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Message from Division Director, 

Dr. Jon Perez

It’s been a little over a year since I came to Rockville, and in the whirlwind that followed I have no idea where all the time went. It doesn’t seem possible, until I take a step back—like now—and see where we were at the time and where we are now. Then some of it makes a little more sense. Still, time is flying and filled pretty much from when I wake up until I go to sleep. That is not a complaint, quite the contrary. It is an honor to do what I do and work with everyone. It’s more a question of there being an ever increasing amount to do and an ever decreasing 24 hour day to do it in. Weird, but I’m learning. 
Describing my own work here is intertwined, though, with a central question I always wondered about when I was providing direct services and looking east to Headquarters. I’m going to do my best to answer it over the next several months as we go through the 31 national programs and initiatives that are currently being supported in the Division, as well as whatever information I can convey from my ongoing work as Director.  
The question is simple: What do those guys do back there?

This is the first I’ve actually sat down to answer that question for everyone, and if there is a central organizing principle to our work here and a place to start answering the question, it is: we represent and support you and the people you serve. 

Simple to answer; an all consuming effort to do: 
 

First thing that had to happen was to fully integrate what had been separate divisions into a single functional unit at headquarters, then to support that integration nationally. I’m pleased to report we are well on the way to achieving that goal. Headquarters staff are now fully integrated into a single Division with unified management structure.  There were appropriate concerns about what would happen with a person with one professional credential working with people with other ones, but it’s what we do everyday in clinical settings and we’re doing the same now here. We are truly interdisciplinary and work to be inclusive, not exclusive in the resulting work and programming.  So far, I think it’s working very well and the team is coming together.   

Second, but happening simultaneously, was to restore the credibility of the Division: to itself, the Agency, and all the other agencies and programs with whom we work. The Headquarters staff was cut by something like over 75% over the last several years. And while the staff shrinks, the duties haven’t. Doing more with less is what has happened and is something everyone in the system understands also. Additionally, without program directors to make decisions, headquarters staff were forced to try to handle the duties absent the official authority to do them effectively. One of the things I learned very quickly here is that I am not so much a person as I am an official position, and that is critical to understand about life in and around the Beltway. Because we did not have a person in that position for so long, official Washington passed us by for many programs and opportunities. Despite the fact we had people working very hard at headquarters to represent us, because they did not occupy the appropriate position or have the official external recognition, they weren’t invited or otherwise involved for many things. That is changing and changing rapidly for the better. 

Finally, the other major foundation was to focus on programs and efforts that will increase program resources and effectiveness. You will see listed below the 31 initiatives and national programs that we are responsible for as a Division. I will only address the first 4 in detail here, because to describe all of them would take entirely too much space and I don’t think you have the time or interest to read them all right now. If I’m wrong about that, let me know, and I’ll send them all out now. Otherwise, they’ll be coming out over the next few months as well as be posted on the website.

Also, a final word about our ongoing communications with each other: I want us to be able to speak openly, easily, and regularly with each other. That’s why we started this news and information format. I encourage you to participate and submit information for it. There is so much going on nationally that it’s very difficult to keep up with it all. We will do what we can from here to tell you about what we are working on or aware of, but we also want you to tell us and the rest of the country what you are doing as well. Please consider contributing so all of us can benefit from your experience and programs as well. You’ll notice there are headings at the top for news from throughout our system and I encourage you all to contribute. 
In closing, if you want to talk to me directly, my door is open. The best way to “talk” is actually via email because I’m not always in the office, and even then more often than not in meetings, and email allows me to respond from anywhere when I have free moments to do so. I will do my best to respond to you, even if only to say I got your post, within 24 hours. Here’s the address: jperez@hqe.ihs.gov
As I said at the beginning, let me say again in closing: it is an honor to work for all of you. I’ll continue to do my best to represent everyone and get the resources we need to care for those we serve. 

DBH Initiatives and Programs

For FY04

1. Annual IHS Division of Behavioral Health Conference (story below) 

2. IHS/SAMHSA International Conference (story below)

3. Budget for 05 (story on pg. 4)

4. Behavioral Health Management Information System (story on pg. 5)

5. Integration of ASAP and Mental Health Programs

6. IHS National Suicide Initiative

7. White House New Freedom Initiative

8. Indian Children’s Program

9. SAMHSA Collaboration

10. Health Canada MOU and International Consortia

11. RTC program development

12. CMS Initiatives

13. Third Party Reimbursement Initiative

14. FASD National Steering Group

15. Student Loan Site Rankings Revision

16. HIV/AIDS National Planning

17. Campbell Bill preparation efforts

18. BIA MOA’s

19. Chapter Revisions for ASAP, Mental Health, and Social Services —Chapters 8, 14 and 18

20. RRM’s for ASAP and Mental Health

21. PART

22. GPRA

23. PCP Training

24. Circles of Care/NICWA Collaboration

25. University of Minnesota/Johns Hopkins Resiliency Curriculum Project (Robert Blum)

26. AFN

27. DOJ—IHS  Proposal for 2004 Great Plains Summit 

28. Internal and External Communication Promotion 

29. Professional and Area Consultant Interest Groups/Councils
30. Surgeon General /APA  Public Information Initiatives 

31. NIH/NIMH Research Collaborations
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IHS/SAMHSA International Conference

 Mark Your Calendars for the Catamaran Hotel in San Diego, June 7-11


IHS/Division of Behavioral Health in collaboration with SAMHSA will host an international collaboration conference with American Indian and Alaska Native Tribes, urban Indian providers, and state alcohol and substance abuse officials for the purposes of developing discussions and identifying opportunities for collaboration and coordination in addressing alcohol and substance abuse.  Representatives from the thirty five reservation states are invited to participate in addition to other federal  departments, including the Department of Justice, Department of Interior, and agencies of the Department of Health and Human Services.  Representatives from Canada, Mexico, New Zealand and Australia have confirmed attendance. First Nations and Maori groups will be in attendance and will be giving several presentations. 

The  annual IHS National Behavioral Health Conference will be held in conjunction with the SAMHSA/IHS conference.  This will allow participants to attend both conferences, as was requested by many people last year.  

This year the intent is not to have one large conference so much as a group of smaller conferences occurring at the same time.  This will effectively maximize people’s ability to choose from many offerings while still allowing time to spend with friends and colleagues from across our system. We know how much sharing and networking occurs outside of presentation time, and we are planning for that too. 

There are three program tracts being offered this year, all of which will be open to every participant: IHS/SAMHSA Program; Behavioral Health Clinical Program; and what we are calling a “Program Academy,” which focuses on helping programs with the business aspects of care delivery.  Plenary breakouts, workshops, and cultural events programming are being planned.  Additionally, there will be pre and post meetings for specific professional groups, interests and program initiatives. As of this writing, CEU/CME for all licensed/credentialed staff will be offered, including substance abuse staff.

More information will be available on this next month, but currently we expect to have between 350-500 people attending. Dr Grim is confirmed to present and, as of now, will attend most and perhaps all of the conference if he can keep his schedule clear. 

IHS/SAMHSA International Conference and IHS National Behavioral Health Conference
June 7-11, 2004

Catamaran Resort Hotel

San Diego, California

For more information call Frank Canizales at 
301-443-2051
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IHS Budget for Fiscal Year ‘05 

The IHS budget for fiscal year 2005 has been sent by the President to Congress. The Mental Health and Alcohol and Substance Abuse line items are below. All figures are in thousands of dollars. The ‘04 Budget includes the two rescissions of 0.646% and 0.59% mandated by the White House. 

	
	(Omni Conf. Mark) 2004
	(Proposed) FY 2005
	Increase
	Percent

	Mental Health
	53,294
	55,801
	+2,507
	Approx. + 4.5%

	ASA
	138,250
	141,680
	+3,430
	Approx. + 2.5%


Given the austerity of the overall federal budget, and the overall IHS increase of 1.6%, you can see the increases for our programs are between double and triple that overall rate. This is a testament to the work you are all doing. Were we not able to appropriately represent our needs and the effectiveness of our programs, this increase, while small when compared to our overall need, would not have been realized at all.  

Behavioral Health Management Information System

Without an effective and capable data system, the rest of our programs, services and funding will be severely and negatively affected. Digital technology is now as necessary as the telephone and fax machine to effectively operate programs and provide care. Also, in the new environment here in Washington and all funding sources elsewhere, data equal dollars. If we are not able to appropriately represent our programs and patients with supporting data, we will not receive any funding increases, nor even be able to maintain what we do have. Third party reimbursements, in particular Medicaid, require detailed and accurate records. JCAHO and CARF require not only detailed assessment and treatment documentation, but also the ability to use aggregated data trending and analysis for program planning. Documentation has always been a time consuming and laborious task, aggregating it into reports even more so. Our old systems were not integrated (MH and ASAP) and difficult to use. Stand alone commercial packages were very expensive for programs to buy and didn’t integrate with the national system. 

Considering the above and looking at our diverse funding, data and documentation needs, I believe this is the single most important long term initiative in the Division because all of the other programs, initiatives, and funding will be directly affected by the quality of information and documentation we have about them. Further, at the national level, it represents an initiative that will save money for all individual programs, allow them to do their job more quickly and effectively, and keep our programs current in an age of rapid technological advancement. Based upon the recommendation of the National Alcohol and Substance Abuse Advisory committee, as well as large numbers of providers and programs, the Agency dedicated $1 million per year for 5 years to dramatically improve our data systems. We are now beginning the third year of that commitment. Also, if these funds are used wisely, I have every reason to believe they will be available to us beyond the 5 year period. So far, the money has been very effectively utilized in my opinion.  (See “MIS” pg. 7)
New Behavioral Health Website to be Launched in Early 2004

The Division of Behavioral is currently in the process of updating its website which is available on the IHS Intranet and Internet.  The updated site replaces the original site which was launched in 1996.  The updated behavioral health site is due to be launched in the next few weeks.  There are many new features on the site including sections for:

· Programs, Publications, and Links; 

· Statistics, Charts and Questions; 

· Meetings, Workshops and  Mailings; 

· Jobs, Scholarships and Loans;

· Administration

The key element to the new site is the Administration feature, which will allow Division staff and Area folks a Login Access to update outdated information and make necessary changes in real time as appropriate.  Please consider the site an interactive forum for Division and Area staff.  Since program information changes frequently, routine communication will be required in order to keep the site updated as best as possible. The Division of Behavioral Health staff is excited and will be contacting I/T/U programs to help improve and launch this updated site.
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IHS National Suicide Prevention Initiative

Dr. Grim, Director of IHS and Assistant Surgeon General, announced the Indian Health Service National Suicide Prevention Initiative to address the tragedy of suicide in our American Indian and Alaska Native (AI/AN) communities, on September 9, 2003.  The IHS National Suicide Prevention Initiative will build on the foundation of the HHS “National Strategy for Suicide Prevention” and the 11 goals and objectives for the Nation to reduce suicidal behavior and its consequences, while ensuring we honor and respect our people’s traditions and practices. 

IHS is sponsoring a National Suicide Prevention Initiative Committee to guide the development of a National American Indian and Alaska Native (AI/AN) strategy to reduce the impact of suicide on AI/AN communities and individuals.  An interim committee, formed at the July 2003 IHS National Behavioral Health Conference, has been tasked with setting up the structure for this initiative.  This committee will be responsible for reviewing and approving nominations for membership on an advisory committee, which will include representatives from across Indian Country and the IHS.  

To support this initiative, IHS is finalizing the implementation of a suicide information management system that will give us more and better data about the circumstances and contributors to suicide among our people.  The system will provide information about when, where, why and who suicide affects in Tribal communities, as well as give IHS/Tribal/Urban (I/T/U) programs the accurate information needed to respond effectively. Additionally, the system will allow programs to monitor ideations and attempts, not just completions.  Finally, this information will help us to advocate strongly for the support and intervention necessary to reduce the number of suicides, and to identify training needs and service and prevention activities.  It will assist us to prioritize our efforts to stem the tide of suicide among our people and, as we meet the challenge of suicide prevention, enable us to better identify our funding needs. (See “Suicide” pg. 8) 

New Freedom Initiative

Many of the 54 million Americans with disabilities are deprived of their independence due to needless barriers.  On February 1, 2001, President Bush announced his New Freedom Initiative to promote the full participation of people with disabilities in all areas of society by increasing access to assistive and universally designed technologies, expanding educational and employment opportunities, and promoting full access to community life.

Executive Order 13217 designated the Department of Health and Human Services (DHHS) as the lead agency with responsibility for coordinating the federal response to the Executive Order.  A key solution in addressing the fragmentation and limited coordination across DHHS agencies was the creation of the Office on Disability in October 2002 by Secretary Thompson.  (See “NFI” pg 8)
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Loan Repayment Site Formula Revision
 

IHS programs have the responsibility of establishing a priority site score listing for all disciplines within their programs.  Tribes are involved in determining which disciplines are needed in the field and from those which disciplines become eligible for the loan repayment program.  The programs work with the areas to set up a priority site score list for their programs.
 

In the case of the Behavioral Health Program a new list must be developed as a result of the merger of three programs; Mental Health, Social Service and Alcohol Programs.  
 

The list for 2004 recipients is in the process of being developed now.  This will entail much work with the IHS BH Area Consultants and Alcoholism Treatment Programs, but will be ready for the next scholarship round. .
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Youth Regional Treatment Centers
 

There are 12 Youth Regional Treatment Centers located in 10 of the IHS Areas.  Two Areas, Billings and Bimidji opted to use contract care as opposed to having their own Youth Regional Treatment Center. 
The YRTC's serve the ages of 12-18 for alcohol and drug treatment.  The Centers serve both male and female clients.  There is a strong spiritual component to the programs which make them unique and valuable to the Native American Youth they serve.  At this time 11 are JCAHO, CARF or State Certified for third party reimbursement.  The 12th Center will be surveyed for CARF Certification next month and we wish them success! 
Headquarters is currently working on a number of joint initiatives with the YRTC’s to further their programs and resources. More on these initiatives as they move forward. 
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 SEQ CHAPTER \h \r 1BIA/IHS to Update Child Protection Memorandum of Understanding

Representatives from Indian Health Service (IHS) Division of Behavioral Health and the Bureau of Indian Affairs (BIA) Social Service staff met on Thursday, December 11, 2003 to discuss the updating of a 1987 BIA/IHS Memorandum of Understanding (MOU).  The 1987 MOU established Child Protection Teams (CPT’s) and mandatory child abuse and neglect reporting and referral procedures in Indian Country.  The IHS/BIA workgroup concluded that some of the procedures in the current MOU are obsolete while new issues have emerged and need to be addressed in an updated MOU.  The workgroup plans to submit a survey concerned with child abuse/neglect issues to Tribal, IHS and BIA staff.  The information collected from the survey will provide a basic assessment of the present circumstances related to child abuse and neglect in Indian Country and will be used in developing a new memorandum and plan of action.
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(MIS continued from pg 5)
Two data systems have been developed in the last two years:  BHS 3.0 was released a year ago. It combined the previously separate substance abuse and mental health packages into a single and more comprehensive treatment planning and documentation system that can be used by all behavioral health providers in all of our settings. Last week, the new Behavioral Health Graphical User Interface, Patient Chart V. 1.4 (GUI) was deployed. It is a Windows based screen system that uses the very powerful capabilities of BHS 3.0, but in a very easy to use Windows format, with point and click and pull down menus, etc. It is a very nice piece of software. I’ve personally used both of them and the GUI is simply outstanding. It’s easy, pretty much self explanatory, and fast. You can do everything from assessments to treatment plans easily and quickly. Please contact your data people now—or me directly if you’d like—so you can see what the new systems can do to make your documentation much easier to accomplish.  It’s launched, it’s available, and it’s free. 

Over the next two years, the development team will be working on an expanded and even more powerful patient charting, treatment planning, and trending platform that will fully integrate electronic charting, treatment planning and documentation, trending and analysis capability for JCAHO and CARF requirements, and billing generation and tracking.  It’s currently being called the Integrated Behavioral Health System (IBH). There will be more on this later, but it looks like the first version may be ready for launch sometime late this year. 

For further information regarding the Behavioral Health System project please see the January issue of The Provider and visit the IHS ITSC web site at http://www.ihs.gov/cio/bh/.
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(Suicide continued from pg 6) 
Some IHS Area Offices behavioral health staff are involved in the following suicide prevention activities: (1) establishing an area-wide suicide surveillance and prevention system in collaboration with the Bureau of Indian Affairs (BIA) and States, (2) strengthening partnerships between State and Federal agencies in the area of suicide prevention (i.e. IHS representatives are participating on state suicide prevention teams/coalitions); ensuring that AI/ANs are provided access to state services,  (3) participating in workgroups to improve suicide prevention and intervention activities,  (4) providing active outreach to attempters, families and community, (5) emphasizing the importance of drawing community members in as a source of support and prevention by training lay-persons as QPR (Question, Persuade and Refer) Gatekeepers,  (6) involving AI/AN youth in suicide prevention efforts (i.e. through school programs/curriculums, or boys and girls clubs), and (7) providing workshops or forums on suicide prevention.  One area has a QPR (Question, Persuade and Refer) initiative, to assure competency for non-mental health providers to identify and respond appropriately to suicidal behaviors. 
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(NFI Continued from pg 6)

The Indian Health Service, as one of only four direct health care delivery agencies in the federal government, (the others are Bureau of Prisons, the Department of Defense, and the Veterans Administration) is actively involved on a daily basis to improve the health and well being of Indian peoples nationally. A significant portion of those efforts is to promote and support those with chronic disabling conditions to be fully active members of their families, communities, and larger Tribes and Nations via direct medical; behavioral health; dental; social service; health education; field and community sanitation and engineering; and support for Tribal programs to provide their own services to their members.  The IHS is uniquely involved in supporting and improving the daily lives of those with disabilities. 

The potential for long-term significant disability for AI/ANs is evident.  Tribal leaders cite diabetes, alcoholism and substance abuse, and unintentional injuries as rising to crisis proportions in their communities.  Additionally, health care providers and community health representatives report significant health problems including tuberculosis, mental health, and other health concerns in many AI/AN communities.  A report prepared in 2000 by the Native American Committee of the Presidential Task Force on Employment of Adults with disabilities indicates that more than 26 percent of the AI/AN population, nearly half a million people, lives with a significant disability.  Many others experience the effects of less significant disabilities, or disabilities that are hidden, including many forms of mental illness, alcohol and substance abuse, asthma, and early stages of diabetes.

To address these issues, the IHS has taken numerous steps, including launching a three-year demonstration project for AI/AN elders and people with disabilities in collaboration with CMS.  The demonstration project’s purpose was to identify eligible individuals for Medicare, Medicaid, and disability programs and ensure the receipt of benefits.

IHS engages in research activities, disability prevention efforts, and efforts to promote employment of adults with disabilities.  IHS has developed partnerships with SAMHSA to fund comprehensive community-based services for children and families that experience mental illness, developmental disabilities or delays, and substance abuse and other risks.  IHS also is involved in the Mental Health and Community Safety Initiative, in collaboration with other federal agencies, both within and outside of HHS that addresses children’s mental health, substance abuse, and violence issues in AI /AN communities.

 

Throughout FY 2003 and into FY 2004, IHS is working with other DHHS workgroups to address technical assistance, and improving effective and appropriate community services for individuals with disabilities, in many areas of health (i.e. elder care and diabetes).  IHS also continuously collaborates with other intradepartmental agencies to formulate methods to work with states and Tribes in order to identify and access potential sources of funding and to implement best practices particularly as they apply to the AI/AN population with disabilities.

For more information see the following websites:  

http://www.ihs.gov/medicalprograms/eldercare/Long_Term_Care.asp
http://www.ihs.gov/medical programs/eldercare/Resources_For_Professionals.asp
http://www.healthpolicy.ucla.edu/pubs/publication.asp?pubID=79
http://www.os.dhhs.gov/aging/index.shtml
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All newsletter stories were written by Behavioral Health Staff.  Thank you for your hard work!
Dr. Jon Perez, Director: All Stories

JPerez@hqe.ihs.gov
Frank Canizales: IHS/ SAMHSA Conference

FCanizal@hqe.ihs.gov
Shelly Carter: IHS/ SAMHSA Conference
SCarter@hqe.ihs.gov
Tamara Clay: IHS Suicide Initiative & New Freedom Initiative 
TClay@hqe.ihs.gov
Marlene Echohawk: IHS Suicide Initiative, Loan Repayment & Youth Regional Treatment Centers
MEchohaw@hqe.ihs.gov
Colleen Good Bear: FY ’05 Budget

CGoodbea@hqe.ihs.gov
Michele Muir: IHS/ SAMHSA Conference
Muirm@hqe.ihs.gov
Ramona Williams: BIA/IHS MOU
RdWillia@hqe.ihs.gov
Wilbur Woodis: BH Management Information Systems & BH Web Site 
WWoodis@hqe.ihs.gov
Graphics Provided By:
GRAPHICS by ANDAHATEY

http://members.aol.com/Andahatey/index.html
Greasy Grass Native American Graphics & Old West Graphics

http://thegreasygrass.com/
Poison’s Icons
http://members.aol.com/poison64/
Rina’s Graphics 
http://www.geocities.com/Athens/Styx/2331/rinagraphics.htm
For more information about the DBH Newsletter, or to send information to be included in the next issue e-mail or call: 

Kelly Middlebrook 301-443-4210 

KMiddleb@hqe.ihs.gov
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