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FOREWORD

Guidelines as set forth in this document are published to improve the care for athofera
complex group of veteran patients. These Guidelines reflect what the Vetesditns He
Administration (VHA) is capable of doing now and suggest directions for future program
development, particularly in response to the revolutionary changes accompanying the dfourne
Change The Department of Veterans Affairs (VA) operates a large, diverse lealgystem
that must adapt, create, lead, and innovate, or it will not meet the needs of veterans of futur
decades. VA strongly encourages the creation of new, evidence-based, innovative programs
organizations of clinical services, and alliances with, and input from, communityizagans,
as it moves from a predominately hospital-based system to one based in, and serving the ent
veteran community.

This organization of mental health services, based on the concept of an integratediconti
of care should be incorporated into the regular VA planning process at all levels. itfreaddit
resources are required to provide necessary services, requests should be inconpmtated i
planning process at the Veterans Integrated Services Network (VISN) level.

These are guidelines. None of the programs listed are mandated at this tevsxottgly
encouraged to use the enclosed definitions, Decision Support System (DSS) ldehtifiating
Specialty Codes, and Consolidated Distribution Report (CDR) Accounts at aisitiest we
can share meaningful information among medical centers and across Vetenatddt€grvice
Networks (VISNS).

Thomas V. Holohan, M.D., FACP
Chief, Patient Care Services Officer

Distribution: RPC: 0005
FD

Printing Date: 6/99
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MENTAL HEALTH PROGRAM GUIDELINES
FOR THE NEW VETERANS HEALTH ADMINISTRATION

1. INTRODUCTION AND OVERVIEW

a. Authorization

(1) “The mission of the veterans healthcare system is to serve the needs of America’
veterans by providing primary care, specialized care, and related medical ahd soci
support services. To accomplish this mission, the Veterans Health Administkdtdan (
needs to be a comprehensive, integrated healthcare system that provides exoellenc
healthcare value, excellence in service as defined by its customers, anehercall
education and research, and needs to be an organization characterized by exceptional
accountability and by being an employer of choice.” (Kizer, Journey of Chh®gé)

(2) “Each eligible (enrolled) veteran will have access to a comprehensiggatate
continuum of high quality effective mental health services by the year 2002.” (MesatihH
Strategic Healthcare Group (MHSHG), 1997.)

(3) Within the context of the dramatic transformation of VHA as anticipated. iKiBer's
Vision for Changeand authorized by Public Law 104-2@e Eligibility Reform Actof 1996
this document reflects:

(a) A new integrated continuum of mental health services providing continuity of care

(b) A major shift from an inpatient focus to that of residential treatment and woitym
based services.

(c) Aninnovative approach to organizing, planning, providing mental health care by
uncoupling patient treatment and rehabilitation modalities from the settirfgsvhiith they are
traditionally associated.

(d) A framework for integrating the specialized knowledge of mental health imargrcare.

(e) Healthcare decision-making at the facility and Veterans Intelgsaterice Network
(VISN) level.

() Accountability through providing national workload definitions, methods for data capture
and measures of costs and outcomes.

b. Purpose The purpose of this program guide is to:

(1) Provide current program guidelines for mental health professionals, planners, and
administrators.
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(2) Reflect changes involving current best practice in mental health cakfasdves into
the next century.

(3) Define levels of care.
(4) Stimulate innovative and evidence-based approaches for clinical care.

(5) Reflect requirements regarding “capacity” contained within the afetdiealthcare
Eligibility Reform Actof 1996

(6) Provide a template for individual patient treatment planning.

(7) Provide definitions and a crossover to VHA’s new Decision Support System (DSS)
methodology.

2. GUIDELINES FOR PROVIDING MENTAL HEALTH SERVICES

a. Principles for Organizing Mental Health Care. Quality primary and specialty mental
health care can be provided to veterans under a variety of organizational structiudingioe
traditional professional services model, a product and/or service line (Charnd 9&&Imodel,
or a combination of these and other models. In developing an efficient structure for thegy delive
and monitoring of quality mental health care in VHA, organizational structuresaeed t

(1) Promote inter-professional collaboration in leadership, planning, and the monitoring of
mental health program performance

(2) Provide for a cost-effectiveeamless continuum of mental health treatment programs.

(3) Support a continuity of care to meet both the primary care and spewaltgl health care
needs of patients while mindful of the patient’s involvement in treatment decisions.

(4) Acknowledge the need for discipline specific involvement in the recruitment and
evaluation of the practice of mental health professionals, including the oversighhmigand
researclactivities.

(5) Include contributions from patients and patient advocate groups in planning and
evaluating mental health care delivery.

(6) Reference.Charns MP, Parker V, Wubbenhorst W. Clinical Service Lines In Integrated
Healthcare Delivery Systemfr Industry Advisory Board, Center for Health Management
Research, 1998.
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b. Principles for Program Planning

(1) Definition of Program and Program Elements In the context of reorganization of
clinical programs to focus on patients’ needs, a useful definition of a program isegratet,
comprehensive and cost effective continuum of care for veterans provided under a single
administrative structure.” Program elements make up the total program. Usdizfthition,
all program elements at a single Department of Veterans Affairs (\é8l)aal center, for
instance, would be considered as a single program if administered as a singla pibgra
program administration were at a consolidated VA Healthcare System oNdaX{d, then the
larger unit would be considered a “program.” The word, “program,” is also used for some
program elements organized under a single administrative structure and foesiomys shere
an integrated treatment regimen is indistinguishable from the setting (§.geataent center).

NOTE: In the past programs tended to be defined, at least in part, by funding sources. If there
were separate sources of funding for inpatient and outpatient program elements at the same
facility, these might be listed as two programs whereas if these program elements laawkethe s
funding source, they would be seen as a single program.

(2) Organizational Structures. Organizational structures involved in planning mental health
services, whether at the facility or VISN level, need to:

(a) Identify programs and program elements in a manner consistent with l@akzatgnal
structures as well as national priorities;

(b) Create plans based on veteran populations rather than existing programsies;facil
(c) Reflect diversity and creativity in program development;

(d) Partner with other service providers in planning;

(e) Involve patients and patient representatives in the process;

(f) Consult clinical practice guidelines where they are available;

(9) Include, or provide access to, the often multiple sources of expertise requiezd to t
patients with comorbidities; and

(h) Encourage the evaluation of programs and outcome measurements of delivery. syste
NOTE: Comorbiditiesn veteran populations pose a problem for program planning. Terms

such as “dual diagnosis” and “Mentally Ill Chemical Abusers (MICA),” that have surfaced
nationally over the last decade reflect the growing realization that not only veterans, but many
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other individuals with a mental disorder have, in addition, one or more other disorders that
complicate not only individual treatment planning but organization of programs. Special

funding by diagnosis or circumstance (e.g., substance abuse or elderly) in the past has
compounded the problem by putting artificial barriers to clinicians faced with real patients
presenting simultaneously with, for instance, a substance use disorder, post-traumatic stres
disorder (PTSD), and depression. Under new funding and allocation systems, VHA now has the
opportunity to remedy that situation.

c. Principles for Providing Quality Mental Health Care

(1) Mental Health Providers. Mental health providers should strive to:
(a) Maximize each patient’s functional independence;

(b) Make ongoing qualitynental health care available in the most appropriate location based
on the patient’s medical and functional condition;

(c) Provide an integrated continuum of care including access to long-term caraeeded;
(d) Advocate for the needs of patients;
(e) Involve patients, their families, and other caregivers in shared deciskamgma

() provide continuity of care and a knowledgeable treatment team through casemamag
(or care managemerdhdprimary care approaches; and

(g) Use evidence-based treatment guidelines where available and apprepeate(. B).

(2) The Continuum of Care. VHA is committed to providing an integrated, comprehensive
and cost effective continuum of care for veterans with mental disorders.

(a) Program elements along a continuum of care should be driven by needs of the patients and
their families rather than by traditional bed levels or funding sources.

(b) Patients should move among the components of the continuum as is clinically appropriate,
with minimal disruption in treatment, and in a manner which facilitates posiéagrent
outcomes.

(c) Veterans within and across VISNs should have equal access to all leveéswiticia the
continuum.

(d) Treatment of all patients with mental health problems should be provided by apelppriat
trained, credentialed, and privileged clinicians and should be managed to assure cantinuity
care.
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(e) Treatment provided by VA should reflect state-of-the-art care as doadhnerie
empirical literature and clinical treatment guidelines and should be provided itreffective
manner.

() Treatment outcomes should be monitored and serve as a basis for improving care.

(g) Evaluations of VA’'s mental health service delivery and outcomes should benchmark
results with comparable non-VA healthcare systems.

(h) During reorganizations of clinical services, primary emphasis should legl mlache
development of an accessible continuum of care for all patients with mental disorders

() When developing admission and readmission policies care should be taken to distinguish
between the intensityf services necessary to address the clinical problem and the §etting
ambulatory, residential, partial hospital, inpatjett.) most appropriate for the patient.

()) Case (care) management is an effective tool and should be utilized tothatpedients
receive all necessary services throughout the continuum in a timely and coordinated. ma

(3) Mental Health and Primary Care. Mental Health Primary Care should be made
available to veterans with significant mental disorders.

(a) Definition of Primary CarePrimary Care is the coordinated, interdisciplinary provision
of comprehensive healthcare including intake, initial assessment, health promotasedis
prevention, emergency services, management of acute and chronic biopsychosociahspnditi
referrals for specialty, rehabilitation, and other levels of care, follovexgrall care
management, and patient and caregiver education.

(b) Rationale As described in The Prescription for Changa has adopted primary care as
a fundamental emphasis for the delivery of healthcare to veterans (Kizer, 1995)| ldaltta
care is the primary focus of healthcare for a substantial proportion of patientpubtieeand
private healthcare system (Regier, et al, 1978). For many other healthcares pétle
undetected psychiatric problems, mental health services, although often overlookesh can al
reduce the risk and intensity of medical illness and the extent and cost of medicareaes
(Friedman, et al, 1995).

(c) Models There is no one correct way to address mental health primary care delivery. Itis
a tenet of primary care that there_be continuity of earess service delivery sites and across
episodes of care, ensuring that there is coordination of care, and that patients do thoo gt
the cracks” as can happen in a fragmented care system. Four models are evolving for the
provision of mental health primary care, each of which can be adapted to fit spexsfic si
resources, and goals (see VHA Program Guide 1103.2).
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1. Mental Health Primary Care Teams One model involves mental health primary care
teams in which the mental health providers (psychiatpsig;hologists, psychiatric nurse
practitioners, psychiatric social workeedc.) serve as the primary care provider, and the mental
health team as the primary care team. Mental health primary care tapr®mote “seamless”
continuity of care across different types of treatment settings. For exdegites combining
clinicians formerly separated on inpatient units and in subspecialty outpatnecs alow follow
patients across the multiple episodes of care required for dual or multiple maittal he
conditions (Ronis, et al, 1996). Double-boarded psychiatrists (e.g., psychiatry plus family
practice, internal medicine, or geriatrics), specialists in addiction mediwurse practitioners
and physician assistants may provide the primary medical coverage for theirafqiairénts.

In some cases, internists or family practitioners are members of mentalgrenary care
teams, just as mental health clinicians are members of medical teamsaimhgrovides all
primary care functions, such as health screens, vaccinations, etc.

2. Dual Team Membership In some facilities, mental health primary care teams have
linkages with medical primary care teams, and patients have member&lufhdeams. For this
model to be effective excellent communication is required between teams. &gl
manager on the mental health team may help bridge the gap.

3. Mental Health Participation in Medical Primary Care Teams. A third model involves
mental health providers, i.e., psychiatrists and psychologists, psychiatricvgoidials, clinical
chaplains, and clinical nurse specialists. These serve as regular membedscaf primary care
teams. Both outpatient and inpatient care can be covered by mental health membership on
medical primary care teams.

a Mental health professionals have for many years offered such services as:

(1) Assistance with diagnosis of behavioral disorders and symptoms that can afict he
status,

(2) Adaptation to illness, and
(3 Compliance with treatment regimens and treatment services.

b. Examples are psychological methods of pain management, cardiac risk reeducation,
behavioral methods of smoking cessation, and patient and family education to enhance coping
with chronic illness (Sobel, 1995).

c¢. Mental health clinicians in primary care settings may perform a variédgkd. Examples
are:

(1) Developing a protocol for screening patients for depression or patients who have mixed
somatic and psychological symptoms;

(2) Providing brief evaluation and treatment;
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(3 Referral of more complex cases to mental health specialty services; and

(4) Providing education to patients, primary care staff, and other caregivers onadeonf
and management of mental disorders. (Blumenthal, et al, 1995).

4. Traditional Consultation and Liaison Alternatively, mental health clinicians may serve
as specialty consultants, the more traditional form of mental health involvememampcare,
derived from consultation and/or liaison approaches developed in healthcare delivery over the
past 40 years. Mental health consultation to medical providers requires fayniigiiimedical
syndromes, the psychological features that can be modified to enhance medicalcoane®ut
and reduce medical care costs, and methods of communication that are responsive ko medica
providers.

(d) Comprehensive Healthcar€omprehensive healthcare implies addressing the multiple
comorbidities found increasingly in the veteran population.

(e) References

1. Blumenthal D, Mort E, Edwards J. “The Efficacy of Primary Care for Vulnerable
Population Groups.” Health Services Resea8th 253-73, 1995.

2. Friedman, R, Sobel, D, Myers, P, Caudill, M. “Behavioral Medicine, Clinical Health
Psychology, and Cost Offset,” Health Psyclidl. 509-518, 1995.

3. Kizer, K: Prescription for Changdepartment of Veterans Affairs, 1995.

4. Regier, DA, Goldberg, ID, Taube, CA. “The De Fddt&. Mental Health Services
System: a Public Health Perspective,” Arch Gen Psychizfiry685-693, 1978.

5. Ronis DL, Bates EW, Garfein AJ, Buit BK, Falcon SP, Liberzon |. “Longitudinal Ratter
of Care for Patients with Posttraumatic Stress Disorder,” J Traunss STg3-781, 1996.

6. Sobel, D. “Rethinking Medicine: Improving Health Outcomes with Cost-effective
Psychosocial Interventions,” Psychosom Med. 234-244, 1995.
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(4) Case (Care) ManagementCase (care) management should be made available when
indicated.

(a) Definition Case (care) management is a strategy for coordinating and integraging car
among providers and systems in order to achieve optimal client outcomes, reduce casts, enha
guality, and promote continuity across the healthcare continuum (Laura Miller, 1997). In the
mental health care area, use of case management with high risk populations n§\etera
enhance continuity of care, accessibility to care, accountability in provisionepfedtciency
through maximizing utilization of resources, and optimal patient functioning.
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(b) Clinical Use Virtually all clients of mental health services can benefit from base cas
management. Case management can be viewed along a continuum, with different levels of
management used with different groups of patients, based on the needs of the patients and the
intensity of services provided. Case management is a flexible, fluid proceskahges as the
needs of the patient change. So while a patient may require comprehensive or inteasive ca
management in the beginning, stabilization of symptoms and enhanced functioning may lead t
need for a less intense level.

(c) Basic Case Managemerill case management includes some form of basic functions or
activities. Basic case management incorporates many functions of routinal aliark, but is
distinguished by its focus on coordination of services and continuity of care. Functions include:

1. Outreach and identification of appropriate clients;

2. Assessment of medical and psychosocial problems, spiritual injuries, and cuerggthst
and weaknesses;

3. Treatment planning, where goals, specific interventions to achieve them, and methods to
address outcome are specified;

4. Linkage with other providers and services as needed and coordination of care among them;

5. Follow-up and monitoring of outcome, with modifications of treatment plan as necessary;,
and

6. Advocacy for the client in obtaining access to services.

(d) Dimensions of Case Managemefitase management is applied in various ways in mental
health settings. It is tailored to meet the needs of specific client groups wacd settings by
varying the additional activities provided by case managers and the way in which case
management is provided. Some dimensions that can be varied include focus, time frame,
intensity (caseload), setting, availability, and frequency (Willenbring, 1991; 1884J.E:

Ranges noted are for illustration purposes and not to be taken literally.

Dimension Range

Focus Narrow Comprehensijve
Time Frame Time limited Indefinite
Intensity (Caseload) 1:100 e 1:10
Setting Office Commupi
Availability Office Hours 24 hours/day

7 days/week

Frequency Monthly Daily

(e) Models of Case Managemensome common models used in mental health are listed as

follows. This list is not exclusive; models should be individualized for specifiogetind
client populations (see subpar. 2b(4)(f)).
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1. “Door to Door” Case Management

Basic case management functions, usually in institutional settings.

I

=)

Time-limited, usually brief.

Narrow focus on discharge or disposition planning.

I

=

Usually facility-based, daily or non-daily contact.

Target Clients. Those in transition from inpatient or partial hospital settings

I

IN

Primary Therapist

Basic case management functions.

I

=)

Additional functions include crisis intervention and supportive psychotherapy.

¢. Usually comprehensive in form, indefinite, moderately intense (a ratio of 1:30-50) and
office-based.

=

Target Clients: Most mental health clients.

(&

Medical Care Management

Basic case management functions.

I

=)

Provided by physician or nurse.
c¢. Normal focus on medication management and physical health.

d. Usually less intensive (a ratio of 1:50-150), less frequent (monthly to quarterlynitede
in length, and office-based, but could include home visits.

e. Target Clients: All mental health patients.

NOTE: For the purposes of capturing workload, these first three are classified under standard
case (care) management

4. Intensive Case Management

a Basic case management functions.

b. Additional functions include: crisis intervention, coping skills training, vocational
rehabilitation, and community readjustment.



VHA PROGRAM GUIDE 1103.3 June 3, 1999

c¢. Comprehensive, intensive (a ratio of less than 1:20), community-based, 24-hour-per-day
availability, indefinite.

d. Examples include: Assertive Community Treatment (ACT), Intensive Psychia
Community Care (IPCCand Strengths Model Community Case Management (Rosenheck,
1998; Rosenheck, 1998).

e Target Clients Severe psychiatric illness, at risk for frequent or lengthy hospitalizations.

5. “Dual Disorder Case Managemerit

a Basic case management functions.

[op

. Similar to intensive case management.

I

Incorporates both mental health and addiction treatment foci.

d. Target Clients: Patients with both severe and persistent mental ilinesidaroey
disorders.

o>

High-Risk Case Management

Basic case management functions.

I

=)

Focused on reducing utilization and cost for high-risk patients.

May be either narrow or broad in focus, time-limited (e.g., inpatient only) or indefinite

I

=

Emphasizes gatekeeper perspective more than facilitator of service acces
e Target Clients. High utilizers, especially those using inappropriate or expsasvices
() References

1. Corporate Strategy on Case Managenieepartment of Veterans Affairs, VHA Atlanta
Network. VHA Headquarters, September 1997.

2. Laura Miller, Chair, VHA Work Group on Case Management. Draft Strategy on Case
Management.Department of Veterans Affairs, VHA Headquarters, 1997.

3. Muesser KT, Bond GR, Drake RD. “Models of Community Care for Severe Mental
lliness: A Review of Research on Case Management,” Schizophrenia BUl88ih

4. Rosenheck RA, Neale M, Leaf P, Milstein R, Frisman L. “Multi-site Experiah€ust
Study of Intensive Psychiatric Community Care,” Schizophrenia Bull&tin.129-140, 1995.
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5. Rosenheck RA and Neale MS. “Cost effectiveness of Intensive Psychiatric Cagnmuni
Care for High Users of Inpatient Services,” Archives of General Psyclbatry159-466, 1998.

6. Rosenheck RA and Neale MS. “Inter-site Variation in the Impact of Intensivei&sic
Community Care on Hospital Use,” American Journal of Orthopsych&@(); 191-200, 1998.

7. Willenbring ML, Ridgely MS, Stinchfield R, Rose M. “Application of Case Managgme
in Alcohol and Drug Dependence: Matching Techniques and Populations,” Department of
Health and Human Resources (DHHS) Publicatidlos.(ADM) 91-1766. Rockville, Maryland:
Government Printing Office, 1991.

8. Willenbring ML. “Case Management Applications in Substance Abuse Disorders,”
Journal of Case Managemeh©94.

(5) Psychosocial Rehabilitation.Psychosocial Rehabilitation is an essential component to
mental health care

NOTE: Psychosocial interventiorere a part of nearly all mental health treatments and are
used in most settings and programs. The many psychotherapies, vocational counseling, case
management and adjunctive therapies (milieu treatment) are examples of generic psgthosoci
treatments._Psychosocial Rehabilitationcontrast, is a special type of psychosocial

intervention that focuses more on patients’ strengths and functioning than treatment of
symptoms. It has received increasing support nationally as an effective method of reingbilitat
patients with disabilities resulting from mental iliness with particular emphasisraniénal

status. (Bertolote, 1996; Gittleman, 1997; IAPRS, 1994, Liberman, 1988; Mueser, 1997.)

(a) PurposeThe primary goal of psychosocial rehabilitation is to expand the capacities of
individuals with disabilities, thereby improving their quality of life and diminishiglgance
upon more resource intensive forms of treatment, such as prolonged inpatient care.oBigychos
Rehabilitation services play a role throughout the continuum of care for the spguiasesn
veteran, both through the process of normalization and the increase in self-confidehoceilvhic
enable the veteran to enter into more difficult challenges in life’s expesié¢see VHA Clinical
Guidelines, 1997).

(b) Therapeutic Work A primary modality in Psychosocial Rehabilitation is the use of
therapeutic work. The adjunctive application of work experience serves to strengtisen ga
made in treatment, and is of critical importance to the rehabilitation (or habiit process.
Further, when vocational and residential rehabilitation treatments are providedrentigum a
coordinated effort, clinical outcomes are significantly enhanced.

(c) Residential Rehabilitationother major approach to Psychosocial Rehabilitation is the
inclusion of residential rehabilitation settings. This approach provides a 24-hour supportive
therapeutic treatment setting for patients with multiple and severe psydiakiltideficits
related to their psychiatric disorder. These settings utilize the residdetiapeutic community
of peer and professional support, with a strong emphasis on increasing personal respomsibili

11
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achieve optimal levels of independence upon discharge to independent or supportive community
living.

(d) Planning Psychosocial Rehabilitatiofihe development of opportunities for Psychosocial
Rehabilitation at each facility should be based upon the populations being served and their needs
The broad scope of Psychosocial Rehabilitation services would include a determination of
veteran’s social and economic level of functioning, independent living skills, vocationial nee
assets, and available housing options. Services available at any facility shoumdat@ogount
this assessment, as well as an assessment of available community options.

(e) References

1. Bertolote J, Saraceno B, edts. Psychosocial Rehabilitation: A Consensusr8tateme
Initiative of Support to People Disabled by Mental llineBsvision of Mental Health and
Prevention of Substance Abuse, World Health Organization (WHO). Geneva: WHO, 1996.

2. Gittleman M, “Psychosocial Rehabilitation for the Mentally Disabled: Whad tva
learned?”_Psychiatric Quarterl§8(4), 393-406, 1996.

3. International Association of Psychosocial Rehabilitation Services (IAR SRS
Introduction to Psychiatric RehabilitatioColumbia, MD, 1994.

4. Liberman R. edt. Psychiatric Rehabilitation of Chronic Mental Patiditsshington;
American Psychiatric Press, 1988.

5. Mueser K, Drake R, Bond G. “Recent Advances in Psychiatric Rehabilitation fentBati
with Severe Mental lliness.” Harvard Review of Psychidi(g), 123-137, 1997.

6. VHA Clinical Guidelines: Management of Persons with Psychtkslule L, on Psychosocial
Rehabilitation (initial publication, June 13, 199 NOTE: This is available at VHA libraries and
on the VA Intranet, Mental Health website (http//:vaww.mentalhealth.med.va.gov).

d. Principles for Individual Patient Treatment Planning

(1) Designing a Treatment Plan

(a) There are two often related, but independent decisions, which need to be made when
designing a treatment plan for a patient, the:

1. Kind and intensity of therapeutic modalities the patient requires, and

2. Level of professional supervision or institutional structure the patient needsitiresi
while receiving the set of interventions.

(b) This approach of dividing the decision process into two independent factors will be used
throughout this document.

12



June 3, 1999

VHA PROGRAM GUIDE 1103.3

(c) While VHA encourages flexibility and innovation in delivery of services,dbasdhe
immediate needs of patients, accountability to the funding system requires:

1. Nationally agreed upon levels of camed both traditional and newer program elem#rds
address specific populations, settings, or modalities;

2. Accurate recordingf treatment; and

3. Accurate documentingf the settings and treatment events for tracking costs and possible

reimbursement from third party payers and, for those disabled by mental illnessckorg
VHA's capacity for providing appropriate treatment.

4. The following table gives examples of Intensity of Therapeutic Interver(borthe
vertical axis) and of Levels of Therapeutic MiliGan the horizontal axis)NOTE: The
examples are not to be considered limiting.

Intensity* and Levels of VA Mental Health Care
<- Levels indicate degree of supervision or structure->

Inten- Level 1 Level 2 Level 3 Level 4 Level 5
sity* Community artial Hospitalizatio|Residential (Treatment) Professional Care Setting Higly Staffed
(Outpatient) (Day Programs) Settings (Medium Level St#fing) Hospital Setting

Low Less than 1 hour Non-professional Maintenance dffcare. Diagnosis or

per week. supervision. Primary supervision at evaluation or
lNo case management No clinical services L.P.Nelev procedures

beyond primary care associated. Partially stnued milieu. requiring high

referrals. No formal structure. Emphasis on rehabilitatio affing.
JPeriodic Medication Clinical oversight no for g wr

reviews. more than monthly. independent living.

Moderate Q1 - 8 hours per week 2 - 8 hours 24 hour supervisio Nursing care with R.N. R.N. supervision.
or more for work per week. Moderately structured | supervision. Treatment plan with
programs. Supportive daily milieu. Moderatstyuctured specific goals.

Basic case activities Basic case daily milieu. rieBrespite,
management with case management. Plan highestional level] medication
Psychotherapy management. Secured or securable stabilization.
Routine clinic care. setting. Crisis stabilization.
Rehabilitation focus.

High |9 - 15 hours per week [9 - 15 hours 24 hour, on-site Skilled nursing cari¢hw R.N. supervision.
or more for work per week. supervision. R.N. supervision. Treatinglans with
programs. Structured groups Highly structured daily|Treatment plan with specific goals.

fintensive case or activities milieu. specific goals. Evaluati@and
management Ongoing to Active case Highly structured milieu. talsilization of
prevent management. Community reentry goal. anaymptoms.
hospitalization Specific rehabilitation Focus oymgptom
goals. stabilization.

Very High JOver 15 hours Over 15 hours 24 hour professional Skilled nursingega R.N.supervision.
per week. per week. or paraprofessional R.Nbesuision. Locked unit,.

Crisis management. Structured groups, supervision. Supervision by spléc seclusion rooms,
stabilization. activities all week| Highly strueced milieu. trained staff. and or restraints.

Jintensive case and or weekendq. Intensive case IMisthuctured milieu. Evaluation and
management Time limited to management. Focus on symptom dimdtion of

stabilize.

Rehabilitation plan with

reduction.

evere symptoms.

Crisis Management

specific functional go

Is Comirtymneentry goals.

Specially trained staff.

* Intensity indicates hours of active professional treatment

(2) Intensity of Therapeutic Interventions. This dimension can be measured primarily by
the number of hours of professional intervention required for treatment or rehabilitation, i

13
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addition to that required to supervise patients where they spend their evenings, nights, and
weekends. Intensity levels from low to high depicted in the preceding chart arardylptaced
along a theoretical continuum and the examples described are only for guidancenientreat
planning.

(3) Level of Therapeutic Supervision or Structure. This dimension also represents a
theoretical continuum from independent, unsupervised living in the community to a locked
seclusion room in a highly staffed hospital setting. Staffing levels per patieotis of care
supervision required in maintaining the patient’s activities of living are steghpgeasures, but
are also depicted as examples for treatment planning only. These levelsae Iseiag
independent of length of stay in order to free up clinicians and patients alike to move from one
level to another, depending upon their specific needs for the day. More than one level may be
provided at a given setting. Definitions of Levels of Therapeutic Supervision or S¢ractur
suggested as follows:

(a) Level 1. Community and/or Outpatiefatients (and/or families) provide food, housing,
transportation, and other life management activities independently. Treatmédssare
provided on an “as needed” basis from clinics, home, or community-based settings, and they may
range from periodic assessment for health maintenance to intensive casennesmhagevices
designed to avoid admission to residential or inpatient care.

(b) Level 2. Partial HospitalizatiorPatients (and/or families) can provide food, housing, and
transportation during evenings and possibly weekends, but require additional structurehéuring t
day. Treatment services of varying intensity are provided in supervised settiaggyohg
group structures or activities. This level may provide an alternative to realdertiospital
care, provide a transitional setting, or provide day respite for caregivers.

(c) Level 3. Residential Treatment Settingfatients are unable to manage independent
living and/or require additional structure at least during evenings, possibly weekshds naost
24 hours a day, but with minimal staffing supervision. Treatment intensity variesduheft a
rehabilitation focus, emphasizing or enhancing personal responsibility, managerisabbhg
symptoms, or vocational deficits. Professional and/or peer support is availablegsSaty be
located in community settings, within a Domiciliary or in distinct units at acaédenter.

(d) Level 4. Medium Level Professional Care SettiRgtients require 24-hour care with a
moderate level of staff supervision. Treatments vary in intensity from emgmasiaximizing
quality of life, to providing a rehabilitation focus in preparation for more independent, liging
providing a step-down from high level hospital care prior to returning home. Interdisgiplina
nature of staffing depends upon individual patient goals. This may be provided in community,
nursing, or hospital settings.

(e) Level 5. High Level Hospital SettingPatients require 24 hour, professionally supervised
care. Treatment intensity varies from emphasis on stabilization to spedialterdisciplinary
treatment services providing comprehensive evaluation, stabilization, and reductamn and/
management of severe or complex symptoms.

14
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NOTE: Appendix C describes alternative levels of care, as defined by the other healthcare
organizations.

(4) Principles Regarding Planning Patients’ Living Arrangements With the move from
hospital to residential and community-based treatments, facilities havasedrthe range of
residential alternatives to traditional hospital beds. Some patients who have heen in a
institutional setting for long periods have, in response to new medications, rehabilitat
modalities, and changing attitudes, been able to move to alternative settings. hé/hile t
principles listed apply to any treatment planning, they become more important as
institutionalized patients move to new settings. The following issues should be addregart
of the planning process:

(a) Patient preferences;

(b) Patient’s financial resources;

(c) Patient’s coping skills and decision-making capacity;

(d) Need for structured settings;

(e) Patient's spiritual resources and connection with faith community;

() Perceived change, plus or minus, of quality of life;

(g) Extent of family support system, including extended family and/or friends;

(h) Impact on therapeutic and social alliances forged in current treatniamy; setd

(i) Geographical location, including safety, transportation, access to shoppiad), soci
supports.

(5) Principles when Families are Involved in Living Arrangements
(a) Pay attention to family dynamics.
(b) Strive to prevent misunderstandings and unrealistic expectations.

(c) Assess effect on family members of:

=

Financial responsibilities,

IN

Proximity of family to the residential setting, and

3. Need for respite care if appropriate.

15
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3. SPECIAL POPULATIONS

a. The Eligibility Reform Act of 1996

(1) Public Law 104-262. Public Law 104-262, the Veterans Healthcare Eligibility Reform
Act of 1996, § 1706(b)(1yequires that VA “..maintain its capacityo provide for the
specialized treatment and rehabilitation need#iszbled veteran@ncluding those with spinal
cord dysfunction, blindness, amputations, arehtal illnesywithin distinct programs or
facilities...that arededicated to the specialized needshose veterans in a manner that (A)
affords those veterans reasonable access to care and services...and (B) ehswesiiha
capacity...is not reduced below the capacity ...nationwide...as of October, 1#36ghfses
added.

(2) Definition of Disabled Veterans with a Mental lliness. As a result, the Policy and
Forecasting Office (105D), with consultation from MHSHG (116) at VHA Headqgsatias
defined those veterans with a mental illness who are disabled by (serious) hmesskis those
who currently or at any time during the past year have a diagnosed mental disordeciehsuff
duration to meet criteria as defined by the American Psychiatric Assocsaiagnostic and
Statistical Manual of Mental Disorders, Fourth Edit{@8M-IV), other than V codes, which
results in a disability.

(a) Disability A disability is defined as a functional impairment that substantially inésrfe
with or limits one or more major life activities, including basic daily livindlskinstrumental
living skills, and/or vocational and educational activiti®B®OTE: This definition corresponds to
one contained in the Federal Registef. 58, No 96, dated May 20, 1993.

(b) Functional ImpairmentStarting with fiscal Year (FY) 1998, the disabled mentally ill
population is defined as those veterans who have attended a mental health treaingentsett
have a Global Assessment of Functioning (GAF) score below a specific number (%@ as
(see VHA Dir. 97-059).

(3) Subgroups. The “Report to Congress on Maintaining Capacity to Provide for the
Specialized Treatment and Rehabilitation Needs of Disabled Veterans,” df,M897, defines
the overall group of disabled mentally ill veterans into two main groups: those diagnttsad w
Serious Mental lliness (SMI) and those diagnosed with PTSD. The SMI group inclukes thr
subcategories:

(a) Veterans who suffer a disability as a result of a diagnosed DSM-1V scisause
disorder;

(b) Homeless veterans who have a disability as a result of mental illness, and

(c) All other SMI veterans who have a disability as a result of a diagnosed D 8idrital
illness.
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(4) Comorbidities. There are many obvious diagnostic overlaps among these groups, but
because subspecialty expertise is needed to provide the special care needsiincasedosy,
data are collected for each group independently.

(5) Specialized Programs. Specialized programs for each of the subgroups can be identified
at the local level by use of specific DSS identifiers (previously called stog endespecific
specialty bed codes which are listed throughout subparagraph 4d and App. D).

(6) Capacity. VA's capacity to treat SMI veterans is measured by:

(a) Workload defined as the total number of individual veterans receiving treatment in
specialized psychiatric services annually.

(b) Annual expenditurgdor FY 1997 and 1998 only) on specialty mental health care (total
dollars spent on mental health inpatient, outpatient, and residential services, inicledtifged
mental health programs located in VA Domiciliaries). Starting in FY 1999, expessliill
play a progressively lesser role and outcomididbecome the primary mechanism to assure that
guality, functional status, and customer satisfaction are maintained and impNO&€&: The
development of reliable and meaningful outcome measures is in process.

(c) Reasonable accasscurrently defined as timelinesSaccess. This is being monitored by
the percentage of veterans discharged from psychiatric inpatient settingsosived outpatient
specialty mental health services within 30 days of hospital discHé@EE: An additional
measure of market share to indicate access will be developed.

(7) Special Emphasis Programs.Twelve Special Emphasis Programs (SEPs) are defined as
central to VA’s mission. Four SEPs, directed to the four patient subgroups noted in the
preceding, are as follows:

(a) Homeless Veterans Treatment and Assistance Programs;

(b) PTSD Programs;

(c) SMI Veterans Programs; and

(d) Substance Use Disorder Programs.

(8) Resulting Mandate Since the Eligibility Reform Act requires the Secretary of Veterans
Affairs to maintain the overall capacity to provide care for these subgroups otdisalérans,
and the SEP Directive identifies VHA'’s special commitment to programs todgrogre for
them, it falls upon all facilities to identify the programs and accuratetyddebe workload

achieved in their behalf. The remainder of this Program Guide is designed tonassisei
efforts.
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(9) References

1. American Psychiatric Association. Diagnostic and Statistical ManuatotdfDisorders,
Fourth Edition(DSM-1V), 1994.

2. Report to Congress on Maintaining Capacity to Provide for the Specialized Treatrde
Rehabilitation Needs of Disabled Veterans,” of May 1, 1997

b. Veterans Diagnosed with a Serious Mental lliness

(1) Background
(a) Definition

1. The capacity legislation defines two groups of veterans diagnosed with a SiMjeragl@up
composed of all veterans disabled by any mental illness except PTSD and asubglieup which
consists of those from the larger group remaining when patients with a primarggisagf substance
use disorder and/or those who are homeless are removed. In this section, it is thessbypbep of
SMI veterans, many of whose members have a severe and persistent major mesgaSPMI), who
are addressed.

2. ltis also important to distinguish the SMI veteran group, defined by the capadtstiegi
from a smaller group, called Chronically Mentally Ill (CMI), which is curyedefined by the
Veterans Equitable Resource Allocation system (VERA) as one of the “sgeialks” of patients
qualifying for a larger allocation of funds than the “basic groups.” CMI veteranotamately
32,000, as of FY 1997), qualify essentially as having a psychosis, having been hospitalized “over 90
days” in one of the previous 5 years, and still receiving treatment. VERA does not zec&mI”
veterans and the overlap between these two groups has no fiscal consequences. Futieermore t
VERA system may change significantly over the next few years.

(b) Cost to VHA The Northeast Program Evaluation Center (NEPEC) Mental Health Report Card
documents inpatient costs alone for general psychiatry in FY 1997 of $1.354 billion. All Mental
Health program costs were $1.948 billion of which $555.9 million were reported as mental healt
outpatient costs (National Mental Health Program Performance MonitoritgnSy§MHPPMS),

1997, Table 6-2).

(c) Prognosis In many VA as well as non-VA mental health systems, the great majority of SMI
veterans can and do live in the community receiving supportive counseling, medications, and/or
rehabilitation as required by their needs and symptoms and reflected by thethstréifge degree of
residential support and structure they require may change as individual circlesssyneptoms, and
patients’ self-confidence vary. In some locations, however, community servicsgl anat available
and the enormous growth and visibility of homeless mentally ill (HMI) over the lasia?lele is
evidence that alternatives to institutional care have not been adequately developeddor funde

(2) Principles for Providing Quality Treatment. Principles for providing quality treatment to
SMI veterans are described in subparagraph 2c.
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(3) Treatment Guidelines. Evidence-based treatment guidelines are recommended for all
treatment services (VHA Clinical Guidelines, 1997).

(4) The Continuum of Care for SMI Veterans
(a) Professional interventionange from low intensity case management through outpatient

clinic modalities, intensive case management, psychosocial rehabilitatiorrjsasidnanagement
to high intensity treatments seen in hospital settings.

(b) Environmental structur@ange from independent living, through clubhouses, lodges
(Fairweather, 1980), residential care, supportive living settings, half-way hoesidential
rehabilitation settings (including Domiciliaries), nursing homes and subacuteédhasgitings, to
acute hospital settings, including psychiatric intensive care units.

(5) Alternatives to Long-term Psychiatric Hospitalization

(a) Since the early 1960s, the mental health community has not considered long-thratrpsy
hospitalization for patients with a non-responding SMI as a usual or expected method ohgrovidi
care. VHA still reports over 3700 long-term psychiatric beds, primarily locateelécted areas of
the country where community standards do not challenge that practice or where aediilations
are weak. Thus the recent revitalization of VHA provides a special opportunity for angneyaew
of long-term patients, of custodial practices and attitudes, and of the relationghipsrbeur rural
psychiatric facilities and their often more academically enhanced urban naigtbedical literature
supports the use of:

=

New, atypical antipsychotic and anti-depressant medications (Marder, 1996; Hirsh, 1995)

IN

Intensive outpatient case management (Rosenheck, 1998);

[

Psychosocial rehabilitation (Lehman, 1995);

IN

Partial hospitalization and residential care (Bedell, 1989; Knapp, 1993),
5. Community-based treatment (Okin, 1995; Weisbrod, 1980),

6. Emphasis on non-institutional housing and vocational opportunities(Blanch, 1988; Goldmeier,
1977), and

7. Partnerships with community agencies, family and patient advocate groups, and ativeys de
successfully with SMI patients in their communities (Rogers and Yaskin, 1997).

(b) Those SMI patients, whose illnesses respond poorly to standard treatments orggpiirg

care at various intensities and in different settings. These factors depend upon iliziddua
diagnosis, comorbidities, and prognosis as well as access and availability, elvededility of
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family or other support persons and groups, vocational opportunities, residential regotirees i
community, and other socioeconomic factors. The goal for such patients is to minimeetiodé
institutional structure they require by providing treatments which are of adeqteatsity to maintain
and improve their level of functioning.

(c) A highly staffed psychiatric hospital setting may be appropriate fampatindergoing
regression or recurrence of a psychotic iliness, but a less structured s$ettiltgkee made available
as soon as possible to allow the patient to regain as much independence as tolerated.

(d) Even patients with progressive dementiimgss generally need differing care intensities and
degrees of structure during the course of their deterioration, in the context of a foceseripg
residual independence and quality of life.

(e) Patients with non-dementing mental disorders, in particular, are unprediotti®@ir potential
for remission or partial recovery. A number of factors may impact on their suecassing to
levels of care which are marked by less structtd®TE: For many of these patients, aging
characteristically will decreasthe intensity of the psychotic procésse Harding et al, 1987).

1. The continued introduction of new psychotropic medications, particularly the atypical
antipsychotic medications and newer anti-depressants, opens further posdilthese who have
not responded to current available medicatiBarriers to their use, however, include overly
restrictive formularies and failure to consider the total costs of care.

2. Intensive case management such as that provided by VHA's IPCC teams, has been well
demonstrated to permit many formerly institutionalized patients to live in thenaaity (see subpar.

2c(4)(f).

3. Clinicians report that many seemingly regressed schizophrenic patieatsitaly aware of the
attitudes of staff, family, volunteers, and patients around them and respond to both hopefulness and
resignation by those they consider important. Yet there is little systemnawdenced-based
literature to corroborate these observations.

4. The anecdotal literature of the last 30 years has been replete with storidswhldhpatients
who recovered and returned home following the advent of a new activity program, a new doctor, a
new theory of treatment or rehabilitation, transfer to a new ward or hospital, ingxesearch
program, or a significant change in family relations such as the death of a parent.

5. These factors appear to have in common the infectious qualities of hope, emotional adergy, a
of new possibilities.

() The enthusiasm and funds that accompanied the community mental health movement in the
60's and 70’s, including the availability of partial hospitalization programs and comroaret and
the continual introduction of new and powerful psychotropic medications, also led to significa
shrinking of state and VA psychiatric hospitals. The “reinvention of VA” initiatetlerldte 1990s
has brought those issues again to the foreground. Funding pressures to shorten hospital fapgth of s
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(LOS) and focus on outpatient modalities have played a part in engaging staff to looérfatizies
to continued hospitalization for long-stay patients.

(g) The chronic nature of some mental disorders should be clearly distinguishelddnpatiénts
who suffer from the disorders. It serves no purpose to consider the patients themselvemnas"
in the sense of untreatable, and not worth the investment of time, money, and emotional dreergy. T
rehabilitation movement, which focuses on patients’ strengths and efforts at indepienmdgint
spite of their disability, has proven to be a welcome and effective alternatvsufsgar. 2c(5)(e)1
and the references in subpar 3b(6)).

(h) Although shrinking, there remains a small but visible group of patients whose dbessaot
respond to current medications or other interventions and who therefore respond in unpredittable a
destructive ways that preclude discharge or placement outside of a hospital aizgaecursing
home setting any time now. Such patients need and deserve ongoing treatment in appropriatel
structured settings during this phase of their illness.

1. The intensity of even a chronic mental illness often changes over months or years,rand give
time, consistent opportunity, allies, and periodic case reviews, patients mayegability and
confidence to try a less intensive setting. At times a change of setting, aocespastaff with new
diagnostic and therapeutic perspectives, different expectations, and an envirorttnaestwi
opportunities, may produce unexpected positive results.

2. For some patients fighting against an overwhelming psychotic illness, presbardischarged
may result in counter pressure and/or regressive behavior, which may be perceiVjsulises a
struggle.” These symptoms may diminish when pressure is removed until thedicesases in
intensity and the patient is able to recover at a pace commensurate with théspatieasing self-
control. Sensitivity, encouragement, and being open to opportunity are proper staff dthitvates
such patients. Staff members should keep open the continued possibility that many @atiants c
do improve over time and should not be deprived of the opportunity to attain greater self-
determination.

(i) Without a sense of therapeutic optimism, no program is likely to be very helpfiive Atforts
to engage the patient in symptom recognition, self-management, and treatnieémipnoite the
possibility of recovery and demonstrate to staff and patients alike that posithgedlaossible.
Staff commitment to progress over time is fundamental for effective longrezovery.

(6) References
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c. Veterans Diagnosed with a Substance Use Disorder

NOTE: The term “substance abuse” has been replaced by “substance use disorder” within the
clinical and scientific community. Since VHA'’s older acronyms and DSS ldentifiersqdts) do
not fit the new nomenclature, this document will use the terms interchangeably at times.

(1) Background

(a) History In the early 1970s, Congressional recognition of the extent of substance abuse in
the active military services led to major funding of substance abuse program$tutoigth the
Department of Defense (DOD) and VA. Substance use disorder programs are nowealithoriz
throughout the integrated continuum of care and should be available at all VA facilities

(b) Costto VA.In FY 1997, 24 percent of all inpatients discharged from VA medical centers
had a primary or secondary diagnosis of substance use disorder. These patients aocc@ited f
percent of the total number of bed days of care provided. Approximately 35 percent of inpatients
with substance use disorder diagnoses were treated by substance use disorder urues)t38/per
psychiatric units, and 34 percent by medical-surgical units (Piette, et al, 1997).

(c) Treatment WorksThe scientific literature is unequivocal in documenting that treatment
of substance use disorder improves clients’ outcome on a variety of measures. Sucbsmeas
include duration and amount of substance use, employment, family status, and legal status.
(McLellan et al, 1996; Hubbard et al, 1989; Rice et al, 1991).

(d) Nature of lliness Substance use disorder is a chronic, recurring disorder much like
diabetes, hypertension, or asthma. Expecting a “complete cure” for a substancerdse idisi0
more realistic than expecting total and permanent symptom elimination foiothesdInesses.

(2) Principles for Treatment and Rehabilitation of Veterans with a Substane Use
Disorder. As with other medical ilinesses, VA is committed to providing equal access tb a hig
quality, integrated, comprehensive, and cost effective continuum of care for vetghans w
substance use disorders including monitoring of outcomes to increase effecti{s=eaebpar.
2¢).

(3) The Substance Use Disorder Continuum of CareA comprehensive, cost effective
continuum of services should be available to all veterans within a VISN (see Vigfarro
Guide 1103.1, 1996).

(a) Primary Care Substance Use Disorder Programs should be involved in the primary care
of patients. Specific arrangements will vary from setting to setting. In siboaions, the
program itself will provide the primary care; in others, it will coordinaté wésignated primary
care providers.

(b) Special Patient Populations and/or Comorbiditfdssubstance use disorder
programming should be sensitive to the needs of special populations including the homeless,
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ethnic minorities, women, geriatric patients, and patients with PTSD and othkiapsgyc
comorbidities, human immunodeficiency virus (HIV) infection and other medically @mged
patients, and with a spinal cord injury.

(c) Components Within a ContinuunThe following components should be readily
accessible to all veterans when indicated:

1. Early identification and intervention;
2. Assessment, triage, and referral;

3. Acute stabilization and detoxification (including inpatient hospital servicesdsally
and psychiatrically necessary);

4. Rehabilitation services on an outpatient basis and/or on a residential basis fortibote pa
in need of such a setting;

5. Other outpatient care, encompassing continuing care, monitoring and relapse prevention;
and

6. Opioid substitution treatment (e.g., methadone maintenance therapy) and other drug
therapies (e.g., long-acting methadone substitutes, etc.) as they are approvedrfor use, i
combination with psychosocial services.

(d) Services Within a ContinuunDepending on the patient’s stage of recovery and clinical
needs, the following services should also be provided or arranged in the intensity and frequency
dictated by a comprehensive individualized treatment plan:

1. Medical services,

2. Psychiatric evaluation and care (including medication management),

[

Family education and counseling,

IN

Domestic violence assessment and treatment,

I

Educational, vocational and employment services,

o>

Social and independent living skills training,

I~

Relapse prevention skills training,

Igo

Housing services, and

o

Self-help groups.
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(e) Service Settings within a Continuur8ervice settings within the continuum are:

=

Ambulatory (including intensive outpatient).

IN

Partial hospitalization.

3. Residential settings, such as Substance Abuse Residential Rehabilitaditomefite
Programs (SARRTPSs), Substance Abuse Compensated Work Therapy Transiticdeidess
Domiciliary Care Programs, and halfway houses.

NOTE: Each VISN should have available specialized, formal programming to meet the needs of
patients requiring residential rehabilitation, veterans in need of comprehensive vocational and
rehabilitation services, and those who are often more difficult to treat because of being dually
diagnosed with a substance use disorder and another mental illness.

4. Subacute rehabilitation in a hospital setting.

I

Acute hospital care.

(g) Treatment GuidelinesEvidence-based treatment guidelines are recommended for all
treatment services. Examples can be found in Module S of the Major DepressiverDisorde
(MDD) Guidelines published in February 1997 and in Module C of the Psychosis Guidelines,
published June 13, 1997 (see App. B).

(h) Outcome Monitoring VHA Headquarters (116B), the Program Evaluation Resource
Center (PERCat Palo Alto VA Medical Center, and the Center of Excellence in Substance
Abuse Treatment and Education (CESAHEEPhiladelphia and Seattle VA Medical Centers, in
conjunction with other facilities and VISNs, have developed a standardized national outcome
monitoring system using the Addiction Severity Index (ASI) and GAF. These rat@gow
required for all veterans receiving specialized treatment for substancesoskedi

(4) References
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“Evaluating the Effectiveness of Treatments for Substance use Disordersondble
Expectations, Appropriate Comparisons,” Milbank7@:51-85, 1996.

(c) Piette JD, Baisden KL and Moos RH. Health Services for VA Substance Abuse and
Psychiatric Patients: Utilization for FY 199@rogram Evaluation and Resource Center,
HSR&D Center for Healthcare Evaluation, VA Palo Alto Healthcare System,1997.
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(d) Rice DP, Kelman S, Miller LS. “Estimates of Economic Costs of Alcohol ang Dr
Abuse and Mental lliness, 1985 and 1988, Public Health Repbdt(3): 280-92, May-Jun,
1992.

(e) Information Letter 10-96-021. Substance Abuse Treatment: Standards for A Continuum
of Care (Oct 8, 1996).

d. Veterans Diagnosed with Post Traumatic Stress Disorder (PTSD)

(1) Background

(a) Extent of the ProblemThe best estimate of the number of Vietham veterans suffering
from PTSD is found in the National Vietnam Veterans Readjustment Study (NVIKREKR, et
al, 1988). It shows that 15.2 percent of male Vietham Theater Veterans, i.e., 479,000 out of 3.1
million, suffer from PTSD. Only 20 percent of these veterans had ever receivedrchesrf
PTSD. Another 479,000 had PTSD between the war and the time of the survey but no longer
were symptomatic. NVVRS also described PTSD in 8.5 percent of female theatans€610
of 7200). Two studies of Persian Gulf War veterans, one involving over 4500 veterans and the
other involving over 2,000 veterans, identified from 9 to 10 percent of these veterans as having
PTSD symptoms. PTSD ranked first in frequency among the nine problem areastaisstses
Vet Centers population (Rosenheck, et al, 1992). Of women veterans seeking care fralm speci
Woman'’s Veterans Stress Disorder Treatment Teams, 12 percent were eapsady fire,
but 63 percent reported physical harassment and 43 percent reported rape or attempted rape
during military service. Fifty percent of women veterans seen by the Womagss Slisorder
Teams met criteria for PTSD (Fontana et al, 1997).

(b) Costto VA In FY 1994, expenditures for specialized PTSD programs (those originally
funded from Congressionally mandated appropriations and monitored by NEPEC) were
$40,655,000. This figure does not include any local support for these programs nor does it
include data from locally developed and funded programs (Rosenheck and Fontana, 1996). In
addition to these direct costs, there are indirect costs to VA and to societysrofesuibstance
use disorder treatment, lost wages, and incarceration that are not easilyecheas

(c) Treatment WorksPositive treatment outcomes for PTSD have been documented for
VA'’s inpatient and outpatient PTSD programs and Vet Centers. Improvements arenoted i
PTSD symptoms as well as in significant quality of life parameters swaln@lsyment, family,
and legal status. However, the nature of treatment appears to require a sqaeifisee
Selected psychotherapeutic and psychopharmacological approaches can be effdeTi&dt
(Blake, 1993; US GAO, 1996; Meichenbaum, 1994; Rosenheck et al, 1996 and 1997.)

(d) Nature of lliness
1. PTSD is an anxiety disorder essentially described as:

“...the development of characteristic symptoms following exposure to an extameatic
stressor involving direct personal experience of an event that involves actual mtbdedeath

26



June 3, 1999 VHA PROGRAM GUIDE 1103.3

or serious injury; or other threat to one’s physical integrity; or witnessing ai e involves
death, injury or threat to the physical integrity of another person; or learning aboutatad>qre
violent death, serious harm, or threat of death or injury experienced by a family noerotiesr
close associate” (American Psychiatric Association, 1994).

2. The person’s response involves fear, helplessness, or horror. Characteristic symptom
include re-experiencing the trauma; avoidance of stimuli associated withunhgatrnumbing of
responsiveness and persistent symptoms of increased arousal. The effectooéwauma
have been demonstrated to be long lasting and severe. Thus for these veterans, the most common
stressor for PTSD is war zone stress, including both combat and dealing with suadty ca
situations (Scurfield RM, 1993; Kulka et al, 1990). Also included may be other non-war zone
military experiences such as the crash of a military aircraft or sexsault.

(e) Clinical Complexity of VA Patients (Comorbiditiesyeterans who are treated for PTSD
in VA have significant complicating features, including;

1. Comorbid anxiety disorders such as panic disorder and general anxiety disorder;

2. Depressive disorders, which are found in the 16 percent to 20 percent range even in non-
treatment seeking Vietnam veteran populations;

3. Substance use disorder, with an incidence reported from 58 percent to 80 percent in veteran
treatment populations; and

4. General medical disorders. Because of the aging of the veteran population, and because of
the implication of PTSD in the development or exacerbation of certain internalainedic
disorders, assessment and treatment of patients with PTSD should include aap&stasion
the presence and management of physical disorders (VHA Treatment Guideliri2sivid@ule
A, 1997).

(2) Principles of Treatment and Rehabilitation of Veterans Suffering fromPTSD

(a) VA is committed to providing an integrated, comprehensive, and cost-effemttueucim
of care for veterans with PTSD and its associated comorbidities (see subpar. 2c).

(b) Itis widely acknowledged that optimal treatment of PTSD requires Bpediknowledge
and skill. Accordingly, PTSD treatment is optimally delivered by specialized teamsewvork
is primarily focused on treating veterans with PTSD.

(3) The PTSD Continuum of Care. The entire continuum of clinical services may not be
present in a single facility, but should be easily accessible by all patesttsatmwvithin a VISN.
Some components of the continuum may be provided in coordination with neighboring VISNs.
Services provided should be based on the individual patient’s clinical needs; not all palients
require the entire continuum of services. Patients should move among the components of the
continuum as is clinically appropriate, with minimal disruption in treatment, and anaen
which facilitates positive treatment outcomes.
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(a) Components of a Continuurthe following components in this continuum should be
readily accessible to all veterans:

1. Early identification and intervention.

2. Assessment, triage, and referral.

[

Acute stabilization and intervention (including hospitalization, as necessary).

4. Treatment and rehabilitation; short-term or long-term (greater than 30 days) on a
outpatient or residential basis for those patients in need of such a setting.

5. Other outpatient care, encompassing continuing care, monitoring, and relapse prevention
for those with substance use disorder comorbidity.

(b) Services Within a ContinuunDepending on a patient’s stage of recovery and clinical
needs, the following services should also be available in the intensity and frequesieg dgta
comprehensive individualized treatment plan:

1. Medical services;

2. Psychiatric care for PTSD and non-PTSD comorbid diagnoses, including medication
management;

[

Family education and counseling;
4. Domestic violence assessment and treatment;

5. Educational, vocational and employment services, including Compensated Work Therapy
(CWT);

o

. Social and independent living skills;
7. Relapse prevention skills training for patients with substance use disorder cotyicabitli

8. Housing assistance encompassing Health Care for Homeless Veterans)(idlaeifment
assistance, and Domiciliary services.

(c) Service Settings within a ContinuurA. spectrum of treatment options needs to be
preserved for veterans with PTSD. Outpatient settings should maximizeilaiibessxpertise,
and clinical efficacy. Staff should have the capacity to address the sevenotyicitiy
complexity, and comorbidities associated with PTSD. There is a small coréeotp&dr whom
treatment in an intensive inpatient or residential setting is a medicabkitgcdhere are times
when a patient whose primary problem is PTSD may also require other psychiaigesin
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addition to those found in specialized PTSD settings. Examples include emergenhies
suicidal behavior, which may require care on a general psychiatric unit; or g@ecsglbstance
use disorder treatment needed before PTSD care is initiated, or during the cowakenefit.
Service settings within the continuum include:

1. Ambulatory Care. Ambulatory care, including PTSD Clinical Teams (PCTs); PTSD Day
Hospital; or Day Treatment Centers; Women'’s Stress Disdi@atment Teams, and Vet
Centers.

2. Residential Care Residential care (including PTSD Residential Rehabilitation Programs,
CWT/Transitional Residences and Domiciliaries and

3. Hospital Care. Hospital care, including acute stabilization and treatment, evaluation and
brief treatment, general psychiatric care, intensive psychiatrioteaatand the specialized care
found within a Specialized Inpatient PTSD Unit (SIPU).

(d) Primary Care A primary care PTSD program link should be established that provides
appropriate medical services for veterans with PTSD because of the assafiatress
disorders with other medical disorders and because the PTSD population is agingy ¢iena
services may be coordinated in a variety of ways, such as providing mental healthndioh
medical primary care teams or providing medical clinicians on mental heattargrcare PTSD
teams. Designating liaison staff between the two is another alternativee agpmesaches
promise to promote increased efficiency of overall healthcare by improving outaethesing
medical costs and improving patient satisfaction.

(e) Special Veteran Populationall PTSD treatment programs should be sensitive to the
special needs of their patients including issues of homelessness, substancedese plgcical
disabilities, HIV positive status, and other medically compromising conditions. Iticagldi
treatment programs should be responsive to the special needs of elder veteranss mfember
ethnic minority groups, and female veterans. PTSD symptoms in older combat vetydinstm
appear after they retire from their life’s work.

() Practice Guidelined’ractice guidelines for PTSD are available within Module P, MDD
Guidelines available at VHA medical libraries and the intranet,
http://vaww.mentalhealth.med.va.gov (see App. B).

(4) Outcome Monitoring. VHA Headquarters (116), and VA’'s NEPEC, in conjunction with
facilities and the VISNs, have developed a standard national outcome monitoring system
including GAF and performance measures for the PTSD SEPs. These include both population
outcome measures and program outcome measures. Such measures will assisttingetred
effectiveness of treatment.

(5) References
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Fourth Edition (DSM-1V}, Washington, DC, p. 424, 1994.
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e. Homeless Mentally lll Veterans

(1) Background and Definition

(a.) History VA’'s homeless programs were initiated in 1987 with the passage of Public Law
100-6 The law created the Homeless Chronically Mentally Ill (HCMI) VeteRnogiram which
gave VA authority to establish clinical teams to address the needs of homedeass/ahd to
contract with community-based organizations for the provision of residential canaceS were
broadened and additional sites were funded and, although HCMI remained the core of these
programs, in 1993, the term HCHV was adopted to serve as a broader title. HCHV ismmgsmeti
used interchangeably with HCMI but generally it is used to reflect augmentedrprdgsigns
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and services and to reduce the stigma that may be associated with the “chrovaosiyy ill”

title. Subsequent legislation and increased Congressional appropriations, asastditianal
collaborations with other Federal, state, and local agencies, and non-profit orgasjzsve

created an expanded and diverse mix of treatment and assistance programs f@ashatezkns

that varies with each site dependent on local need and ingenuity. In a statement before the
Committee on Veterans Affairs’ Subcommittee on Health, on June 17, 1998, the Undemnsecreta
for Health identified medical services and other support to homeless veterang’adiik

mission (in addition to general medical care, education, research, and support to DOD).

(b) Current ProgramsCurrently, VA offers a wide array of special programs and initiatives
specifically designed to help homeless veterans live as self-sufficemlindependently as
possible. In fact, VA is the only Federal agency that provides substantial handsstanessi
directly to homeless persons. Although limited to veterans and their dependents, MA's ma
homeless-specific programs constitute the largest integrated network dékstneatment and
assistance services in the country. Many of VA’s homeless programs operatéaralespices
of HCHV. Other VA initiatives that provide services to homeless veterans stafdighed by
subsequent public laws, encouraged by parallel efforts of complementary VA maitttal he
programs, or set up through collaborations with other federal agencies. Key VA malgaam
provide services for homeless veterans are outlined as follows:

1. HCMI Veterans Program: outreach, assessment, case management and cebaseaity
contracts for housing.

2. Domiciliary Care for Homeless Veterans (DCHV) Program: outreacksssent,
treatment planning, service delivery, outplacement, and after care.

3. CWT/TR: vocational development and work therapy linked to community-based
residential living;

4. Department of Housing and Urban Development — VA Supportive Housing (HUD-VASH)
Program: case management in the community and HUD assisted independent living.

5. Supportive Housing (SH): case management in the community and independent living.

6. Social Security — VA Outreach (SSA-VA): outreach and social security tsenefi
assistance.

7. Veterans Benefits Administration (VBA) — VHA Collaborative Initiative: reath and
veterans benefits assistance.

8. Community Homelessness Assessment, Local Education and Networking Groups
(CHALENG) for Veterans: National assessment, coordination, and planning oeseiaric
homeless veterans.

9. VA Homeless Providers Grant and Per Diem Program: assistance for community
providers in creating and operating supportive services.
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(c) Extent of the Problemlt has been estimated that one-third of all homeless adults and 40
percent of homeless men are veterans of the United States armed forces (Rcetealh&894)
and that on any given night there are approximately 250,000 homeless veterans livingrs shelte
or on the streets of American cities. Perhaps twice as many veterans nrsnegpe
homelessness over the course of a year. Many other veterans are considered ausskobec
their poverty, lack of support from family and friends, and precarious living conditions in
inexpensive hotels or in overcrowded or substandard housing.

(d) Patient Characteristics\lmost all homeless veterans are male (about two percent are
female) and the vast majority are single. Homeless veterans tend to be older@aedunated
than homeless non-veterans (Rosenheck and Koegel 1993). A majority of veterans seen in the
HCHYV programs in Fiscal Year (FY) 96 were judged to have a serious psychiaubstance
use disorder problem. Just under one-half had a serious psychiatric problem (i.e., psychosis,
mood disorder, or PTSD) and three-fourths were described as dependent on alcohol and/or drugs.
Roughly 55 percent were African American or Hispanic (Kasprow et al, 1997).

(e) Costto VA In FY 97, VA spent a total of $93.1 million on programs specifically for
homeless veterans. In addition to these direct costs, there are additionaletsosiat VA
continues to treat homeless veterans in its acute inpatient units. The FY 96 End-St:Yeg
of Homeless Veterans in VA Acute Inpatient Programs (Seibyl et al, 1997)ed\hat 13.5
percent of all veterans hospitalized in acute care described themselves asba@tile time of
their admission. Additionally, the study reported that 7.5 percent of these patient®inageut
were objectively homeless, residing in shelters, the streets, and sinaldorhsqrior to their
admission.

() Treatment Works The core programs of VA’'s Homeless Treatment and Assistance
programs are monitored by the VA’'s NEPEC. Data from these monitoring efforedteate
the success of specific courses of treatments designed to address the causéectd/of
homelessness. Additionally, the literature suggests that successfatiingethe homeless
populations at times requires nontraditional techniques and practices. It has been shown tha
there are unique dynamics of and within the homeless population. The homeless veteran has
specific needs. These needs can be addressed by VA's continuum of care, consistingsd a dive
mix of community-based services.

(g9) Nature of lllness Homelessness itself is not an iliness, however, the causes and effects of
homelessness can be. Causes of homelessness may include mental ilinesseepuessam
or psychosis; substance use disorder; or personality disorders. A veteran may beshomele
because of a lack of education or job training. Confounding this issue is the fact that mental
illness could also be an effect of homelessness. Other effects of homelesdondssphysical
problems; diseases or infections; social isolation; and criminal complicatidnsaccurate
assessment as to the causes versus the effects of homelessness is an papartavaluating
the homeless veteran and formulating a successful treatment plan.
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(2) Principles for Treating Homeless Veterans Disabled by Mental lliness

(a) VA is committed to providing an integrated, comprehensive, and cost-effemttueucim
of care for homeless veterans disabled by mental illness (see subpar. 2c).

(b) Caregivers should recognize that HMI veterans may not seek treatmersiebeiceneir
isolation, distrust of VA, or unwillingness to pursue services. These veterans shouigktezta
and contacted through various means of assertive outreach to and within the community.

(c) VA staff, actively collaborating with other Federal, state, county, aty nonprofit
community services agencies dealing with homeless persons, should develop resdargea t
network of services for homeless veterans. Collaborating groups could include advocacy
organizations such as homeless rights groups, coordinating bodies such as homdiess,coali
service providers such as homeless shelters and drop-in centers. At times VAvids/ the
leadership to create these collaborations for an entire community.

(d) Intervention should focus on establishing rapport and a trustful relationship with the
homeless veteran and addressing practical needs, as the veteran perceivesrthess.sBeuld
be made available in a non-threatening location where the veteran is comfortable.

(e) Assessment should focus not only on the causes but the effects of homelessnas®in orde
develop an accurate treatment plan that meets the needs of the veteran.

() Treatment should include active case management for veterans whaaltg htameless,
on the streets or in shelters, as well as for those placed in community-basetia¢ sieltings.

(@) In many cases, only after the environment has been stabilized will homelaadiynill
veterans be willing to address issues regarding their emotional lives arahsigis.

(h) With the closure of many VA inpatient substance use disorder and psychiatry besls, ac
by homeless veterans to transportation for outpatient services has become an issaasad
importance. Outreach, case management and residential treatment effoddsts®iisitive to
the needs of homeless veterans regarding transportation to other government services
community referrals, VA facilities, and community treatment provid&taff should ensure that
homeless veterans are physically and economically able to keep their scheduleenbwipgds.
Discussions regarding transportation should be documented in the patient's record.

(3) Continuum of Care for HMI

(a) Components of a Continuurithe following components should be readily accessible to
all veterans, when clinically indicated and available:

1. Assertive community outreach to those veterans living on streets and in shelters who
otherwise would not seek assistance.
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2. Residential rehabilitation options such as placement in community settingctazhba
VA, community settings under partnership or collaborative agreements with VA, support
housing arrangements through the HUD-VASH initiative, VA Domiciliary caognams, and
CWT/TR's.

3. Long-term, sheltered, transitional assistance with case management,neemploy
assistance, and community linkage, moving towards permanent housing.

(b) Services Within a ContinuunDepending on the patient’s causes and/or effects of
homelessness and clinical needs, the following services should be available:

1. Outreach. Outreachs theengagement of the veteran in community locations (shelters,
soup kitchens, parks, bus or train stations, and on the streets);

2. Intake Assessment Intake assessment is the clinical evaluation of the veteran and the
determination of eligibility for services followed by referral to needed naétheatment for
physical and psychiatric disorders, including substance use disorder;

3. Community Case Management.Community case management is the direct services or
linkage, referral, or other assistance for veterans not currently in redidettifags or inpatient
care;

4. Psychiatric and Medical Examination. The psychiatric and medical examination are the
evaluations conducted at the VA medical center, on an inpatient or outpatient basis;

5. A Comprehensive Individualized Treatment Plan A comprehensive individualized
treatment plan dictates the intensity and frequency of seriM@3JE: This treatment plan,
however, may not be formulated and/or followed in the traditional manner given the sometimes
unpredictable nature and hard to reach character of the population.

6. Initiation of Treatment Intervention . Initiation of treatment intervention is the contact
which especially focuses on the acute needs of the veteran, and often involves sialulizhe
veterans’ psychiatric and/or medical condition;

7. Residential Treatment Residential treatment means contracts with community-based
residential treatment facilities and halfway houses, and/or sharing agsanith community-
based provider organizations for brief to intermediate lengths of stay and/or VA omthed a
operated residential rehabilitation programs, such as HCMI CWT/TRs; and

8. Continuing Case Management Continuing case management is the oversight of services
provided while in residential treatment and assistance with or follow-up to suppgortryento
the community.
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f. Elderly Veterans with Psychogeriatric Problems

NOTE: Elderly veterans with psychogeriatric problems, i.e., psychogeriatric patients, are not
specifically included as special populations underghgibility Reform Act or as requiring a
Special Emphasis ProgranThey are included in these Guidelines, however, because they do
require special programming and medical care.

(1) Definitions

(a) For the purpose of this document, psychogeriatric patients are defined as tthase wi
psychiatric disorder who are age 60 or older. Younger individuals in the age range 50 to 60 years
who have early-onset dementia or other clinical presentations common to psychogeatii&nts
also are included as are elderly patients for whom legal and ethical issuegetemy arise.

(b) Typical psychogeriatric patients include those with depression, demenigy anx
psychosis, and/or memory disorder; the frail elderly with multiple medical actiipgyc
comorbidities; the aging chronically mentally ill; and elderly patientk watgnitive and
behavioral problems arising from a variety of sources. In many instances, the patigiations
appropriate for psychogeriatric programs will overlap considerably withrexigériatric
programs, such as Geriatric Evaluation and Management (GEM) Programs, demgstias
well other established geriatric medicine programs, and will be well servemllagorating
rather than mutually exclusive programs

(c) Psychogeriatric programs may be conceptualized in two tracks tleat te# needs of
two psychogeriatric patient groups. These are "psychogeriatric,” and "mgslychlogeriatric."

1. Psychogeriatric progranase intended to serve those who, following appropriate medical
and psychiatric evaluation, are seen primarily to be physically healthy, or to laiehe
stable, chronic medical conditions, and require ongoing evaluation and treatment of psychiat
disorders.
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2. Medical-psychogeriatric programse intended to serve those who, following appropriate
medical and psychiatric evaluation, are found to need simultaneous evaluation and active
treatment of both psychiatric and medically unstable conditions.

NOTE: Identification of programs as "psychogeriatric" and "medical-psychogeriatric" should
not be interpreted as a requirement to create competing programs or restrict acdasselyc

but only to remind clinicians that the populations are somewhat different. At many VA medical
centers, there will not be sufficient demand to establish both types of programs. Patients who
need simultaneous medical and psychiatric evaluation and treatment may be accommodated in
the most appropriate setting that offers appropriate medical and mental health staff resources.

(d) Psychogeriatric patients often move from one level of care to another. In ondeur® e
effective, high-quality diagnosis and treatment, psychogeriatric servioakigrovide both a
continuity of providers who know the patient and are responsible for integrating the patient’
services and an integrated range of available program elements.

(e) Hospital stays of relatively brief duration may be needed to provide resgaenily
members or other caregivers, thus extending the period of time that the patient may be
maintained at a less restrictive level of care; e.g., at home with outpagemniént.

(2) Interdisciplinary Approach. Because of characteristic medical and psychosocial
comorbidities, exemplary geriatric mental health care requires an stipidhary team approach
that incorporates the perspectives of the full range of healthcare professiohdks sdhe
providers may be assigned to a specific clinical team, others may be avalphlt af an
extended team through consultation or specific clinic visits.

(3) Special Issues

(a) There are a number of special issues to be considered in developing mentativezdth s
for older veterans. These include:

1. Special attention to the physiology of aging.

2. The presence of multiple physical and mental comorbidities, including substance use
disorder, which may be diagnosed or undiagnosed.

3. Associated socio-cultural and psychosocial problems and spiritual injuries, such as
bereavement and social isolation.

I~

. Special issues of geriatric psychopharmacology.
5. Under-utilization of mental health services and the need for outreach.

6. The crucial role of the older patient’s family or other social support system.
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7. Issues of patient mix (e.g., mixing elderly with younger psychiatric patientsaxorg
demented with non-demented patients).

8. Psychogeriatric assessment issues including neuropsychological testing.

(b) These issues are discussed in detail in VHA Program Guide 1103.22, Integrated
Psychogeriatric Patient Care.

(4) Staffing Considerations

(a) Owing to the national shortage of a staff with psychogeriatric trainchg@xgerience,
generically trained care providers must be aware of the need for seekingzg@ciahsultation
so that treatment and/or rehabilitation planning and provision of care adequately ceasider
patient's unique needs. Access to expertise on aging is crucial. Staffing in psiathog
programs varies as a function of patient mix, program design, and availabilitif efigta
specialized training in working with older patients. In the ideal medical cdmete, core staff
in a psychogeriatric program should include a:

=

. Geriatric psychiatrist,

N

. Geriatrician,

[

Psychiatric social worker with training and/or a special experience in gegyt

4. Clinical nurse specialist or nurse practitioner with training in psychiatrnsing and
geriatrics and/or gerontology, and a

5. Geropsychologist or psychologist with training in gerontology.

(b) Members of other disciplines can provide valuable assistance either asaocoraémbers
or through liaison arrangements. In particular, the Health Care Finance Adatimims(HCFA)
and Joint Commission on Accreditation of Healthcare Organizations (JCAHO)erduat a
pharmacist evaluate the drug therapy of geriatric patients. A clinical challa special
training in gerontology can also be helpful, where availalieaddition, psychogeriatric
programming can benefit considerably from the assistance of volunteers walkhgit patients
concerns in conversation or to serve as an escort for appointments or errands.

(c) In community based programs, the needs for staffing will take into consadettadi
numbers of patients, the intensity of their symptoms, and the availability of community
resources, caregivers, and volunteers.

NOTE: The education of staff should be carefully planned and up to date. Moreover, all staff
members need to be trained in the management of elderly patients.

(5) The Psychogeriatric Continuum of Care
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(a) Environmental Structures or Settindg@vironmental structures or settings range from
homes with support from family members, to retirement centers with acceesial €are if
needed; other community residential care settings; outpatient clinics andatayaint settings;
VA or state Domiciliaries; VA, state, or private nursing homes with psyctaigersettings; and
intermediate to highly staffed hospital settings.

(b) Professional Intervention®rofessional interventions range from outreach and education
of patients, their families, community agencies and nursing homes, to case mamagem
including crisis management by phone or in person, and consultation, evaluation, treatment, and
follow-up for veterans in various settings, including moderate to intensive treantent
rehabilitation in special clinics and hospital settings.

(6) References
(@) VHA Program Guide 1103.22, Integrated Psychogeriatric Patient Care, March 26, 1996.
(b) Van Stone W. “Veterans Affairs Medical Centers and Services for toad@gyiatric

Patient.” In Kaplan HI and Sadock BJ, Comprehensive Textbook of Psychiatrgl\2l. pp.
2629-2631, 1995.

g. Providing Services to Veterans Living in Rural Areas

NOTE: Veterans living in rural areas are not specifically included as sp@apulationsunder
the Eligibility Reform Act or as Special Emphasis Programs under VHA Directive 96-06%. T
are included in these Guidelines, however, because they do require special programming to
provide accesgo medical care.

(1) General Principles to Consider

(a) Most rural clinicians need to be generalists competent to treat alsthegybaeral
psychiatric problems seen in VA practice. Functions performed in urban settingstat m
health clinics and by PTSD clinical teams and outpatient substance abuse tehtoseee
combined in any rural clinic. Inpatient units need to function the same way with many rural
programs having to combine acute psychiatry, inpatient substance use disordeicdgtoxdind
stabilization, PTSD rehabilitation, and longer term care all in one unit.

(b) Willingness and comfort in doing telephone therapy is essential for both dmasid
patients. Using telemedicine equipment for interviews from isolated emgngems also has
occurred and is desirable where feasible.

(c) Traveling clinics are often desirable, particularly where competentathealth providers
in rural sites are rare. VA staff members need to find ways to provide dirgcesdo remote
towns and population clusters. Local armories, grange halls, service clubs, and véedlsn’
usually are willing to let VA use their space at no charge if VA cliniciaasviling to travel to
that site to extend services.
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(d) Coordination of care activities with Vet Centers, Indian Health ServicB, B@
Department of Health and Human Services (HHS), community mental health cetatiers
mental health, and other federal and state agencies is desirable. Oftemestanas can be
pooled in joint clinics to provide more effective and cost efficient treatmemnsgst

(e) Availability of lodger beds is a useful option making it possible for veteransre for
outpatient care from distant sites. Coordination of appointments between all skmicees
treating veterans from distant locales, i.e., beyond 50 miles, is highly desirable.

(2) Guidelines for Using Tele-Mental Health Technology

(a) Definition: Tele-mental health is the use of communications technologies to provide and
support mental health care when distance separates the participants.

(b) Activities Tele-mental health activities include both the use of the telephone for mental
health service and the use of videoconferenocmgteractive television technologies for
providing or supporting mental health services.

(c) Telephone Use in Mental Health Services

1. The use of the telephone for communication with patients is an integral part of quality
mental health care. The use of the telephone for clinical purposes can range from psycho
educational support to crisis evaluation and intervention and may include a follow-up contact
with a patient following hospital discharge. The information obtained and provided using the
telephone in clinical decision making should be integrated with information obtained foom pr
contacts and assessments and incorporated within the patients’ records.

2. Telephone liaison care prograare available to provide information, guidance and
direction for patients (see VHA Program Guide 1120.1, 1997.)

3. The use of interactive voice respof8&R) and automated response systems is being
evaluated to define further its role in clinical assessment and follow-up.

(d) Internet Access in Mental Health Services

1. The Internet and World Wide Web can serve as a valuable educational resource for
providers, patients and families. Providers and facilities should maximiziiitatenal use.
Access to the Internet will increasingly provide patients and families dithi@nal specific
education and information regarding their condition.

2. There is a growing recognition of potential adverse effects related to userdkthetl
including the potential for misinformation and unsound advice. (Jadad, 1998.)

3. Patients may also have questions regarding mental health services identfiadable

using the Internet. Patients should be advised regarding the limitations of thagesaict
treatment or assessment decisions.
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(e) Videoconferencing and Tele-Mental Health

1. The use of two-way teleconferencing or tele-mental health for assessmeraragkment
of mental health conditions has been rapidly increasing. Clinicians are reteareglsburce
document for Telepsychiatry via Videoconferencing (American Psychiatsicciegion (APA)
Committee, 1998). Most tele-mental health activities are conducted using cadpiegsl
videoconferencing equipment. Most activities have used 384 Kilobytes per second (Kbps) or
higher bandwidth transmission, though transmission at 128 Kbps using desktop equipment
appears suitable for an increasing number of clinical applications.

2. The use of tele-mental health services should be directed towards increasvagjaldity
and access to services for patients in areas where geographic barrierSagisnental health
service delivery should facilitate and complement already existing meatti Bervice delivery
processes.

3. Tele-mental health services generally require a team approach involving a plasated
at a distance from the location of the patient and provider team members at thesrendiee
team process should be coordinated to maximize the benefit to the patient.

4. Patients should be fully advised and give informed consent regarding the nature of the
activity, limitations, possible adverse reactions or contraindications, conélitgrissues, and
alternatives to this intervention, just as if the contact were direct.

5. Documentation of assessments, consultations, and clinical decisions should be fully
integrated within the medical record. Provisions should be made for emergencisor cris
management situations, which clearly identify responsibilities for maregeshthe clinical
interventions.

6. Videoconferencing is useful in facilitating joint team conferences betwedreimpand
outpatient facilities as well as providing consultative support for education eén¢siand staff.
Family support groups and visitation can also be facilitated using videoconfererstemsy

7. Technical consultation and support from Information Resource Management (IRM) are
essential in maintaining quality of videoconferencing capabilities and implatiwenof this
capability.

8. Ongoing evaluation of tele-mental health services is essential to continue ify ident
appropriate uses, cost-benefits, and outcomes associated with this method of service.

(3) References

(&) APA Committee on Telemedical Services. APA resource document on ¢biapyyia
videoconferencing, 1998. Internet at http://www.psych.org/pract_of psych/tp_paper.html.

(b) Jahad AR, Gagliardi A. “Rating Health Information on the Internet,” JAMA:611-
614, 1998.
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(c) VHA Program Guide 1120.1. Telephone Liaison Care, March 25, 1997.

h. Special Issues for Women and Other Minority Veterans

(1) Women Veterans. Women veterans are recognized as one of the special emphasis
populations. As such, VHA is committed to maintain the overall capacity to provide psogram
care for women veterans, including provision of high quality mental health care.

(a) Women veterans seeking VA mental health care often have unique needs compared to a
primarily male patient population. These include:

1. Privacy, safety, and comfort in all VA settings;

2. A significant peer group of fellow women veterans in group treatments and in hospital and
residential settings;

3. Access to counseling and treatment for sexual harassment and abuse before, during and
after military service;

4. Access to gender-specific care and other woman-related services, suatgaisatder
clinics; and

5. Special considerations regarding minor aged children.

(b) Sexual trauma services should be available at each facility and ard pteseer 60
Readjustment Counseling Centers, i.e., Vet Centers, nationwide.

(c) In addition to general mental health services available to women veteringHa a
inpatient and outpatient settings, VHA provides six inpatient units designatedcsblgdibr
women and four women'’s stress disorder teams.

NOTE: A Task Force chaired by the Director, Center for Women Veterans, Director, Women
Veterans Health Program and the Associate Consultant for PTSD, MHSHG, has begun work on
Mental Health Guidelines for Women Veterans.

(2) African-American Veterans. African-American veterans often have special issues
regarding cultural differences and experiences in the military that areradt understood by the
majority population. Sensitivity to such issues and involvement of African-Ameiiatinns
planning and treatment may help to alleviate some of these issues.

(3) Latino Veterans. The growing Latino minority, especially in areas of the country with
large Latino populations, also has cultural needs that require special attentiortrexatimgnt
planning. Most veterans, having served in the armed forces, speak excellent English; howeve
communication with friends and relatives may require bilingual staff to commersind
understand both the words and the cultural issues.
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(4) Native-American Veterans. At locations near large Indian reservations VHA has a
growing number of programs focusing on providing treatment for Native Americanngtera
Service in the armed forces has been part of a long and honorable warrior tradition in many
Native American cultures. Outreach to Native American veterans requiseB\sty to the wide
range of cultural differences within their many populations, as well as to isseesldy those
who are primarily assimilated within the majority culture. Asian and/offiPdslander veterans
also share special issues described in the Matsunaga Study (NCPTSD, 1997).

NOTE: Broad categories like “African American, Latino, and Native American,” cover a rich
variety of subgroups within each category who may or may not share common attitudes about
mental illness and healthcare. In truth, the same can be said of the "majority” population. Our
goal is to better understand and meet the needs of members of these diverse populations and of
all the unique individuals we serve.

(5) Reference.National Center for Post-Traumatic Stress Disorder (NCPTSD) and Nationa
Center for American Indian and Alaska Native Mental Health Research (NOAHR):
Matsunaga Vietham Veterans Proje€ebruary, 1997.

4. PROGRAM ELEMENTS AND SETTINGS
a. Overview

(1) Journey of Change. The Journey of Changmvisions innovations in providing medical
care including new modalities, settings, and interventions. This paragraph shifthé& more
theoretical focus presented in paragraphs 1 through 3, to practical, nuts and boltsonsygesti
transforming innovative ideas into the definitions and data collection conventions requihed by
Eligibility Reform Act (see subpar. 3a) and prudent business practice. The follprem@gms,
program elements, and settings are defined in the context of the need for a common yocabular
and common data code definitiondOTE: See subpar. 2b(1) for the definition of "program”
and “program element.” DSS ldentifiers, formerly called “stop codes,” are defined in Appendix
D, but are subject to change. Local administrative services should have the latest publications.

(2) Admission to Mental Health Care

(a) The process of admission to care varies widely among VA medical cemteimacs
reflecting their differing size, mission, location, community practice norntstteeir relationship
to academic and other non-VA resources. For each patient seeking medical careviimgfol
issues must be addressed in a flexible manner:

(1) Eligibility determination,

(2) Acuityissues,

(3) A safe place for assessment,
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(4) Availability of records and/or information from family or referring agesc

(5) Referrafor care of often multiple comorbidities, and

(6) Access to beds and/or alternative resources.

(b) Patients already enrolled into a primary care team or who have acceasd¢areanager
clearly have an advantage over patients who must negotiate the admission “eystem”
themselves.

(c) Practitioners and administrators have devised special programs, procaddis=tings
in addition to the traditional emergency or admission room, that are relevant toshateinyt

into mental health practice. The following are examples:

1. Telephone consultation and triage services available 24-hours a day (VHA Progdem Gui
1120.1);

2. Mental health admission, triage, and outreach teams that may see paticiotpfogide
crisis or other appropriate intervention before formal eligibility is confibnaad

3. The 23-hour (up to 48-hour) observation bed, available when a period of time is needed for
a patient to stabilize before making a more thorough assessment.

(d) Procedures also exist for reviewing patients’ psychiatric and metituzs svith a
transferring facility’s clinical staff to ensure that:

1. The patient’'s mental health problems are clearly understood and within the depaddilit
the receiving facility to manage (VHA Program Guide 1120.1, Telephone Liaison &ade)

2. That the patient is medically and psychiatrically stable enough to be safelietred.

b. General Mental Health (Seriously Mentally Ill Veterans)

NOTE: All of the following program elements qualify as “specialty settings” for patients
designated as disabled by a serious mental illness under the Eligibility Reform Act. &hey ar
available for all psychiatric patients.

(1) Mental Health Primary Care Teams
(a) Mental Health Primary Care Teams represent a new way to provide therdard care for
veterans with a mental illness (see subpar. 2¢(3)). Teams may follow themtp#troughout the

mental health continuum and across diagnostic groups and provide whatever intensityagitinter
is clinically indicated. If administered as one organization, this qualifiagasgram.
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Mental Health Primary Care Teams

June 3, 1999

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial | Residentia Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital
Low
Moderate
High
Very High

NOTE: Intensity(of therapeutic interventions) and Levédé$ therapeutic milieu, supervision or
structure) are described in more detail in subparagraph 2d and following pages.

(b) Since primary care team members see patients in all possiblessétismgnportant in
capturing costs to use DSS Identifiers associated with those settingsitsPsen by a primary care
team who are not seen in another setting or program element, as described in trapipashguld be
coded under DSS 531 (MH Prim Care individual) or 563 (MH Prim Care group). If patients are
provided specialty substance use disorder, PTSD, or homeless treatment by tdaamsiie8s
Identifiers for those specialties should be used (see subpars. 4c, 4d, or 4e respectively)

NOTE: The following program elements are listed in order of the five levels of settings
presented in the Figure in subparagraph 2d(1)(c$darting with the least intensive

environmental structure to the highest, in order to make comparisons with non-VA mental health
sectors easier (see App. C). The accompanying diagrams for each program and/or element
indicate that VHA’s mental health programming does not neatly fit those categories. @ediniti

of DSS identifiers sorted by number are found in Appendix D.

(2) Community Based Clinics. Community-based outpatient clinics (CBOGajbile clinics,
and veterans outreach centers are increasingly used to provide mental healtareateengeteran's
home.

Community-Based and/or Satellite Clinics

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial | Residentia Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital
oderae —
Moderate
High
Very High

(&) Mental health issues should be addressed at all CBOCs. Mental healthgnalfess
smaller CBOCs need regular access to mental health specialists asaddple at larger VA
facilities through administrative links, scheduled telemedicine contactstdeace consultation
visits, or other arrangements in order to maintain their proficiency.
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(b) Mental health workload at these clinics may be captured using the same dbdes as
used at Mental Health Clinics.

(3) Mental Health Clinics (MHCs)

Mental Health Clinics

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial | Residentia Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital
Low E—

High
Very High

NOTE: Shading of different intensities across the Levels continuum suggests that treatment team
may follow patients across levels of care to differing degrees.

(&) MHCs are the basic outpatient settings within the mental health carrylslistem. MHC staff
provide primary and specialty mental health care for patients whose mentalgreblems can be
resolved and stabilized within the community, and essential aftercare for p&tiwwing a period
of hospitalization. Some MHCs may provide medication clinics or other servicediémtp@nrolled
in partial hospitalization or residential treatment programs (lightly shas).

(b) The MHCs are designed to provide direct services including the entire rangdeshrmental
health assessment and treatment modalities.

(c) Examples of special modalities that may be found within MHCs are:
1. Crisis intervention,

2. Admission triage teams,

Ip

Family therapy,

IN

Special programs for Prisoners of War (POWS) or PTSD patients,

I

Substance use disorder and dual-diagnosis treatment,
6. Primary ambulatory medical care for psychiatric patients, and
7. Case Management.

(d) MHCs may locally be named psychiatric outpatient clinics, primary iezaéh care
clinics or whatever name is clinically appropriate for patient care.
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(e) With respect to VERA and the requirement to maintain “capacity” withinddolv 104-
262, however, the MHC codes (502 MHC indiv. or 550 MHC group) should be used for general
mental health services performed in any mental health outpatient clinic sétwegunter forms
initiated at each visit to a clinic capture the diagnosis and identity of the provider.

() DSS Identifiers for Psychiatry (509 indiv., and 557 group), or Psychology (510 indiv., and
558 group) are better restricted to other settings where primarily psyabigsychology
services are rendered. Examples might be emergency rooms, or special beheaitralinics.
Psychiatry consultation (DSS 512) would be appropriate in medical or other settinds otits
the MHC

(g) Specialty PTSD clinics within MHCs should use DSS 516 and DSS 562, (PTSD group,
and PTSD individual, respectively);

(h) Specialty substance use disorder clinics within a MHC should use 513 (Substarese Abus
individ), and 560 (Substance Abuse, Group).

(4) Standard Case Management

NOTE: A diagram does not accompany programs or program element definitions where the
description in text is sufficient.

(a) Categories Subparagraph 2c(4) of this Program Guide describes organization of standard
case management into three general categories:

=

. “Door to Door” case management.,

IN

Primary therapist., and
3. Medical care management.

(b) Since standard case management services are provided in most outpatient and many
inpatient settings and are generally integrated into basic medical or imeaital care, DSS
identifiers associated with the workload are those appropriate for the settingntyuthe case
management services are captured under a wide range of Current ProceduradldgyngCPT)
codes including the Evaluation and Management codes for medical conference, 99361 and
99362; and telephone call, 99371-99373. (American Medical Association (AMA), 1897).
codes change frequently and updated manuals must be sought from VA medical adwenistrati
services or libraries.
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(5) Intensive Community Case Management (ICCM)

Intensive Community Case Management

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial Residentigl Professional High staff
- Outpatient] Hospital | Treatment Care Setting Hospital
Low
Moderate

Very High

(a) This program, a modification of the "community crisis teams" and ACT provicedne VA
and non-VA mental health settings, brings high intensity, interdisciplinary, piafassupervision to
severely psychiatrically disabled patients residing in a variety of comyrsetiings, e.g., family
homes and apartments, community residential care, and in psychiatric and generghamnes.
Many VA facilities are offering a well-researched version (see subpd)(@(), monitored out of
the NEPEC, called IPCC.

(b) Aspects of Intensive Community Case Management (ICCM) Teams that éadptpelinical
deterioration that often leads to re-hospitalization are:

1. Provision of medication maintenance,

N

. Behavioral intervention,

[

Family counseling,
4. Crisis intervention services, and
5. Community-based rehabilitation.

(c) The programs are relatively resource intensive and should be seen pasarilglternative to
long-term hospital care.

(d) Hours of professional contacts per patient may range from 5 to 21 hours per week.

(e) DSS identifiers for NEPEC-supported IPCC teams ardyb52 (IPCC community) and
546 (IPCC telephone). Other ICCM visits and telephone contacts are to use the new DSS
Identifiers 564 (Intensive Comm. Case Mgt.) and a 147-564 credit pair to capture the telephone
calls.

() ReferenceAMA. CPT 98: Physicians’ Current Procedural Terminojogy39, 1997.
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(6) Day Treatment Centers (DTCs)

Day Treatment Centers

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial Residential  Professional High staff
- Outpatient| Hospitall Treatment  Care Setting Hospital
Low
Moderate
High
Very High

(a) DTCs are designed to maintain psychiatric patients with severe arsigm¢nsiental
iliness at relatively stable levels of functioning within the community usiegabilitation focus
that facilitates independent living. DTCs offer a wide range and intensity okgiafal
interventions within a moderately structured setting as much as 6 to 8 hours a day.

(b) These programs provide:

1. A supportive learning environment for patients having chronic, severe psychiatasaline
difficulties with community adjustment; interpersonal relations; and vocatosreducational
problems.

2. A setting permitting patients to remain within their social and family envieohmhile
receiving treatment, or to participate in a residential rehabilitation prodyat provides a
structured, therapeutic living environment to reinforce day treatment interventions

lw

. Cost-effective alternatives to repeated or prolonged hospitalizations.

4. Improvement of the quality of life.

5. Maximum social and vocational rehabilitation.

(c) Patients in DTCs often have had long and/or multiple periods of hospitalizationsednd ne
continued monitoring of their general health and medication needs. Patients in DTCs may
receive treatment in this setting 3 to 5 days per week or more and may continue for months or
years NOTE: Less intensive or lower level alternatives should periodically be considered.

(d) Some DTCs:

1. Offer services on weekends;

2. May work closely with intensive case management teams or hospital-baselita¢ibabi
programs;

3. Develop special programs for psychogeriatric patients;
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4. May work with CWT or other supported/therapeutic work programs;
5. May work in conjunction with Psychosocial Residential Rehabilitation Treatment
Programs (PRRTPs) to develop psycho-educational skills to be practiced indeatraksetting

then transferred into independent living.

(e) DSS identifiers for DTCs include 505 (DTC individual) and 553 (DTC group). Exceptions
would be psychogeriatric Day Hospitals, which would use DSS 578 (Psychoger DayBrogra

(7) Day Hospital Programs

Day Hospital Programs

Level 1 Level 2 Level 3 Level 4 Level 5

Intensity | Community Partial | Residential Professional High staff

- Outpatient| Hospital| Treatmept Care Setting Hospital
Low

Moderate
High
Very High

(a) Day Hospitals are the most labor-intensive ambulatory psychiagipeagrams. They
provide a moderate, specialized degree of structure that falls between fulhlcson or
residential rehabilitation programs and the more traditional models of ambudatery

(b) These programs are designed to:

1. Assist the veteran in avoiding full hospitalization and to allow the veteran to maintai
community ties.

2. Provide intensive diagnostic and treatment services to patients following mbgatie to
allow shortened lengths of stay and a more rapid return to the community.

3. Provide rapid evaluation, crisis intervention, transitional treatment, and fughgization
of psychiatric conditions in order to prevent rehospitalization.

4. Provide therapeutic services to:
a Seriously mentally ill patients (see subpar. 3b) in crisis;

b. Patients with medical and/or surgical impairments who are having diffidjltgtang to
the limitations imposed by their ilinesses; and

c. Veterans with PTSD and/or substance use disorder problems as comorbidities.

(c) Patients who benefit from Day Hospitals include those with few previouficaghi
mental health problems whose condition has been precipitated in part by situatioal cris
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(d) Following a period of intense treatment in Day Hospitals patients mayeecklitional,
less intense treatment in MHCs, or may be prepared to return to full independent living.

(e) Day Hospitals may:

1. Be used for initial evaluation of patients applying for psychiatric care;

2. Work closely with intensive psychiatric community care teams; and/or

3. Have a psychogeriatric emphasis.

() DSS identifiers for Day Hospitals are 506 (DH individual) and 554 (DH group).
Exceptions would be Psychogeriatric Day Hospitals, which would use DSS 578 (Ps\iapger
Program).

(8) Community Residential Care (CRC)

Community Residential Care

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Patrtial Residential Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital
Low ——
Moderate
High
Very High

(a) The CRC Program offers residential care, including room, board, and limisedger
care and supervision (often including supervision of medications depending upon individual state
laws) to veterans who do not require hospital or nursing home care, but who, because of medical
or psychosocial health conditions, are not able to live independently and have no suitable family
resources to provide needed care.

1. This program, originally designated as "Foster Care," began in the 1950s as a cgmmunit
reentry program for psychiatric patients no longer in need of acute hospital care.

2. Although the CRC Program has been expanded to include general medical and surgical
patients, nearly 75 percent of the 11,000 veterans currently enrolled in the program hawye prima
psychiatric diagnoses.

(b) The patient must essentially be capable of performing activities oflidaity (ADL) with
minimal, or no assistance, exhibit socially acceptable behavior, and not be a thedairto s
others.

1. Care is provided at the veteran's own expense in private homes or state-licensed priva
care facilities inspected and approved by VA, but chosen by the veteran.
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2. The veteran generally receives follow-up visits approximately monthly froraoéaal
workers and other healthcare professionals as indicated, and is an outpatient of ¥& local
medical centers.

(c) DSS Identifier for contacts with CRC patients in their settings is 88Rléntial care,
individual). The DSS identifier, 121 (Res Care FU), will be not credited for SMI itgpac
determination or for 30 day post discharge follow-up measures.

(9) Community-based Residential Treatment Settings These non-VHA operated settings
include psychiatric half-way houses, structured therapeutic group homes, and confrasedty-
residential treatment facilities.

(a) They are designed to provide transitional therapeutic experiences fotspahe
have just been discharged from VA psychiatric inpatient settings. In theagsegtterans
may consolidate gains acquired in the hospital and further prepare themselves for full
reentry into the community.

(b) In contrast to PRRTPs, these settings are generally owned by privgbecsietnes,
non-profit groups, or veterans organizations; they generally provide room and board plus
access to mental health treatment programs.

(c) Sometimes VA staff may be directly assigned to provide or augment care.

(d) Except for VA contract half-way houses for drug and alcoholeabuand HCMI
contracts, the veterans generally must pay rent from their own funds.

(e) Since patients at this level are considered outpatients, the same DEiSrlemuld
apply as other outpatientdlOTE: An exception is half-way houses on VA grouhds are
counted as beds. These are assigned a Treating Spédualgy5.

NOTE: Psychiatric Night Hospitalsoften described as a form of partial hospitalization, are
best considered under the PRRTP category if administered by a VHA facility.

(10) Psychosocial Residential Rehabilitation Treatment Programs (PRRTPS)

Psychosocial Residential Rehabilitation Treatment Programs

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Patrtial Residential Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital

Moderate
High —
Very High -

NOTE: PRRTPs include residential rehabilitation for other diagnostic groups discussed in the
other specialty sections following.
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(a) Program DescriptionPRRTPs (VHA Dir. 10-95-099, and ch. 1) represent a bed level of
care within the psychiatric continuum that is separate from inpatient hospital Heelse
residential beds provide a 24-hour therapeutic treatment setting for acute petientsiltiple
and severe psychosocial skill deficits related to their psychiatric disorB&THs utilize the
residential "therapeutic community” of peer and professional support, with a strgphg&sion
increasing personal responsibility to achieve optimal levels of independence uporgdischar
independent or supported community living.

(b) Location PRRTPs may be established either on VA medical center grounds or in VA-
owned or leased space in the community. Regardless of their location, PRRTP bedstark c
as VA beds, and must be reflected in the associated VA medical center’'s Gainsaig@&L)
statement along with Nursing Home care Units (NHCUs) and Domiciliaries.

(c) Treatment Services/eterans in PRRTPs generally participate in an intensive regimen of
outpatient services, such as substance use disorder, PTSD or general psyehimtént, day
treatment programs, or vocational rehabilitation. These outpatient servitksraszigmented
by the residential component of the program that emphasize self-care and pesgpamsiibdity.
Rehabilitation goals generally addressed in PRRTPs include, but are not lonited t

1. Social and independent living skill development,

2. Community survival skills, vocational rehabilitation,

[

Nutrition,

IN

Shopping,

I

Medication management,
6. Patient and family education, and
7. Acquiring appropriate housing.

(d) Staffing These bed sections are minimally staffed, since, by their residential (versus
hospital inpatient) nature, they are designed to maximize peer support andeself-car
Professionals, para-professionals, trained volunteers, non-professionals, andéot fesitients
may provide 24-hour per day, on-site supervisiBegardless of the type of on site staffing a
member of the professional PRRTP staff must be on call by radio, telephone, or bedper, at a
times, and clear channels of communication with VA medical center on-calirstaffalways be
maintained.

NOTE: In PRRTPs where the primary focus of the program is diagnosis-specific residential

treatment such as PTSD or Substance Use disorder, professional or para-professional staff may
be required for accreditation purposes.
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(e) Workload documentationNVorkload for PRRTP residential services that are not tailored
to a specific psychiatric diagnosis are reported by Bed Days of Care, usitiggl &zecialty
Code 25.

NOTE: PRRTPs are somewhat similar to Domiciliaries in that they both seek to provide the
best possible care in the least restrictive and most cost-effective settitigprBvide a

structured therapeutic environment that addresses the psychosocial needs of patients, and may
utilize the ambulatory care system for the provision of care. Unlike the Domesliatose

function is to provide a comprehensive biopsychosocial rehabilitation and/or long-term health
maintenance, PRRTPs are extended rehabilitation programs designed exclusively foe thfe car
the chronically mentally ill, and are supervised by clinicians with expertise inrtgetite

specific mental illness involved.

(11) Mental Health Services Wthin VA Domiciliaries

(a) Domiciliaries provide 24-hour supervision by professional and/or paraprofessadhal s
Each Domiciliary patient has an identifiable interdisciplinary team arehtment plan with
concrete functional objectives.

(b) Some Domiciliaries offer specialized mental health programs of psahbsesidential
rehabilitation services that are similar in nature and design to those desoriB&RTPs.
Domiciliaries tend to offer a broader range of biopsychosocial rehabilitatiicesthan most
PRRTPs.

(c) In contrast to PRRTPs, general Domiciliary settings (without dedaehabilitation
programs) may offer a structured therapeutic environment that may be apprapriate f
psychiatrically disabled (and often aging) veterans for whom community living & not
reasonable clinical expectation.

(d) Workload documentationWorkload for Domiciliary mental health services that are not
tailored to a specific psychiatric diagnosis is reported by Bed Days of Cang,Tushating
Specialty Code 85.

(12) General Compensated Work Therapy-Transitional Residences (CWT/TR)

(a) General CWT/TRs are work-based residential rehabilitation prognatare not tailored
to the treatment of patients with a specific psychiatric diagnosis. The (R\bOel is unique
to other VA-operated residential programs in that participants contribute (hsin@WT
earnings) to the cost of operating and maintaining their residential units andearalge
responsible for the planning, purchase, and preparation of their own meals and other “household"
activities.
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(b) Workload for General CWT/TR residential services is reported by BeddD&gxe,
using Treating Specialty Code 39.

NOTE: Outpatient services performed by staff not costed to any of the preceding described
general psychiatric residential programs should be reported using the DSS identifiers
appropriate to the site and interventions.

(13) Nursing Home Care. VA NHCUs, contract community-based nursing homes, and
state-operated veterans nursing homes in which VA participates through a graatnpadbtreat
veterans with complex medical and functional limitations who also have psychradymr
behavioral disorders. These programs are administered centrally by VHAesriGeiand
Extended Care Strategic Healthcare Group. With the exception of designatkddesiatric
Sections in VA NHCUs (see psychogeriatric program elements, subpar. 4fathe@ centrally
defined mental health programs in VA nursing homes.

(14) Medical - Psychiatric Sustained Treatment and Rehabilitatiorunits
(previously “STAR I”)

NOTE: Sustained Treatment and Rehabilitation (Syg#Rgrams were introduced in the Mental

Health Manual (M-2, Part X) of 1993 as an alternative to undifferentiated long-term psychiatric
wards that often offered little potential for discharge or rehabilitation. The designation of STAR
levels I, II, and Ill, have been discontinued. The STAR levels have redesignated in more appropriate
terminology as seen in the following paragraphs.

Medical and/or Psychiatric STAR Units(previously “STAR 17)

Level 1 Level 2 Level 3 Level 4 Level 5

Intensity | Community Patrtial Residentiall Professional High staff

Outpatient| Hospital | Treatment| Care Setting Hospital
Low %

oerae —
High

Very High

(a) Patents in this setting have long-term medical, neurological, and psychiatriedssthat
interact in such as way as to make care in traditional long-term psychiattucsarg home
settings problematic. An emphasis on rehabilitation potential and on individual &ssdtslse
included.

NOTE: Patients who can be treated in less restrictive environments should not be maintained in
hospital beds.

(b) Treating Specialty Code 89 will be used to identify all bed and assignedstaff ¢
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(15) Community Reentry STAR Program (previously “STAR 1I”)

Community Reentry STAR Program

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Partial | Residentia] Professional High staff
- Outpatient| Hospital| Treatment| Care Setting Hospital
Low

Moderate =

High
Very High |

(a) This program is appropriate for SMI patients who may have adjusted to a hospital
environment, but have marked deficits in social-functional skills and poor judgment. They may
have potential for discharge to residential or community-based outpatient proghamsg an
intensive psychological, social and vocational evaluation, and functional skills tranoigigam
with a rehabilitation focus

(b) Generally, these psychiatric patients should have no significant medicanpsobl
requiring high level hospitalization; however, they may lack basic self-cdierekjuired for
participation in psychosocial residential rehabilitation or intensive supposiag tommunity-
based programs. The emphasis should be on patient self-help and self-care as oppdsed to staf
caregiving.

(c) Community Reentrgehabilitation programming may occur, as appropriate, outside of a
specific ward area and may be available to patients from more than one ward. Both
programming and rehabilitation staff may follow patients as they move from Hdmaitato less
structured living settings in the community.

(d) Treating Specialty Code 89 will be used to identify all bed and assignedstaff ¢

(e) Workload for patients dischargeEdm Community Reentrinpatients programs and
followed on an outpatient basis should be reported using DSS identifiers appropriate to the
setting.

(16) Skilled Psychiatric Nursing STAR Unit (previously “STAR I11”)

Skilled Psychiatric Nursing STAR Unit

Level 1 Level 2| Level 3 Level 4 Level §

Intensity | Community Partial | ResidentigProfessionalHigh staff

Outpatient| Hospital| Treatmen{Care Setting Hospital

Low
Moderate

High

Very High
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(a) This program element offers skilled psychiatric nursing care fongatéth chronic,
refractory, partially stabilized, major psychiatric or organic brain digsngo no longer require
intensive treatment, are not actively suicidal or chronically assaultivejeatieal stable, and do not
meet the requirement for ADL deficiencies associated with a NHCU sef®eagodic reassessments
at least every 6 months, including potential for rehabilitation, and trials on aktersettings are
recommended.

(b) Treating Specialty Code 89 will be used to identify all bed and assignedstaff ¢
(17) General Psychiatry, Subacute and/or Rehabilitation Settings

General Psychiatry, Subacute and/or Rehabilitation Settings

Level 1 Level 2 Level 3 Level 4 Level 5
Intensity | Community Patrtial Residentia Professional High staff
- Outpatient| Hospital | Treatment Care Setting Hospital
Low

Moderate
High =

Very High ——

(a) Psychiatric rehabilitation programs represent a group of speciptag@éms
designed for SMI patients that are of higher intensity and shorter duration than the
Community Reentry STAR program, but the distinction may disappear over timebleligi
patients require:

1. Training or relearning in social skills,

2. Group living,

3. Reentry,

4. Discharge planning, and

5. Community survival skills, etc.

(b) The SMI psychiatric patient often needs help with:

1. Housing,

N

. Shopping,

3. Consuming appropriate food, and
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4. Understanding