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WELCOME AND INTRODUCTIONS

Sen. Purcell welcomed members of the Task Forcexgkeld them to introduce themselves. He also
asked for a moment of silence for those soldidtsdkat Ft. Hood.

CHARGE TO THE TASK FORCE & NCIOM OVERVIEW
Pam Slberman, JD, DrPH, President & CEO, North Carolina I nstitute of Medicine

The North Carolina Institute of Medicine (NCIOM)asquasi-state agency chartered in 1983 by thenNort
Carolina General Assembly to be concerned withhtadth of the people of North Carolina; to monitor
and study health matters; to respond authoritatmglen found advisable; and to respond to requests
from outside sources for analysis and advice whisnill aid in forming a basis for health policy
decisions (NCGS 890-470). The NCIOM studies issuieke request of the NC General Assembly, state
agencies, health professional organizations, am®@IOM Board. The NCIOM often works in
partnership with other organizations to study Hesi$ues.

The NCIOM also publishes thdC Medical Journal. Each issue contains a special focus area wittiest
and commentaries discussing specific health isf\fesy. the completion of this Task Force’s work on
behavioral health of the military and their fansliéheJournal will most likely publish an issue on the
Task Force’s findings. Thaournal is widely distributed to over 30,000 subscribeasas the state.

The North Carolina General Assembly has chargetNt¥OM to convene a Task Force to study the
adequacy of state-funded mental health, develo@hdigabilities, and substance abuse services
available to active, reserve, National Guard memsbéthe military, veterans, and their families,atvh
services are currently available, and the needthtoeased state services. The Task Force is tatrepo
interim findings to the 2010 session of the Nordrdlina General Assembly and the final report t th
2011 session. The Task Force is funded througiémter for Substance Abuse Treatment (CSAT)
Substance Abuse Prevention and Treatment Blockt@&#PTBG), which flows to the Division of
Mental Health, Developmental Disabilities and Sabhse Abuse Services.

North Carolina has the fourth largest number oftemiy personnel in the country. Currently, 120,000
active duty personnel are based at one of thé stgeen military bases or deployed overseas. North
Carolina is likely to receive an additional 25,Gflive duty members by 2011. Another 25,000 sddier



marines and airmen from North Carolina serve inNhgonal Guard or Reserves. There are more than
100,000 children and adolescents of active membktonal Guard and Reserves. There also are more
than 770,000 veterans who live in North Carolina.

Many of the active and returning veterans repalabl abuse or other substance abuse disorders;
experience post-traumatic stress disorder (PTSD}h@r mental health problems; or have traumatic
brain injury (TBI). The high number of repeat dgplents has exacerbated these problems, and
deployment and service in the military can alscseagtress or behavioral health problems for the
spouses, children, and other supportive peoplerath

OVERVIEW OF THE MILITARY AND VETERANSIN NORTH CAROLINA
Charlie Smith, Assistant Secretary for Veterans Affairs, Director, NC Division of Veteran Affairs and VA
System

The North Carolina Division of Veterans Affairs (BUA) was first established as a part of the
Commission of Labor in 1925 to “aid veterans of ¥erld War.” In 1945, the NCDVA became a
separate agency to assist veterans and their ésnmlisecuring benefits earned through militaryiser
The NCDVA is comprised of the NC Veterans Affairsmimission, Assistant Secretary’s Office, State
Service Office, fifteen District Field Offices, Alffited County Service Offices, State Veterans
Cemeteries, State Veterans Homes, and Scholarsbgpan.

The function of this agency is to assist veteramstheir families in the presentations, processingof
and establishment of claims, privileges, rightsl banefits to which they may be entitled to under
federal, state, or local laws. More than 792,00@nams currently reside in the state, which ranks®
the country in veterans population. Over 13% ofdtate’s population is a veteran, while 35% of the
state’s population is military, veteran, spouseeph or a dependent.

The US Department of Veterans (USDVA) provided $3l8on in direct benefits to North Carolina
veterans in 2008. This federal funding ranks N@#nolina 6th in the nation for these expenditures,
although the state does not rank that high forifumébr medical care. (Nearly 172,000 North Caralin
veterans receive health care from the USDVA). Rbu@ja0,000 North Carolina veterans receive veteran
disability compensation. Moreover, 83,000 militagyirees and 9,300 surviving spouses reside in the
state.

North Carolina ranks sixth in the nation in militaetiree population. They received $1.97 billian i
retirement benefits in 2008. Fifteen district offscare strategically located from Elizabeth City to
Murphy and staffed by one or more service officeith clerical staff. The affiliated County Veterans
Service Officers are hired by each respective goBikty-six counties have full time county service
office programs; 26 counties have part-time servitieers; 8 counties are served by the NCDVA; and
the state pays $2,000 to each county that hasgagmmo

North Carolina provides additional benefits to vates living in North Carolina, including:

» 366 scholarships were awarded to the childrenssldded or deceased North Carolina war
veterans in 2008. Since 1945, more than 20,00dremlhave been awarded these
scholarships. The annual cost to the state foethelsolarships is about $9 million.

» The NCDVA provides hometown service for veteranalirof North Carolina’s 100 counties
through a network of state and county Veteransi&e®ffices.

» The NCDVA provides two state veterans nursing horeesited in Fayetteville and
Salisbury, and has received state and federalmigrtdi build two additional 100-bed homes
near Kinston and near Black Mountain.



 The NCDVA also operates three state veterans ceieetocated in Black Mountain, Spring
Lake, and Jacksonville.

Active military service members and their familaee a significant population in North Carolina. e
are nine military installations across North Caralimost of which are east of I-95. The military
population is growing: Ft. Bragg and Pope Air FoBaesse will see a significant increase in their
populations over the next two to three years. Adirides who deploy for the reserves come through
Camp Lejeune. The state has the third largest cwrad@n of active duty military in the country
(currently 120,000 personnel). Roughly 37% are iedmwith children, and 6% are single parents. Most
of the personnel in the Marine Corps are unmalezhuse they are younger, unlike the Army or Air
Force, whose population is generally a little oldésarly 15% of active duty personnel currentlysey

in the US are female. (15 years ago, this numberless than 5%.) Almost half of those currentlywiser
in the Armed Forces are under the age of 30 y&ésee than $20 billion comes into the state’s ecopom
from the US Department of Defense each year.

HEALTH SERVICESFOR ACTIVE MILITARY: TRICARE
David Amos, TRICARE Field Operations Director, Health Net Federal Services

TRICARE s the US Department of Defense’s integrated heath delivery system, which provides
health benefits and services to 9.2 million actiuey and retired members of the uniformed services,
their families, survivors, and other eligible benigfries worldwide. The uniformed services include
U.S. Army, U.S. Air Force, U.S. Navy, U.S. Mariner@s, U.S. Coast Guard, U.S. Public Health
Service, and National Oceanic & Atmospheric Adniiaison.

TRICARE combines an individual’s current accesmilitary hospitals and clinics, known as military
treatment facilities (MTFs), with resources frometwork of civilian health care providers. For exde
an Army, Navy, or Air Force hospital or clinic isrtsidered an MTF.

Individuals may choose from TRICARE Prime, TRICABEndard, and TRICARE Extra. There are
three TRICARE regions: North, South, and West. N@arolina is located in the North region. Juse lik
one’s medical coverage, an individual’s financedponsibility for behavioral health care serviees i
dependent upon which TRICARE option is selectedivaluty service members never pay anything.
Their family members and retires have varying copanyts and cost sharing depending on their selected
plan. Being eligible for TRICARE is not the samebag a veteran. A service member can use
TRICARE by being on active duty for 30 days or magdired, or remaining in the reserves. TRICARE
for life is the plan that has coinsurance paid lgdidare.

A Prime Service Area (PSA) is defined as the argaiva 40-mile radius around a military hospital.
Each commander has a PSA for which they are redpgeni the western part of the state, thereneed
for a PSA, but the federal government elected mettablish one there. The number of behaviordtihea
providers varies across PSAs in North Carolina. Rakeigh-Durham PSA includes 259 behavioral
health providers, while the Ft. Bragg PSA inclugag; the Seymour Johnson PSA includes 151; the
Camp Lejeune PSA includes 90; and the Cherry FR&# includes 44.

TRICARE Primeis a managed care option offering the most affaleland comprehensive health care.
TRICARE Prime is available in areas near an MTFwhdre regional contractors have established
TRICARE Prime networks. To use TRICARE Prime, youstrenroll and choose a provider, who acts as
a gatekeeper to other services. The governmeniresgquo more than 30 minutes driving time for
primary care and no more than 60 minutes for sfigaare. Active duty service members are requiced
enroll in TRICARE Prime. TRICARE Prime is portalaled easy to transfer when a service member
moves. If an individual has family members livimgseparate locations (i.e. college students, a@mldr



living with a custodial parent, etc.), he or sha al enroll in TRICARE Prime with a single enrokmt
fee (when applicable) with TRICARE Prime’s splireliment feature. Beneficiaries eligible for
TRICARE Prime include active duty service memberd their families, retired service members and
their families, National Guard or Reserve membatied to active duty on federal ordéos more than
30 consecutive days and their families, survivoestain former spouses and other eligible benefesa
such as Medal of Honor recipients and their farsiliEhe rates paid to providers are pre-negotiattssr
(less than Medicare) and it can be challenginglenesv providers depending on the level of
competition.

TRICARE Standard is available to active duty family members, retiservice members and their
families, and others who choose not to enroll oo\ate not able to enroll in TRICARE Prime. (An
individual may not be able to enroll in TRICARE g if he or she lives in an area where it is not
offered.) Enroliment in TRICARE Standard is notuggd. An individual may make appointments and
receive care from any non-network provider, withaférral, but that provider must be TRICARE-
authorized. Some services will require prior auttadion. TRICARE Standard may be the best option if
the individual has other primary health insuransehsas employer-sponsored health insurance, travels
frequently, or if the preferred provider is not RICARE network provider. An individual will not hav
priority access to MTF care if enrolled in TRICAREandard. An individual pays $150/year, then pay
20-25% of government’s rate. Catastrophic cap j@@&lyear ($3,000/year for retirees).

TRICARE Extra functions like a preferred provider organizatiom & essentially the same program as
TRICARE Standard except one may get care from THREAetwork providers instead of non-network
providers. Everything else is the same includingnmliment, self-management of own care (no
referrals necessary, but some services require guitorization), and MTF care on a space-available
basis. Because TRICARE Extra beneficiaries visitARE network providers, they will pay less out-
of-pocket for the same care. Under this plan, ngtyooviders agree to accept a lower negotiatesfiat
services. The catastrophic cap is $1,000/year (88y@ar for retirees) and the deductible is algostime
as TRICARE Standard.

TRICARE offers prescription drug coverage to alfjible beneficiaries, regardless of which program
option is selected. TRICARE has a uniform formulprgcess that establishes three separate categbries
medication: Tier 1 includes generic medication frafiormulary, Tier 2 includes brand name medication
from a formulary, and Tier 3 includes medication oo the formulary. Costs for prescriptions arecloas

on the category of drug and the location whereptiescription is filled. In general, there is a $3
copayment for a 90-day supply.

TRICARE offers comprehensive behavioral health caneerage for services that are considered
medically necessary. In order to be cost-savingndividual is encouraged to seek behavioral hezdtle
from an MTF, when available, or from a TRICARE netwprovider. Special referral and authorization
requirements are in place for behavioral healtle sarvices. TRICARE Prime beneficiaries may be seen
for up to eight initial visits of outpatient behaxal health care per fiscal year without an auttaion. It

is unnecessary to obtain a referral from a princang manager (PCM) for behavioral health care sesvi
unless an active duty service member (who alwaysires a referral and authorization). In most cases
individual can self-refer to a TRICARE network belwsal health provider. Seeking care from a network
provider will considerably reduce out-of-pocket tso®rior authorization is required after the eg¥isit.
TRICARE Standard and Extra beneficiaries do noehawbtain a referral for any outpatient visit and
also are entitled to eight initial outpatient \8gtter fiscal year without authorization. Prior authation is
required after the eighth visit, and seeking cavenfa TRICARE network provider will reduce the out-
of-pocket costs.

TRICARE Reserve Select (TRS), which began 18 moagios is a premium-based health plan. National
Guard and Reserve members may qualify to purchasgneed TRS coverage if they are a member of the



Selected Reserve of the Ready Reserve and ndilelfgir or enrolled in the Federal Employees Health
Benefits program. TRS offers similar coverage tddARE Standard and TRICARE Extra, with a
monthly premium payment of $47.51 for member or(18 for family. Coverage for survivors may
continue six months after member’s death.

There are several types of behavioral health ses\anid support resources available through TRICARE.
The following types of providers are authorizegbtovide behavioral health care services: psyclsiatri
(M.D., D.0O.), clinical psychologists (Ph.D.), céigd psychiatric nurse specialists (PNS), masteve!
clinical social workers (LCSW), certified marriaged family therapists (MFT), and licensed profesaio
counselors (LPC’s) with physician referral and suig#on. Federal restrictions set the licensuraedaads
because not all states license some of the pravidgphysician referral is needed if a beneficisegks
care with a pastoral counselor or a mental healtimselor. It is a Department of Defense/TRICARE
Policy requirement that a referral indicating omgpcommunication between the beneficiary’s physicia
and these types of behavioral health providersitgimed. It also is necessary for the counselbiaie a
referral for claims payment purposes. This refégalecessary before being seen by the pastoral or
mental health counselor. TRICARE covered outpasenvices includes individual therapy, family
therapy, collateral visits, play therapy, psychdgsiga, and psychological testing (max. 6 unit béhg?,
with the last two service requiring prior authotiaa. Outpatient psychotherapy is limited to a mawim

of two sessions per week in any combination ohiitlial, family, collateral, or group sessions asidiot
covered when the patient is an inpatient in antirigin. TRICARE covered inpatient services include
acute inpatient psychiatric care, psychiatric phhbspitalization, care in a residential treatnusntter,
and substance abuse detoxification and rehahilitathpatient psychotherapy is limited to five sess
per week in any combination of individual, famiggllateral, or group sessions. The duration and
frequency of additional care is dependent upon ca¢diecessity.

The TRICARE Assistance Program (TRIAP) is Web-basddo counseling, providing private,
personalized service with a licensed behaviordtihetinician. This counseling is a short-term,gmn-
focused, problem-solving approach that providepftwate, non-reportable discussions of personal
issues related to family, relationships, work aimdss on a one-to-one basis in the context of a
confidential relationship with a licensed professib Video counseling is confidential and not
documented in an individual’s military record. Teervice is available to active duty service memmper
their spouses and family members, as well as badagés in the Transitional Assistance Management
Program (TAMP) and TRICARE Reserve Select. Theeenarcosts for this service and reimbursed as an
office visit.

The TRICARE Telemental Health benefit provides atignt behavioral health treatment through secure,
audio/video conferencing via Web cam. This bengfitseful when a behavioral health provider
appointment within TRICARE access standards isatiff to obtain (e.g., a local behavioral health
provider is not available). Telemental Health i$ anailable in all geographical areas and is not
considered a substitute for face-to-face therapgnwihis available. This benefit is available ftr a
TRICARE beneficiaries, and Telemental Health sewiare considered outpatient behavioral health
visits. Current TRICARE rules regarding behavidrahlth care (e.g., prior authorization and out-of-
pocket costs, if applicable) also apply to TelerakHealth services. Copayments and cost-shares may
apply and could be higher than a regular behavtwalth office visit because both the TRICARE-
authorized provider office and the TRICARE-authedzbehavioral health provider will charge a
copayment or cost-share for services.

The Behavioral Health Care Provider Locator andd\piment Assistance Line helps beneficiaries locate
civilian behavioral health care providers and scitedoutine and urgent outpatient behavioral health
appointments in the TRICARE network. This servieavailable to all active duty service members,
TRICARE Prime active duty family members and TRIGARrime Remote for Active Duty Family



Members beneficiaries, and TRICARE Overseas Prodgtame active duty family members who have
temporarily returned to the United States. The aidd toll-free number 1-877-747-9579 is available
from 8 a.m. to 6 p.m. Eastern Time/7 a.m. to 5 Central Time, Monday through Friday, excluding
holidays. It was noted that this appointment aasist line is not a crisis intervention line. If the
beneficiary’s situation is critical, he or she vitimediately be connected with a suicide prevention
representative at the National Suicide Preventielihe (1-800-273-TALK). There is no cost for this
service; however applicable copayments and coseshaill apply for behavioral health care. Non-
enrolled ADFMs, retired service members, their f@siand others should call Health Net's normal
TRICARE toll-free telephone line at 1-877-TRICARE§77-874-2273) for behavioral health care
assistance.

The Online Behavioral Health Resource Center isrdime center provided by Health Net's behavioral
health division, MHN, and is designed to help bemafies learn how to balance work, family and othe
aspects of life. This service is available to &IITARE beneficiaries, 24 hours a day, 7 days a waék
days per year. There is no cost for this service.

Military & Family Life Consultants (MFLCs) providatdirect, face-to-face non-medical counseling and
education regarding daily life stressors relatedgployment and reintegration. The counselors addre
concerns of stress, relationships, family probldmancial issues, grief and loss, conflict resoint and
the emotional challenges of transitioning from cairiiack to civilian life and family. MFLC servicase
confidential and not documented on an individualibtary record. MFLCs support active duty, Natibna
Guard and Reserve members and their families satiaround the world. MFLC services may not
available in all geographical ared$iere are no costs for MFLC services.

Military OneSource offers cost-free, non-clinicahfidential counseling sessions to eligible militar
personnel and their family members. Counselingalable in person or by phone and addresses short-
term issues, such as grief and loss, deploymeuostment, work/life management, and combat stress.
Seeking care through Military OneSource for sherta counseling is helpful if the situation does not
warrant long-term treatment. There are no costdibrary OneSource services.

In conclusion, TRICARE is an insurance providerddarge cadre of the patient population — therenti
military community and families. TRICARE may be thiely health insurance for a whole population
component, dependent on their military serviceustat RICARE is mandated to provide coverage to the
military community and is dependent on civilian yders to do so.

Discussion focused on myths and perceptions abRIEARE, provider and workforce issues, and
detailed information about the plans and availakl®ices.

OVERVIEW OF ACTIVE AND RETIRED MILITARY, NATIONAL GUARD AND RESERVES
Harold Kudler, MD, Co-Director, Clinical Core, VISN 6 Mental 111ness Research, Education and Clinical
Center (MIRECC), VISN 6 Mental Health Coordinator

Certain aspects of the current wars may createased stressors and risk of psychological injung T
United States has been in Afghanistan since Oct2b@t (8 years) and in Iraq since March 2003 (atmos
7 years). As of November 27, 2006, the war in lrag been going on longer than World War I, and an
all-volunteer force has resulted in multiple depl@nts. The landscaping is changing as 90% of rieigirn
service members survive their injuries. As a sgciek don’t have traditions to fall back on givée t
length of current operations. As of December 208& number of Active Reserves totals 94,487.The
numbers of Americans who have served in Iraq —tamjliand civilian — are significant. The population
be served is huge and growing, and it is disbuttsedighout the nation in very small concentrations.



More than 1.5 million people have served in Irad Afghanistan, and a vast majority of them have
satisfied the criterion for post-traumatic stres®dler (PTSD). From the Report of the President’s
Commission on Care for America’s Returning Woun@éatriors (July 2007), the number of
deployments total 2.2 million, and the number afime members deployed total 1.5 million. The
majority of these service members have either besituations where they could be seriously injused
killed, knew someone seriously injured or killedeaperienced an event that caused them intense fea
helplessness or horror. Over a million childrenamtie age of 11 have had at least one parentydahlo
More than 6,000 children live on base at Camp Legeu

To date, 52, 375 returnees have been seen in theMATSD symptoms.

As of the second quarter of Fiscal Year 2009, over million Operation Enduring Freedom (OEF)
veterans are eligible for VA services. Roughly 46Pthose who are eligible have already had at least
one episode of VA care (i.e., seen for at leastdatinecal service). Electronic medical records pdav
information regarding what services and diagnosey teceived and what their current health status i
Only 3% of service members returned home by wagnoérgency medical transportation; the rest come
home in their own time. The three most common haaiues among them include musculoskeletal (e.g.,
back and knee pain), mental health (includes snbstabuse), and symptoms, signs, and ill-defined
conditions (may include traumatic brain injury).efhossible mental health problems reported among
46.4% (210,527) of thé54,121 eligible OEF/Operation Iragi Freedom (OIF) veterarho have

presented to VA include PTSD, depressive diso@féctive psychoses, neurotic disorders (including
phobias, general anxiety, etc.) nondependent afifud®igs and tobacco use disorder, and alcohol
dependence. The first two provisional mental hedilignoses combined are greater than the rate of
PTSD diagnosis. A dual-diagnosis is possible. TAeddesn’t ask about dependence on other drugs, only
tobacco and alcohol.

Beyond the DoD/VA continuum of care, only 20% wiie aligible for VA care use it. There is a “silent
majority” of OEF/OIF veterans not coming to the MA.comparison, a large majority of the Vietnam
veterans with PTSD in the National Vietnam VeterBeadjustment Study (NVVRS) had never come to
VA for any mental health problem. Only 20% of thiztviam Veterans with PTSD at the time of the
study had ever gone to the VA for mental healtle cget 62% of all Vietham Veterans with PTSD had
sought mental health care at some point. Althobighdoes not mean that all OEF/OIF veterans who
have (so far) chosen not to use VA services has®RTt suggests a need to make sure that apprepriat
care will be available for those of them that do.

Understanding the nature of the military culturmbat and the stresses of living and working iraa w
zone is critical for behavioral health providersstablishing credibility with clients. Of the 23wllion
veterans currently alive, nearly three-quartertheim served during a war or an official period offtict.
Women account for 8% of all veterans (roughly liBion women veterans), and about a quarter of the
nation's population is potentially eligible for \i#enefits and services because they are veterdamiy
members. The VA currently provides health care.fondillion veterans (roughly 1 in 5 veterans), and
roughly 10% of VA users are women veterans.

Of the care access points provided by the VA, I83eedical centers, with at least one in each,state
Puerto Rico, and the District of Columbia. Ambutgtoare and community-based outpatient clinics,
which total 909 nationwide, are like hospitals withbeds and typically small that offer both prignar
care and mental health services. These clinics Byngnt big medical centers by rotating trainees and
conducting their own research programs. Residemrfabilitation treatment programs can be speeid]iz
and very few of the 47 nationally are currentlyliomgy at TBI. Veteran centers were established if919
as a way to get veterans who didn’t see the VAnaacaess point. The VA hired combat veterans with
degrees in social work and psychology to offer saling to anyone seeking care. Although they were
originally intended for Vietnam veterans, the coyst232 centers now provide outreach and link new



veterans and their families with appropriate s@wiand benefits. Other care access points inclide 8
comprehensive home-care programs, 4 DoD/VA PolyieaCenters, the website My Hea&ltet
(http://www.myhealth.va.goy/and 21 Veterans Integrated Service Networks Rg)S

The focus of the VA has been reframed as deploymental health. According to Capt. Bill Nash in
Combat Stress Injurya combat stress injury happéos person; involves a loss of normal integrity;
causes a loss of function at least temporarilyygkes predictable self-protective or healing sympp
and cannot be undone (though it usually heals)arigipant in or witness to event(s) involving harr
may have feelings that he or she, or someone tasem will die, leaving them feeling helpless and
powerless. Cumulative stress and grief, which eaddbilitating, also are related issues. Loss aka t
the form of casualties within a unit, death or tielaship breakup back home, or spiritual. Many jeois
faced by returning combat veterans and their fasidire more functional than clinical. They canudel
work stress and unemployment, educational anditigaimeeds, housing needs, financial and/or legal
problems, family issues, lack of social supporraagyement, family breakup, and trouble for chitdre
Perceived support from family is the best indicdbat an individual won't have PTSD.

The VA/DOD Clinical Practice Guideline for the Mayement of Post-traumatic stress was created by a
working group of VA and DoD clinicians and reseanch Separate algorithms were defined for primary
care providers and mental health professionalseamince tables were provided for each
recommendation. More information is availablevatw.ogp.med.va.gov/cpg/PTSD/PTSD_Base.htm

On September 27, 2006, key leaders of North Ca@itate Government, VA, and DoD met with
representatives of state and community providercamdumer groups as part of the North Carolina
Governor's Summit on Returning Veterans and thainmiies. Governor Michael Easley charged Summit
participants to develop new ideas that would heligrans succeed in getting back to their famithesiy
jobs, and their communities. The Summit was onéystart of a process, and interested persons since
have been meeting monthly.

Dr. Kudler concluded noting the need for a systdmeng there i&o Wrong Door to which OEF/OIF
veterans or their families can come for help.

Discussion focused on family member ineligibilior VA services, barriers to determining VA
eligibility, the effects of repeated deploymentssenvice members and their families, TBI, and North
Carolina ranking low nationwide on continuum of\éees for neurobehavioral health.

NORTH CAROLINA BEHAVIORAL HEALTH SERVICESAVAILABLE TO SERVE ACTIVE
AND RETIRED MILITARY AND THEIR FAMILIES

Mike Lancaster, MD, Chief of Clinical Palicy, Division of Mental Health, Developmental Disabilities,
and Substance Abuse Services, North Carolina Department of Health and Human Services

While National Guard and Reserve families are dejaately covered by behavioral health services
offered across the state, the Division of Mentahltte Developmental Disabilities, and Substances&bu
Services has been able to work with the VA to impraccess to services. Stigma associated with
behavioral health services and geography are [ang@ems. The state is working to serve peoplesscro
the state, and it may be impossible to get a rewgarvice for someone living in a rural part ofest®art
of the educational programming done through theDdé@artment of Health and Human Services
(DHHS) is to educate primary care providers anthfbased initiative organization on symptoms and
resources available to active and retired militamg their families.

Dr. Lancaster presented background informatiorapertg to serving military and veterans. Several
veterans laws enacted on the federal and statks laree pertinent:



* P.L. 96-22: The Veterans Health Care Amendmeni®ad9 established the Veterans Centers.

* P.L. 105-277: The Persian Gulf War Veterans Act298

 P.L.110-181: The National Defense Authorizationt 8c2008, Section 582, which required
DOD to establish a national combat veterans reiat@m program.

* P.L. 105-368: The Veterans Programs EnhancementfA98

» S.B. 2162: The Mental Health Improvement Act of 20@hich provided mental health services
and readjustment and transition assistance toitsmf veterans.

» Session Law 2008-107, House Bill 2436: The estafvient of Veterans and Family as a Target
Population in North Carolina.

State funding is becoming scarcer, which is makingpre difficult for behavioral health providers t
provide services. However, it is important thatythave the ability to do so under Session Law 2008-
107. Dr. Lancaster gave an overview of the militari)NC, including the 792,646 veterans in the state
The North Carolina Department of Health and Humarvises deals primarily with the National Guard
and Reserve population.

The nature of military communities across Northdliaa is changing. In the past, the National Guard
and Reserve did not expect to fight in war withethto four deployments. Also, the military has telif
towards a home-based operation, as opposed toamang large numbers of active duty members and
their families overseas in foreign countries. Famnibre able to Skype in order to keep in touch wit
family much more constantly. As a result, activeviee members deployed abroad are engaged with
problems at home with which they are unable to land

This transitional nature of military life has inaseed the demands for support services for service
members and their families, especially those intagonal Guard and Reserve components. The demand
for support for services also has caused the mjiltaembrace a community capacity building model o
service delivery. As a result, this shift placegen@sponsibility on families to use community sopp
systems that have increased funding from DoD, ¢éinéice departments and individual states for family
support.

The resources in the state vary across regionsaavB&lal health services are managed by local
management entities across the state. Currentssravailable to veterans in the state’s curremitahe
health infrastructure include 30 regional mobilisisrteams trained in response to military iss@es,
START teams located statewide to address develg@andisability issues, and total 3-way contract
community hospital beds for additional inpatierpa&eity. A reintegration initiative involves a nunnué
factors, including establishing agreements andraot# with federal, state, and local government and
developing partnerships with the military and li&ris communities; continuing a veteran-centered
process in which mental health, suicide prevensobstance abuse and TBI service needs of allamyilit
service members will be identified and addressealitih concrete plans and seamless timelines;
producing a final product that will be an inforngatal, training, educational and support servicéesys
and, the identification of stakeholders and loeaViee providers in North Carolina who will havecass
to transition, readjustment and reintegration #msce for veterans and their families. An outrezuth
faith-based initiative also involves a number aftéas, including community collaborative networks i
civilian settings; an interagency planning groufnicrease the overall amount of communication betwe
agencies in local communities; active participatibagencies in planning and coordination functi@rs
increasing number of external agency referralhasntumber of agencies who actively participate also
increases; in- services for targeted military pensbd and their families; recognition that commuasti
with active collaborating partners work togethdeetively, and developing diverse faith-based
collaborative support. There are also a numbeeafth-related web sites including NC Health Info.



Discussion focused on the need for veteran claasifin and identification, homelessness, confiddityj
and conflicts in sharing data among national dateka

NEXT STEPSAND QUESTIONSFROM TASK FORCE MEMBERS

Dr. Silberman asked the group how we might targetwork, particularly geographically. Mark Holmes
presented several maps of North Carolina, whicplay®d information on the number of children in
military families; veterans across the state; arldcted Reserves as of 2007 (which included anayver
of locations of VA facilities across the state).esbh maps will be updated.

In Dr. Silberman’s view, the five common issuesdised today include workforce issues (e.g. provide
availability, participation, credentialing, traiginand provider-to-population ratios); eligibilityr federal
services (i.e. who qualifies for what services ata’s left out, including families, prisoners, ingiuals
without service-connection); what services are ndgé.g. for someone with TBI or PTSD); how do we
work with non-traditional providers like the faibased community to identify individuals in need of
services, and family support.

Dr. Silberman asked the group of other issues walde thinking of for future meetings. Some a th
ideas for further study suggested include coordnatf federal funding for housing and other fedlera
resources, services for families (children, sclaystem), stigma and the culture of the militaryséagve
outreach), coordination of care — active duty peauing off base and coordination with military
personnel, behavioral health definitions, deliveygtems, resiliency, stigma, infrastructure, seégcid
incarcerated prisoners who were veterans, outresthipbehavioral services, women veterans, care for
the caregivers, the perception of availability efsces for veterans, Gold Star families, the danabf
services needed for people with different disdbineed services, impact of brain injuries on feap
different ages, TBI waiver and Medicaid eligibiliffhese ideas will be grouped into thematic categor
for discussion in upcoming meetings.

The next meeting is scheduled for December 16,.2009

Sen. Purcell remarked that he was pleased witbdbkground and experience of the Task Force and
asked that everyone keep it up. He then adjoutmedieeting.



