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 Interagency Coordinating Committee on Fetal Alcohol Syndrome (ICCFAS) Juvenile Justice Work Group Meeting November 17 and 18th, 2005 At 5635 Fishers Lane, Rockville, MD.


At this ICCFAS meeting, Indian Health Service Headquarters staff, Dr Judith Thierry, Tamara Clay, MSW and Gary Quinn, MSW, participated in these 3 working groups: women, drinking and pregnancy work group, education work group and juvenile justice workgroup.  On both days, all three IHS staff members also attended the general ICCFAS meetings to discuss interventions for persons affected with Fetal Alcohol Syndrome Disorders (FASD). 


Highlights of these meetings include:  Dr. Catherine Hargrove of the SAMHSA FASD Center for Excellence presented on a SAMHSA funded Juvenile Justice Workgroup Project with five juvenile court subcontractors.  This project seeks to develop models of modifying juvenile courts to screen, diagnose, and treat youth with an FASD, the feasibility of screening in the juvenile courts and how the FASD diagnosis is used, and the effectiveness of tailored interventions.  The five pilot sites are the Ventura County Behavioral Health Department in California, the Denver Juvenile Probation Department, the Hennepin County, Minnesota Department of Community Corrections, the Skagit County Washington Youth and Family Service, and the 17th Judicial District Court in Adams County, Colorado. Ventura County is centering on interagency coordination with public health nurses, social worker, and the legal system to provide FASD services to youth. Denver court is focusing on FASD services and co-occurring disorders while Hennepin County is emphasizing FASD services and adolescent mental health service.  Skagit County is integrating FASD services into all Skagit County juvenile courts and local Tribal Courts.  Adams County and 17th Judicial District are integrating FASD service into their Truancy Courts.  Although all five were innovative in their approaches, Skagit County was the only one that included local Tribal courts in the planning stage.  Skagit County included Sauk-Suiatte, Swinomish, Upper Skagit, and Samish Tribal courts as partners for their juvenile justice project.  Skagit County sought consultants to ensure that FASD screening training was culturally appropriate for tribal communities, collaborated with the interstate Tribal FASD Project, and hosted more meetings with Tribal Workgroups than any of the other five pilot sites.


Dr. Sharon Williams, SAMHSA FASD Center for Excellence, reported on a “Working With FAS Youth” curriculum project. This project is a joint effort between SAMHSA FASD Center for Excellence and Minnesota Organization on Fetal Alcohol Syndrome (MOFAS).  Dr. Williams shared that the FASD curriculum was completed and the curriculum was developed to educate judges, attorneys, psychologists, social workers, corrections officers, probation officers, police officers, and case workers working with FASD youth.  This project’s next step is to develop a Train-the-Trainer Manual with FASD fundamentals and facilitations skills.  Eight teams will be trained consisting of two trainers, one with expertise in FASD and the other with expertise in the juvenile justice system. For more information, go to SAMHSA FASD Center for Excellence web site: � HYPERLINK "http://www.fascenter.samhsa.gov/" ��http://www.fascenter.samhsa.gov/�


Dr. Grace Chang, MD, MPH of Brigham and Women’s Hospital, Boston, MA., presented some findings on her FASD research, “An Enhanced Brief Intervention for Prenatal Alcohol Use.”  This study tested the effectiveness of an enhanced brief intervention for pre-natal alcohol use and whether a supportive male chosen by the pregnant women could be a protective factor.   (Continued on page 3. )
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The Director’s Message


The last year has been a remarkably difficult one for so many in our extended IHS behavioral health family, but also one that marked a turning point for behavioral health programs that I believe will lead to significant long term benefit. Tragedies and losses, from individual to communities, have been marked, but so have been commitments and activities to bring behavioral health programs forward in ways not previously possible. Dr. Grim announced his three major initiatives and behavioral health is one of them. They represent multiyear investments in promoting health and focusing resources in key areas that cut across populations, communities, and services. I am proud of the work that is represented in them and hopeful that programs will develop that lead to long term improvements for the whole system of care. 


(Continued on page 2)
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31 DBH Program Responsibilities and Initiates for FY 06


For FY06, the Division of Behavioral Health will coordinate DBH staff involvement within these 4 major themes:


A.   Regulatory/policy/oversight


These 14 areas include:1) Budget, 2) Integration of Alcohol Substance Abuse Prevention (ASAP) and Mental Health Programs, 3) Indian Children’s Program, 4) Fetal Alcohol Syndrome Development National Steering Group, 5) Student Loan Site Rankings Revision, 6) Indians into Psychology (INPSYCH), 7) Indian Health Care Improvement Act, 8) BIA MOA’s, 9) Chapter revisions for ASAP, Mental Health, Social Services-Chapters 8, 14, &18, 10) Resources Requirement Methodology for ASAP and Mental Health. 11) Program Assessment Rating Tool, 12) Government Performance & Results Act, 13) Circles of Care/NICWA collaboration, and 14) Stevens Bill/FN/oversight


B.  Program Support/Training


These 7 include: 1) Behavioral Health Management Information System, 2), IHS/SAMHSA International Conference, 3) Youth Regional Treatment Centers program development, 4) PCP training, 5) University of Minnesota/John Hopkins Resiliency Curriculum Project (Robert Blum), 6) Internal and External Communication/Promotion,7)Professional and/or Area Consultant Groups.


C.  Initiatives


These 6 areas include: 1) Director’s National Behavioral Health Initiative, 2) White House New Freedom Initiative, 3) CMS Initiatives/Third Party Reimbursement Initiative, 4) National Suicide Prevention Initiative, 5) National Methamphetamine Initiative, and 6) Behavioral Health MIS Initiative.


D.  Advocacy


These 4 areas include: 1) SAMHSA collaborations with Rural Mental Health Initiative and Data Initiatives, 2) Health Canada MOU & International Consortia, 3) NIH/NIMH research collaborations, and 4) HIV/AIDS National planning.























Message from Division





Division of Behavioral Health (DBH) has a new address!


Just to remind everyone, Division of Behavioral Health moved office space from 12300 Twinbrook Parkway in Rockville to the adjacent Reyes Building on September 24, 2005.  All phone lines for DBH remain the same and our new office space is on the 3rd floor of the Reyes Building. Our new mailing address is: 801 Thompson Avenue, Suite 300, Rockville, MD 20852.  Come by and visit us when you are in the Rockville area!  Check our web site for more information: � HYPERLINK "http://www.ihs.gov/MedicalPrograms/Behavioral/" ��http://www.ihs.gov/MedicalPrograms/Behavioral/�





The Director’s Message  (continued from page 1)


I want to focus on one of the FY06 initiative objectives and use it to show how we are approaching this major multiyear effort, as well as to ask for your help with completing it. Specifically I want to talk about Objective 2, benchmarking of services and service provision. If we were going to try to get somewhere, it seemed to be a very good idea to see where we were starting. That’s the original thought behind the benchmarking objective. I’ve always thought we do more with less than any other behavioral healthcare system anywhere. The benchmarking would provide the information to substantiate that and also give us a baseline of service provision from which to evaluate progress going forward. 


But as we went into the specifics of how we were going to evaluate our services versus other programs or systems of care, it became clear we really needed to start by developing methods and criteria for those measurements. That’s what the focus of the objective is now. Over the next year, we will be developing specific, measurable criteria for benchmarking our services within our system as well as with other systems of care, then using those criteria to measure effectiveness in select sites around the country. Those areas include staffing, facilities, programming, and resources. We expect it will give us a databased means of evaluating care in a number of systems from federal to private. 


Will it tell us anything we don’t know? I’m counting on it. When I look at so many of our programs and how we do what we do, I know there is great innovation and there are remarkable models for not just the country to follow, but the world. But until we formulate the ways to quantify them and qualitatively evaluate them, they are just opinions. That’s what the benchmarking objective is all about. 


As we move forward, I’ll focus on the other objectives as well as keep you updated on this one. I think it will be exciting and hope it will serve to demonstrate that we are the best in the world at what we do, given the resources we have to do it.  (The other 4 objectives can are summarized on page 4.)


Also, personally, I hope the coming year is kind to all of you and your families, and I hope it holds healing for all of us. 





-jon
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(Interagency Coordinating Committee on Fetal Alcohol Syndrome (ICCFAS) and Juvenile Justice Work Group Meeting continued from page 1)


Key points from Dr. Chang’s research are: 1) a supportive male chosen by women is a key prevention factor, 2) women in this study perceived that it was normal to drink in social events, 3) most women research participants displayed an attitude of, “I’m special, so rules and consequences of drinking don’t apply to me.,” 4) alcohol screening instruments have best results if embedded within a general medical assessment,  )5 best prevention is ongoing alcohol assessment through-out pregnancy, and 6) not just women from low socio-economic status (SES) use prenatal alcohol, but all socio-economic classes of women.  Dr. Chang’s report will be published in the Journal of Women’s Health (January 2006 issue) and in the American Journal of Obstetrics and Gynecology.  Dr. Chang’s email is: � HYPERLINK "mailto:gchang@partners.org" �gchang@partners.org�


Jocie DeVries of the Fetal Alcohol Syndrome Family Resource Institute (FASFRI), a non profit in Washington State, presented on her organization’s work with FASD education, advocating and training offered to Washington state legislators, Washington State juvenile court system, community members, and parents of children with FASD.  Jocie DeVries distributed copies of FASD pamphlets, booklets, and a newsletter her group distributes in their state.  FASFRI has a web site to assist parents of children with FASD and others to identify, understand, and care for individuals and their families affected by FASD.  Jocie added that only 13-14 juvenile courts have a mental health court  and Ohio is national leader as most of these courts are in Ohio.  FASFRI web site is: � HYPERLINK "http://www.fetalalcoholsyndrome.org/" ��http://www.fetalalcoholsyndrome.org/�


Todd Procious, Alaska Department of Education and Early Development at Juneau, distributed CDs from a completed State of Alaska Multi-disciplinary FASD training.  The CDs had two versions, one for Alaska State educators and one for general public seeking FASD supports and intervention information.  The educator version allows Todd Procious to track how many statewide educators are using the CD through a surveillance feature built in.  The educator version allows educators to fulfill state mandated training requirements by using the CD.  Educators benefit as they can meet this requirement and Todd benefits as he can compile data from the usage by Alaska State educators.  The potential application for IHS is to incorporate this type of surveillance tracking for future IHS sponsored development and distribution of IHS health topics for data analysis.  For more info on this work go to: � HYPERLINK "http://www.hss.state.ak.us/fas/ContactUs/default.htm" ��http://www.hss.state.ak.us/fas/ContactUs/default.htm�


Dr. Karen Stern, Demonstration Programs Division, Office of Juvenile Justice and Delinquency Prevention of the Department of Justice, updated the group on the current status of Senate Bill 1722, “Advancing FASD Research, Prevention, and Services Act” (amendment to the Public Health Service Act to reauthorize and extend Part O- the Fetal Alcohol Syndrome Prevention and Services Program).  Dr. Stern reports that there is a similar bill in the House, HB 4212 with suggested funding of $27 million.  The major language relating to juvenile justice is found in Section 7 of this Senate Bill.  The main relevance to IHS is Part “e” Development of Best Practices (subpart) (1).  This section names the National Task Force on Fetal Alcohol Spectrum Disorders as advisory for the award of grants to States, Indian Tribes and Tribal organization, and non-governmental organizations for the establishment of pilot projects to identify and implementing best practices for educating criminal justice, corrections, public, and service providers to treatment of individuals with FASD.  This would include programs identifying, treating, and education of individuals with FASD.  For further information on this ICCFAS meeting, e-mail Gary Quinn at � HYPERLINK "mailto:gary.quinn@ihs.gov" ��gary.quinn@ihs.gov�





2006 Behavioral Training Schedules:


Area & IHS Training 


Aberdeen


4/04/06 Patient Registration v7.1 at Aberdeen, SD


Albuquerque 


1/24/06    EHR for HIM and Business Office at Albuquerque, NM


2/07/06 Accounts Receivable at Albuquerque, NM


2/14/06 EHR for Techies at Albuquerque, NM


3/02/06 Emergency Room System v2.5 at Albuquerque, NM


3/14/06 Introduction to the Laboratory Package at Albuquerque, NM


3/20/06 EHR CAS & Implementation Team (Basic Setup) at Albuquerque, NM


Billings


3/14/06 Third Party Billing/Accounts Receivable at Billings, MT


California


4/11/06 PCC+ 2.5 User Training at Sacramento, CA


Nashville


3/06/06 EHR CAC and Implementation Team (Setup) at Cherokee, NC


3/21/06 Patient Registration v7.1 at Nashville, TN


Oklahoma


2/07/06    PCC+ 2.5 User at Oklahoma City, OK  


Portland


1/24/06   EHR Super End User at Wellpinit, WA


2/28/06  Radiology  v5.0 at Portland, OR


3/07/06  PCC+ 2.5 User Training at Portland, OR
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Upcoming DBH newsletters can include behavioral health related articles from all IHS areas. If you have a behavioral health related article or information regarding upcoming trainings or meetings, submit information to � HYPERLINK "mailto:Wilbur.Woodis@ihs.gov" ��Wilbur.Woodis@ihs.gov�


Please send all documents in MS Word format.  The editing staff of the Division of Behavioral Health reserves the right to edit or to decline publishing any article.


Pegi ‘oig. (Okay.)  Nt  o  a ‘ep m-nei.  (I’ll see you again.)
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Overview of the FY 2006 Behavior Health Initiatives and Activities


Strategic Approach and Director’s Behavioral Health Initiative


Local behavioral health programs are our primary strategic concern and interest area.  Currently, they are primarily crisis oriented treatment centers where triaged care is the rule rather than the exception.  To promote the behavioral health of individuals, families, and communities, as opposed to only work from crisis to crisis, will require a system wide effort to change approaches, seek new and sustainable resources, and maximize current program effectiveness.  Use of multiple funding sources, collaborations, technology, data driven program models, and clinically sound behavioral approaches, must be integrated with the traditions and healing practices of the community to maximize health and well-being in way s perhaps never before attempted or achieved.  It is an undertaking that will take years, but one that holds the promise of significant benefits for communities across the country.


To address this situation, the Division chose to use the Director’s Behavioral Health Initiative as the umbrella effort to focus all the diverse areas of Division/Agency/Tribal efforts together in four overarching strategic areas.  They were approved at the Division level in summer 2005. We assumed a long-term, multi-year effort with no increase in resources to support them beyond what we could provide out of current appropriations:


1.  Mobilize Tribes and Tribal programs to promote behavioral health in systematic,         evidence based approaches, which embrace traditions and culture as critical foundations for that health;


2.  Support and promote programmatic collaborations within communities, as well as with state and federal programs and agencies;


3.  Promote leadership development from the community to national level, with training and mentorship; and


4.  Provide advocacy for behavioral health programming in Indian communities among federal state, Tribal, local, and private organizations.


The next step was to choose which specific programmatic areas to focus our initial efforts and then develop one year objectives to bring the work forward.  Given the breadth of issues for which the Division is responsible, we triaged need and resources, with particular attention paid to how we could best help at the national level.  We arrived at the following specific interest areas and objectives for the coming year.


FY06 Objective 1- Improve data and data systems to document services/service provision and be able to track progress on them.


FY06 Objective 2- Benchmark services and service provision with other federal, state, and private health care delivery systems


FY06 Objective 3- Continue National convening authority: Training programs, meetings, task force and workgroup support (“convening authority” operationalized as meetings, training development and implementation, task force and work group support for specific areas, i.e., suicide, methamphetamine reduction, etc.)


FY06 Objective 4- Social marketing and awareness efforts to include designing and implementing methods to better communicate with programs nationally and vice versa.


FY06 Objective 5- Integrate with the Division’s 31 behavioral health initiatives to include providing personnel and complementary programming input in support of Dr. Grim’s other two National Initiatives.


Because the other Director’s Initiatives are inter-related, we must have personnel and program presence there, as well as seek the same from the other Initiatives as they all move forward.  Prior to this point, they have been an ad-hoc effort for DBH.  That must change if the overall work of the Director’s Initiatives are to be coordinated and have maximum effect.  We look forward to working with our Tribal communities and IHS Area partners. 























