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$25,000 to $50,000 and are retroactive to October 
7, 2001. The losses added to the TSGLI schedule of 
losses include anatomical loss of penis; permanent 
loss of use of the penis; anatomical loss of one or 
both testicles; permanent loss of use of both testicles; 
anatomical loss of the vulva, uterus or vaginal canal; 
permanent loss of use of the vulva or vaginal canal; 
anatomical loss of one or both ovaries; permanent 
loss of use of both ovaries; and total and permanent 
loss of urinary system function.113,114

The IBVSOs note that Army urologists are involved 
in designing research projects to follow veterans with 
these injuries longitudinally to track long-term uro-
logical disabilities, including voiding, erectile dys-
function, and infertility. The American Urological 
Association has also appointed a special task force 
to study and make recommendations regarding GU 
trauma. 

eYe InjurIes To new wAr 
veTerAns: A rIsIng concern

Vision is a critical sense for optimal military per-
formance, and is vulnerable to acute and chronic 
injury in those environments. Traumatic eye injury 
and other visual disorders from penetrating wounds 
ranks fourth behind TBI, PTSD, and hearing loss as 
one of the most common injuries among active duty 
service members, and in 16 percent of all evacuated 
wounded in Operations Iraqi Freedom, Enduring 
Freedom and New Dawn, an increase from 13 percent 
in 2009.115,116 The Veterans Health Administration 
(VHA) reports 130,982 OEF/OIF/OND veterans 
have been enrolled with a variety of mild, moder-
ate, and severe eye conditions.117 The DOD Armed 
Forces Surveillance Center, in a May 2011 report, 
Eye Injuries, Active Component, U.S. Armed Force, 
2000-2010, noted that during an 11-year surveil-
lance period review it found 186,555 eye injuries 
worldwide in military medical facilities.118 VA also 
notes that of the OEF/OIF/OND veterans diagnosed 
with eye conditions, including visual system dysfunc-
tion as a result of a TBI, that upwards of 75 percent 
of all TBI patients experience short- or long-term 
visual dysfunction, including double vision, sensitiv-
ity to light, and inability to read print, among other 
cognitive problems. The total number with visual 
disturbances was 41,469.119

The DOD has identified the diagnosis, treatment, and 
mitigation of visual dysfunction associated with TBI 

as an existing gap in defense-related vision research, 
along with inadequate treatments for penetrating eye 
traumatic injuries, vision restoration, epidemiologi-
cal studies on sight-injured patients, ocular diagnos-
tics, vision rehabilitation strategies, computational 
models of combat ocular injuries, and vision care 
education and training.120 The DOD has reported 
that, of the total 186,555 service members with eye 
injuries, 133,274 were categorized as mild super-
ficial injuries, and treated as outpatients. However 
the report also identified, between 2003 and end of 
2010, 4,154 severe penetrating eye injuries with high 
risk of blindness, with 7,539 retinal and choroidal 
(the vascular layer of the eye containing connective 
tissue) hemorrhage injuries, 798 optic nerve injuries, 
along with 4,843 chemical and thermal eye burn 
injuries. This report of active duty service members 
with eye injuries demonstrated a sharp increase in 
eye injuries that occurred, starting in 2004 in OIF 
and then continued into OEF with 9,571 orbital inju-
ries; 82 percent are from IED blasts.121

In addition to early reports from low-vision clinics at 
VA Polytrauma Rehabilitation Centers in Palo Alto, 
California; and Hines, Illinois, VA found that veter-
ans screened positive for TBI-related visual system 
dysfunction an average of 66 percent of the time. With 
widespread screening more VA sites are diagnosing 
these vision impairments. Vision research published 
by the Palo Alto Polytrauma Rehabilitation Center 
found that 75 percent of the veterans with poly-
trauma injuries have subjective visual complaints, 
with objective visual diagnostic disorders found, 
including 32 percent with loss of field of vision, 39 
percent with accommodation insufficiency, 42 per-
cent with convergence disorder, and 13 percent with 
ocular-motor dysfunction. Nearly 60 percent of these 
patients reported an inability to interpret print, and 4 
percent were determined to be legally blind.122

RAND Corporation’s 2008 “Invisible Wounds 
of War” study found that 19.5 percent of veterans 
reported experiencing a probable TBI during deploy-
ment. Since 2003, a number of studies have exam-
ined the percentages of returning service members 
with PTSD, depression, or reporting that they had 
experienced a TBI, and while the results may vary 
depending on the study population as well as the 
methodology and timing of assessment, these stud-
ies of populations and methodologies are similar 
to the RAND report’s findings. Based on the TBI 
vision dysfunction noted in a New England Journal 
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of Medicine study performed by doctors practicing 
at the Palo Alto VA Polytrauma Center who studied 
polytrauma patients diagnosed with TBI who had no 
knowledge of an eye injury or a previously reported 
eye injury (eyes with open injury were excluded from 
analysis), upon comprehensive eye examinations 43 
percent had a closed eye injury in at least one loca-
tion. These data combined with the 16 percent of 
those with known, or open, vision injuries imply that 
approximately 200,000 veterans may be experienc-
ing mild, moderate, or severe neurological vision 
dysfunction.123

National Alliance Eye Vision Research (NAEVR) 
released its first ever Cost of Military Eye Injury 
and Blindness study, prepared by Kevin Frick, 
PhD (Johns Hopkins Bloomberg School of Public 
Health). Based on published data from 2000–2010, 
and recognizing a range of injuries from superficial 
ones to bilateral blindness, as well as visual dys-
function from TBI, the annual incident cost is esti-
mated at $2.3 billion, yielding a total cost to the 
economy over this timeframe of $25.1 billion—a 
large portion of which is the present value of future 
costs such as VA and Social Security benefits, lost 
wages, and additional family care.124 NAEVR along 
with American Academy of Ophthalmology and 
American Optometric Association have all requested 
that Congress appropriate $10 million for the vision 
trauma research program in FY 2014 appropriations. 

concerns ABouT dod eYe 
InjurY vIsIon regIsTrY

The IBVSOs were encouraged initially by the Defense 
Veterans Eye Injury Vision Registry (DVEIVR) Pilot, 
which began development in October 2010 and has 
been the first DOD-VA clinical registry tested that 
allows clinical providers the ability to exchange inte-
grated health records and is now the model for all 
other registries. The DVEIR registry will be the first 
to combine DOD and VA clinical information into 
a single data repository for tracking patients and 
assessing longitudinal outcomes, improve coordina-
tion of care, develop new strategies for training, and 
translate peer reviewed research into clinical prac-
tices and policy.125 Unfortunately, the registry only 
includes 17,000 active duty service members’ ocular 
data inserted by data. To date, staff are not allowed 
access to VHA records, and the VHA has not been 
providing the clinical records for these OIF and OEF 
veterans due to privacy concerns. 

The DVEIVR will be the critical baseline for the VCE 
as well as other Centers of Excellence (COE) regis-
tries as they provide additional electronic data shar-
ing opportunities with other federal and nonfederal 
registries and databases. The actual vision registry 
pilot was kicked off in September 2011 and is hosted 
on a platform at the Joint Information Technology 
Center in Maui and is now entering a critical phase 
of clinical data being entered going into FY 2014, 
but data extraction from both the DOD and VA elec-
tronic medical records is being delayed over VA pri-
vacy concerns.126 This clinical registry should remain 
a high priority of DOD and VA information tech-
nology system management and not be subjected to 
delays because of budgetary battles. Privacy issues 
should be resolved and the project fully supported 
by the Senior Oversight Committee (SOC) and the 
White House to avoid any delays in becoming fully 
operational in FY 2014. 

The establishment of a Vision Center of Excellence for 
the prevention, diagnosis, mitigation, treatment, and 
rehabilitation of military eye injuries was authorized 
by the FY 2008 “National Defense Authorization 
Act” (NDAA), P.L. 110–181, section 1623, and 
the Hearing Center of Excellence (HCE) and Limb 
Extremity Center of Excellence were established in 
the FY 2009 NDAA (P.L. 110–417). Congress estab-
lished these three defense centers as joint DOD/VA 
programs to improve the care of military person-
nel and veterans affected by eye, hearing, and limb 
extremity trauma and to improve clinical coordina-
tion between the DOD and VA. These centers are 
also tasked with developing fully operable DOD/VA 
registries containing up-to-date information on the 
diagnostic, treatment, and surgical reports to facili-
tate clinical follow-up for the injuries received by mil-
itary personnel. The DOD Recovering Warrior Task 
Force Annual Report for 2012-2013 recommends 
that changes also be made in regard to management 
of the Vision and Hearing COE, and that the Office 
of Assistant Secretary of Defense for Health Affairs 
(OSDHA) develop and implement measures of effec-
tiveness that ensure consistency, completeness, and 
implementation of the clinical recommendations of 
these COE.127

The IBVSOs found all of these COE have struggled 
to obtain joint operational DOD and VA staff sup-
port which has greatly hampered their full opera-
tional capabilities. Congress should request more 
briefings and oversight of the VHA and the DOD on 
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the implementation, funding, and governance of the 
DOD/VA VCE as well as direct greater participation 
of both the SOC and the Health Executive Council 
(HEC) jointly in the establishment and operations of 
these three NDAA Centers of Excellence. 

The delays in implementation of these COE are trou-
bling in light of the Congressional mandate to create 
these three centers.128 Year-long delays in difficulties 
over legal governance, funding inadequacies, and 
lack of VA staffing have all created major challenges 
in these specialty centers meeting their mandated 
objectives. The IBVSOs are deeply concerned that 
these centers could suffer further setbacks, given the 
status of the current defense budget and considering 
the current restrictions of the Continuing Resolution 
for FY 2014. We urge Congress to maintain oversight 
of these centers to ensure they are fully functional 
and meeting their intended purposes.

dod-vA InForMATIon InTeroperABIlITY

The IBVSOs urge increased collaboration between 
the DOD and VA for the transfer of military service 
records and health-care information. We acknowl-
edge that progress has been made; however, the mil-
itary service branches and VA are still not sharing 
electronic health information on a broad scale. Paper 
records are still being used at many DOD facilities 
and are incompatible with VA’s information technol-
ogy systems in the Veterans Benefits Administration 
and the VHA. In health care, VA continues to rely 
on its aging Veterans Health Information Systems 
and Technology Architecture (VistA) platform for 
computerized patient care records, while the devel-
opment of VA’s next-generation health IT system is 
being redirected from HealtheVet to an open-source 
software approach for VistA. The DOD has awarded 
a contract for the development of a new electronic 
health record system—the Armed Forces Health 
Longitudinal Technology Application (AHLTA)—to 
replace its aging system. The absence of a joint sys-
tem—or separate systems that are designed to com-
municate with each other—is a major deterrent to 
the DOD and VA achieving seamless transition for 
injured and ill military service personnel.

The DOD must be positioned to accurately collect 
medical and environmental exposure data electroni-
cally while military personnel are still in-theater; 
equally important, this information must be avail-
able to VA. Electronic health information should also 

include an easily transferable electronic DD-214 to 
allow VA to expedite claims and give service mem-
bers faster access to their benefits.

The IBVSOs are concerned that the departments’ 
accomplishment of “full interoperability” falls short. 
Their definition means achieving computable elec-
tronic data sharing (i.e., electronically entered data 
that can be computed by other systems). More than 
four years ago VA and the DOD demonstrated an 
initial capability for scanning medical documents 
into the DOD electronic health record and sharing 
these documents electronically, with VA utilizing a 
test environment. Going forward, when fully imple-
mented, this capability could enable DOD users to 
scan/import documents and artifacts, associate those 
documents/artifacts with a patient’s record, and make 
them globally accessible to authorized VA and DOD 
users. Not all scanned or imported documents are 
in computable form; at this level, some data are in a 
standardized format that a computer application can 
act on (for example, to provide alerts to clinicians of 
drug allergies or help researchers identify and collect 
data for studies). In other cases data can be viewed 
only—a lower level of interoperability, but one that 
still provides clinicians with important information.

Beginning in 2009 the DOD expanded its Essentris 
system. Essentris is operational at 27 DOD sites, but 
still is only sharing inpatient discharge summaries 
in 24 DOD sites (59 percent of total DOD inpatient 
beds) with VA. Regarding the scanning of medical 
records, VA and the DOD met their objective to dem-
onstrate an initial capability for scanning medical 
documents and sharing these documents electroni-
cally, with VA utilizing a test environment. There is 
need for additional work to expand the capability 
from limited-user test sites to full implementation.

Another IBVSO concern regarding health information 
sharing is with the DOD’s Pre- and Post-Deployment 
Health Assessment (PPDHA), the Post-Deployment 
Health Assessment and Reassessment (PDHRA), and 
other self-assessment tools, such as ones for TBI and 
mental health.

The PPDHA and PDHRA health protection pro-
grams are designed to enhance and extend the post-
deployment continuum of care. It is a mandatory 
process for pre- and post-deployment of all active 
duty and reserve component service members and vol-
untary for those separated from military service. The 




