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Preface 

 

 

 Some of our nation’s servicemen and women are returning home from battle with 

more than just themselves. They have returned with the contributing effects of war. Most 

notable, suffering from post-traumatic stress disorder, depression, and traumatic brain 

trauma. Many have difficulty transitioning to civilian life, or the symptoms of their 

illness have lead to substance abuse and/or alcohol to deal with their pain. Their inability 

to cope may result in frustration and irritability. Training teaches them to be warriors, 

with skills and tactics to survive armed conflict, often desensitizing their reality.  

The Veteran Treatment Court (VTC) model is a hybrid of Drug Treatment Courts, 

and arguably experimental, but the concept is rapidly growing momentum throughout the 

country. This paper is designed to provide an awareness of subjects that are significant in 

understanding the theory behind the VTC and contributing issues surrounding veterans. 

Chapter 1 considers the pathophysiology of mental health issues facing veterans. Chapter 

2 considers the propensity of veterans entering into the criminal justice system. Finally, 

in Chapter 3 views the components of the VTC model.  
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Introduction 

 

 

Soldiers are trained to endure. In order to survive in the arena of conflict, they are 

taught in a proclivity toward violence, and become entrenched with a warrior’s mindset.  

One of the most influential causes of why our veterans are increasingly entering the 

criminal justice system are their experiences of combat; resulting in post-traumatic stress 

disorder and subsequently going untreated. 

Danny Ray Reed II, a former Army Ranger was involved in the rescue of Pvt. 

First Class Jessica Lynch from insurgents in Iraq. Reed was struggling to adjust to 

civilian life after three years of combat with Special Operations (Newhouse, 2008). 

“When you come back, you’re either a workaholic or alcoholic,” he said. “If I wasn’t 

working, I was drinking” (157). It helps for the first couple of hours, but then it takes you 

back into that frame of mind you don’t want to be in. In 2007 he boarded a flight, which 

according to the incident report; he had slurred speech, but did not smell of alcohol. He 

continued to consume alcoholic beverages and when its effect took hold he began to get 

vocal, verbally abusing both attendants and passengers. When he learned he was no 

longer being served alcohol, he threw a drink at the flight attendant and told her to “shove 

it”. It was a tense flight. Police officers were waiting when the plane touched down. He 

was charged with interfering with aircraft crewmembers, a federal crime that carries a 

maximum 20-year prison term and $250,000 fine, if convicted. “When I woke up in jail, 

it was like a nightmare,” Reed said. “I didn’t know where I was, why I was there, or what 
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I had done. I was scared to death” (158). According to his mother Sonja Reed “He never 

had any trouble before he went into the military, but he came back from the service a 

different person” (158).   

During deployments to Afghanistan and Iraq with the Army’s 75th Ranger 

Regiment, death surrounded him the entire time. “The first thing I saw when I landed in 

Bagram was a little girl get blown up by a landmine as she was walking her dog, he said 

(159). “After that, I saw kids with no arms and no legs. I can’t forget the carnage and the 

smell of war. I’ve seen people get shot. My friend got half of his leg blown off. We got 

mortared every day.” During his arraignment, the chief public defender requested a 

psychiatric evaluation to look for PTSD and the federal magistrate concurred.   

Less than one percent of Americans serve in uniform today, but they bear 100 

percent of the burden of defending our nation. Since September 11, 2001, more than two 

million troops have been deployed to Iraq and Afghanistan (Obama, 2011). Multiple 

deployments, combat injuries, and the challenges of reintegration can have far-reaching 

effects on not only the troops and their families, but also on America’s communities as 

well. With this increased exposure to combat stress, there have been a growing number of 

service members with post-traumatic stress disorder (PTSD) and traumatic brain injury 

(TBI). 

In time and memorial, when nations have called upon its warriors to conquer 

other lands or settle their quarrels, soldiers have marched against its enemy and witnessed 

the carnage of battle. The act of war connotes extreme violence. Confederate General 
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Nathan Bedford made the remark “War means fighting and fighting means killing” (Good 

Reads, n.d.). For every U.S. soldier killed in World War I and II, there were 1.7 soldiers 

wounded. In present day operations, for every U.S. soldier killed, seven are wounded. 

The rise in those surviving severe wounds or injuries, are due to advancements in 

battlefield medicine and body armor (Combined Federal Campaign, 2013).  

Others suffer an emotional toll from their experiences and return with invisible 

wounds. They struggle with uncertainty as to their future outside of the military. Back 

home, things didn’t change much. Each day seemed more important half way around the 

globe. Life in a combat zone seldom felt routine. Now, back on the block, no one talks 

much about the war. Does anyone think about life-and-death half a world away?  Coming 

home from war a year or more isn’t easy. Survival instincts develop fast amid the daily 

exposure to gunfire, explosions and the chaos that evolves wherever armed combatants 

clash. Learning to let go of that stressful lifestyle can be difficult back home, back on the 

block, where life seems to amble along unchanged (U.S. Department of Veterans 

Affairs).  

A percentage of our veterans are returning with significant mental health issues. 

Nightmares invade their sleep or suffer from sleep deprivation. Unpredictable, 

unrelenting anger is only a blink away (Cartwright, 2011). In the veterans attempt to cope 

with the trauma of their experiences, they often self-medicate with drugs and/or alcohol. 

Those who have witnessed the travesties of war have elevated rates of suicide, 

homelessness, marriage or relationship problems and unemployment higher than those of 
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the general public. The prevalence of veterans in the criminal justice system suggests that 

all major American conflicts produce veterans who have difficulty readjusting to civilian 

life and often break the law in the process. Veteran Treatment Courts have become an 

increasingly popular way to address this reemerging problem. Modeled on drug and 

mental health courts, veteran courts aim to divert low-level offenders whose crimes are 

tied to their military service away from incarceration and into treatment.   
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Chapter 1 Mental Health Issues 

 

Post-traumatic Stress Disorder (PTSD) has gained a much higher level of 

importance during the wars in Iraq and Afghanistan than in any prior conflict – not 

because the problem is greater in veterans of these wars, but because there is greater 

political interest and public awareness of the mental health effects of war. The attention 

of PTSD has been combined with increased attention on mild traumatic brain injury 

(TBI), also known as a concussion. PTSD and TBI have been labeled the “signature 

injuries” in these wars (Hoge, 2010).  

The experience of combat doesn’t necessarily mean a veteran will commit crimes. 

Combat trauma in the form of PTSD, combined with the high irritability that PTSD can 

cause, does “significantly” raise the risk of criminal arrest (Wood, 2012). That 

probability of veterans, more than the general public, coming into contact with the 

criminal justice system as a result of mental health conditions, related to their service, 

increases the need of awareness by those who have direct interaction with those suffering 

from these affects. It further advocates for increased use of treatment methodologies 

designed to assist traumatized veterans facing criminal prosecution.  

The Veterans Treatment Court team is comprised of representatives of differing 

disciplines. These individuals have the authority to make decisions affecting the veterans’ 

acceptance into the program. Understanding the epidemiology of PTSD, and the 
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desensitization soldiers experience from training, and differences of today’s military in 

comparison to past generations of service members, allow for more informed decisions 

by the members of the Veteran Treatment Court members and service organizations. 

 

Post-traumatic Stress Disorder 

 

Technically, PTSD is defined as a series of persistent symptoms that follow exposure 

to a catastrophe or series of catastrophes that are outside of a person’s control and that 

cause feelings of intense fear, helplessness, or horror. For months or years, the trauma has 

the power to evoke feelings of panic, terror, dread, grief, guilt, despair, or depression 

(Brown, 2008). They may come back as persistent memories, traumatic nightmares, or 

psychotic re-enactments known as flashbacks, which are like watching a video without 

being able to turn it off. Combat vets usually find that flashbacks or intrusive memories 

are triggered by common sounds, smells and sights. The sound of fireworks, the smell of 

diesel fuel, or the sight of a helicopter may trigger an involuntary rerun of a traumatic 

experience (Newhouse, 2008).  Media exposure, from both news and entertainment 

sources, can also contribute to a relapse. Following the release of the film “Saving Private 

Ryan,” telephone calls from World War II veterans flooded the suicide toll-free hotline 

phone banks at the National Veterans Foundation, revealing that the first few minutes of 

the film brought back horrific memories of their previous combat experiences.  
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Mental health professionals rely on the American Psychiatric Associations Diagnostic 

and Statistical Manual of Mental Disorders (DSM) to make a diagnosis of PTSD 

(Holbrook, 2010). Earlier editions of the DSM had categorized combat trauma as “gross 

stress reaction” or “adjustment reactions of adult life,” diagnosis, which failed to 

articulate a description of trauma-induced symptoms to either diagnose or treat veterans. 

In DSM-III, PTSD was characterized by the development of specific symptoms – 

including diminished responsiveness, hyperalertness, exaggerated startle response, 

insomnia, recurrent nightmares, aggressive behavior, depression, and anxiety – exhibited 

after a “psychologically traumatic event that is generally outside the range of usual 

human experience.” Both acute and delayed PTSD was recognized, and combat veterans 

were specifically referenced in the diagnosis description. The fourth edition of the DSM 

modified the diagnosis criteria, but remained focused on symptoms resulting from 

traumatic events, including “military combat.”  

In a study conducted by Greenburg and Ray, In the Shadow of Iraq: Post-traumatic 

stress disorder in 2007, it concluded that: Iraq has become an incubator for post-traumatic 

stress disorder in the American service members (White, Philip, Mulvey, Fox, Choate, 

2011). The combat zone in Iraq has no frontline, no safe zone, and the embattled soldier 

has little with which to differentiate friend from foe, and no warning when or where the 

next improvised explosive device will be detonated. It is hardly surprising that we are 

seeing higher rates of depression, PTSD, and other anxiety disorders in service members 

who have been deployed to Iraq.  
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In a 2009 report by the Office of Surgeon General, Mental Health Advisory Team 

indicated in the Iraq and Afghanistan wars, combat stress exposure has increased with the 

number of years we have been at war, particularly for multiple deployers (National 

Center for PTSD, 2006). 

• Over 83% of E1-E4 male soldiers reported having experienced being attacked or 
ambushed. 

• 83% reported knowing someone who was seriously injured or killed. 
• Having received incoming artillery rocket or mortar fire was almost universal, 

affecting 93% of combat and combat support deployers. 
• Over 36% reported having had a buddy shot or hit near them. 
• Over 58% reported being in threatening situations where they were unable to 

respond because of the rules of engagement.  
 

The challenges are enormous and the consequences of non-performance are 

significant (U.S. Department of Defense, 2007). Data…are indicating that 38% of 

Soldiers and 31% Marines report psychological symptoms. Among members of the 

National Guard, the figure rises to 49%. Further, psychological concerns are significantly 

higher among those with repeated deployments, a rapidly growing cohort.   

As many as 19% of active duty and current generation combat veterans have 

experienced a traumatic brain injury (TBI); up to 25% have PTSD; and 20-45% are 

having problems with alcohol and prescription drug use (North Carolina Institute of 

Medicine, 2011). The numbers grow higher with repeated deployments. More than half 

of Operation Enduring Freedom and Operation Iraqi Freedom veterans presenting for 

health care within the VA reports symptoms of possible behavioral health problems 

including PTSD, TBI depression, suicidal ideation, and drug and alcohol dependence.  
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Traumatic Brain Injury 

Increasingly capable medical response teams are responsible for saving an ever-

increasing number of soldiers. Another reason is body armor and armored Humvees, 

which shield a lot of soldiers from death (Newhouse, 2008). But the body armor doesn’t 

protect the arms and legs, so the number of amputees has increased dramatically. And the 

explosions no longer kill, but bounce their brains against the inside of their skulls, a bone 

that’s as hard on the inside as it is on the outside. That’s why traumatic brain injury is 

becoming one of the signature injures of this war.   

PTSD has also become confused with concussion, now being called “mild traumatic 

brain injury,” or “mTBI”  (Hoge, 2010). This means that getting a concussion on the 

battlefield has special significance it didn’t have in earlier wars. A concussion is a brief 

period of being knocked out or disoriented from a blow or jolt to the head. Concussions 

are very common from military training, such as combatives, as well as contact sports 

and motor vehicle accidents; concussions also occur during combat from blasts, falls, 

accidents, or other injuries.  Most service members who experience a concussion can 

expect a full recovery, generally in a matter of a few hours or days, but the wars in Iraq 

and Afghanistan have created the fear that concussions/mTBIs (particularly blast related) 

may lead to lasting health effects of a larger percentage of service members. Many 

warriors and veterans have been told that their postwar problems, such as anger, sleep 
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disturbance, fatigue, concentration problems, memory problems, or PTSD symptoms, are 

likely due to untreated concussions from exposure to blasts.   

Complicating the issue is that it may take longer for this injury to manifest 

(Newhouse, 2008). Even though there can be no outward signs of injury from blasts, cells 

deep within the brain can be altered and their metabolism changed, causing the cells to 

die.  The meaning behind this discovery may mean that many soldiers, discharged but not 

diagnosed with TBI, begin to experience cellular death in the next few years.   

Early screenings at medical facilities suggested that 10 to 20 percent of the returning 

soldiers may have experienced head wounds, but it’s hard to tell how many have suffered 

brain injury (Newhouse, 2008). “We’ve had patients who’ve been in a blast and have 

been tested. They look OK. And they came back later and they were not OK,” Maria 

Moutatidis, head of brain injury treatment at the national Naval Medical Center in 

Bethesda, Maryland says (29).   

 

Epidemiology of Post-traumatic Stress Disorder 

It has been said that he who controls the past controls the future. Our view of history 

shapes the way we view the present, and therefore it dictates what answers we offer for 

existing problems (Crabtree, 1993). It goes to reason that the best manner of 

understanding the origins of post-traumatic stress disorder is to learn more of the 



!
!

14!

chronology of the condition to assist our servicemen and women who suffer from the ill 

effects of their experiences. 

In research conducted by Maj. David Daniel on Post-traumatic Stress Disorder 

(PTSD) and the Casual Link to Crime: A Looming National Tragedy, he discussed the 

historical perspective of PTSD (Daniel, 2007). The aftermath of conflict has, throughout 

history, seen millions of casualties, many whom suffered no external wounds; rather they 

suffered from debilitating psychological trauma – some for the remainder of their lives. 

As warfare progressed into the technological age and become more lethal, the number of 

psychological casualties has grown in numbers just as casualties from physical combat 

has increased.   

Daniel cites a study completed by John Russell Smith, A Review of One Hundred and 

Twenty Years of the Psychological Literature on Reactions to combat from the Civil War 

through the Viet Nam War 1860-1980, regarding the incidents of what we now refer to at 

PTSD (Daniel, 2007).  Smith indicates that prior to the American Civil War; any type of 

behavior, which displayed “an incipient unwillingness to fight,” was labeled cowardice 

and punished severely (8).  Those emotional reactions were construed to be cowardice 

and that this abnormality was due to some “preexisting character defect” (9).  Thus, 

authorities based their attitudes and policies of the flawed causal connection “between 

emotional reactions, unwillingness to fight, cowardice and preexisting character defect” 

(9).  In a macho era dominated by the concepts of bravery, courage, and the glory of war, 

no attempt was made to exact a more scientific causal link to explain a soldier’s 
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emotional disorder, desertion or other severe combat reaction. In the Civil War came a 

fundamental shift in the thoughts regarding the causality of combat reactions.  Authorities 

no longer rely solely on the idea of preexisting character flaws. There is an 

acknowledgement during this time that severe combat reactions “occur in normal as well 

as disordered populations” (9).  Smith contends that this change in thought was 

precipitated by a large number of soldiers experiencing some form of severe combat 

reaction – “even among the most courageous soldiers” (9). Terms such as “irritable heart” 

and “nostalgia” were used to label the symptoms, such as insomnia, weakness, loss of 

appetite, anxiety, cardiac palpitations, stupor, and fever, associated with the condition.  

However, those who persisted in professing “their reluctance to fight” continued to be 

viewed as cowards and as a result were treated harshly.  During World War I, 

predisposition was the dominant perspective, where emotional reactions to combat 

“resulted from a pathological failure in the self-control of fear” due to an individual’s 

preexisting mental weakness of “predisposition, mainly consisting of personal and 

family’s histories of mental disorders” (10).   

As with the Civil War, combat and environmental conditions of World War I were 

extremely horrendous and artillery accounted for a majority of combat casualties (Daniel, 

2007). Death and destruction on this scale caused many soldiers to reach their breaking 

point. Once again, authorities were faced with the dilemma of large numbers of 

psychological casualties from both the normal and disordered populations. The label 

given to a soldier’s condition was now referred to as “shell-shock.” This condition 

rendered the sufferer incapable of continuing the fight.  The term was later subdivided 
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into separate categories resulting from physical trauma, like damage due to blast 

overpressure, and hysterical disorders resulting from reactions to fear.  These individuals 

suffering from traumatic neurosis were treated more compassionately, while those with 

hysterical neurosis were seen as cowards and malingerers deserving the harshest 

sanctions.  

During onset of World War II psychiatrists retained the notion of predisposition as 

the primary cause of combat breakdown (Daniel, 2007). With a new conflict came a new 

name for war neurosis “combat exhaustion.”  A change in military policy moved 

treatment of such conditions toward the front lines to facilitate rapid treatment and return 

to duty anyone afflicted with combat exhaustion. Medical providers were so close that 

they became sympathetic that the conditions of the battlefield caused the reactions.  

Officers were unconvinced however and considered soldiers affected to be nothing more 

than cowards and malingerers.  All of the conventional wisdom about these disorders 

changed with Vietnam.  Numerous research studies were conducted on what is now 

referred to as PTSD, which resulted in knowledge of what constitutes PTSD and a 

formulation of recognizable signs and symptoms of the disorder.   

 

Disclosure of Post-traumatic Stress Disorder Symptoms 

Many returning veterans reported symptoms beginning shortly after returning from 

combat, but others who experience same or similar symptoms did not (Brown, 2008).  

One explanation involves being stigmatized as having mental health problems. The word 
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stigma literally means to be stained or marked by a shameful disease. Less than half of 

the soldiers and marines who served in Iraq and Afghanistan, and experiencing serious 

symptoms of PTSD or depression, received any help. The stigma was the main reason 

they avoided getting help (Hoge, 2010). Warriors expressed concern that they would be 

perceived as weak or treated differently by their leaders and buddies if they sought 

assistance for their problems.  

Recent interviews conducted with more than 62 Afghanistan and Iraq veterans during 

their discharge processing reveals that over 80 percent said they were strongly 

encouraged by military personnel to check the boxes that indicated the veteran did not 

have any psychological symptoms that could be construed as PTSD (Newhouse, 2008). 

Some recalled being told that failing to ignore this advice would result in prolonging their 

discharge process. Most of the participants complied rather than risk remaining any 

longer at the military installation from where they were being released from active duty. 

Members of Montana’s 163rd Infantry Battalion, an Army National Guard Unit didn’t 

seek any special help in Iraq, nor did they during demobilization at Fort Lewis, 

Washington. The 163rd got wind of the fact that some guy in a different unit said yes to 

some of the debriefing questions and got held back for 30 to 45 days to get counseling; 

they all answered no to all the questions because they wanted to get back to see their 

wives and kids.   

Fighting this image is probably the biggest challenge facing those who treat PTSD 

victims and those who suffer from it. Some veterans and support organizations have held 
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discussions about removing “D” out of PTSD (Tanielian & Jaycox, 2008). Many veterans 

feel that calling it a disorder adds a stigma that not only impacts the veteran, but also 

affects the public perception of veterans in general (Howell, 2012). Others are concerned 

that downplaying PTSD by removing the word disorder could have a negative impact on 

a veteran’s ability to get medical assistance.  Dr. Matthew Friedman, chair of the 

American Psychological Association’s work group on PTSD, pointed out that the 

Canadian armed forces call PTSD “Operational Stress Injury,” or OSI. Friedman said that 

the Canadians adopted the term to “soften the blow” and reduce the stigma associated 

with PTSD. In the context of this paper, understanding the stigma that can accompany 

PTSD permits insight into the reasons veterans do not seek treatment and can result in 

their contact with the law.  In 2008, the RAND Corporation, a nonprofit research 

organization, produced a study, “Invisible Wounds of War” on the psychological and 

cognitive injuries servicemen and women suffered from their combat experience. Their 

recommendation was that policies must change so that there are no perceived or real 

adverse career consequences for individuals who seek treatment, except for functional 

impairment (e.g., poor job performance or being a hazard to oneself or others) 

compromises fitness for duty. Primarily, such policies will require creating new ways for 

servicemen and women to obtain treatments that are confidential, to operate in parallel 

with existing mechanisms for receiving treatment. 
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Desensitization from Training 

Previous research addressed the instructor’s role in education and training in military 

settings and the process of assimilation into the military through training (Brown, 2008). 

Human beings develop a mental process that assists them in making decisions that 

typically result in responses to a variety of social stimuli. This process is constructed as 

they learn social customs, values, and beliefs. Killing another human being, for example, 

is considered an unnatural act in the civilian environment. In the military, killing is 

viewed differently – killing becomes a more natural act that enhances the likelihood of 

survival and advances the probability that the military will succeed in its mission. When 

civilians are inducted into the military it is imperative that their thought processes be 

converted to facilitate the needs of the military. Acceptable civilian principles are not 

necessarily beneficial to the military. Conversely, a good soldier’s principles, created in 

the military total institution, are not necessarily acceptable or advantageous in 

mainstream society.  

The individual’s entire being is devoured and controlled in a total institution 

environment. This environment undercuts the person’s individuality, disregards the 

individual’s dignity, and results in a regimentation of life that typically disregards his or 

her desires or inclinations.  

Several concepts are germane to the military total institution. Subscription to, and 

compliance with these concepts is crucial for the success of the socialization into the 
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military (Brown, 2008). First, there is obedience, which is submissiveness to the 

command of authority. Obedience is measured by the degree of willingness to obey 

orders, and enables officers and non-commissioned officers to carry out their assigned 

missions. Without obedient subordinates, officers and non-commissioned officers would 

be unable to demonstrate their own levels of obedience. The second concept is discipline, 

which is necessary to correct, mold, or perfect the mental faculties or moral character of 

an individual. Typically, the higher the level of obedience results in a higher level of 

discipline. Without a high level of discipline, military personnel in critical situations 

would have difficulty surviving or successfully completing their assigned missions. 

Endless and repetitive training, until the trainee’s reaction becomes second nature, 

produces high levels of discipline.  The third concept is survival. Survival, in simplistic 

terms, is the means and commitment to facilitate the continuation of life or existence. In 

the military, and particularly those military personnel who are in or attached to the 

combat units, survival requires subscription to and adoption of the “by any means 

necessary” philosophy. Soldiers unable to survive can no longer provide support to their 

fellow-soldiers. Survival is not limited to benefit only the individual. Survival enhances 

the survival of the individual’s brothers and sisters in arms. Ultimately, survival insures 

the success of the mission – the primary goal of the military total institution. The final 

concept is sacrifice, which requires the forfeiture of something valuable for the sake of 

something else. During the training processes the military personnel are required to 

sacrifice their individuality. However, in combat or catastrophic situations the total 

institution, through its process of socialization, prepares military personnel to make the 
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ultimate sacrifice; their own lives, in many military scenarios the sacrifice of one’s life is 

portrayed as honorable. The ultimate goal for the United States Military in a period of 

war is to defeat the enemy and win or be victorious.  

Lt. Dave Grossman’s book “On Killing” describes the psychological cost of learning 

to kill in war and society (Grossman, 1995).  His work is important in that it provides a 

corollary between trained programming, the act of killing by our military and the effects 

that it has on a soldier afterward, specifically post-traumatic stress disorder. When people 

become angry, or frightened, they stop thinking with their forebrain (the mind of a human 

being) and start thinking with their midbrain (which is indistinguishable from the mind of 

an animal). They are literally “scared out of their wits” (xviii). The only thing that has 

hope of influencing the midbrain is also the only thing that influences a dog: classical and 

operant conditioning. This concept is called an acquired violence immune deficiency.  

Soldiers had to be taught, very specifically, to kill. “We are reluctant to admit that 

essentially war is the business of killing” (Grossman, 1995, pg. 250). The goal is to 

overcome the resistance of killing and the practice of the military in desensitizing the 

soldier on the effects of killing a human being.  In such he traced the deification of killing 

during the indoctrination of soldiers in boot camp, and how it became institutionalized in 

the Vietnam era. Most modern infantry leaders understand that realistic training with 

immediate feedback to the soldier works, and they know that it is essential for success 

and survival on the modern battlefield.   
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This desensitization is primarily accomplished in two ways.  The first, as described 

by a USMC sergeant and Vietnam veteran, during physical training, “every time your left 

foot hit the deck you’d have to chant “kill, kill, kill.” It was drilled into your mind so 

much that it seemed like if it actually came down to it, it didn’t bother you” (251). This 

provided the soldier with the notion that their purpose is not just to be brave or to fight 

well; it is to kill people.   

In 1904, I.P. Pavlov was awarded the Nobel Prize for his development of the concepts 

of conditioning and association in dogs (Grossman, 1995). In its simplest form, what 

Pavlov did was ring a bell just before feeding a dog. Over time the dog learned to 

associate the sound of the bell with eating and would salivate when it heard the bell, even 

if no food was present. The conditioned stimulus was the bell; the conditioned response 

was the salivation. During the middle twentieth century B.F. Skinner further refined this 

process into what he called behavioral engineering.  Skinner and behaviorist school 

represent one of the most scientific and potentially powerful areas of the field of 

psychology. The method used to train todays – and the Vietnam eras - soldiers is nothing 

more than an application of conditioning techniques.  

The second conditioning involved the use of realistic targets.  In addition to 

traditional marksmanship, what is being taught in this environment is the ability to shoot 

reflexively and instantly and a precise mimicry of the act of killing on the modern 

battlefield.  In behavioral terms, the man shape popping up in the soldier’s field of fire is 

the “conditioned stimulus.” The immediate engaging of the target is the “target 
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behavior.” “Positive reinforcement” is given in the form of immediate feedback when the 

target drops if it is a hit.  Every aspect of killing on the battlefield is rehearsed, visualized 

and conditioned.  On special occasions even more realistic and complex targets are used. 

Balloon filled uniforms moving across the kill zone (pop the balloon and the target drops 

to the ground), red-paint-filled milk jugs, and many other ingenious devices are used. 

These make the training more interesting, the conditioned stimuli more realistic, and the 

conditioned response more assured under a variety of different circumstances.  

But the military is not, as a rule, a particularly introspective organization, and those 

ordering, conducting, and participating in training do not understand or even wonder (1) 

what makes it work or (2) what its psychological and sociological side effects might be. It 

works, and for them that is good enough (Grossman, 1995).  

So, what occurs to the psyche of the soldier when they enter the battlefield and 

actually take the life of another (Grossman, 1995)? An understanding of the killing 

response stages permits understanding of individual responses to violence outside of 

combat. One of the things that appear to occur among men in combat is that they feel a 

high of the exhilaration stage, and then when the remorse stage sets in they believe that 

there must be something “wrong” or “sick” about them to have enjoyed it so intensely.  

The common response is something like: “My God, I just killed a man and I enjoyed it. 

What is wrong with me?” If the demands from authority and the threatening enemy are 

intense enough to overcome a soldier’s resistance, it is only understandable that he feels 

some sense of satisfaction.  He has hit his target; he has saved his friends, and has saved 
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his own life.  He has resolved the conflict successfully. He won. He is alive! But a good 

portion of the subsequent remorse and guilt appears to be a horrified response to this 

perfectly natural and common feeling of exhilaration. It is vital for future soldiers to 

understand that this is normal and a very common response to the abnormal 

circumstances of combat, and they need to understand that their feelings of satisfaction at 

killing are natural and a fairly common aspect of combat.   

 

Purification Rights and Rituals 

Societies have always recognized that war changes men, that they are not the same 

after they return (Grossman, 1995). This is why primitive societies often require soldiers 

to perform purification rights before allowing them to rejoin their communities.  These 

purification rites often involved washing or other forms of ceremonial cleansing. 

Psychologically, these rituals provided soldiers with a way of ridding themselves of stress 

and the terrible guilt that always accompanies the sane after the war.  It was also a way of 

treating guilt by providing a mechanism through which fighting men could decompress 

and relieve their terror without being weak or exposed. Finally, it was a way of telling the 

soldier that what he did was right and the community for which he fought was grateful 

and that, above all, his community of sane and normal men welcomed him back.   

Modern armies have similar mechanisms of purification (Grossman, 1995). In WW II 

soldiers en route home often spent days together on troopships. Among themselves, the 

warriors could relive their feelings, express grief for lost comrades, tell each other about 
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their fears, and, above all, receive the support from fellow soldiers.  They were provided 

with a sounding board for their own sanity. Upon reaching home, soldiers were often 

honored with parades or other civic tributes. They received the respect of their 

communities as stories of their experiences were told to children and relatives by proud 

parents and wives. All this served the same cleansing purpose as the rituals of the past.   

When soldiers are denied these rituals they often tend to become emotionally 

disturbed. Unable to purge their guilt or be reassured that what they did was right, they 

turned their emotions inward. Soldiers returning home from the Vietnam War were 

victims of this kind of neglect. There were no long troop ship voyages where they could 

confide in their comrades. Instead, soldiers who had finished their tour of duty were 

flown home to arrive “back in the world” often within days, and sometimes within hours, 

of their last combat with the enemy. There were no fellow soldiers to meet them and to 

serve as a sympathetic sounding board for their experiences; no one to convince them of 

their own sanity.   

On December 15, 2011 United States Secretary of Defense Leon Panetta formally 

announced the end of the War in Iraq; after nearly 4,500 service members were killed in 

more than eight years of war and about 30,000 wounded (Vanden Brook, 2011). Tens of 

thousands of Iraqis died, troops and civilians, as the U.S. deposed Saddam’s regime and 

beat down an insurgency backed by al-Qaeda terrorists and sectarian revenge killings that 

threatened to destroy the country.  While the battle flag was lowered, Panetta stated, 

“You will leave with great pride – lasting pride, secure in knowing that your sacrifice has 
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helped the Iraqi people to begin a new chapter in history” (2).  

The missing element in Secretary Panetta’s discourse is the new chapter facing the 

returning veterans. When marching bands finally began playing for Vietnam veterans in 

the 1980s, it was said that never again would we deny a proper homecoming to American 

soldiers, misbegotten war or not (Kaplan, 2011).  So why is it that nothing has been 

learned and nothing remembered? It is past time to celebrate Iraq’s veterans with a 

welcome home parade. A proper homecoming would respond to multiple needs unrelated 

to glory as such. It would, first and last, do something to bridge the gap between soldier 

and civilian that even the distance between Iraq and the United States could measure.  

The observation that American soldier inhabited a different world from the Iraqis around 

them because a numbing cliché, but it was their remove from our own society that should 

have unnerved us. In Iraq, the U.S. mission required sacrifice and killing. At home, the 

U.S. mission required easy certainties and narrative simplicity. A skewed image of the 

American soldier was the result, in the popular imagination either a hapless victim, or a 

brutal predator, or the custodian of everything virtuous about this nation. Addressing the 

corps of cadets at West Point, the nation’s highest-ranking officer, Admiral Mike Mullen, 

said of his fellow countrymen, “I fear they do not know us. I fear they do not comprehend 

the full weight of the burden we carry or the price we pay when we return from battle.” 

Major Tom Morris, a full time chaplain and a combat veteran addressed a group of 

community leaders stating “For some, the adjustment is simply too much” (Morris, 2006, 

pg. 3). To suddenly go from a world where every moment is defined the unit and its 

mission –when to wake, when to sleep, what to eat, what to war, what to do – into a 
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world of unlimited possibility can be overwhelming. Some soldiers find a world where 

the traffic is too slow and life is intolerably dull.  

 

Today’s Military 

There exists an identifiable distinction between the single deployment and time in 

country of those who served in previous conflict to those who have served in recent wars: 

Multiple Tours: Considering the experiences of the most recent group of veterans 

today, there are several important distinctions between issues surrounding Vietnam 

veterans and today’s Afghanistan and Iraq veterans (Brown, 2008). Today, military 

personnel are more likely to have served multiple tours in Iraq and/or Afghanistan 

compared to the typical single-tour that troops served during the Vietnam War. 

Some high-ranking military officials indicate that existing deployment data 

demonstrate a significant burden has been placed upon the U.S. military (Brown, 2008). 

For example, General George Casey, the Chief of Staff of the United States Army, stated, 

“The demand for our forces exceeds the sustainable supply.” General Peter Pace, the 

former Chairman of the Joint Chiefs of Staff, contends that the penalty of overextending 

the military have grim potential consequences.  The number of military personnel who 

have served multiple tours in Afghanistan and Iraq is staggering. Nearly one-third 

(450,000) of the military personnel who have been to Afghanistan and/or Iraq have been 

deployed more than once.   
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National Guard/Reserves: A greater burden that ever is being borne on our National 

Guard and Army Reserve Units (Newhouse, 2008). Normally, these are weekend 

warriors, both guys and gals who feel good about drilling on weekends and helping with 

natural disasters like floods and forest fires. They joined the backup military forces 

without really expecting they’d ever have to go to war.   

Our country never expected to use these troops as heavily as we have in Iraq and 

Afghanistan; consequently, after having been deployed, sometimes multiple times, these 

troops are experiencing rates of mental health problems 44 percent higher than their 

active-duty counterparts (Newhouse, 2008). 

Family Obligations: Most Vietnam soldiers were single men; today 60 percent of 

those deployed have family obligations (Newhouse, 2008). Soldiers worrying about 

financial or family problems while they are deployed will have high rates of PTSD. 

According to the military’s Task Force on Mental Health, 49 percent of returning 

National Guard troops reported psychological symptoms upon their return, compared to 

38 percent of active-duty soldiers.   

Length of Service: Trauma builds cumulatively. The more fighting, and worse the 

fighting, the greater the likelihood of post-traumatic stress (Newhouse, 2008). In 

Vietnam, most soldiers were drafted for two years or volunteered for three, but they 

served only one tour of duty – and that tour was one year. In Iraq, more than half of the 

troops have served two or three tours of duty, and more than 20,000 of them were 

prevented from leaving by the government’s stop-loss polices, an involuntary three-
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month extension of deployment. The additional combat translates into additional stress, 

but just the uncertainty of not knowing when you will be allowed to leave adds an 

enormous amount of stress to an already overtaxed combatant.   

Today, many Afghanistan and Iraq military personnel have had their ETS (Estimated 

Time in Service) extended due to the stop-loss clause in their enlistment contract (Brown, 

2008). In 2004, according to Lt. General Franklin L. Hagenback, the U.S. Army’s deputy 

chief of staff in human resources and personnel supported the “stop-loss” policy because 

it reduces the normal attrition of troops and prevent divisions from seeking additional 

troops when they go to Iraq or Afghanistan. Congress authorized such measures after the 

Vietnam War. Stop loss was initially employed during preparations for the Persian Gulf 

War in 1990, and has since been used to strengthen divisions going to Iraq and 

Afghanistan.  
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Chapter 2 Veterans and the Criminal Justice System 

 

The potential for veterans to end up in the criminal justice system as a result of 

physical and psychological problems that may be combat-related has generated much 

interest, illustrated most recently by the development of specialized veterans’ courts 

(White, 2011). Though the perceived link between military service, combat related 

problems, and criminality has continued to be the subject of debate, contemporary 

research has not resolved the nature of the relationship.  

Some recent research suggested that trauma and combat exposure, PTSD 

symptoms, substance abuse, and post deployment adjustment problems may be positive 

predictors of incarceration for veterans. It is important to note that PTSD among Vietnam 

veterans has been linked to social, psychological, and physical symptoms. Studies have 

shown that Vietnam veterans suffering from PTSD also have significant problems with 

alcohol and drug addiction. Research has also documented elevated rates of interpersonal 

violence with romantic partners, as well as co-morbid psychological illnesses, such as 

depression and anxiety disorders.  

Symptoms associated with some combat related injuries can also lead to anti-

social behavior that draws the attention of the police and may result in arrest and 

incarceration (Brown, 2008). Some research concludes that combat veterans have been 

arrested at nearly twice the rate of nonveterans who were of the same age group. In the 

1980s the Veteran’s Administration concluded that the more combat exposure 

experienced by a veteran the more likely he would be arrested or convicted.  
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The Vietnam War has had significant impact on families where a family member 

is a veteran who has PTSD (Brown, 2008). Many families have been forced to learn new 

survival skills as veterans with PTSD struggled with their readjustment process. Data 

from the national Vietnam Readjustment Study, arguably one of the few comprehensive 

studies of Vietnam veterans, examined family relationships of Vietnam veterans. 

Vietnam veterans who served in Vietnam and had PTSD reported significantly more 

marital problems than veterans without PTSD. Over 50 percent of male Vietnam veterans 

with PTSD reported severe marital problems. Only 10 percent of female veterans without 

PTSD reported severe marital problems. Episodes of family violence were more 

prevalent in families where the veteran had PTSD. Some of the male veterans reported 

that there had been 13 or more acts of family violence within the past year. Female 

veterans with PTSD reported much higher levels of family violence than female veterans 

who did not have PTSD. Finally, children in families where the father was a Vietnam 

veteran with PTSD had significantly more behavioral problems compared to children in 

families where the veteran father did not have PTSD.  

Using the same Vietnam Veterans Readjustment Study, it concluded that veterans 

who exhibited antisocial behavior after deployment tended to have long histories of 

conduct problems before entering the military. Consequently, the relationship between 

military service, combat related mental health problems – particularly PTSD – and 

criminal justice involvement remains unclear, as it appears that other risky behavior, such 

as substance abuse, likely plays an important contributing role. That is, while PTSD may 

not in itself lead to an increased risk of incarceration among veterans, it is tied to greater 
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levels of substance abuse and other forms of anti-social behavior, which increase the risk 

of criminal justice system involvement. Moreover, the extent to which these behaviors 

were prevalent before entering the military also raises questions about assertions of 

causality. 

Many symptoms of mental health problems do not appear until months after a 

soldier comes home, often after a sort of honeymoon period. For that reason, the military 

re-administers its post deployment health assessment six months after a soldier’s 

deployment ends (Cartwright, 2011). But even when screening mechanisms succeed, 

military mental health services are overburdened when it comes to actually treating 

patients. The number of soldiers needing psychiatric care increased so rapidly after the 

start of operations in Iraq and Afghanistan that the military mental health system, having 

to adapt to a long period without major combat operations, was simply unable to keep up. 

News reports described soldiers waiting weeks or months for an appointment and unable 

to get individual counseling, and a Pentagon task force concluded that mental health 

services were overburdened, understaffed, and inadequately financed. Faced with these 

barriers, many veterans resort to self- medicating with drugs or alcohol. This self-

medicating to reduce their PTSD symptoms also increase a veterans’ chance of being 

processed through the criminal justice system. 

Veterans behind the wheel of a car, is another potential factor that can bring them 

to the attention of law enforcement, predominately occurrences of operating while 

intoxicated, erratic driving, traffic crashes and episodes of road rage.  Some of the factors 
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that fuel these incidences are excessive alcohol consumption or other substances, an 

inability to disengage learned combat driving behaviors, or psychological impediments. 

The most extreme cases involve traffic crashes where veterans and others sustain injury 

or death.  

Traffic accidents are the leading cause of death for military personnel, more than 

suicides, which has been a prominent concern of government officials (Lewis, n.d.). 

Based on the statistics, Iraq and Afghanistan veterans are 75% more likely to dies in car 

accidents that the general public. Historically, veterans have had increased fatalities 

following their service. Vietnam vets are twice more likely to dies in crashes than non-

veterans, and Gulf War veterans had a 30% to 50% greater risk of dying in crashes. The 

United States Automobile Association has found that troops back from deployment had 

“13 percent more at-fault accidents” or, more simply, were more likely to get into 

accidents in the six months after their return than in the six months before their 

deployment (Abad-Santos, 2012).  Soldiers experience the highest increase of at-fault 

accidents, at 23%, compared with the drivers’ experiences before deployment. Those who 

had deployed three or more times saw a 36% increase in at-fault accidents. Troops 

younger than 22 had the biggest increase in accidents, with a 25% increase, compared to 

a 7.5% increase in those older than 29. Increase in traffic fatalities, can also be attributed 

to other risky behaviors in their driving habits, such as exceeding the speed limits, 

crossing lanes without signally, ignoring traffic lights and signals, and failure to wear a 

seatbelt or motorcycle helmets.  
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In combat, soldiers who drive defensively and aggressively is a lifesaving 

proposition resulting from constant threats of hostile fire, suicide bombers, or attempts to 

evade improvised explosive devices (American Statesman Investigative Team, 2012). 

Other reasons involve PTSD, substance abuse and alcohol use, which will be discussed 

later.  Veterans did not have to be the one behind the wheel to have acquired defensive 

driving habits. Everyone inside of a vehicle operating in a combat zone is hyper-vigilant 

and can assimilate such defensive postures.  Some of those battlefield habits that come 

home include staying in the center of the road instead of keeping right as drivers do here. 

Combat drivers weave through traffic and change lanes unexpectedly; and so do some 

vets. Military drivers keep moving and never stopped for traffic and people; at home they 

roll through stop signs and blow red lights and never yield to other vehicles, or operate at 

high speeds (Abad-Santos, 2012). “If you can picture being in gridlock here and then 

knowing the rule of thumb is to never sit next to one vehicle for more than a split second, 

you kind of think ‘how would I get out of a situation like that,’ event in the US?” (3) an 

Iraq veteran, Retired Army Chief Master Sgt. Todd Nelson told The Houston Chronicle’s 

Sig Christenson. “What drastic measures would I need to do to get out of that situation?” 

Christenson also reports on Nelson’s fear of the rather un-intimidating Toyota Corolla, 

because in Kubal compact cars, like the Corolla are often used by bombers. “We had to 

drive like our lives depended on it because we really don’t know out of all the stupid 

yellow and white Toyota Corollas which one is the bad guy,” (4) Nelson told The 

Chronicle. “And, so, you have to assume that everyone is the bad guy” (4).  
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The other explanation involves the use of alcohol, illicit substances, or 

pharmaceuticals that diminish the ability to operate a motor vehicle. A study in the 

Journal of American Medical Association looked at alcohol use and problems from 

alcohol use (for example, not taking care of responsibilities due to alcohol use or driving 

a car after drinking) among 48,481, active-duty United States service members, many of 

which had been deployed to the wars in Iraq and Afghanistan (Tull, 2008). It was found 

that deployed service members who were exposed to combat situations were at greater 

risk for binge drinking as compared to non-deployed service members and deployed 

service members who were not exposed to combat. In addition, those with PTSD or 

depression were more likely than those without PTSD or depression to have developed or 

experiences alcohol-related problems.  

A report by the National Council on Alcoholism and Drug Dependence, Inc., 

reported alcohol use among active military and veterans is a major health issue in 

American. Throughout our military history, holding one’s liquor has been akin to being a 

“real soldier”…on par with knowing how to handle one’s weapon (National Council on 

Alcoholism and Drug Dependence, Inc., n.d.). Heavy drinking, glamorized in the culture 

of those serving in uniform, is common. After active duty, many veterans who served our 

country with honor abuse alcohol – for many reasons – and often because of PTSD 

associated with their experience during military conflicts on the battlefield. The NHSDA 

(National Household Survey on Drug Abuse), reported the following among the nearly 

30 million veterans aged 18 and older living in the United States:  
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  Alcohol Use: Male Veterans 56% vs. Female Veterans 41% 

  Binge Drinking: Male Veterans 23% vs. Female Veterans 14% 

  Heavy Drinking: Male Veterans 7% vs. Female Veterans 2% 

 

Male veterans are more likely than female veterans to report alcohol use, binge 

drinking and heavy alcohol use (Griffen, 2012). But the percentages are still alarming 

regardless of gender – both male and female veterans have problems with alcohol. All of 

this drinking, however, often comes at a steep price. Most binge drinking is done 

immediately following a long combat deployment. So when service members finally 

reach “freedom” again, overindulgence is the name of the game. It is typically in some 

celebratory manner or in an earnest effort to “make up for lost time.” One solder reported 

“in my brigade alone, we were averaging almost on alcohol-related episode a day for the 

first month back from combat, with most incidents being D.U.I’s or ‘drunk and 

disorderly’ charges” (1).  

Many careers are ruined or incarceration occurs during these critically vulnerable 

few months as soldiers try to drink vast quantities of alcohol on a tolerance that has not 

been tested in over a year. Most people think that soldiers, especially combat soldiers, 

drink heavily because of the horrific things that they witnessed in battle. This is not 

always the case, although it can be a contributing factor in some. The truth is that combat 

is such an adrenaline rush that soldiers come home still seeking that thrill. When they 

cannot find it in their routine lives, they turn to drinking as a quick and easy substitute. 
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Most combat soldiers do not drink because they are trying to forget the bad stuff they 

drink because they miss the good stuff.  

One more common driving related problem that veterans commented on was 

lapses in attention. Many described this phenomenon as “zoning out” while driving (Lew, 

Kraft, Pogoda, Amick, Woods, & Cifu, 2011). The consequences of this issue ranged 

from relatively benign experiences, such as frustration over being unable to stay focused 

on where they were going, getting lost, and missing a turn or exit, to more concerning 

problems such as getting distracted and having more misses or getting into accidents. 

Some veterans stated that when they zoned out, they were actually thinking about 

deployment-related experiences. 

Post deployment driving difficulties are a real problem that many veterans 

experience (Lew, Kraft, Pogoda, Amick, Woods, & Cifu, 2011). Situations invisible to 

most drivers can trigger an unwanted response in veterans.  A correlation also exists in 

veterans who over imbibe and make errors of judgment in getting behind the wheel of a 

car. The consequences of unsafe driving have the potential to be widespread and 

significant. Just as soldiers are taught combat driving skills, they may need to be re-

taught civilian driving skills and safe driving practices upon their return. Increased anger 

and impatience while driving are also a concern, even those without a history of PTSD or 

TBI. Instruction on anger management strategies to be used when driving may be 

beneficial. Lastly, dependence of alcohol or other substances need to be identified with 

resulting treatment ensuing. When identified as a veteran, the Veteran Treatment Court 
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can affect measures to resolve the underlying issues through treatment to manage their 

anxiety and make it possible for them to drive without creating unsafe driving risks, 

improve the quality of their lives, become productive in society, and ultimately save them 

from a path of destruction. 
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Chapter 3 Veteran Treatment Courts 

 

The prevalence of veterans in the criminal justice system suggests that all major 

American conflicts produce veterans who have difficulty readjusting to civilian life and 

often break the law in the process (Cartwright, 2011). Their transition is often more 

difficult because they are thrust further outside the structure of the military that has 

grown familiar and often live in suburban or rural areas away from major centers of 

military resources. Hyper-vigilance, aggressive driving, carrying weapons at all times, 

and command and control interactions, all of which may be beneficial in theater, can 

result in negative and potentially criminal behavior back home. For the vast majority the 

charges against veterans range from public drunkenness and assault, driving while 

intoxicated, drug related offenses, disturbing the peace, theft, domestic violence or other 

emotion driven violations.   

Some problems are so debilitating the vet can take out their frustrations on a loved 

one or commit suicide (Wood, 2012).  Serious mental health injuries, like post-traumatic 

stress disorder and complications from traumatic brain injuries are conditions that are 

linked to anti-social and criminal behavior.  The experience of combat doesn’t 

necessarily mean a veteran will commit crimes. But combat trauma in the form of PTSD, 

combined with the high irritability that PTSD can cause, does “significantly” raise the 

risk of criminal arrest.   
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A promising approach to address their involvement in the criminal justice system can 

be acceptance into a veteran treatment court. Many veterans have experienced things that 

are uncommon or unheard of among civilian defendants.  Acceptance into a VTC does 

not mean the court is showing pity of the vet, nor is it a free pass on the crime they are 

charged with. Diane Dimond a freelance writer who penned an article on Veteran 

Treatment Courts asked the following “It really comes down to this: By the very virtue of 

these veterans sacrifice for our freedom does the country owe them something extra upon 

their return? Of course we do.” (Dimond, 2009) 

 

The Issues Surrounding a Veteran Treatment Courts 

The advent of veteran treatment courts came about as a response to a growing number 

of veterans on court dockets with serious mental-health and substance-abuse issues 

(Russell, 2009). Estimates indicate that as of October 2008, the U.S. veteran population 

was 23,442,000. Of those, 84,000 have already been diagnosed with Post-traumatic Stress 

Disorder. This does not account for the numbers of veterans with PTSD or other serious 

mental-health problems that remain undiagnosed. Research indicated that the actual 

number of veterans with PTSD or major depression is around 300,000. In regard to 

substance abuse, research indicated that in 2001 alone, 256,000 veterans needed 

treatment for illicit drug use; however, a mere 20 percent of those veterans received 

treatment. In addition, many of these veterans are facing other issues that further 

compound the problem, including unemployment, strained relationships, and 
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homelessness. Either because of or in addition to these untreated diseases and 

compounded social issues more and more veterans are processed through the criminal 

justice system. The United States Department of Justice (2004) reports that, “[t]he 

majority of veterans in States (54%) and Federal (64%) prison served during a wartime 

period…[that] Vietnam War era veterans were the most common wartime veterans in 

both State (36%) and Federal (39%) prison” (U.S. Department of Justice, 2007). The 

57% majority of State prisoners were serving time for a violent crime compared to less 

than half of non-veterans who were serving less time for similar crimes.  The report 

indicates the Iraq-Afghanistan era veterans comprise 4% of both prison populations. 

 

What is a Veteran Treatment Court? 

A Veterans Treatment Court is a problem solving court, and many problem-solving 

courts are primarily post-adjudication courts. This means that the offender has been 

convicted of one or more criminal offenses. A problem-solving court is a long-term, 

judicially-supervised, multi-phase program through which criminal offenders are 

provided with intensive treatment and other services and are very closely monitored by a 

team which often includes a judge, prosecutor, defense counsel, law enforcement officer, 

probation officer, treatment provider, case manager, program coordinator, and mentor 

coordinator.  Problem-solving courts are most effective when the participants’ are high-

risk, high-need offenders and when the courts utilize evidence-based practices, which by 

definition on based on scientifically sound research studies (Tennessee Administrative 
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Office of the Courts, 2012). A high-risk offender is a person who, due to various factors, 

which are evaluated by risk assessment tools, are considered to be at high risk for 

reoffending.  

These factors include, but are not limited to, criminal history, social relationships, 

employability, housing status, and family situation. A high-need offender is a person who 

suffers from a significant mental health or substance abuse issue and, as a result, is in 

need of intensive treatment. Many offenders have co-occurring disorders, which 

essentially means that they have both mental health and substance abuse issues. In 

addition to treating these issues, problem-solving courts address every other aspect of a 

participant’s life, which could affect the participant’s ability to be successful upon 

graduating from the program. This includes education, employment/vocational training, 

housing, and finances. Addressing these issues requires a great deal of time, effort, and 

coordination.   

When a problem-solving court includes appropriate candidates, the hope is that the 

necessary treatment and support will result in the offender becoming a productive citizen 

who will not be re-arrested. This would benefit the individual as well as society as a 

whole, and it also would result in a reduction in expenditures for incarceration and 

supervision. If a problem-solving court wishes to include offenders whose needs differ 

greatly from one another, the most effective way of proceeding would be to create 

separate tracks whose phases are adjusted to reflect the needs of the offenders at issue. 
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For example, offenders who require inpatient treatment could be on a different track than 

offenders who require outpatient treatment.   

The parameters of a VTC or a veterans’ court docket vary from state to state and 

court to court. As a general rule, though, a VTC is a problem-solving court which is 

designed to assist persons who have served (or are currently serving) in the military, who 

have been charged with a criminal offense, who are at high risk for reoffending absent 

intensive intervention, and who have significant mental health and/or substance abuse 

issues. A VTC is essentially a hybrid of a drug treatment court and a mental health court. 

The VTCs utilize the drug treatment court model as well as the principles of both drug 

treatment and mental health courts. The most obvious distinction between a VTC and 

other problem-solving courts is that the former limits participation to current or former 

members of the military, depending upon the particular court’s requirements.  

The other, more subtle, differences are as follows: (1) The VTC team should include 

at least one member who is familiar with veteran/military culture, terminology, benefits 

and other veteran/military issues; (2) The treatment provider(s) should have experience 

with post-traumatic stress disorder, traumatic brain injury, military sexual trauma, and 

other issues often associated with military service; (3) Mentors who are veterans or 

service members should be utilized; (4) The risk-assessment procedure will differ slightly 

because a veteran-specific risk-assessment tool has yet to be identified or developed; and 

(5) The partners with whom such a court must be coordinate include veteran-specific 

service providers.   
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Veteran Treatment Courts have adopted, with slight modification, the essential 

tenements of the U.S. Department of Justice Publication entitled “Defining Drug Courts: 

The Key Components.”  These Key Components provide the foundation for the 

successful operation of a Veterans Treatment Court:  (U.S. Department of Justice, 1997). 

Key Component #1: Veterans Treatment Courts integrate alcohol, drug treatment, and 

mental health services with justice system case processing.  

Veteran Treatment Courts promote sobriety, recovery and stability through a 

coordinated response to veteran’s dependency on alcohol, drugs, and/or management of 

their mental illness. Realization of these goals is a team approach. This approach 

includes the cooperation and collaboration of the traditional partners found in drug 

treatment courts and mental health treatment courts with the addition of the Veterans 

Administration Health Care Network, veterans and veterans family support 

organizations, and veteran volunteer mentors. 

Key Component #2: Using a non-adversarial approach, prosecution and defense 

counsel promote public safety while protecting participants’ due process. 

To facilitate the veterans’ progress in treatment, the prosecutor and defense counsel shed 

their traditional adversarial courtroom relationship and work together as a team. Once a 

veteran is accepted into the treatment court program, the team’s focus is on the veteran’s 

recovery and law-abiding behavior – not the merits of the pending case.  
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Key Component #3: Eligible participants are identified early and promptly placed 

in the Veterans Treatment Court program. 

Early identification of veterans entering the criminal justice system is an integral part of 

the process of placement in the Veterans Treatment Court program. Arrest can be a 

traumatic event in a person’s life. It creates an immediate crisis and can compel 

recognition of inappropriate behavior into the open, making denial by the veteran for the 

need for treatment difficult.  

Key Component #4: Veterans Treatment Court provide access to a continuum of 

alcohol, drug, mental health and other related treatment and rehabilitation services.  

While primarily concerned with criminal activity, AOD use, and mental illness, the 

Veterans Treatment Court team also considers re-occurring problems such as primary 

medical problems, transmittable diseases, homelessness; basic educational deficits, 

unemployment and poor job preparation; spouse and family troubles – especially 

domestic violence – and the ongoing effects of war time trauma. 

Veteran peer mentors are essential to the Veterans Treatment Court team. Ongoing 

veteran peer mentors interaction with the Veterans Treatment Court participants is 

essential. Their active, supportive relationship, maintained throughout treatment, 

increases the likelihood that a veteran will remain in treatment and improves the chances 

for sobriety and law-abiding behavior.  
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Key Component #5: Abstinence is monitored by frequent alcohol and other drug 

testing. 

Frequent court-ordered AOD testing is essential. An accurate testing program is the most 

objective and efficient way to establish a framework for accountability and to gauge each 

participant’s progress.  

Key Component #6: A coordinated strategy governs Veterans Treatment Court 

responses to participants’ compliance. 

A veterans’ progress through the treatment court experience is measured by his or her 

compliance with the treatment regimen. Veterans Treatment Court reward cooperation 

as well as respond to noncompliance. Veterans Treatment Court establishes a 

coordinated strategy, including a continuum of graduated responses, to continuing drug 

use and other noncompliant behavior.  

Key Component #7: Ongoing judicial interaction with each Veteran is essential. 

The judge is the leader of the Veterans Treatment Court team. This active, supervising 

relationship, maintained throughout the treatment, increases the likelihood that a veteran 

will remain in treatment and improves the chances for sobriety and law-abiding 

behavior. Ongoing judicial supervision also communicates to veterans that someone in 

authority cares about them and is closely watching what they do.  

Key Component #8: Monitoring and evaluation measure the achievement of 

program goals and gauge effectiveness. 
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Management and monitoring systems provide timely and accurate information about 

program progress. Program monitoring provides oversight and periodic measurements 

of the program’s performance against its stated goals and objectives. Information and 

conclusions developed from periodic monitoring reports, progress evaluation activities, 

and longitudinal evaluation studies may be used to modify program.  

Key Component #9: Continuing interdisciplinary education promotes effective 

Veterans Treatment Court planning, implementation, and operations. 

All Veterans Treatment Court staff should be involved in education and training. 

Interdisciplinary education exposes criminal justice officials to veteran treatment court 

issues, and Veteran Administration, veteran volunteer mentors, and treatment staff to 

criminal justice issues. It also develops shared understandings of the values, goals, and 

operating procedures of the Veteran’s Administration, treatment and justice system 

components.  

Education and training programs help maintain a high level of professionalism, provide 

a forum for solidifying relationships among criminal justice, Veterans Administration, 

veteran volunteer mentors, and treatment personnel, and promote a spirit of commitment 

and collaboration. 

Key Component #10: Forging partnerships among Veterans Treatment Court, 

Veterans Administration, public agencies, and community-based organizations generates 

local support and enhances Veteran Treatment Court effectiveness. 
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Because of its unique position in the criminal justice system, Veterans Treatment Court is 

well suited to develop coalitions among private community-based organizations, public 

criminal justice agencies, the Veteran Administration, veterans and veterans families 

support organizations, and AOD and mental health treatment delivery systems. Forming 

such coalitions expands the continuum of services available to Veterans Treatment Court 

concepts. The Veterans Treatment Court fosters system wide involvement through its 

commitment to share responsibility and participation of program partners. 

 

Excluding Certain Offenses from a Veterans Treatment Court 

The intent of problem-solving courts is to concentrate on social issues and to commit 

to the core values of therapeutic jurisprudence. These values are designed to seek out 

means to resolve the problem in lieu of incarceration. Not every criminal case involving a 

veteran is suitable for the VTC.  The VTC courts vary on accepting veterans charged with 

violent crimes. Some feel it is a miscarriage of justice not to permit those who need help 

more than most offenders. Robert Alvarez, a psychotherapist with the Wounded Warrior 

program stated that it’s a mistake to carve out the most violent offenders out of the 

veteran court (Lithwick, 2010).  “The violent offenders need help more than 

anybody…the very skills these people are taught to follow in combat are the skills that 

are at risk at home” (2). If you are going to create special judicial programs to help 

veterans, does it make sense to give special services only to those who need help the 

least? The precedent for excluding violent offenders from specialty treatment courts is 
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deeply entrenched; drug and mental health courts – the treatment framework for which 

VTCs are based – have limited participation to nonviolent offenders since their inception. 

But the exclusion of violent offenders in the VTC framework is arguably more 

problematic. Intuitively, it’s not difficult to see why: accepting only nonviolent offenders 

withholds treatment from Veterans whose crimes are perhaps most clearly connected to 

their combat experiences, which were characterized and defined by violence. Therefore, 

some courts have responded to this seemingly incongruent policy by widening the door. 

Orange County, California for example, will consider the eligibility of both violent and 

nonviolent offenders, on a case-by-case basis. As Judge Lindley of the Orange County 

VTC said, “if our goal is to protect our communities and make them a safe place, then 

why wouldn’t we take cases of violence” (2)? Other courts, like Erie County, remain 

faithful to traditional, nonviolent offender only policies, but narrow the definition of what 

constitutes a “violent offense” so that those charged with domestic violence offenses are 

eligible (Jacobs, McFarland, & Ledeen, n.d.). In the most severe cases of combat trauma 

and associated post-traumatic stress disorder have occasionally made veterans incapable 

of comprehending their actions. Heinous crimes, such as homicide, are too complex to be 

considered by a VTC and more appropriately handled by traditional courts.  This does not 

mean however that courts will not consider the veterans post-traumatic stress disorder as 

a viable defense to their actions.  

There are others who oppose the concept of a Veterans Treatment Court or are critical 

of including particular offenses.  Critics cite the “Equal Justice Under the Law” principle 

because veterans in the system do not all have equal access to programs such as these 
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courts. In addition, offenders in these courts are generally required to plead guilty to their 

crimes; a practice that the Association of Criminal Defense Lawyers says is a “forced 

waiver of rights” (Brown, 2012).  In rebuttal to this position, the coordinator of the 

Rochester Veterans Treatment Court stated, “equal justice means that no one gets 

punished for a crime more than the law allows. That does not mean that everyone who 

commits a crime gets the same sentence that is why there are victim statements and a 

chance for the Judge or jury to hear reasons for leniency or full sentence under the law” 

(2).  

Another opposing viewpoint offered by Pamela Kravetz, who is a victim advocate for 

domestic violence victims, and indicates that intimate violence cases are inappropriate for 

admission into veteran treatment courts. The intersection of these two issues, domestic 

violence and veterans affected by trauma, leads to serious safety and ethical concerns 

when intimate partner cases are heard in a veterans court model (Kravetz, 2012). Kravetz 

sites the following reasons to justify her opposition. First, the courts do not have access to 

professionals with sufficient expertise in both combat-related trauma and domestic 

violence dynamics to perform adequate assessments to determine the underlying causes 

of a veteran’s violence against his partner. Second, accepting an intimate partner violence 

case into a veteran’s court sends the victim and community problematic messages about 

the dynamic of domestic violence and the role of the criminal justice system.  Finally, the 

majority of research has shown that substance abuse, mental health and batters’ 

intervention treatment has limited, if an, effectiveness on recidivism in intimate partner 

violence cases.   
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In 2009, two national teleconferences brought together a total of 49 organizations, 

advocates, and justice officials to discuss the admission of violent offenders into the 

emerging veteran treatment courts. The problem of intimate partner violence, or domestic 

violence, is one that many and diverse national advocates and justice professionals feel is 

important with respect to the problem of veterans in justice, including Orange County 

Superior Judge Wendy Lindley and Santa Clara Superior Judge Stephen Manley, who 

have begun to admit offenders of intimate partner violence on a case-by-case basis 

(Fairweather, Gambill, & Tinney, 2010). Those admitted must demonstrate a clear 

relationship between combat deployment and the perpetration of intimate partner 

violence.  The decision to admit intimate partner violence offenders into veteran 

treatment court requires serious consideration given these offenses involve a victim who 

often continues to have contact with the offender and is at risk to further harm. Inclusion 

of intimate partner violence into a veteran treatment court brings many factors into play 

that must be considered. Victim advocates must do ongoing risk/danger assessments and 

safety planning with these victims. The question is how can the court determine a clear 

relationship between the combat deployment and the perpetration of the intimate partner 

violence? The court must have access to appropriate intimate partner violence screening 

and assessment to identify whether or not a veteran has a history of violence and a pattern 

of coercive control in intimate relationships that existed prior to deployment to a combat 

zone and whether or not a veteran with an abusive history is appropriate for inclusion in a 

veteran treatment court, For the most part, such screening, assessment and intervention 

with intimate partner offenders who are veterans cannot be obtained from Veterans 
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Affairs (VA) facilities. These services will most often have to be obtained from 

community-based programs. However, most community-based programs are not familiar 

with the unique issues faced by veterans. Community-based programs need training on 

the impact of combat exposure and how it relates to intimate partner violence. There must 

be separate assessments for intimate partner violence and co-occurring conditions such as 

posttraumatic stress disorder and traumatic brain injury, and substance abuse conducted 

by subject matter experts in each area. One provider does not generally have expertise in 

all of these areas. Perhaps the inevitable conclusion is that it has been understood for 

years that treatment works better than incarceration when it comes to criminal defendants 

with drug and mental-health problems. It is also known that close supervision and 

monitoring works better than casting our most vulnerable citizens adrift. Veterans 

deserve special treatment for their service, and the fact that veteran courts seem to work 

as well as it is suggested that politicians needn’t justify their existence beyond that fact 

(Lithwick, 2012). But whether we really want to create first-and-second class criminal 

justice services and whether we can truly draw any principled line between nonviolent 

veterans and violent ones in the judicial treatment they receive are not easy political 

questions, but thorny legal ones.   

 

Why There is a Need for Veteran Treatment Courts 

There may be questions regarding the necessity of courts specific to veterans, when 

there is the availability of other specialty courts, such as drug and mental health courts. 
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The simplest explanation is that veterans have experiences not common among non-

military defendants.  

As a result, traditional community services may not be well matched to address their 

needs. Service members and their families experience unique stressors as part of the 

military experience…thus the delivery of high quality care for psychological health, 

including prevention, early intervention and treatment, requires providers who are 

knowledgeable about and able to empathize with the military experience (Monroe, n.d.). 

Veterans respond more favorably to other veterans in the court. Veterans’ court allows 

for veterans to go through the treatment process with people who are similarly situated 

and have common past experiences and needs. This type of court links individuals with 

service providers who either share or understand the unique experience of military 

service, military life, and the distinctive needs that may arise from that experience.  

Contained in the preamble of the New York Lawyer’s Code of Professional 

Responsibility conveys a message that fundamentally adheres to the premise behind 

Veteran Treatment Courts (New York State Bar Association, 2007): 

The continued existence of a free and democratic society depends upon the 
recognition of the concept that justice is based upon the rule of law grounded in 
respect for the dignity of the individual and the capacity of the individual through 
reason for enlightened self-government. Law so grounded makes justice possible; 
for only through such law does the dignity of the individual attain respect and 
protection. Without it, individual rights become subject to unrestrained power, 
respect for law is destroyed, and rational self-government is impossible.  
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The focus, as stated, is respect for the individual, their capacity, and justice. The text 

contained within the confines of this paper has demonstrated that persons, in this case 

veterans, who deserve by their sacrifice to this nation, special consideration. It should be 

noted that just because a certain punishment does not involve time in prison or jail does 

not mean the veteran is not being held accountable. The results of the VTC can repair 

harms suffered by victims, provide benefits to the community, treat alcohol or drug 

addicted or mentally ill, and rehabilitate offenders. The benefit to the community 

revolves around the elimination of the root causes of their behavior through intensive 

treatment and continual monitoring by community corrections, other veterans serving as a 

mentor, or both, thus reducing the occurrence of reoffending. 

 

How Veteran Treatment Courts were Created? 

Judge Robert Russell, in Buffalo, New York, created the first Veteran Treatment 

Court, in 2008 (Tennessee Administrative Office of the Courts, 2012). Judge Russell 

presided over a drug treatment court as well as a mental health treatment court at that 

time, and noticed that one of the participants, who happened to be a veteran, was having a 

difficulty thriving in the treatment program. Two of Judge Russell’s employees were 

veterans, so he asked those employees to talk with the offender. During the subsequent 

meeting, the employees discovered that the defendant wanted to be around other Vietnam 

veterans, so they connected him with a vet group at the VA. Judge Russell subsequently 

noticed a significant difference in the offender’s demeanor and in his willingness to 
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become an active participant in his recovery. Based in large part upon this experience, 

Judge Russell created a separate treatment court/docket for veterans. Those veterans 

having difficulty readjusting to civilian life are much more successful when involved in a 

structure program and benefit greatly from being surrounded by individuals who 

understand the military culture. Veterans share a common bond. The court instills the 

sense of camaraderie that they once felt in the military.  

In Judge Mike Snipe’s VTC, Dallas, Texas, a veteran in the courtroom for the first 

time was told to introduce herself to the other veterans behind her, an action she found 

discomforting, but one designed to help her recognize that she was once again part of a 

unit that would take care of her if she did her part (Shevory, 2011). The veteran later 

commented it felt good to be around others who could understand why she watched 

cartoons to calm herself, why she felt nervous in large crowds, and why whiskey helped 

clear her head. In short, what it felt like to be a combat veteran.  

 

Components of a Veterans Treatment Court 

Identifying Veterans. 

Early intervention is critical and the courts should attempt to identify veterans as 

quickly as possible following an arrest. Many veterans have access to economic benefits 

and health services through a variety of programs operated at federal, state and local 

levels. Traditionally, justice-involved veterans have had difficulty connecting with these 
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resources and in many cases have been unaware that they are eligible. Veterans 

Treatment Courts involve cooperation and collaboration with traditional partners found in 

drug and mental-health courts, with the addition of representatives from federal veteran 

agencies and other veteran support organizations (Deutsch, 2012).  

Each jurisdiction must determine the most effective way of gathering the 

information and communicating to the court. One of the best sources of determining 

veteran status of offenders is during the jail intake process. The booking procedure 

involves gathering data on the person, their charges and then determining their initial 

classification for housing in the facility. The initial classification requires the completion 

of a series of questionnaires. Including one on veteran status is a simple task. However, 

the manner in making the inquiry is important in eliciting a proper response.  Many 

“veterans” do not equate their military service as being a veteran. Therefore, posing the 

question have you ever served in a branch of the United States Military evokes a more 

accurate response. This is followed with questions about which branch of service, dates 

of served, and if the veteran is receiving or has received treatment or disability from the 

Veterans Administration.  In turn, the information can be forwarded to select members of 

the VTC team, such as the Public Defender, District Attorney and local Veterans 

Services. The Veterans Services office has the ability to verify veteran status and inform 

the legal entities so they may initiate a dialog about potential eligibility to the VTC and 

alternatives to incarceration. In addition, most entities allow referrals to be made by any 

interested party involving a veteran, to include, but not limited to attorneys, the veteran 

him or herself, probation or extended supervision agents, family members, treatment 
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providers, and the judiciary. For this purpose it is important to understand the definition 

of a veteran. 

Veterans Defined. 

Participants of the VTC should be limited to currently serving service members, 

anyone who has ever served in the military; only those individuals who have served in 

the military and who qualify as veterans for the purpose of receiving treatment through 

the VA; or a combination thereof. Not everyone who has served as a member of the 

Army, Navy, Air Force, Marine Corps, or Coast Guard, whether on active duty or as a 

member of the National Guard or the Reserves, was considered a veteran upon discharge.  

The definition of “veteran” varies depending upon what benefit the person is seeking 

and from which department/group the person is seeking the benefit. The definition of 

“veteran” for benefit of eligibility purposes involves consideration of the type of service 

(active duty vs. National Guard/Reserves), dates of service, length of deployment, if any, 

and type of discharge. Currently, the types of discharges are as follows: (1) Honorable; 

(2) General Under Honorable Conditions, (3) Other Than Honorable, (4) Bad Conduct, 

and (5) Dishonorable. As a general rule only veterans who received an honorable 

discharge or general discharge under honorable conditions are eligible for 

medical/treatment benefits as well as non-medical benefits through the VA.  

An arrest or conviction will not affect a veteran’s discharge status (Tennessee 

Administrative Office of the Courts, 2012). Some feel that anyone who receives a bad 

conduct discharge or dishonorable discharge should be excluded from participation in a 
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VTC. This is a policy matter for the courts and the legislature. If the purpose is to provide 

treatment to people who served our county, the nature of the discharge may not be 

relevant. Moreover, the behavior, which ultimately resulted in the bad conduct discharge 

or dishonorable discharge, may have been caused by the mental health and/or substance 

abuse issues, for which the individual is not seeking treatment. This is particularly true 

for individuals who were discharged before the military understood posttraumatic stress 

disorder and the impact it can have on an individual’s behavior.   

 Eligibility and Suitability for Admission. 

Veteran Treatment Courts employ a process for determining eligibility into the 

program. Each court sets its own criteria, which vary from court to court. The first and 

most important is that the veteran must show a willingness to participate. It is a very hard 

program, therefore participation is completely voluntary; a veteran can choose not to 

enter the program and proceed with traditional case processing. Some veterans facing the 

choice between a long, court-ordered treatment program and a small fine plus six months 

in jail, will despite the promise of personal betterment, opt for the latter.  Another 

criterion that differs from each court is whether admission is based on a Judicial 

Diversion in which a person is found guilty by a jury, or entered a guilty plea. However, 

the court does not issue a final judgment during the probationary period. If the offender 

does not successfully complete the diversion, the court enters the judgment and the 

offender has a “conviction.” If the offender complies with the requirements of the 

diversion, the judgment is never entered. The other is a Pretrial Diversion, which is a 



!
!

59!

procedure through which minor offenders seek to avoid prosecution and potential 

incarceration by agreeing to comply with certain conditions, one obviously being the 

completion of the VTC program. Admission decisions are usually a collaborative effort 

involving input from the team. Defendants will be evaluated by the on a case-by-case 

basis with the admission dependent upon the team’s evaluation as to whether or not the 

individual can be successfully treated. Suitability is founded using evidence-based 

screening and assessment instruments. A veteran who is not eligible for VA benefits is 

not always excluded if the veteran has the ability to finance his or her own treatment 

requirements, usually through private insurance for veterans who are gainfully employed. 

In the end, admission should be based in the best interest of the candidate and the best 

interest of the court. 

 Team Composition. 

 The composition of team members can vary slightly from jurisdiction to 

jurisdiction. Voting rights may be available to all members or only to a select few. All 

members of the team shall participate fully, committing him or herself to the program, 

mission and goals and works as a full partner to ensure their success. 

 Judge. 

 The Veterans Treatment Court Judge heads the collaborative team. S/he regularly 

reviews the case status reports, leads the weekly team meetings and is the final arbiter in 

any decision on which there is not agreement of the team. During the court process the 

judge administers graduated sanctions and incentives, based on input from the team to 
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increase each participant’s accountability and to enhance the likelihood of long-term 

participation in treatment. 

 Court Coordinator. 

 The Court Coordinator works in close consultation with the judge. The 

coordinator reviews all referrals to the court for initial eligibility and coordinates the 

assessment process. The Coordinator coordinates all information for new referrals to 

present to the court team and gathers relevant information for the weekly meetings of the 

team. 

 District Attorney. 

 In Veterans Treatment Court all parties share the common goal of helping 

participants be successful in treatment and in avoiding future criminal recidivism. The 

prosecutor reviews all new cases concerning eligibility. The eligibility assessment 

includes a review of the defendant’s criminal history, consultation with victims, legal 

eligibility and appropriate dispositions upon the defendant’s entry into Veterans 

Treatment Court. 

 Public Defender. 

 The Public Defender/Defense Counsel represents and advises the defendant in all 

court proceedings and is mindful of the defendant’s constitutional rights as a criminal 

defendant and the defendant’s civil rights. The Public Defender/Defense Counsel seeks to 

find treatment solutions for the defendant that minimize the defendant’s exposure to 
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incarceration, reduce the risk of re-arrest or new charges, and mitigate the consequence of 

a criminal conviction. 

 Division of Community Corrections. 

 A specialized Probation Officer(s) oversees those participants in Veterans 

Treatment Court. The Probation Officer works closely with defendants and provides 

updates to the team regarding compliance with terms and conditions of 

probation/supervision. The Probation Officer focuses on community involvement, 

including meeting with defendants in the field, interacting with community-based 

organizations, overseeing restitution, and networking with treatment providers. 

 Veterans Services Officer (VSO). 

 The VSO assists in the immediate identification of veterans or service members 

who are being considered for treatment and determines benefit eligibility. 

 Veterans Justice Outreach (VJO). 

 A representative from the VA – the local Veterans Justice Outreach (VJO) officer  

– participates in the Veterans Treatment Court proceedings, serves as the linkage to the 

VA and VA services, and insures the provision of recommended treatment services. The 

VJO’s role is to monitor the services Veterans Treatment Court participants are receiving, 

to identify additional individual supports as needed, and to identify potential gaps in the 

service system that need to be addressed. 
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 Law Enforcement Representative. 

 The officer assigned to the team works as a conduit between the court and other 

law enforcement agencies including the jail, in supporting the goals and mission of the 

VTC. He or she facilitates the apprehension of participants who abscond from the 

program, assists community corrections during home visits, provides information of 

participant appropriateness from law enforcement sources and makes recommendations. 

 Mentor Coordinator. 

 Mentors are vital to the success of participants in the program. The coordinator is 

responsible for soliciting and screening suitable mentors, providing training to mentors 

and monitoring mentor participation. 

 Mentor. 

 More often social support is referred too as social interactions that provide 

individuals with actual assistance and embed them into a web of social relationships 

perceive to be loving, caring, and readily available in times of need. This broad definition 

points to three major facets of social support: received support (actual receipt of help); 

social embeddedness (quality and type of relationships with others); and perceived 

support (the belief that help would be available if needed) (Kaniasty, 2005). Reviews of 

literature frequently note the limitations of supportive relationships in times of stress but 

have generally concluded that social support is beneficial to psychological well-being and 

physical health. Mentors offer this type of support to the veteran by being available, 
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willing to listen, and offering encouragement at a time when they feel most alone in a 

way that only another veteran can understand. As a result mentors play a vital part in the 

success of a veteran navigating the criminal justice system.  

As a general rule, a mentor does not give legal advice and does not serve on the 

VTC team.  A mentor can assist the defendant with issues, which are unrelated to the 

disposition of the criminal charges.  It is important to remember that the mentor is not a 

counselor. The treatment professional, not the mentor, should provide any necessary 

counseling.  While having a defendant perform some tasks on his own will give him 

confidence and help with his recovery, mentors can provide assistance, particularly for 

defendants who are in the very early stages of the VTC program and are easily 

overwhelmed. The level of a mentor’s involvement with a defendant may vary depending 

upon the VTC phase. For example, a defendant who is in the first phase of the program 

may not be emotionally ready to speak to a mentor, and a defendant who is in the final 

phase of the program may not need as much support from a mentor. In contrast, a 

defendant who is in the middle phase may require considerable less assistance and 

emotional support.  

A VTC must address confidentiality issues as they relate to mentors. The VTC 

must decide whether, and under what circumstance, a mentor will tell the judge or 

another member of the VTC team something that the defendant told the mentor. Some 

courts feel strongly that a mentor is not part of the VTC team, is not a probation officer, 

and should not repeat anything that the defendant says unless there are extenuating 
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circumstances such as a mentor’s belief that the defendant intends to harm himself or 

someone else. Regardless of which theory a court adopts, it is extremely important for the 

VTC to confirm that the defendant clearly understands the mentor’s role, including 

whether statements made to a mentor are confidential or could be repeated to the VTC 

team.  

The most important requirement for a mentor, including the mentor coordinator, 

is that the person has previously served, or is currently serving, in the military. The 

following categories, among others, should be considered when selecting mentors and/or 

when determining which mentor(s) should be assigned to each defendant: (1) branch of 

service; (2) type of service (combat experience vs. non-combat experience, National 

Guard vs. active duty, occupational specialty; (3) personal interests; (4) family history; 

(5) gender; (6) gender; (7) ethnicity; and (8) mentor candidate’s familiarity with issues 

which will be helpful in assisting defendants (mental health, employment, transportation, 

veterans’ benefits, education, etc.) It is mandatory for the mentor to fulfill all of the 

aforementioned criteria, but the defendant may be more comfortable with a mentor who 

has a better understanding of their situation.  

Mentors who are retired are often available to attend every VTC docket. In 

contrast, younger mentors are often juggling family, school, and employment 

responsibilities, so their schedules may not be as flexible.  

Courts also should consider whether a mentor candidate should be excluded 

because he/she has a criminal record, is a recovering drug addict or alcoholic, or received 
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something other than an honorable discharge. Many courts require background checks for 

mentor candidates but consider the criminal record/recovery/discharge issues on a case-

by-case basis. 
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Conclusion 

 

 Some veterans return home with very unique problems.  The encounters of war do 

not leave a soldier when he or she departs from the battlefield. At home they face a 

different enemy, an enemy within. Attempts have been made to understand how the 

experiences of combat damage the mind; but there is a certainty that it no longer 

functions in the same fashion as it did before.   

There are links from the trauma they have endured in battle that result in an 

inability to cope with psychological conditions that impair their capacity to live a normal 

and productive life. As a consequence, the choices some veterans make can result in their 

involvement in the criminal justice system. Part of this may also be a product of too many 

veterans returning without the mental health, substance abuse, and reentry counseling 

they need.  It is important to make the distinction between criminal intent and mental 

health issues that may be the underlying factor of the veteran’s offense, to determine the 

appropriate provision of services. Services are provided through the collaborative efforts 

of the Veterans Treatment Court team, who are specialized and adapted to meet the 

specific needs of our servicemen and women.  The VTC attempts to reintegrate veterans 

back into society in a positive way by diverting them from the traditional court process 

and incarceration to a system of care with needed treatment programs and support 

networks.  The use of treatment methodologies are designed to assist traumatized 

veterans facing criminal prosecution, by utilizing local criminal justice partners, military 
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peers, and state and federal veteran services to provide constant supervision and support. 

This does not mean the veteran is not held accountable for their actions, but to the 

contrary, the VTC processes is extensive and arduous in ensuring the veteran fulfills 

every obligation the court imposes. They get a chance to get it right and find purpose for 

their lives.   
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