Veterans Breakout Data
How to maximize mental health/substance use presence – national, state, local health initiatives.

Issues

· Access and mistrust

· Regionalization creates large variance in delivery and access.

· Concentration of services is problem, does not pursue community service sites.

· DOD is its “own’ thing and does not have consistent diagnostic system to VA.

· Benefit design at DOD does not reflect outpatient, IOP, other services.

· Tri-Care reimbursement is terrible and complex, providers aren’t interested.

· VA is more highly compartmentalized; information, training, etc. variable.

· Majority of social workers in VA are not providing clinical care. They are administrative/clerical.

· Lack of access to families and key information. Culture of “each different conflict” is not understood in accessing support groups/services/community attitudes.

· VA attitude: “We don’t need to collaborate or have joint ventures with community providers.”

· Problems with National Guard receiving debriefing, coordinated care, adverse consequences to disclosing MH/SU. Reserves also.

· DOD requires discharge of soldiers who want to remain on duty.

· Public systems not set up to treat veterans nor are they eligible. Still end up in ER, law enforcement, criminal justice.
Solutions and Direction

· People have been able to separate “soldiers” from the “conflict” and support the troops whatever they think of the conflict.

· Use this good will to drive transformation and redesign.

· Begin process of redesign of VA along the lines of benefit redesign, improved access to appropriate services, portability of benefit, and payment of providers.

· VA does have funds but are they well utilized?

· Peer support models exist that work well, as well as criminal justice and other best practices.

· We know more about trauma induced care, training is essential to ensure effective treatment.

· We should engage service members on discharge who received peer trauma training in service (Army).

· Military family cultural competence training for non-military provider.

· Using consumer/survivor model and adapting it for veterans. Assure a meaningful role for veterans in communities.
· Vocational rehabilitation is often the key to recovery.

· VA may be easier to change than state systems through political action, public pressure, and strong leadership. Needs to address policies, procedures, alignment cross active duty, National Guard, and reserves.

· Need to address support/benefits for spouses/children declining with veteran issues. Needs tobe in active duty component also. 

Based on what we just heard and our discussion yesterday…National Healthcare and Veterans

Strategies

· DOD and VA should recruit, retain, and train “their own” to provide services. Discrimination on physical disabilities.

· Health care recovery model must include vocational rehabilitation, housing, and peer support.

· Equal treatment for behavioral health and substance abuse/traumatic brain injury by DOD/VA/Public health

· Build in continuity of care no matter what silo in which active duty and veterans receive care.

· Create a portable benefit with willing and qualified providers.

· Streamline administrative procedures.

· Review reimbursement pricing/process

· Clarify eligibility for services for National Guard, Reserves. VA recalculates timeframes for eligibility.

· Recalculate time frame for eligibility for treatment of PTSD based on research.

· Policy should be re-evaluated regarding issues not found at activation physical, but diagnosed at separation physical (antisocial personality vs. PTSD)

· Access to MH/SU should govern contracting out.

· Routine use of technology to mediate access issues (telemedicine support, check-in, routine contacts).

· Re-evaluate VA benefit plan to reflect family supports and training.
Veterans – “Sweet Clinical Home Alabama”

What implications does the “clinical or medical home” have for us?

1. Sell the property, use to endow a peer support system/advocacy system.

2. Regional VA ASO (wagon wheel spokes) – member services, claims, quality, credentialing, utilization management, outreach, training, other funding, provider networks, support networks

3. Additional funding for support/peer – know VA

4. Rebuild medial home contracts with groups and hospitals, telemedicine for specialists.

5. Circuit riders – resurvey to know where veterans are.

6. Create a national model.

