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Executive Summary

Introduction

In January 2008, U.S. Senator Jon Tester and U.S. Senator Max Baucus requested the VA
Office of Inspector General (OIG) review the quality and availability of mental health
services at Veterans Health Administration (VHA) facilities in Montana. It was decided
that OIG would analyze: the access to VA provided and VA purchased mental health
care in Montana by Montana veterans and the impact of peer-to-peer counseling
programs. The availability of mental health providers, a geographically large area, and
population dispersion are factors that pose challenges for Montana’s veterans in need of
mental health services.

The VA Montana Healthcare System (VAMHS) includes a 50-bed acute care, medical-
surgical facility at the main campus at Fort Harrison (Helena) and 12 community based
outpatient clinics (CBOCs). Veterans Readjustment Counseling Centers (Vet Centers)
are located in Billings and Missoula, and a 30-bed Community Living Center (nursing
home) provides general and ventilator dependent care is located in Miles City. Acute
inpatient psychiatric care and residential mental health treatment is provided at VA
facilities in Sheridan, Wyoming, or Salt Lake City, Utah, or at a local community
hospital. Outpatient VA mental health providers are available onsite at Fort Harrison and
at 5 of the 12 CBOCs. VA telemental health is available at Fort Harrison and most VA
CBOCs. Starting in 2001, VAMHS has contracted for mental health services with
Montana’s regional community mental health centers; veterans are seen by mental health
providers at 45 sites. In addition, VAMHS utilizes the services of 27 non-VA private
mental health therapists on fee basis. Some veterans living close to the border of
neighboring states receive VA mental health care at sites outside Montana.

We used all Montana veterans in the LC database® for this review, with data updated
through the end of fiscal year (FY) 2008. This review analyzed access in terms of travel
time. We utilized geo-coding, that is the geographic coordinates of latitude and
longitude. We geo-coded all VHA mental health care service providers and providers
under VHA paid service; these were further categorized by whether they provided
medications only, therapy only, or both medications and therapy. In addition, we
identified all Montana veterans in the LC database for geo-coding, whether or not they
are enrolled with VHA. We constructed travel time bands for each service provider’s
physical service location. We determined veteran travel times from their home address to
providers’ locations and considering the types of mental health services needed.

! Quantitative Assessment of Care Transition: The Population-Based LC Database, VAOIG report number
07-00380-202, issued 9/13/2007, http://www.va.gov/0ig/54/reports/VAOIG-07-00380-202.pdf
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Results

Over 82 percent of this veteran population had access to VHA providers and providers
under VHA paid service offering at least medication management or therapy within
15 minutes of travel. Access to a provider with half an hour of travel increased this to
95 percent of the population. Almost all have access to a provider within an hour of
travel.

Over 70 percent of the population had access within 15 minutes of travel to a provider
with both medications and therapy services, and over 88 percent had access within one
hour. The marked exception was non-Operation lIragi Freedom/Operation Enduring
Freedom (OIF/OEF) reserve component veterans; 12 percent of them had to travel over
an hour and 4 percent had to travel over 2 hours.

The data set used permits analysis by demographic factors, medical treatment with
Department of Defense and VA, VBA benefit status, and OIF/OEF participation. Our
data show that in both the Montana and non-Montana LC population, alcohol and drug
use were common mental health diagnoses, in addition to PTSD and related mental health
disorders. At present, access to specialty substance use therapy is limited.

We reviewed the Vet to Vet program in Montana. There was not sufficient data to
analyze utilization or impact of such groups. However, it is reasonable for VAMHS to
encourage further efforts at forming affiliated OIF/OEF-specific Vet to Vet groups as part
of their ongoing, comprehensive outreach effort, including Vet Center outreach and VHA
partnerships with community mental health organizations, non-VA providers, veterans
groups, and the Montana National Guard.

Recommendations

Recommendation 1: We recommended that the VISN 19 Director ensure that the
VAMHS Director takes steps to increase the availability of evidence-based treatment for
PTSD for Montana veterans.

Recommendation 2: We recommended that the VISN 19 Director ensure that the
VAMHS Director takes steps to increase the availability of specialty substance use
treatment for Montana veterans.

Comments

The Under Secretary for Health and VISN 19 Director concurred with our findings, and
the VISN submitted appropriate implementation plans. (See Appendixes E and F, pages
61-65 for the full text of their comments.)

The VISN reports that an Evidence-Based Practice Coordinator has been hired to
facilitate the implementation and expansion of evidence-based treatment (EBT) at VA
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Montana Healthcare System. In addition, the VAMHS has sponsored EBT for contract
and fee basis providers who serve Montana veterans. Also the newly proposed contract
requires training in EBT. With regard to increasing the availability of specialty substance
use treatment, the VA Montana Healthcare System has received additional VA positions
for employees in an intensive outpatient program (IOP) of substance abuse services.
They also report developing a contract agreement to provide I0P services and residential
support. We will follow up on all planned actions until they are completed.

(original signed by:)
JOHN D. DAIGH, JR., M.D.
Assistant Inspector General for
Healthcare Inspections
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Part . Introduction

Purpose

On January 17, 2008, U.S. Senator Jon Tester and U.S. Senator Max Baucus requested
the VA Office of Inspector General (OIG) review the quality and availability of mental
health services at Veterans Health Administration (VHA) facilities in Montana. After
further discussion in April 2008, it was decided that OIG Office of Healthcare
Inspections would analyze: the impact of distance from mental health services on
enrollment in VA mental health programs in Montana; the degree to which contracted
mental health services for post-traumatic stress disorder (PTSD), depression, and
substance use could be expanded to improve veteran access to mental health services; and
the degree to which peer-to-peer counseling programs, such as the Vet to Vet program,
help the VA reach out to veterans who are not enrolled in the VA but are in need of
mental health services.

Background

The VA Montana Healthcare System (VAMHS) includes a 50-bed acute care, medical-
surgical facility at the main campus at Fort Harrison (Helena) and Community Based
Outpatient Clinics (CBOCs) located in Anaconda, Billings, Bozeman, Cut Bank,
Glasgow, Glendive, Great Falls, Havre, Kalispell, Lewistown, Missoula, and Miles City.
Veterans Readjustment Counseling Centers (Vet Centers) are located in Billings and
Missoula. A 30-bed Community Living Center (nursing home) that provides general and
ventilator dependent care is located in Miles City. The system is part of Veterans
Integrated Service Network (VISN) 19. Primary care is provided at the main campus in
Fort Harrison and at the affiliated CBOC:s.

A May 2003 report from the VHA Office of the Medical Inspector (OMI) found that
VAMHS had a plan for contracting mental health services with community practitioners
around the state with the aim of providing better access to mental health services. The
OMI report noted that specific programming for PTSD appeared “almost non-existent”
and that discontinuation of an inpatient VA substance abuse program was not
accompanied by a parallel increase in investment in an outpatient substance abuse
program.

A 2007 investigative report by a media outlet alleged that VAMHS lags behind the nation
in the quality and availability of mental health services and specialized PTSD treatment
programs for recent veterans. VAMHS asserted that health care needs in Montana are
met not only by providers at VA clinics as described in the media report but also by
contract and fee-basis providers throughout the state.

VA Office of Inspector General 1
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A. Access to Mental Health Care in Rural Areas

Mental Health and Rural America: 1994-2005, a 2007 report by the Health Resources
and Services Administration, Office of Rural Health Policy, notes “there is not one rural
America. The rural United States is a place of great diversity, which is perhaps a surprise
to many in the majority metropolitan population. Rural is many small places scattered
across the vast landscape of America.” Rural can be a New England village, a
Midwestern county, or the Western frontier. Rural areas share common characteristics of
relatively few people living in the area, limited access to large cities, and considerable
travel distances to market areas for work or every-day living activities.> No consistent
definition is used across agencies or programs.> The most commonly used definitions are
based on the Office of Management and Budget characterization of counties or the
Census Bureau categorization of census blocks.* According to the OMB definition, rural
America comprises 17 percent (49 million) of the population, compared to 21 percent (59
million) by the Census definition.”

Over 85 percent of the 1,669 federally designated mental health professional shortage
areas (MHPSAs) are rural. According to the Epidemiological Catchment Area (ECA)
Study, which compared rural and urban prevalence rates for a large variety of psychiatric
disorders, lifetime prevalence rate of the combined disorders was 32 percent in rural
areas, and only slightly higher at 34 percent in urban areas. The rate of adults with severe
mental illnesses is not significantly different in rural and urban areas. The overall
prevalence of substance abuse among adults has also been shown to be comparable
between rural and urban areas.’

B. Montana Demographics

According to the 2000 U.S. Census, Montana has a population of 902,195 and a land area
of 145,552 square miles, with a 6.6 density-persons per square miles—the third-lowest in

2 Ciarlo, James A. PhD, Wackwitz, John H., PhD, Wagenfeld, Morton O., PhD, Mohatt, Dennis F., MA, Focusing
on “Frontier”: Isolated Rural America, Letter to the Field No.2, Western Interstate Commission for Higher
Education, Frontier Mental Health Services Resource Network, pp.1-14.

* Mohatt, Dennis F., Bradley, Mimi M., Adams, Scott J., and Morris, Chad D., Mental Health and Rural America:
1994-2005, U.S. Department of Health and Human Services, Health Resources and Services Administration, Office
of Rural Health Policy, p.1.

* Coburn, Andrew F., MacKinney, A. Clinton, McBride, Timothy D., Mueller, Keith J., Slifkin, Rebecca T., and
Wakefield, Mary K., Choosing Rural Definitions: Implications for Health Policy, Issue Brief #2, Rural Policy
Research Institute Health Panel, March 2007.

® Mohatt, Dennis F., Bradley, Mimi M., Adams, Scott J., and Morris, Chad D., Mental Health and Rural America:
1994-2005, U.S. Department of Health and Human Services, Health Resources and Services Administration, Office
of Rural Health Policy, p.2-3.

® Mohatt, Dennis F., Bradley, Mimi M., Adams, Scott J., and Morris, Chad D., Mental Health and Rural America:
1994-2005, U.S. Department of Health and Human Services, Health Resources and Services Administration, Office
of Rural Health Policy, p. 9.
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the U.S. Fifty-four percent of the population resides in urban areas and 46 percent in
rural areas, the seventh-highest in the U.S.’

The U.S. Department of Health and Human Services, Bureau of Health Professions,
designates Health Professional Shortage areas for primary medical care, dentists, and
mental health professionals. Within Montana’s 56 counties, part or all of 54 counties are
designated mental health care shortage areas.®

Montana has the second-highest veteran per capita population.® According to the end of
year 2006 enrollment file, Montana had a veteran population of 100,223 with 42,131
veterans enrolled in VHA and 29,023 unique patients receiving care within the system.
The availability of mental health providers, a geographically large area, and population
dispersion are factors that pose challenges for Montana’s veterans in need of mental
health services.

C. VA Provided Care
1. VAMHS Mental Health Care

The VA facility at Fort Harrison does not have an inpatient acute psychiatric unit or a
residential mental health treatment program. However, it does have an outpatient mental
health clinic offering general mental health services including medication management
and therapy for PTSD, depression, and other non-substance use conditions. Patients in
need of inpatient psychiatric care are transferred to the VA Medical Center (VAMC) in
Sheridan, Wyoming or Salt Lake City, Utah or a local community hospital. Patients in
need of residential mental health care are admitted to programs at VAMCs in Sheridan,
Salt Lake City, or Boise, Idaho. If a bed is not available in a VA facility or the
community, patients are admitted temporarily to a medical floor at the Fort Harrison
VAMC with consultation to a psychiatrist.

Outpatient VA mental health providers are available onsite at Fort Harrison and the
CBOCs in Anaconda, Billings, Great Falls, Kalispell, and Missoula. Mental health
services are not available at the CBOCs in Cut Bank, Glasgow, Glendive, or Havre.

2. VAMHS Telemental Health

Telemental health networks have potential to provide a wide range of mental health
services, enhance continuity of care for rural patients, and to facilitate family
involvement and discharge planning for psychiatric inpatients. In addition, telemental
health has been used to extend the service range of nurse practitioners, physician

" mt.gov™ Montana’s Official State Website, Montana Quickfacts.

® Rural Policy Research Institute, State Economic and Demographic Profile Series, Montana.

° Testimony of Joe Foster, Administrator, [State of] Montana Veterans Affairs Division before the U.S. Senate
Veterans® Affairs Committee Field Hearing, Great Falls, Montana, July 21, 2007.
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assistants, and psychiatric clinical nurse specialists who serve rural areas and who
practice in consultation with off-site psychiatrists who provide medication review.
However, telemental health services may not be appropriate for every patient. An
example would be a patient with serious mental illness who has delusions focused on
being electronically monitored by others.*

Telemental health care is provided at the Fort Harrison VAMC and the CBOCs in
Anaconda, Billings, Great Falls, Kalispell, Missoula, Bozeman, Lewistown, and Miles
City utilizing video-conferencing systems in which patient and provider see and
communicate with each other in real time. Equipment is reportedly in place in Cut Bank,
Glendive, and Havre, with plans for utilization within the next few months.

D. VA Paid Care
1. Contract Mental Health Care

For non-VA community mental health services, Montana is divided into four regions: the
Eastern Montana Community Mental Health Centers (EMCMHC), the South Central
Regional Mental Health Centers (SCRMHC), the Centers for Mental Health (CMH), and
the Western Montana Mental Health Centers (WMMHC). Each region consists of a
regional mental health center and several satellite offices.

VAMHS contracted with the SCRMHS in 2001 to provide mental health care to veterans
at their various satellites/clinics. In 2003, VAMHS contracted with WMMHC and CMH
for mental health services, and the EMCMHC clinical sites were sub-contracted under the
SCRMHC contract. In FY 2003, approximately 870 veterans were treated at these
contract facilities. In FY 2007, the number of veterans treated under contract increased to
approximately 2,081 for 22,420 visits.

Under these contracts, veterans are seen by mental health providers at 45 sites including
11 EMCMHS sites, 12 CMH sites, 8 SCRMH sites, and 14 WMMHC sites. (See
Appendix A.1.)

Patients access contract care through the Ft. Harrison VAMC Access to Care Unit. If the
patient has not been seen within 24 months by a VA mental health professional a phone
assessment will be done within 24 hours. An assigned provider completes the phone
assessment and a written note is sent to Access to Care Unit clinicians who then set up a
referral to an appropriate contract provider nearest to the patient. The choice of contract
provider depends on the type of clinical services required.

19 Smith Henry A., LCSW, and Ronald A. Allison MA, Telemental Health: Delivering Mental Health Care at a
Distance; A Summary Report, U.S. Department of Health and Human Services, Substance Abuse and Mental Health
Services Administration Center for Mental Health Services, Health Resources and Services Administration, 1998.
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A contract provider may be utilized for one service while a VA provider may be utilized
for a different mental health service. For example, a patient may be seen for therapy by a
contract psychologist at a contract community mental health center site and for
medication management by a VA psychiatrist in Fort Harrison.

When a contract provider sees a VA patient, progress notes are mailed to Access to Care
Unit clinicians at Fort Harrison, who scan the notes into the VHA computerized patient
record system (CPRS). On a monthly basis, Access to Care Unit staff review a 5 percent
sample of progress notes and treatment plans.

The contracts specify provision of initial visits, psychiatric care, case management,
interactive group psychotherapy, and other outpatient visits for evaluation and
management. According to VAMHS leadership, the contracts are in the process of re-
negotiation. In 2008, the VAMHS conducted a survey of services provided at each
contracted community mental health center. Community mental health centers were
interested in adding additional services to the contracts.

VHA has a performance mandate that Operation Iragi Freedom/Operation Enduring
Freedom (OIF/OEF) veterans be scheduled for an initial intake with a mental health
provider within 2 weeks of contact/referral to the system. Although not specified in the
present contracts, the VAMHS reported that mental health centers have previously
pledged to see these veterans on a priority basis and contract providers have been
compliant with the VA mandate.

2. Fee-Basis Mental Health Care

In addition to the community mental health center contracts, but to a lesser extent, the
VAMHS utilizes the services of 27 non-VA private mental health therapists on fee-basis.
These fee-basis arrangements are set up on an individual basis. VAMHS leadership
reports that in FY 2007, there were 257 VAMHS patients seen for 3,213 visits under fee
basis. (See Appendix A.2.)

E. Mental Health Care Available to Montana Veterans at VA Facilities
in Neighboring States

Some Montana veterans live in areas close to the border of neighboring states. Veterans
may access mental health care at VHA sites located in a neighboring state, especially if
the neighboring site is more proximate to the patient’s home. For example, a patient
living near the North Dakota border may seek care at the CBOC in Dickinson, North
Dakota, as an alternative to care at the Miles City, Montana site. At the time of our
inspection, mental health care was available via telemental health or on-site care at the
CBOCs in Dickinson and Williston, North Dakota; the satellite clinic in Salmon, Idaho;
the CBOC in Powell, Wyoming, and the Sheridan VAMC; the Spokane VAMC in

VA Office of Inspector General 5
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Washington; and at the VA Black Hills Health Care System-Fort Meade Campus in
South Dakota.

F. VA Mental Health Care to American Indian Reservations in Montana

The 2004 U.S. Census Bureau American Community Survey indicated that American
Indian and Alaska Native-alone and American Indian and Alaska Native-alone-or-in
combination populations represented approximately 6.5 or 7.8 percent of Montana’s state
population.”* (See Appendix A.3 for a map showing seven different American Indian
reservations.)

Mental health services to veterans residing on American Indian reservations in Montana
(see Appendix) are provided via telemental health videoconferencing. The program is
administratively based at the VA Salt Lake City Healthcare System and affiliated with
the VHA Office of Rural Health. A psychiatrist and nurse practitioner at the VA Eastern
Colorado Health Care System in Denver provide clinical care by telemental health. The
program also serves veterans residing on American Indian reservations in Wyoming and
South Dakota. Mental health clinicians work with Tribal telemental health outreach
workers who serve as community liaisons, help arrange installation, and provide
logistical support for use of the equipment. Funding for telemental health outreach
workers is funded through VAMHS fee-basis. Tribal telemental health outreach workers
partner with Tribal veteran representatives to liaison with veterans, their families, Tribal
Councils, and the Indian Health Service, to facilitate access to care within a culturally
sensitive framework.

Provision of care requires having a facility where patients can use the telemental health
equipment; having the equipment and associated technological infrastructure in place and
operable; having an effective outreach worker who is knowledgeable and respectful of
tribal customs and Tribal Council procedures; and having mental health clinicians in
place at the other side of the transmission. Equipment may be located inside Vet Centers,
IHS facilities, or other available and appropriate locations.

In Montana, telemental health has been available at the Lame Deer and Crow sites.
Telemental health began at the Fort Belknap site in November 2008. Telemental health
recently became operable at the Rocky Boys site and is under development at the other
sites. The Montana veteran population analyzed in the findings section of this report
included American Indian veterans. However, because telemental health services at
reservation sites are solely intended for use by those veterans residing on American
Indian Reservations, we captured the data for these veterans but did not include these
telemental health locations in the quantitative analysis of geographic access presented in
the findings section.

1 U.S. Census Bureau, The American Community—American Indians and Alaska Natives: 2004, May 2007, p.6.
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Scope and Methodology

A. Interviews and Document Review

We initially interviewed the VISN 19 Director, VAMHS leadership, the Director of
Behavioral Health services for the VAMHS, VAMHS staff responsible for contract
mental health care and fee-basis mental health care, and the VAMHS liaison to the Vet to
Vet program®? by phone in February 2008.

We obtained information regarding the address, number of providers, provider types, and
services provided at VAMHS facilities and VAMHS mental health contract and fee-basis
sites. We obtained data on when telehealth services began at CBOCs and whether
contract and fee-basis sites provided service before and/or after March 2008.

We visited multiple VAMHS sites during the week of August 25-29, 2008. At the Fort
Harrison facility, we interviewed the facility director, and re-interviewed the Director of
Behavioral Health services, staff responsible for contract mental health care, and the
liaison to the Vet to Vet program. We interviewed mental health clinicians and the grant-
per-diem program manager at the Fort Harrison VAMC. We interviewed the program
manager responsible for coordinating VISN 19 telemental health services to Indian
Reservations.

Inspectors visited and interviewed clinical and administrative staff at the CBOC and a
contract mental health clinic site in Billings; the CBOC and a contract mental health site
in Bozeman; and the CBOC, a Grant-Per-Diem residence, and a community shelter for
the homeless in Missoula. We also visited the Missoula campus of the WMMHC.
During the week of our visit we ultimately drove over 660 miles from Missoula to
Dickinson, North Dakota, which provided an enhanced understanding of geography in
relation to access issues.

Additionally, we met with a group of Montana veterans who facilitate and participate in
Vet to Vet groups. These veterans shared with us observations and experiences with the
Vet to Vet program. In addition, we were provided with and reviewed the Fort Harrison
Vet to Vet Missions Statement/Program Guide. We reviewed the June 2005 Vet to Vet
Peer Support Manual authored by Moe and Naomi Armstrong. In addition, we
ascertained the location of other Vet to Vet sites in Montana and schedules or flyers
indicating days and times of meetings.

We reviewed the October 2007 OIG report, Combined Assessment Program Review of
the VA Montana Health Care System, Fort Harrison, Montana. We reviewed the May
2003 OMI report, VA Montana Healthcare System, Ft. Harrison, MT, Review of Quality

2 Vet to Vet is a non-VA program which offers peer-to-peer support to veterans of all eras; it is a self-help program
of veterans helping veterans overcome both mental illness and substance abuse.
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of Care. In addition, we reviewed VHA Handbook 1160.01, Uniform Mental Health
Services in VA Medical Centers and Clinics, and a State of Montana Veterans Affairs
Division, Division of Military Affairs, PDHRA Task Force Report. Further, we
performed a literature search and reviewed selected research, public health, and public
policy literature relevant to access to mental health care in rural areas.

This inspection was performed in accordance with Quality Standards for Inspections
published by the President’s Council on Integrity and Efficiency.

B. Analytic Methodology
1. Study Population

We used the Montana veterans in the LC database for this review. The population-based
LC database identifies all veterans who were discharged alive from active military duty
during July 1, 2005 — September 30, 2006, whether or not they enrolled in VA healthcare
or applied for VA benefits after discharge (VA users or non-VA users). The LC database
was created and currently is maintained by the OIG. Derived from more than 30 files
acquired from VA and Department of Defense (DoD), the LC database integrates details
from both VA and DoD data on these nearly a half million discharged service members.
The LC database is the first and, to date, the only available population-based,
comprehensive analytic database that integrates both VA and DoD data on these recently
discharged veterans. This population-based approach eliminates potential selection bias
in the selection of veterans. For example, veterans who are VA users may differ from
non-VA users in fundamental ways that impact policy, planning, and resource decisions.
In addition, VA outreach efforts could be better targeted if more information were
available about non-VA users.

The OIG’s descriptive report on the LC database, Quantitative Assessment of Care
Transition: The Population-Based LC Database,® was published in September 2007.
The report describes the LC database in detail, including an overview of its structure, the
methodology used to create it, data confidentiality issues, and the opportunity it provides
for VA to make decisions using an evidence-based approach. Since publication of the
report, we have updated the LC database with DoD and VA medical treatment files and
vital status files and incorporated additional information. These updates are summarized
below.

2. Percentage Service-Connected Disability Ratings

Disability compensation is part of the Veterans Benefits Administration (VBA)
Compensation and Pension (C&P) program. It provides a tax-free monetary benefit paid
to veterans who are disabled by injury or disease that was incurred or worsened during

2 VAOIG report number 07-00380-202, issued 9/13/2007, http://www.va.gov/oig/54/reports/VVAOIG-07-00380-
202.pdf
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their military service. This benefit compensates veterans for the average loss in earnings
capacity in civilian occupations commensurate with the severity of the service-connected
conditions. Generally, service-disabled veterans who were discharged from military
service under other than dishonorable conditions are entitled to compensation benefits,
regardless of their income or employment status.

After a veteran submits a benefits claim to the VA Regional Office (VARO) of
jurisdiction, a VARO veteran service representative (VSR) develops claim evidence by
obtaining the veteran’s military service medical records and other relevant medical
information. The veteran undergoes a medical examination (known as a C&P exam) by a
VA or contract clin