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Abstract
American Indian and Alaska Native Veterans are more rural than Veterans of any other race or ethnicity and face signifi-
cant barriers to accessing care. Since 2001, the Tribal Veterans Representative (TVR) Program, a partnership between the 
U.S. Department of Veterans Affairs (VA) and tribal nations, has trained liaisons from tribal communities to facilitate access 
to VA benefits and services. We delineate the TVR program model alongside supporting data. We reviewed TVR training 
materials and program evaluations to identify components of the program essential for increasing access to VA services and 
benefits. We then report a quantitative assessment of benefits attained in one tribal community. The TVR model is charac-
terized by the exchange of two sets of knowledge and resources—‘institutional’ and ‘community’—during a co-sponsored 
educational program aiming to train community liaisons about the institution. The institution leads the program’s content; 
the community’s traditions inform its process. Following the program, liaisons use support networks comprising trainers, 
trainees and local organizations to teach other community members to access health care and benefits. In the evaluation 
community, one liaison has facilitated access for hundreds of Veterans, with financial compensation exceeding $400,000 
annually. The TVR program has begun to demonstrate its utility for other rural populations, though further formal evalua-
tion is recommended. Compared with similar models to increase rural populations’ access to health care and benefits, the 
long-term support networks from the TVR model may be most useful when the institution must build trust and engage with 
the target population.

Keywords  Health services accessibility · Social determinants of health · Veterans’ health · North American Indian · Rural 
population

Introduction

Many American Indian and Alaska Native (AI/AN) nations 
value military service as a means of serving one’s commu-
nity, and of honoring service members who preceded them 

[1–3]. They venerate Veterans during community events and 
hold special events for returning service members. These 
rich traditions facilitate Veterans’ re-integration into the 
community and instill a sense of duty [1–3], which in part 
drives AI/ANs’ high rates of participation in the military 
relative to other groups [4], rendering them the most over-
represented minority race among Veterans [5].

Not only are AI/AN Veterans over-represented, they 
have disproportionately filled dangerous military roles and 
endured the consequences. According to the 2010 National 
Survey of Veterans, AI/AN-only Veterans are more likely 
than all Veterans to serve in combat (48% vs. 34%), and 
to be exposed to “dead, dying or wounded” (also 48% vs. 
34%) [6]. Greater exposure to warzone stress accounts for 
a prevalence of post-traumatic stress disorder (PTSD) in 
male AI/AN Vietnam Veterans that is 2–2.5 times that for 
male white Vietnam Veterans [7]. AI/AN-only Veterans 
are also more likely than white Veterans to be “definitely” 
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or “probably” exposed to environmental hazards (38% vs. 
23% overall), and less likely to report good-to-excellent 
health (59% vs. 74%) [6]. Poverty and unemployment 
rates for AI/AN Veterans are higher than all other Vet-
eran groups [5, 8]. These disparities underscore the need 
to address health and its social determinants in AI/AN 
Veterans.

Like all eligible Veterans, AI/AN Veterans have earned 
the right to benefits and services from the U.S. Department 
of Veterans Affairs (VA), including healthcare from the 
Veterans Health Administration (VHA); financial compen-
sation, education and housing assistance, transportation 
reimbursement for medical care from the Veterans Benefit 
Administration (VBA); and cemetery and burial benefits 
from the National Cemetery Administration (NCA). Yet, 
despite their record of service, AI/AN Veterans are the 
least likely to use VA benefits relative to Veterans of other 
single races [9]. Part of this discrepancy could be related 
to some AI/AN Veterans’ use of Indian Health Service 
(IHS) care in place of VHA care [10]. However, AI/AN 
Veterans are also more likely than white Veterans to lack 
any kind of health care coverage (21% vs. 8%), even after 
considering government programs like Medicare and IHS 
[6]. More likely, this discrepancy is due to location and 
cultural barriers.

AI/AN VHA patients are more likely than patients of 
any other race to live in rural or highly rural areas (e.g., 
53.5% vs. 43.7% for white VHA patients) [11]. Rural AI/AN 
Veterans face even greater barriers to accessing VHA care 
than rural non-AI/AN Veterans [12, 13]. Rural residence 
is compounded by other barriers to VHA care among AI/
AN Veterans, including difficulty navigating the VA sys-
tem, difficulty discussing personal matters, lack of trust of 
the VA system, an inflexible VA system, lack of culturally 
competent care, and lack of outreach to American Indian 
communities [1, 14].

The Tribal Veterans Representative (TVR) program arose 
in 2001 in the Northern Plains from conversations between 
VA employees and tribes that revealed serious barriers to 
VA care and benefits for rural AI/AN Veterans. The TVR 
program, a peer liaison program organized by the Veterans 
Integrated Service Network (VISN) 19 Minority Outreach 
Coordinator in collaboration with cosponsoring tribes, was 
developed with the goal of improving rural AI/AN Veterans’ 
access to the VA system. Since its inception, the TVR pro-
gram has continued to evolve in collaboration with AI/AN 
communities, becoming a national model for Veteran out-
reach and access. Although the program has been described 
previously [15], it has never formally been codified, and its 
direct impact linking AI/AN Veterans to benefits has not 
been examined. In this paper we review the available data 
from the internal program evaluation in order to describe 
the unique characteristics of the model and examine the 

impact of the TVR program. In the discussion, we consider 
the model’s utility for other populations, particularly rural 
and underserved populations.

Methods and Results

We derive a model of the TVR program by reviewing 
materials collected since its inception and through our own 
participation in the program as observer, coordinator and 
trainer. Two authors catalogued all materials, including 
training agendas, handouts, presentations, press releases, 
media interviews, newspaper articles, white papers, and 
internal evaluations instituted for programmatic feedback 
and improvement. Internal evaluations included an analy-
sis of TVR activities in one tribal community, and a report 
of key lessons learned from semi-structured interviews 
with nine senior TVRs in 2016. At the time of analysis, 
all authors had attended between 3 and 38 TVR training 
sessions. Differences in model conceptualization were dis-
cussed until consensus was reached.

To examine the TVR program’s impact, we separately 
report the analysis of TVR activities in one tribal com-
munity. Methods were carried out as quality assurance and 
did not meet the definition of research according to regu-
lations set by the U.S. Department of Health and Human 
Services.

The TVR Program Model

The TVR program prepares representatives from differ-
ent tribal nations to help their peers obtain VA benefits 
and services. Although trainees can be any member of the 
public, most are Veterans and family members who have 
been nominated by their tribes, or are VA, IHS and tribal 
health employees who encounter AI/AN Veterans through 
service work.

Trainees attend a weeklong training course offered in 
rural locations around the country. Training relays the 
most recent information about VA policies and programs. 
During training week cosponsoring or other local tribes 
guide rituals (e.g., talking circles and ceremonies), pro-
vide training facilities, and invite trainees to their nations’ 
cultural events.

When trained TVRs return to their communities, they 
assist Veterans and their family members in enrolling in 
VA health care and navigating VA benefits. They also fre-
quently join or host local outreach events, such as benefits 
fairs and stand-downs.

Other projects and programs for rural AI/AN Veterans 
have partnered with and drawn from the TVR program, 
including a Veterans Transportation Service, a Veterans 
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Tribal Clinic, a Veterans Resource Center, and VA Amer-
ican Indian Telemental Health Clinics [15]. Some VA 
facilities incorporated cultural healing spaces, such as 
sweat lodges and medicine wheel gardens. The VA Office 
of Tribal and Government Relations arose in part from a 
need identified by the TVR program for support develop-
ing policies and building relationships among governing 
bodies. (please see Kaufmann et al. [15] for more detail).

The theoretical model is shown in Fig.  1. Each ele-
ment—community-specific knowledge and resources, 
institution-specific knowledge and resources, education of 
community-based liaisons, and community action—feeds 
forward into the next. TVRs and partnering tribal nations 
contribute culture- and community-specific knowledge and 
resources—an understanding of rural AI/AN Veterans’ 
needs, of how to connect with rural AI/AN Veterans, and of 
community resources (e.g., local health facilities, Veterans 
organizations). VA provides institution-specific knowledge 
and resources—infrastructure like medical facilities, ser-
vices and benefits for rural AI/AN Veterans, and knowledge 
about how to access them. These sets of ‘insider’ resources 
meld at an in-person TVR training (education of community-
based liaisons), an event further shaped by cultural activi-
ties like ceremonies, talking circles, community dinners and 
dances. Following training TVRs apply their new knowledge 
to increase access for all Veterans in their community, often 
rural AI/AN Veterans. This community action yields new 
information that feeds back into the system, deepening com-
munity and institutional knowledge. Throughout the process 
the VISN 19 Minority Outreach Coordinator facilitates com-
munication pathways between TVRs and VA. Descriptions 
of each element are elaborated in the following sections.

Community‑Specific Knowledge and Resources

As both community members and Veterans (or family 
members of Veterans), TVRs see the gestalt of local Vet-
eran culture. Their personal experience as tribal members 
and patients at local VA, IHS, or tribal health facilities and 
their connections with other local Veterans and community 
resources (e.g., Veterans service organizations, churches, 
local colleges, tribal leadership, elderly services, pub-
lic safety) provide this comprehensive perspective. TVRs 
know where to find Veterans in need of services. They also 
understand reasons Veterans forego VA benefits, including 
prioritizing other Veterans’ needs over their own, distrust 
of government agencies in rural and tribal areas, concerns 
about privacy, and being declined for care due to misunder-
standings among VA and IHS staff. Yet, despite having val-
uable community-specific knowledge, TVRs seek detailed 
guidance navigating VA.

Institution‑Specific Knowledge and Resources

Institution-specific knowledge and resources include infra-
structure (e.g., medical facilities), benefits, and services, 
as well as ‘insider’ understanding of VA operations (e.g., 
how benefits claims are evaluated, new policies). ‘Insider’ 
knowledge is generally available to the public but might be 
difficult to find among overwhelming amounts of informa-
tion for Veterans, or to see relevance for individual Veterans.

Education of Community‑Based Liaisons

TVR training integrates institution- and community-specific 
knowledge and resources. Trainers are VA leaders, VA sub-
ject matter experts, local organization representatives, and 
senior TVRs; trainees are Veterans, family members, VA 
providers, and VA staff. Together they possess a mix of 
institutional and community knowledge. Training catalyzes 
knowledge transfer.

The training process (Table 1) encourages each trainee to 
sow a support network of peers and trainers. Training con-
tent emphasizes new and updated VA policies and programs, 
delivers actionable knowledge about services and benefits, 
and explains adjudication of claims. Trainees have access 
to online presentation materials and a comprehensive TVR 
Resource Guide [16] containing updated claims forms, fact 
sheets, and links to VA Web pages.

TVR training distinguishes itself from other trainings 
offered by VA because it is shaped by community culture 
and tradition. Hosting nations invite the Minority Outreach 
Coordinator to offer a training. They collaborate on prepara-
tions, including planning ceremonies [17]. Hosting nations 
recruit spiritual leaders to guide opening and closing talking 
circles, color guards or drum groups to lead the opening Fig. 1   Diagram of the tribal veterans representative program model



1079Journal of Community Health (2019) 44:1076–1085	

1 3

ceremony to honor Veterans, and local organizations to pre-
sent services relevant to Veterans. In addition to facilitat-
ing knowledge transfer to participants, the hosting nation’s 
involvement enables VA to show respect for tribal traditions. 
Health care providers have observed that their participation 
in TVR training improves their delivery of culturally appro-
priate services to AI/AN Veterans.

Community Action

After training, TVRs apply their integrated knowledge to 
increase Veterans’ access to benefits and services, relying on 
their networks for support [18]. They reach out to Veterans, 
learn their needs, teach them to file claims, advocate, arrange 
transportation to health and benefits appointments, and visit 
ailing Veterans and their families. Still, translating training 
to community action carries separate challenges of engag-
ing Veterans and tailoring assistance to their unique needs.

A set of best practices for community action emerged 
among experienced TVRs (Table 2). Outreach to Veterans 
requires initiative and tactful persistence. To engage fellow 
Veterans, TVRs may share their own stories of enrolling 
in VHA, narratives that often entail an initial reluctance to 
work with VA, followed by improvements in quality of life 
after receiving health care and benefits. TVRs’ openness and 
honesty counters distrust among Veterans who may need 
services but resist engaging with VA. Establishing trust 
maintains engagement when VA denies a request or asks 
for more information, which extends processing time and 
can lead to feelings of frustration and rejection. Ultimately, 
TVRs’ expertise grows from striving to help multiple Vet-
erans with diverse requests, as the needs of two Veterans 
are rarely alike. When TVRs encounter new situations, 
they seek guidance from their support network. Seasoned 
TVRs note that their network includes the VISN 19 Minor-
ity Outreach Coordinator, who has advised on the most dif-
ficult challenges. The Coordinator’s continuous support of 
TVRs’ community activities helps ensure that future train-
ings address ongoing issues for Veterans.

Feedback Loop

Recurrent TVR trainings reinforce existing knowledge 
and disseminate policy updates, but they also are a key 
method for adding new knowledge into the system. During 
these follow-up trainings, returning TVRs share stories of 
their activities in the field, request presentations on field-
related issues, and identify areas for improvement in VA 
policy. For example, at one training a TVR explained that 
travel reimbursement for medical appointments aids only 
those Veterans who can afford to wait for reimbursement. 
He shared how his community initiated a travel fund that 
Veterans could borrow from in advance of their travel, and 
then repay when VA reimbursed them. Not only does this 
example demonstrate how follow-up trainings leverage new 
knowledge from experienced TVRs, it also shows how tribal 
communities can respond nimbly to issues facing Veterans.

TVRs who have been most active in their communities 
anecdotally report substantial benefits to hundreds of Vet-
erans, including improved health, increased self-esteem, 
strengthened family ties, family assistance, and monetary 
compensation. These benefits are difficult to quantify 
because, as volunteers, TVRs are not required to log their 
work; however, one TVR had recorded his activities, offer-
ing an opportunity to measure benefits in one community.

Evaluation of TVR benefits and services delivered 
in one tribal community

We partnered with one tribal nation, headquartered on a res-
ervation in the western United States, to quantify benefits 
obtained during TVR program activity, and to assess eco-
nomic impacts for Veterans in the community. This nation 
retains one active TVR who has volunteered since 2002 and 
constitutes the community’s TVR program.

The TVR’s records included completed claims forms, 
contact logs, and one summary report of requests for health 
care, benefits, and burials and memorials. From these 
records, we estimate the number of Veterans served, number 
and types of requests filed with VA, and financial benefits. 
Regarding the number of Veterans served and requests filed, 

Table 1   Strengths of the TVR 
training process from TVR 
evaluations

• Trainings are held in a range of locations accessible to rural AI/AN Veterans
• VA provides up-to-date insider knowledge on a comprehensive set of topics
• Presenters clearly communicate specifics of how to help Veterans get services and benefits
• Relaxed presentation styles allow for open and honest exchange of information
• Unstructured time (e.g., breaks) supports networking and peer guidance among speakers and trainees
• Interweaving training sessions with cultural traditions builds bridges between Veterans and VA staff:
 ◦ VA service providers gain an understanding of cultural values that transfers to their professional practice
 ◦ Traditions like talking circles reinforce openness and further exchange of information
 ◦ Generates “warm contacts” to bypass “cold calls” to VA
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we counted any degree of assistance or guidance provided 
to the Veteran. Many Veterans included in these data might 
have briefly consulted the TVR before completing the ben-
efits process relatively independently. Level of assistance 
provided is not considered, as the aim of the TVR program 
is for TVRs to teach Veterans to access their own benefits 
and services. With respect to financial benefits, assessment 
is limited to compensation for service-connected disabilities 
(i.e., an injury or illness incurred or aggravated during active 
military service) because estimates were feasible from the 
available data. Tribal Council permission was obtained to 
publish the program’s descriptive results.

We found that between 2002 and 2016, one TVR assisted 
approximately 300 Veterans with 403 requests for VA ben-
efits, health care, funeral support, and other information. 
Most requests (n = 337) were for benefits or services beyond 
information solicitation, therefore required a decision by 
VA. Of the 222 (66%) requests where a decision was known, 
about every 4 out of 5 were approved, after taking reconsid-
eration and appeal into account. The remaining claims were 
still under consideration at the time of the review or were 
not pursued further due to the Veteran’s wishes. Inability 
to determine outcome for a third of claims was due to the 
voluntary nature of TVR activities: Veterans are ultimately 

Table 2   Lessons from TVRs on outreach, enrollment and adaptation

Topic TVR-endorsed practices

Outreach/engagement • Be open and approachable
 – Introduce yourself as a Veteran, if appropriate
 – Share your personal experience of obtaining VA benefits and services

• Venture into community spaces
 – Make yourself known to Veterans. Be a presence in the community by participating in events for Veterans
 – Go to Veterans rather than having them come to you. Meet in hospitable environments like community spaces
 – Keep your up-to-date TVR Resource Guide with you

• Have compassion for distrust. Try to listen to complaints and empathize; let Veterans get to know you
• Be persistent and patient. Schedule return visits and follow up
• Be reliable. Show for appointments; fulfill promises

Enrollment/access • Listen carefully to understand Veterans’ experiences during service and their present needs
• Clearly explain VA benefits and services
• Once you understand Veterans’ interests, advocate as needed, including:
 – Explaining Veterans’ needs to family members, tribal councils, and organizations that provide assistance
 – Encouraging Veterans to act in their own best interest, recognizing that ultimately, the decision to apply for VA 

benefits lies with the Veteran
  ▪ Consider sharing success stories and cautionary tales to counter distrust of government and downplaying one’s 

need for services
• Respect Veterans’ need for privacy. Comply with HIPAA privacy rules

Adapting from train-
ing to fieldwork

• Anticipate a gradual learning curve to understand extensive VA benefits and services and to master the corresponding 
paperwork

• Learn from experience. Assisting Veterans is the best way to learn about the variety of services and benefits available, 
and how to obtain them

 – While striving to teach Veterans to apply for their own benefits, it may be necessary to adjust the extent of assistance, 
for example, to literacy levels

• Request help when needed. Learn whom to ask for help on each issue:
 – Build and leverage a network of local and national supports (e.g., VA staff, program coordinator, peer TVRs, local 

organizations and tribes)
 – Work within your means using resources in your community

• Prepare Veterans for the possibility of an unfavorable decision on a claim, and understand recourse if a claim is denied
 – Submit claims that are appropriate for the Veteran, even if they might be rejected initially. Prevent false hope by 

heeding unambiguous restrictions
 – Utilize the sometimes lengthy appeals process to correct and clarify claims

• Refine your knowledge. Try to follow up with Veterans to learn from approved and denied claims
• Stay current with changes to benefits by reading TVR Program updates, participating in follow-up TVR trainings and 

utilizing the VA website
• During challenging times, draw on your sense of service, duty, and leadership, and on your TVR support network
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responsible for corresponding with VA and do not always 
debrief TVRs on claim decisions.

Table 3 displays the wide range of benefits and services 
sought with TVR assistance. The most common types of 
claims were for health benefits, followed by service-con-
nected disabilities, headstones, flags for funerals, and com-
pensation for dependents. Claims for cemetery benefits were 
most likely to be approved. For claims that were denied, the 
TVR offered the Veteran assistance with the appeal. The 
outcome of many of the 40 appeals filed is unknown, as 
several were pending at the time of evaluation.

Between 2002 and 2016 financial compensation to Veter-
ans with service-connected disabilities (n = 39) is estimated 
to total $6.3 million. This estimate is likely conservative: 
when the exact rating for a disability was unknown, the low-
est of possible ratings was assumed.

A number of activities were beyond the scope of the eval-
uation but appeared in the TVR’s logs, highlighting the role 
of improving access to care and benefits in TVR activities. 
Such activities include assisting Veterans with obtaining 
appointments and transportation, scheduling Compensa-
tion & Pension exams (to determine the extent of a service-
connected disability), calling VA and other agencies on the 
Veteran’s behalf, obtaining travel reimbursements, and house 
calls to discuss Veterans’ concerns.

Discussion

Evaluation of one tribal community’s TVR program shows 
how one TVR assisted Veterans and their family members 
with a wide range of requests for VA benefits and services, 
reflecting both the TVR’s broad knowledge base and his 
ability to adapt assistance to Veterans’ complex needs. The 
TVR also facilitated Veterans’ procurement of millions of 
dollars in earned compensation. In fiscal year 2015, the 
average annual service-connected disability compensation 
rate for Veterans receiving TVR assistance in this com-
munity exceeded $20,000, higher than the average annual 
compensation rate of $14,444 for all U.S. Veterans [19]. 
With respect to health care services, the TVR helped Vet-
erans file a total of 113 claims for health benefits, finan-
cial assistance for in-home care, vocational rehabilitation, 
prosthetics, and health-related home improvements. When 
determinable, approximately 90% of these claims were 
successful. In addition, the TVR’s support at all stages of 
the application process, including appeals, is noteworthy 
considering that it could have ameliorated the process, one 
which most Veterans find stressful [20, 21].

As this evaluation aimed to assess the influence of 
one community with an active TVR, results cannot be 
generalized to other TVRs or communities. Other limi-
tations include the retrospective uncontrolled design. A 
control community or pretest period was precluded by 
the absence of claims records in communities without 
active TVRs, with only anecdotes from the evaluation 
community to suggest that far fewer Veterans received 

Table 3   Requests submitted 
to VA: outcomes of TVR 
assistance in one tribal 
community

a An estimated 95% of health benefits claims were approved. The eligibility criteria for health benefits 
enrollment are sufficiently straightforward that the TVR is likely to recommend applying for enrollment in 
VA health care only when there is a good chance that the Veteran is eligible

Type of request Count # with out-
come known (% 
approved)

Compensation for service-connected disabilities
 New claims 97 59 (78%)
 Supplemental claims 50 36 (78%)

Health care benefits 89 est. 85 (95%)a

Individual unemployability 13 10 (80%)
Pension 11 7 (57%)
Aid and attendance 11 8 (88%)
Home improvement or structural alterations 4 4 (25%)
Prosthetics 6 5 (80%)
Vocational rehabilitation 3 2 (50%)
Government headstones 60 48 (94%)
US flag for funeral 25 19 (95%)
Funeral/burial benefits 8 4 (75%)
Presidential memorial certificate 7 4 (100%)
Dependency and indemnity compensation (for dependents) 21 12 (92%)
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VA health services and benefits before the TVR program 
began. Nonetheless, Veterans who sought TVR assis-
tance received over $5000 more in disability compensa-
tion annually relative to national data from fiscal year 
2015 [19]. Thus, the present evaluation supports the TVR 
program’s favorable influence on rural AI/AN Veterans’ 
access to VA care and benefits, as the TVR model posits. 
Controlled investigation is needed to understand whether 
TVR activities explain this higher rate of compensation, 
and to explore potential confounding factors like sever-
ity of service-connected disabilities, as well as age and 
service era.

The TVR model recognizes the extent to which the 
rural AI/AN community and VA system are ordinarily 
isolated from each other, and grasps the value of both 
community and institutional assets. It facilitates exchange 
of these assets through joint, culturally-shaped education, 
and empowers community liaisons to teach rural Veter-
ans to access their services and benefits. A number of 
systematized models exist for increasing rural and under-
served populations’ access to health care and benefits. 
e.g., [22–25] Table 4 compares the TVR model with other 
select models, most of which were developed specifically 
to increase Veterans’ access to benefits. ‘Outreach mod-
els’ (Rural Veterans Outreach [22], Stand Downs [25], 
Veterans Benefits Fairs and Reaching Rural Veterans 
[24]) involve a community-led or joint VA-community 
effort to pool resources (state, university, federal, non-
profit) for Veterans that culminates in an outreach event. 
‘Liaison models’ (TVR and Promotora [23, 26–31]) train 
representatives from a target population to connect other 
members of the target population with care or benefits 
from an institution, culminating in community service 
by liaisons.

Of the outreach models, the TVR program most closely 
resembles Rural Veterans Outreach [22]. Both models 
center on an event that is co-sponsored by VA and the 
community and hinge on the VA learning about the com-
munity early in the partnership. In the Rural Veterans 
Outreach model, partnerships and capacity are built at 
the community-level, while the TVR model builds indi-
vidual TVRs’ support networks. Hence, selection between 
models may depend on whether the community wants to 
achieve sustainment through its local organizations or 
through its individual members.

Though similar to the Promotora (‘liaison’) model 
[26–31], the TVR model seems uniquely suited for tar-
get populations that have complex relationships with the 
institution, or reasons to distrust it. The training process 
includes an active role for cultural tradition that serves 
to educate the institution and honor the culture. As vol-
unteers, TVRs act independently of the institution, coun-
tering doubts about whether actions are in the Veterans’ Ta
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best interest. Support networks formed during training 
and strengthened through community service and subse-
quent trainings are lasting, with the Minority Outreach 
Coordinator ensuring the effort’s success. Indeed, some 
TVRs have served since the program’s inception in 2001. 
The TVR model has maintained high fidelity under lead-
ership of the Minority Outreach Coordinator. On the other 
hand, it resides within one health care system while the 
Promotora model has been adapted across many systems.

Conclusions

Evaluation of preliminary data shows promise of the TVR 
model for increasing rural Veterans’ access to health care 
and benefits. In comparison to similar models, the TVR 
model seems particularly promising in instances where 
the community has a complex relationship with the insti-
tution. Evaluators examining volunteer versus paid roles 
of community health workers may be interested in fur-
ther assessment of the TVR program’s retention and cost 
effectiveness. The TVR program’s success pivots on the 
commitment of its individual TVRs and its program coor-
dinator, a consideration for any adaptation.

TVRs are proving essential partners to VA and Veter-
ans. The lessons of TVRs are likely useful to programs 
striving to reach hard-to-reach groups. Though designed 
for AI/AN populations, the TVR program has been 
adapted and used in at least one non-AI/AN population.

Selecting an appropriate model for reaching rural and 
underserved Veterans may depend on the partner level 
(i.e., organizations vs individuals), the community’s 
trust of the institution, the specific needs of the popula-
tion being served, and the degree to which the institution 
needs to initiate the partnership. With its unique strength 
in long-term partnerships, the TVR model is a valuable 
approach to connecting other rural and underserved popu-
lations with health care.
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