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INTRODLCTION

In February, 1984, the Mental Health Pragrams Branch
Indian Health Service, published & special issue of the
Listening Post which included the material that had been
developed for the Plenary Session of the Mental Health
Program Review. From the'PIenary Session a Summary Report

wWas deve!oped An Ad Hoc Group on Mental Health was sub-
“'sequentIy convened to make recommendations to the Birector.
Indian Health Service, based on the discussions that went
on during the review process and which are contained in the
summary report. The Ad Hoc Group made jts recommendations
on July 9, 1984. Shor€Ty thereafter, Dr. Everette R. Rhodes,
Director, IHS, and Dr, Robert Graham, Director, HRSA responded

with their recommendations to the Mental Health Programs Sranch.

In November, 1984, the Mental Health Programs Branch {ssued a
progress report to the Office of Program Operations, IHS, cone-
cerning planned actions in response to their recommendations.

This special issue of the Listening Post, contains the
above documents in their chronological order The Mental
Heaith Programs Branch is issuing this vo?ume as a followup to
the February, 1984 issue and the HRSA review process.

\ )

Witliam B. Hunter, M,D.
Acting Chief, Mental
Health Programs Branch |

ook
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CINDIAN" HEALTH SERVICE MENTAL HEALTH PROGRAM REVIEW
SUMMARY REPORT OF THE PLENARY SESSION |
January 17-19, 1984

The Program Review Process .

Program review is.a management tool adopted by the Health
Resources end Services Administration (continuing & practice
begun in one of its predecessor organizations) ss.a means to

improve decision-making about selected programs. The term . -

“nrogram raview" refers to a three-part process beginning with a
period of preparation lasting several weeks or months, which
starts with an identification of significant issues concerning
!pe progfam. Informaton about the legislative and operstional
istory/of the prcgram s gathered and summarized lation to
the issjes. . : - {(: :

second step is a two or three day meeting, or “plenary

Sion," which typically includes line managers, other DHHS line

and staff officidls, and others who are knowledgeable in the

field but who are not directly connected with the’ program, such
as university-based researchers and practitioners. B8Based ‘on the
issues developed earlier, participants in the sesgsion discuss the
philosophical and legxslatxve base of theé program and the
national problems it was designed to address, its legislative and
funding status, program history, and effectiveness. The '

““objective is to give Agency managers the benefit of a broad set
of perspectives concerning program accomplishments and problems

- from the interaction among participants who are selected to
reflect a8 wide range of program-related iwterests.

‘Through an active interchange of views at the meeting, the
participants as a group develap‘conclusions and recommendations
for further action. These msy be express;uns of & group
consensus or they may be the opinions of one person or ‘s small
group of participants.

The third phase is considerat ion of and action by the Agency on
the conclusions ard recommendations from the plenary session., - A
summary report of major points raised throughout the. session is
produced and sent to all participants for comment. Subsequently,
the Agency sends a letter to all participants stating a response
to each of the recommendations for further action. Agency staff
then institute changes stemming from the plenary session and
monitor the progress of implementation..




- Content of This Report , .
This report is intended to summarize the key pg raised by
panelists and by other participants during the th “plenary

session, which concerned the Mentsl Health Pro m administered

by the Indian Health Service. (Mental healt Sservices funded oy
other organizations were not reviewed.,) It 7is based on materisls
from and comments of participants and on sudic recordings. The
content is organized according to the plenary session agends,
Attachment A. The agends was based on majo~ topic areas, or .
Discussions. In mqst cases, the moderator and a group of pre~-
sentors gave initial comments which were followed by reactions
from other participants and further comments from the panelists.
The summaries of Discussions III-VI include both types of comments,

S : .

The remarks attributed to individuals represent their views.

The “Comments from the Group Discussion” sections reflect points

that were raiuved by one or rore- participants. Most do not imply
consensus since, in many cases, cther participants' voiced

different views.

The Mental Health Plenary Session provided a number of
recommendations, although there was no attempt ‘to reach a -
consensus on most of them. The summary of Discussion VIl
outlines the recommendations and observations shared by the
group. Ffollowing this section of the report is s summary
statement by the Chairperson, Dr, Irving Berlin (Attschment B).

The participants in the plenary session are listed in '
Attachment C. |

-

*s




RER 1. Y .
PR\

-3
Introductory ﬁ!ﬁmgnts ) | )
Spesgkers: C. Stanley Sbitt,ng.
» , Robert Graham
. Everett R. Rhoades

Irving N. Berlin ‘ , -~

Dr. Stitt The IHS mental health professional staff reflect
an impressive breadth of' interests and talents. However, despzte
the work that has been done since the mid-sixties, the incidence -

~ of mental health problems is still incredibly high among Indian popU-
lations. Participants should focus espacially on the magnitude
of the problems and the limited resources available tn address thes.
"

Dr. Graham A program review is an effort to achieve & ‘
programmatic and organizational renewal. from the group should Y
emerge a sense as to the ap prapriateness of the IHS approaches to

‘ the mental health problem and the adequacy of the rescurces, ‘ ,
a Mental health needs are clearly expanding. HRSA is committed to TNL
onsidering carefully any advice the group offers, in a spirit of )
4&%S§illingness to make changes. Participants should be able to
ook back a year later and see evidence that some, if net most,
of the recommendations of the group have Leen acted upan in a
.- reasonable fashion.

t

Dr. Rhoades The goal of the IHS is to raise the health
status of Indian people to the highest possible level. The
definition of health for IHS is "ability of an individual to exist
harmoniously with nature." Three missions stem from thes IHS
-goal: (1) to provide high quality direct care, (2) toc incrsase
the participation of Indian people in the manggement of their .own —
programs, and (3) toc serve as an advocate for Indian people. | f
There are three pbjectives relgting to the first (clinical)
missian: (1) to prevent premature death, (2) to prevent excess
morbidity, apd (3) to improve the quslity of life for Indian
people. Theee are accomplished by ministering to patients,
conducting ’research, and teaching. (Dr. Rhoades noted that
"doctar" means "teacher.") . '

Q

Dr. Rhoades, listed three personsl gosls for the plenary ‘
- session: (1) to demonstrate again the high quality of IHS staff,
(2) to bring together some of the constituents whp have supported
" IHS in the peast and continue the working relationship with then,
- and (3) to move the level of knowledge closer to the threshhaold
' : of dealing more effectivaely with behaviorsl abnormalities. He.
asked the group to think creatively about -Indian mental health
and to do so especially outside the context of its present
aorganizational struvcture.




or. Berlin The disparity between the mandate to provide
comprehensive mental health services called for in authorizing
‘legislation and the limiled resources which have been avs;lable
has made planning difficult.

a-

In 1977, the-f4Tst American Indian conference cencerned with
children was held at Bottle Hollow, on Supporiive Care, -Custody,
Plscement, and -Adopticn of American Indian Children. Jhis
conference was conducted Jozntly by the Academy of Child
Psychiatry, INS, and several Indian health and socisl service
organizations, .Another significant meeting was held in 1979 in

--Warm Springs, Oregon, on A Case Study Approach to Recogrizing the
Strengths of American Indian and Alasks Native Familiés. This
conference was a collshorative effort of the Academy snd the -
Indzan Judges Assac;atxon. . ‘

It is particularly important to apply the data from the
burgeening field of infant and child development to formulating
more effective methods of prevention, early intervention, and

reatment for children, adolescents,  and their parents. .

. greatment designed to enhance social, cognitive and egu
evelopment at any age is impostant to improved function and
sense of self-worth. Seriously mentally ill children deserve

every intervention”indicated by a thorough psychistric

evaluation. Thus. stimulants, antipsychotic, antzdepresszve, and °

lithium medications should be used when 1nd1cated 1n
inpatient settings.

Family involvement is essential where family members exist.
The resesrch in neurcchemistry and neurophysiclogy promises to
¢ enrich our-understanding not only of genetic and intrauterine
neurochemical disturbances bul slsc of how the envi:zonment alters
cellular physiclogy. Such research also makes clear that most -
disorders, whatever their neurochemical base, srise in an
interpersonal setting and TRRuire interpersonal interventions
along with other treatment. It is 1ﬁcreasxngly clear that sall
illness - physical and especiglly mentasl - is multicasusal in.
. origin and requires & treatment approach which deals with the
several eticlogic factors. :

There are some impressive efforts ta understand psychiatric’
\\§£§2§£ers in the terms of a particular culture's language to
escribe certain behaviors, such as depressive or psychotic
symptoms, and to translate some definfitions into terms meaningful
to these cultures.

Diverse epidemioclogical studies have been helpful inm delin-

eating incidence and nature of various disorders. For example, a

vital question is: Why do suicide, depression, and child abuse
sccur frequently on one reservstion snd not on ancther? ~

9

LY



.
-

¢

Education énd resulting Feelings'of competence become mental
nealth issues. In the last decade, it has become clear that

Piaget's theory of an inevitable march of cagnitive devclopment

is not always cohfirmed. VYoung adolescents do not always move
from concrete to formal operations, that is, the ahility to think
in abstract terms. Reseasrch shows that 50 percent of adults and
40 pervent of college students remain at the concrete stage of
thinking. However, cbservations of the National Commission on’
Children and Youth's pilot projects indicate that problem-solving
att;tqd§s and abilities can be taught. - g

-,

mental health workers and Indian healgrs, and other

L In all of these areas, there is a critical-fole in
leadership and participation for Indian he , welfare, ana _
lders,

;ribai ;eaders.

10



R o ~ Discussion I .
' " Mental Health Status
of - Americen Indisns and. Alaska Natives

(

S Townsley | .

Moderator: He

‘Presenters: 303§ph W. Ball

‘Carl A. Hammebschlag ‘ : , o
Janes H. Shore : g v - :
Dré Townslex Cf the ten Ieadzng causes of death -among
Indians, four are related tc mental -health and/er alcoholisnm:
gecidents,. suicide, cirrhosis of the liver, and homicide. “Over
the past three decades, there have been tremenngg improvements
in the heslth status of Indidn people, primarily ih relation to
organic disssses. Mental {lliness remains a problem of -epidemic -
proportions, and trestment advaneas lag behind those pertaining

‘to physical illness.

Dr. Shore It is important to recognize adjustments for age
and sex in death .rates when describing the epidemiology of indian
mental health. Young gdults, especially males, are alt highest -
risk from four major causes of death: accidents, suicide,

homicideb and aslccholism. Patterns of moubidity tend to associate
Indian males with alcoholism and women with depression and anxiety,

although in some tribes, additional .psychasomatic illnesses such
as duodensl ulcers or arthrilis may be prevalent. Tribal dzf—
ferences and cohort patterns are alsc significant. in
understanding pattetns of suicide. Ffor exampla, a study of an
intermountain tribe showed 8 substantial increase in the suicide’

rate following World War II; a similar increase has also occurred.

in Alasska, gfter new scculturatinn pressures assncxated with
petroleumiéxplorati on and develapment. -3, . ‘

Within a population, a small number of pesple carry the

" highest burden of the risk. . The fact that in Indian communities
thig risk varies across extended families has important zmplxcations

for the design of mental health programs, especially in relatxcn ’

to prevention.,

{ntertribal differences also need to be taken into sccount.
Traditipnal culture and language affect perception snd disease
patterns. Migration to and from urban areas cnntinues to con-
tribute to cultural .change and stress.

Symptnms of grief and mourning are common. Grief is extremely T
common because of the high number of fatal accidents. Some families:

suffer sn unusually high number of desths, and survxving meribers
suffar from compounded stress and unresolved grief.




»

Traditional medicine is a symbol of tribsl identity., Fer
non-Indian mental health professionals, traditional medicines is ¥
.8n important collaborative point to increase one's sensitivity te |, -~ &
cultural issues. o o SR '

ey,
'

bl
& .

Y " 7.~ There are a number of culture-bound disorders that are as- - - e
sociated with depresgsive behavior. 'To understsnd mental health Lo
- issues,; one must recoqnize tribal-specific behavior from the Lo
cultural peint cf view of the patients. Mzay culture-bound
disorders should be re-examined, For instance, & recent review .
f<§uggests thEt the Windido,psychosis among the 0jibwa, Cree,, and . -°
- “Eskimos is an "anthropologisi's disease" in tHat it appesars in
. ' - sthnographic litersture but is without g documesited clinical case
example.* ,0Other disorders are Wacinko, a condition of excessive B
pouting -among the Oglsla Siocux; the conditiom of “totally dis- . . Ea
- couraged" among the Standing Rock Sicux; and hallucinatory -~ s
mourniny emong thgaﬁapi. ' .

".]

N -

) In studying epidemiology, one can gain understanding of -
. cultural, behavibdral,. and bioclogical etiologies of mental .
. illness. One of the .mast commen conditions is the relationship
. : between depression and alecoholism among members of high-risk _----
families, During the next “decade, there will be an e - . :
. opportunity to learn much more ahout this relationship and the o
way stress, family relationships, culture, and bioclogy affecqi
. these high-risk individuasls. .

« In a research project, the American Igﬁfan Depression Study,

' ° Dr. Shore and colleagues are studying depreéfssion in five tribes on
three reservations from saveral points of view: the individuasl's
internal concept of depression, the depressive behavior that
the subject experiences, alcohol-related bshavicrs, and somatic
symptoms. The researchers have identified a number of unique
Ihdran coricepts of depression that were previously undescribed in
Western -literature. Only ope.of these concepts, "spiritual
death," appears to be closely associated with & pattern that most -,

“psychiatrists would call "major depression,.” o
s © One uf the potential uses of this type of resesrch in ‘trest-

- ing American Indians is in training staff who are not in the
mental health field to recognize signs of depression snd to make
appropriate referrals. ‘Since most mental health contacts within N
the INS system are not with mental health personnel, there  is a- . .
need to train IHS(sgggf to respond appropriately. This type . .
of research data cambe .used to develop protocols for identifying
and-treating mental illness. ) - a _—

. ) p P

-

. r
;*A particularly gclear discussion of Windigo appears in an articzg
' by the santhropologist who first described it: Hallowell, Irving,
"Fear and Anxiety as Cultural and Individual Variables in a ;
Primitive Society," Journal of Socisl Psychology, IX: 25-47,
* 1938. : - : :

' | o - 12 "
; . . . . .
A FuiText provided by Eric * . ’ * . 3 .
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Dr. Ball Abgut half of the 1.5 million American Indian
snd Alaska Native populations live in urban areas. The IHS-
funded Urban Indian Program in Portland is serving Indians who
have a8 varisty of mental disorders, although the program has .in-
sufficient staff as a function of a budget cut three years ago.
Based on a survey.cduring 1982 of a sample of clients in this
program,* many come from backgrounds which 'include the followings

" (o._41% were born on a reservationy

1+

Of the sample, 76% lived in the city and 21% lived in the
suburbs. . ' ' o

L) \

, \
82% were tribally enrolled or officially recognized as
tribal members; of these, 22% had never been,on a
reservation. ' >

74% attended two or more pow wows & year. °

47% had never had an Indian relative stay with them for
more than two days..

By age 15, 55: of the saimple were no longer living with

their natural parents.

50% reported asgault by a stranger, and 45% by a family
member. 48% hgd been assaulted by age 15.

12% had been sexually abused by a family menmber. |
33% of the sample had been formally charged with assault
by the legsl suthorities; of these, 1.5% had been charged
with sexual abuse.

§9% of the females had had an abortion and &43% had been
pregnant by the age of 17, ‘

24% had suffered loss of people to whom they were close
by suicide or homicide.

26% were employed, 56% were unemployed, and 17% had a
student status.

54% had graduated from high school.
60% had an income of $400 per mopnth.

«These dats are based on questionnaires sdministered toc & sample
in which 60 tribes were represented, with Sioux, Navajo, and
Cherokee being predominant. The statistics are taken frum @
paper, "Mental Health and the Urban American Indisn -~ the Need
for Training and Internship," by Loye M. Rysn and Robert A.

Ryan.

p
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o Only 20% were r::gié}ng welfarg payments, _ .

+©0 62% reported use of alcohel and/or drugs to help them )
feel confident and relaxed., _ . o . .

o 44% reported having lost time from work due to drinking.
47% reported that use of slcohol and/or drugs interfered
with family life, 53% of the sample had scught help for
alcohol asnd/or dfug abuse. ‘ T ; 3

"The primary diagnoses reflected in the charts of theae clients in
1982 were: depression (21%), alcoholism (21%), schizophrenia
(20%), adjustmen! reaction (18%), borderline personality (9%),
family conflict (9%), and sexual identity (3%).

Major needs in Portland -- and, by inference, in mentsl
health services for urban Indians elsewhere -~ include (1) more
involvement with children and adnlescents, (2) a closer.
collaboration with alcoholism and other health and social
services, (3) research, and (4) effective ways to address the
isclation of these people. '

Dr.’Hammerschlag There is a need to consider the
multi-dimensicnal ways of looking at the mind, how treatment can
affect it, and how intervention can change the intricacies of . e
~human behavior. It is short-sighted to view the mind purely from
a Western scientific research perspective. Results of |
scientific inquiries will always be less than what the mind is.
There are some questions that have no answer.

There is much to be learned from the nsture. of the Indian

experience. The knowlédge already gained by IHS neéds to be " T
shared with the wider society, including the value of traditicaal
approaches to influence the mind: ritual, laying down of cedar,
piaying of drums, and the tsking of powerful sacraments.

Comments from the Group Discussion* There are perceived
large unmet needs for mental health services among urban Indians;
"these people fsll between the cracks." Part of the difficulty is the
unwillingness of health and social service agencies, units of
state and local government, etc., to accept respensibility for
treating or financing treatment for these people. This group ' .
lacks resources as individusls, and alternative financing is
frequently not available. (The U.S. Conference of Mayors, for ;
example, has said it cannot support urban Indian programs.) -
An additional factor is the degree to which Indians feel -
comfortable in using the non-Indian system.

*Comments from the group, here and in later sections, represent
opinion, not necessarily fact or consensus. . S
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An ongoing study of 150 Indians in Seattle* who do not
attend the local IHS alcoholism srogram shows that over 50
percent do have gsignificant alcshol-related problems., The people
in this sample also suffer from significant levels of depression
and anxiety. The Indian population in Seattle totals
14,000-20,000. There is caonsiderable seasonsl migration among
this group to and from 8 reservation, and also between locsations
within the metropolitan area. Thase people have no support
system from the extended family. :

Urban Indian ptcgrems‘snd mental health services on

reservations do' not compete for funds within IHS, since they are

sypported by two separate line items. {(The Mental Heslth Program
is authorized in Section 201 (c){4) of Public Law 94-437,
September 30, 1976.) At the Congressional level, however, there
is competition as part of the appreopriations process. At the
program level, there is no close tie between the urtan and
reservation programs. .

Perhaps the IHS should have a policy on the relationship of
treditional healing and IHS mental health services. Dr. Manson
and Dr. Hammerschlag were asked to develup recommendations in
this regasd. It was noted that tribal views vary as to the
desirability of integrating traditional healing methods into IHS
programs. | . |

aAw

#This refers to research being conducted by Dr. Dale Walker under
a grant from the Naticnal Institute on Alcohol Abuse and
Alcoholism. The title of the study is "American Indian Alcuhol
Abuse and Treatment Outcome.” A manusctipt presenting interim
findings is in preparation. ’

15
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. Discussion Il

History and Description of the Program

Moderator: Billee VonFumetti | . - Qﬁ

Presenters: Rubert'L.KSergman | ' , L 'wg
Lindsley Williams

Dr. Bergman There are some lessons from the past, based on
approaches.that worked in the early years of the program. '
First, the staff at the three initial sites,* and at all other .
sites developed subsequently, functioned with s high degree of
autonomy. Initially, this condition existed because the admini-
strators who had expectations for these mental health efforts
were physically far removed. Later, staff autonomy was guarded
as an explicit policy of the national mental health office. The
objective was to recruit the best people and allow them to
function flexibly in responding to the nseds of their Area or
Service Unit. .

Second, systematic recruitment and training of Indiaens for
parsprofeasicnal positions were extremely significant. Selection
was based on knowledge of language, lccal conditions, and :
cultures. The program must continue to recruit creative local
people and foster their development in the mental health field.

. Third, traditional Indian healing methods were useful in
—many cases; IHS staff referred patients to medicine pacple on |
occasion. (Medicine people, in turn, often referred to the IHS
staff.) There was little success with bring§ 3 Indian healers
into non-Indian institutions to function as *‘.slers, What worked

best was the hiring of medicine people to .sach and consult with B
the IHS staff.

————

Fourth, from the beginning the progeram offered the broad
range of services now termed "community support programs."” The
mental health techniciasns have always gone out into local
communities and spent time with disturbed people and their
_support network. In one ins*ance, & mental health worker
persuaded the manager of a store to begin cashing welfare
checks for local Indisns in anticipation of expanded business.
Consequently, the Indian families in the arsa had 8 new

*fhe first psychiatrists, hired to begin s mental health program
in three locations, were Rubert Bergman, Joseph Bloom, and Carl
Mendel. o ¢

16




convenience, and prices at the local trading post--which had had i

excessively high prices and refused to cash welfare checks except .
for credit--were louereé _ .

Mr. Bjork The Oklahoma City Area mental heslth, social
services, and alcoholism staffs are combined into & Human T T
Services Branch. Mental health and social services were merged '
in 19765 salcoholism was added in 1978-1979.

‘At the Service: Units, there_have been a number of staffing
chsnges gsince 1974, partly as & regult of Indisn staff members®
assumxng more advanced positions after training or after
receiving ctedantzals in formal educatianal programs.

Mr. ﬁxiliams The growth’ that has occurred over the years
in the IHS Mental Heslth Progrsm is s testimony to the needs and
“to its accomplishments. Active liaison with NIMH was resnewed
most recently in %977 under Secretary Califanc's Indian
Initiative. The two organizations also coordinated in conneetxon
with Che Community Mental Health Center Program and the "Most In
Need" program, which assisted seriously mentally 111 children,
among others. . : .

In the lste 1970s, staff fros NIMH and IHS worked : .
intensively to plan for shaping and then implementing the Mental
Health Systems Act with reference ts special provisiocns for e
participation by tribes. Although the Act was never implemented .

- because of the decision in 1981 to fund mental health activities

through block grants to the States, it outlines some ways in

which the Federal Government might interact today with Indian’
tribes or with urban Indian organizations.  (Some of the
provisions are reflected in the Alcoholism, Drug Abuse, and Mental
Health Services Block Grant and other PHS block grants.)

Areas of NIMH operations that seem promising for future ‘
- cooperation include reséarch, research training, and professional ~ ~—~~—~—-
collaboration in other areas of mutual interest. Some funding to
ingtitutions and to individusls is benefiting Indians now through
the research training program.

(Due toc time constrainis, no group discussion was held.) ° " o
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Discussion I1I

Sarvices for Children and Adolescents

Maoderator: Johanna G. Clevenger .

Presentors: John B. Thomas
Roland Johnson

_ David Heppel
Raymond B. Butler

[N

Dr. Clevengsr There are ‘several key-dimensians in
treating adolescents: ‘ o A 3

\

(1) School problems and performance ~-\$hese include R
increasing the levels of functioning and teaching the '
ability to learn by sclving problems. ‘ ©t

(2) Bonding -- Indian sdolescents often come from disruptive
backgrounds, such as foster care or boarding school,
in which they did not experience securg,,supportive
pelationships with aduits. | : | - '

(3) Alcohol and/or drug abuse -- Physical and psychologicsl
aspects of alcohol and drug problems must be dealt with
effectively as part of treatment. - :

(4) Impsct on the holding situation -- Mortality goes up
' drematically among family members during a 10-year
period where there is an acting-out adclescent.

Dr. Thomas Serious emotional disturbancs in Indian-— — . —
children exists in relative numbers equal to or greater than in '
the general U.S. population. This is shown in grester~-than-average
rates of suicide in adolescents, high incidence of child abuse in
those aress where this has been studied, and high rates of
serious substance abuse {especially alcohgcl, and gasoline
sniffing). | S '

- "

These disturbances do not suddenly develop in adolescence from
pre-pubertal emotionally healthy children. The grade schools
also have high numbers of seriously disturbed children, but the
hidden depression and less extreme conduct problems do not strike
the mind sc sharply as the teenaged cases. ' '




L]

These seriocusly emotionslly disturbed Indian children, and their

families, need and have a right to.evaluation and treatment at a

: ievel of service ‘comparable to the rest of the country's mainly
. public mental heslth services to children. These include out-

- “patient child guidance clinic services to children and families, _

- as the appropriate basic treatment for most of the cases, -

Persornel needed for such a service include the following type
and staff composition for each team: one child psychiatrist,.s\\ -
one clinical psychologist, four psychiatric social workers, and \\\\ R
eight mental health technicians,_ . e

<

The provision of -such eclinical services is not the only app@paeh
necessary, of course; social, economic, and creative preventive
approaches are also vitally important. But it is absolutely true
=that dne of the best and most useful things people have slowly
“ learned to do over the ages is to provide relief, help and « = !
~treatment, case\ly cass by case.’ ' E | , el

One-fourth of all the inpatients on the psychiatric service at
‘Gallup are adolescents batween the ages of 13 and 18. Most of
these adolescents are girls and the reason for this is not clear.
It does appear that referral agencies respond more quickly to
serious suicide attempts of adolescent girls than they do to the
perhaps less clear depression of adolescent boys. The propertion
of psychotic adolescents reguiring inpatient gservice at Gallup is
the same for boys and girls. : o -

Mr. Johnson In FY 1980, there was a Congressional mandate
for BIA and IHS jointly to spend $300,000 in connection with
handicapped Indian children. The twoc Bureéaus developed s
Memarandum of Agreement to carry out a study to determine (1)

- whether it was possible for IHS and BIA to operate a joint.
program of services for handicapped children, and (2) whether
there was g need for the diagnostic and treatment facility which

was_then recommended by tribal groups snd-IHS.— A eontract-for———— ————
the study wes awarded to the All Indian Pueble Council. E

The study led to the establishment of the joint Indian
- Children's Program (ICP). The ICP subsequently contracted with
the University of New Mexico School of Medigine for specialized
diagnostic services.

ICP became involved in a number of other projects, including.
research and preventive activities relating to fetal slcohol
syndrome (FAS). This effort was bsgun in response to ths

- International Year of the Child. C :
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ICP has alsoc undertaken a study of epilepsy among selected
tribal groups, including case finding and treatment. Ancther
recearch effort is the Study,of Multicultural Pluralistic
Assessment (SOMPA), designed to examine thé practicality cf
establishing culturally-orisnted psythological testing noras.
This work was carried out on the Laguna Reservation a&nd in

~ the Zuni Pueblo.

Current cpportunitgés”fcr cooperstion between BIA and THS

" are not being pursued as often &s they should be. For example,

BIA hires diagnostic personnel when it would sppear that they
could refer children to IHS personnel located nearby. - '

The issue of the proposed residential facility should
continue to be explored, despite the lack of resources.
: ’ . ‘ -
Dr. Heppel Children's needs tend to be overshadowed by
those of adults, who always seem tu receive more staff time if
children and adults are served in the same treatment program. - -

Children require a variety of services from several disciplines.

These patients also need s specialized focus because they tend

"~ % to be neglected. Children, for example, should be maintained in

'Indign children: -

the most therapeutic, most normalizing, or "least restrictive”
environment. Where prevention efforts can work, they are of
greatest benefit to children. IHS should congsider how to
allocate more staff to deal only with children.

There are a number of problems concerning services for

-

.(I) The discrepancy between needs and resources,

Thi difference betwsen pronmise (Iagislafive : ' T

authorization} and reality (appropriations) is

profound. A residential facility would be

valuable because of the capacity it would provide
for trestment and other activities that cannct be

done on an‘cutpatient basis.

(2) The shared responsibility for serving children.
There are typically several agencies involved, a
situation which frequently leads to turf squabbles
and to professional bickering snd parochialism.

AL the same time, these cross-cutting needs
.encourage cocperation.’ o '

(3) Priority setting for children's services. This
can be a dilemma in terms of a public health model.
For example, hearing aids and eyeglasses tend to

be given low priority relative to urgent and ehergent

medical conditions in the provision of contract
' 'health services in some Areas.,

20
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(4) The impact on BIA of changing IHS pfiorities.

number of interrelsted agencies turn gut not to

The questian.uf'nhere the developmentally disabled

When assumptions about services by one among a

be valid, gaps in services or funding problems for
other participating agencies are likely to result.

“F&li.'_The'affice'ofwﬁental"H&txthfProgramsAhas
. defined "mental health" in the broadest terms.
This definition encompasses the developmentally

- disabled, but the Mental Health Program has
insufficient regsurces to serve them. On the

other hand, the Program has been held accountable,

perhaps inappropriately, for this group.

(6) The question of whether the ICP should be
_ considered a regional or a national program.
Eighty percent of the current services are-
carried out regionally. The other 20 percent
of the work doesn't begin to neet.the needs,
- except in the Albuquerque and Navajo Areas.
* Whefra these resources should be focused is both
a8 management and a policy decision.

Mr. Butler BIA has a $98 miliion social services program
this year, and has just received ;permission toc seek a
‘supplemental appropriation of $7.4 million. #Of this amount, $15
million is designated-for ‘child welffre services, of which 60
percent is under contract to tribes funder the 638 contracting

‘authority).

_ The Indian Child Welfare Act of 1978 is & landmark piece
of legislation. Title I, covering legal, judicial, and
administrative placement requirements, is having a marked,

P E ARSI

minpee%—aﬂ—be%h“the*%ﬁd%an—aﬂd—ﬂan-fﬂdiaﬂ—juvenff&~

»)

viewed as s sﬁi{ii:? document. _

Jjustice systems. Title II, covering services, appeaTs 'to have
resulted in a substantial drop (of over 400 cases) in sverage
cages per month in the child welfare program. During FY 1983,
BIA awarded 152 grants for services, including 26 to off-
reservation organizations. ! '

\\\ Discussions between BIA and IHS began in 1977 on an
,in%aizggnCy sgreement ‘t4 address diagnosis, prevention,

communily services, and residential treatment of adults and
ehilérdnﬂ The agreement spelled out the respective responsi~
bilities of the agencies and specified 2 formula for sharing
costs., Waf\agreenent, which was signed in the fall of 1979, was

¢ e e L
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A teview'in Deceuber,-1983,.showed;th:t'some Areas had
participated actively and that 19 children who were seriously

_disturbed had been sent for residential diagnosis. The .
agreeaent was then extended for purposss of revision. ' Agreemert

as to revisions was nsver reached, however, 'because of unresolved
differmnces between BIA and IHS. In April, 1983, Dr. Rhoades
cancellad the agreement because of the unresclved funding "problenms.
(1t should be notsd, however, that the two Buredus arz serving

Areas.) e

~ children jointly in the Phoenix Area, ana perhaps in: cther

The dislogues should be recpened, since ths costrfaetors'hava

- overshadowed the real purpose of the agreement: to fulfill

mutusl responsibilities to Indian children in a more effective

‘manner., ‘ « '

| Comments from the Group Discussion Individual comments
suggestsd a need for more child psychiatrists snd residential

‘facilities, though this was not ghe position tzken by the panel

members. o

The emphasis should be on preventive, rather than curative
secvices, although there is a need to maintain a spectrum of
services. There will never be enough money or facilities or
child psychiatrists, It is specious to imply to Indian

_ “communities that by treating individuals the causes of msntal
- disorders are being addressed. o |

e

The group should spend some time defining the problem which

the Mental Health Program is to address.

There are arguments for msintaining some inpatient units.
They can help by providing an appropriate setting for thorough
evalustion and treatment of the most severely disturbed children
and to answer such questions &s: " What is "continuity of care"
for these patients? What are the best initial sbeps? Such

‘-
-

units slso provide & base for multipis operatiens, training, and

cutreach. ‘

For example, & statewide survey indicated that there are
about 250 violent- ahd severely mentally ill youngsters of all
races in New Mexico. A state-financed 36-bed hospital for them
has been proposed, although such a facility would be very
expensive to build and operate. On the other hand, experience
has shown that if such youngsters are not trested properly, they

‘will cost the taxpayers about.$0.5 million each in prison stays,
welfare payments, etc. The success rate in Colorado® with this

type of treatment, which is an sxample of secondary prevention,
is approxini;aly 70 pezreent. S

*This s & Teference to the Compulsory Adolescent lreatment 5
Center in Denver. The project is directed by Dr. Vicky Agee, and
is under the segis of the Colorsdo Dspartment of Corrections. '
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Thera should be opportunities for Indian youth to renéw
their traditional and spiritusl connections.
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Discussion 1V

 Evaluation and Research Findings; Needs for Evaluation and
‘ “Reporting Systems T -

s -

Moderator: Robert A Walkingten

Pressnters: Willicm Richards
: ‘ Morton Beiser

Speroc M. Manson

Joseph D. Bloom.

William Douglsas

Mr. Walkington The background materials reflect four

. themes relating to this panel: (1) little program evalustiocn has
been done, although there has been a marked increase in research;
(2) usable data on program outputs are highly limited; (3) there
is great variability in progrems, and specific objectives are
lacking in a numbef of cases; and (4) there is a call for more
evaiuation of Indian mentsl health activities.

Spers Manson has said,rin "Mental Health Services to *

Aﬁsrican Indian and Alasks Native Communities®:

Evaluation examines ‘specific organization

snd service delivery goals in the context of

community needs and subsequent impact. Planners

and administrators of Indian programs advocate

evaluation of this nature but seldom practice it.

In those 'few instances in which such efforts are

carried out, program response (in the form of modifi-

cation or redirection) rarsly follows.*

] .

Such a lack of .modifications is, of course, pot limited to Indian
programs. o o J -

Dr. Richards Eight pofnts reflected in thé background
book are pertinent here: | - .

«Manson, Spero M., and Trimble, Joseph E., "Mental Heglth
Services to American Indian and, Alaska Native Communities: Past
Efforts, Future Injuiries.” In L. Snowden (Ed.), Resching
the Underserved: Mental Health Needs of  Neglected

Populations. Beverly Hills, Ca.: Sage .usaIcaEIona, 1982.

.
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. |
(1) There are no formal program stasndards. Headquarters . ;-,ﬁ
.. staff should develop standards for use in establishing :
' : and monitoring 638. contracts, and fof general use in ' - L
the Mantal Health Program. ' . . .

(2) There are general problems in evaluating psycho- . -
therapy, which are not unique to IHS. - However, these _ L
differences -- which frequently involve valid :
differences in perspective -- should not preclude IHS
from undertaking needed studies. o -

(3) There has been nafaetinn on most of the Beiser-Attneave o
- recommendations. These should be reviewed and actiocn
taken, ss appropriate. :

{(8) _There have been no Headquarters management reviews of °
. Ares programs since 1981. Such reviews should ocecur
. regularly, should be based on program stsndards, and
should influence future funding. : S

(5) There are no research dollars in IHS for mental health
. except a small amount for work concerning biofeedback. "
Research in the area of mental health of Indian pecple
should be increased.” : '

§ &

. ' /
(6) Proven models haven't been adopted in the rest of the

L]

pragram. o . | . B L

: * (7) Thendéte system is obsoclete. 1In its current form, the
system requires lots of paperwork and produces very
little usable information,

(8) Efforts to revise the data system have been hampered
by lack of (a) an OMHP policy and procedures manual, :
(b} 638 contract -review procedures, and {(c) program “

management review procadures, , -«
Dr. Beiser In 1973, IHS let & contract for a baseline
study describing the early Ares'mental health programs. Among:
the findings were positive features such as the ‘use of native
" ’ . Q: . ) . . -
.
¢The IHS clinical ressarch program provides limited funds to ‘ ‘-

support research by .IHS personnel concerning topicy that are of
interest to them and of potential benefit to IHS. It is not
progrem-directed research sugpqrt in the sense of research funded
by the National Institutes of Health, for example.




' + herlers and the model dorm at Toyei.® Thé study slso found that -
. "// 8 number of sgrvices needed to be developed for special R
"o popudalions, inciuding children and boarding school youth, L ) o
- ehildren wilh hearing loss and deafness, the elderly, the R

- chronically mentally ill, and the mentally retardeu.

* “» A small contract was issued by IHS in 1974 to examine staff
~. and patient chsrecterzstxcs, including presenting problems. The
| study found an inverse relationship between the amouynt of time = -
people spent in 'doing prevention and the level of training they
had achieved: those with the least traxnxng spent the msst time
~doing preventive sctivities. »* ‘ . -
- N i o
Thers ﬂgwa need to continue evalusting the Mental Health
Program and encourage more epidemiological work. Results of
- .new evalugtions would be valuable fcr progra« plannzng and for
assxstxng praetitxanars. _

A slide concernzng treated prevalence in 1974 compsred i
‘trends among IHS cvlients to national treatment data. -After age
9, the rates of mental illness for Indians climb dramatically,
though this isn't true for non-Indian: children. Indirn children SRR
also start doing poorly in school at age 9. By mid-sagolescence, : 5
Indian- boys come into the mental health treatment system at & . ooy
‘rate ‘4.5 times that of non-Indian boys; Indian girls come at a °~
rate 5 times higher. There is a need for further research to
determine why this effect occurs, and why age 9 seems to usher in, \ i
a period of risk for Indian chxldren.*** : ‘ o

o

%

Or. Manson A review of curr«nt studies supported - s .
financially or logistically by IHS shows & relationship to work - ¥
. conducted in the 1970s. fhese studies can be grouped into four.'
- substantive sreas:

2
« -

*Beiser, M., and Attneave, C. L., "Mental Health Services for’
American Indians: Neither Feast Nor Famine," Journsl of ths Co
White Cloud Indian Research and Development Center, 1 (2): 3-10, . ', -

. I578.  Reprinted in Dana, Richard W. (Ed.). Humsn Services for- o
Cultural Minorities, Baltimore, University PaTk Préss, 27-41,
1981. ‘

«%Beiser, M., and Attneave, C. L., "Anciysis of Patient and Staff .
Characteristxcs, Presenting Froblems -and Attitudes Toward Mental
Health: IHS, Mental Health and Social Services,"™ Report in
fulf1llment oF contract 240-75-0001, Indian Heaslth Sqrvics, 1977, .

v . #+«Dr, Be ser is cpnducting current research, supported in part by
NIMH, that should provide some new information concerning this
question. See page 22. Alsoc see Beiser, M., and Attneave, C. L.,
“Mental Didorders Among American Indian and Alasks Native
Children: Rates and Risk Periocds for Entering Treatment, ] Lo
American Journai of Psychiatry, 139 (2): 193-198, 1982, - ] e
L ‘
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Diagnostic Techniques

¢ Study of Multicultural Pluralistic Assessment#*#*..
is carried out through the Indian Children's Program.

o American Indian Depression Study**--grew out of
- drainstorming based an Volume 2, Number 2 of the

Journal of the White Cloud Center. This has led to

further work supported by NIMH. Shore and Manson are
o continuing to examine the potential interface between
. indigenous expressions of psychnpatholagy and the

Western diagnostic criteris.

-

o Somatization and alcohol-relatfd behaviors--work’
is continuing and there is potential for exténsion
to other areass. L

( -

Epidemiclogy ' - S

. . ® ‘

¢ Or. Jerreld Levy's work concerning convulsive
disorders~in Southwestera,tribes**--has resulted .
in a case ragistry. :

c D Levy's'study among the Hcpi'*--eonéegns the .
demiology of a variety of social patholegies.

. o A study by Adding, Seuvafs,‘gg 8l.~--concerns drug
abuse. |

o The flower cf Tua Soils--deals with the Indian
child. This project, by Beiser and others, is a8
lungxtudlnal assessment of second and fourth
graders in reservatlon and urban settings in the

. Unzted~5tates and Canada. This is the project in

" which the "crossover" effect is being studied. It
x\\k-—js a model for the type of research that needs ta

e daone in Indxan ‘mental health.

Treatment' sttem Evaluation

o Competencies.of community health
representatives**--is being carried out by Douglas,
Neligh, and Bonifigld to 'determine standards fcr
delivery of mental health sdrvices.

-~ +

' ‘o Study of civil commitment patterns--is being done by
Bloom, Neligh, and ggg ¢_as described below.
— ‘ L .

3
do e astengsk indicates that {ﬁ;qfunded the study, either
fully ar "in ‘part. ‘ ‘ -

s

.

.
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Prevention

0. Fetal alcohol syndrome projects**#--An
_epidemiological study has been completed, showing
wide veariations in incidence across tribes. .-
Lurrent funding, rrom the Office of Alcchol o .
Programs, supports a preventive effort to train ' v h
people who will, ‘n turn, train others scross the S
country. The director is Philip May. (The- -
- preject is both directly and indxreetly suppcrted by
‘ BRFQ)_ T

o - ‘

o Conference on preventxon in Indian
communities--led to & report entitled "New
Directions in Prevention in American Indian and
Alaska Native Communities™ which includes 24
recommendations for future research.

¢ Conference in Octobe: 1984~-0regon Heslth Sciences
University (OHSU) will hold swvconference of research
Lo scientists to discuss a research agenda on Indian "
- S health. The meeting wili include debate about the R
- relevance of a National Academy of Sciences document . b
‘.that outlines a research agenda on prevention but ' B
dces not ment;on minorities. -

o Relationship between physical illness and
- depression--0HSU began a new study in february to
examine this rélatiunship among Indians.
Dr. Bloom, NIMH issuec a th-ae-year grant ending in 1983

to study ecivil commitment; the group, led by Dr. Bloom, is now
writing up its findings. The project was inspired by a cass:
- on the Warm $;rings (Oreqon) reservation, in which 8 young man
was convicted of «first degree murder. His medical records shon
clearly that for several months prior to the murder, the man's -
mental condition was deteriorating and his propensity for vioclent
behavior was increasing. It was clear teoc IHS people working with
him at the time that he should be hospitalized, but his
reservation lacked procedures for civil commitment. The staff .
were unable to get him into a vdluntary hospital. The study was et
conducted on six reservations: two in the Billings Ares, two in
the Portland Area, and two in the southwest, including the Navajc
Area. . ,

h tribel code provxding constitutionally~gquaranteed review
processés is crucial to treating patients such as the Warm
Springs man and protecting other community reside ts.

. Development and operation of such codes require cooperation
Latweep .IHS, tribal mental health programs, tribal governments,
-and States, As part of developing appropriate civil commitment

28
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practices, the role of IHS facilities and staff vis-a-vis the
State must be clarified.+ o

 Performance of the field work was complicsted by the
frequent, abrupt changes in tribal officials, "such that
continuity of knowledge asbout the study was broken and permission
to continue had to be rescught in some loecations. , ' ‘

The findings suggest some fundamental gquestions:

1. Should IHS deal with the most seriocus
'psychiat:icﬂemergencies?

B " 2. Should IHS provide consultation to the criminal
'~ Jjustice system? . .

7 3. Should IHS provide inpatient facilities on the
' larger resecrvations tor both voluntary and
involuntary patients? (The Navajo badly need
such a service. Thg Gallup unit is a vital part .

. of the system, but it ‘is off reservation.) ) '

4. Should IHS take a more active role in developing

. a network of services between the tribe and the
-State, to make sure that severely ill people are.
neither criminalized nor untreated? - (INS shouls
take a position on this.) \ -

- 5. Should IHS divert rescurces to help develsp
such networks?

Dr. Douglas The current mental health and social service

© .~ data system, which is the only source for all Areas except

8illings and Alagka, presents workload data only. The Patient
Care Information System (PCIS), available in those two Areas {and
in the Tucson Program Office), is designed to support Service

- Unit operations and does nct work well when one tries to ag-
- gregate data at higher orgasnizationsl lsvels._ _

A report prepared by NIMH** deals with the kev elements of s
good mentsl health statistics system. With suggestions from the
Branch .Chiefs, this design could serve as guidelines for a

*Manson, Spero M., Bloom, Joseph D.,'Rogers,-Jafftey L., and’
Neligh, Gordon, "Emerging Tribal Models for the Civil Commitment
af American Indians." This work was supported by NIMH grant 5ROl

- MH35209. '

*#*National Institute aof Mental Health, Series FN No. 8, The
Design and Content of a National Mental Health Statistics
§5stem. ~ Patton, R.E. and Leginski, W.A. DRHS Pub. No. (ADM) 83.
1 » Rockville, Maryland: The Instiizéf, 1983,
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desirable mental health data system. In considering use of
microcomputers in connection with mental health dats, one should

‘review the Veteran's Administration experience. The VYA

is using a programming lagguage, MUMPS (Massachusetts Ganergi
Hospital Utility Multi-Programming System), that is ‘adept at

-.manipulsting medical records.

The design for & new mental health system should be cepable
of linking workload, patient care, and cost dsta. Also in A |
relation to cost data, OMHP has, participated in a 1980 WICHE = .. .
(Western Interstate Commission on Higher Educstion) study of o
mental health manpower in 10 Western States. The results reflect
information on staffing, workload, and distribution of tesks.'
Along with improved cost dats from a new mental health system,
OMHP should be able to use the WICHE data as a baseline for re-

ﬂ examining the Resource Allocation Criteria for the progras.

| Comments from the Group Discussion The Navajo tribe has
established a task force to assess what to do about viclently

mentally i1l persons. This tribe is likely to ask IHS to hold

‘such patients in ncn-psychiéﬁiic‘beds in IHS hospitals as a way
" of protecting the patient and the community while longer-term

srrangements are made. Or. Rhoades' response: "We would need to
seek a legal opinion, but I suspect it may be illegal for IHS

to hold patients involuntarily.* (Patients can be held involun-
tarily in Alaska where the tribe has contracted under 638 ‘

‘authority to operate the facility, and where the State has
designated it as a commitment facility.) .

| A comprehensive mental health program designed to serve -
\Indian people must include appropriate procedures for dealing
with civil commitment. | J

b

| It is éertainly ideal to handle cases involving civil

commitment on the basis of what seems best for the patient. But
often the persons who must make initial decisions about such cases
are mental health technicians who may feel considerably less ’
confident about the choices than would a psychiatrist. IHS needs
clear clinieal lines of authority tu assure and support ap- L
?rupriate clinical decisions at all} levels of the system.

| very little Indian health research has sddressed the: .

interface of mental health, alcoholism, and physical health

dervices. The separation of these topics may limit the C
usefulness of the results, since individuyal patierts are likely to. .
exhibit symptoms in all three categories. The lsck of S
crosscutting studies may reflect the arganizational sepgration.

| ‘ A .
I \
i . . :
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Dr. Brandt has asked NIMH to suggest sane‘ideas for research
cutting across theass areas. This research has not yet been

budgeted, however.

" IHS should consider developing a ane effedtivﬁhaay'td inform
regearchers of activities and findings, to minimize the number
of times someone "reinvents the wheel.,"*

-

o

*Ways to disseminate information about research supported by IHS
are currently being examined. One possibility is to announce
rusearch projects in The Primary Care Provider, 8
aonthly IHS publicatian. )
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' \ .Organization and Funding °f» | -
} Moderator: Jack Ellis : ' | . ’\,é
. Presenters: James D. Felsen P T - ‘
' Gesrge Blue Spruce. A i
Edward Kruger . : ' o : L
* : Margene V. Tower T ' o
Gordon L. Neligh .
Hiehael P.,Biernaff
Dr. Ellis This panel will deal with perspeetivas and nultiple |
answers rather than’ “cbjective facts,™ as presented on the first
day. In the mentsl health field, there are multiple hyputheses,,_' )
sll of which seem worth retaining. N | ;
The Venn diagram below (from the NIHH statistics repnrt, }
referenced earlier), shows the mentsl health systes partly iriside B
and partly eutaidg_:he health system, -

- Figure 3-1. Relationship between heaith and mental health
‘ sawuusasasnﬂcﬁthuhmnan:anknsdommh‘

- o
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‘Dr. Felsen In its earliest years, the Mental Health qugrag
addressed the most serious aress of morbidity and mortality. It
- was also faced with organizational rigidity, insensitivity, and .

.C‘

negative biss‘toward mental heslth services. The program was .-

established to advocate for mental heslth as a categorical focus.
As the program matured, however, concern was voiced as toc how to
expand the effectiveness of mental health. ‘Program officials’
began to realize that needed rescurces were controlled by line
managers, but that tapping these rescurces would lead to relin-
- quishment of the advocacy role and diminution of control of
categorical dollars. . o - ' :
Jdriginally, the Mental Health Program reported to the
Headquarters Division of Rescurce Coordination; four or five
‘years ago, the program was shifted to the Division of Program
Operations. Now, it officially relates to the line managers.

It isn't clear what the organizationsl focus of the Mental
‘Health Program should be; however, several roles at Headquarters
have to be balanced: N ' . .

(1) Advocacy up the iine toxihe~Cangress -=- presentation of
' unmet needs, in order to secure resources; o

(2) Program balsice -- assuring internsl management
: stability; o

(3) Advocacy within the IHS for special programs; and

(4) Provision of the most effective and efficient
- allocation of resocurces,

The msjority of people who have contact with people with mental
health problems are the "locel warriors." Mental health people
will have to give up some autonomy to gain full acceptance and
integration. Integration, however, would facilitate wider dis-
semination of new clinical advances in the treatment of mental
‘disturbances. | . :

Dr. Blue Spruce The Area Director needs more authority and
flexibility. 1It's extremely difficult to hire agnd fire people,
and the multiple categorical budgets greatly restrict cne's
sbility to get the most for the money, since funds can't be
transferred from one program to .ancther. ‘

t

In the Phoenix organization, the Mental Health Program
derives support through cooperstion with the rest of the IHS and
from community arrangements. Howrver, accomplishment of the job
requires sufficient resources.

-
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Mr. Kruger In the Ada Service Unit, mental health,. social
services, ang alcoholism sre combined into one brapch jheaded by a .
.. " Coordinator of Human Services. Staff tend to act as . Lo .
~ ~gsneralists, blurring the distinctign across disciglines. The Lo
o Coordinator-ds the direct line sanager for all of~the IHS field ‘
health programs, including the sanitarian's activities and public
health nursing. He is aglso the project officer for the
~‘tribally-operated slcoholism program. Close cooperation is -
required for the staff to function effectively in this structure.

The Coord;nator and the Area Mental Health Branch Chief ° .
jointly set program (clinical) standards; line officials pravide
administrative support. The two groups work together to plan = -
progruu chsnges and set priocrities.

Benefits of the_model ‘include: | : | vl W

1) Human services programs are well integrated with the
others.

2) Human services staffs areuuellfpasiticned to provide
liaison between the hospital programs and the tribal L
programs -- and ultimately to thevpatiqnt. . S ok

3)  The small staffs lend themselves to this organiza-
" tional appraach.

4) Integration of staff meshes wsll with the typical, multi- \
problem patient. This helps to reduce any tendency L
toward "your patient, my patient"™ controversies, o

* . LA

S5) The cocperatxve spirzt and small size of the staff tend
to discourege empire building. ‘and keep the focus on the
patient. .

There are, of course,‘disadvantages-as‘wellz
.1} There is little roon to accommodate persuhality clashes.-.

2) Sinces each staff member has two bcsses, the supervxsors must
make sure that all assignments are clear..

3) The lusping of prograas leads to questions of fe;rness in
. : sllocation of resources. (This arrangement doesn't

» : necessarily mean fewer dollars for mentsl health,
however; in the Ada Service Unit, line managers bhave

: : taken fuads from other sources to add four positiors to _5f
- . the three that were allocated frem the Nental Health
‘ budget. ) | -

4
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Ms. Tower The-BxlIings ‘Area Branch is organized according to
s systems model, which ‘has. become less fuzzy.and more complex

® with time. The underlying copcept. is that services and staffing

~ must be relevant to the Indian cuItures in the area, and based on
the latest teehnalogy that can be transmxtted to the Service
Units. . . .

The initial step was to gather data on the nature of disease
patterns. 7To facilitate this research, the Billings staff argued RS
for implementation of the PCIS system . (PCIS has not worked o
well for administrative or workload data, but.,it uses & standard o
nomenclature, which is important for linking PCIS data with .- SR
other systems.) A summary of 1983 contacts, based on first and- L
second diagnoses, shows 17,000 contacts, of which 2,300 were for o ;
referrals to other sources of service and canrdinatinn with uther " A

. agencies on hehalf af patxents. A o

. The Billings pragram\places considerable emphasis on train;ng
in diagnosis and treatment of affective disorders. For example, :
the staff are becoming quite sophisticated in knowledge of . o
psychopharmacologic drugs, and in the neurochemical and organic
bases of mental dxserders. , :

The sizeable proportion of V codes in the DSM-3 diagnostic
categories argues for the kind of integrated organizational
structure used in Oklahoma City and Portland. In Billings,
program lines are blurred, but there are technologxcal
,expectatxons for each staff member.

The Billings model has five axes:

1) Administration - for controlling, planning, and
coordinating functions;

2) Prugrsm components ~ for defining required praogram )
services, e.g., adult outpatient and znpatxent psychia~ =
tric care; . |

3) Treatment medslxtxes -~ for determining the types needed \
over-all in the Area (though no one person can provide

all modalities); ‘ ) SR
- (

4) Patient needs - for assessing utiliéat:on and prevalence Q;r
data in relation to expectat;uns (based .on epidemiolngical C
data); and . S

5) Data and infarmatiun - for éssessing cncrdination between
various Service Units snd determining whether dats are
flowing as they should.




‘peers and superiors.
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The model also sarées as a basis for developing performance
standards for staff mehbers, in that standards are tied to
ocperational progras goals. :

The Billingé budget prScess also contributes to integration

- of services planning, in that all line managers and progras

directors have an opportunity to argue their case with their

N

%

Dr. Neligh It has been valusble to have epidehieluéictl-~‘-fxf T
dats Tor program planning. The comparison of utilization data and:
epidemioclogical data shows that the 8illings Ares is underserving

some populations: children, schizophrenics, people with panic

" disorders, the chronically mentally ill, and persons with somato-

form discrders.

The Billings staff have tried to use technologies rather than

_administrative structures to deal with organizational boundaries.
For instance, case management technologies are used to interface.

with. the social services program..

An expepiation of substantial reimbursement by Medicaid and

" Medicare is unrealistic, based on experience in Billings,

because psychiatrists and psychologists are the only professionals
whose services {as individuals) are eligible. The Mentsl Health

Program depends heavily on mental health technicisns, psychistric
gocial workers, and nurse practitioners. It s also unrealistic

to assume that-private insurance coverage is extensive for mental
. health services. " In Billings, only some non-Indian profegsicnals
~have such insurance. A ) IR

Dr. Biernoff 1In a service delivery system, organization
cannot be separated from the type of service provided, who
provides it, the appropriateness of the service, the quality of
the service, and“the manner in which it is pravided. This
interrelatinnship\ngé be expressed as a series of dichotomies:

1) Community base vs. a hospitsl base for the program;

- . medical ve. noncmedical model - |

2) Direct V8. indirécg sarvices; treatment vs. prevention
grientation N ‘

N\
N

3) Crisis intervention Qs{ chronic care; short-term vs. xong~—‘;¢1{;

term care services N

N

' &) Individusl vs. fsmily; adult vs. child

autonomous functioning

N

5) Clinical supervision vs. mofa\

N
.38
N

. ‘ . . .
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" With respect to #5, the Mental Health Program daes not have éke ;

level of intensity of clinical supervision to. help asll staff
function at or near an optimsl level. Mental health technicians

-bear a tremandaus burden, and suffer burnout as a consequence.

\

The impact af qrganization on admxnistratxan suyggests
Peveral questions: o ‘

1) Where does Mental Heaith f;t into the over-all Service

: Unit nrganizeticn? ..

The Mental Health Program can be functionglly isclated
. --because of its differences from a medical model. It's
' almost as if ‘the rest of the system had ‘given up re-
sponsibility fur dealxng with mental health issues.

2) 'At the Area Ievel, should mental haalth, alcoholism, and
, soc:al services be cnabined?

There are some dis:dvantages to this as uell 88 ad- -
vantages. .

3) At the Headqusrters level, should the 0ffice of Mental
Health Programs be moved to Rockville to provide more
access to the D;rector of 1IHS? ‘ ‘ .

4) How,can organxzatinnal rigidity best be nvercase?

Organizations are oftan resistant to change, even when
change may be appropriate, e.g., the current poor dats
system for mental heslth. ‘

The organizational structure shouyld be based on service needs
that have been estsblished. .

LComments from the Group Discussion- Teehniecl soclutiaons
should be tested as a solution to problems. Some approaches being
used elsewhere -- for example, to ensure continuity of care --
should be tested in the Mental Health Program.

It is frequently the line sdministrator (as nppused to the
program director) who has worked for integration of services.
Some experience suggests, howsver, that line managers cause

- unnecessary conflicts because of an inappropriate desire to
- control the resources and details of line-item programs.

There isn't necessarily a conflict between using technical
sclutions and changing organizational structures.,

37
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0 ‘Mental Health staff should set limits for the program; .
- otherwise, the line administrators will do it. . SO

| . Most front-line clinic staff aren't trained to recognize mental
' * .  health symptoms., The resources of the rest of the system need to 4
: _be tapped for mental health needs in ways that will expand the o .
capacity for approriate service. from the perspective of mental SRR

‘health staff, staff in the rest of the IHS system should consider . A

a more holistic approach, which has long been integral to¢ the ’ o

Mental Health {rogram. . ‘ ’ ~ ' : ]

-

The drop of nearly one-third, from 285 to 200 positions
assigned to the Mental Health Program, belies the view that
Mental Health is a favored program. The reasons for this Lo
decrease in positions need to be clarified. ( . ' o o

In thinking about orqanizational changes, one should consider .
three guiding principles: ' E
1) Focus on services and standards of care for _the major ‘
LI - problems. : - .

2) Integrate mental health, general health services,
alcoholism, and sccial segvices.
. AN

* : 3) Maintain professional identity with a particular program -
(as opposed to identity as a "human services" , AN
person). This is important for maintaining morale and S
commitment, -

It is important toc maintain the autonomy of the Mental Health

Program while léssening undesirable distance firom the rest of the

organization. It must alsc be recognized, however, that there

are some things the Mental Health Program cannot do because of

resource limitations. This may mean changing the service

delivery system. '

Many Billings patients present w~ith physical as well as
mental symptoms. This fact indicates a need to do a literature
review of the cost effectiveness of a consultation/liaison model

‘(which the American Psychiatric Association is urging), as Y
opposed to organizational merger. An article in the Americsn ’ T

Journal of Public Health summarizes benefits of the con-
sultation model in relation to reductions in length of stay and
other indices.* .

/

£

«Mumford, Emily, Schlesinger, Herbert J., and Class, Gene V., -
“"The Effects of Psychological Intervention on Recovery From ) .
Surgery and Heart Attacks: An Analysis of the Literature," )
American Journal of Public Health 72 (2): 141-151, 1982.




34

i

Lines of convergence of mental health with non-mental health
staff occur primarily in connection with patients who have chronic
physical illness, such as diabstes or Alzheimer's Disesse., The
literature shows that 40 psrcent of those patients diagnosed as
having Alzheimer's Disesase msy have s reversible organic brain
syndrome. With such cases, the importance of s consultation -
model among mental health and non-mental health staff becomes
clear. o

s
4

It is important to prevent circumstances in which lack of

. articulation of mental health services with cther clinical

services impedes interaction with other components of care, to
the detriment of the patient., In an environment of multiple
authorities and scmetimes unexpected budget cuts, when survival
tends to become the main interest, one cannot expect consistent
cooperation and focus on patient needs. IHS needs to develop
ways to integrate mental health services and other.clinicsl
services in a supportive and flexible way.

_ The physical separation of the Office of Mental Health
Programs from thz Director of IHS rfises 8 question as to whether

_PMHP should be noved to Headquarters East., If the naticnal i
director of Mental Health were located there, he or she could
take a more active role in discussions of budgets and fund
allocation. The director might alsc be better able to lead the
development of a national dats system for mentsl health and
coordinate it with other IHS data systems. There are advantages
tv 8 program director that derive from being able to meet
frequently with the Director of IHS. The “squeaking wheel"
does get more attention -- though that attention doesn't

- necessarily translate into dollars that wouldn't otherwise be
- allocated to the program. Several participants advocated moving

OMHP to Headquarters East.

There is & significant movement that is taking IHS from g o
direct service tc a health care financing organizstion., It is
the interface with patients and the community that has been
emphasized so well here. The question is: How can IHS carry out a
growing health csre financing function and still maintain the magic
that exists in the field? ~ " : -

It is true that positions and dollars sllocated ts the Mentsl
Health Program have been shifted to other uses by Service Unit or
Area Directors. This has occurred in some instances becsuse of
over-all fund shortages., In some cases, the cost of retaining an

" individusl has risen as a technician moves up to & higher level

following training.

33
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It's not clear that Mental Heglth has been cut to a greater ,
extent than other programs. Nor should every program have & ' 3
- Washington advocacy office. Once a program gets beyond its ’
- initisl, special emphasis focus, it should be closely integrated
with the rest of the IHS services. ‘ . AN

- ) . . N ‘ ’ . ¢ ’
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Discussion VI =

Contracting Under PL 93-638 _': .

Moderator: Ronald H. Carlseon

Presenters: Roland Johnson .
. Nilliam Richards
C. Stanley Stitt, Jr. _ ] ,
Richard Ninslnu;_ : _ ' o -

v o °

Mr. Carlson The purpése of this pasnel is to discuss
trends in 638 contracting and lessons learned, particulsrly in
relation to mental health services. Stancards for hiring and for

. eclinical services, and the role of mental health staff in r}ﬂ

individusl contracts are of special interest in the mental health
context. . J : Lo o

. Dr. Stitt Based on a survey of Chief Medical Officers and
Mental Health Branch Chiefs, there are two major problems with 638
‘contracts:_ (1) lack of standards’ in hiring of staff and (2) lack
of treatment standards. The*quelity of a 1ocal program is heavily
dependent on the person who directs it, ' o o

. <. . ‘ ¢ ‘ / . Q
It sholild be noted that tribes are currently hiring A -
competent people to direct .their mentaliheaflhﬁprogrsms. (The e B

. initial IHS reliance on paraprofessionals in its own direct services

may have given-tribes the wrong signals gbout expectations for
hiring professianals vpiggs nonprofessionals to direct and provide
services in their mentaX health programs.)} It is also important

to remember tHat IHS s.1ves sick communities as we'll as sick
individuals, and the s.ckness of communities often has greater
impact on program operations than the §um of the people within them
who have mental abriermalities. One symptom of community mental
illness is behavior that gusrantees that the tenure-of any competent

« mentail health ditrector will be short.  Consequently, there is a

. frequent tyrnover of directors in these lacations and program

quality sufferss In sddition, .INS Has tended to. call people newly
hired off tha street "paraprofessignals,® .although this term is
‘supposed to {mply some training and experience., Fartunately,

this is happening less €Tten now. ' : L

The 638 process itself, because of the way it has been
interpreted, may tend to foster-the isolation of the Mental
Health Program from the other IHS services at the Area level,
thougb this result shouldn't necessarily occcur. Independence can

» .. ' . y
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be overemphasized to the detriment of the program. fFurthermore,

~.._the normal Federal procurement process is not an appropriaste
instrument to promote a working relationship between two groups that

-have a common interest in providing services to pecple who
.desperately need them. The law provides cnly two valid ressons for
IHS to cancel a contract: (1) performance in a manner that

_ threatens human health and safety, and (2) gross mismanagement of

funds. The presence of these conditions is difficult to prove and
IHS is unable to cancel contracts in those rare instances where
cancellation would seem to be in the public interest. This
situation prevents IHS from re-allocsting funds to other locations

where they might better be used. The General Counsel epinion

-requiring IHS to carry over“unused funds from one contract year to
‘the next alsoc can lead to situations in which a tribe holds funds
. that they are unable to use, and in which
- giving the funds to other tribes. :

IHS is prevented from

Mr. Johnson "The 638 législatian was designed to
strengthen tribal self-government. However, current procurement
procedures of BIA and IHS create a seriocus hindrance. to

‘realizing the intent of PL 94-638. There i. no question that the

law is a8 desirable one or that tribes are sincerely interested
-in learning to administeq IRS and BIA programs, although there
are problems to overcome in enabling tribes to take ocver saome
programs. Tribal officials must understand the responsibilities.
inherent in contract#ng for progqrams, and Federal managers must
.remember that they retain the responsibility to assure that the
-Indian people continue to receive quslity services. :

IHS and BIA 638 policies and proceQu:gs differ in a number of
respects. It would be heglpful to tribes, who must desl with both
entities, if these policies and procedures were made uniform. 'In
fact, the underlying policy with respect to the Federal role ‘
differs: IHS informs tribes of their option to contract and offers
technical assistance in making the decision. BIA, on the other
hand, requires its field officials actively to encourage tribes . to
contract.  Other problems with the 638 process are (1) the inappro-
priate assumption of decision making in programmstic areas by sone
procurement offices, when decisions of these types should rest with
program officials, and (2) failure of the Federal entities to audit
all closed-out contracts promptly. In addition, the dual BIA roles of
advocacy and oversight of 638 contracts lead to.conflicts of interest

( , PR ‘ ,
At the same time, 638 contracts have yielded a number of
significant benefits: :

1) fhey have greatly incressed the level of services
to some tribes (e.g., Laguna).

2} They have helped tribes to strengthen their
management capr. ity. A

e
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3) They have enhanceu relationsaips between the tribes
and the Federsl entities. . '

: thle many - prablems rema;n, one should note that 638 ccntracting
has forced tribes and the Federal government into s series of
fruitful partnerships that otherwise wouldn't exist.
Paradoxically, the decreased budgets in recent years have also
fostered close working relatxonsths in the effcrt to maintain at
least the establzshed Ievel cf servxces.

Dr. Rxchards There are multiple penple with dxfferent _
roles in 638 contracting (e.g., finance, personnel) who want *
more structured guidance. Standards should be based on the nature o
of the job to be done. For example, an entirely different type
‘of person is needed to treat developmental disabilities than to do
primary care in a,vzllage. There are not enough trained Native
‘people who could be hired by IHS to deliver clinical services.

It is more expensxve for IHS to fund services through contracts
than to deliver them directly, because of the tribal indirect cost
rates (which.may be as much as 4D percent .irf Alaska). In some
cases, IHS is not able to include funds for these indirect costs in
the 638 contract; consequently, program dollars may have to be used
to cover these costs. Under these circumstances, the amount of
services is reduced unless the tribe can obtain alternate resources.

\

Contractzng seems to wark best when a tribe contracts for an entire
-‘Service Unit, rather than for one or more individual programs. When a
‘tribe takes over mental heslth only, there are typically problems in
coordinating tribal and IHS personnel policies, such as those relating
to hiring, performance appraisal, and- grievance pracedures.

Two types of action siiould be considered to strengthen 638

- contracting in mental health:

1) 1Issue mental health review guidelines in final form,
after ‘the section on processes and assurances is
‘tightened up.

2) Implement some of the Beiser/Attneave
recommendations, including those concerning
orientation of new personnel, recruitment of
physicians for rural locations, and training and

~retention of paraprofessionals.

Dr Winslow Four of the leading causes of dealh among Indians
are behaviorally-related. (These are accidents, suicide, homicide,
and cirrhosis of the liver.) In some ways, the IHS commitment to
dealing with these behaviorally-related causes of death is seriously

=




insdequate. A good mental health program needs quslity people; good
position descriptions that reflect local needs; staff who have had
or are getting asppropriate training; and good suppsrt and
supzrvis:sn. There are ssvstsl obstacles to creating such programs
- in Alaska: : . . .

1)  Mental health patients ﬁend to be;needy,vand‘they
don't typically advocste for good mentai heslth care
‘for themselves or their communzty.

2} There is s Isng hxstury of racism, For example,
adults can recall being beaten as children for
speaking their Native language in achool. In many
places, the highest status people are white, wheresas
those with the lowest positions are Native. As a

_result, many 638 contractors view the clinical advice
of non-Indian prsfssszonalu.with snbxvalance's: even
hostility. :

- 3) Federal and state affirmative sction programs hsve

- often been more token than resl. For example, .
sometimes a marginally qualified Native has been hired
and allowed to fail. Then non-Natives and Natives ‘say,
"Natives can't do the job, after all." By contrast, a
real affirmative action program would (a) launch an
extensive and energetic sesrch to find a qualified
Native; (b) provxde -an expanded training program to
locate promising Native high school students and
asgsist them through a period of professional
education, and (¢) offen extensive training to
marginally qualified people who have the intellectual
and personal putentxsl t ; become well quslif;ed

4) The role of mental health prsfessisnals in
-establishing 638 contracts is now only informal.
Mental health staff should be invglved in setting
standards for services, should be contacted early
in the contracting process, and clinicians should
have a veto over the substance of the contract where
clinical quality is an issue.

5) There are no written stsndards for mentsl health
gservices. These should be developed as a tocl for
' planning and monitoring these services.

C6) There is a great deal that is not understocod about
these four causes of death., Additional research
should be dane about why these are so predominant
among Indian people and what to do about them.

Py
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. The assignment to :educg‘tﬁe incidence of suicide and homicide by

60 percent among Alaska Natives by 1990 is an cverwhelming one.

Comments from the Group Discussion Dr. Rhoades asked how a
given amount of funds for mental health should be divided between
prcfessxnnal psychiatric services and mental health technician
servieces. In response, there ::as a rsference to a paper by Dr. Ward*
of Canada which describes the sreventive implications of & mental
health program dealing with suicide and aslcoholism. The paper

‘describes the experxenee thh ‘8 Canadian pragrsm fo: Indians,

1nciuding'

v

1) How thex conceptualized the problem of alcoholisemi

2) . How they used indian ceremonies and social gatherings
to reinforce abstinerce from alcohol (noc alcohol was
allowed at their functions); and

3) How their outreach effort provided a way into the
- homes of alcoholzcs. .

There are some successful  interventions which need to be implemented
widely -- not just tested again. -
"It's sometimes helpful to think of aslcoholism as a chronice

process.. Programs for alcoholism and mental illness -are sometimes

viewed, inappraopristely, as failures. In fact, programs for -these
diseases are just as successful as those dealing with other chronic
illnesses, such as diabetes. In fact, the other six major causes of
death are just as "mysteriocus™ as the four that are behaviorslly
connected. There are some interventions that are both scientific

and practicgl. Unfortunately, practitioners tend to fail to
publish reports of successful results.

There are some approsches that can work. Ffor example, several
vears ago in one community there was a rash of suicides among
adolescents in the local jeil. Subsequently, IHS staff arranged
for adolescents who had been arrested to be held in ancther
location. The suicides among this group were significantly reduced.

It is important to remember, however, that with population
growth these four leading causes of death occur more frequently
than they did ten years ago, even with no change in rates; that
is, interventions must now confront problems of & greater
magnitude. \ o )

*The paper, in press, will appear in the Journal of Preventive
Psychiatry.
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Discussion V:I - - - | -

oo o | " Rethinking the Mission and
, Future Direction of the 1HS Mental Health Program

Moderator: William B. Hunter, III

This Discussion is summarized by topic, rather than in the
. sequence that the comments were made at the conference. As
in earlier Discussions, the group did not attempt to reach & con- -
- gensus in most areas. Here, as in all other sections of this
report, comments represent the opinions of individuals, not
‘necessarily fact or consensus: (ynless the text indicates a
: eonsensus} : o

Reeonnendatinns, comnents that implied a recommendstion,
- and statements indicating a need for action following the
conference are underlxned in the text. ;

As bsckground for stcussxan VIiI, Dr. Shore presented the
following as g partial list of major acccmpl;sumants of tha
Mental Health Program: -~ «

- . -

1. Commitment to cunnunity xnvalvement.

2. Indian involvement at the trzbal level and -in_ staffing
o IHS positions. o A | R -l

. 3. Emphasis on cultural issues, includxng traditional
medicine.

4., Ongoing consideration for issues of prevention and
services for children, : ‘

5. Balanee ‘of direct service, consultation, and prevent:on
efforts.
v _
6. Nat;onslly outstanding model programs, for example, the
Model Dorm Program at Toyei Basrding School.

7. Important contributions to the pool of mental health
professionals with a conmitnent to publig health.

8. Multi-disciplinary mentsl health taans at the Area and
Service Unit leveis.

A - -
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9, A naticnal reservation network for new direct mental
health sgrviees that previously were unavailable.

10. Expanded IRS-university relstionships for training,
‘consultation, and research. These include, for
example, the Universities of New Mexico, Washington,
Oklahoma, and South Dakota, and the Oregon Health
‘Sciences Universzty. .

. Dr. Rhoades addsd an 1lth aeecmpllshnent- the role of the mental
health pecple in expanding awareness and understanding of

mental health problems among Indian pecople, in additinn tn

- conducting the program in an csutstanding fashion.. :

Scape and Mission of the Nental Health Program

. Durzng Discussien I (concern;ng mental heslth status),
. presenters and others noted msjor needs of Indians living in
urban areas and suggestesd (1) more services for children and
adolescents, (2) closer cooperation with alccholism programs, and

- {3) research. These remarks were in the context of dats from the _

Portland Urban Indian Program showing extensive health and
sociceconomic problems, and a study of Indians living in
Seattle. In addition, the need for further epidemiological
data to use in prevention, treatment, and trsinxng had baen
reviewed. :

4 \

In responding to presentations about organization and
funding (Discussion V), participants noted the need for Mental
Health officials to set limits on the objectives of the Mental
Health Program in light of current and projected Tesources
censtrsznts.

The group endorsed community mental heslth as the model for
the Iﬁ";program. Yhey indicated that a national statement of
mission should underlie the program to aveid the develapment of
separate Ares programs that differ to an undesirable extent and
that such 8 national goal statemert would be a useful product
from the conferencs. The group unanimously endorsed the
principles of the follosing statement:

The Mental Health Program of Indxan Health Service
should be guided by 8 principle of ceveloping model
culturally-sensitive, eomprehensive community mental
health delivery systems with dirert care, consultation/
, lisison, and prevention. Direct care should include
e outpatinnt, crisis, inpatient, and other services.
' Consultation/liaison should include ccllaboration with
Indian communities, education and trasining, and active

‘,,;
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lisison with medicsl, slcahol, and social services.
Prevention efforts should be direscted at multiple
levels with specisal 8ttentian to Indiln children and
adolescents. : . . .

" Mental health staff will serve as advocates for
improved mental health services for American Indian and
“Alaska Native peoples within Indian Health Service and
“with ‘all appropriate Federal, state, and local
resources. The program will facilitate evalustion and
- rassarch tu ‘guide future develnpnents.

There were significant. concerns ‘about  thé resources
necessary to carry out this goal. Some stated that it would
be impossible toc maintain the current program or develop &
model mental health program based on the current resource
level becsuse the e ting program and budget "are too

small. . It was pointed qut that the IHS has always rationed

care and what is nesded in the Mental Health Program (as
well as in other program arsas) is an orderly way to

ration this dare. . Some commented that if proper levels aof

mental health care are to be provided, real efforts must be
made to increase resocurces. It is necessary Lo have an

explicit assumption as to the level of anticipated resources

in order to discuss future program direction in relation to
particular populations or types of services., While the
elements of a comprehensive program should always be o
availabls, INS need not furnish all of them diréctiy. One
purpose a?_lzeiscn is to leverage resources from other .
programs. The program will always be limited by resources:
it cannot cure or stsbilize every perscn. ﬁcwevegj it can
and should assure access ta all. o

There was also s convictxon that the goal statement
should not be applied as a check list for defining an.
"sdequate" program at the Area or Service Unit level. Some
services are not available in all communities and, -
cansequently, the lack of rescurces msy constrsin the
development af certaxn services by the IHS.

The:ggougAcha:ged the Branch Chiefs to refine the goal
statement sand to develop an appropriate pian aof action.
There were suggestions both to develop & broad pian
describing steps needed, to make the Mental Health Program
comprehensive and to develsp specific plans rsgarding
organizational sccountability, standards, children and
adolescents, the chronically mentally ill, and recruitment
and retention. It was also noted that the IHS must
determine the role of the Mental Health Progqram in
prevention, research, direct services, financing, and
advocacy both for reservation Indiasns and urban Indians.

=,
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'PreJenticn- How Huch and What Kinds o | | s

The grnup agvaad that there must be a balance
between prevention and treatment, that is, the Program

should not stop offering all types of t:eatsent, | .
partxeula:ly for acuta patients. : | ‘ =

. Amqgg the types af preventxan efforts suggasted Nere
ones designed to instill in Indian youths a sense of pride

and;power and & desire for competent per?ernnnce. Such

actxv;txes include:

1) 'Adventurs-bas ' recreation,. wh;eh has wcrked well
in some cammu.;ities.

2)  Summer camps in uhiehllndian'adalescentq are pnid
to bs counselors and elderly people talk about
" their Indisn heritage. »
3) Heslth career programs for high school students
: and scholarships for hzgher edueation.

Traxnzng of Indian students for meaningful careers and
leadership positions was seen as a particularly p:nniaing
preventive measure. ) . .

In support of these approaches, it was noted that
pathology is mediated by lifesiyle; a greast deal of it is .
learned and has to do with self—zmage. Accordingly, such
activities should not automstically be rejected as outside
the scope of a preventive IHS.program. The pathoclogy that
is presented to IHS for psychiatric care should be avoided.

, Examples of effective prevention activities were listed
at all three levels of care:

Primary ~ the .model dorm at Toyei and perenttng
projects.

Secondary ~ the team approach described by the Billings
representatives and first of “ender programs in several
communities in New Mexico. (The latter are Jjuvenile
diversion programs utilizing family therspy. Staff of
the Indisn Children's Program hsve helped tribes in New
Mexico to apply for funding of :hese‘prggraua.)

Tertiary - care of the chronieally mentslly ill in the
community.

Other participants cautianed,that some of the literature

refutes the value of certain preventive efforts., The evidence on
primary prevention, especially, is limited and equivo~al. It was
. also noted that the validity of these findings could bs
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" questioned: the wrong questions may have been asked or inap-\\Q R O
propriate samples used. Moreogver, the ressarch on the benefits -
of psychotherspy doesn't shaw consistently positive results.

- It was alsc suggested that funding for the IHS alcoholism
program might be spent more cost effectively if services were
-directed much more extensively tawsrd women and children and nersuf
focused on prevention, .

.The Chronieally Mentslly 111

There was extensive discussion of the chrcnxcaliy mentally - A
ill, which reflected gensral agreement that IHS should not S
attempt to become a primary provider, but should utilize
existing resources as fully as possible. Needs for these

- services were identified 'in several Areas.

e T

It was noted that the chronicslly mentally ill can gbsorb s :

great deal of staff time, but that the program has a responsi- e
bility to arrange~for treatment. The group endorsed the ' .

Y following reﬂcmmendatxon" ‘ ‘ . : o

resources to assure contirguity of care for the
e -~ chronically mentally ill ncluding tribal resources
~ ‘under 638 contracts for consultstion, liaison,
treatment, and housing. 1In carrying ocut the liaison
function, staff should use case management _
. techniques. Local staff should be trained in the
newgst technologies, such as in psychopharmacology.

IHS should eallsbarnte wi%:«and/supplement other . ) _5
: _ o

An example of community rescurces for partial csre is the
Community Mental Health Center. Given present resource
constraints, it was suggested that parhaps the initial qoal for
sll Aress should be narrowed and made more explicit, for .
example, to provide stabilization for acute cases. This kind of
treatment invalves an average length of .stay of only 10 days, |
according to National Institute of Mental Health dsta. It was
also noted that the problem of long~term case management should
“be addressed for all chronically mentally ill Indian patients,

. Participants described the ehrcnically mentally ill in the
Navajo Area as including adults with organic brain damage, thnse
. with moderate-to-ssvere mental retardation, and chronie
. schizophrenics who are hollpitalized periodically at the
. psychiatric unit at Gallup or the state hospital when they are
- in an acute phase. This population is a distinct-one whom IHS Sl
can serve, but high quality care requires considerable follow-up '
with the families in between hospitalizations. The tribe has FoT
established a residential unit at Toyei for the develosnentally
disabled and the chronically mentelly ill, It is fundey from

4t
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muitiple sources, nct including IHS. Patients are allowed to
stay indefinitely. Use.of this ®acility has reduced the suicide
rate, and it is seen as a substantiasl addition to the spectrum of
care for mentally ill people in the Navajo Area.

The particular need cited for the Billinge Area is custodial
housing for patxents after they are released from the state
hospitsl.

Chxldren and Adulescents

"hroughout the plenary session, participants agreed that
ther" are substantial unmet needs for a broad range.of preventive
and treatment services for children and adolescents, especially
in outpatient settings. Differences were expressed in both
Discussions I11 and VII, however, sbout the.extent of need for
inpatient units for children and whether 1HS should expand its
currently very small number of beds for children. As indicated
in the goal statement on pages 42-43, the group recocgnized that
inpatient services cannot be separated from the need for a system
of care including all components.  During Discussion [II,
participants proposed that IHS: : '

1) Investigate the pessszlxty of allocating some

\ : staff to wWOTK Only with children;

\A 2) Continue to explore the desirabzlxty and
~ feasibility d?pan inpatient facility for
, children, even though funds have never been
. appropriated for thxs- and

S 3) Reopen the dialogue with BIA concerning the
1nteragenqy agreement '

The absence of the important link between teachers and
mental health workers was mentioned several times. It takes
extensive conversations between teachers and mental heslth staff
to bring about \the desirable level of cooperation, which is
needed because the teachers' behavior and school performance have
a strong impact oncthe mental health of students. A successful
experience at the Chemawa (Oregon) boarding school, where two ,
recreational therapxsts have been working since the Stewart model
dorm was closed, was described. Since the therapists came, the
dropout rate at the school has declined dramatically. Formerly,
the rate ranged from 45-60 percent. During the first half of the
1983-84 schenl year, only 58 out of 400 {(or 15 percent) have
dropped outi. - (Many factors undoubtedly have cantributed to the
improvement; among these, the therapxsts' role probably has been
important.) o :

It was noted that the current diagnostic code lacks a code
for child development. This lack will be remedied in the next

_..edition (DSM-4). This-.lack is significant because of the fact



o CoRG ~ (- - s . . . . . . .
S ! . . € . | . . . B
. . . “ ) B g
4 ] N . L. . .
. . .
’ ; : | | | . 7
. " .

that in trcatiﬂg adolescents, elinicinna tend to overlook the’
duvelopaontnl factors that have led to ths current problems.

The 1n\orttnce of capacity to treat adolescents at the time “

of the rs gaze gtic raa Was stressed,

- A case was -ada that inpatient facilities for children lre
raquzred to deal with at lsast threes issues:

1) Admission of the patient at the tice care sis -

needed (as oppoaed to weeks later, if there is

@ long waiting list) and provision of an .
adequate amount of appropriate services. (In
‘& general psychiatric service, adults tend to
- get most of the staff sttention.) -

2) A§ailability‘of appropriste training.
3) Assurancc of continuity of care. .
Cther participants eautioned sgainst further investnent in
‘inpatient care, arguing for s significantly greater emphasis on

prevention for children and ddolescents. (Thiz pcint is
,-sumuarized more fully under Pravcnticn.)

; Dr. Rhnndes requested an action lan shewin how 'IHS might

‘. do more for children nationwids. It was suggested that TH§
should hel En strengthen Indian families (as described In the

- Indian Chi are Actj, an at agencies should establish
closer ties ht the;prgg_gm 1evel, ine?uaing ties with BIA- _

schcnls.

-
o
///

Inpatient Care

During Discussion IV, the question of how best to care for
patients who are violently mentally ill was raised by several
people. The complex legal and rescurces issues facing IHS in
connection with civil commitment were discuaqtd.

/

 Several’ people commented -that financing of and access tc
inpatient psychigtric care were problems in some Arsas. There is
a great need for inpatient care and for resources within or.
outside ths Indian Health Service toc meet tha need. Somes
participants arqued that the IHS should not be in the business of

* providing inpatient care but should purchase it locally when

needed. Others stated that cnlaunxty institulions aren't always
responsive to Indians and that the IHS previdno better
psychiatric care for their Indian patients than they would g
receive elsewhere. It wes also mentioned that direct provision'
of care allows the IHS to understand better the cause and nature
of mental illness among Indien people. One participant suggested
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a study of the amount of inpatient psychiatric services being

proviced to Indians by all sources and how they are. financed as

one basis for re-assessing policy in this area. = j

Dr. RHoades indicated that he would like to have s plan for
using currently underutilized medical beds in INS general

hospitals for psychiatric care for patients whose conditions do

not require interventions By a psychiatrist on site. 1he plan

should assume use of the existing hospital staff, most of whom
will not have had training in mental health. - Participants noted
a need to clarify this assignment; and identified a number of
possibilities and difficulties that should be considered. The
following are examples of such topics:

o Policies on admission to and discharge from these

. ‘ beds -- These policies would need to b€ well

. documented and understood throughout the IHS
. : ‘system,

o Innovative methods for consultation -- An example
'would be a television hook-up between off-site-
psychiatrists and on-site staff. )

o Training for staff -- For example, Oregon Health
Sciences University staff trained nurses working
. in general hospitals to care for psychiatric
patiants. : ‘\

o . Accreditation -- IHS hospitals could jeapardize

JCAH accreditation by treating patients with

acute psychotic gpisodes without a psychiatrist

 present. -

o Monitoring of patients -- Round-the-clock
monitoring of psychistric patients would put a |
tremendous drain an IHS hospital staff and the
limited number of IHS psychiatric teams.

o Existing inpatient care -- IHS would nped to know
the level, locations, and sources of inpatient
services delivered to the IHS-eligible population

‘before expanding their availability through IHS
respurces. :
o Patient characteristics ~- Since psychiatric
" inpatients reflect many different populations ,and
needs, these differences would need to be taken
into account in treatment planning.
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During Discussions IV and VI, ps ticipants urged that
mental health guidelines and standards be issued. '

Participants discussed these recommendations again in the’
context of the program mission for the future, and indicated. that
both standard measures of performance {measures of quality) and
expacted levels of performance (increments of quality) are
needed. It was suggested that the | drafting such mentals
health standards .and setting expected levals of performange :
should De 1eft to the Dffice of Mental Health Programs, and that
an action an should reflsct this task.* The UMHP sgafﬁ could .
Dase this work on eariier drafts that have not been issued o
officially, and on epidemialogical dats. The standards should
include identification of and tregtment for the most dommon .
psychiatric symptoms. These standards could serve as the . .
Yramework for selection and supervision of staff, since it is
possible to describe basic levelg of care and train most people .
to deliver some of these services, The standards should also
recognize the family as an important element in qasefinding and

treatment, .

~

)

. Treatment Methods ' . _ S . | ft..

I} L]

During Discussion I, Dr. Manson and DQ,‘Hammeischrag were
asked to develop recommendations regardin the relationshi
between traait;endf healing methods and 1HS menteal health -

gservices. \

In the concluding Discussion, éartieipants-ref&rne& to ﬁhg-

" topic of traditional healing. They seemed to agreé that -

traditional methods help many Indian clients, but that Indian
healers should not be asked.to function as part of the IHS bureau-
cracy. There wers some differences aof opinion, however, about

the degree of .émphasis that clinical staff shoyld place on thesz

methods. Some traditional communities might regard & strong IHS
emphasis on these methods as an intrusion. i : :
. - < 9

.
~

L 1t was urged that culture-specific theragiesfgg reviewed to
assess their e??activeness in treating mental disorders. For
Billings Area h .

exampre, staff in the ave tried the talking
circle in treating spouse abusers and believe ‘it has been _
extremsly effective. Young professionals benefit from observing
some of these approaches, and the results shoulg be pgpiished to

infurm practitioners in other locations. _ X

Some-participtnts7uera surprised to learn that
psychiatrists at the Alaska Native Medicsl Center are seeing
pecple whoc have attempted suicide and who seem.not to have a

¥The Office of Mantal Health Programs has éstabiished a task
force which is developing these standards and guiislines.

-~ s . ’ ‘ c
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.fecognizable mental disorder as defined in DSM -3, The cause of

thegse behaviors -- which could be,! in part, jnternalized low

. x S hd : .
: ’ . ) / . |
. . -
\ ) T se
i .

self-estsem -- might be disccve:ghie through carefully conducted

research. "o .. - .
©. + Alcohalism . - ST LY
;_;_H_-4px¥,fﬁleéhnlism‘iiimiefcrred to numerous times during the :
w ' Lconference &8s & disease that is combined with mental disorders in-
. many Indian patients, and as a major causs of desth. (Ses
| Discussions I and VI in particular.) @ -
? During Discussion Vi1, the msin tabis-nas a-detnxificstﬁnﬁ
program in Seattle, in wRiCh some patients have been admitted
: or more times .in one year. Cnnsequently, morale of the staeff i
a low; they belisve they are not doing an adequate job. 'The psint

was made that actually the staff sre performing wellﬁ if one

understands clearly what the job 1Is. The patients are satisfied,
and those who have used the servide frequently are more satisfied

than those who h n't. This expsrience, it was suggested,
- indicstes tbaf"fﬂﬁfe is 8 miscommunication sbout the treatment
process rather than that treatment of alcoholics is useless.

It was noted that, ideally, the conditions ihat result in
alcoholism and/or mentsl illness should be prevented.

7

Environmental and Cultural Factors

These topics were aédrassed maihly.as individual comments.
No contrasting views were presented. : .

The increase in unemployment due to the closing of BIA
boarding schools was noted as a potential contributing; factor teo
mental disorders. :

. The stresses of lafe in an industrialized society, combined
with the perceived decline in traditional Indian supports (such

s changes in the extended family system), were indicated as
contributing cauces of widespread mentail illnsss.

Contracting Under PL $3-638

During Discussien VI, the following suggestions were made:

1) 1IHS and BIA should bring their respactive policies
and regulations into conformance &8 Tull

v as
osgible., The first ctep should probably be a
meeting of senior officiais from the two
organizations to endorse the sffort.

/
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contracts eir participa

Iq’fﬁa_prlﬁn1n§ pgoceqp.

Comments at the end of the coriference wers consistent with o

thoss made earlier, especially in Discussion VI. Participants
emphasized the following concerns, among others: the critical
need for standards relating to care and to personnel hired under
638 contracts; turnover in professional positions; the
difficulty in resllocating funds to more effective or efficient
services; and the need to assure coordinstion-of primsry care
with mental hpslth, alcoholiss, and social services.
. / oo ‘

T’ One participant urged IHS toc welcome the 638 process as a
unique opportunity to help strengthen tribal sanagerial
capacities, which had been cited as a positive result during
Discussion VI, : ' o

A technical point was raised concerning the use of carryover
funds under 638 contracts. It was sugqested that IHS examine
the%ossibilit . under existing?ipr amended) law snd - -
%ggu ations, of offsetiing new funding by any carryover funds
from the preceding year. , N

Organization, Hanaggmént; and Training

i During Discussion II, participants emphasized the.
importance of continui to recruit creative iocal people and

| n
. Tostering their skills En the mental health field.

\ During Discussions IV and VI;PEanelists proposed that .
recommendations from the Beissr/Attneave study shou 2
implemented, 88 appropriate, especially those concernin

recruitment, orientation, and training.
‘\ M . .

- IDhring Discussion IVy-patticipants stated 8 need to -

clarify the role of IHS facilities and staff vis-a-vis the

tate in civ commitwen ractices, an o re-gxamine policies
in relation to the txs_*_'_'!'_ser%ous Esicﬁxfagrimgses.\fft was also
noted that 1HS shouiu ¢ tablish clear clinical lines of |

authority to support clinical decisions at all levels of the
organizstion. Appropriate clinical supervision needs to be

‘provided to all mental health staff, and the desirable level of

v

supervision would require a significant amount of additional
staff time. ° A : ' '

< PR

*

During Discussion V, E%rticipants.identified the need to
train front-line clinic staff to recognize symptoms of mental
disurdprs, and to tap the rest of the IHS system in ways that

i
{
i
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will expand mental heslth services. They also suggested ‘ :
clarification of the reasons for the reduction of one-third in
the number of positions asagg ed to the Mental Health Pro ram.

Tn addition, several people proposed moving the Gffice o
Mental Health Programs to Headqusrters Last.

| The group talked at length about organxzatianai structure at

_ the Headquarters, Ares, and_Service Unit levels, and how
authority should be distributad among them. A major theme was
the relationship betwean mental health, social services, and/or
alcoholism staffs., One of the issues was whether these staffs
should be formally integrated.

Three key organizational issues were identified:

- (1) Whether to continue giving Areas and Service .

' Units the option to organize mental health
services as they wish within oversll staffing
limits.

(2) Relstionship of the field structures to the Cffice
of Mental Health Programs. .

(3) Relationship of the Mentsl Heslth Program to the
other IHS clinicel programs.

it was pointed ocut that staffing constraints often neces-itate
integration of steffs in the human services fields at the Area
or Service Unit levels.  Differences in approach and credentials
were cited, as possible difficulties in establishing successful
working relaticnshxps among people whose training was markedly
dissimilar.

Dr. Rhoades asked the group to consider what would happen
if the Mental Health Program did not function through a
separate structure, but was integrated fully &t all
organizational leveils. Participants responded that this change
might result in a hospital focus rather than s community focus.
IHS managers need to decide, ultxmately, which enphasis is
desired. 0One barrier to s hospital- based program is the
— “reluctance of many IHS physicians to treet people with

‘ alcoholism and/or mental disorders. (It was also noted that the

alcoholism program may not be perceived by most IHS staff as

part of the IHS program until it is articulated more fully with
\ - the rest of the clinical services delivery system )

In addition, mental éealth gesls might not be\accmplished
as readily without an orgsnization specifically devoted tr
- them. Some participants stated that it is important to maintain
. - a separate mental health program until the other clinical staffs
take a move holistic view. As stated in the summary of Discus-
sion V, however, positive experiences with integrated human
services staffs were described.
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'Research and Evaluation

During Discussions IV-VI, participants made the following
related suggestions: o '

1). IHS should do systematic eva. uations of the
A Mantal Heglbh Program. -

L

\

2) Regular Headquarters management reviews of Ares
mantal health programs should be resumed. Ihe
findings should be taken intc account in ‘
.allocation of rescurces.

3) IHS should encourage and support research in the’
following areas: .

(a) The “ecrossover affect" that occurs at
( age 9.

{(b) The interface among mental health,
| alcoholism, and physical health services.

- ' . {c) Causality of disease, with
' differentiation among such veriables as
Indian/non-Indian, urban/rural,
. | reservation/non-reservation, and
: ' State/State. ' '
(d) Reasons for the predominance among
Indians of the four leading causes of
death that are psychosocial.

{e) The cost effectiveness cof s
consultation/liasison model. (A
literature review was proposed.)

s - &Y. ~IHS should find.& better way-to inferm - = - -~ —-mm
| ‘ resesrchers about ongoing work and resesrch

?indings, .

5) IHS should develop 8 better way‘td transfer
resesrch findings into clinical spplicstions,

Several people commented that IHS should conduct or fund
certain types of resevarch (such as epidemiological studies) and
_increase the emphsasis on expandin? knowledge about aicoholism
and why 1t 18 SO prevalent among indian peoplie. JHere was
particulsr concern about alcoholism as a major factor correlated
with mental disorders. On the other hand, the existence of
positive regsearch outcomes wss noted. One participant suggested
that research about ths csuses of alcocholism among Indians might
be more fruitful if the populstion were divided into- subgroups.

- s
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' IHS was urged to fund and emphasize agglied mental health
research relating to Indian Eeo?ie. For example, the NIMH

at would not be able to
continue devoting resources to these neada, as it had done
historically. .

The statements under Inpatient Care about the review of
inpatient services and che value of ]HS hospitals for gaining
knowledge are aslsc relevant here, as is the comment about
culture-specific therapies under Treatment Methods.

Data System for the Mental Health Program

Participants agreed that a sound dats system is a majo

~“element in assuring program accountability, and that much o% the

groundwark requircd for designing a good system has been N
completed. , : ‘

It was su%gested that the system be co~pleted rapidly a%_
include financisl and personnel data, undﬁr the ieadership of the

Office of Mental Health Programs.

The oniy grea of ccntruversy concerned the extent to whxch
the system should be designed at the program level, in light of
the recent IHS Headquarters study of data policies. Dr. Rhoades

confirmed that the system will be planned at the program level,

but thast it must be compatxble with the IHS Information Systems
Plan.

Closing Comments by Dr. Rhoades

This gathering has addressed topics of special interest and
has demonstrated, once again, the excellence of IHS, which rests
in its pecple. It has helped to underscore that IHS is & health
organizatien. It has been s fruitful exercise that has provided
.8 great deal of new information: for example, the increase in

The discussion of the 638 experiences leads to a question as to
whether IHS is the appropriate vehicle to foster the 638 process,
much as the organization is committed to its intent. Perhaps
this role should be put into the hsnds of an organization that
could perform it better,

There are 1nteresting topics that didn't get discussed

‘fully: Reactions to these follow:

R

“'services-to the taguna Pueblo &s~& result of the 638 process,

SR



1)

2)

3)

Role for grcfessionals in the gfccuréﬁent'g}eeess - L
.._.INS ultimstely has no control over the manageaent of the .
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procurement processg, and this lack interfsres with what &
call the "magic® of hesling. W&hen there has been an

attempt to inveolve physicians in procurement, they have
tended to treat it with disdain, perhaps becauyse of
previcus experieqﬁe. This topic warrants furthe: attentxub.
Sharing of clinxcal experxencea - A number of Co /
sxperiences described hers should be shared more /
widely. For éxample, Dr. Winslow should publish his
observaticns about suicide attempts in Alaska..
Expansion of The Primary Care Provider is

being considered to serve as a vehicle for teaching : o
about. IHS. . Greater dissemination of shared or notssha:ad o e
experiences is needed in our crganizat.on. / A

Dichotamies - The length of the list is intriguing. * |
These are well encompassed in what I call the inherent -
contradictions of Indian.life. A dichotomy shouldn't

- be ‘permitted to grow betueen traditional medicine

4)

and scientific medicine. IHS must continue to focus the
sharp, dissecting eéye of science on the mysterious. /On
the other hand, I am negatively impressed by the J
subjugatinn of spiritual values by the primal position of
science. Absence of a senss of moral values may have a
great desl to do with the extrasordinary growth in ;
psychopathology so evident everywhere. - :

Genetic Causality - It would have been useful to have
discussed genetics as a cause of psychopathology. This
field remains in its infancy. I believe in 10 or 20

- years, we will be startled by infermatian about genetic

2)

6)

7)

mechanisms and disease.,

The Family - The lack of discusszon of the family was
surprising, since there seems tc be a growing consensus =
that destruction of the family is producing s vast amount

of psychopathology. If natural families are disappearing,

is it possible ts invent a surrogste family?

Cultursl ties - Dr. Ball's presentatxon confirmed,

with statistics, a previous impression that many
Indians are no longer maintasining close ties with their
tribal traditions. This topic is one that tends to be
avoided too often. | . |

Suicide - It would be useful to know whether suicide is
abnormal under sll ci:cumgtances.
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ﬁecidents“u'ThéreLuaéwvéf?‘tittlé5ﬁenfiéh"bfmiébidanth;m{'"“

although they are & msjor, behaviorally-related cause of

‘death. They're a mental health concern, in the broadest.

context. The injury that results is the end of a process
and therefore should be su:cep;ihlejto intsrvention.

Needs of children - The enphadié'onichildren was
impressive, 1he conference confirmed a previous belief

~of mine that there are "markers™ sarly in life that

10)

11)

12)

13)

14)

reflect the futurs development of abnormal behavior.

Prevention - The discussion céwb:eventinn_wili req&ire

further thought. Perhaps there ;s enough knowledge to
warrant some b:qad&r,:ctions,thgt should be put in place "

Yraining of non-mental health IKS staff - The

discussion about children suggests that most clinical
encounters with mentally disturbed people are not with
mental health staff. ~Something should be done to train
IHS staff who don't have a mental health background t
recognize behavioral problems in children. .

Rates of.mental illness by age - The dramatic incrsase

in rates of mental iliness among Indians after age 9 is
startling. ~ - '

Mission for mental hesalth « The definition of mission

may require some changes. One might regard the mission
as "Stop suicides; stop homicides; stop accidents."” If
these gcals were achieved, I believe that most of the
other desirable changes in pathology would come about as
a8 consequence. ‘ - -

Discouragement among IHS staff - This discouragement is

temporary, one hopes -- a carryover from 1982 and the
first half of 1983, Those in the trenches should know
that there is at least one other person in IHS who cares
a very great deal about their work, and recognizes the
brilliance and dedication with which it is done. It is
impossible to imagine s place that would be more inter-
esting or more fun than IHS st the present time.

7
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- 8:30

8:35

8:50

_9:20)

gip

10:30
10:45

Attachment A

. Jgnuarz'%7,'15é4

_ INS MENTAL HEALTH PROGRAM REVIEW-PLENARY SESSION AGENDA

© Welcome to 'the Area .- stanley Stitt

Comments about the Purpase of the

4
\

Program Review . - | Robert Graham

Comments about the Indian Health Service -
- and Introduction of the Phairperﬁon

tverett Rhoades

\

Welcome and Introductxon o Chairperson,

3 Irving Berlin

\

bilsc'u’s"s"i‘en"”zf ‘Mental Health Status of  H.C. Townsley,

‘ Nﬁer?cag Indxans and A?aska Native? Mogerator -
: " Joseph Bal}

‘_‘ Aa .

s.

c.

0.

Overall population size and charac- - Carl Hammerschlag
teristics , x James Shore

National data concerning the.epidemio}ogy
of mental health problems, inciuging trengs;
comparison with the general popu?ation

Data about particular Areas or Iocalittes

Cultural dimensions to be considered in
planning and delivering mental health

- services for Indian popu?ations

i

Coffee Break .

" Discussion iI. Histocx»and'Bescriptiona” Billee VonFumetti,

o <he Program + Moderator

A.
8.

'c._

0.

E.

|\ Robert Bergman
Legislative hista:y.; | - . Joha Bjork

- Lindsley H1llxams
Histary of earmarked funding, by area and
nationally, 1nc1uding amounts for direct
vs. contracted services.

History of relationships with NIMH ‘\

\_,.« *..' °

Summary of tha Headquarters, Area and Serv?ce
Unit organizations \

National summary of types of services fﬁnded, ,
program models, workload and patient statistics

4;;7*7”1 “62 - ; .\



1:45  Lunch

100  Discussfon 111 Services for Children <dohanna Clevenger,

- and IBo!escenEs e+ o Moderator
E . . -Raymond Sutler
A. Early research and Conyressional - " David Heppel
~ =testimony. nature of the orohlem " Roland Johnson

-John Thomas
B. IHS efforts to "addrass the problem - =

1. Ongoing services = . ;_ | - . ==

2. Special projects | | |

| c. Jo:nt IHS/BIA Indian Children s Program R
== 2:30  Coffee Break | B
~~;;‘\“,_ 2:45 Discussion I¥. Evaluation and Research Rober£~ualkington.

Findings; Needs for Evaiuation and Re- Moderator
porting gzsiem ' "f T Morton Beiser

- Joseph Bloom
A. Findings, from all sources, relating  William Douglas
to the program . ~ Spero Manson

William Richards.
8. Ongoing studies . .

I C. Measures of program success
B. Gaps in data, definition of needs by
- program area and organizational level,
and priorities among data needs

E. Current systems for program monitoring
and needs for changes

F. Data sources, process:ng capacity, ano needs
- for changes

§:30 Adjournment
5:30 Soccial Gathering

Aruitoxt provided by Eic:

ER&C



T

Janutrﬁ 18, 1984
“f;w;a'g"l_ . 8:30_ Reuies.of.previeus.day‘s discussien

8:45 !' Biscussion Y. Gggenizatien and Fundingm

Role of the Office of ﬁental Health
Programs in relation to the Area

Irving Berlin o ;m~§
Jack ENls, o
Hoderator

. Michael Biérnoff
_ George Blue Spruce

©
[ I
[

Offices and Hcaﬂqnarters East

" James Fe!sen--m——~ﬂ—~«~u¢if

"'Current roles of the mental health”

tEoward Kruger
- Gordon Neligh

staffs in relation to other compo-'  Margene Tower

‘nents at the Areas and Service Units

Organizational relationships at the Area
office and Service Units amony mental
h::}:h. alcoholism, and sacia services
3 s

Current arrangements for budgeting,

_allocating and accounting for fungs and

. positions associated with earmarked

E.

“f.

(e s .

mental h:alth'funds. and re}atec {ssues

1. Approaches for projecting needs -
- for funds and staff to deliver or
contrack for services ‘

2. Apprcaches for projecting needs for
travel, and training, and their relation-
ship to the programmatic mission

Implications for the Mental Health Program
of the effort to increase substantially
third-party reimbursement. sources of

: reimbursement

Organizational implications of the jurisdi-
cational, legal, health and financial issues
relating to involuntary commitment -

‘Impact of organizatioh on the quality of

clinical services

9:45 . Coffee Break

- | 10:00

Discussion V.

Continuation ‘

—r e e e———



Contracti Undef\ :Ronaic¢ Carlson
Y . T \ . Moderator
T RN ‘Roland Johnson
S -Trends in Ieve'is of 638 centractmg, Wiiliam Richards
" exemplary contracts involving meﬁ§e1 Stanley Stitt - -

“Discussion V1.

health services \ ‘Richard Winslow .
| Be Lessens ?earned f com experiences with e
638 centracting | o \

C. Standards for hiring under 638 contracts.
- ways to he}p tribes maintain standards N\

D. Roles of mentel hea!tn staff in establishing
~and evaluating mental health services unaer
, tribai contracts . .. . |

| anch | | - |

Discussion VI. Continuation- A

Coffee Break o | o

' Discussion VII. Rethinking the Mission .&illiam-ﬁunter.*-~wk
and Future Direction ot the Menta - Moderator  \ .

. Hea rogram T

A. Underlying concepts: for example,
how *need” and *unmet need* should
be defined; needs on reservations.
vs. in urban areas

B. Categories of services‘to consider
in éefining need ‘

1. Preventzon- o,
$2. Outpetient
3. Inpatient

4. Community consultation and. education

C. Alternative programmatic emphases; prevention
vs. cure; medical vs. public heaT:h‘model

Adjournment

(p]
(|




n ‘ h . “‘ i ’- ' . , . ' " ! , ) ‘
Jam:a 18, 1988 SR o -
T B -7 3:_) A‘Revies of previous dax s di.s:ussinn ‘Irving Berlin
8:45 ﬁmscussien VII. Continuation .
. o ; » , D.‘ Relative prtari;y among the varicus categcmes . |
e . E. 1 Implications of the projected mission for - :
' N . particular types of fa:ﬂitigs and services. N
i 1 including: | | I |
3 1. Care for the éhranica‘ny mentally 11 " \
' 2. Model dormitories ) \
3. Special problems, such as prevention akd \
1 treatment of drug abuse . | o SRR \\ T
4. Needs for serviges for children and - \\'f
! adolescents / - \
l . A\
o F. - plications of organizaticn for the
. | ;p ogrammatic msswn
10:00  Coffeé Break
i 10:15 . Discussion VII. Continuation
11:30 Lunch | -
' 1:00 D:scussion VIII. Recommendations from the Irving seanf
: _// gnary Sess on - . /
_ -
' A. Summary of highlights. from all earlier '
Bxscusswns . .
B. Development of recommendat ions by the
group as a whole |
3:15  Closing Comments - Everett Rhoades
. . N ‘
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® .

Summsry Statement Concerning Mental Health Services .

For Children And Ada}eéeents‘

1

Irving N. Berlin, M.D.

b S

Issues from.a child psychiatric viewpoint that might be of
interest for the IHS program include characteristicg of a
community mental health program for children, acme models of
effectiva_prevangion,‘and mental health consultation:methadolagy.

At the loesl level, .there is g tendency to fragment care by
not providing sufficient consultatiecn with schools., Potentially
serious prgblems can be detected early if tsachers and other
. 8chool personnel are trained tso recognize the syuptoms of
developmental interference st various levels. ‘Dapression,
lesrning disofders, and overactivity of various cauges which
lead to more serious psychological and neurclogic disorders later
can be diagnosed and tregted early in preschoocl .gnd elementary
scheol children. Once appropriate people are trained, one cany,
implement trestment strategies. :

It is important to identify abused dhildren early. A rggent
study showed that 75 percent of the inmates at the state prison
had been ‘sericusly abused as children. Any alert teacher can
detect abused children both by their appearance and by changes in
behavior (depression or extrene hyperactivity), Preschool-age
children and their young parents are amenable to treatment. In
New Mexico, there is s *Peanut Bu .er gand Jelly” model for

. mothers and children in preschoocl.’ For the first three-four ] .
T N

weeks, an aide is assigned to assure that mothers don't beat
their ¢éhildren when the children misbshave.' Mothers' groups help
~them understand and deal with common problems. Mothers are given
special commendations for being helpful andfaupportive to their
children, and staff provide good models fogr nurturant behavior
toward ‘children. Other madels are effective for children in the.
first and second grades. Thers have been descriptions of group
~interaction models with children of these ages and their parents
which have been helpful to families with abused children. IR

Without such interventions, the schools and the social agencies

 wouold be obliged to seek court action agsinst the parefits and
‘' foster care for the children. At the local lsvel, there are a -
variety of effective approsches that shou d bes considersed which
require some mentsl health consultation with educators and
involvement in school programs. A variety of mental health,
sociel agency, snd school counsslors cln7ba'taught to desl with
abused children in s consistent way, and to avoid getting

involved punitively during the chilércn‘ﬁ provocative behaviors.
\ ‘ . { = “t
. / »

-
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At the regional_level, the most inexpensxve treatment .
settxng is the group home. In thig type of fae:lzty, children .
and parents arg treated -in grnups (graup sessionrs having been '
found to be more effective than indiyidual sessions).

Cooperative gamec sre an importsnt mode of prsvidxng trestment
for young children, [Preadclescents and adolesgents adso respond

to group therapy and to peer pressutes in a group home.

The xmpsct af milieu therapy in a grcup hame, residential
treatment center, or psychiatric hospital is critical. Abused
children generally have a massive lack ,of trust of sdults. A
supportive school program is alsoc essentisl to the ghild's
learning to feel competent. Mental health consultation can help
teachers hecome better able to identify children in trouble and
to provide ‘supportive concern once treatment begins. ,
Consultation also helps educators with how to gppraach a
troubled child from an éducational standpoint; therefore,
‘learning becomes 8 way of enhancing self-esfeem andypeing valued
‘and prani\f by adults..'d e, .

, Chzléren need a spectrum of services so that continuity is
provided. Hospitaliration is required for some with acute
psychiatric disturbance, .but inpatient stayse should be brief and ’
followed by care in residential settzngs closer to home

communz.xes. ‘ . - -

.

. The severe problems of someAadcfescgnts come not from the
turmoil of the adolescent period itself but from developmental

. deficits due to’conflicted relationships with.disturbed,

depressed, or alcoholi f parerts that preceded adolescence. These
deficits make the a:;}escents vulnerable during a stressful period.
The National Cofmmission on Children and Youth has tes;ed 8
successful approach with adolescent girls. In four pilot:
orograms, 120 high-risk girls who were abusing alcohol and/or

.octher drugs, were having trouble with their families, and were

learning poorly, were identified. The girls were,gmploYed to work
as counselors and helpers in day care programs. ,The girls

learned quickly how to care for children of- various ages and how .
to identify the most disturbed children. They were required to’
take a course in child development in order to collect their pay.
Through this experiencey,, they learned to understard’ themselves,
better and. learned to become ohgervant, understanding, and caring-
young people, rather than at- txsk young women, - ’

After five.years, .ome af these girls did marry €no Lecome
pregnant both in @nd out of marriage. Among these mgthers, the
abuse rate was 5 percent; among the control qgcup, it was 40 '

. ?
L 4

There have besn sx@ilar programs for giris ‘'who are aiready N
.pregnant. They have participated in a child care program; husbands
have alsc joined in as the mothers obvxously en;ayed what they

L4




learned about themselves. They have also become part of a group of

~with a group of families who are in counseling together. The

[ - .. . : .;j ‘ . - .page 3

new mothers who have worked with their own and other infants in .
the community nursery. There they have learned effective parenting.
skills. S - ‘

1

A first-affender model is now used on several Indian :

resarvations. In these programs, youths involved in drug and/or
alcohol abuse are sentenced, with their families, to participate

purpose is to help the family members learn to talk to each

other, partly by learning with the help of counsslors how to role . ¢
play another person in the family caught up in the family - S
conflict. Then cach family member gets a sense of how others C

..feel and resct to family problems. This type of program-has been

pruven to be the most cost effective of those prevention models desling"'
with early discovery of substance abuse. : : :

My major thesis is‘that esrly intervention and prevention :
models are availsble to telp with a wide variety of psychg- . - .. ———
logical problems in eariy childhood and adolescence. Most of '

- thes: nodels require family invaolvement. They also require.
&cucation and training of a wide variety of helping persons in

social agencies, in health, mental health, or education, and in
the courts. | ‘

A
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. .. George Blue Spruce, Jr., D.D.S..

IHSrMental Hesith

S _Aftachment C

Indién Health;Serviee

JOhn"F. sjork, A.'c.s.w.

Michgel P. Biernoff, M.D.

{

William Douglgs,,Ph.D.f'

Jack Ellis, M.D. i

<

e ——— — - = *

James D. Felsen, M.D.

Y
]

. - \

Carl A. Hammerschlag, M.D.

- A

\
\

Albert B. Hiat, Ph.D. .
William B. funter, III, M.D.
Edward, Kruger

Peter M. Naksmurs, M.D.

i

Plenary-Session Participants

/
-

Mental Health 8ranch Chxcf,
Albunuerque Arsa

Mental Health BrancthhieF,
Okishoma City Ares :

Area Dzrecter, Phoenxx Area

%

0f fice of Mental Health

Programs, Headqusrters.west‘

Former Deputy Directar and
Chief Medical Officer,
“Albuquerque ‘Area; currently
“on detail to the Office of
Mental Health Programs. (As
of April 1, Dr. Ellis is
Acting Dxrectar,‘ﬂffice of

" Mental Health Programs.)

/

Acting Director, Division of
Program Operations and Chief
‘Medicsl ﬂffxcer, IHS,

(Dr. Felsen is now Director,

Bivision of Federal Employee
Occupational Health, Buresu

“of Health Care Delivery and

Assistance, HRSA.)

Chief of Psychiatry,

Phoenix Indian Medical Center

Acting Director, IHS/BIA
Indian Children‘'s Program

Deputy Director, 0ffice of
(Mental Health Programs

i

/

Service Unit Director,
Ada, Oklahoma

Deputy Ares Director and
Chief Medical Officer,
Portland Ares
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Gordon L. Neligh, M.D. Ares Psychxatr;st,

~ S Billings Area (Since March,
Dr. Neoligh has been Acting.
Director, Clinical Services
for the Area.)

Luana Reyes : : ‘ Director, Division of Program
- formulation, IHS. Former

Director, Faysllup Heslth
Authority and Director,

, » Seattle Health Board.

- . - | (Ms. Reyes is naw Acting’

) Associate Director, Office

of Planning, Evaluation and
Legislation, IHS.)

. Willism Richards, M.D, | " Mental Health Branch Chief,

| N . e o Alaska Area .-
- i Everett R. Rhaadeq,‘H.D. i Director, Indian Health
o o | 'Sarvicg |
C. Stanley Stitt, Jr., D.D.S. Area Director, Portland Area
-John B. Thomas, M.D. Chief, Mental He;Ith Service,

Indian Medical Center, Gallup

Margene V. Tower, R.N., M.S. Mental Health Branch Chief,
' : .. Billings Area (Ms. Tower is
now Ares Behavioral Health
gfficer.) ‘

~H,C. Townsley, M.D. Director, O0ffice of Mental
| Health Programs. - (As of
April 1, Dr. Townsley is Area
Director, Oklahoma City Area.)

Billee vonfFumetti, R.N.; M.S., Mental Health Branch Chxef,
M.P.H. Portland Ares
Richard Winslow, M.D. Chief, Psychiatry Services,
- * Alaska Native Medical Center,
Anchorage
Marian E. Zonnis, M.D. Mental Heaitih Branch Chief,

Navajo Area
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Bureau of Indian Affairs

Raymond 8. Butler, M.S.W.

Roland Johnson

Indian Practitioners

Joseph W. Ball, M.D.

Jchénna Ghe-e-bash Clevenger, M.D.

R. Dale Walker, M.D,

Researchers in Indian Mental Heslth

Morton Beiser, M.D.

L}

- -1973-1976 studies on the
Mental Health Program.
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" Director, IKHS/BIA Indian

Fage~3

Chxef Division of Social
: Servxces, Bureau nf Indian
Affairs .

Super:ntendeﬂt, Laguna Agency
Laguna, New Mexico. Foramer

Children's Program

Psych;atr;st in private

practice in Portland, Oregon.
.Psychiatric cnnsultant toc the ‘
Portland Urban nggﬂn_ﬂnalhh__nﬁ,-
“Program.

Adult and child psychiatrist

. in private practice in

,Dallas. President,
"Association of American
~Indian Physxcxans.

Chief, Alcahol Dependence
Treatment Program, Seattls
Veterans Administration
Medical Center. Alsc holds
an appointment at the- School
of Medicine, University of
Washington. Resegrch on
Indisn slcochalism and mental
health issues. Chairsman,
American Psychiatric
Association Commi.tee on
Indian and Alasks Natxve
Affairs.

Professor and Head, Division
of Social and Cultursl
Psychiatry, University of
British Columbia, Vancouver.
Principal investigator o-

et
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Robert L. Bergman, M.D. Clinicsl Associate Prufessur,
: e o S | '+ " Department of Psychiatry ag&
S8ehavicral Sciences,
University of Washington. |
‘Director of the IHS Mental ..
‘Health Program 1969-1975. ‘

\

©

Irving N. Berlin, M.D. S Chief, Division of Child * oz
, Psychiatry, Department of ' '
Psychiatry, University of New A
Mexico, School of Medicine. ' Bt
Has published widely in the ' B
_ ) field of child psychiatry.
R P - Has published widely in the = = =
- field of child psychistrys - — 777

Joseph D. Bloom, M.D. ‘ Vice Chairman, Department of
: ' ’ : Psychiatry, Oregon Health
Sciences Unviersity. -
Resegarch on mental heslth
issues, including studies of
Alaska Natives. Former IHS
- Area. Psychxatrist. '
Speroc M. Manson, Ph.D. . Assoc;atevProfessor and ' .
- ‘ Directer, Socisl Psychiatric
Research, the Oregon Health - _ :
Sciences University. Former e
Research.Director, National '
Center for American Indian
Mentasl Health Research, : .
Oregon Health Sciences - e
University.

James H. Shore, M.D, ' Professor and Chairman,
' : Department of Psychiatry,
Oregon Health Sciences
University. Also Assistant
Dean for Curriculum, School
" ‘ of Medicine, OHSU. Has
\ : published a number of
articles about Indian Mental
. : . Health. Former Mental Health
i m s ST T T Hrgneh. Chief, ‘
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Other Federal Representatives | | §
Ranazd.ﬂ.<Carlsonf‘f‘ S - Chairman, Steering Committes .

| S ‘ ‘ for the Program Review. . ° s
Associaste Administrator for W%

Planning, Evsluation and QY
Legislation, HRSA. - G

‘Robert Graham, M.D, -~ . Administrater, RSA . . . .}
David Heppel, M.D. - | - Former Director of the INS/ . ‘mﬁ
) ' BIA Indisn Children's - S

Program. Now Chief for N

Child and Adolescent Primary
_Care Services, Divisiaor&f

S T ( - Maternal and Child Health,

Bureau of Health Care o g
Delivery and Assistance, T
HRSA. | ) | ‘

Robert A. Walkington : Director, Office of Program - i
g < T -Development, Bureau of Health . = -
Professions, HRSA. Has : )
extensive experience in L
evaluation of fFederal health
programs and in program
reviews.

Lindsley Williams Director, Office of Policy
‘ Development, Planning and

Evaluation, NIMH. Has . served

as 8 senior coordinator " »

between NIMH and IHS for - T

several years. . ' L

National Indian Heslth Bosard

Jake L, Whitecrow ‘ © Executive Director, Nationsl
‘ Indian Health Board.

- W U.S. GOVERNKENT PRINTING OFFICE, I980- 421-168:6349
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s e attachment B
~ Mental Health Recombendations
- . te |

Everett R. Rhoades, #.0. . . ° -
Dizector, Indian Health Service .
AdHoc Group on Mental Health =~ . ~ . =
= S S T iy 5, 1988 . "

- Introduction: - | | : B |

- The Ad Hoc Group on Mental Health was charged by Dr. Everett Roades to  ~
review. the recommendations of the Indian Heslth Service Mental Health Program
Review and Plenary Session of January 17-19, 1984 and to recommend future ..
actions by the Indian Health Service for Mental Health Programs. The grouwp
met on June 6-7, 1984 in Portland, Oregon. Group members were: James Shore
{chairperson), Edward Kruger, Margene Tower, Richard winslow, and Anabel Crane -
(staff personm). H.C. Townsley and Dale Walker were unable to attend because -~ %
of scheduling confiicts but had an oppmrtunity to review the recommendations.

%
v ’
s

r . .
| o James H. Shore, M.D.. -
o " - , . Professor and Chairman .
- ‘ : ) Xmept of Psychiatry
- Oregon Héalgh Sciences University

S - . Chairperson:

Committee Members: . ‘ '
‘ : Edward Kruger

P | - - Service Unit Director. .. __ . . - -

Margene V. Tower, R.N., M.S.
Area Behavioral Health Officer
Billings Area @

T Richard Winslow, M.D. .
Chief, ‘Psychistry'Services
Alaska Native Medical Center -
| Anchorage

. H.C. Townsley, M.D.
Area Oirector
. Oklahoma City Area

| R. Dale walker, M.0.
. ) Chief, Alcohol Dependence Treatment Program
. ~ Seattle Veterans Administration Medical Center

. Adabel Crane, Staff to, Ad Hoc Group =
Health Resources and Services Administration | ,
.  Rockville, Maryland . = . ¢
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 Recommended A;’tians.; ] S co S v ‘

The group systematically reviewed the proceedings and recommendations S
from the Mental Health Plenary Session .of January 17-19, 1984. -Nine action
recommendaticns were developed for the Director of Indian Health Service. The
%r?;;p §eccmends' that the Director of Indian Health Service implement the

cllowing: - ‘ :

*

1) Endorse and support the comprehensive mission statement for the
. Mental Health Programs of Indian Health Service (see comnents on the
recommended actions). = . ' S R

2) Transfer the position of Director of Mental Health Programs to the
~ Rockville headquarters office of Indian Health Se:vit;e. o =

3) Appoint a standing Indian Health Service Mental Health Couneils~ "= "=

e - ———— ~ -t .

4) Direct the developmént and adoption of 'an idtegrated data system for -
mental health programs. S

- -

5) Direct a closer collaboration between mental health énd alcoholism *
programs within Indian Health Service and coordination of both with
the relevant social services programs. - : |

6) Appoint a task force on children and adolescents to ‘develop a
national plan to address mental health issues for Indian youth, with
an emphasis on prevention. o )

°

~7) _ Support. the development of appropriate “involuntary -comnitmehﬁ |
processes for the treatment of seriously mentally i1l patients who
are in need of such treatment. |

. e o e o s e e

8) Stimulate the development of.mental health research and program - :
evaluation to guide the direction of mental health program . . e
development within Indian Health Service using all available '

- resources including Indian Health Service funds, the National
Institute of Mental Health, and universities. | - .

9) Request that the National Institute of Mental Health initiate’d =
review of culturally specific traditional medicine treatments among
American Indians. ,j . .. .

L. - f o
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Comments on the Recommended Action Statement:

‘1) The mission statement. for the Mentél Health Programs of Indian Healtn
Service supports development of a conprehensive, community-based mental health

system.

delivery

<

"The Mental Health Program of Indian Healtnh Service should be
guided by a principle of developing model, culturally sensitive,
comprehensive comsmity mental health delivery systems with direct
care, consultation/liaison, and prevention. Direct care should

Anclude outpatient, crisis, inpatient, and other services.

Consultation/liaison should include collaboration with indian

communities, education and training, and active liaison with medical,

-alcohol, and social services.. Prevention efforts should be directed

.at multiple levels with special attention to Indian children and

adolescents. o _ | |
Mental health staff will serve as advocates for improved mental

\ | health services for American Indian and Alaska Native peoples within

Indian Health Service and with sll appropriate Federal, state, and -

local resources. The program will facilitate evaluation and research

to guide future developments.™®

It is obvious that the Indian Health Service budget for Mental Health

Programs
delivery

is inadequate to.meet the goals of a comprehensive mental health

system. The system should be supported with all available resources - -

including MS direct mental health funds, service unit, area office, tribal,-
and ocutside funds from federal, state, and community mental health agencies.
This Ad Hoc Group strongly supports the structure of an identified Mental
Health Program with service coordination and integration in the Office of
Program Operations of NS at the national, area office, service unit, and
tribal program levels. The Director of Indian Health Service and the ‘Mental -

Health Precg

ram Director should use every opportunity.to identify additional

funding opportunities to support the deviopment of a comprehensive mental
her1th delivery system both within Indian Health Service and within tribally

~_sponsored programs. Systematic area office reviews should be conducted
‘reinforcing the development of a comprehensive range of services. -

- -3

2) The Ad Hoc Group reviewed the extensive discussions from the plenary

- session about the move of the Mental Health Program Director to MHS

Headquarters. The Group strongly endorses this transfer. while active
collaboration with Headquarters west, Area Offices, and Service Units is a

. central responsibility of the Mental Health Program Oirector, it is essential

that the Director be integrated fully into INS Headquarters and. function
within the newly reorganized Office of Program Operations.-- -- - -

| 3} The Ad Hoc Group propoées the aphointment of a National Indian Health

Service Mental Health Council to be appointed by the Director of Indian Health

Service and serve under the chairmanship of the Director of Mental Realth ~.-. . ...
Programs. , '
planning, development, evaluation, and advocacy. It should be composed of

This National Council should serve in an advisory-role-for—
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both intramural and extramural members:, The intramural membership should. L

include the area office mental health branch chief's, a representative from the
‘Office .of Program Operations, and an Indian mental health paraprofessicnal. =~ =~ ¢

The extramural membership could be composed of representatives from several e
important Indian mental health organizations and individuals with special . -
experience. Extramural members could be appointed for a two to three year -
term. There could be three to four members from Indian mentdl health

. professional groups (psychiatry, psychology, social work, and nursing) , one - - .

with relevant mental health research experience, one with previous experience

in the Indian Health Service Mental Health Programs, and one from the National

Indian Health Board. The Council would be chaired and charged by the Director

of Mental Health Programs. It could deal with the many ongoing issues of |
planning, program development, evaluation, and advocacy. Several such issues | -
were identified in the mental health plenary sessicn: for example, the study -

of inpatient psychiastric services provided to American Indians and-the = = °
potential to utilizé medical beds in IHS general hospitals;- mental health Coeon
staff recruitment, orientation, training, and retention; development of tribal |
programs and P.L.93-638 guidelines; clarification of clinical lines of -

authority for the area mental health consultants to support -the comprehensive -
mission statement for development of the mental health.delivery system; =~ .- °
development of clinical standards; and many of the issues addressed in the

cther action recommendations.y; S : S . -
4) The Ad Hoc Group endorses the development of an integrated mental health B
data system that is compatible with other clinical data systems being used in .

 Indian Health Service. The current mental health-social service data system

should be replaced by a system that is integrated with the other IHS patient
care information system (s) and which includes standard mental health.
nomenclature. . I - o o

5) The Ad Hoc Group recognizes the exte‘nsi‘ve ‘association of alcohol apuse

‘with major mental health problems, including four of the leading causes of

death. we recommend administrative involvement to insure effective |
collaboration between the mental health and alcoholism programs within the . C
Office of Program Operations, including appropriate coordination with relevant C e

personnel in IXS social services and with MS clinicians. - -

6) The Ad Hoc Group strongly supports recommendations from the plenary

session to emphasize prevgntion efforts, especially with Indian youth. we

recommend the 'appointmegfe;f-a time-1imited -Indian Health Service Mental .

Health Taskforce on Childrén and Adolescents to focus on the needs of - .
high-risk Indian adolescents. This Task Force could propose a model for a .
national program of youth-oriented mental health services through the :
identification of model pilot projects, staff training, funding opportunities, ~ . .

systems for service delivery, and steps.for implementation.. Important areas s

include integrity of the Indian family, school adjustment, substance abuse,
and suicidal behaviors. \ .

- e

7) | The Ad Hoc Group urges-active attention to‘ca‘llabcration with .tribal and._ _. ' _
other resources to assure continuity of care for the chronically mentally—

111, The Indian Health Service :f.hould recognize tbe' need for innovative

N . 0
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commuinity services for chronic patients as a part of a pomrehensive% :
health delivery system. IMS should advbcate with tribal, state, and other o
N federal .authorities for the adoption of policies to insure approriate care and. .-
S custody for patients needing short-term civil commitment, A recent NIM{ S
L ‘ funded research project on American Indian civil commitment issues provides -
| - guidelines for this approach. The Group also endorses the statement from the -
plenary sgssion: L - S L

: 'LThe Indian Health Service should collaborate with and supplement
- . 1t.hex‘ resources to -insure continuity of csre for the chronically
- tally {11, including tribal resources under P.L. 93-638 contracts
*?EE consultation, liaison, treatment, and housing. In carrying out

liaison function, staff should use case management tegchniques.

k

Local staff should be trained in the newest technologies, such as
psychopharmacology.*® o o

8) The Indian Health Service should support and encourage mental health .
rescarch and program evaluation in multiple areas to discover the etiology of
the major mental health problems of Indian people. Research priorities should
include four of the leading causes of death.from psychiatric and substance  ----
abuse behaviors including suicide, homocide, accidents, and the effects of ‘
‘alcoholism. Research also should focus on effective prevention techniques,
especiaiiy with Indian children and adolescents. The Indian Health Service
should both sponsor, conduct, and stimulate involvement in mental health =~
. research with the Mental Health Program, interested tribes, the National
- . Institute of Mental Health, and universities. | \ B

| 9) Because of the importance of traditional Indian medicine for American - 1.
- Indian peoples, the Director of INS and the Director of Mental Health Programs
" should request that the National Institute of Mental Health support a :
systematic review of the kiown effects of culturally specific therapies.

— e o — -——
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'DEPARTMENT OF HEALTH & HUMAN SERVICES - Public Health Service

/ ’

L - Healts Resousces and
. \ ~ .  ‘Services Administration |,
‘ : Rockville MD 20857
- g !

Jack 114X 1]

- "Acting Dikedtor, Office of . | S SRR
" Mental Heglth Prograns .
2401 Twelfth Street, X.W.

Since receiving the report of the Mentsl Health Plenary Séssion, T and ctheés
have given the recommendations careful consideration. Dr. Graham and I aow|
want to give you cur response, ' ' '

k1

As you know, the draft report raflected about 40 ecommendations, involving i

actions that would vary widely in nature and scopé. In view of the number and ..

diversity of these suggestions, I asked s small group of participants to 7
- convert the list into & relatively small nusber of action steps, and to

suggest some approaches to implementation., The group submitted their report

in July; a copy is eaclesed for your infofaation, Our responses address the

~ \ nine recommendations in that document, which encompass almost all of the
} original ones, (The few recommendations from the original set that are not
- 4 included in the nine will be dealt with internally.) As indicated below, I
[ have adopted s1l1 of them, except for formation of & standing Mental Health

' Council. : | .

1) Endorse and supger:‘ghe comprehensive mission statement for the Mental
Heslth Programs 2f Indian Health Service (IHS).

\ ¥e accept this recommendation and have begun its implementation through
the Acting Chief, Mental Health Progranms Branch, Dr. Jack RBliis. Dr,
Ellis and nr.;Funte:, the Deputy Branch Chief, are in the process of
visiting each Area/Program Office to review mental hcalth activities
there. We are actively attempting to/ strengthen the integration of the
‘ Mental Health Program with all other programs of IHS, both in the .
. | - Readquarters Office of Program Operations and throughout the field
structure. I see this increased emphasis on integration as one of the
major positive outt?ges of the program review. o
I : /
g ' ' 2? Transfer the position of Chief of Mental Health Programs io the

.

. . Rockville Keadquartprl Office of Indian Health Sérvice. ;__
! O .

The new position description for the Chief of Mentsl Health Prograns o
-specifies its location at IHS Headquarters. The organization is a RS
Branch of the Division of Clinfcal and Environmental Services, Office of

Program Operations. I belfeve that locating the director of Mental L
Health Prograams im Rockville will further proacte the increased emphasis’ |
oz IHS behavioral health programs, . ' :
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3) 4ppoint a standing Indizn,ﬁeal:FJSe:vige Mental Heslth Council,
[ : . B 3," oo '

&)

3)

6)

~on services for these groups in sll IHS programs, I will ask the Acting *

An integrated data system for all IHS programs is béing developed with

‘1 retognize the value of periodic advice from a group who can view a
progran from & broasder perspective than that of staff charged with
day~to~day operational concerns. I believe, however, that & pefmanent
Council might tead to develop such & limited focus that its value would
‘be diminished, Accordingly, I plan instead to convene a small group on
ag ad hoc basis to give me their assessment of problems and ' .
accomplfshuents, and suggest strategies. I will, of cou;seffcentinue to
be in regular contact through other forums with many of,tgz people
suggested for meabership on the Council. In conjunction th these
individusls, the Office of Program Operations will oversee the kinds of

planning, program development, evaluation, and advocacy concerns on
vhich the Council would have advised. ‘

Diréeé the development and adoption of an integrated dats systen for .
mental health prograus, o - _ : - '

coordination by Dr. Walter Wolford, in the Office of Administraticn and
Management. Mental health data nceds, to be identified by the Mental
Bealth Programs Branch, will be included,

Direct a closer collaboration between Mental Health and Alcoholism

Programs within Indian Health Service and coo;di?aticn of both with the -

relevant Social Services prograus. . ;‘1
The 4nclusion of both Mental Health-and Aiccholism Programs in the -
Office of Program Operations facilitates thefgnﬁegratiag of these . h
activities. 1Ian addition, as you may know, we are currently cont cting &
program review of Alcoholism, and expect to hold a Plenary Sessionm next
spring, We also are considering & reviev of IHS Medical Qocial Services
during FY 1985 as a further basis for administering these prcgraus in

the most productive manner possible. I recognize the value to Indian

people of the skills agd insights represented by staff trained in each

of these areas, and the\need to provide these services so as best to-

pest the needs of our patients who may have multiple problems that cross
disciplinary lines. _ o i

!

- - - -
- - P L - - - -

-

Appoint a task force on children and adolesce .ts to de#elop s national

plan to address meatsl heslth issues for Indian youth, with an emphasis ..

on prevention,

1 agree strongly with this proposal, and intend to increase the emphasis .
Chief of Mental Health Progtsms to form a time-limited task force to
begin work as soon as possidle. . )

-
‘ -
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© 7) Support the developuent of appropriate inveluntary-cgﬁnicﬁené Processes ';Tié

for the treatment of seriauniy men:glly 113 patients who are in need of . -
Efforts to address this issue aré'underway. 1 will ask the Acting Chict ‘:i
of Mental Health Prograns to research the status of services being ' ™ Telel
provided and submit & plan for dealing morze effeetively with the canplax ‘
prodlenms of invu;un.ary comni:ment‘ :

'such treath

ot :&:@ e ,'

8) Stimulate the—éevelapnant of mentcx health research and program :

evaluation to guide the direction of Mental Reslth Prograx development ', -
- within Indian Eealth Service using sll svailable resources imeluding . ~ 3
f//anian Bealth Service funds, the Nation;l Institute of thtll.sesith 48

nd ‘universities. | \;gff
1 will ask tha An:ins Chief of Mentsl Heslth Programs to review thil ;(ﬁ
recommendstion, determine the current status of research within: the IBS, 3
and develop a plan in response to this recommendation, Y am o
tnvestiy ing the possibility of {ncreasing 1HS-sponsored research to SRR
address.spacific clinical and behavioral hesith needs. - T
: 4 ——— .- - e - AR T .
9) Requestlthxt the sationiizgzstitute of Hental Eealth in&tiate\c reviev -
of culturslly specifie traditional medicine treatments among American .
Inadians. - . : | T |- ST \ : -
G f | - -
1 endorse this recanmendation, also, and will contact the Natton;l - | ‘%?

Institute of Mental Eealth to arrange £6r the reqieu; .

-

I want to thank you again for participa:ing 1n this review of the Mental - )
dealth Program. As you can see from these positive responses, I found your D)
views and recommendstions very useful. The Plenary Session led to some new °
propossls and undoubtedly ptompﬁed earlie: adoption of some changes that~had
been suggested 1n other forums., - .

4
Dr. Graham joins ne. in sending thanks and in weleonins any further comments
you msy have.

cerely yogré, k{\ ) . ‘ ;f
- w - - f >
Everett R. Rhaadel,.ﬂ.na i " y

Assistant Surgeor General
. Director, Indﬁifﬁealth Service

Eaclosyre
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{7 7,77 DEPARTMENT OF HEALTH & KUMAN SERVICES ,
1, d?\i;a. — ] - - —_— - .
P o P R M ° dum-
. o | - Memeorandum-
Date November 20, 1984 ‘ e
Friom wWilliam B. Huhte:, M.D., Deputy Chief, Mental Health Programs B:adch
Subect  Response O recommendations of Ad Hoc Group on Mental Health
| o | IR ]
To Craig Vandeiwagen, M.D. | | | | x// |
Acting Dxinctcr, Divisxcn of Clznical & Environmentual Services . »
--——_7 The following are actions / that have been implementec or are under

consideration for implementation by the Mental Health Programs B:anch
arising from the Ad Hoc Group on Mental Health. ”

1. Endorse and support the comprehensive -mission statement for
the Mental Health Programs of Indian Health Service. -

There has been an intensive movement (to develop better liaison ‘and
. communication between the Mental Health Program Branch an@ each of ' the
IHS Area/Program offices. This movement has taken the ®orm of visits
to the 10 of the 12 Area/Programs arranged through the mental hezlth
- Branch Chiefs in the area. Each visit has included Xxey administrative 7
: personnel in the Area/Program as well as visits to individual Service ,
* Units and/orx Tribes for direct discussion with tribal leaders and
health personnel. Furthermore & broad redefinition of the Quality
Assurance position in the Mental Health Programs Branch is underway
and a position will shortly be advertised  that will provide tribal >
programs with a consultation rescurce in quality assurance (including
risk management and diagnosis related groups). Finally, in a special
edition of the Listening Post, the discussians. of the Plenary Review
Session were published widely. 1In the same forum, the recommerndatians
of the Ad Hoc Group and the .actions, tak n will be published in the ST
next edition. ' '

2. Transfer the position of the Chief of Mental BHealth Progiams {
Branch to the Rockville Heddquarters Office of Indian Health Service.

This position has now been advertised with the understanding that it
will be located in Rockville,

3. Appeoint a standing Indian Health Servzce Mental Health Council.
. " .No specific action on thi.: recommendation Has been taken at this
time. There has, owever, been a concentrated effort to str-.ngthen

ties with Indian psychiatrists through increased professional 1liaison
with this group.

& .- -




4. DRirect the develooment and 'adopiion of an integrated data
system for meptal health prcy-ams, " —

\

Rard and software have been acquired: by the Mental Health Programs

- Branch &o explore the development of « the 1HS-wiBe planned integrated

data system. The Méntal Health Programs Branch has beeen verbally

" designated to coordinate a Professional Specialties Group (PSG's) and
" formal, written designation permitting implementation .should be

forthcoming shortly. < :

s, Direct a closer collaboration betwen mental health and

" . alcoholism programs within Indiah Health Service and coordination of

both with the relevant social services programs.

i

" An informal agreement will of necessity await the appointment of a

Chief of the Mental Health Programs Branch and completion of the
Alcoholism Program Review, The Mentil Health 7Programs Branr™ Hhas
actively supported the Fetal Alcohol ‘Syndrome (FAS) Frogram, 3nd {is
currently exploring methanisms for increasing this support: to. “broaden
the impact of the FAS'Program. "‘“«;@«§ '

6. Appeint a task force an‘éhild:eh and §§olescents to develop ai
* national plan to address mental health issues ng Indian youth, with

an emphasis cn prevention. .

\

Preliminary discussions are underway with the INS Senior Clinician in

rPediatrics, the appropriate personnel in the Department of Education,
the Bureau of 1Incian Affairs and University Division “of Child
psychiatry to begin to address this issue. Furthermore, a draft of an
Interagency Agreément between the BIA and IHS has been developed by an
IS task force and is now ready for study and consideration by the BIA.

7. Support the development of appropriate involuntary commi tment

processes for the treatment of seriously mentally ill patients who are .

in nzed of such treatment.

Tthis is a complex issue.. Discussions with the Mental Health Branch
Chiefs -in the Areas visited have included this issue and the Mental
Health Programs Branch has been actively involved in the attempts

clarify legal issues“a:ising from the White vs. Califano case in «cne

Aberdeen Area. However, these efforts would ‘be more effective with

some coordination with similar efforts at Headquarters Bast.--- - - -~

8. Stimulate the development of - mental health research  and
progfam evaluation to guide the direction of mental health program

including Tndian Health Service f.nds, the National Iinstitute of
ental Health &nd universities. :

~
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development within Indian Health Service using all available resources’
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“The Mental Health Programs Branch has = worked to strengthen‘_

collaboration with university mental health professionals at the
University of washington, University of Oregon and University of New
Mexico. The Mental Health Programs Branch is actively involved in a
mental health needs assessment of Indian children. This project,
under the auspices of the 1Indian Children'’s ©Program, is in

- collaboration with the Albuquerque and Phoenix Areas, Discussions are

currently underway with the Program Director, Office of Research and
Development to explore areas of collaboration in mental  health
promotion. Finally, a Mental Health Programs Branch Manual, %o be
followed by standards and guxdelines for mental healtnh, is being
actively develcped. A

-8, Requeét that the Naticnal Institute Of  Mental BRealth initiate
a 1eview of culturally specific traditxonal medxcine treatments among
American Indians. '

Discussions with appropriate personvel in the NIMH concerning this
issue, among others, have been scheduled. o

william B. Hunter. M.D.
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