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Preface

Addressing the behavioral health needs of veterans and their families
is a national priority. Over the past decade, multiple programs both
within and outside of the federal government have been implemented
to build additional capacity and expand access to high-quality behav-
ioral health care for veterans and their families. Much of the nongov-
ernmental effort has been funded by private philanthropy in an effort
to build and expand public-private partnerships with the Department
of Veterans Affairs.

In 2012, Northwell Health, a private-sector, nonprofit health
system, and the Northport Veterans Affairs Medical Center launched
the Unified Behavioral Health Center for Military Veterans and Their
Families. This unique clinic, located in Bay Shore, New York, provides
behavioral health services for both veterans and their family members.
In 2014, the RAND Corporation was asked to design and conduct
an evaluation of this model to document its structure, process, and
outcomes of care in an effort to inform potential replications of this
approach. This report presents the findings from this evaluation.

This evaluation was sponsored by the New York State Health
Foundation and conducted within RAND Health. A profile of RAND
Health, abstracts of its publication, and ordering information can be
found at www.rand.org/health.


http://www.rand.org/health
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Summary

Background

Many veterans and their families struggle with behavioral health prob-
lems, family reintegration difficulties, and relationship problems. Yet
veterans and their families face barriers to receiving adequate care for
these problems. Notably, although many veterans are eligible to receive
care at Department of Veterans Affairs (VA) facilities, family members
are not eligible and therefore must seek care elsewhere. This situation
can pose a barrier to family members’ access to care and also make it
more difficult for veterans and families to receive high-quality services
that are coordinated and integrated across providers.

Will a new model of care that colocates and coordinates behav-
ioral health services for veterans and their families address these barri-
ers? This report presents an evaluation of one instance of such a model,
the Unified Behavioral Health Center (UBHC) for Military Veterans
and Their Families. The UBHC, located in New York state (NYS),
is a public-private partnership between the Northwell Health System
and the Northport Veterans Affairs Medical Center (VAMC) that is
providing colocated and coordinated care with the goal of improving
behavioral health care for veterans and their families. There is evidence
that NYS veterans have unmet behavioral health needs. NYS has the
fourth-highest number of resident veterans nationwide (U.S. Depart-
ment of Defense [DoD)], 2010), and there is evidence that NYS veter-
ans and their families are at risk for behavioral health problems and in
need of services (see, e.g., Vaughan et al., 2011). While more than one-
half of NYS veterans could likely benefit from some type of behavioral
health care, a study found that only about one-third actually received
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behavioral health services, and of those receiving services, only one-half
received minimally adequate care (Schell and Tanielian, 2011). In addi-
tion, nearly one-half of spouses reported difficulties dealing with their
partners’ behavioral health issues, and one-third reported concerns
regarding veteran’s reintegration into the daily family routine. Spouses
of veterans in NYS also reported depression and limited engagement in
behavioral health services.

Purpose and Approach

The public-private partnership model embodied in the UBHC is an
innovative approach to expanding services for veterans and their fami-
lies. To foster understanding of the UBHC model and shed light on
how it is serving veterans and their families, RAND evaluated the cen-
ter’s activities. The evaluation was intended to document the imple-
mentation of a unique public-private collaborative approach for provid-
ing care to veterans and their families, in order to assess the approach’s
viability, identify implementation challenges and successes that the
program can learn from, and facilitate its replication in other com-
munities should it prove successful. This report presents the results of
RAND’s evaluation.
The evaluation addressed four questions:

e What resources and capacities were available for providing care
in the UBHC?

* What barriers and facilitators to implementing this model of care
did the center encounter?

e What services were delivered, and what were the characteristics of
the patients who received these services?

* How did receiving care affect patients’ health outcomes?

The evaluation had two components. The first component focused
on documenting the structures of care (the capacities and resources
that the center developed and employed—e.g,, facilities, staff, technol-
ogy, infrastructure) and the processes of care (the services delivered—
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e.g., individual psychotherapy, medication management—and who
received them). The second component focused on outcomes of care.
These outcomes refer to the measures of functioning and symptoms
that patients experience as a result of the types of care they received—
in other words, measuring the improvements in health that the pro-
cesses are intended to produce. For the first component, the evaluation
used data from site visits and focus groups, as well as administrative
data. For the second, it used patient-reported outcome data that were

collected and shared by UBHC staff.

Key Findings

Capacity for Care

* The UBHC treated its first patient in late 2012, after approxi-
mately five months of construction. As of July 2016, the center
is up and running and delivering a range of behavioral health
services to veterans and their families (e.g., individual and group
psychotherapy, family therapy, medication management).

* 'The center colocates and coordinates care across two indepen-
dently governed sides: One side, the VA Clinic at Bay Shore, a
community-based outpatient clinic, is operated by the VA; the
other side, the Mildred and Frank Feinberg Division, is operated
by Northwell Health, a private-sector provider. The two sides have
two different managing authorities, sets of procedures, and report-
ing requirements. One side serves veterans, while the other side is
available to service members, veterans, and their families but pri-
marily serves family members. Each side has separate entrances,
information systems, and processes for monitoring performance.

* 'The partnership between the Feinberg Division and the VA Clinic
at Bay Shore sides of the UBHC allows for convenient access to
behavioral health services for veterans and family members and
facilitates exchange of information between the different sides of
the center, which can improve coordination of care. The infor-
mation exchange occurs primarily through team meetings, other
in-person contacts, and the phone. These communication mecha-
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nisms are effective in the context of a relatively small center, but
communication “infrastructure” would likely have to be enhanced
for a larger program to be successful (see the “Recommendations

for Improving or Replicating the UBHC Model” section).

Barriers to Implementation and Service Delivery

* Gaining senior level buy-in from the local VAMC and VA Central
Office took time but was ultimately achieved by focusing on the
potential benefits of the program for veterans and their families.

* Coordinating the construction of a new facility that met the
needs of both Northwell Health and the Northport VAMC was
challenging because of numerous regulatory considerations, some
of which were not clear up front.

* 'The funding model used in the first three years is likely not sus-
tainable. The Feinberg Division provided services at no charge,
generating no revenue. This is likely not a sustainable funding
model because it relies on donations and philanthropic support to
pay for operating expenses. Recognizing this, Northwell Health
has been working toward developing more-sustainable funding
for the Feinberg Division throughout the UBHC’s implementa-
tion and recently implemented a new billing system. Programs
seeking to replicate the UBHC model may benefit from designing
and implementing a sustainable funding plan from the initiation
of the program.

* 'There is an absence of institutionalized and codified procedures
for collaborative activities (e.g., a liaison between sides of the
center), and these may present future challenges. VA Clinic at
Bay Shore staff noted that there is currently no directive in the VA
to implement these kinds of programs and services, and the staff
expressed a desire for clear directives that would support integra-
tion and collaboration and ensure that current effective strategies
are preserved in the event of staffing changes.

Facilitators of Implementation and Service Delivery

* Staff at both Northwell Health and the Northport VAMC cham-
pioned and facilitated the establishment of the UBHC. Since its
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establishment, staff within both systems have forged strong work-
ing relationships.

* A Robert Wood Johnson Foundation grant was a critical catalyst
in the establishment of the center.

* Media attention helped to advertise the availability and services
offered by the center.

* The UBHC staff reported taking special pride in one achievement
in particular: This was as one provider described it, “the healing
that has occurred” as a result of being able to serve veteran fami-
lies through providing collaborative care.

Services Delivered

* 'The two sides of the center had different patterns of service uti-
lization: The VA Clinic at Bay Shore provided fewer services to
a larger number of individuals, while the Feinberg Division pro-
vided more-intensive services to a smaller number of individuals.
As a result, the overall number of patient encounters was com-
parable across the two sides of the UBHC, despite very different
patient loads.

* Both sides, however, succeeded in becoming operational and
delivering a substantial amount of services (more than 7,000
behavioral health encounters on each side of the center) in a rela-
tively short time frame (three years). This was notable considering
that it was a new center ramping up its capacity to provide care
(e.g., through staffing) and reaching out to potential patients in
the community for the first time.

Patient Outcomes
e UBHC patients consistently expressed satisfaction with their
experiences at the center and the care they received, according
to our interviews and a satisfaction survey. Family members we
spoke with remarked that the UBHC “is a place for families to
go that is familiar with veterans’ issues.” Beyond the advantage of
having providers who understand the issues that veteran families
face, patients recognized the advantages of the family receiving
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coordinated care; for instance, one patient noted that “when [pro-
viders] communicate, it’s fantastic.”

* Adult patients treated on the Feinberg Division side of the UBHC
showed improvement in key outcomes, including symptoms of
depression and posttraumatic stress disorder, family function-
ing, and quality of life. Child patients displayed fewer behavioral
health problems.

Recommendations for Improving or Replicating the UBHC
Model

Institutionalize and Codify the Practices That Are Working

The UBHC has established strategies, policies, and procedures designed
to enhance the collaborative effort. However, some of these practices
have not been institutionalized. For example, there is currently a VA
staff member informally acting as a liaison to coordinate care between
the two sides of the center; although this coordination is conducted
effectively, the liaison role could be formalized to ensure that strong
communication between organizations continues. More broadly, the
VA Clinic at Bay Shore should consider formally protecting the time
that their providers spend collaborating, because this is time not spent
in direct patient care or other administrative duties.

Facilitate Easier and Closer Collaboration by Enhancing
Communication “Infrastructure”

Collaboration would be further enhanced if staff could integrate treat-
ment plans across the center’s two sides and could more easily commu-
nicate with each other. The organization of the physical space can also
enhance communication.

Integrate treatment plans. Collaboration would be enhanced by
use of integrated treatment plans that staff on both sides of the center
contribute to and can readily access.

Share access to patient records. The collaboration would also be
enhanced by providers on both sides of the center having easy access to
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each other’s patient records, so that it is easier to track the care a patient
is receiving from other providers.

Provide secure email. It would also be helpful if providers could
securely email each other; currently, they cannot include patient names
in email communications, so communicating about a shared patient
requires a phone call or in-person consultation. The organizations could
also consider developing new platforms for secure electronic communi-
cation between different I'T systems.

Enhanced communication infrastructure that facilitates less bur-
densome data collection, monitoring, and sharing is critical to sup-
porting partnerships between the VA and private organizations, par-
ticularly when they are scaled beyond a single relatively small program.

Create a Physical Space That Is Conducive to Collaboration and
Family Friendly

The clinic space should be organized in a manner that facilitates clini-
cal staff’s efforts to coordinate care; the current organization, with a
shared conference room and kitchen and easy staff access between the
sides of the center, achieves this goal. Staff could consider organiz-
ing the clinic in such a way that the collaboration is readily appar-
ent to patients, if this is desired. A single entrance, single reception,
and uniform decor would communicate to patients that this is a col-
laborative center rather than two distinct entities. Regardless of the
extent to which spaces are shared across organizations, there should be
close communication regarding the establishment and construction of
the physical space from the start of the process. Because the UBHC
and other sites seek to provide services to family members of veterans,
including children, it will be important to ensure that these spaces
appear not only veteran friendly but also family friendly.

Ensure Adequate Capacity (Staffing and Space) to Meet Patient
Needs

The UBHC may benefit from an expansion in both staffing and physi-
cal space, if patient interest in the center continues to grow. In par-
ticular, increased staff at the VA Clinic at Bay Shore would ensure that
there is availability to serve veterans who have family members receiv-
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ing services on the Feinberg Division side of the UBHC. Increasing the
overall capacity of the VA Clinic at Bay Shore through increasing staff
hours there (e.g. more full-time staff instead of part-time staff) would
ensure that the VA Clinic at Bay Shore has adequate capacity to serve
veterans participating in the collaboration, without affecting capacity
to serve veterans whose families do not receive care on the Feinberg
Division side of the center.

Provide a Continuum of Evidence-Based Services

As more settings work to serve veterans and their families experienc-
ing behavioral health problems, it will be important not only to ensure
the provision of evidence-based interventions but also to provide a
continuum of services, including prevention (e.g., psychoeducation
and other programs), in addition to referrals to other types of sup-
port (e.g., financial and legal support, other family support services).
For both prevention and treatment services, community-based orga-
nizations and clinical settings should adopt a systematic approach for
selecting, training, delivering, supervising, and monitoring the fidelity
of evidence-based practices relevant to the population. Systematic use
of evidence-based practices could ensure the effectiveness of treatment,
provided that training is also systematic and that the interventions are
delivered with fidelity. In selecting evidence-based approaches, organi-
zations wishing to replicate the UBHC model may want to focus on
time-limited (i.e., short-term) approaches and techniques or services
that require lower-level (i.e., less expensive) staff to increase capacity
and reduce costs.

Prioritize Outcome Monitoring and Quality Improvement for the
Center as a Whole

The UBHC and other similar centers should carefully and routinely
reevaluate their battery of measures to choose the ones that are least
burdensome to patients and most helpful for informing clinical deci-
sionmaking and outcome monitoring. To increase the integration and
coordination of services, as well as to enable better tracking of patient
outcomes over time, we recommend that the entire UBHC (both the
VA Clinic at Bay Shore and Feinberg Division sides) implement the
same set of patient-reported outcome measures to inform patient care
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and enable ongoing quality-improvement efforts across all partnering
entities. For example, if families who received some care from both
sides of the UBHC completed the same set of measures, it would facili-
tate setting and tracking higher-order, family-system—level treatment
goals. Consistent measurement across the entire UBHC would also
facilitate program monitoring and evaluation.

Conclusions

Overall, the UBHC has successfully implemented a promising
public-private partnership model for providing behavioral health
care for veterans and their families in the same facility. Providers
coordinated efforts to deliver high-quality care, the center geared up
to deliver a range of therapeutic services for a large number of patients
in a relatively short time, patients were happy with the services they
received, and their symptoms and functioning improved significantly
over time.

Providing colocated and coordinated care can potentially
address barriers to care for veterans and their families. Although
many veterans are eligible for VA services, most veterans’ families are
not, leading different members of families to seek care in different set-
tings, with no easy way to exchange information and coordinate care
between VA providers and family members’ providers (see Pedersen
et al., 2015, for a review). The UBHC addresses this barrier by provid-
ing care that is colocated and coordinated.

The UBHC provides care that is oriented toward the needs
of veteran families. Family members we spoke with expressed that
the UBHC plays a vital role in their communities, citing that, in their
experience, providers not affiliated with the VA are insensitive to the
impact of posttraumatic stress disorder and other special issues facing
the families of veterans. Family members we interviewed saw the
UBHC as a unique place where military families could receive care
and be understood. UBHC staff and patients alike touted the advan-
tages of coordinated care in which the different providers treating a
family are in close communication with one another; all interviewees
felt that this coordination greatly improved the quality of care that
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family members received. Patients expressed high levels of satisfaction
with the care they received.

Although the model has been successfully implemented,
with strong preliminary outcomes, there are areas that could be
improved as the UBHC continues to grow and develop. While
staff and patients were happy with the collaborative relationships
between providers, collaboration could still be closer than it currently
is. Staff members regularly have to circumvent various challenges to
collaboration.

Other partnerships between local VAMCs and private health
systems that want to accomplish similar objectives can learn from
the UBHC launch and implementation. In addition to the issues
related to barriers to collaboration and the lack of codified practices,
there were barriers to establishing the center that other programs may
be able to circumvent. Building the center was a complicated process,
but many of the barriers the UBHC faced could potentially be avoided
by having close communication between the private organization and
the appropriate VA staff through all phases of establishing the center,
with key players at the table from the start. Another potential barrier
for other potential partnerships is cost. However, initial expenses could
be reduced by using an existing facility rather than building a new one.
Further, ongoing expenses could be reduced by billing patients from
the start and potentially using less expensive staff (e.g., fewer members
of the psychiatry staff, greater use of interns) and providing less expen-
sive care (e.g., less individual therapy and more groups; however, this
may not be feasible for small centers).

Our evaluation suggests that, overall, the model has been suc-
cessfully implemented by the UBHC and has great potential to be
helpful to the veteran families it serves.
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CHAPTER ONE

Background

Many veterans and their families struggle with behavioral health prob-
lems, family reintegration difficulties, and relationship problems. Sub-
stantial barriers prevent veterans and their families from receiving ade-
quate care. Notably, although many veterans are eligible to receive care
at Department of Veterans Affairs (VA) facilities, family members are
generally not eligible for VA care and must seek their health care else-
where. This situation can pose a barrier to family members” access to
care and also make it more difficult for veterans and their family mem-
bers who do get care to receive services that are coordinated across pro-
viders. Will a new model of care that provides colocated and coordi-
nated behavioral health services for veterans and their families address
these barriers? This report presents an evaluation of one instance of
such a model, the Unified Behavioral Health Center (UBHC) for Mili-
tary Veterans and Their Families.

Addressing the Behavioral Health Needs of Veterans and
Their Families Is a National Priority

Veterans and Their Families Struggle with Behavioral Health
Concerns

Approximately one-fifth of the approximately 2.8 million veterans
of the conflicts in Iraq and Afghanistan are struggling with behav-
joral health concerns, such as posttraumatic stress disorder (PTSD),
traumatic brain injury (TBI), depression, and substance use disorders
(Ramchand et al., 2014; Schell and Marshall, 2008; Seal et al., 2011).
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Despite rates of behavioral health concerns higher than the civilian
public, less than 50 percent of veterans in need of services actually seek
care (Bray and Hourani, 2007; Gorman et al., 2011; Pietrzak, Johnson,
et al., 2009; Schell and Marshall, 2008). Veterans and their spouses
collectively report substantial family reintegration difficulties, reduced
marital quality, and increased rates of separation and divorce compared
with nonmilitary families (Riviere et al., 2012; Sayers et al., 2009). In
addition to dealing with the behavioral health issues of their veteran
partners, military spouses themselves experience high rates of behav-
joral health concerns, such as depression and anxiety (Eaton et al.,
2008; Mansfield, Kaufman, Marshall, et al., 2010).

Children exposed to parental wartime deployment also suffer
from family relational problems and behavioral health concerns, such as
depression and conduct problems (Gorman, Eide, and Hisle-Gorman,
2010; Jordan et al., 1992; Lester et al., 2010; Mansfield, Kaufman,
Engel, and Gaynes, 2011; McFarlane, 2009). For example, research-
ers have noted increases in documented behavioral disorders in medi-
cal charts during periods of parental deployment (Gorman, Eide, and
Hisle-Gorman, 2010), and test scores at school have been shown to
decrease during periods of parental deployment (Engel, Hyams, and
Scott, 2006). In addition, it may not be deployment itself that only
explains problems for children; rather, deployment may affect paren-
tal behavioral health problems, which then have a direct relationship
with such outcomes as parenting challenges, impaired parent-child
relationships, and overall functioning of the family. For example,
parental PTSD attributed to trauma experienced while deployed was
associated with parenting challenges among Army National Guard
fathers (Gewirtz et al., 2010). Spouses of deployed service members
reported declines in parenting satisfaction during deployments (Mead-
ows, Tanielian, and Karney, 2016). Moreover, the higher levels of self-
reported parental stress and overall perceived psychological stress by
nondeployed parents have been shown to be associated with children’s
poorer psychological functioning (e.g., behavioral problems, attention
problems) (Flake et al., 2009). Combined, these factors all can nega-
tively affect the family unit and present challenges for children.
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Veterans and Their Family Members Face Barriers to Receiving
Adequate Care

Nearly one-half of veterans and their spouses have reported logistical
barriers that precluded them from receiving care, including perceived
high costs of behavioral health care, difficulty getting child care or
time off work, not knowing where to receive such care, not knowing
what affordable care options are available, and concerns related to the
beliefs that others would view them negatively for seeking such care
(Eaton et al., 2008; Hoge et al., 2004; Pietrzak, Johnson, et al., 2009;
Schell and Marshall, 2008; Vaughan et al., 2011). Also, while nearly
all recent veterans are eligible for medical and behavioral health care at
the VA (e.g., free care for the first five years postdeployment), in most
instances, family members are not eligible for this care. Consequently,
veterans and their families have to learn to navigate two separate sys-
tems of care (i.e., the VA and another hospital or clinic) to achieve
and maintain family well-being. This dual-system navigation can be a
formidable task: Exchange of information between VA providers and
family members’ providers can be time-consuming and strain already
limited resources in trying to coordinate care between two separate
clinics. Also, family members may be unaware of their care options
after leaving the military health system and TRICARE. For example,
in qualitative work, RAND researchers found that veterans and their
spouses are generally unaware of their affordable care options (Schell
and Tanielian, 2011). As another example, in a large study of military
and veteran caregivers, RAND also found that approximately one-
third of post-9/11 caregivers did not have a regular source of health
care and that one-quarter lacked health insurance (Ramchand et al.,
2014). Veterans themselves recommended expanded and accessible VA
services for the family members of veterans, such as support programs
and access to the same quality care that veterans receive (Farmer et al.,
2011). While some family members, including those enrolled in the
VA’s comprehensive post-9/11 caregiver support program, can receive
medical care from the VA, the size and scope of their care utilization
is unknown.
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New Policies Address the Concerns About Unmet Behavioral Health
Needs

In August 2012, President Barack Obama signed an executive order to
improve the behavioral health care of veterans, service members, and
their families. Efforts to achieve these goals have included increasing
capacity for health care at the Veterans Health Administration (VHA),
promoting research on the development and dissemination of effective
treatments, and promoting suicide-prevention efforts (U.S. Depart-
ment of Defense [DoD], VA, and U.S. Department of Health and
Human Services, 2013; Office of the Press Secretary, White House,
2012). The executive order also called for collaboration between the
VHA and the Department of Health and Human Services to identify
local community partners to improve access to care for services for vet-
erans in the community. Recently, the Office of the Chairman of the
Joint Chiefs of Staff also called for more public-private partnerships to
target the health and wellness needs of veterans as the conflicts in Iraq
and Afghanistan end (Office of Warrior and Family Support, Office of
the Chairman of the Joint Chiefs of Staff, 2013). Public-private part-
nerships have been a focus of the VA’s Veterans Policy Research Agenda
as well, which specifically calls for more research to evaluate and moni-
tor public-private partnerships, to inform best practices for defining
and measuring success, and to help develop innovative platforms for
enhancing communication between veterans, family members, and
caregivers about services available through partners of the VA (Office
of Policy and Planning, VA, 2014). The VA’s strategic plan for fiscal
years 2014-2020 also aims to “enhance and develop trusted partner-
ships,” and to “enhance VA’s partnerships with federal, state, private
sector, academic afhiliates, veteran service organizations, and non-profit
organizations” (Office of Policy and Planning, VA, 2014). Thus, the
strategy promotes public-private partnerships as a potential solution
to address the gaps between veterans’ needs and the availability of ser-
vices—particularly behavioral health services.
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A New Model Exists for Colocating and Coordinating Care for
Veterans and Their Families in New York State
One such public-private partnership has emerged in New York state
(NYS); this partnership is the first to test its potential for improving
behavioral health care for veterans and their families. There is evidence
that NYS veterans have unmet behavioral health needs. NYS has the
fourth-highest number of resident veterans nationwide (DoD, 2010),
and there is evidence that NYS veterans and their families are at risk
for behavioral health problems and in need of services. For example,
in a large survey of NYS veterans and their spouses, researchers found
concerning rates of probable PTSD (16 percent), depression (16 per-
cent), and past-month binge drinking (38 percent) (Vaughan et al.,
2011). While more than one-half of NYS veterans could likely benefit
from some type of behavioral health care, a study found that only about
one-third actually received behavioral health services; of those receiv-
ing services, only one-half received minimally adequate care (Schell
and Tanielian, 2011). In addition, nearly one-half of spouses reported
difficulties dealing with their partners’ behavioral health issues, and
one-third reported concerns regarding veteran’s reintegration into the
daily family routine. Spouses of veterans in NYS also reported depres-
sion (10 percent) and limited engagement in behavioral health services
(i.e., 21 percent received past-year services; 14 percent desired services
but did not initiate treatment). In short, policymakers and providers
must do more to improve the health of NYS veterans and their families.
To address the behavioral health care barriers experienced by NYS
veterans and their families, Northwell Health Systems, a private-sector,
nonprofit health system, and the Northport Veterans Affairs Medical
Center (VAMC) collaborated to create the UBHC for Military Veter-
ans and Their Families—a unique community-based behavioral health
center for military veterans and their families. This collaboration is spe-
cifically designed to overcome access and coordination barriers to care
by housing behavioral health care for veterans and their families within
the same facility. The approach is intended to allow veterans and their
families to receive the same behavioral health care within one setting,
increase communication between veterans’ and their families’ pro-
viders, help coordinate care for veterans and their family members in
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both family-based and individually based approaches, allow for easier
and streamlined information exchange between providers, reduce the
stigma of seeking care by including family members in specialized care
of such disorders as PTSD, and increase military cultural competency
among the non-VA providers. The center demonstrates a public-private
collaborative model of care that may be broadly applicable beyond NYS
and across other VA facilities partnering private health care systems.

Purpose of This Report

The public-private partnership model embodied in the UBHC reflects
an innovative approach for expanding services for veterans and their
families. However, little has been documented about how the center
came to fruition and whether it is meeting its stated objectives. To
foster greater understanding of the UBHC model and shed light on
how it is serving veterans and their families, RAND conducted an
evaluation to assess this public-private collaboration to expand access
to behavioral health services for veterans and their families. The evalua-
tion was intended to document the implementation of a unique public-
private collaborative approach for providing care to veterans and their
families, in order to assess the approach’s viability, identify implemen-
tation challenges and successes that the program can learn from, and
facilitate its replication in other communities should it prove successful.
The evaluation addressed four research questions:

* What resources and capacities were available for providing care
in the UBHC?

* What barriers and facilitators to implementing this model of care
did the center encounter?

e What services were delivered, and what were the characteristics of
the patients who received these services?

* How did receiving care affect patients’ health outcomes?
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Organization of This Report

The remainder of this report is organized as follows: Chapter Two
describes our research methods. Chapter Three presents information
gathered about the development and current structure of the UBHC.
Chapter Four presents descriptive results about the center’s processes of
care, as well as information about patient characteristics. Chapter Five
presents results about patient outcomes. Chapter Six documents the
lessons learned and presents our recommendations and conclusions.






CHAPTER TWO

Evaluating the Unified Behavioral Health
Center for Military Veterans and Their Families:
Methodological Approach

The evaluation had two main components. The first focused on docu-
menting the structures of care (the capacities and resources that were
developed and employed [e.g., staff, technology, infrastructure]) and
describing the processes of care (the intervention activities that were
delivered and who received them [e.g., clinical services administered]).
Our team designed the evaluation using a structure-process-outcomes
framework (see Figure 2.1; Donabedian, 1966, 1980). Structures of
care refer to those structural aspects that help to define capacity; this
includes the physical structure (size, layout), as well as the staff (type,
capabilities, size) and the resources staff members have available to
deliver services (e.g., clinical tools, such as health information technol-
ogy [I'T]). The process of care includes those types of services or proce-
dures that are used to address a particular health problem. In the case
of the UBHC, the process includes the types of therapeutic services
that are offered and used (e.g., individual psychotherapy, medication
management) by providers to address behavioral health issues among
the patient population.

The second component focused on assessing outcomes of care.
These refer to the measures of functioning and symptoms that
patients experience as a result of the types of care they received—the
improvements in health that the processes are intended to produce
(e.g., improvement in behavioral health symptoms and quality of life).
All methods were reviewed and approved by the RAND Human Sub-
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Figure 2.1
Structure-Process-Outcomes Framework

Structures of care Processes of care Outcomes of care
What capacities and What services were Did it make a
resources were developed administered, and difference? Did
and employed? to whom? people get better?

RAND RR1647-2.1

jects Protection Committee. Northwell Health’s and the Northport
VAMC’s institutional review boards (IRBs) reviewed the methods as
well and concluded that the project was program evaluation and not
research and thus not subject to IRB review. A data use agreement
for a limited data set and a confidentiality agreement were used to
access patient-level data from Northwell Health, and a memorandum
of understanding (MOU) with the Northport VAMC allowed us to

conduct the evaluation.

Documenting Center Structure and Processes of Care

Effective delivery of care involves multiple organizational features oper-
ating across both structural and process levels. To understand these
features, we employed multiple methods and used various data sources
to allow a comprehensive assessment of the structures and processes
associated with care delivery at the UBHC. These methods included
primary data collection from stakeholders (i.e., through site visits, staff
interviews, and patient focus groups), review of reports to the center’s
sponsor, review of administrative records, and examination of service
utilization data. The UBHC is essentially made up of two physical
parts, the VA Clinic at Bay Shore, a community-based outpatient clinic
(CBOC)—literally on one side of the building—and a privately funded
veteran and family clinic on the other. These two sides are managed
separately, and, as a result, we talk about our procedures for gather-
ing and assessing information about both “sides” of the UBHC. How
these two sides work together will be discussed in Chapter Four, but
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it is important to understand how our methods varied across the two
different sides.

Site Visit and Focus Groups

Two members of the evaluation team visited the UBHC and conducted
semistructured interviews with administrators involved in the develop-
ment or management of the center, administrative support staff, behav-
ioral health providers, and patients.

The team interviewed all behavioral health staff and key admin-
istrators from both Northwell Health and the VA Clinic at Bay Shore
sides of the center. The Northwell Health side is referred to as the Mil-
dred and Frank Feinberg Division (Feinberg Division). Staff interviews
were conducted individually or in small groups. Interview groups did
not combine Feinberg Division and VA Clinic at Bay Shore staff and
did not combine clinical and administrative staff (i.e., groups contained
only staff from the same organization and same level of authority). We
conducted phone interviews after the site visit with staff who were not
available during the visit and followed up with some administrators by
phone or email as needed to clarify responses.

We conducted two focus groups with patients of the UBHC,
one consisting of veterans (/N = 6, all male) and another consisting of
family members of veterans (/V = 9, all female). All focus group par-
ticipants were 18 years or older and were currently receiving care from
the UBHC. No focus groups were conducted with child patients or
nonpatient family members or collaterals.

The evaluation team also toured the UBHC to understand the
unique aspects and key physical features of the collaborative center.

Interview participants were asked about their involvement and
experiences with the UBHC. Interview protocols were guided by key
publications about the integration of public-private partnerships and
the provision of adequate care for veterans and their families (Peder-
sen et al., 2015; Suter et al., 2009; Tanielian et al., 2014). Interviews
focused on the history and goals of the center; implementation; gov-
ernance; shared structures; systems; and culture, integration, and
facilitators and barriers. Interviews were semistructured to allow for
responses to prompt follow-up questions for further understanding or
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clarification. Separate interview protocols were developed for patients
(veterans and family members), staff and administrators, and leader-
ship. Interviews lasted 30—60 minutes and were documented in notes
taken by RAND staff. Protocols and questions were developed using a
matrix of key topics for each focus group or individual interview (see
Table 2.1). RAND staff reviewed notes from the interviewers and orga-
nized responses by key area and themes that were identified through
group discussion and consensus within the evaluation team. First, we

Table 2.1

Key Topics Covered in Interviews and Focus Groups

Administrator Clinician Patient Focus
Topic Interviews Interviews Groups
Background X
Structure of the center X
Nature of partnership X
Population served X
Planning and implementation X
Goals X
Budget/finances X
Daily operations X X
Services offered X X
Care coordination/cross X X
collaboration/integration culture
Policies and procedures X X
Services offered X X
Performance management and
evaluation
Barriers and challenges X X X
Successes X X X
Access to care X X
Care experience X
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linked the protocol questions by interviewee with the appropriate key
topic. Next, we inserted interview notes into the key-topic framework
by topic, and interview data were reviewed by the principal investiga-
tor and the project associate. The key topics suggested some a priori
themes, and themes were identified through review of interview notes
that highlighted the unique attributes of the UBHC. Two team mem-
bers individually studied the raw data organized by outlined topic and
provided comments and further subtopics based on participant and
client responses. Finally, we summarized the raw data by topic and
subtopic to create a coherent story of the UBHC’s implementation and
operation.

Review of Administrative Reports

We reviewed semiannual and annual narratives that the UBHC pro-
vided to one of its sponsors, the Robert Wood Johnson Foundation
(RW]JE). Reports detailed progress on key objectives at six-month
intervals and highlighted the impact the center had on patients, staff
changes, and patient flow (see North Shore-LIJ Health System, 2013,
2014, 2015). In addition to documenting progress, the reports allowed
the UBHC to provide input on barriers and issues that may require
assistance from the funding partnership staff. As relevant and appropri-
ate, we incorporated information from the narratives into this report.

Service Utilization Data

To understand who was receiving care and the types of care that were
delivered, we requested data on the size and characteristics of the patient
populations served on both sides of the UBHC. The type and level of
detail of these data differed depending on the side of the center. We
received deidentified individual-level data using a secure data-transfer
protocol from the Feinberg Division (i.e., age, gender, race and ethnic-
ity, education, employment status, income, military service, treatment
history, diagnosis, services received) and conducted descriptive analy-
ses to summarize patient characteristics and service utilization. For
patients seen on the VA Clinic at Bay Shore side of the UBHC, a VA
data analyst on-site provided us with aggregate-level data for patients
with behavioral health issues.
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Assessing Outcomes of Care

To understand how services received at the UBHC affected the out
comes of those served, we requested access to patient-reported out-
comes data that had been collected by UBHC staff. The Feinberg Divi-
sion side of the center serves both child and adult patients and routinely
collects data on individuals treated in the clinic to monitor patient
outcomes in response to treatment and augment treatment planning,.
Clinic staff administer a variety of assessment measures of symptom-
atology and functioning at three-month intervals. The battery of mea-
sures was chosen at the time of Northwell Health’s RW]F application,
and the specific measures administered to a given patient were selected
by Feinberg Division clinicians according to what they believed was
most appropriate for the patient based on the initial intake assessment
(patient outcomes were consistently assessed at three-month intervals,
but only families and couples were routinely administered family and
couple measures, only those presenting with PTSD symptoms were
routinely assessed with regard to PTSD symptomatology, and so on).
The VA Clinic at Bay Shore does not routinely and consistently collect
patient-reported outcomes, but it does implement VA-mandated stan-
dard screenings (e.g., for suicide risk, depression, TBI, PTSD, alcohol
abuse) for patients. However, individual-level data from these screen-
ings were not available to RAND.

Because of resource constraints, the current evaluation relied on
available previously collected outcome data; thus, outcome data are
only available for patients treated on the Feinberg Division side of the
UBHC. Similarly, there are no comparison data from a control group
of individuals who did not receive care at the UBHC.

Patient-Reported Outcome Measures: Adults

Feinberg Division staff administered several measures of depression,
anxiety, and PTSD-related symptomatology as well as family and rela-
tionship functioning and overall quality of life satisfaction to adults
every three months. The following subsections discuss the specific
measures.
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Beck Depression Inventory Il

The Beck Depression Inventory II (BDI-II) is a widely used 21-item
inventory measuring the severity of depression in adolescents and
adults (Beck, Steer, and Brown, 1996). Scores range from 0 to 63, with
validated clinical cut-off points (e.g., scores 0—13 are interpreted as
“minimal” symptoms; scores above 28 correspond to “severe” depres-
sive symptoms). The scale has been shown to have good internal consis-
tency (Cronbach’s alpha = 0.91; Dozois, Dobson, and Ahnberg, 1998),
and there are numerous studies that provide evidence for the scale’s reli-
ability and validity across a range of populations (e.g., Dozois, Dobson,
and Ahnberg, 1998); Osman et al. (2004) found good reliability and
validity when testing the BDI-II with adolescent psychiatric patients.

Beck Anxiety Inventory

The Beck Anxiety Inventory (BAI) is a 21-item inventory using a rating
scale from 0 to 3 to assess anxiety levels in adolescents and adults (Beck
and Steer, 1993). Similar to the BDI-II, scores range from 0 to 63,
and guidelines for score interpretation are provided (e.g., scores greater
than 29 are interpreted as “severe” anxiety symptoms). The measure
age range is 17-80, but the measure has been used in peer-reviewed
studies with adolescents ages 12 and older. There is strong evidence for
the measure’s reliability and validity (e.g., good internal consistency,
with Cronbach’s alpha equaling 0.92 to 0.94; see Beck et al., 1988;
Fydrich, Dowdall, and Chambless, 1992).

Family Assessment Device

The Family Assessment Device (FAD) is based on the McMaster Model
of Family Functioning (MMFF) and measures structural, organiza-
tion, and transactional characteristics of families. The FAD assesses
six dimensions of the MMFF—affective involvement, affective respon-
siveness, behavioral control, communication, problem-solving, and
roles. The current evaluation examined the general family functioning
scale, an overall measure of family functioning (Epstein, Baldwin, and
Bishop, 1983). Higher scores indicate poorer levels of family function-
ing. The FAD has shown acceptable psychometric properties (Bihum
et al., 2002; Miller et al., 1985). The general-family functioning scale
has shown good internal consistency (Cronbach’s alpha ranges from



16 The Unified Behavioral Health Center for Military Veterans and Their Families

0.83 to 0.86; Kabacoff et al., 1990) across nonclinical, psychiatric, and
medical populations.

Dyadic Adjustment Scale

The Dyadic Adjustment Scale (DAS) is a self-report measure of rela-
tionship quality (Spanier, 1976). It is a 32-item measure with four
subscales (dyadic consensus, dyadic satisfaction, dyadic cohesion, and
affectional expression) developed for married couples or similar dyads.
Items have varying response scales, and higher scores on each scale
indicate higher levels of relationship quality. It has been acknowledged
as one of the best paper-and-pencil indicators of dyadic adjustment
(Cohen, 1985; Jacobson and Follette, 1985; Johnson and Greenberg,
1985). The DAS shows high internal consistency (Cronbach’s alpha =
0.96; Spanier, 1976; Sharpley and Cross, 1982), and there is strong evi-
dence for its reliability and validity (Carey et al., 1993; Graham, Liu,
and Jeziorski, 20006).

Quality of Life Enjoyment and Satisfaction Questionnaire-Short
Form

The Quality of Life Enjoyment and Satisfaction Questionnaire—Short
Form (Q-LES-Q-SF) assesses the degree of enjoyment and satisfac-
tion experienced by individuals in various areas of daily functioning
(Endicott et al., 1993). Scores range from 14 to 70 and are interpreted
as a percentage of the maximum possible score, with higher percent-
ages indicating better quality of life. The measure shows good inter-
nal consistency (Cronbach’s alpha = 0.90; Stevanovic, 2011), is reliable
and valid among clinical populations (Ritsner et al., 2005; Mick et al.,
2008; Stevanovic, 2011), and has been used to assess quality of life
among veteran populations (Pietrzak, Tsai, et al., 2015).

PCL-5—PTSD Checklist for DSM-5

The Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) is a
20-item measure that assesses the 20 Diagnostic and Statistical Manual
of Mental Disorders, fifth edition (DSM-5), symptoms of PTSD
(Weathers et al., 2013). The PCL-5 is used for monitoring symptom
change during and after treatment, screening individuals for PTSD,
and making a conditional PTSD diagnosis. Items are scored from 0 to
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4, with higher total symptom scores indicating greater symptom sever-
ity (total scores above 33 may indicate clinically significant symptoms;
Weathers et al., 2013). The Posttraumatic Stress Disorder Checklist
(PCL) was revised to reflect DSM-5 changes to the PTSD criteria, and
changes in existing and new symptoms are reflected in the PCL-5.
There is evidence that the measure has strong internal consistency
(Cronbach’s alpha = 0.94; Blevins et al., 2015), strong reliability, and
strong validity (Blevins et al., 2015; Liu et al., 2014).

Outcome Measures for Children

Feinberg Division providers routinely assessed behavioral health outcomes
in child patients (i.e., younger than 18 years old) via two measures—one
that relied on parent reports of child behaviors and one that relied on
youth self-reports of behavioral health.

Child Behavior Checklist for Ages 6-18

The Child Behavior Checklist for Ages 6-18 (CBCL/6-18) is a stan-
dardized measure completed by the parent or caretaker who spends
the most time with the child (Achenbach and Rescorla, 2001). It pro-
vides ratings for ten competence and 120 problem items corresponding
to the Youth Self Report (YSR). Scores are typically transformed and
interpreted as T-scores relative to the standardized sample. The items
cover physical problems, concerns, and strengths, and scales have been
shown to have good internal consistency (Cronbach’s alphas ranging
from 0.71 to 0.89; Nakamura et al., 2009). An examination of a large

clinical sample of children and adolescents found the measure to be
reliable and valid (Nakamura et al., 2009).

Youth Self Report

The YSR is a self-administered survey developed by Thomas Achenbach
and derived from the CBCL (Achenbach, 1991). The YSR assesses the
emotional and behavioral problems in adolescents. The total scale score
has been shown to have good internal consistency in both younger
and older youth (Cronbach’s alphas for both younger and older youth
were 0.93; Ebesutani et al., 2011), and the measure is reliable and valid
(Ebesutani et al., 2011; Izutsu et al., 2005).
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Statistical Analysis of Outcome Measures

The effect of treatment on patients’ symptoms and functioning over
time was analyzed overall as well as at three-month intervals over the
course of treatment (up to one year) using Stata/SE 13.1 statistical
analysis software. The 12-month observation period allows for exami-
nation of trajectories of symptom change over time and is a period of
observation often used to assess intervention effects in clinical trials
(see, e.g., Katon et al., 2001; Miklowitz et al., 2007; Miranda et al.,
2003). To estimate both the individual fixed effects across patients and
random effects within patients, as well as to maximize the ability to use
as much available data as possible, the treatment effect was modeled
using mixed-effects models of repeated-measures data.

The primary outcome for the analysis was severity of depression
symptoms, as measured by BDI-II. Secondary outcomes included the
BAIL the FAD, the DAS, the Q-LES-Q-SF, the PCL-5, the CBCL,
and the YSR.

Most of the outcomes of interest were modeled on the individual
level, while joint family questionnaires (the FAD and the DAS), as
well as the CBCL, were modeled on both individual and family levels.
Based on statistical judgment (parameter estimates testing in multi-
variate modeling, as well as such model specifications tests as Akaike
information criterion, Bayesian information criterion, and likelihood-
ratio test) and medical judgment (understanding of factors associated
with a specific outcome), predictors were selected for the final multi-
variate repeated-measures mixed model. For all adult outcomes, the
model predictors included demographic characteristics (age, gender,
ethnicity), level of education, and family income, as well as military
status (active duty, reserves, veteran, military child, military family
member, military spouse, other close relationship). The child outcomes
(the CBCL, the YSR) had a smaller set of controls because of insuf-
ficient numbers of observations in their specific cases: Models for the
CBCL controlled for gender only, and those for the YSR controlled for
age, gender, and ethnicity.

Using the final repeated measures mixed effects model specifica-
tion, each clinical outcome was analyzed in two ways. First, the mean
treatment effect was estimated based on the linear growth model using
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continuous time. Then, the clinical outcomes were analyzed at each
separate time of their repeated measurements to estimate the rreatment
effect relative to baseline at each subsequent three-month assessment
(three months, six months, nine months, and 12 months) since initiat-
ing treatment. The results of both models are reported for all outcomes.






CHAPTER THREE
The Center’s Creation and Capacity for Care

This chapter describes the origins of the UBHC and its structure—its
physical setting, infrastructure, staff resources, and operational proce-
dures. The chapter also presents our assessment of the center’s capacity
for delivering care.

Origins of the Unified Behavioral Health Center

The UBHC for Military Veterans and Their Families, located in Bay
Shore, New York, in Suffolk County on Long Island, opened in 2012.
The facility provides behavioral health care for veterans and their fami-
lies and represents a formal collaboration between Northwell Health
(formerly the North Shore Long Island Jewish Health System) and the
Northport VAMC. Each of these systems is described briefly below.
The timeline for key events for establishing the UBHC is shown in
Figure 3.1.

Northwell Health

Northwell Health is an integrated health system, based in Great
Neck, New York, in Nassau County on Long Island, with 21 hospi-
tals and more than 61,000 employees. The rebranding of the organiza-
tion in January 2016—from North Shore Long Island Jewish Health
System to Northwell Health—reflects Northwell’s expansion beyond
Long Island to the broader New York metropolitan area, as well as an
increasing organizational emphasis on overall wellness. Part of North-
well’s mission is improving the health of the neighborhoods it serves,

21
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Figure 3.1
Timeline of Key Events for Establishing Center
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and this includes a long-standing commitment to providing care to
military veterans and their families. Suffolk and Nassau counties alone
have a combined veteran population of 125,000 (National Center for
Veterans Analysis and Statistics, VA, undated).

Northwell Health has a history of providing services to veterans
and their families. In 2007, with funding from the Rosen Family and
Federal Law Enforcement Foundation, Northwell psychiatrists and
other physicians, psychologists, and social workers began providing
free, confidential behavioral health care services to veterans and their
family members through the Florence and Robert A. Rosen Family
Wellness Center (the Rosen Center), located in Nassau County. In
2009, Northwell Health established the Office of Military and Vet
eran’s Liaison Services as a health and wellness resource center. This
office oversees and coordinates programs, such as the community-
based Rosen Family Wellness Center, dedicated to the needs of veter-
ans and their families.
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Northwell Health also provides care for individuals with TBI. In
2009, Northwell Health obtained a Robert R. McCormick Founda-
tion grant to fund a TBI center serving veterans at the Fort Drum,
New York, military installation. Northwell’s McCormick grant also
funded a part-time neuropsychologist fellow to assist the Northport
VAMC with new federally mandated TBI evaluations for veterans
returning from Operations Enduring Freedom and Iraqi Freedom.

In addition, Northwell Health provided services to veterans on Long
Island at Zucker Hillside Hospital in Queens.

Northport VAMC

The VA operates the largest integrated health care system in the world.
VA facilities (hospitals, clinics, vet centers, and domiciliaries) are orga-
nized into a series of 21 Veterans Integrated Service Networks (VISN).
The VA facilities within NYS are split between VISN 2 and 3. VISN 3
includes all of the VA facilities around New York City and on Long
Island, as well as New Jersey. Within VISN 3, there are eight medi-
cal centers, three domiciliaries, ten veteran centers, and more than 30
community-based outpatient clinics. The Northport VAMC, one of
the medical centers within VISN 3, provides medical, surgical, psy-
chiatric, rehabilitative, and skilled nursing care to veterans living on
Long Island. Veterans can also receive services through the Northport
VAMC at any one of its five CBOCs on Long Island (see Figure 3.2).
In total, the Northport VAMC served 31,534 patients last year.

Taking Advantage of an Opportunity

As part of ongoing efforts to improve and expand services for veterans
and their families, Northwell Health staff reported that they had long
recognized the potential value of a partnership with the VA. While
staff at the Northport VAMC indicated that they shared Northwell
Health’s concern for military and veteran families, the VA’s mission is
to serve veterans, and it has only limited authority to serve some veteran
spouses and children. Thus, the idea for a unified clinic to serve veter-
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Figure 3.2
Location of the UBHC
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ans and their families was not necessarily intuitive. Two developments,
however, combined to pave the way for the current collaboration.

In the fall of 2010, Northwell Health applied for a grant from
the RWJF’s Local Funding Partnerships initiative, a national program
designed to support community-based projects that improve health
care for vulnerable populations, to support the UBHC. According to
Northwell Health staff, veterans receiving care at the Rosen Center
did not like receiving care at the VA, and the Northwell Health team
saw this as an opportunity to create a partnership with the VA that
would allow veterans to seek care in a different environment. To help

foster the relationship between Northwell Health and the VA, North-
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well Health hired a veteran to act as an Office of Military and Veterans
Liaison Services manager.

At the same time that Northwell Health was exploring ways to
expand services for veterans and their family members with the RW]JF
grant, staff at the Northport VAMC reported that the VA found itself
needing to close two antiquated CBOC:s in Bay Shore, Long Island,
and to open a single new CBOC in their place. When Northwell
Health was able to provide the VA with a building to house a new
CBOC in Bay Shore, interview participants reported that the idea of a
unified behavioral health center for veterans and their families became
a reality. The UBHC, which opened its doors in late 2012, enabled the
Northport VAMC to collaborate with Northwell Health in addressing
a shared concern—the behavioral health of current military personnel,
veterans not eligible for the VA, and their family members.

The overarching mission of the UBHC is to improve the behav-
joral health and well-being of military veterans and their spouses,
partners, and children by providing behavioral health services in
a common setting. The specific goals of the UBHC are to increase
access to services, reduce symptoms and improve quality of life, reduce
stigma through family-focused care and outreach, demonstrate the
viability of public-private collaboration, and promote replicability. The
specific issues that the UBHC team evaluates and treats include long-
term exposure to stressful or traumatic events, fear for the safety of
loved ones, PTSD, anxiety, depression, family conflicts, and children’s
behavioral problems.

Formalizing the Partnership

To outline the relationship and parameters for the partnership, an
MOU was established between the Northport VAMC and Northwell
Health at the UBHC. It should be noted, however, that the UBHC
was open for about a year before the MOU was officially in place.
According to those we interviewed, the original vision of the UBHC
was an equal partnership, in which both sides could actively promote
themselves, endorse each other, and make direct referrals. After the
UBHC opened, however, VA staff learned that direct referrals were not
allowed because of federal regulations; instead, VA staff were obliged to
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refer the Feinberg Division side of the UBHC operated by Northwell
Health along with all the other relevant referrals in the region. If they
did mention the Feinberg Division as an option, they needed to state
that the UBHC was a “collaboration” and not a “partnership” (North
Shore-LI] Health System, 2013).

UBHC staff reported that the Northport VAMC made multiple
attempts to obtain an MOU that would have the purpose of allowing
them to preferentially refer to the Feinberg Division side of the UBHC.
According to them, obtaining approval for the MOU took about a year
and required multiple revisions by legal counsel on behalf of both the
VA and Northwell Health. At present, the MOU is in place, and the
VA side of the center can preferentially refer patients to the Feinberg
Division side, operated by Northwell Health.

Establishing the Center: Funding, Approvals, and Construction
Northwell Health staff reported that their vision of a unified behav-
ioral health center for veterans and their families grew out of experi-
ences with the Rosen Family Wellness Center, which first opened in
November 2007. Northwell Health leadership reached out to North-
port VAMC leadership regarding collaborating on the center. UBHC
staff reported that obtaining buy-in from VA leadership was challeng-
ing and time-consuming, as described in more detail in the sections on
barriers and facilitators.

To support the operation of the UBHC, Northwell Health received
a grant for $300,000 from RW]JF in July 2011. As a condition of the
grant, Northwell Health had to provide 100-percent matching funds,
but it was able to raise more funding than required, so the Northwell
Health matching contribution actually exceeded this amount. North-
well Health staff reported that the total annual operating expenses for
their side of the UBHC have ranged from around $500,000, when
the clinic had recently opened and staffing levels were lower, to more
than $670,000 in 2015, after staffing levels were gradually increased.
Table 3.1 summarizes Northwell Health’s annual operating expenses
for the UBHC. It should be noted that the VA covers the expenses for
its staff working at the VA Clinic at Bay Shore and does not incur any
special expenses to support the UBHC collaboration because it uses
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Table 3.1

Feinberg Division Operating Budget

Expense 2013 ($) 2014 (%) 2015 (%)
Staffing expenses—salary and 317,861 428,116 507,896
fringe

Other expenses (e.g., 184,149 171,821 162,565

communications/marketing, travel,
rent/tax, consultants)

Total salary and other expenses 502,009 599,937 670,462

NOTE: These expenses have been rounded to the nearest dollar.

existing staff and resources and operates the VA’s side of the center like
any other CBOC.

The grant and matching funds were designated for clinic operat-
ing expenses and did not cover the costs of renovating a new facility,
which were approximately $1 million (inclusive of construction, equip-
ment, and furnishings). Northwell Health did extensive fundraising to
acquire the money needed to open and operate the center. Specifically,
the funds were raised for the Military Veteran Program at Northwell
Health and were then distributed to the UBHC and the Rosen Center.

Northwell Health secured a ten-year lease to the building, but the
building needed extensive renovation before it could house the UBHC.
Northwell Health took the lead on developing the site, in consulta-
tion with VA staff. The construction took approximately five months
to complete. Building the shared facility required a lot of coordination
with not only the contractors but also several program and regulatory
officials because of the unique needs of each collaborating organiza-
tion. According to those in charge of executing the building renova-
tion, in the initial scoping of the project, it was not clear how exactly
staff from the two organizations would interact, what physical areas
would be shared, and how shared areas would be accessed.

Northwell Health staff in charge of the renovation reported that,
in addition to clinical considerations related to how providers from
the two organizations would share the facility and use the space to
facilitate patient care, there were also numerous regulatory consider-
ations, some of which were not clear up front. In particular, Northwell
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Health staff reported that, as a federal entity, the VA had very specific
requirements for its buildings, guiding everything from the position-
ing of outlets to the types of lightbulbs used. Northwell Health staff
reported that shortly before the building was scheduled to open, VA
staff expressed concerns about security issues (i.e., the need for panic
buttons and emergency locks in offices), the conference room, and the
ramp used for accessible building entry—which was compliant with
Americans with Disabilities Act standards but not the VA’s standards,
which are different. According to those interviewed, another issue that
arose was how to keep each organization’s I'T infrastructure private
and secure. There was only one room for IT equipment in the reno-
vated space, but it was not acceptable to each organization that the
other could access it. To maintain separation and security, the pieces of
IT equipment from each organization are in separate locked cabinets
within the room.

The first veteran patient to receive care at the UBHC did so in

November 2012, and the first veteran family member to receive care at
the UBHC did so the following month.

Structural Capacity

The physical setting, infrastructure, staff resources, and operational
procedures of the UBHC are integral to its capacity to deliver care to
patients. These are described below.

Location and Setting

The UBHC facility is located in downtown Bay Shore, on Long Island.
The building is nestled within a series of commercial-use properties, all
of which share a rear parking lot. The UBHC building can be accessed
through a single door, but upon entering the vestibule, visitors have
to choose between entering one of two doors. Through the door on
the left is Northwell Health’s Feinberg Division, which is available to
service members, veterans, and their families but primarily provides
outpatient care to veterans family members; through the doors on the
right is the VA Clinic at Bay Shore, which offers outpatient behavioral
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health and primary care services to veterans. The different sides of the
center house separate receptions and display different signage, furni-
ture, and decor. The IT infrastructure for both organizations is housed
in a small room on the Feinberg Division side of the center. At the
back of the facility, there are two locations designated for shared and
common use, both of which are located on the Feinberg Division side
of the facility: a conference room for clinicians from both sides to use
when coordinating the care of veterans and their families and a kitchen
(refrigerator, microwave, and storage space) to further encourage inter-
action among the UBHC team. A floor plan for the facility is provided
in Figure 3.3.

Center Staffing

The Feinberg Division staff has an interdisciplinary team of clinicians.
The staff currently includes three full-time clinical psychologists (one
is also the director, who devotes half his time to clinical work and
half to administration), a part-time psychology trainee, and a child
and adolescent psychiatrist with a focus on trauma (see Table 3.2). The
VA Clinic at Bay Shore’s staff members represent multiple disciplines,
includes a psychiatrist, a part-time psychologist, a nurse, social work-
ers for general counseling and substance use counseling, and a psy-
chiatrist for substance use counseling. The Feinberg Division and VA
Clinic at Bay Shore sides employ separate receptionists who serve mul-
tiple roles—e.g., check-in, initial screening, scheduling, and managing
patient charts. Because of increased clinic volume, after the first year
of operation, the UBHC increased psychiatry and psychology trainee
hours on the Feinberg Division side and expanded the social work
staffing on the VA Clinic at Bay Shore side from part to full time. The
VA Clinic at Bay Shore also recently added another part-time psychia-
trist, both to meet patient demand and to provide a choice of a male or
female provider at the site. In addition to staff on-site at the VA Clinic
at Bay Shore, some providers located at the Northport VAMC partici-
pate in the collaboration (i.e., collaborate on the care of patients who
have family members receiving care in the Feinberg Division) through
video conferencing,.
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Physical Layout of Center

VA SPACE NSLIJ SPACE
1.585 SF 1445 SF

S |

f

|
|
|
L

HARED SPACE

= El
! G50 SF
— il
| R f | NS EXAM ROOMS DESIGNED TO
i | | NS PROTOTYPE STANDARDS
|
i | | Vi Exam roOMS DESIGNED TO
{ VA CUTPATIENT STANDARDS
YA FNCTIONAL ROOM LISTING
seace FECLRED  ACTUAL
AREA

ARTIC.E 26 COMP.IANC
"
&
oRAP ROCM
¢
- i
SOLED LIS i
o Y
PATENT RECORDS (1° NOT B %
CECAL BTORAGE ;
NEM RAMP 7O GRADE = EN CANVAS AMNING. PATENT INTERVIEN SPACE A ®
AT 1IN 20 FER (AMG  — [ )
BTANDARDS: ) ] L
.

SKH

Eclhn%bn:-

CONCEPTUAL TEST FIT / REORGANIZED ENTRANCES
BEHAVIORAL HEALTH OUTPATIENT FACILITY

NS / VA

SOURCE: Provided by the UBHC.
NOTE: SF = square feet; NSLIF = North Shore LIJ (Northwell Health’s previous name).
RAND RR1647-3.3

soljlwe4 JIay] pue sueials)\ AJEl!“V\l 10} J91ua) Yi|eoH |esolaeyag paljiun ayl Og



The Center’s Creation and Capacity for Care 31

Table 3.2
Unified Behavioral Health Center Staffing for Behavioral Health
VA Clinic at Bay Shore Feinberg Division
(number of full-time (number of full-time
Title employees) employees)
Psychiatrist 0.6 0.4
Psychologist 0.2 2.5
Psychiatric registered nurse 0.6 0
Social worker 0.6 0
Addiction therapist 0.2 0
Addiction psychiatrist 0.2 0
Medical support assistant 0.5 0
Psychology trainee 0 0.4
Administration <0.1 0.75
Administrative support 1.0 1.0

SOURCE: RWIJF, 2015.

Northwell Health’s leadership reported that they recognized that
not all of their providers would have either interest in or experience
with the UBHC’s unique type of care for veterans and their family
members. The leadership reported that they began the hiring process
by selecting a psychologist who would serve as the director. Priority
in hiring clinicians and staff at the UBHC was given to those who
displayed a passion for the population to be treated, a collaborative
approach to care, and expertise in trauma and evidence-based practices.

The VA staff assigned to the UBHC was initially made up of pro-
viders from the two CBOC:s that the Northport VAMC had recently
shuttered. There were no new hires for the VA Clinic at Bay Shore, and
all VA providers split their time between the UBHC and at least one
other location (e.g., the Northport VAMC or another CBOC). Those
we spoke with indicated that the local VA leadership aimed to identify
staff who would be the most suitable for the unique UBHC setting—
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that is, individuals who were particularly flexible and collaborative in
their work.

Northwell Health administrators reported difficulties in recruiting
staff for the UBHC, most notably because of the location of the center
in Suffolk County, approximately two hours by car from Manhattan.
Administrators reported that although the location of the UBHC on
Long Island was not necessarily ideal for attracting new behavioral
health clinicians graduating from trainee programs, many of whom
lived in Manhattan, administrators were committed to attracting staff
who were a good fit for the center. For example, administrators have
allocated resources, such as train fare, to support psychology fellows
who intern at the center and who may eventually become employees.
Northwell Health leadership reported that they also plan to apply for
additional funding for hiring staff to meet the growing needs of the
UBHC.

Staff Training

While UBHC staff reported that they received no specific training on
collaborative or integrated care techniques for veterans and their fami-
lies upon hiring, staff reported that they received on-the-job training
on how best to deliver care in a collaborative model through numer-
ous informal communications among staff, as well as weekly collab-
orative staff meetings. UBHC staff noted that at least once a month
these meetings are devoted to training topics. For one team meeting,
for instance, the local VA providers developed a short seminar that
facilitated a discussion about the important and unique circumstances
facing military families.

In addition, Feinberg Division leadership reported that they
encourage and offer funding for their providers to attend conferences
and continuing education courses that offer training in evidence-based
practices (EBPs). There are no specific requirements or provisions for
all staff to obtain training, supervision, and certification in a standard
set of EBPs; however, specific staff members have received training and
sometimes supervision and certification in specific EBPs. Each practi-
tioner is pursuing certifications in the areas in which he or she special-



The Center's Creation and Capacity for Care 33

izes (e.g., trauma, child therapy), and then the providers cross-inform
each other to the extent possible.

For instance, one Feinberg Division staff member who is focus-
ing on trauma has completed training and supervision in Cognitive
Processing Therapy (CPT) and Emotionally Focused Therapy (EFT)
for couples and certification in Prolonged Exposure (PE). Another staff
member, who is focusing on children, has completed specialized train-
ing and certification in Trauma-Focused Cognitive Behavioral Ther-
apy (TFCBT) for children and Attachment, Regulation, and Com-
petency (ARC) therapy. In sum, there is an emphasis on training staff
in EBPs, but the training is not currently systematic in nature and
instead focuses on developing different areas of expertise in different
staff members. Feinberg Division leadership reported that the cross-
training approach is efficient and cost-effective given the small size of
the center and the fact that the staffing has been changing over time
and includes rotating fellows who are there for a relatively short period.

While the VA Clinic at Bay Shore does not have specialized train-
ings specific to the UBHC, the standard VA practice is to promulgate
EBP trainings among behavioral health staff. In 2006, the VA launched
a national training initiative to help its clinicians learn PE and CPT
(McGuire, Schnurr, and Smith, 2015). Indeed, VA providers reported
that they are trained through the VA in various EBPs, including CPT
and PE. At least one provider was also trained through the VA in family
interventions for serious psychiatric disorders—including Behavioral
Family Therapy and Family Focused Therapy. In addition, at least one
provider independently pursued non-VA training and certification in
Eye-Movement Desensitization and Reprocessing, Cognitive Behav-
ioral Therapy (CBT), and Rational Emotive Behavior Therapy.

In addition to clinical training, Feinberg Division and Northwell
Health staff playing a management role in the UBHC received four
days of communications training provided by RW]JF (North Shore-LIJ
Health System, 2014) to promote the program and develop products
and ideas. The training covered various topics, including developing
presentations, talking to the media, and developing outreach materials.
Staff used the training to hone interview skills and improve outreach
and messaging to potential child and family patients.
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Information Systems

The VA side of the UBHC uses electronic health records and main-
tains no paper charts on the premises; at the time of RAND’s site
visit, the Feinberg Division maintained paper charts and was moving
toward the use of electronic health records, which were implemented
in April 2016. The Feinberg Division side also maintains electronic
databases of patients, services provided, and outcome measures admin-
istered. One database tracks demographics, diagnoses, and treatment
information (including treatment history, problem source, and pri-
mary clinician). Another tracks the services provided to each patient,
along with the date of service and clinician who provided the service.
The outcome measures database tracks scores and dates administered
on patient-reported outcomes for all patients and their family members
and also includes the demographic and military background for each
person. Since paper charts do not exist at the VA Clinic at Bay Shore,
and since VA personnel are the only ones with access to the electronic
health records, no patient information or treatment plan documents
are shared with non-VA personnel. Each side of the clinic maintains its
own independent treatment plan for joint patients, and communica-
tion about specific patients occurs in person or via the phone. UBHC
staff have discussed implementing a shared treatment plan that would
reside on the Feinberg Division side, but this is not currently in place.

Performance Monitoring

The Feinberg Division side of the UBHC collects data on patient symp-
toms and functioning, patient satisfaction, and provider productivity.
Clinical measures are monitored by the provider to track patient prog-
ress in meeting treatment goals. The Feinberg Division clinic director
also reviews patient satisfaction and progress. Furthermore, the clinic
director reviews a subset of charts and provides informal feedback to
providers on their notes, treatment plans, and any other aspects of
charting. There is also a peer-review process for chart review as part of
the greater Northwell Health psychology department, in which three
charts are reviewed every nine months, and peers provide feedback
before submitting the review to the director of psychology for quality-
assurance purposes.
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In addition to these performance-monitoring measures, North-
well Health reported on indicators and benchmarks through the RW]JF
annual reports by highlighting the volume of patient visits, collabora-
tive care cases between the Feinberg Division and the VA Clinic at Bay
Shore, referrals from the VA (see, for example, Table 3.3), and program
outreach. Regarding outreach, the Feinberg Division team reported
that it engaged in 115 events that reached at least 4,299 individuals,
while the Northport VAMC highlighted the UBHC collaboration in
at least 168 events that reached 5,416 individuals (North Shore-LI]
Health System, 2015).

Productivity and operational data are tracked using patient
appointments per day and utilization—that is, the length of appoint-
ments and the number of appointments per clinician. In its Feinberg
Division, Northwell Health started tracking patients per day, co-
payment collection rates, and aggregate diagnoses to identify oppor-
tunities to increase productivity following the introduction of a new
billing system on January 25, 2016. In addition to tracking produc-
tivity, Northwell Health leadership reported that they review a range
of measures on a monthly basis, including no-show and cancellation
rates versus kept appointments, percentage of patients not seen within
90 days, percentage of new patients, overall patient satisfaction, and
patient-reported likelihood to recommend this program to another
person. For instance, for child and adolescent therapy, Northwell
Health leadership review how many children are engaged in treatment
and whether they are reaching their goals. These measures are indi-
cators of how the staff and center are performing, which Northwell

Table 3.3

Feinberg Division Unique Patients by Referral Source
Source Frequency (N) Percentage
VA 140 63
Friend/relative 38 17
Other 42 19

SOURCE: RWIJF, 2015.



36 The Unified Behavioral Health Center for Military Veterans and Their Families

Health leadership can use to evaluate whether the Feinberg Division is
meeting its RWJF grant objectives.

According to those we spoke with, the VA does not employ any
performance-monitoring systems or measures that are specific to
the UBHC. The VA does, however, routinely employ performance-
monitoring approaches for the clinic as it would for any other VA facil-
ity, with performance measures encompassing patient satisfaction,
ease of access, quality, and efliciency (see Assistant Deputy Under
Secretary for Health for Policy and Planning, 1995). The VA Clinic at
Bay Shore is run as a standard VA CBOC, according to standard VA

procedures and reporting requirements.

Key Takeaways

e After about five months of construction, the UBHC treated its
first patient in late 2012; it is up and running and delivering
behavioral health services to veterans and their families.

* The partnership between the Feinberg Division and the VA Clinic
at Bay Shore sides of the UBHC allows for convenient access to
behavioral health services for veterans and family members and
facilitates exchange of information between the different sides of
the center, which can improve the coordination of care.

* However, the center is not designed to be fully integrated; rather, it
colocates and coordinates care. It has two separate sides, managed
under two different authorities, sets of procedures, and report-
ing requirements. One side serves veterans, while the other side
is available to veterans and service members but primarily serves
family members. The sides have separate entrances, information
systems, and performance-monitoring processes. This arrange-
ment allows for privacy and separation of care between veterans
and families who are served at the UBHC. Patients who desire
exchange of information between the two sides can sign a release.



CHAPTER FOUR

Processes of Care: Services Delivered and Patient
Characteristics

Our evaluation of the center’s processes of care examined the types of
services offered, the demographic and behavioral health characteristics
of clinic patients, and the services that patients received.

Services Offered

The UBHC provides outpatient services only. On the Feinberg Divi-
sion side, available services include medication management, indi-
vidual and group psychotherapy, couples therapy, family therapy, and
child therapy. The UBHC emphasizes evidence-based treatments in
a number of ways: Providers attend clinical conferences on evidence-
based therapies, learn about such therapies during monthly collab-
orative meetings, and hear presentations from relevant speakers on a
monthly basis. While the UBHC does not officially offer peer-support
approaches, various peer-to-peer programs (e.g., support groups) can
utilize the UBHC conference space, and UBHC patients are welcome
to attend these groups.

Feinberg Division staff reported that their patients are treated
with a combination of manualized psychotherapy approaches—such
as CPT, PE, ARC, EFT, and TFCBT—and more-general CBT and
Interpersonal Therapy approaches, depending on the clinical presen-
tation. Staff also provide a well-received support group for spouses of
veterans with PTSD.

37
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Feinberg Division patients complete a battery of clinically rel-
evant measures assessing psychological symptoms and functioning
(determined by the provider according to a baseline assessment) at
three-month intervals. These measures are used to inform patient care
and can be shared with the VA staff working on the VA Clinic at Bay
Shore side of the center if patients sign a release.

The VA Clinic at Bay Shore side of the UBHC follows standard
VA policies and procedures for providing care; there are no official VA
guidelines for providing care in this type of collaborative setting. How-
ever, clinical practice guidelines jointly issued by the VA and DoD
require that the VA provide access to behavioral health EBPs, including
CPT and PE for PTSD (VA, undated). The VA has practice guidelines
for the following behavioral health domains: assessment and manage-
ment of patients at risk for suicide, bipolar disorder (adults), major
depressive disorder, PTSD, and substance use disorders. These guide-
lines detail specific decisionmaking processes and algorithms, assess-
ment protocols, first-line pharmacotherapy interventions, and EBPs for
psychotherapy that should be used by clinicians who provide behav-
ioral health care in VA and DoD settings.

The VA Clinic at Bay Shore employs the VA-required standard
screenings (e.g., for suicide risk, depression, TBI, PTSD, alcohol abuse,
military sexual trauma, weight, smoking) for patients, some at intake
and some during visits. According to VA Clinic at Bay Shore staff we
spoke with, the measurements are built in as clinical reminders, and
these scores are discussed with the patient in terms of what it means
for their care. Providers may conduct additional assessments that they
individually determine to be clinically appropriate.

Case-management services are not officially provided at the
UBHC. However, the social workers on the VA side and the psy-
chologist on the Feinberg Division side both reported that they iden-
tify organizations and resources for client needs on an informal basis.
When linkage to external referrals is needed, UBHC staff facilitate
assistance from the VA if the patient is VA-eligible, or they use the
Veterans Health Alliance Long Island listserv to connect individuals to
services and resources (e.g., housing).
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Getting into Care

Feinberg Division

When the UBHC first opened, care was available immediately. At the
time of our site visit, there was a waiting list to see a Feinberg Division
provider. This suggests that demand for these services increased follow-
ing the opening of the UBHC.

To seek services on the Feinberg Division side, no referrals or
health plan enrollments are required. Veterans need not be enrolled or
eligible for VA health care services to seek care on the Feinberg Divi-
sion side. At intake, all potential patients receive an initial screening
by the receptionist to confirm their military connection and that they
are seeking treatment for a service-related issue. Patients scheduled for
a visit at the Feinberg Division side are asked to complete four to five
pages of forms regarding demographics, military background, medical
history, and psychological evaluation (e.g., symptoms of depression and
PTSD, TBI screening, family or marital functioning). After patients
complete the intake packet at their first appointments, they complete
intake interviews conducted by a psychiatrist or psychologist. The
Feinberg Division does not officially accept walk-ins, but if somebody
happens to walk in, the staff makes an attempt to triage the patient.

VA Clinic at Bay Shore

There is currently a waiting list for psychosocial services at the VA
Clinic at Bay Shore but no wait for psychiatry. If a veteran does not
want to wait, he or she can receive psychosocial care from a provider at
a different location—someone who is supervised by a behavioral health
provider at Bay Shore who is linked with the collaboration. Veterans
who already have family members receiving care at the Feinberg Divi-
sion receive priority for care at the VA Clinic at Bay Shore.

To access services at the VA Clinic at Bay Shore, veterans must
be enrolled in the VHA. Once enrolled, the VA uses a referral and
consultation system to schedule patients with particular providers. All
behavioral health intakes go through a behavioral health call center
at the Northport VAMC to ensure that the veteran can receive care
within one day if there are urgent needs or within 14 days if there
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are no urgent behavioral health needs. However, veterans may express
preferences as to where they would like to receive care (regardless of
where they live), and a veteran could choose to wait longer than 14 days
if he or she wants to wait for a preferred clinic. Alternatively, behav-
ioral health patients can present as walk-ins at the Northport VAMC.
Although the VA Clinic at Bay Shore does not officially have a walk-in
clinic as the Northport VAMC does, it does accommodate veterans
who walk in, in accordance with VA mandates.

The patient-intake process on the VA side of the UBHC is the
standard VA intake procedure; no special intake is done for this par-
ticular clinic, and no special outcome measures are administered. The
standard behavioral health intake involves assessment and triage by
a psychiatric nurse, which involves vital signs and a questionnaire
packet, including the VA-required standard screenings if they are due
(they are completed at specific intervals, and electronic clinical remind-
ers pop up as appropriate). If it is a first behavioral health visit, the
patient receives a diagnostic intake interview with a psychiatrist, as well
as a suicide risk assessment. If new behavioral health patients are not
enrolled in primary care, they receive a referral to primary care.

Patient Characteristics

Feinberg Division
Based on their administrative data, a total of 351 adults and 45 children
were seen at the Feinberg Division since its opening in December 2012,
including patients and “collaterals”—nonpatient family members who
participated in treatment for the benefit of the patient. Table 4.1 shows
demographic and clinical characteristics of these individuals.

Of all the adults engaged with the clinic between December 2012
and December 2015, 210 were primary patients (46 veteran and 164
nonveteran), and 141 were adult collaterals participating in the care of
patients (50 veteran and 91 nonveteran). Adults who utilized the clinic
were predominately white (79 percent) and between the ages of 18 and
45 (58 percent), regardless of whether they were patients or collaterals,
veterans or nonveterans. Nonveteran patients, the largest group served
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Table 4.1
Patient and Collateral Characteristics: Feinberg Division

Adult Patients Adult Collaterals

(N =210) (N = 141)
Non- Non-
All Adults Veteran Veteran Veteran Veteran Children
Characteristic (N=351) (N=46) (N=164) (N=50) (N=91)2 (N =45)
Demographics
Mean age (SD) 43.46 46.20 43.34 44.78 37.75 12.40

(15.42) (16.00) (15.46) (15.87)  (12.50) (3.71)

% % % % % %
Age distribution
<18 - - - - - 88.89
18-45 58.27 54.35 56.71 57.50 75.00 1.1
45-65 28.42 28.26 31.71 20.00 21.43 0
65+ 13.31 17.39 11.59 22.50 3.57 0
Male 41.60 84.78 14.63 94.00 39.56 51.11
Race/ethnicity
White 79.35 78.26 77.44 80.49 92.00 62.79
African American 7.25 13.04 6.10 7.32 4.00 18.60
Hispanic 10.51 8.69 12.80 7.32 4.00 18.60
Asian/Pacific 2.17 0 3.66 0 0 0
Islander/Alaska
Native
Other 0.72 0 0 4.88 0 0
Education
High school or less  25.00 37.77 23.78 21.62 13.64 100.00
Some college 34.33 42.22 29.88 40.54 40.91 0
College graduate 40.67 19.99 46.34 37.84 45.46 0
or above
Employment
Unemployed 24.54 41.30 19.75 34.21 8.70 2.33
Employed 57.25 41.30 62.96 39.47 78.26 0
Student 3.72 2.17 4.32 0 8.70 97.67

Retired 14.50 15.22 12.96 26.32 4.35 0
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Characteristic

Adult Patients
(N =210)

Adult Collaterals

(N = 141)

Non-

All Adults Veteran Veteran
(N=351) (N=46) (N=164)

Non-

Veteran Veteran Children
(N=50) (N=91)2 (N=45)

Family income

Under $25,000
$25,000-$39,999
$40,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000+

Did not endorse

Currently married

Former military
characteristics

Military/veteran

affiliation

Current active
duty

Currently
in reserve
component

Veteran (former
military)

Military/veteran
child

Military/veteran
spouse

Military/veteran
other family

Close relationship

with veteran

16.26
9.85
3.94

16.26

17.73
9.36

26.60

63.31

27.35

8.26

28.77

25.07

4.56

24.24
9.09
3.03
6.06

12.12

12.12

33.33

46.67

100.00

15.75
9.45
2.36

18.90

17.32
7.87

28.35

63.98

13.41

59.15

9.76

12.00
20.00

4.00
16.00
28.00

4.00
16.00
70.45

100.00

1111

16.67
16.67
16.67
22.22
16.67
75.00

5.49

7.69

4.40

82.42

13.64
27.27
18.18
22.73

4.55

13.64

95.56

4.44
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Table 4.1—Continued

Characteristic

All Adults Veteran Veteran

Adult Patients
(N =210)

Adult Collaterals

(N = 141)

Non-

Non-

Veteran Veteran Children
(N=351) (N=46) (N=164) (N=50) (N=91)2 (N =45)

Branch of service
affiliation

Army

Navy

Marines

Air Force
National Guard
Army Reserve
Navy Reserve
Coast Guard

Conflict location
(patients only)

Operations
Enduring
Freedom, Iraqi
Freedom, New
Dawn

Persian Gulf
Vietnam
Other conflictP
Never deployed
Treatment history
Never treated

Medication and
psychotherapy

Medication
management

Psychotherapy

42.75
32.94

6.27

18.04

41.94

22.58 -
19.35 -
6.45

6.45 -
3.23 -

40.00

8.89 -
15.56 -
17.78 -
17.78 -

26.09 50.00
47.83 24.07

10.87 5.56

15.22 20.37

61.54
7.69
19.23
7.69

3.85

20.00
63.33

3.33

13.33

58.82
23.53

5.88

11.76

58.54
12.20

7.32

21.95
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Table 4.1—Continued

Adult Patients Adult Collaterals

(N =210) (N =141)
Non- Non-
All Adults Veteran Veteran Veteran Veteran Children
Characteristic (N=351) (N=46) (N=164) (N=50) (N=91)2 (N =45)
Primary diagnosis
(patients only)
Depressive disorder - 19.51 24.34 - - 7.14
PTSD - 36.59 1.97 - - 4.76
Adjustment disorder - 24.39 40.79 - - 59.52
Anxiety disorder - 2.44 15.13 - - 11.90
Bipolar/mood disorder - 4.88 3.29 - - 4.76
Relational/ - 2.44 11.18 - - 7.14
psychosocial disorder
Other - 9.76 3.29 - - 4.76

NOTE: SD = standard deviation.

@ All 91 nonveteran collateral adults reported on gender and military affiliation.
Between 17 and 28 reported on all other demographics. Because only ten
nonveteran collaterals reported branch of service affiliation of self or family member,
this information was omitted from the table.

P includes deployments in Bosnia, Cuba, Germany, Honduras, Lebanon, and World
War Il and in peacetime (i.e., no conflict).

by the Feinberg Division, were predominately female (only 15 per-
cent male), whereas veteran patients were predominately male (85 per-
cent). Most nonveteran patients and collaterals were employed (63 per-
cent and 78 percent, respectively), whereas only 41 percent of veteran
patients and 39 percent of veteran collaterals were employed. Most
adults endorsed having at least some college education (75 percent,
combining the “some college” and “college graduate” categories from
Table 4.1) and about half reported an average family income of under
$75,000 (looking across income categories in Table 4.1), across all adult
groups. The majority of all adults were currently married (63 percent).

Across all adults who utilized the center, 27 percent were veterans,
29 percent were military or veteran spouses, and 25 percent were other
military or veteran family members (i.e., not spouses or children). In
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particular, nonveteran adult patients were predominately military or
veteran spouses (59 percent), while nonveteran adult collaterals were
predominately other family members (82 percent). Veteran patients
had predominately served in the Army (42 percent), Navy (23 percent),
and Marines (19 percent). A plurality (40 percent) of veteran patients
reported serving in recent Operation Enduring Freedom, Operation
Iraqi Freedom, and Operation New Dawn conflicts.

Among nonveteran adult patients, one-half (50 percent) reported
no history of previous behavioral health treatment; nearly one-third
(30 percent) reported history of treatment with psychiatric medication,
either alone (24 percent) or in conjunction with psychotherapy (6 per-
cent); and 20 percent reported treatment with psychotherapy alone.
Among adult veteran patients, only 26 percent reported no history of
previous behavioral health treatment; more than one-half (58 percent)
reported history of treatment with psychiatric medication, either alone
(48 percent) or in conjunction with psychotherapy (11 percent); and
15 percent reported treatment with psychotherapy alone.

Among nonveteran adult patients, adjustment disorders (41 per-
cent) and depression (24 percent) were the most-common psychiatric
diagnoses. In contrast, among veteran patients, PTSD was the most
common diagnosis (37 percent), followed by adjustment disorders
(24 percent) and depression (20 percent).

Among children seen at the clinic, 43 were patients and two were
child collaterals (i.e., family members who participated in treatment for
the benefit of the patient). All children seen at the Feinberg Division
are included in Table 4.1, since child collaterals are such a small group.
The majority of the children were white (63 percent), about one-half
were male (51 percent), and their mean age was a little over 12 years
old (SD = 3.71). The Feinberg Division’s database tracked as children
five young adult children (ages 18-20) of patients because they were
younger than 18 on their admittance dates; therefore, we include them
as children here. A majority (59 percent) of children’s households had
a family income of less than $50,000, unlike adult patients, who had
higher incomes.

Among child patients, more than one-half (59 percent) reported
no history of previous behavioral health treatment; 19 percent reported



46 The Unified Behavioral Health Center for Military Veterans and Their Families

history of treatment with psychiatric medication, either alone (12 per-
cent) or in conjunction with psychotherapy (7 percent); and 22 percent
reported treatment with psychotherapy alone. Adjustment disorder
(60 percent) was the most common psychiatric diagnosis, followed by
anxiety (12 percent), depression (7 percent), and relational disorders

(7 percent).

VA Clinic at Bay Shore

According to data provided by the VA, a total of 946 patients received
behavioral health treatment at the VA Clinic at Bay Shore between
November 2012 and January 2016. Table 4.2 shows characteristics of
patients seen at this clinic. The vast majority of veterans were male
(93 percent) and white (82 percent). Approximately one-half (53 per-
cent) of patients were over age 65. Most veterans had experienced
combat, which may increase their vulnerability to behavioral health
problems. Veterans combat service spanned different eras: Operation
Enduring Freedom, Operation Iraqi Freedom, and Operation New
Dawn (20 percent); Persian Gulf (23 percent); or Vietnam (36 per-
cent). Depression was the most frequently diagnosed psychiatric dis-
order among patients seen at the VA clinic (38 percent), followed by
anxiety (34 percent) and PTSD (30 percent). Table 4.2 summarizes
characteristics of all behavioral health patients utilizing the VA Clinic
at Bay Shore, in comparison to all service users (i.e., adult patients
and collaterals and children, veterans and nonveterans) of the Feinberg
Division. The populations served are similar with respect to race and
ethnicity, but VA Clinic at Bay Shore patients are predominately male
and the majority of Feinberg Division patients are female, and the VA
Clinic at Bay Shore serves more older adults (older than 65) than the
Feinberg Division.

Service Utilization

Feinberg Division

The Feinberg Division side of the clinic provided behavioral health
treatment to a total of 210 adult patients and 43 child patients over a
three-year period, from December 2012 to December 2015.
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Table 4.2
Patient Characteristics at the VA Clinic at Bay Shore (as Compared with All
Users of the Feinberg Division)

VA Clinic at Bay Shore Feinberg Division
Characteristics (N =946) (N =396)
Demographics
Mean age (SD) 43.85 (15.47) 39.13 (17.95)
% %
Age distribution
<18 - 12.38
18-45 22.10 51.70
45-65 35.48 24.46
65+ 52.90 11.46
Male 93.36 42.68
Ethnicity
Caucasian 81.64 77.12
African American 13.07 8.78
Hispanic 5.71 11.60
Other 0.41 2.50
Former military
characteristics®
Branch of service
Army 54.70 55.56
Navy 17.74 9.94
Marines 14.53 18.71
Air Force 10.58 8.77
National Guard - 2.92
Army Reserve - 2.34
Navy Reserve - 1.75

Coast Guard 0.96 -
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Table 4.2—Continued

VA Clinic at Bay Shore Feinberg Division

Characteristics (N = 946) (N =396)

Conflict
Operations Enduring 20.11 54.98
Freedom, Iraqi
Freedom, New Dawn
Persian Gulf 22.57 5.18
Vietnam 36.02 21.91
Other or never 21.29 17.93
deployed

Prisoner of war status
Yes 0.31 -
No 58.61 -
Unknown 43.78 -

Primary diagnosis
Depressive disorder 37.80 20.34
PTSD 30.37 8.47
Adjustment disorder 21.07 41.10
Anxiety disorder 33.90 12.29
Bipolar disorder 9.00 3.81
Relational disorder - 9.32
Schizophrenia 5.97 -
Other - 4.66

@ For the Feinberg Division, military variables may refer to either the individual or
the individual’s family member if the individual is not personally affiliated with the
military.

Clinicians provided adult patients with 3,797 individual therapy
sessions and a total of 325 diagnostic interviews, as well as 1,184 family
therapy sessions, 749 group therapy sessions, and 50 group family ther-
apy sessions, with an additional 11 visits for other types of psychologi-
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cal or psychiatric services (see Table 4.3). Most patients (93 percent)
participated in a diagnostic interview or exam with a provider, and a
majority (78 percent) also received individual therapy services. Approx-
imately one-half of Feinberg Division patients received family ther-
apy (48 percent) and attended appointments for psychiatric medica-
tion management or evaluation (45 percent), 15 percent received group
therapy, and 2 percent received multifamily group therapy (i.e., group
therapy composed of multiple families). Adult patients also received
services from different kinds of behavioral health providers: 87 percent
of patients received services from a (licensed) psychologist, and 68 per-
cent received services from a psychiatrist. Nearly one-quarter (24 per-
cent) of patients received services from a psychology fellow (trainee).

Although the Feinberg Division treated a relatively small number
of patients, it provided a relatively large number of services per patient,
on average. Table 4.4 shows the number of visits per patient at the
Feinberg Division by type of behavioral health service. The average
number of diagnostic visits per patient was between one and two ses-
sions. Patients attended a median of 16.0 sessions of individual therapy.
Individuals who participated in family therapy attended a median of
5.5 sessions, and those who participated in group therapy attended a
median of 17.5 sessions. There was considerable variability in number
of sessions across patients for all services types. For comparison, a pre-
vious RAND evaluation found that veterans receiving services from
the VA reported, on average, about 12 mental health visits in a year, a
lower number than Feinberg Division patients (Watkins et al., 2011),
and findings from a national database found that patients receive, on
average, fewer than five sessions of psychotherapy (Hansen, Lambert,
and Forman, 2002).

Clinicians provided individual therapy to 79 percent of child
patients, for a total of 900 sessions. The clinic also provided a total
of 64 diagnostic interview sessions to 91 percent of child patients
and 277 family therapy sessions to 72 percent of child patients (see
Table 4.3). Child patients received services from different kinds of
behavioral health providers: 91 percent of patients received services
from a (licensed) psychologist, and 63 percent received services from a
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Table 4.3

Behavioral Health Service Encounters by Service Type Across Clinics

Feinberg Division

Adult Patients
(N =210)

Child Patients (N = 43)

VA Clinic at Bay Shore
(N = 936)

Patients
Using
Encounters Service
Service (N) (%)

Encounters

(V)

Patients
Using
Service
(%)

Encounters

(V)

Adult
Patients
Using
Service (%)

Diagnostic 325 92.86
exam/
interview

Individual 3,797 77.62
therapy

Family 1,184 47.62
therapy

Multifamily 50 2.38

group
therapy

Group 749 15.24
therapy

Follow-up 786 44.76
visit for

evaluation/

management

of established

patient

Individual - -
substance use
therapy

Group - -
substance use
therapy

Other 11 4.29
behavioral
health service

64

900

277

77

90.7

79.07

72.09

2.33

34.88

4.65

3,528

3,061

301

310

634

70.30

66.77

2.14

8.23

3.21
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Table 4.4
Service Utilization by Patients at the Feinberg Division

Adults Children
(N =210) (N =43)
Mean Mean
Median Number of Median Number of Range of
Number  Sessions Range of Number of Sessions Number
of Sessions per Number of  Sessions per of
per Patient Sessions per Patient  Sessions
Service Patient (SD) per Patient  Patient (sD) per Patient
Diagnostic 2.0 1.67 1-2 2.0 1.64 1-2
exam/ (0.75) (0.63)
interview
Individual 16.0 23.29 4-36 19.5 26.47 13-36
therapy (23.24) (21.07)
Family 5.5 11.84 2-18 5.0 8.94 2-14
therapy (13.69) (8.79)
Group 17.5 23.41 2-28 1.0 1.00 1-1
therapy (25.72) -)
Multifamily 11.0 10.00 9-11 - - -
group (2.00)
therapy
Follow-up 6.0 8.36 2-12 3.0 5.13 2-10
visit for (7.37) (4.52)
evaluation/
management
of
established
patient
Other 1.0 1.22 1-1 1.5 1.50 (0.71) 1-2
behavioral (0.67)
health
service

psychiatrist. More than a quarter (28 percent) of patients received ser-
vices from a psychology fellow (trainee).

Table 4.4 illustrates that child patients attended a median of 19.5
sessions of individual therapy. Children who participated in family
therapy attended a median of 5.0 sessions. There was considerable vari-
ability in number of sessions across patients for all services adminis-
tered to child patients.
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VA Clinic at Bay Shore

Between November 2012 and January 2016, the VA reported that 936
unique patients were seen in the VA Clinic at Bay Shore, for a total
of 7,802 behavioral health visits. Across all these patients, individu-
als attended a median of five behavioral health clinic sessions (mean =
7.88; SD = 10.88), but there was a significant variation in number of
sessions per patient (range = 1-102 sessions).

The VA Clinic at Bay Shore provided a number of different services
to a large volume of patients, as compared with the Feinberg Division
(see Table 4.3). Most of the VA Clinic at Bay Shore patients (70 per-
cent) attended one or more psychiatric diagnostic appointments in the
clinic, for a total of 3,528 patient encounters. A majority (84 percent)
of patients attended individual therapy sessions, and a small minor-
ity (2 percent) received group behavioral health treatment. Addition-
ally, 3 percent of patients received individual therapy for a substance
use disorder, and 8 percent received group therapy for a substance use
disorder. Most patients in the behavioral health clinic were seen by a
psychiatrist (79 percent) for individual psychotherapy or medication
management appointments. Approximately 15 percent of patients were
seen by a psychologist or clinical social worker, and 3 percent received
treatment for a substance use disorder from an addiction counselor.
Table 4.5 shows the number of visits per patient for different types of
behavioral health services. Individuals attended a median of six indi-
vidual therapy sessions and a median of eight group therapy sessions.
Among individuals who received substance use counseling, patients
attended a median of one individual session and 12 group counseling
sessions. Individuals varied with respect to the number of sessions they

attended for each type of service (Table 4.5).

Key Takeaways

e The UBHC provided behavioral health care to a significant
number of patients over the course of three years, which was note-
worthy considering that it was a new center ramping up its capac-
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Service Utilization by Patients at the VA Clinic at Bay Shore
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Median Number
of Sessions per
Patient (N = 936

Mean number
of Sessions per
Patient (N = 936

Range (N =936

Service patients) patients) patients)

Individual therapy 6 7.22 1-101
(8.86)

Group therapy 8 13.74 1-57
(15.00)

Individual substance use 1 3.76 1-33

therapy (6.02)

Group substance use 12 20.15 1-102

therapy (23.42)

ity to provide care (e.g., through stafhng) and reaching out to
potential patients in the community for the first time.

The VA Clinic at Bay Shore saw many more patients than did
the Feinberg Division side. This is partly expected because the
VA Clinic at Bay Shore is able to receive direct referrals from
within the VA health system, whereas the Feinberg Division relies
on its own outreach, advertising, and word of mouth to attract
new patients. While the Feinberg Division treated many fewer
patients, it provided more-intensive treatment; for instance, VA
Clinic at Bay Shore patients received a median of six individual
therapy sessions, whereas Feinberg Division patients received a
median of 16 individual therapy sessions. As a result, the overall
number of encounters of patient care was comparable across the
two sides of the UBHC despite the very different patient loads.
While the two sides of the center had different patterns of ser-
vice utilization (VA Clinic at Bay Shore provided fewer services
to a larger number of individuals, while the Feinberg Division
provided more services to a smaller number of individuals), both
sides succeeded in getting up and running and delivering a lot of
services in a relatively short time frame (three years).






CHAPTER FIVE
Patient Experiences and Outcomes

To assess the effects of care on patients treated at the UBHC, we used
interviews to collect data on patient experiences with care and analyzed
data on patient-reported outcome measures collected by Northwell
Health clinic staff.

Patient Experiences

Overall, UBHC patients we interviewed reported having good access
to care. Patients reported that they appreciated the fact that the UBHC
accommodated them by scheduling multiple visits in one day to reduce
the number of trips. Patients reported few barriers to care, noting rea-
sonable wait times and an easy and user-friendly scheduling experi-
ence. Patients appreciated that there were no co-payments for their
care, making their care at the UBHC affordable.

The majority of UBHC patients we spoke with noted that the
location of the facility was convenient for them. For patients who
described the distance to the facility as a “hassle,” they noted that the
benefits of the services they receive outweighed the inconvenience and
cost of getting to the site.

Patients reported being extremely satisfied with the care they
received. On a clinic administered patient satisfaction survey, 110
patient respondents (86 percent) who received care on the Feinberg
Division side of the UBHC agreed or strongly agreed with the state-
ment, “I like the services I received here.” Further, 108 patients (89 per-

55
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cent) agreed or strongly agreed that they “would recommend this
agency to a friend or family member.”

During site visit interviews, patients pointed to the UBHC as fill-
ing a special niche in their community and offered numerous reasons
why they would prefer to seek care at the UBHC rather than from
other behavioral health providers. One of the key reasons cited was a
sense that other community providers do not understand PTSD and
its impact on families. As one patient put it, “We are usually teach-
ing other providers about PTSD and not discussing our issues.” The
patients with whom we spoke also indicated the importance of a place
where veterans’ families can get care that is attuned to the needs of
veterans. Indeed, some veterans with PTSD with whom we spoke
described feeling “demonized” when they sought care at other settings
because the therapists there did not understand how PTSD affected
their behavior. Patients we interviewed reported valuing the UBHC
staff’s knowledge of PTSD and the center’s affiliation with the VA.
Several veterans’ spouses reported a feeling that they had no place to
go before the UBHC opened. According to one spouse we spoke with,
the UBHC “is a place for families to go that is familiar with veterans’
issues.” Patients also reported a sense of camaraderie with the other
veterans and veterans’ families at the UBHC, noting that it feels like a
community.

In our interviews, patients expressed appreciation that staff at the
UBHC work collaboratively with each other, both within and across
the two sides of the clinic. Many veterans reported receiving individual
therapy services on the VA Clinic at Bay Shore side of the UBHC; while
some go to the Feinberg Division side for individual therapy, others
have kept their individual therapy at the Northport VAMC because
they had long-standing relationships there. And at least one veteran
we spoke with reported that he did not want his individual therapist to
provide services to his family; he preferred to keep his family and indi-
vidual therapist separate. However, most patients interviewed did not
share that sentiment. Many veteran family members reported that they
found it convenient that they could receive services in the same place
as their spouses or partners, and many found it advantageous to receive
individual and couples therapy that is coordinated, thus making their
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care “more cohesive.” The patients we spoke with also appeared to rec-
ognize the benefits of having information shared between providers
who are treating different members of a family. One patient noted that
“when [providers] communicate, it’s fantastic,” and another observed
that “they are all on the same page with each other.” Some patients
also realized that the collaborative nature of their care meant that they
did not have to repeat themselves—for example, they did not have to
spend a couples therapy session catching up on what was discussed in
an individual session—and were thus able to make better use of their
therapy time.

Patients characterized the care they have received at the UBHC
as high quality. All focus group participants reported that they were
satisfied with their care, and some went so far as to suggest that the
care they received at the UBHC had saved their marriages, or even
their lives. Patients reported not only benefiting personally from the
UBHC services but also becoming better caregivers to their families
after receiving care. Reports about the UBHC staff have been very
enthusiastic (e.g., “I really love the people here,” “I've never met such
a wonderful group of people”), and patients perceive the staff to be
caring and accommodating.

Adult Outcome Measures

The current evaluation relied on previously collected outcome data,
which were only available for patients treated on the Feinberg Divi-
sion side of the UBHC. The Feinberg Division side of the center rou-
tinely collects patient-reported outcome data on individuals treated in
the clinic at three-month intervals (the median duration of treatment
was about nine months, including patients who were still in treatment
when we received the data and who may ultimately have a longer treat-
ment duration than calculated). All patients completed the clinically
relevant (determined by the provider according to the baseline assess-
ment) follow-up assessments at three-month intervals. For instance, if a
patient presented with depressive symptoms, the clinic monitored those
symptoms every three months; however, not everyone whose depres-
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sive symptoms were monitored had a depression diagnosis. Similarly,
only those who had PTSD symptoms routinely completed relevant
outcomes measures, and only those who completed couples or family
treatment received couples or family measures. We utilized all available
outcome data in the evaluation, including data collected on collaterals
who were not the primary patients being treated. We also included data
on a small number of older child patients who were administered adult
outcome measures in addition to child measures (e.g., six adolescent
patients completed the BDI-II in addition to the YSR).

To examine the extent to which treatment dropout might con-
tribute to bias in the results, we compared baseline depressive and anx-
iety symptoms between individuals who only completed one assess-
ment with those who went on to complete follow-up assessments.
Two-sample #-tests revealed no differences in either baseline depressive
symptoms (# = —0.30, 7s) or baseline anxiety symptoms (¢ = 0.86, 7s)
between those who did and did not complete follow-up assessments.
Thus, those who completed follow-up assessments seem to be similar
to those who did not. However, we do not know how results might
change if further assessments were available for those who did not
complete follow-ups, which is a limitation of the evaluation.

Depressive Symptoms Decreased
As measured by patient ratings on the BDI-II scale, depressive symp-
toms decreased significantly over the course of treatment. Adjusting for
individual demographic characteristics (age, gender, ethnicity, educa-
tion, income, and military status), BDI-II scores significantly declined
over time following initial baseline assessment (see Table 5.1 and
Figure 5.1). There was a significant mean treatment effect on depressive
symptoms, such that patient scores declined by an average of 1.4 points
(standard error [SE] = 0.23, p < 0.001) at each three-month assessment
over the course of treatment. BDI-II scores were significantly lower at
each subsequent point over treatment, compared with baseline scores
(see Table 5.1), with patients achieving scores 5.8 points lower (SE =
1.06, p < 0.001) than baseline after one year of treatment.

To assess the extent to which the change over time was statistically
significant and clinically meaningful, we examined the proportion of
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Table 5.1
Change in Adult Outcomes over Time

Quality
Family Relationship  of Life
Depression Anxiety Functioning Adjustment (Q-LES-Q- PTSD

(BDI-I11) (BAI) (FAD)? (DAS)? SF) (PCL-5)
Baseline 27.65 18.53 2.82 66.23 35.74 32.25
scoreP (5.62) (5.52) (0.53) (23.55) (5.61) (14.44)
Mean —1.40*** —(Q.63** —0.09** 3.48** 0.83** 0.43
treatment (0.23) (0.24) (0.03) (1.11) (0.25) (1.01)
effect, overall ny=219 N=215 N=712 N =682 N=176 N=111
After 3 —2.29**  —0.1 —0.03 3.42 1.56" —2.92
monthsin  (0.76) (0.77) (0.07) (3.01) (0.82)  (2.75)
treatment =135 N =129 N =26 N =27 N=99 N =39
After6  —3.66%** —1.45" —0.12 7.15* 2.03* -1.74
monthsin  (0.85) (0.88) (0.10) (3.45) (0.93) (3.27)
treatment =99 N =83 N=15 N=18 N =269 N =23
After 9 —3.78%**x  —1.75% —0.30** 12.93** 2.37* 0.65
monthsin  (0.96) (0.97) (0.10) (3.81) (1.01) (3.67)
treatment N =67 N =63 N=15 N=14 N =60 N=17
After 1 —5.80%**  —2.41* —0.28t 7.01 3.55%* 4.80
year in (1.06) (1.10) (0.16) (7.00) (1.11) (5.24)
treatment N =52 N=47 N=6 N=4 N =46 N=7
Observations 526 497 168 163 391 162

@ For FAD and DAS, N is the number of families, because individuals are nested in
couples and families. For all other measures, N is the number of individuals.

b Baseline scores are intercepts in the corresponding mixed models with random
slope.

T=p<0.10; *=p<0.05 **=p<0.01; *** = p <0.001.

the sample that achieved a change of one-half of a standard deviation
over six months. A half standard deviation was chosen because pre-
vious studies have shown that a change of this magnitude is highly
likely to be clinically meaningful (e.g., Norman, Sloan, and Wyrwich,
2003; Schultz, Glickman, and Eisen, 2014); a six-month period was
chosen to allow adequate time for change (e.g., Stulz and Lutz, 2007;
Uher etal., 2011) and minimize attrition during the observation period
(i.e., to maximize sample size, which decreases over time). A study of a
nationally representative random sample of Operation Enduring Free-
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Figure 5.1
Change in Depression Symptoms over Time
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NOTE: Plotted values are model-based least-square means at each time point from a
repeated measures mixed-effects model, controlled for age, gender, ethnicity,
education, family income level, and military status. Error bars are standard errors.
RAND RR1647-5.1

dom and Operation Iraqi Freedom veterans surveyed within a year of
returning from deployments found that only 26 percent showed a clin-
ically meaningful improvement in mental health of half of a standard
deviation over a six-month period, and only 23 percent showed a half
standard deviation improvement in PTSD over six months (Schultz,
Glickman, and Eisen, 2014).

In the current evaluation, we found that 65 percent of individuals
achieved a clinically meaningful reduction of depressive symptoms of
at least half a standard deviation lower than baseline.

Anxiety Symptoms Decreased

Adjusting for the same set of covariates, ratings of anxiety symptoms
on the BAI scale decreased over the course of treatment (see Table 5.1
and Figure 5.2). There was a significant mean treatment effect across
individuals, such that BAI scores declined by 0.63 points (SE = 0.24,

2 < 0.001) at each subsequent assessment over the course of treatment.
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Figure 5.2
Change in Anxiety Symptoms over Time
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NOTE: Plotted values are model-based least-square means at each time point from a
repeated measures mixed-effects model, controlled for age, gender, ethnicity,
education, family income level, and military status. Error bars are standard errors.
RAND RR1647-5.2

There were trends (p < 0.10) toward lower scores at the six-month and
nine-month assessments, compared with baseline, and scores at the
12-month assessment were significantly lower than baseline ratings.
We ran an additional model to understand the impact of anxiety diag-
nosis on treatment effects and found that there was a significant inter-
action on BAI scores between current anxiety diagnosis and time, such
that individuals with a current anxiety diagnosis demonstrated signif-
icant reductions in BAI scores at all subsequent assessments during
treatment. At three months, scores among individuals with an anxiety
diagnosis decreased by an additional 8.01 points (SE = 1.95, p < 0.001);
at six months, by 9.54 points (SE = 2.33, p < 0.001); at nine months, by
6.95 points (SE = 2.69, p < 0.01); and at 12 months, by an additional
9.76 points (SE = 2.75, p < 0.001) relative to baseline. We found that
49 percent of patients achieved a clinically meaningful reduction of
anxiety symptoms of at least half a standard deviation lower than their
baseline scores over six months.
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Family Functioning Improved

Patient ratings of problems with family functioning on the FAD also
showed improvement over the course of treatment. Across individu-
als in treatment, there was a mean 0.09-point (SE = 0.03, p < 0.001)
reduction—meaning that problems decreased—at each assessment
over the course of treatment (see Table 5.1 and Figure 5.3). Ratings did
not differ across all assessment points relative to baseline, but scores
at the nine-month assessment were significantly lower (-0.30 points,
SE = 0.10, p < 0.001). We found that 39 percent of patients achieved
a clinically meaningful change in family functioning of at least half a
standard deviation over six months.

Figure 5.3
Reduction in Problems with Family Functioning over Time
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Relationships Improved

Patient ratings on the DAS of couples’ relationship functioning
increased significantly over the course of treatment (see Table 5.1 and
Figure 5.4). There was a significant mean treatment effect, such that
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Figure 5.4
Change in Relationship Functioning over Time
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ratings improved by an average of 3.47 points (SE = 1.11, p < 0.001)
at each three-month assessment. Ratings did not differ from baseline
across all points, but there was a significant difference between DAS
ratings at baseline and at the nine-month assessment (12.93 points,
SE = 3.81, p < 0.05). We found that 47 percent of couples achieved a
clinically meaningful change in relationship functioning of at least half
a standard deviation over a six-month period.

Quality of Life and Satisfaction Increased

Ratings of quality of life enjoyment and satisfaction on the Q-LES-
Q-SF also improved over the course of treatment (see Table 5.1 and
Figure 5.5). There was a mean effect of treatment, such that scores
increased by 0.83 points (SE = 0.25, p < 0.001) at each assessment.
Relative to baseline, ratings were significantly higher at later assess-
ment points (e.g., an increase of 3.55 points [SE = 1.11, p < 0.001] at
the 12-month assessment) (see Table 5.1). We found that 52 percent of



64 The Unified Behavioral Health Center for Military Veterans and Their Families

Figure 5.5
Change in Quality-of-Life Enjoyment and Satisfaction over Time

50

49
48
47 T

46

45 =

44

Mean QLES-Q-SF score

43

42 ] ] ] ] ]
Baseline 3 months 6 months 9 months 1 year
(N =133) (N =99) (N =69) (N = 60) (N = 46)

Time

NOTE: Plotted values are model-based least-square means at each time point from a
repeated-measures mixed-effects model, controlled for age, gender, ethnicity,
education, family income level, and military status. Error bars are standard errors.
RAND RR1647-5.5

patients achieved a clinically meaningful improvement in quality of
life of at least half a standard deviation from baseline over six months.

Half of Patients Experienced Clinically Significant Reductions in
PTSD Symptoms

Ratings of PTSD symptoms on the PCL-5 did not change over
the course of treatment compared with baseline (see Table 5.1 and
Figure 5.6). Although changes in PCL were not statistically signifi-
cant for the full sample, we found evidence of clinically significant
change: 50 percent of patients achieved a clinically meaningful reduc-
tion of PTSD symptoms of at least half a standard deviation lower
than baseline scores over six months (as compared with 23 percent in a
nationally representative random sample of Operation Enduring Free-

dom and Operation Iraqi Freedom veterans; see Schultz, Glickman,
and Eisen, 2014).
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Figure 5.6
Posttraumatic Stress Symptoms over Time

65

45
43
41
39
37
35
33
31
29
27

Mean PCL-5 score

25
Baseline 3 months 6 months 9 months 1 year

(N =86) (N =39) (N =23) N=17) N=7)

Time

NOTE: Plotted values are model-based least-square means at each time point from a

repeated-measures mixed-effects model, controlled for age, gender, ethnicity,
education, family income level, and military status. Error bars are standard errors.
RAND RR1647-5.6

Child Outcome Measures

Children were only treated on the Feinberg Division side of the UBHC,
so the outcome data below pertain to only that side of the center. As
with adults, outcome data were collected about children at three-month
intervals (the median duration of treatment was approximately eight
months for children, including individuals who were still in treatment
when we received the data). All patients completed measures from the
Achenbach System of Empirically Based Assessments; parents of 42
children completed the parent-report measure (CBCL), and children
who were 12 years and older (/V = 20) completed the self-report version
(YSR). For 18 children, both parentreport and self-report measures

were completed.
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Child Behavioral Health Symptoms Decreased

Controlling for respondent gender, parent ratings of child behavioral
health symptoms on the CBCL showed overall reductions in child
behavioral symptoms over the course of treatment, with mean decreases
of 1.52 points (SE = 0.57, p < 0.001) at each three-month follow-up assess-
ment. Compared with the baseline assessment, scores were significantly
lower at the three-month and six-month assessments (see Table 5.2 and
Figure 5.7). We found that 71 percent of patients achieved a clinically

Table 5.2
Change in Child Outcomes over Time

Outcome

Youth Reports of
Parent Reports of Child  Behavioral Health Problems

Behavioral Health (CBCL)? (YSR)P
Baseline score® (SD) 60.60 36.88
(1.60) (10.77)

Mean treatment effect, —1.52%* —2.60%**
overall (SD) (0.57) (0.59)
N=412 N =20P
After 3 months in —4.29%* -2.53
treatment (1.65) (1.73)
N=18 N=11

After 6 months in —5.53*%* —7.43%%*
treatment (1.77) (1.81)
N=14 N=10

After 9 months in -3.26 —8.12%**
treatment (2.09) (2.28)
N=10 N=5

After 1 year in -5.65" —8.35%*
treatment (3.08) (2.80)
N=4 N=3

Total observations 100 47

@ For CBCL, N is the number of families (i.e., the number of children reported on
rather than the number of parent reports, as individuals are nested in families).

b For YSR, N is the number of children.

€ Baseline scores are intercepts in the corresponding mixed models with random
slope.

t=p<0.10; * = p < 0.05; ** = p < 0.01; *** = p < 0.001.
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Figure 5.7
Change in Parent Reports of Child Behavioral Health Problems over Time
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meaningful reduction in symptoms of at least half a standard deviation
lower than their baseline scores over a six-month period.

Child Reports of Behavioral and Emotional Symptoms Also Showed
Improvement

Similarly, after controlling for age, gender, and ethnicity, child self-
reports of emotional and behavioral symptoms on the YSR showed
decreases in symptoms over the course of treatment. There was a mean
treatment effect, such that scores decreased by 2.6 points (SE = 0.59,
2 <0.001) on average at each assessment. Scores were significantly lower
compared with baseline at the six-month, nine-month, and 12-month
assessments (see Table 5.2 and Figure 5.8). We found that 63 percent
of patients achieved a clinically meaningful reduction in symptoms of
at least half a standard deviation lower than baseline over a six-month
period.
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Figure 5.8
Change in Child Reports of Behavioral Health Symptoms over Time
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Key Takeaways

* Adult patients treated on the Feinberg Division side of the UBHC
showed improvement in key outcomes: symptoms of depression
and PTSD, family functioning, and quality of life. Child patients
showed improvements, with fewer behavioral problems.

* The UBHC patients we interviewed consistently expressed sat-
isfaction with their experiences at the center and the care they
received. In particular, focus group participants cited the benefits
of colocated, coordinated, and cohesive care that is attuned to the
needs of veteran families.



CHAPTER SIX

Lessons Learned, Recommendations, and
Conclusions

In this final chapter, we outline lessons learned with respect to pro-
gram implementation and implications for improving or replicating

the UBHC model.

Issues for Sustaining and Replicating the Model

Implementation Barriers and Challenges

The funding model used in the first three years of implementation
is likely not sustainable. The Feinberg Division provided its services
at no charge for the first three years the center was open, so no revenue
was generated for services administered. This may not be a sustainable
funding model in the long run, as it relies on donations, philanthropic
support, or other financial resources to pay for operating expenses.
Recognizing this, Northwell Health has been working toward develop-
ing more-sustainable funding for the Feinberg Division throughout the
life of the UBHC. As a result, Northwell Health implemented a billing
system in the Feinberg Division as of January 25, 2016, in which insur-
ance is billed and patients are charged a co-payment. Patients without
insurance are charged on a sliding scale, depending on income. Fein-
berg Division leadership reported that most patients have not had a
problem with the new billing system, but for some patients it is present-
ing a financial hardship. At the time of this writing, Northwell Health
was still in the process of developing policies to assist those for whom

69
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care is a financial burden. Thus, Northwell Health has given clients
with billing issues a grace period until the end of July 2016 while poli-
cies are being finalized. The potential impact of the new billing system
on care utilization and patient satisfaction is not yet known. To avoid
this implementation barrier, programs seeking to replicate the UBHC
model might benefit from designing a sustainable funding plan prior
to initiation of the program.

Northwell Health is a private entity and has been able to raise
funds to support the UBHC costs. The VA side of the clinic is funded
through the congressionally approved budget resources for the VHA
that is allocated to VISN 3. The VA budget covers salaries for the staff,
equipment, and IT for its side of the clinic but does not provide any
other funds to support the UBHC.

Obtaining buy-in from local VA leadership proved challeng-
ing. Leadership of the Northport VAMC reported that the first chal-
lenge the UBHC faced was obtaining buy-in from some of the senior
leaders at the Northport VAMC. While there were champions at the
Northport VAMC promoting this collaboration, there were also skep-
tics. Some worried that the UBHC would potentially divert patients
from the VA and from the local university with which it is affiliated. In
addition, an earlier attempt to form a collaboration between Northwell
Health and the Northport VAMC had failed. Northport VAMC lead-
ership reported that the fact that Northwell Health provided all the
funding for the center helped to assuage these concerns. The VA Cen-
tral Office and Office of General Council expressed concerns through-
out the planning process, but they saw the advantages of the program
for veterans and conceptually agreed with it. Since this was a “ground-
breaking” program, they were challenged in figuring out a way to make
it work but did not stop the implementation process.

Coordinating the construction of a new facility that met the
needs and regulations of both organizations was challenging. As
noted, the RW]JF grant and matching funds did not cover the cost of
opening a new UBHC facility, an endeavor that was both expensive
and logistically complicated. After a contractor deferred work on the
location, the UBHC had to obtain design approvals from clinical and
administrative leadership at both Northwell Health and the Northport
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VAMC. The design then had to be reviewed by VA engineers to ensure
that it met strict federal requirements. VA requirements for the facility
were extensive, such as needing a separate locked location for comput-
ing hardware and a separate security system for the building. Then a
lease had to be negotiated and agreed on by the VA legal team and the
Northwell Health legal team. Once the lease was negotiated, construc-
tion finally began. Construction took a few months, and along the way,
the team encountered many questions about the design of the center
that had to be agreed on by both participating organizations. This was
complicated by the fact that not all of the key individuals were involved
from the start of the project. Northwell Health staff in charge of the
construction project reported that while both clinical and facility staff
were involved from Northwell Health, only facility staff were directly
involved on the VA side. It also seemed to Northwell Health staff that
not all of the key VA facility staff were initially involved, because differ-
ent VA staff became involved shortly before the building opened, and
the newly involved VA staff expressed several new concerns related to
VA regulations for security and accessibility.

Absence of institutionalized and codified procedures may
present challenges. VA Clinic at Bay Shore and Feinberg Division
staff alike reported being challenged by the lack of designated-provider
appointment slots for shared cases at the VA Clinic at Bay Shore and
the lack of VA staff dedicated to collaborative care. However, desig-
nated slots and staff might not be a viable solution because of the VA’s
need to ensure timely access to care for all veterans, as discussed in the
recommendations section below. VA Clinic at Bay Shore staff noted
that there is currently no directive in the VA to implement these kinds
of programs and services, and these staff expressed a desire for clear
directives that would support collaboration and ensure that current
effective strategies (e.g., a VA Clinic at Bay Shore staff taking on a liai-
son role, prioritization of veterans who have family members receiving
care in the Feinberg Division) are preserved in the event of stafling
changes.

There were some logistical barriers to collaboration. Providers
on both sides of the UBHC cited not being able to send secure emails
containing patient information as a challenge that made collaboration
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more difficult. They reported that close communication was still pos-
sible by phone, in person, and through the VA Clinic at Bay Shore liai-
son, but it would be easier if secure email were available.

Facilitators and Successes

Despite these challenges, UBHC staff reported success in developing
and implementing their partnership. Many stakeholders reported that
they viewed the center’s very existence as a success. Indeed, as described
in Chapter Four, the center has provided behavioral health services
to a significant number of veterans and their families. Moreover, as
described in Chapter Five, patients are extremely satisfied with the ser-
vices they received.

“Champions” at both Northwell Health and the Northport
VAMC facilitated the establishment of the UBHC. The CEO of
Northwell Health has a long-standing commitment to helping veterans
and their families (e.g., through the Rosen Center, through a program
that ensured that deployed employees continued to earn as much as
they did at home), and the UBHC was yet another way of expressing
this commitment. The leadership of Northwell Health recognized the
value of a center where both veterans and their families could receive
colocated care that is directly coordinated with VA providers and was
willing to implement such a facility with the understanding that it
would be costly. Meanwhile, champions at the Northport VAMC were
willing to pursue the UBHC even though they encountered substan-
tial pushback from senior leaders at the Northport VAMC. The local
champions similarly pressed forward with the VA Central Office and
Ofhice of General Counsel, which, although supportive, expressed con-
cerns about how to make the center work, since regulations at the time
were not conducive to this type of public-private collaboration.

An RW]JF grant was a critical catalyst in the establishment
of the center. Northwell Health received a $300,000 grant from the
RW]JF’s Local Funding Partnerships initiative, a national program
designed to support community-based projects that improve health
care for vulnerable populations. External funding from the RWJF was
a key catalyst that allowed the “champions” of the center to found
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the UBHC (using RWJF funds, as well as funding generated through
Northwell Health fundraising efforts).

The strong working relationship between Northwell Health
and Northport VAMC staff facilitated the center’s establishment
and implementation. Leadership and local staff from both organiza-
tions cited the collaborative working relationship as a factor that facili-
tated the initial founding of the center, as well as the later day-to-day
operations and patient care. Northwell Health leadership reported
that they had previously tried to establish a collaboration with the
Northport VAMC without success, and the fact that it was successful
this time may be in part because of the strong working relationships
between collaborators from the different organizations and the high
level of trust collaborators were able to achieve. Likewise, clinical staff
from both organizations reported a high level of respect for staff from
the other organization, which facilitates collaboration around patient
care.

Another facilitator was the media attention that the UBHC
received, which helped to advertise the center.

One marker of the success of the UBHC is the fact that the center
now has a waiting list, indicating continued demand. Another marker
is the reported close working relationship between on-site VA Clinic at
Bay Shore and Feinberg Division providers, who reported that in many
ways they have come together as a single working team. Providers on
both sides praised the weekly team meetings as opportunities to learn
about their patients and to enhance patient care for veterans and their
families. UBHC providers also praised the flexibility of the staff par-
ticipating in the collaboration.

The UBHC staff reported taking special pride in one achieve-
ment in particular: As one provider described it, “the healing that has
occurred” as a result of being able to serve veterans’ families through
the provision of collaborative care.
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Recommendations for Improving or Replicating the UBHC
Model

We recommend the following for the current program and for other
entities seeking to replicate the model in other locations. Many of these
recommendations assume that a closer level of collaboration is desired;
consequently, they should be implemented to the extent to which orga-
nizations want to and are able to integrate their practices.

1. Institutionalize and codify the practices that are working, such
as:
a. liaison role
time to collaborate
c. priority assignment of veterans to VA Clinic at Bay Shore
(rather than other proximate VA facilities) if they have family
members receiving care on the other side of the center.

The UBHC has established some strategies, policies, and proce-
dures that enhance the collaborative effort. However, some of these
practices have not been codified, so if there are changes in staffing, the
practices might not be preserved. For instance, a member of the VA
Clinic at Bay Shore staff is acting as a liaison between the organiza-
tions, playing an important coordination role and circumventing some
of the information-sharing barriers identified above. However, this liai-
son role is not in her job description; she is not obligated to engage in
the liaison activities, and if there is a change in staff, the center might
no longer have someone serving in this capacity. Thus, we suggest that
the liaison role be formalized to ensure that strong communication
between organizations continues.

More broadly, the VA Clinic at Bay Shore should consider for-
mally protecting the time that their providers spend collaborating,
because this is time not spent in direct patient care or other adminis-
trative duties. The Feinberg Division has greater flexibility as a private
organization, and thus has been able to formalize collaboration as a
primary job responsibility and officially reduce the number of patient
visits required of staff in order to carve out time for collaboration.
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Similarly, while behavioral health intakes are coordinated through
a central call center at the Northport VAMC, veterans are able to
express a preference for a clinic, and if a veteran has a family member
receiving care at the Feinberg Division of the UBHC, the veteran is
prioritized for assignment to the VA Clinic at Bay Shore rather than
other proximate VA facilities. This prioritization of shared family cases

should be codified.

2. Facilitate easier and closer collaboration, by enhancing commu-
nication “infrastructure,” including:
a. integrated treatment plans
b. shared patient treatment records or mutual access to records
c. secure email.

Collaboration would be enhanced by use of integrated treatment
plans that staff on both sides of the center contribute to and can readily
access. Currently, staff verbally collaborate on treatment planning in
their weekly meetings, and this is a key aspect of the UBHC approach.
However, this planning is not documented in a shared treatment plan.
Further, a shared treatment plan may further enhance the collabora-
tion by helping the providers on the different sides of the center take
a higher-level, systems-focused approach to treating the entire family
unit (see, e.g., Celano, Smith, and Kaslow, 2010). The shared treat-
ment plan would enhance coordination of treatment by explicating the
higher-level goals the family is working toward. For these reasons, the
UBHC is planning to implement a shared treatment plan (although
one was not yet in place at the time of the evaluation). However, the
current plan is for the integrated treatment plan to be a paper docu-
ment that is stored on the Feinberg Division side of the center. While
existence of a shared treatment plan would be a positive step toward
enhancing the closeness of the collaboration, it would be ideal if the
treatment plan could be stored electronically in such a way that provid-
ers from both sides of the UBHC could readily access it.

The collaboration could also be enhanced by providers on both
sides of the center having easy access to each other’s patient records,
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so that it is easier to track the care a patient is receiving from other
providers.

It would also be helpful if providers could email each other
securely; currently, they cannot include patient names in email com-
munications, so communicating about a shared patient requires a
phone call or an in-person consultation. As the center currently oper-
ates, communicating by phone or in person is a bit inconvenient but
very feasible, since the sides are colocated and serve a relatively small
number of shared cases, and the Bay Shore VA liaison acts as a point
person facilitating communication. Although this approach works
while the center is relatively small, it might not be scalable; if the center
were larger, it would likely be more challenging to communicate with
all the other providers in real time, and a liaison might not be able to
relay communications among all providers in a timely manner.

Giving Feinberg Division staff Without Compensation (WOC)
appointments at the VA, in which they serve as unpaid VA staff, would
enable Feinberg Division providers to access VA treatment records and
email communication systems, facilitating close communication among
providers on the two sides of the UBHC. Indeed, other programs, such
as Welcome Back Veterans, have used WOC appointments at the VA
to facilitate seamless referrals from private organizations to the VA.
WOC appointments would also enable the cofacilitation of groups,
which some UBHC staff expressed interest in doing. However, WOC
appointments also have some limitations and disadvantages. One obvi-
ous limitation is that a VA WOC appointment would only enable
one-way access; Feinberg Division staff with a WOC could access VA
electronic health record and communication systems, but the reverse
would not be true. To facilitate communication in the other direction,
Northwell Health would also have to give VA Clinic at Bay Shore staff
a staff designation in the Northwell Health system, perhaps through
the university afhiliation system or some similar mechanism. However,
even with mutual access, the treatment records would still be housed
in two separate information systems, and there could be some logistical
barriers to accessing the other organization’s system. WOC appoint-
ments or their equivalent also present a burden to the staff involved
and those who oversee them. For instance, Northwell Health staff who
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had VA WOC appointments would have to meet all the requirements
of VA staff on an ongoing basis (e.g., mandated trainings), as well as
all the requirements of Northwell Health staff, and managers oversee-
ing these staff would have more people to track. For these reasons, a
local VA administrator managing VA Clinic at Bay Shore behavioral
health services felt that WOC:s are not “worth it” for individuals who
are not directly providing essential services to veterans, given that there
are feasible work-arounds (i.e., in-person and phone communication).
A possible solution could be for the organizations participating in the
partnership to develop new policies or business arrangements that give
staff at the other organizations staff privileges, but with less required
oversight.

The organizations could also consider developing new platforms
for secure electronic communication between different IT systems.
The VA may broadly benefit from having its I'T system be more private-
sector facing. The VA is increasingly participating in public-private
partnerships and may need to communicate with private-sector provid-
ers more often through its Community Care program, which facilitates
veterans seeking care from private providers. As the VA looks toward
solutions to enable this coordination, emerging technology can enable
electronic record and data management systems to securely connect
within health care settings. Enhanced communication infrastructure
that facilitates less burdensome data collection, monitoring, and shar-
ing is critical to supporting partnerships between the VA and private
organizations, particularly when they are scaled beyond a single rela-
tively small program.

3. Create a physical space that is conducive to collaboration and
family friendly.

To be most effective, the clinic space should be organized in a
manner that facilitates the coordination of care for clinical staff. In the
current UBHC space, a shared conference room and kitchen promote
close communication among staff in the collaborating organizations.
This aspect of the program could be replicated by others who seek to
implement the model, or they may wish to select other forms of shared,
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or neutral, spaces that allow for frequent and informal communication
and relationship building, as well as more-formal clinical coordination.

Staff should also consider organizing the clinic in such a way
that the collaboration and integration of services is readily apparent
to patients. At present, the UBHC has two separate entrances for the
Feinberg Division and the VA Clinic at Bay Shore sides of the center,
with two separate reception desks and distinct signage and decor.
If there were a single entrance, single reception, and uniform decor,
this would communicate to patients that this is a truly collaborative
center rather than two distinct entities. However, it is not clear that
the appearance of greater unification is attractive to all patients. Some
UBHC patients and the director of the Feinberg Division side reported
that the fact that the center is not completely unified is appealing to a
subset of patients. They reported that some patients like that the Fein-
berg Division side is not part of the VA, and that staff on the two sides
of the UBHC can only communicate with patients’ permission.

Regardless of the extent to which spaces are shared across organi-
zations, there should be close communication regarding the establish-
ment and construction of the physical space, so that expectations and
specifications are clear from the start of the construction process.

As the UBHC and other sites seek to provide services to family
members of veterans, including children, it will be important to ensure
that these spaces appear not only veteran friendly but also family
friendly. This may include appropriate waiting and service areas for
children and families.

4. Ensure adequate capacity (i.e., staffing and space) to meet
patient needs.

The UBHC may benefit from an expansion in both staffing and
physical space, if patient interest in the center continues to grow. In
particular, increased staff at the VA Clinic at Bay Shore would ensure
that there is availability to serve veterans who have a family member
receiving services on the Feinberg Division side of the UBHC.

In our interviews, providers from both sides of the UBHC noted
that VA Clinic at Bay Shore providers do not have dedicated slots for
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patients who have family members receiving care on the Feinberg Divi-
sion side and expressed that this might be helpful. However, local VA
leadership pointed out that it is not practical to have dedicated slots
for certain patients, because staff cannot anticipate how many referrals
there will be for veterans participating in the collaboration, and staff
cannot leave slots open and unused—they have a mandate to serve vet-
erans in a timely manner. Instead, increasing the overall capacity of the
VA Clinic at Bay Shore through increasing staff hours there (e.g., more
full-time staff instead of part-time staff) would ensure that the VA
Clinic at Bay Shore has adequate capacity to serve veterans participat-
ing in the collaboration, without affecting the capacity to serve veter-
ans whose families do not receive care on the Feinberg Division side of
the center. In addition, more on-site staff would allow the VA Clinic at
Bay Shore to accept walk-in appointments; currently, it does not offi-
cially have a walk-in clinic as the Northport VAMC does, but it does
accommodate veterans who walk in, in accordance with VA mandates.
(The same could be said for the Feinberg Division, which also currently
lacks capacity to officially accept walk-ins, although it does attempt to
triage patients who walk in.) Finally, while the VA Clinic at Bay Shore
currently has enough space to slightly increase staffing hours, it does
not have adequate space to substantially expand its capacity to serve the
veterans interested in receiving care there. The VA Clinic at Bay Shore
currently has a waiting list for psychosocial services, indicating that
interest currently exceeds capacity.

5. Provide a continuum of evidence-based services.

As more settings work to serve veterans and their families who
experience behavioral health problems, it will be important not only
to ensure the provision of evidence-based interventions but to also pro-
vide a continuum of services that includes prevention (e.g., psychoedu-
cation and other programs) in addition to referrals to other types of
support (e.g., financial/legal support, other family support services).
Embracing a focus on prevention might serve to reduce the burden
on veterans and their families before they are at the point of having
clinically significant symptoms that require treatment. Incorporating
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these types of programs, however, may require different staff and dif-
ferent approaches to recruitment and service delivery. For both preven-
tion and treatment services, community-based organizations and clini-
cal settings should adopt a systematic approach for selecting, training,
delivering, supervising, and monitoring fidelity of EBPs relevant to the
population (e.g., exposure therapy for PTSD; empirically supported
couples, parenting, and family interventions that have been adapted
for military and veteran populations) (see Institute of Medicine, 2015).
Systematic use of EBPs could ensure the effectiveness of treatment,
provided that training is also systematic and that the interventions are
delivered with fidelity. This could also serve to reduce the duration of
treatment, facilitating the treatment of more patients, and potentially
improve cost-benefit ratios for the clinic and society.

In choosing evidence-based approaches to care, organizations
wishing to replicate the UBHC model may want to focus on time-
limited (i.e., short-term) approaches and techniques or services that
require lower-level (i.c., less expensive) staff, because the high intensity
of services and high salary level of providers employed by the Feinberg
Division may not be cost-effective or sustainable, particularly in larger
settings. Use of time-limited approaches would increase the capacity to
serve more patients, per the previous recommendation. Increased use
of less expensive staff working to the full capacity of their licenses can
serve to lower costs (see, e.g., Hussey et al., 2015). Indeed, RAND’s
2015 Survey of VA Resources and Capabilities found that 68 percent
of chiefs of staff across 111 VA sites reported that there were provid-
ers performing clinical activities that could be performed by providers
with a lower level of training; this is a key issue that adversely affects
the efficiency of providers and the system (Hussey et al., 2015).

6. Prioritize outcome monitoring and quality improvement for the
center as a whole.

The UBHC and other similar centers should carefully and rou-
tinely reevaluate their battery of measures to choose measures that are
least burdensome to patients and most helpful for informing clinical
decisionmaking and outcome monitoring. For example, for children,
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using the CBCL alone may be limiting for capturing risk or outcomes
in this population of children; thus, it may be useful to add measures
of child depression and anxiety. In addition, some measures, such as
the CBCL and BDI-II for adults, may be somewhat burdensome for
routine collection given their length, so the center may wish to explore
other options that make routine data collection more feasible. The
center may also benefit from extending data collection to individuals
who have completed care; follow-ups would inform how patients fare
after they leave the center. Finally, we suggest that the center routinely
implement brief risk screening for family “collateral” participants to
guide services and referrals when needed.

To increase the integration and coordination of services, and to
enable better tracking of patients outcomes over time, we recommend
that the entire UBHC (both the VA Clinic at Bay Shore and Feinberg
Division sides) implement the same set of patient-reported outcome
measures, and we suggest a consistent and routine approach to data
collection on both sides of the center. Doing so will not only inform
patient care but also enable ongoing quality-improvement efforts across
all partnering entities. For example, if families who received some care
from both sides of the UBHC completed the same set of measures, it
would facilitate setting and tracking higher-order, family system-level
treatment goals. Consistent measurement across the entire UBHC
would also facilitate program monitoring and evaluation.

Conclusions

Our analyses found that, overall, the UBHC has succeeded in imple-
menting a promising public-private partnership model for providing
behavioral health care for veterans and their families in the same facil-
ity: Providers coordinated their efforts to provide a higher quality of
care, the center ramped up to deliver a wide array of therapeutic ser-
vices for a large number of patients in a relatively short period, patients
reported being happy with the services they received, and their symp-
toms and functioning improved significantly over time.
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The UBHC provision of colocated and coordinated care has the
potential to address barriers to care. While veterans are eligible for VA
services, most of their families are not eligible, leading different mem-
bers of families to seek care in different settings, with no easy way to
exchange information and coordinate care between VA providers and
family members” providers (see Pedersen et al., 2015, for a review). The
UBHC addresses this barrier by providing care that is colocated and
coordinated.

Further, the UBHC provides care that is sensitive to the special
needs of veterans’ families. Family members we spoke with expressed
that the UBHC plays a vital role in their community, citing that, in
their experience, providers not affiliated with the VA are not sensitive
to the impact of PTSD and other special issues facing veterans’ fami-
lies. Family members we interviewed saw the UBHC as a unique place
where military families could receive care and be understood. UBHC
staff and patients alike touted the advantages of coordinated care in
which the different providers treating a family are in close communi-
cation with one another; all interviewees felt that it greatly improved
the quality of care that all family members received. Patients expressed
high levels of satisfaction with the care they received, according to the
qualitative RAND focus groups and the quantitative surveys adminis-
tered by the Feinberg Division to its patients.

The service utilization and outcome data available also provide
early evidence of successful program implementation. Service utiliza-
tion data from both sides of the UBHC indicated that, for a new pro-
gram in a small facility, a relatively large volume of care was delivered.
In focus group discussions, patients reported a high level of satisfac-
tion with the care they received; however, the interviews were limited
in that they consisted of just one group of entirely male veterans and
another of entirely female family members; child patients and nonpa-
tient collaterals were not included. The outcome data from the Feinberg
Division side of the UBHC provide evidence that the center is helping
patients as intended: Both adult and child patients experienced statis-
tically and clinically significant improvements in almost all kinds of
behavioral health symptomatology and measures of functioning evalu-
ated. However, it should be noted that the outcome data are limited by
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the absence of a control group with which we can compare patients,
and patients do tend to get better over time even without care. Con-
sequently, while we know that patients got better, we do not know for
certain whether their improvements are greater than they would have
experienced had they not received care at the Feinberg Division of the
UBHC. Further, clinicians had some discretion in choosing outcome
measures appropriate for a given patient, so this could have introduced
some bias in the available data. Finally, outcome data are not available
for patients receiving services on the VA Clinic at Bay Shore side of the
center.

Although the model has been successfully implemented with
strong preliminary outcomes, there are still areas that could be improved
as the UBHC continues to grow and develop. While staff and patients
were happy with the collaborative relationships between providers, col-
laboration could still be closer than it currently is. The staff have to
regularly circumvent various challenges to collaboration, including a
lack of secure email between Feinberg Division and VA Clinic at Bay
Shore providers that necessitates that all information sharing be via
phone or in person, lack of shared patient health records, and a lack of
a shared treatment plan for families receiving care on both sides of the
center. We recommend that this center and others seeking to replicate
the model work toward reducing information-sharing barriers and, if
desired, find ways to facilitate closer collaboration. We further recom-
mend that the UBHC institutionalize and codify the practices that
are working, including a VA liaison role, time for collaboration, and
the VA Clinic at Bay Shore’s prioritization of veterans who have family
members receiving care at the UBHC.

Other partnerships between local VAMCs and private health sys-
tems that want to accomplish similar objectives can learn from the
UBHC launch and implementation. In addition to the issues related
to barriers to collaboration and the lack of codified practices, there
were some barriers to establishing the center that other programs may
be able to circumvent. Building the center was a complicated process,
but many of the barriers the UBHC faced could potentially be avoided
by having close communication between the private organization and

appropriate VA staff through all phases of establishing the center, with
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all key players at the table from the start of the process. Another poten-
tial barrier for other potential partnerships is how expensive the pro-
gram was to launch and implement. However, initial expenses could
be greatly reduced by utilizing an existing facility rather than build-
ing a new one. Further, ongoing expenses could be reduced by bill-
ing patients from the start and potentially using less expensive staff
(e.g., less psychiatry, greater use of interns) and providing less expensive
care (e.g., less individual therapy and more groups; however, this may
not be feasible for small centers).

The UBHC was the first center of its kind; it broke new ground
by using a public-private partnership model to provide colocated, coor-
dinated care to veterans and their families. Despite some challenges,
our evaluation suggests that, overall, the model has been successtully
implemented by the UBHC and has great potential to be helpful to the
veterans’ families it serves.



Abbreviations

ARC

BAI
BDI-II
CBCL
CBOC
CBT
CPT
DAS
DoD
EBP
EFT
FAD
IT
LEC
MOU
NYS
PCL
PE
PTSD
Q-LES-Q-SF

attachment, self-regulation, and
competency

Beck Anxiety Inventory

Beck Depression Inventory 11
Child Behavior Checklist
community-based outpatient clinic
cognitive-behavioral therapy
cognitive processing therapy
Dyadic Adjustment Scale

U.S. Department of Defense
evidence-based practice
emotionally focused therapy
Family Assessment Device
information technology

Life Events Checklist
memorandum of understanding
New York state

Posttraumatic Stress Disorder Checklist
prolonged exposure

posttraumatic stress disorder

Quality of Life Enjoyment and Satisfaction
Questionnaire—Short Form
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RW/JF
SD

SE
TBI
UBHC
VA
VAMC
VHA
VISN
WOC
YSR

Robert Wood Johnson Foundation
standard deviation

standard error

traumatic brain injury

Unified Behavioral Health Center
Department of Veterans Affairs
Veterans Affairs Medical Center
Veterans Health Administration
Veterans Integrated Service Network
Without Compensation

Youth Self Report
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Many veterans and their families struggle with behavioral health problems, family
reintegration difficulties, and relationship problems. Although many veterans are
eligible to receive care at Department of Veterans Affairs health facilities, family
members are generally not eligible and therefore must seek care elsewhere. This
situation can pose a barrier to family members’ access to care and also make it
more difficult for veterans and families to receive high-quality services that are
coordinated across providers.

A new model of behavioral health care is trying to address these barriers:
Created by the Northwell Health System and the Northport Veterans Affairs
Medical Center, the Unified Behavioral Health Center (UBHC) for Military
Veterans and Their Families in New York state is a public-private partnership that
is providing colocated and coordinated care for veterans and their families.

RAND evaluated the center’s activities to document the implementation of
a unique public-private collaborative approach for providing care to veterans
and their families. The first component of the evaluation focused on documenting
the structures of care (the capacities and resources that the center developed
and employed) and the processes of care (the services delivered). The second
component focused on outcomes of care. The evaluation suggests that, overall,
the model has been successfully implemented by the UBHC and has great
potential to be helpful to the veterans and families it serves.
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