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Healthcar e Services ver sus Programs

For the purposes of this manuscripgalth services (1) cover primary care, mental health and
behavioral health, preventative, rehabilitatived galliative among others. These services are
centered around making health care high qualitypat@nt-centered. Health services consist of
medical professionals, organizations, and ancilteaglth care workers who provide medical care
to those in need. Health services serve patieatsi)ies, communities, and populations. Many
different types of care and providers are necessasyder to offer successful health services.
For example, within the VA mental health services@ovided byitensed clinical social

workers (LCSWSs), psychologists, marriage and fathgrapists (MFTSs), licensed professional
counselor (LPCs), psychiatrists, advanced pragisgehiatric nurses (APPNs), and primary care
providers (e.g., physicians, advanced practicesteigd nurses, and physician assistants).

Health programs (2) are defined as organizational units intenadegiccomplish one or more
objectives through a plan of action that describkat work is done, by whom, when, and how,
as well as what resources will be used. Healthrarag target any of the determinants of health.
They can focus aspect of the physical environm@mtjuman behavior, and on social factors
that affect people, among others. For example, |paopy receive information about safe sex
practices or how to eat healthier in the contextiedlth education programs. Programs are
embedded in organizations (e.g., government, nofitprcommunity-based) that are typically
(although not always) provided outside of formadltecare systems. Within the Veteran
context, the Healthcare for Re-Entry Veterans (HERkogram is intended to connect Veterans
recently released from federal or state prisoreteded primary care, mental health, or SUD
services (3). The program also provides outreadchutih a police training coordinator and
justice outreach coordinator to local police enémnent and criminal justice systems to educate
and advocate for mental health treatment as amattee to incarceration when Veterans with
mental illness commit non-violent offenses. In maages, health programs are used by those
who are also receiving health services. Note, ithdte case of HCRV, the intent is to “connect”
Veterans to services, not to provide services.
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M easur es
The data collected in this study did not provideopportunity to examine the validity of the

screening measures that were used. In additirgstnot possible to calculate the rates of false
positive or false negative screens. Another linotabf the study was that the sensitivity and



specificity of the screening instruments could Ib@tcalculated. However, it is important to note
that prior research examining the psychometric @rogs of these screening instruments suggest
that they have demonstrated reasonable validitipvBeseveral studies are highlighted with a
brief summary of the evidence for the validity bétmeasures.

Cameron, R. P., & Gusman, D. (2003). The primarg €& SD screen (PC-PTSD): development
and operating characteristi¢¥imary care psychiatry, 9(1), 9-14. The Spearman rank point-
biserial correlation between the PC-PTSD and theicdn-Administered PTSD Scale (CAPS)
was 0.83 (P < .001). The optimally efficient cuteébre was 3. The PC-PTSD had a sensitivity
rate of 0.78, a specificity rate of 0.87, a positpredictive value of 0.65, and a negative
predictive value of 0.92.

Kroenke, K., Spitzer, R. L., Williams, J. B., & L&yB. (2009). An ultra-brief screening scale
for anxiety and depression: the PHQPgychosomatics, 50(6), 613-621. Construct validity was
demonstrated by the fact that increasing PHQ- #desamere strongly associated with multiple
domains of functional impairment. The effect ofremsing PHQ— 4 symptom severity was
greatest for mental health impairments.

Lowe, B., Kroenke, K., & Gréfe, K. (2005). Deteg@iand monitoring depression with a two-
item questionnaire (PHQ-2). Journal of psychosammatiearch, 58(2), 163-171. The PHQ-2
demonstrated sensitivity of 87% and specificity 8% for major depressive disorder. The
sensitivity was 79% and specificity was 86% for depressive disorder. The convergent
validity of the PHQ-2 was demonstrated by significeorrelations with a number of depression
measures (rs ranging from .67 to .87). Divergelitiitg was evidenced by the PHQ’s low
correlation with the physical component summaryeod the SF-12 (r=-.23).

Plummer, F., Manea, L., Trepel, D., & McMillan, 016). Screening for anxiety disorders
with the GAD-7 and GAD-2: A systematic review andghostic meta-analysi&eneral

hospital psychiatry, 39, 24-31. The pooled sensitivity and specificityued were acceptable at a
cutoff of 3. The sensitivity of the GAD was 0.76&dats specificity was 0.81. Two out of four
samples reported the AUC for the GAD-2 againstld gtandard diagnosis of any anxiety
disorder: both reported AUC values above 0.85 a@6.0

Bush, K., Kivlahan, D. R., McDonell, M. B., Fihn, B., & Bradley, K. A. (1998). The AUDIT
alcohol consumption questions (AUDIT-C): An effeetibrief screening test for problem
drinking. Archives of internal medicine, 158(16Y,8B-1795. Using a cutoff of 3 and a total of
12 points, analyses revealed that the AUDIT-C wodéahtify 90% of patients with active
alcohol abuse or dependence and 98% of patientishedvy drinking, although the specificity
was only 60% (false-positive rate 40%). A cutofdadr more identified 86% of patients with
heavy drinking and/or active alcohol abuse or ddpane (sensitivity), with a specificity of
72%.

Data Analytic Approach

In the current study, three variables were avadlablapply weights (i.e., gender, branch and
paygrade). Differences between the weighted anceigited proportion estimates were



analyzed for design effects (1). A design effecivates a ratio of the population percentage by
the corresponding response percentage. When and=féggt ratio is greater than one, a larger
sample would have to be drawn in order to haveidente that the population was being
accurately represented by the sample. A desigietafitio less than 1 indicates that fewer cases
would be needed to obtain the results of a randompte. No meaningful design effects were
found. Thus, only weighted proportion estimatesprozided. Whereas it is recommended that
weighted data be used in the calculation of deseestatistics (2), there is less agreement as to
whether or not weighted data should be used faerathta analytic models (3, 4) use of
weighted data is indicated when other data analgtbniques are used (2). Logistic regression
was used to analyze factors associated with thefusealthcare programs and services.

While the results presented in Tables 3 and 4 ptegeighted estimates in logistic regression
analyzing factors associated with the use of heatthprograms and services (e.g., gender, race,
ethnicity, combat exposure), the unweighted es@siate available upon request from the
corresponding author.
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Unweighted Proportion Estimates

Table 1: Sample Demographics

Unweighted

n = 3,295
White Non-Hispanic 58%
Black Non-Hispanic 14%
Hispanic 16%
Asian, Hawaiian Pacific Islander Non-Hispanic 4%
More than one race Non-Hispanic 6%
Other race Non-Hispanic 1%
Work Full-time 39%
Army 43%
Navy 21%
Air Force 15%
Marine Corps 21%
Separated from active component, serving in NatiGuerd/Reserves 12%
Support service military occupation 34%
Combat arms military occupation 24%
Combat support military occupation 41%
Warfare exposure 64%
Male 80%
Enlisted rank E1 to E4 30%
Enlisted rank E5 to E6 33%
Enlisted rank E7 to E9 23%
Warrant officers- W1 to W5 2%
Officer O1 to O3 5%

Officer O4 to O7 7%




Table 2: Health and Program/Service Use of Vetéf® Screening Positive for a Probable
Mental Health Problem

Unweighted
n = 3,295
Health Satus
Probable anxiety 72%
Probable depression 49%
Probable PTSD 71%
Probable alcohol misuse 54%
Physical health condition, illness, or disipil 80%
Mental health condition, illness, or disapilit 74%
Medical discharge 11%
Health Programs and Service Used
VA hospitals or clinics 48%
Non-VA hospitals or clinics 22%
Counseling for mental health, relationship, or 2904
0

substance use
Used alternative medicine 11%
Any health programs nominated 10%
Program to increase access to care 3%
Program for brain injury or PTSD 3%
Program for physical activity, weight 204
management

Non-Use of Programs or Services 29%



Study Limitations

This study did not screen for a number of othesjiids mental health problems, including
psychotic disorders, bipolar disorder, or substarsgeconditions not related to alcohol. The use
of opioids in particular is of growing concern argoveterans. Thus, the results of our study
should not be generalized to Veterans who are filyrdeagnosed with mental health problems.
Those who screened positive for a probable meseglttn problem represented only 6.7% of the
total population of Veterans separating from thitany at the time of the study. Thus, it is not
clear how representative this sample is of all 8%1 Veterans. The study asked Veterans about
their use of healthcare services using fairly brigachs. Thus, we do not have information of a
number of specific kinds of healthcare services Wederans used, such as primary care, office-
based/private practice care, pharmacological treatnor specific kinds of counseling (e.g.,
motivational interviewing, alcohol brief counseljrgpgnitive behavioral therapy, couples
counseling).



