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What is the issue?
The U.S. Military has deployed over 2 million men and women since 2003. Many of these veterans have
sustained injuries that result in behavioral health impacts. The
Department of Defense (DOD) and the country are challenged to provide
the necessary care to those veterans returning to their respective homes
Over 2 million Service Members
and communities. This emerging and growing need intersects with the
(SMs) have been deployed to
reality that behavioral health care in the U.S. is generally harder to access
combat zones.
than other health services, due to factors like a shortage of qualified
behavioral health providers, stigma, and coverage limits by public and
•At times almost half of
private payers. Nearly 80 million Americans live in a mental health
deployed are Activated Reserve
Component (RC).
professional shortage area, according to the U.S. Health and Human
Services Health Resources and Services Administration. Even in urban
•An Estimated 87 million
environments where behavioral health providers are more available, cost,
Americans live in Mental Health
transportation and time constraints often prevent people from seeking
Provider Shortage Areas
behavioral health services.
(HPSAs).

Alaska has the most veterans per capita of any US state. Many Alaska
veterans live in rural and remote communities and have significant need,
but limited access to health care and behavioral health services from the
Veterans Administration (VA). Increasing tele-health and tele-behavioral
health capacity is identified as an effective and possibly cost-effective
means of to increase access to and quality of care to veterans and other
rural residents.

What are we doing in Alaska?
The Division of Public Health, (the Section of Health Planning & Systems
Development) has initiated the Rural Veterans Health Access Program
(RVHAP). The RVHAP establishes a multi-site pilot tele-health network
and improves existing networks of Community Health Centers (CHCs),
Community Mental Health Centers (CMHC) and Critical Access Hospitals
(CAH) for rural veteran care coordination between providers and the
Alaska Veterans Affairs Healthcare System & Regional Office (AVA).
Specifically, RVHAP works with non-tribal CHCs, Federally Qualified HCs,
CMHC, and/or CAH.

•HPSAs are heavily populated
by RC.
•Up to 25% of SMs screen
positive for Mental Health
concerns and close to 200,000
SMs have received a Traumatic
Brain Injury.

•Suicide rates across the
Department of Defense have
increased.
•Military network referrals
increased 241% from 2002 to
2009.

There are three pilot sites included in the Rural Veterans Health Access Program (RVHAP) for a total of eight
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communities. The three pilot sites include Alaska Island Community Services (AICS), Juneau Alliance for
Mental Health, Inc (JAHMI) and Sitka Community Hospital/Mountainside Family Healthcare (SCH).
Communities served by the pilot include: Wrangell, Naukati, Coffman Cove, Gustavus, Juneau, Elfin Cove,
Tenakee Springs, and Sitka.
In consultation with the VA and the Alaska Department of Military and Veterans Affairs, a system gap
analysis, and community assessments for pilot tele-health viability were conducted. HPSD staff identified
the above target communities in the catchment areas of AICS, JAHMI and SCH as both in need, and most
compatible with the federal conditions of funding. Methodology of the allocation of funds is: less than
$100,000 for each pilot site for each fiscal year FY 15 -17.
The Veterans Administration is clear in expressing that the communities served by tele-behavioral health
should obtain maximum benefit from the projects. These benefits include:




Application of the clinical skills acquired to non-veterans suffering from PTSD and TBI;
Use of tele-behavioral equipment, software and internet connectivity for non-veterans, as long as
all veterans needs are met;
Improved connectivity, including increased internet speed and bandwidth can be used by the entire
community. One benefit of this is that artist and merchants residing in rural communities can
create websites to advertise or sell services and goods.

Does Medicaid reimburse for tele-behavioral services in Alaska?
Alaska regulations have allowed Medicaid to pay for services furnished
through telemedicine for at least 12 years. The rules define telemedicine as
“the practice of health care delivery, evaluation, diagnosis, consultation, or
treatment, using the transfer of medical data, audio, visual, or data
communications that are performed over two or more locations between
providers who are physically separated from the recipient or from each
other.” Unlike other states which cover only health care services delivered
via video conferencing, Alaska Medicaid will pay for telemedicine services
delivered using interactive real-time audio/video, store-and-forward
transmissions, and home self-monitoring without any restrictions related
to the specialty service provided.
The following mental health services are reimbursable when delivered via
telemedicine: psychiatric or substance abuse assessment, psychotherapy,
and pharmacological management services on an individual basis. Alaska
Medicaid does not define or place restrictions on the type of patient
setting, or “originating site,” allowed for a telemedicine encounter, nor do
the codified rules institute geographic limits or distance requirements on
where telemedicine can take place.
Reimbursement for telemental health exists under the fee-for-service
model, and a “GT” modifier is used when claiming reimbursement for
telemedicine services, depending on the role of the provider. The same
reimbursement and practice standards apply for telemedicine-delivered
services as that of in-person services.
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A 2008 meta-analysis of 92

studies, for example, found that
the differences between Internetbased therapy and face-to-face
were not statistically significant
(Journal of Technology in Human
Services, Vol. 26, No. 2).
Similarly, a 2009 review of 148
peer-reviewed publications
examining the use of
videoconferencing to deliver
patient interventions showed
high patient satisfaction,
moderate to high clinician
satisfaction and positive clinical
outcomes (Clinical Psychology:
Science and Practice, Vol. 16,
No.3)
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How much tele-behavioral health services are being delivered?
During the period of July 1, 2012 through August 31, 2013, a total of 1,134 tele-behavioral health services
were delivered to 273 recipients (essentially 1% of all clients served in FY13), by 16 grantee providers.

Recipient Count

Medicaid Payment

SEAVIEW COMMUNITY SERVICES

45

$34,166

COMMUNITY CONNECTIONS INC

44

$9,052

BOYS AND GIRLS HOME OF ALASKA

29

$2,407

BRISTOL BAY AREA HEALTH CORP

26

$4,718

MANIILAQ COUNSELING SERVICES

26

$4,615

CATHOLIC COMMUNITY SERVICE

26

$10,895

YKHC BEHAVIORAL HEALTH SERVIC

19

$4,050

ALASKA FAMILY SERVICES

12

$3,772

AKEELA INC

11

$2,424

SOUTHEAST AK REGL HLTH CNSRTM

9

$962

PETERSBURG MENTAL HEALTH SVCS

8

$474

CORDOVA COMMUNITY HOSPITAL

8

$3,465

TOK AREA MENTAL HLTH COUNCIL

5

$562

EASTERN ALEUTIAN TRIBES

5

$900

DAYBREAK INC

2

$535

TANANA CHIEFS CONFERENCE INC

1

$387

276

$83,384

Agency

Total
Data Source: MMIS 9/17/2013
Service Dates: July 1, 2012 through August 31, 2013
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What is the added value of Tele-behavioral Health?
The value of tele behavioral health can include potential cost savings, efficiencies, and expanded access to
services.
• Improved Care Delivery. Telehealth can result in more effective care delivery. Tele-behavioral health can
support the health system’s move toward collaborative and integrated approaches by strengthening
relationships within a team and across agencies. Notably, the Patient Centered Medical Home model of
care recognizes the value of care coordination that is supported by wireless technology that is supplanting
landline and Web-based systems. In practice, clinics can gain expanded access to experts, like behavioral
health specialists not located in the community. Telehealth can ease the task of convening consultation
sessions between primary care clinicians and behavioral health specialists to screen and manage referrals.
Technology can also provide clinicians with ready access to health indicator data for use in addressing
clinical and non-clinical issues.

At the May 6 annual meeting of the American Psychiatric Association, Dr. Linda Godleski reported on what
is called “the first large-scale study to show that telemedicine dramatically reduced hospital admissions and
total hospitalized days,” The decreased hospitalization rate may be explained by increased access to
services. Patients do not wait to get mental health sessions until they are completely decompensated when
mental health care services are more readily available by telemedicine.
She and her associates reviewed 98,609 VA patients who required mental health services and were new to
the agency’s telemental health program during 2007-2010. They found that the telemental health patients
had 24% fewer psychiatric hospital admissions during, on average, their first 6 months in the program.
compared with their immediately preceding 6 months of care by conventional, face-to-face encounters with
mental health clinicians. The analysis also showed that the first 6 months of telemedicine management
produced a 27% reduction in total days of psychiatric hospitalization for these patients during 2007-2010,
compared with their management history during the 6 months before each patient entered the telemental
health program.

Dr. Godleski, is director of the national telemental health center for the Department of Veterans
Affairs and a psychiatrist at Yale University in New Haven, Conn.

• Expanded Staff Capacity. Telehealth can also give providers more mobility in terms of new freedom to
deliver health care while on-the-go and in different venues—expanding the walls of a clinic’s service
offerings. Telehealth can also be used to tap into staff working part-time for multiple clinics via a remote
location.
• Enhanced Training Opportunities. Tele-behavioral health can also be used to conduct trainings for staff
when sessions are devoted to sharing of insights and best practices. These trainings can elevate expertise
within an agency and across multiple providers.
• High Levels of Patient Acceptance. Tele-behavioral health programs have found telehealth to be an
effective way to work around patient fears over accessing services at a certain clinic or neighborhood.
Health Center patients are frequently reported to be either unable or unwilling to seek services outside of
their communities. Additionally, telehealth reportedly works particularly well in serving certain patient
populations (e.g., deaf and hard-of-hearing).
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• Cost Savings. Telehealth can cut the cost of care delivery. For example, patient relapse events can be
lowered if telehealth enables a provider to deliver counseling and intervention services quickly via
teleconferencing sessions versus on-site appointments that take longer to arrange at an off-site location.
Telehealth can also save on travel time. Savings are also possible when it comes to the cost of building
telehealth, which is far lower than it used to be as technology costs (from software to videoconferencing
equipment) have dropped dramatically.

Looking Ahead
As with any endeavor, the first decision on whether to establish a tele-behavioral health program is to
assess the environment in terms of interest, need, and resources. The following recommended steps are in
a suggested order, although programs may find that some steps can happen earlier than presented or may
happen simultaneously. These strategies and actions are further developed from the U.S Department of
Health and Human Services (HRSA) “Increasing Access to Behavioral Health Care Through Technology”
(February, 2013)1,
Strategies

Actions

1.

Determine the “Fit” of a
telebehavioral health program

1a. Review Strategic
Priorities/Strategic Plans
1b. Conduct Needs
Assessment
1c. Secure Board Input and
Feedback

2

Assess Interest, Readiness, and
Potential Scalability

2a. Identify Current Activities
2b. Determine Need
2c. Assess Partner Readiness
2d. Determine Scalability
2e. Estimate Costs and Explore
Funding Options

3

Identify Leadership

3a. Gauge staff interest and
expertise.

4.

Review Laws, Licensing, Liability,
and Regulations

4a. Understand legal,
regulatory provisions and
determine the need for
policies, procedures, and
training.

Partners

Agency Board of Directors, senior
leadership

1

The publication is available online at http://hrsa.gov
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Vet Status of Clients Served in Community Settings

Veteran Count

Never in Military

17385

Not Applicable

1086

Unknown

347

Not Collected

282

Veteran; Other Eras

250

On Active Duty; No Combat

138

Retired from Military; Non-Combat

129

Reserves or National Guard; No Combat

108

Military Dependent

86

Vietnam Era Veteran; Combat

76

Vietnam Era Veteran; Non-Combat

57

On Active Duty; Combat

54

Retired from Military; Combat

48

No Entry

46

Reserves or National Guard; Combat

45

Gulf War Veteran; Combat

24

Iraq War Veteran; Combat

14

Afghan War Veteran; Combat

6

Data Source: AKAIMS
Date Range: FY 2013
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