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Abstract—In January 2010, the Department of Veterans
Affairs (VA) Rehabilitation Research and Development Service
convened a State of the Art (SOTA) conference to advance the
field of outcome measurement for rehabilitation-related studies.
This article reports on the proceedings of the SOTA Working
Group on Community Reintegration. We explored the use of
the International Classification of Health, Disability, and Functioning as a theoretical framework for measuring community
reintegration; identified key dimensions of community reintegration that could and/or should be measured; discussed challenges in measuring community reintegration; suggested steps
to enhance community reintegration measurement; proposed
future research that focuses on outcomes measures for community reintegration and the study of community reintegration
outcomes; and made policy recommendations that would facilitate community reintegration research within the VA.
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INTRODUCTION
The recent conflicts in Iraq and Afghanistan (Operation Iraqi Freedom [OIF]/Operation Enduring Freedom
[OEF]) have resulted in hundreds of thousands of new
veterans to the Department of Veterans Affairs (VA)
healthcare system. Although only 31,800 U.S. troops
have been reported as wounded in OIF/OEF as of May
2010 [1], more than 790,000 veterans (of the more than
2 million deployed from 2001 to 2010) are ultimately
expected to seek disability benefits for OIF/OEF servicerelated health problems [2].
Recent studies of OIF/OEF veterans report a high
prevalence of psychological problems related to posttraumatic stress disorder (PTSD), anxiety, major depression,
and mild traumatic brain injury (TBI) [2–5]. Although we
are unaware of any published research to date, reports
from media [6] and advocacy groups [7] suggest that servicemembers returning from OIF/OEF are at an increased
risk for a wide range of problems when returning to community life, including marital and financial difficulties,
problems with alcohol or substance abuse, homelessness,
and motor vehicle accidents. From 2005 to 2009, the VA
identified almost 3,000 OIF/OEF veterans who were
homeless [8].
Both psychological and physical injuries can interfere
with the veteran’s experience of returning home and
reuniting with family and community after combat. A
recent survey of OIF/OEF veterans seeking VA care
reported widespread prevalence of severe problems related
to social functioning. For example, 49 percent of veterans
reported problems participating in community activities,
42 percent in getting along with spouse or partner, and
25 percent in finding and keeping a job [9]. Other problems reported by OIF/OEF veterans in the survey included
difficulty in controlling anger (52%), loss of a job (24%),
dangerous driving (35%), and legal problems (20%) [9].
A widespread concern is that this new cohort of veterans will follow a similar path as Vietnam war veterans,
of which a high proportion experience chronic PTSD and
chronic, pervasive everyday life difficulties, including
marital and work difficulties, poor parenting skills, violent behavior, alcohol and drug abuse, involvement with
the criminal justice system, suicide attempts, and homelessness [10–13].
Helping this new cohort of combat veterans adjust to
life at home and in the community and returning to participation in major social life roles is a VA priority. Par-

ticipation in life roles has also been labeled “community
integration” and return to participation in life roles as
“community reintegration.” Reintegration is also an appropriate term to use with veterans who are returning from
deployment in the military. The term reintegration has
been used in the context of discharge from an institution
such as a hospital, prison, or other setting in which the
individual is separated from normal community living and
returns to community life. The term reintegration is also
appropriate when discussing cultural adaptation when
repatriating from a foreign country [14].
The literature has considerable gaps regarding community integration and its measurement, both in the general population and among veterans. Measurement of
community (re)integration is important in promoting the
development of interventions that specifically target
enhanced participation, assessing such treatments, documenting program effectiveness, and tracking population
health in terms of involvement with (vs disengagement
from) adult life roles.
The leadership of VA Rehabilitation Research and
Development (RR&D) Service recognizes that concentrated efforts are needed to advance the science of measurement of community reintegration. In late January 2010,
RR&D Service convened a State of the Art (SOTA) conference in Miami, Florida, with the purpose of advancing
the field of outcome measurement for rehabilitationrelated studies. VA and non-VA experts from the areas of
mental health, spinal cord injury (SCI), TBI, limb loss,
vocational reintegration, community reintegration, and
alternative research designs for rehabilitation research
were invited to participate. The SOTA Working Group on
Community Reintegration was asked to consider a theoretical framework for measuring community reintegration,
evaluate the body of knowledge on measurement of community integration outcomes, identify measures that need
to be developed, and make recommendations for future
research and policy.
Grounded in members’ research experience and knowledge of and review of the existing literature, this article
summarizes the proceedings of the SOTA Working Group
on Community Reintegration. This article (1) explores the
use of the International Classification of Health, Disability,
and Functioning (ICF) as a theoretical framework for measuring community reintegration; (2) identifies key dimensions of community reintegration that could and/or should
be measured; (3) discusses challenges in measurement
of community reintegration; (4) suggest steps to enhance
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community reintegration measurement; (5) proposes future
research that focuses on outcomes measures for community
reintegration and the study of community reintegration outcomes; and (6) makes policy recommendations that would
facilitate community reintegration research within the VA.

THEORETICAL APPROACH TO DEFINING
COMMUNITY REINTEGRATION
The specific aspects and elements of life that could
potentially be incorporated into the assessment of community reintegration are multifaceted, with no gold standard of the elements applicable to all persons [15–16].
Adult life roles are culturally defined and vary by life
stage, but existing measures of community reintegration
typically consider engagement in diverse aspects of role
functioning as an (1) independent, autonomous person;
(2) family member; (3) friend; (4) spouse and/or intimate
partner; (5) parent; (6) civic and community member;
(7) student; and (8) member of the workforce.
We agreed that the participation domain as defined
by the ICF offered a theoretically sound method of framing community integration and defining key components.
The ICF is a classification system developed by the
World Health Organization (WHO) to record and organize a wide range of information about health and healthrelated states that complements information already
available within the WHO International Classification of
Diseases-10. The ICF classification includes information
on the functioning of individuals in terms of their body
functions and structures, activities, and participation in
important life roles [17–18].
The overall purpose of the ICF is to provide a standard language and framework for the description of
human functioning and its negative notion: disability.
The ICF is divided into two components. The first covers
functioning at four levels: (1) body function, (2) body
structure, (3) activities, and (4) participation. The second
component covers factors that comprise the context for
functioning, including environmental and personal factors. We recommended that items measuring elements of
role functioning (defined earlier) be adopted from the
ICF chapters on activities and participation because the
domain of participation focuses on the person’s involvement in society (i.e., community integration).
The SOTA Working Group on Community Reintegration identified key dimensions of participation appli-

cable to veterans, including the following types of role
participation:
• Social: engaging with friends and family members.
• Work: engaging in paid and unpaid employment.
• Education: engaging in learning activities.
• Parental: caring for and supervising the raising of
children.
• Spouse/significant other: engaging in a long-term
relationship.
• Spiritual/religious: engaging in activities that address
spiritual needs.
• Leisure: engaging in preferred avocational activities.
• Domestic life: engaging in activities to maintain the
home and live in a noninstitutional residence within
the community.
• Civic: engaging in activities focused on the betterment of society and the responsibilities of citizens.
• Self-care: engaging in activities to maintain societal
standards of grooming and to maintain health.
• Economic life: engaging in simple and complex economic transactions and having command over economic resources.
Participation in some of these role functions occurs in
interaction with other people, while other roles may be
performed without social interaction.

CHALLENGES IN MEASUREMENT OF
COMMUNITY REINTEGRATION
No Gold Standard
Measuring the domain of participation is a relatively
new field [19]. In the ICF taxonomy, the term participation replaces the term disability used in 1991 and 1997
Institute of Medicine (IOM) models and the Nagi model
of disability [20], as well as the term handicap used in the
IOM’s 1980 model [19]. These earlier models have
guided the development of most, but not all, disability
outcomes measures [21]. Because the content and theoretical underpinning of measures of disability and handicap vary widely, community integration instruments may
or may not have items related to the construct of participation as defined by the ICF.
Currently, no accepted gold standard measure against
which other measures can be compared exists and no universally accepted agreement exists on the specific content areas that are most meaningful for use in assessing
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community reintegration of veterans. Some populationspecific measures have been developed, for example, for
those who have experienced stroke, SCI, or TBI [22–24].
Only one community integration measure, the Community Reintegration for Servicemembers (CRIS), has been
designed to incorporate issues specific to injured servicemembers as identified by formative research with veterans,
caregivers, and clinicians. The recently developed CRIS
instrument uses the theoretical framework of the ICF as
described earlier, measures objective and subjective elements of participation, and includes items related to negative as well as positive aspects of participation [25].
Preliminary studies have demonstrated the reliability and
validity of the measure, and several ongoing research
projects currently use it.
Distinguishing Between Activities and Participation
Another challenge to measuring participation is the
overlap between the constructs of activities and participation. In the ICF framework, the domains of body functions
and structure, activities, and participation are presented as
distinct from one another. In fact, the graphic model of the
ICF shows the concepts of activity and participation as two
completely separate domains [17–18]. However, the ICF
taxonomy, which is the language used to describe each
aspect of functioning, uses a single coding structure for
both activity and participation. For example, the Activities
and Participation chapter on Major Life Areas includes all
aspects of work and employment. The ICF taxonomy for
activity and participation includes nine chapters: Learning
and Applying Knowledge; General Tasks and Demands;
Communication; Mobility; Self-Care; Domestic Life;
Interpersonal Interactions and Relationships; Major Life
Areas; and Community, Social, and Civic Life. The ICF
taxonomy includes second, third, and fourth level coding
within each chapter of the taxonomy, with each level of
coding becoming increasingly specific.
Despite the single taxonomy, according to the ICF,
the domains of activities and participation are thought to
be conceptually distinct. Activities focus on the person’s
individual functioning and are more likely to be performed alone [19]. In contrast, participation focuses on
the person’s involvement in society (i.e., social functioning) and would more likely be performed with others.
However, activities such as shopping or traveling, which
are critical aspects of community (re)integration, might
be undertaken alone but could arguably be considered
aspects of participation. An ongoing debate exists on

whether these domains are conceptually distinct and, if
so, how to distinguish between them [26].
Measurement Approaches
Measuring participation can take a variety of
approaches. For example, measures may assess subjective
as well as objective aspects of participation. Objective
approaches assess quantity of participation (i.e., frequency,
intensity, and amount and use of assistive device or other
type of help), whereas subjective approaches assess quality
and type (i.e., perceived difficulty, limitations, and autonomy, as well as satisfaction with participation) [27]. Several studies show that frequency and intensity of activities
are only weakly and inconsistently associated with
expressed satisfaction with the level of participation with
these activities [27–31]. Commonly used measures, such
as the Community Integration Questionnaire (CIQ) [32]
and the Craig Handicap Assessment and Reporting Technique [33], are objective measures that assess elements of
participation. These are scored based on normative standards with the underlying assumption that “more is better”
[34] and that independent performance of an activity is
preferable to receiving assistance [35]. A limitation of
objective measures is that they fail to consider individual
preferences, personal choices, and values by measuring
satisfaction with extent of participation [30–31,36]. In the
CIQ, for example, frequency of participation in activities
and completing activities independently (i.e., without
assistance) is reflected in the final score [32]. In some
measures, an individual’s participation is compared with
that of a person without a disability and is evaluated from a
societal perspective [29]. However, community integration
must also be understood in terms of the “insider’s” perceptions and experience [37], and thus, the assessment of subjective perceptions, including perceived limitations and
satisfaction with participation, are critical. Table 1 shows
that the approach to measurement of selected measures of
participation varies. It compares the approaches used in a
selection of some of the most recently developed measures
of participation: CRIS [25], National Institutes of Health
(NIH) Patient-Reported Outcomes Measurement Information System (PROMIS) social function scale [38], and
Community Participation Index [15].
Additional approaches to measuring community reintegration outcomes include assessing facilitators of or barriers to participation. These types of assessment tools
evaluate resources within the environment, such as use of
products and technology and social support and access to
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Table 1.
Examples of approaches to assessment of participation in three newer
measures.

CRIS [1]

X

—

Effect/
Extent of
Disruption
—

X

X

CPI [2]

X

—

—

X

X

PROMIS [3]

—

—

—

—

X

Measure

Frequency Difficulty

Perceived
Satisfaction
Limitations

1. Resnik L, Plow M, Jette A. Development of the CRIS: A measure of community reintegration of injured services members. J Rehabil Res Dev. 2009;
46(4):469–80. [PMID: 19882482]
http://dx.doi.org/10.1682/JRRD.2008.07.0082
2. Hammel J, Magasi S, Heinemann A, Whiteneck G, Bogner J, Rodriguez E.
What does participation mean? An insider perspective from people with disabilities. Disabil Rehabil. 2008;30(19):1445–60. [PMID: 18923977]
http://dx.doi.org/10.1080/09638280701625534
3. Cella D, Yount S, Rothrock N, Gershon R, Cook K, Reeve B, Ader D, Fries
JF, Bruce B, Rose M; PROMIS Cooperative Group. The Patient-Reported
Outcomes Measurement Information System (PROMIS): Progress of an
NIH roadmap cooperative group during its first two years. Med Care. 2007;
45(5 Suppl):S3–S11. [PMID: 17443116]
http://dx.doi.org/10.1097/01.mlr.0000258615.42478.55
CPI = Community Participation Index, CRIS = Community Reintegration for
Servicemembers, PROMIS = Patient-Reported Outcomes Measurement Information System.

social security services, assistance programs, and health
services. Data on these elements may help explain role
functioning. Several environmental measures have recently
been developed. One promising measure is the Craig Hospital Inventory of Environmental Factors, which assesses
five dimensions of environment barriers: (1) attitudes and
support, (2) services and assistance, (3) physical and structural, (4) policy, and (5) work and school [39]. We are
unaware of any prior research on the role of the environment and community reintegration of combat veterans.
However, we believe, as do others, that barriers or facilitators in the environment may greatly affect participation,
with an effect that is potentially greater than underlying
physiological and structural impairments [40].
Challenges in Assessing Community Reintegration
Outcomes in Persons with Mental Health Conditions
Community reintegration is inherent in the definition
of recovery proposed by the President’s New Freedom
Commission on Mental Health, “Recovery refers to the
process in which people are able to live, work, learn and
participate fully in their communities” [41]. While recovery includes the notion of community reintegration, several factors may complicate progress toward this goal
among persons with psychiatric illnesses. First, persons
with psychiatric illnesses may find the goal of pursuing

community reintegration daunting and may be reluctant
to set a goal of further integration into the community
because of their current symptom levels. For example,
veterans with PTSD or depression may prefer isolation
even if social contact is integral to community integration. Here, pursuing a personal goal and the tenets
of community reintegration may collide. Many of the
evidence-based psychological treatments currently supported by the VA (i.e., cognitive processing therapy, prolonged exposure therapy, cognitive-behavior therapy)
actively address and help to modify avoidant behaviors,
progressively enabling the individual to move toward
increasingly more productive social roles. Measurement
of community reintegration should be able to reflect
these individuals’ movement along the continuum of
behaviors, from those that are maladaptive to those that
reflect more adaptive social functioning as a consequence
of treatment.
We observed that the VA has not, until recently,
focused attention on the bidirectional influence of the
family context on the veteran. For example, it is only
with the recent dissemination of the Uniform Mental
Health Services Package that VA mental health clinicians
are now directed to have at least yearly conversations
with veterans about involving their families in care [42].
We asserted that for many veterans, successful community reintegration will require reconciliation between
family and veteran expectations. For example, many
combat veterans return from war zone deployments with
a sense of alienation from the families and communities
they are returning to, with little hope that they will ever
again “fit in” with the society they left. The family and
community, on the other hand, expect that the veteran
will re-adapt to community norms and expectations. Successful community reintegration will depend on how
effectively the gaps between this alienation and the community’s expectations can be bridged. Ideally, additional
measures could be developed that would assess family
and community perspectives so as to quantify the degree
to which these gaps are reconciled.
Measurement of Community Integration Across
Lifespan
The Veterans Health Administration (VHA) serves a
diverse group of individuals, varying in terms of age, combat exposure, diagnosis, chronicity of illness and injury,
and timing of the onset of an illness or occurrence of
an injury across the lifespan. The concept of community

92
JRRD, Volume 49, Number 1, 2012

reintegration varies substantially in meaning among individuals within this diverse group. For some, it may mean a
return to the level of functioning and integration into the
community that was experienced before military entry or
the onset of an illness. In that sense, the term community
reintegration is a fairly intuitive and clear concept. Helping
others integrate into the community, particularly veterans
who entered the military at a young age and are returning
to civilian life and VHA care in their late teens or early 20s,
involves accomplishing developmental milestones and
assuming societal roles that may not have been established
prior to military service. Further, preferences for the types
of valued life roles that an individual wishes to assume
vary across the lifespan. For example, younger veterans
may be embarking on a career, buying a home, and supporting a family, while older veterans may be retiring,
moving to assisted living facilities, and assuming new roles
with respect to family members. For these reasons, the
types of measures used to assess community reintegration,
the settings where the measures are delivered, and the
meaning of the information gathered could vary within the
population of veterans served by VHA.
Improving the measurement of community reintegration will require a systematic effort to address variations in
role functioning of veterans across their lifespan, covering a
continuum from initial entry into the military to deployment, returning home, redeployment, and retirement.

FIRST STEPS TO MEASUREMENT OF
COMMUNITY REINTEGRATION IN VETERANS
We suggested a process to advance the measurement
of community reintegration in veterans. This process
should begin by identifying key aspects of community
reintegration or elements that should be measured. Key
elements should consider the role function specific to
veterans and military servicemembers across the life
span. Once core elements are identified, existing measures can be mapped to this core set to understand the content and coverage of existing measurement tools. New
tools or items for existing measures can be developed to
fill any identified gaps.
Identifying Core Group of Elements to Assess
Community Reintegration
To advance the understanding of treatment outcomes
and permit description of different patient subtypes, the

VA clinical and research communities would benefit from
a clear vision of the elements needed to measure community reintegration and the identification of a core group of
standardized items, a “minimum data set” on community
reintegration that could be adopted as part of the VA
health information and electronic medical record system
and used by clinicians, administrators, and researchers.
Identifying secondary core sets for subsets of the veteran
population may also be beneficial. Several approaches to
identifying core sets exist. One way to develop a minimum data set for community reintegration would be to
adopt an approach to developing core sets of measurement items, such as was done for the ICF. Using a global consensus process, the ICF classification was
endorsed by the World Health Assembly in 2001 [17].
Understanding that a comprehensive classification
such as the ICF, by its very nature, becomes very complex and cumbersome for daily use, the WHO undertook
the ICF Core Sets project [43]. Acknowledging that clinicians and researchers might need only a fraction of the
categories found in the ICF to characterize a particular
clinical condition or disorder, the ICF Core Sets project
identified core sets of ICF items for select clinical conditions employing a rigorous scientific process. The ICF
Core Sets project involved a formal decision-making and
consensus building process that integrated evidence from
preliminary studies and expert opinion. For each condition, the preliminary studies included a Delphi exercise
that represented the expert view, a systematic review on
outcomes used in research that represented the view of
researchers, and an empirical data collection phase, using
the ICF checklist to represent the view of patients undergoing healthcare treatment. Based on the information that
emerged from these phases, the relevant ICF Core Sets
were identified for each clinical condition. To date, core
sets have been developed for a range of mental health and
physical conditions. As examples, core sets have been
developed for persons with sleep disorders [44], head and
neck cancer [45], bipolar disorder [46], SCI [47], multiple sclerosis [48], stroke [49], depression [50], and obesity [51]. These represent the starting point for a
subsequent formal decision-making process that took
place in formal consensus conferences sponsored by the
WHO. Elements of core sets can later be mapped to
existing measures to guide measurement selection.
Other alternatives to the development of core sets
involve less formal processes of identifying and validating
instrument content through dialog with content experts and

93
RESNIK et al. Issues in defining and measuring veteran community reintegration

formative research with stakeholders [16]. Formative
research, including qualitative research studies using a
range of methodologies, is often used by instrument developers to ensure content validity. Qualitative research was
used to inform the development of the CRIS measure [25].
Yet another alternative for developing community reintegration measures is to identify dimensions of veteran role
functioning from research with veterans who demonstrate
successful community integration. This approach may further our understanding of the dimensions of role functioning for veterans that could or should be measured.
However, we are unaware of research that has taken this
approach.
Veteran/Military Role Function
A key aspect of community integration is participation in socially constructed roles such as “worker,” “parent,” or “partner.” In considering the elements of these
varying roles, it is clear that the role functions of “Armed
Forces member” and “veteran” have distinct attributes
that are worthy of further investigation. Careful measurement of participation in these roles is precluded at this
time by a lack of a detailed description of their elements.
For example, while one could consider Armed Forces
member an occupational role, distinctive requirements
exist for the role (e.g., ability to accommodate living in a
foreign country, willingness to sacrifice one’s life if asked,
and extreme physical agility) that are often not captured in
traditional measures of occupational role functioning and
yet are often critical to successful role performance.
Veteran role functioning is not typically addressed in
measures of role functioning, and yet many who have
served in the Armed Forces strongly identify with this
role. In fact, our search of the literature did not yield any
research that defined veteran role functioning. However,
we agreed that items such as affiliation with other veterans and current Armed Forces members and strong
allegiance to country are integral to the role. Veteran status is typically overlaid on other role functions (worker,
partner, etc.), yet has distinctive elements. However,
because of injuries, many veterans have incurred some
level of difficulty in engagement pursuant to their
involvement in the military and thus may be limited in
their ability to meet other role functions adequately.
Mapping Content of Existing Measures
Once pertinent elements of the participation taxonomy
are identified, understanding how existing measures map

to these elements is critical. Based on these types of analyses, we may recognize that existing measures provide adequate coverage for some roles, or we may realize that new
measures or adaptations to existing items are indicated.
Several authors have performed extensive reviews of
existing measures, linking each item to the ICF taxonomy
to assess coverage of the construct of participation.
Because many questionnaires used to assess participation in life were developed using other models of disability
[21], most fail to cover all nine domains of participation as
identified by the ICF. Furthermore, existing measures
cover different areas of content. Resnik and Plow, for
example, found that very few of the 40 measures in their
review of participation measures contained at least 1 item
pertaining to each of the 9 domains defined in the ICF, and
in many instances, single questions addressed more than
1 domain [52]. Table 2 shows the mapping of several
newer participation measures, including the CRIS [25], the
NIH PROMIS social function scale [38], and the Community Participation Index [15]. This analysis used methods
similar to those described in a previous report with more
complete analysis of other measures [52].

FURTHER RESEARCH
Conducting Head to Head Instrument Comparisons
The next step in advancing the measurement of community reintegration involves the application of specific
psychometric criteria to the evaluation of new and existing
measures of community reintegration to provide a basis for
evaluating the utility of measurement approaches. Key psychometric criteria for measures include reliability, validity,
and responsiveness to clinically meaningful change [53].
While a full discussion of these criteria and the approaches
to investigating them is beyond the scope of this article, this
type of research is critical for guiding the choice of measures for research and practice.
We need studies of measurement reliability to assess
whether or not measures yield consistent results when
used with veterans and are free from random sources of
error. These types of studies are a necessary first step in
measurement assessment, because a measure cannot have
validity if it is not reliable.
Research is needed to validate new and existing community reintegration instruments by examining their content, construct, concurrent, and predictive validity. A
challenge in designing construct validity studies is that a
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Table 2.
Comparison coding of three newer measures of participation.
Code
Interpersonal Interactions and Relationships
d710 Basic interpersonal interactions
d720 Complex interpersonal interactions
d729 General interpersonal interactions, other
specified and unspecified
d730 Relating with strangers
d740 Formal relationships
d7400 Relating with persons in authority
d750 Informal social relationships
d760 Family relationships
d770 Intimate relationships
Major Life Areas
d810 Informal education
d815 Preschool education
d820 School education
d825 Vocational training
d830 Higher education
d839 Education, other specified and unspecified
d840 Apprenticeship (work preparation)
d840–859 Work and employment
d845 Acquiring, keeping, and terminating a job
d8450 Seeking employment
d850 Remunerative employment
d855 Non-remunerative employment

CRIS PROMIS
[1]
[2]

CPI
[3]

X
X
—

X
—
—

X
X
—

—
X
X
X
X
X

—
—
—
—
X
—

—
X
—
X
X
X

—
—
—
—
—
—
—
X
X
X
—

—
—
—
—
—
—
—
—
—
—
X

—
—
X
—
—
—
—
—
X
—
X

—

X

X

d859 Work and employment, other specified and
—
—
—
unspecified
d860 Basic economic transactions
—
—
—
d865 Complex economic transactions
—
—
—
d870 Economic self-sufficiency
X
—
—
d879 Economic life, other specified and
—
—
—
unspecified
1. Resnik L, Plow M, Jette A. Development of the CRIS: A measure of community reintegration of injured services members. J Rehabil Res Dev.
2009;46(4):469–80. [PMID: 19882482]
http://dx.doi.org/10.1682/JRRD.2008.07.0082
2. Cella D, Yount S, Rothrock N, Gershon R, Cook K, Reeve B, Ader D, Fries
JF, Bruce B, Rose M; PROMIS Cooperative Group. The Patient-Reported
Outcomes Measurement Information System (PROMIS): Progress of an
NIH roadmap cooperative group during its first two years. Med Care. 2007;
45(5 Suppl):S3–S11. [PMID: 17443116]
http://dx.doi.org/10.1097/01.mlr.0000258615.42478.55
3. Hammel J, Magasi S, Heinemann A, Whiteneck G, Bogner J, Rodriguez E.
What does participation mean? An insider perspective from people with disabilities. Disabil Rehabil. 2008;30(19):1445–60. [PMID: 18923977]
http://dx.doi.org/10.1080/09638280701625534
CPI = Community Participation Index, CRIS = Community Reintegration for
Servicemembers, PROMIS = Patient-Reported Outcomes Measurement Information System.

gold standard is not available to define the construct.
Researchers must carefully choose those health- and nonhealth-related measures that they believe are related to
the underlying construct being assessed. The demonstration of a predicted pattern of correlations (convergence

and discrimination) of a community reintegration measure with other independent measures would demonstrate
evidence of the measure’s construct validity. We need
studies of predictive validity to determine whether a
measure can be used as a prognostic indicator to predict
or forecast a future event or criterion.
Measures may be reliable and demonstrate good content, construct, and predictive validity, but not be sufficiently sensitive to detect important change [54], thus
severely limiting the usefulness for research or clinical
practice. We need several different types of research
approaches to examine the responsiveness to change of
community reintegration measures. Studies of responsiveness can include examination of distribution-based statistics to estimate statistics such as effect size, standard error
of measurement, and minimal detectable change and use of
anchor-based approaches to assess a measure’s diagnostic
or predictive performance.
Expanding the Scope of Measurement: Effect on Society
Our operationalization of community integration is
grounded in the participation domain of the ICF. Within
this framework, we understand community integration to
occur within a social context—that is, many of the
behaviors involved in being a worker, student, intimate
partner, or parent require interaction with other persons
as a key component of fulfilling that role.
It is well known in mental health research that negative family attitudes play a key role in community reintegration insofar as they effect community tenure itself [55].
Furthermore, the affect of caregiving is increasingly recognized in key supporters of persons with TBI [56] and
SCI [57]. For many individuals confronting significant
mental or physical health challenges, dependence on supporters to provide some level of assistance and accommodation to promote successful community adjustment is a
critical aspect of long-term recovery.
While no current measure exists as the gold standard to
assess community integration, many extant measures of
social and community functioning incorporate items assessing this interactional aspect of the role. An often under
attended to aspect of measurement of community integration is the effect of those efforts of integration on the other
key supporters involved in these interactions—conjugal
(like) partners, kin, friends, and employers. Observations
from these key supporters are sometimes used to corroborate functioning reports made by the individual being
assessed (for example, on the Social Adjustment Scale
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Family [58]). A measure that assesses the perspectives, burdens, gratifications, stigma, and assistance involved in supporting the community integration of another could provide
additional meaningful information. Such a measure could
also assess the positive contributions of the individual pursuing community integration to the relationship with the
key supporter
Routine assessment of supporters’ attitudes and experiences concerning the person pursing community integration
may both help identify persons at risk for poor integration
as well as guide the development of supporter-involved
interventions to promote better community integration. For
example, family-based interventions incorporating structured training on problem-solving have been found to
reduce relapse in schizophrenia [59–61] and bipolar disorder [62–63], as well as reduce depression and healthcare
complaints in caretakers of persons with TBI [64].

ADVANCING COMMUNITY REINTEGRATION
MEASUREMENT WITHIN VA
We recognized the critical importance of using community reintegration measures as key outcome assessment
tools. We recommended further research to evaluate existing measures and develop new measures as needed and
identified barriers to the conduct of research on community reintegration and measurement in the VA. We suggested systems changes to decrease the breadth and depth
of barriers to research so that the VA could best serve the
needs of patients and society. We identified barriers to
intramural and extramural research collaborations and the
involvement of clinicians in this research. We also noted a
need for greater measurement expertise within the VA.
Funding Research on Community Reintegration
VA research funding comes from different streams.
Although measurement of community reintegration is
highly relevant to VA RR&D, researchers with an interest in
measurement and methodology have historically been supported by VA Health Services Research and Development
(HSR&D) funding. Many VA researchers are located within
HSR&D centers of one type or another. Continued funding
of HSR&D centers is often contingent upon the number and
quality of HSR&D-funded research projects among center
investigators. Thus, disincentives exist for HSR&D
researchers to work on rehabilitation-related topics or seek
grant support from another VA agency such as RR&D.

It may be beneficial for VA Central Offices of
Research in all divisions to revisit their criteria for successful VA centers to encourage collaboration across
research divisions. One mechanism that may be helpful is
for HSR&D and RR&D to jointly fund research projects
on measurement of community reintegration, thus allowing “credit” to be given for HSR&D centers and thereby
removing negative disincentives.
Multisite Collaborations
Research on community reintegration measures would
be facilitated if we were able to collect data from large
numbers of veterans from VA medical centers across the
country. Data collection at multiple sites would enable
speedier accrual of data, including a more diverse patient
population. However, most multisite collaborative research
efforts are time consuming and burdensome, using
increased physical, financial, and personnel resources to
navigate the policies at each site.
Varying institutional review board (IRB) requirements at each VA medical center slow these types of
efforts as researchers work to meet unique site requirements and submit their protocols to multiple human subjects’ protection reviews. Fortunately, this process has
the potential to be expedited with the Central IRB office.
However, Central IRB is relatively new and most protocols do not go through this process.
We recommend creating a new RR&D Center of Measurement Excellence that would coordinate the collection
of rehabilitation outcomes measures across sites. This center would provide a network for multisite data collaboration that could be sustained over time. By employing a
central IRB procedure and facilitating the use of multiple
resources across participating sites, this center could
potentially advance necessary research opportunities in a
more timely, cost-efficient, and practical manner.
The need to assess community reintegration is evident
inside the VA, but it is also a growing priority in the nonVA community. The measures of community reintegration
and approaches to measurement of community reintegration might be advanced more quickly with collaborative
activities that leverage the strength of VA and non-VA
researchers. Research on community reintegration would
also be facilitated by efforts to collect data from institutions
outside of the VA (such as military hospitals and/or civilian
rehabilitation centers). These types of interagency collaborations present many challenges because of multiple IRBs
from different institutions and strict policies on data
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sharing. While obvious fruitful potential collaborations
could occur between VA researchers and existing nonVA researchers and Centers of Excellence in Rehabilitation
Outcome Measures, significant challenges to realizing such
collaborative activities exist. VA and non-VA researchers
alike have expressed frustration at the challenges of collaborating across institutions. Restrictions on data access and
data sharing and difficulty in VA-associated nonprofits
administering NIH or other funding either directly or
through subcontracts with affiliated universities further
exacerbate these challenges.
Building Measurement Resources
VA researchers, clinicians, and administrators are
interested in conducting research to obtain evidence
about patient status, treatment effectiveness, program
effectiveness, and quality performance. Many grassroots
efforts are hampered because of lack of expertise in
selecting and utilizing appropriate outcome measures.
Further, access to biostatisticians or psychometricians
with the statistical expertise to assist in analysis is limited
in many VAs. The VA system as a whole may benefit
from the creation of a resource center for measurement.
Such a center would ideally provide expertise on specific
functional measures such as measures of cognitive and
motor function, as well as on broader functional measures such as measures of community reintegration.
Involving Clinicians in Community Reintegration
Research
In the present funding mechanisms available in VA for
project grants, salary for physicians and nurses cannot be
included in budget proposals. This creates an obvious barrier to the participation of these professionals in VA research
projects, because negotiating release time from clinical
duties is difficult when no immediate dedicated funds to hire
replacements for those duties exist. One-to-one matching of
VA research budget direct costs with indirect costs paid
directly to the medical center (through Veterans Equitable
Resource Allocation [VERA] monies) does create a substantial financial incentive for research projects and may, to
some extent, even mitigate the financial disincentive for participation by physicians and nurses. However, in the current
method of disbursement of indirect costs through the VERA
process, payment to the medical centers is delayed by several years. Furthermore, no guarantee exists that VERA dollars will be used by the medical center to support research
activities or infrastructure. VA policies for research project

budgets and disbursement of indirect costs should be reevaluated to improve the pace of advances in our understanding of community reintegration and to assure the inclusion of a diverse group of relevant professionals in these
efforts.
Using Information Technology
Information security is an important priority throughout the VA. With VA databases containing Social Security numbers, addresses, and detailed health and military
records of millions of individuals who have served in the
U.S. Armed Forces, the potential harm to veterans that
could result from these records being obtained and used
for fraudulent or stigmatizing purposes is substantial, in
addition to simply the breach of confidentiality involved
in such an occurrence. For these reasons, the VA has
developed rigorous methods for assuring information
security, including requiring that procurement of information technology (IT) equipment being delegated to one
central entity, Information Resources Management.
Access by veterans to VA computers has been limited
to a modest number of workstations used primarily to
access My HealtheVet. This organizational structure and
restriction of access to computers can create barriers for
VA researchers in obtaining needed IT equipment for
research projects, as well as to the ways that computers
can be used in research efforts. For example, a self-report
community reintegration measure developed with funding by VA HSR&D is the CRIS, mentioned earlier. With
a total item pool of over 300 items, the use of a computer
adaptive test called the CRIS-CAT is needed to reduce
the veteran response burden. Current IT polices include
significant barriers to providing computers that can be
used directly by veterans to respond to computer adaptive
tests like the CRIS-CAT.
In addition to the barriers that current IT policies
present for research on community reintegration, these
policies also create barriers to those veterans using VHA
services to try to integrate into the community. In current
clinical programs, availability of computers to veterans for
the purposes of learning new skills, developing résumés
for employment, and other important uses of computers
expected of adults are limited. For these reasons, we recommend that VA policies for the use and procurement of
IT-related equipment be reviewed and improved to facilitate timely access to IT equipment by researchers and
veterans for measurements that involve self-report.
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CONCLUSIONS

ACKNOWLEDGMENTS

While VA medical centers provide some acute care,
many veterans receive care for more chronic or disabling
physical conditions or mental disorders. Common conditions include limb loss and/or damage or PTSD accruing
from combat exposure and serious psychiatric disorders
such as schizophrenia and bipolar illness, as well as the
age-related ailments seen in our increasingly older veteran
population. For these more enduring and disabling conditions, reintegration into the community is often a primary
intervention goal. Measuring progress in meeting this goal
across the range of disorders treated in VA has been elusive. In large part, this difficulty in measurement stems
from lacking a consensual definition of successful community reintegration. As outlined in this article, specifying the universe of societal roles included in community
living and identifying the behaviors involved in successful performance of these societal roles has proven to be a
daunting task for both researchers and clinicians targeting
reintegration goals. However, we believe that use of the
lens of participation as defined by the ICF can serve as a
springboard to guide future efforts.
Even with this framework, we expect that measuring
community reintegration will continue to be challenging,
because no one measure has been developed that incorporates every element of the participation domain outlined in
the ICF. Even if such a tool did exist, it may be lengthy and
burdensome to utilize. Therefore, we recommend greater
efforts to identify critical elements of participation for specific groups of veterans, as well as efforts to increase the
utility of measure implementation. Further scale development and refinement are needed, with research conducted
to assure that all tools have sound psychometric properties.
An example of this type of research is found in the development of the veteran-specific CRIS measure [25].
While its mission would seem to make the VA
uniquely suited to the kinds of investigations necessary to
develop measurement of community reintegration, in
practice many challenges to conducting VA research exist
that impede progress in this effort. If these can be successfully addressed, the VA has the potential to foster the
development of strategies and tools that will greatly
enhance the community reintegration of veterans. Furthermore, these efforts are likely to have dramatic effect on
the larger community of impaired and disabled persons.
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