care.
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CONCLUSIONS

VA has been challenged by its stakeholders to
implement a paradigm shift in the provision of care
to veterans with amputat ions. It has committed
significant new resources to achie ving this goal
and, when fully implemented, the Amputation Sys -
tem of Care will provide high-quality services to all
veterans across the VA.
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