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Coordinator:
Hello and welcome to today’s Open Door Forum on the Indian Health Service Three Health Initiatives. This is the sixth open door forum and will focus on the behavioral health initiative and methamphetamine reduction.

At this time all participants are in a listen only mode. After each presentation, participants may ask questions when prompted by the operator. At the end of the forum, we will have a question and answer session for all presenters.


At that time, to ask a question, please press Star 1. You will be prompted to record your first and last name for the Q&A portion. At the request of the Indian Health Service, this call is being recorded.

Now, I will turn the program over to Dr. Richard Olson, moderator for this session. Dr. Olson, you may begin.

Richard Olson:
Thank you. Good morning to everybody and welcome to today’s open door forum on the Indian Health Services Three Health Initiatives. This is the sixth open door forum in this series which was initiated in 2006.


I’m looking forward to the presentations today; they will focus on the issues of methamphetamine abuse and how tribes and IHS can have an impact in reducing this very serious problem.

I’ll briefly review the agenda, but first I just wanted to remind everybody that the presentations for today’s open door forum are on the Director’s Initiative Website which can be found on the IHS internet website.  If you click on the IHS internet website, then click on Nationwide Programs and Initiatives, which is in the upper right part of the screen, and then click on Director’s Initiative which is right in front of you in red, you can get to today’s Open Door Forum presentations.


Also the other five open door forum presentations are right there as well. So, you can review some of the discussions that we’ve had previously.

I just want to briefly review our speakers and the agenda for today for the open door forum. We do have an interesting array of topics and speakers. First, Mr. McSwain, the acting Director for IHS, will be giving an overview of the behavioral health initiative.


Next we’ll hear from Dr. Susan Dreisbach from the University of Colorado Health Science Center in Denver. She’ll speak on how methamphetamine abuse is affecting rural American Indian-Alaska Native communities, emphasizing the HIV and hepatitis risk linked to methamphetamine abuse.


Then we’ll hear from Beverly Davis from the Substance Abuse and Mental Health Services Administration, SAMHSA, in the office of the Administrator there. SAMHSA of course is one of our Federal partners that we work closely with. She will give an overview of the Indian Country Methamphetamine Initiative.

She’ll be followed by Heather Dawn Thompson from the National Congress of American Indians (NCAI) which is also one of our partners in the Indian Country Methamphetamine Initiative. She’ll tell us about the toolkit that NCAI has developed.


And then we’ll hear from two Tribal and one IHS methamphetamine programs – first from Kimberly Couch, midwife from PIMC, who will discuss their special clinic for women; then from Jerry Syzmanski from the Colorado River Indian Tribes in Arizona on the Matrix Model Treatment for Meth; and then from Kathy Masis, former IHS physician, who will talk about her ongoing methamphetamine treatment work with the Montana-Wyoming Tribal Leaders Council and their Access to Recovery grant that they received from SAMHSA

And I’m sure we’ll learn a lot from these discussions today. Now, I have the pleasure of introducing Mr. Robert McSwain who’s the Acting Director of Indian Health Service.


Mr. McSwain has been in this position since Dr. Grim departed in September. Just last month Mr. McSwain was nominated by President Bush to be the Director of IHS, and he’s currently awaiting his confirmation hearing with the Senate.


Today Mr. McSwain will share an update on the Behavior Health Initiative including strategies to further integrate the Behavior Health Initiative with his other two health initiatives, the Chronic Care Initiative and the HDPD Initiative.  Mr. McSwain.
Robert McSwain:
Thank you Dr. Olson. Good day everyone. I’m certainly delighted to be part of today’s open forum, the sixth in a series that will be highlighting the Directors Behavioral Health Initiative. I’m looking forward to the presentations today that will focus on methamphetamine reduction.


As some of know I was thrust into the forefront of doing a hearing on methamphetamine reduction for Senator Dorgan a couple years ago. The Behavioral Health Initiative aims to harvest the positive effect of how behavioral health can significantly improve the health and wellness of our American Indian and Alaskan Native communities.


Some of the main health challenges currently facing American Indian and Alaskan Native people are the increasing chronic conditions that are linked to health issues such as substance abuse, alcohol abuse, depression, suicide and other mental health concerns.


Methamphetamine use for American Indian Alaskan natives is 1.7%. In contrast the rate is .7% for whites, .5% for Hispanics, .2% for Asians, and .1% for all African-Americans. Some jurisdictions estimate that 35 to 50% of all violent crimes in Indian country are related to methamphetamine use.


Methamphetamine data reveal a 30% increase in patients seen between 2004 and FY 2005 alone. Although the FY 2006 data are not yet complete, they total number of 8,565 contacts for methamphetamine related contact have been documented, which represents a 15% increase over the FY 2005 contacts.

Suicide mortality among American Indian-Alaskan natives is 1.5 to 3 times the national average for US all (races). Most of these deaths are among the young, age 12 to 25. In 2007 the Division of Behavioral Health provided five IHS Areas with the highest rates of suicide, Aberdeen, Alaska, Bemidji, Billings, and Tucson areas. With $20,000 each to develop an area wide suicide prevention strategy and assist communities in crisis with Train the Trainer training in death and promising suicide provision practices.


We know that suicide rates for American Indians range from 1.5 to over 3 times the national average for other groups. We know that suicide is the second leading cause of death behind unintentional injuries for Indian youth 15 to 24. And is 2.5 times higher then the nation average.


To address some of these concerns, the Division of Behavioral Health has been awarded $14 million in FY 2008 to address the methamphetamine epidemic that is plaguing our tribal communities.


In addition, from that $14 million, $5 million will address suicide prevention. These two major behavioral health related issues have risk factors that adversely impact chronic conditions and are health promotion disease prevention efforts and we’re very thankful to Congress to step forward to assist in this manner.

In June 2007 a new behavioral health work group was formed to further the original alcohol, substance abuse five year strategic plan, and specifically to integrate mental health service recommendations with new ASA recommendations.


This work group is composed of tribal health professionals selected by the 12 Area directors to represent their respective areas. The work group was asked to review the history of activities and accomplishments of the previous ASA work group, develop a five year alcohol, substance abuse and mental health strategic plan and make recommendations to the IHS director regarding the Stevens Bill funding distribution formula. And finally to explore how mental health programs and ASA programs can complement each other to better address behavioral health needs.


Currently, this work group has completed a second draft document of recommendations and will finalize the draft by February 2008. The Indian Health Service will be evaluating those recommendations and will take them into consideration when developing the scope of how the additional $14 million will be used to address methamphetamine reduction and suicide prevention throughout Indian country.


In order to develop a comprehensive plan that can demonstrate effective integration of behavioral health with chronic care and HPDP efforts, the IHS will also seek the advice and counsel from our Tribal leadership to provide Indian health service with guidance as to how IHS can blend community driven solutions with our efforts to further integrate the three health initiatives.


The purpose of my yet to be named Director’s Behavior Health Advisory Committee is to engage tribal leadership in a similar way that our Chronic Care and HPDP advisory work groups currently serve and function to assist the IHS to make positive changes in our Tribal communities in IHS facilities.


And I’ve had the experience of actually sitting with both of those groups and look forward to the same level of effort and activity in the behavioral health initiative. I look forward to hearing from our presenters who are working together for strengthening our Tribal communities and I want to thank you all for being on the call. And now I’d like to turn the program back to Dr. Olson.
Richard Olson:
Thank you Mr. McSwain. The ground rules for the open forum conference call today are that we have six more presenters. Each will have about 10 minutes or so to present. We’ll take up to two questions right after the presentations if folks have some questions, and then after the last presenter, Dr. Masis, we’ll open it up to questions for any of the previous six presenters.


So, we’ll lead off then with Dr. Susan Dreisbach from the University of Colorado.

Susan Dreisbach:
Thank you Dr. Olson. And (Gary) if you wouldn’t mind advancing the slides for me, I’d appreciate that.


So, I’m honored today to be part of this forum and as my title slides says, I’ll be focusing on the HIV and Hepatitis risks of rural methamphetamine users and the implications for the American Indians and Native Alaskans.

If you go to the next slide you’ll see that today I would like to address three questions. First, why are we concerned with methamphetamine use in Indian country? And we’ve already explored that a little bit with the previous presentation.


Second, why are methamphetamine users at increased risk for HIV and Hepatitis infections? And finally, what can the healthcare system do to address methamphetamine use and to prevent HIV Hepatitis and other diseases among methamphetamine users?


Next slide please. The answer to the first question, you can see from this map that the red states are those with the highest rate of people age 12 and older who say they have use methamphetamine in the past year. Most of these red states are also home to large American Indian populations.


Drug distribution organizations tend to have their major distribution pathways along the highways in these red states as well. This makes methamphetamine readily available to some of the larger Indian reservations in the West and Midwest.


If you look at the next slide, you’ll see that there are several trends concerning us that are specific to Native Americans. According to the 2005 National Survey on Drug use and Health, Native Americans are more then 4 times more likely then whites to have used crystal meth in the last year.


From the 2005 Monitoring the Future Survey, we’ve learned the 12% of American Indian 12th grade girls, and that’s an error, sorry to say 12th grade girls, have used meth in the past year. That’s nearly double the rate of their white counterparts, and 2.2% of American Indians and Alaskan Natives who were treated for methamphetamine use in 2005.


And last, but certainly not least, we know that evidence gathered from Wind River Reservation, we have evidence from them that Mexican drug organizations have targeted Indian reservations bringing drug dealers intentionally into the community through marriage in order to establish meth distribution networks led by local Native families.


So, why are we concerned? Because methamphetamine has infiltrated many American Indians and Native Alaskan communities and it is taking a toll on individual families and the community as a whole.


Next slide please. So, what are the implications here for primary care? Well, one implication is those users are at increased risk of HIV and Hepatitis infections. And that’s what I’ll be focusing on for the rest of my presentation.


Though I did want to make note, that repeated methamphetamine use also damages cardiac tissues, increases the risk of stroke, even among young people. It complicates the management of diabetes and decreases the likelihood of patients will come back for appointments and will follow medication or dietary regimes.


And for those who do become HIV infected, meth use decreases the efficacy of highly active antiretroviral therapy and can increase the viral load. All of this strains the medical system, which as you all know is already strained in IHS.


One other primary care implication that I did not include on this slide, but is worth mentioning, is a possible link between meth use and TB. Although TB has decreased in Native communities by about 50% in the past, TB still exists in some Native communities. And we know the drug users, both injection and non injection users are between 2 and 6 times more likely to get tuberculosis.


Whether smoking meth and not eating or sleeping increasing the risk of TB in meth users is not really known, but there have been two tuberculosis outbreaks among meth users in the US since 2005. So, this may be something that IHS providers may want to keep in mind as well.


Moving onto the next slide, I’d like to share and look at what makes methamphetamine users at increased risk for HIV and Hepatitis. And from interviews that we did with 47 current and former meth users in rural Colorado, we discovered three categories of risk factors, unsafe injection practices, sexual behavior and community attitude.


Next slide please. Let’s talk briefly about why individual would want to inject meth in the first place, since this might be something that you would use in part of a risk reduction strategy to get user to at least stop injecting the drug.


We know that injecting is more common in the West and rural settings and among American Indian Alaskan Native groups, with an injection rate for American Indians of about 25% for methamphetamine users.


Among the rural users that we interviewed in our study, they explained that they believe that injecting was preferable because they felt it cleaner. Yes, they believe they removed some of the toxins presence in meth by dissolving it in water and then drawing that solution through a filter such as a q-tip or cigarette filter.

Injectors also preferred injecting over smoking which is the most common form of ingesting meth right now, because they though that vaporizing and inhaling the drug both wasted the drug and their time. And injectors preferred the jolt of the high produced by injecting.


If you look at the next slide, it lists several injection practices that increase the risk for both HIV and Hepatitis B or C transmission. Now we always talk about direct sharing of syringes as a risk, but we actually did not find that to be very common with meth users except for those who were already sexual partners.


Many users actually had a supply of syringes through either diabetic relatives or through themselves if they were diabetic. However, we did find that meth users tended to reuse their own syringes multiple times. And as you can imagine if you were awake for several days at a time and high, it becomes increasingly difficult to remember which syringe is yours.


The most common sharing we found however occurred with sharing rinse water. And this of course was not identified as a risk by most users. A communitive source of rinse water was often used by multiple injectors to rinse blood products from syringes between uses or actually to use it to dissolve the drug.


In a Hepatitis B outbreak among meth users in Wyoming, those who shared rinse water were 22 times more likely to have been infected with Hep B. Some other common behaviors that was not identified as risky by users were using a previously used syringe to draw up the dissolved solution in order to very precisely divide among several users.


So, the take home message here is that telling injection drug users not to directly share needles is insufficient. Warning them not to share rinse water and not to measure and divide drugs with a used syringe is necessary as well.


Now for women, however the message may need to be slightly different since they are at particular risk for direct sharing of syringes. We found that many women are injected by their male partners with the same syringe after the man injects.


Hopefully we can now move onto slide 9 now. And that’s the one that’s discusses those characteristics of the drug itself that contribute to infectious disease risk. So, just warning you, this is the R rated part of this presentation.


Methamphetamine produces enhanced sexual arousers for many users. Ironically though for some, especially chronic and high dose users, the drug makes it more difficult for men to get an erection even though they are highly aroused.


And as we’re all to well aware the internet has allowed liberal access to drug like Viagra and Cialis for erectile dysfunction. So, it’s not uncommon for men experience crystal dick or meth induced erectile dysfunction to take one of these medications along with the meth.


With or without Viagra, meth users agreed that the drug increases their sexual appetite and their sexual stamina resulting in prolonged sex for up to several hours according to many users. This means the risk of genital and anal abrasions and tears is increased making it easier to spread STDs.


Prolonged sexual arousal and stamina also leads to multiple partners, heterosexual or male to male anal sex, all which are risks for HIV and other STD transmission if one partner is already infected.


And not surprisingly the meth users in our study and those in most other studies agree that the focus is on the drug and the sex. Not on safety or on condoms. So, condoms were rarely used by meth users.


Going to the next slide, as this point out women may be exposed to some additional sexual risks associated with meth use. First many women talked about doing things they would never think of doing otherwise. And this most often involved anal sex, having sex with strangers or with multiple partners.


And not surprisingly as with other drugs, women more often then men trade sex for drugs. And this may be especially true for teenage women. In addition, women often don’t have the power in these situations to insist on use of condoms if they want to. So, this means that women who use meth or just have partners who use meth, may be at increased risk of unintended pregnancy, as well as for sexually transmitted diseases.


Going onto the next slide. This may surprise you, but we did find the stigma also contribute to HIV and STD risk. Many rural communities falsely believe that HIV and other STDs do not exist in their communities. Even, there’s some communities have STDs rates that actually exceed those in urban areas like indicates of the Aberdeen area.


Now this is not unreasonable for people to believe this though since these infections are often hidden, not talked about or even diagnosed outside the community. One reason for people not being tested for sexually transmitted infections in their home is that it’s very difficult to have a confidential test when you’re known to neighbors, the receptionist at the clinic or you’re afraid that somebody will notice your car outside the clinic on STD day.


So, this is a challenge your clinics might want to address, making testing more confidential. And all of this reflects the deep seeded stigma, especially prevalent in rural areas that are assigned to those who engage in drug use and in high risk sexual behaviors.


In helping the community to talk about difficult topics, such as HIV, STDs and methamphetamine use and to come together to address these issues, this is the first step to decreasing stigma in the community.

You may be asking as this next slide does, what can we do? The following slide suggests that there are many things you can do as a provider. And that these are things that can be supported by changes within the healthcare system.

First, gaining the skills and taking the lead to take a drug history and then screening for drugs. Second, gaining the skills and taking perhaps an even bigger leap to actually take a sexual history with particularly your younger patients.


Talking as a clinic to develop a system for highly confidential STD and HIV testing, which as I said may involve incorporating risk screening and testing and a clinical situation such as routine prenatal visits, sports physicals for sexually active teens and emergency department visits.


And as the Director’s Initiative suggests, addressing a complex issue like methamphetamine use requires a team approach. This needs to include medical, behavioral health, social service providers, along with Tribal leaders, CHRs and the community as a whole.


This means treating the medical issues along with the underlying mental health issues and social issues, such as poverty and unemployment.


Next slide please. What can healthcare do beyond the approaches just mentioned? Well, the system can help identify places where users might enter the system for other things. For instance, the emergency department and prenatal visits are natural points of entry for young people.


With methamphetamine use cause accelerated dental decay, dentist and dental hygienists may be important to include on the team as well. The medical system can also work with the community to develop a safe system for detoxification, which in many rural communities is now the jail.


And finally, health and behavioral health providers may be in an ideal position to take leadership role in educating the community or at least opening the conversation about meth use, HIV and other STD risks and looking at options to reducing these risks.


And so my last slide, I’d like to just share a couple of quick interventions that you might want to share with the community and these interventions have been shown to decrease the number of use in Native American communities that ever use methamphetamine or other drugs.


And these are strengthening families program and preparing for the drug free years. Both offer multiple sessions for both teens and parents to teach them how to communicate with each other better. And both programs work with parents to help them learn how to nurture their youth while at the same time setting rules, monitoring compliance and applying appropriate discipline.


Both are intended for parents of younger youth, ages 10 to 14. And more information about these two programs can be found at www.strengtheningfamilies.org.


So since I am out of time, let me close by concluding that although methamphetamine continues to be a concern in Indian country, there are many ways that primary care teams -- and I emphasize teams -- can work with the community and their clients to help decrease both meth use and the risk of infectious diseases such as HIV, Hepatitis and other sexually transmitted disease infections. Thank you and I’ll turn this back over to Dr. Olson.
Richard Olson:
Okay thank you very much. We have time for two questions if the operator would open the lines for a couple of question.
Coordinator:
Certainly. At this time if you would have a question, please depress Star 1 on the touchpad of your phone. You will be prompted to record your name. Again, Star 1 to ask a question. One moment for the first question.

Man:
While we’re waiting for question Dr. Dreisbach, I just have a question I think that would be useful for all. You mentioned two programs; the Iowa Strengthening Families Program and the Preparing for Drug Years, would you be able to send that information to me and I’ll be able to post it our website and allow our listen to have access to that link?

Susan Dreisbach:
Absolutely, I’d be happy to do that.

Man:
Very good, thank you madam.

Coordinator:
We do have a question, (Nettie White) your line is open.

(Nettie White):
This is (Fontera Agena) the Administrator for Saginaw (unintelligible) Behavioral Health in Mount Pleasant Michigan and this question might have just asked because we actually missed it while it was being asked, but is all of these materials since they weren’t provided to us ahead of time going to be forwarded to us? The Slide presentations and everything?

Richard Olson:
Yes, I mentioned that first thing off. All of the presentations are on the IHS internet website, so if you go to the IHS website and click on Nationwide Programs and Initiatives, its up in the upper right part of the IHS internet site.


You’ll then come to another menu and you click on the Director’s Initiatives, it’s about half way down the page in the middle. And when you get to the Director’s Initiatives, right in the front of the screen in red, it will take you to today’s forum with all of the presentations there. In addition the presentations from the previous five open door forums that we’ve had are accessible as well.

(Nettie White):
Okay, thank you.

Man:
And if that fails through, you can contact me at (Gary.Quinn@IHS.gov).
Candace Jones:
This is Candace Jones, there’s also a question that was raised from (Russell Johnson) that was on the web access, and I don’t know if you can see that? It asks about trending data about being available for local regions and Mr. (Russell) is from the (Pascua Yaqui) Tribe in Southern Arizona.


And he was asking about availability of data so he can use it for trending purposes.

Susan Dreisbach:
I’d be happy to forward to (Gary) all the data that I have at my disposal. And if others on this call have it, maybe they can forward to (Gary) too and it could all be on your website.

Richard Olson:
Great, thank you very much. We’ll next move to Beverly Watts Davis from SAMHSA who will give an overview of the Indian Country Methamphetamine Initiative.


Beverly are you there? You may be on mute if you are there.

Beverly Watts Davis:
Can you hear me?

Man:
Yes.

Beverly Watts Davis:
Okay, I wanted to just, I want to think everyone, thank you for the opportunity to be here and to say hello to everyone who is on the phone.


The Indian Country Meth Initiative, I think is for SAMHSA has been truly one of, something that we’re very, very proud of because it really bring together many (several) partners and tribes together figuring out how we comprehensively can address methamphetamine.


As with any particular alcohol or drug abuse problem, this issue does not have one solution; it relates to so many other things and does not have any single focus answers. The answers to it must be comprehensive and complex because it is so complex.


And this whole issue, if you go to the very first Slide, and we talk about the entire purpose of the Indian Country Meth Initiative. Working with all of the partners, we are developing national information and outreach campaign. We’ll be developing a culture specific methamphetamine abuse treatment and prevention. 

And we are documenting, this is what’s so very, very key, we’re documenting and evaluating the best and common Tribal use practices. Again in the prevention and education of communities for addressing meth use we must recognize and respect Tribal cultural practices that are in fact working.


And we’re making sure that we’re creating meth awareness through multi-disciplinary partnerships and teams. And that has been one of the most effective interventions we have identified.  This has been a whole multi-disciplinary partnership team approach and they have been called meth taskforces.


I will share with you the partners on this whole initiative as we talk about both at being a partnership of Federal agencies and Tribes. We have the American Association of Indian Physicians, The National Congress of American Indians, The Northwest Indian Health Board, United South, Eastern Tribe Incorporated, One Sky Center and our tribal partners are the most important components of this whole initiative.  We also have Tribes and those are the Northern Arapaho, Winnebago, Yakima, Navajo, Choctaw, Salt River and our newest addition, the Rocky Boy reservation.


The Federal partners in addition to this effort is the Office of Minority Health, certainly SAMHSA, The Department of Justice, the National Institutes of Health and of course the Indian Health Service.


As you move to the next Slide there is going to be a model where you will see a lot of partners working together. And this has truly been on, that Slide one will note that this really best speaks to the effort needed to effectively address meth.

No one comes to us with just a drug problem. And especially with meth, you’re going to see issues that address, and law enforcement, issues that address the family. Issues that effect the community overall and is harmful in terms of the community, we have to address the community related harms.


Certain to the school and to the individual and to that family. And so, what this focus represents is truly a comprehensive community, a task force coalition plan, because again, what we have found and what has proven in terms of best practices in this initiative is bringing all of the various sectors of tribal communities together around the table to figure out what assets do we have? What do we have that is helping to support, protective factors?


What are some of the risks factors that we have in community? And it comes to looking at assets, we may not be able to go onto a website and pick one of the model programs which normally have to be adapted and some that are just not going to be appropriate at all for Indian Country.


But also begin to look at, how do we look at our traditional tribal healing practices? How do we ensure that the government respects those tribal healing practices? Recognizes them as best practices and supports those within our communities as opposed to wanting us to adapt another model from somewhere else?


And that has bee, some of that has happen with this particular project. And I will share with you if you go to the next Slide. As we look at some of the best practices that we have seen from this whole initiative. We are looking at comprehensive approaches.


Again, the focus is on tribal healing practices. The meth taskforce, this is truly unusual in general, but the meth taskforce is being seen as the intervention in of it self, because it again begins to collect all of the collective wisdom of the Tribal community.


The collective practices, the respect of the traditional healing  and getting all of the spectrums of the community around the table to talk about how can they begin to work together and connect all the dots up so that we can begin to truly address the whole issues of meth.

And the fact that as the best practices, this is both a teach approach, a public safety approach and a community development approach because all of these strategies are combined. And very interesting as I will begin to talk about some of the issues, some of the great practices going on, the issues that have been addressed by the Tribes.


One of the key things that people consistently forget about in all of this is truly a community development, economic development strategy that must go hand in hand with a health strategy and a public safety strategy. That must be all woven together to make sure that we are doing a comprehensive focus. Because again, what the Tribes have spoken very openly about is that this is not, the meth is the issue of the day, but in terms of the Federal government often times you will have a disease of the ear.


And what has been very clear from the Tribes is that, what this is for a long term strategy that can address meth this year, because again if we, as community began to effectively address meth, there will be something else. And always there will be the presence of addressing alcohol.

So, these strategies are comprehensive enough to address any issue that is going to be facing the community. And that’s what the strength is here. See, it’s the coalition will not only address the meth epidemic, but it will address other things that are going on that are related to meth as well as things that are not.


And that is many of community development strategies. For example, let me share with all just some of the things that, just some of the wonderful programs that are going in the Choctaw Nation. Choctaw has actually developed; its coalition and has actually developed what is called a National High Program. This really is focusing an additional added value piece to their treatment, that is, their own treatment program that is on their reservation.


And it really focuses on a transformational process and experimental activities and the whole idea of relationship building. To focus in on making sure that there is a rich environment that focus on education, physical activities, the challenge, restorative nature of being able to give back to your community in terms of making amends and moving back into your community, and also making a difference in your community, even though you may have been a person who unfortunately become addicted to meth.


And the bottom line of this whole treatment that they are doing that came out of their coalition taskforce was the fact that they focused in on actually providing treatment that would actually change the way that a person lives and the way that they thought.

Changing how they thought meant that it was going to change their beliefs about life and what that person thought about them. And then the change includes focusing in on assisting people in recovery to be getting empowered from a new found strength.  So, their families, their culture and other significant persons are in their lives.


And again, the focus again, not just on the treatment of the individual because we know that that is the medical intervention of stabilizing the body is obviously effective, we know treatment works, but where the Tribes have emphasized support and movement has also been in the fact of recovery. Because if people in their treatment and their going back, we want to make sure that we are able to support, the Tribal community is able to support their recovery.


If not, if they are not able to change the spaces and the places and the people that they deal with, it will be inevitable that there will be relapse. The Choctaw Tribe in working with this relapse piece until they were able to talk about all of those community support, the enwrapping of the tribal community, around this person, helping to change the consensus in the community as well as with that person. And the family dynamic that they were dealing with because they were not seeing success.


But as they began to work on what we call recovery support, the helping of someone helped to reunite their families, helped to recognize the importance of the community and the tribal healing practices, the culture, the language, the spirituality, all of that community being able to support recovery.


Helping that person get their education, helping them with utility assistance. If there is something that they may need in terms of an emergency crisis in the family such as having the family counseling, all of that becomes a part of both treatment and wellness. And that’s truly netted some very, very, very effective results.


In the Crow Nation, and I love this, they have formed a meth free Crowalition as opposed to a coalition, this is a Crowalition. And in the Crowalition their whole motto is unity in treatment.

And they have been, their taskforce has been the most community involved. This was formed by the Crow tribal council, the housing authority, parents, grandparent, and some are meth addicts and friends of meth addicts.

This really focusing on the coalition becoming the mechanism for both looking comprehensively at what’s out there, what assets do we have, what else do we need to work on and focusing in very, very much not only the schools, but also on the border towns as well.


And so one of the key things that through the coalition was able to accomplish, it was not just a specific area of prevention. Many often times we will see in broader America that people that are going to be doing prevention and the focus on just prevention. And then you will have another, and another community or neighboring community say, well we’re going to focus in on treatment.


And so what the coalition did is bring all these factors together so what you created was a continuum that, were there was an emphasis on prevention and intervention and treatment and accountability to one’s self and to the Tribe.


And with those combined forces what they were truly seeing is that they got great diverse representation in terms of making sure that they also have the criminal justice system at the table.


That they had all the community involvement that even had the youth who shared leadership positions at the table. Their youth have formed their own coalition that had voices for our hearing their cry against meth. And the meth free coalition youth initiative.


And so again what we see is the community coming together in protection itself and solving their problems as a community. And making sure that we’re not creating the fragmented, the fragmentation that often we see when normally addressed.


So as we move to the Navajo nation. The Navajo nation has and namely several sites that are the reservation that are all involved with this. In fact they are online. Nine places within the Navajo Nation that are doing that.


This is the Western Navajo, the Southwest Coalition, the housing authority, the Division of Safety, the local taskforces working under the Tribal taskforces. All of these, all these different places are working together and they all have formed their coalitions within the nations, the Navajo Nation.


And then it’s a coalition of coalitions, which is really just amazing to watch in action. So, not only do you have very close things that are going on directly, like in some of these sites where the meth taskforce is meeting and they’re adjusting their issues, but then that coalition will join other coalitions in Navajo Nation to look at the bigger picture.


And very much active participation by the Office of the First Lady. And so again, they work, the whole goals were to reduce addiction rate. To certainly raise community awareness of meth to create a strong unified voice of “no meth.”

And as you begin to look at those issues, to create again that continuum of prevention and intervention and treatment and recovery support. Not just an impact for the individual, but for the community at large that has been impacted.

And in each one of these as you look at the partnerships and where many of these coalitions are doing, they have each specialized in something. And what has actually happened is that you have coalitions, you know each one is teaching another.


One coalition is focusing in on leadership and they’re sharing all their leadership efforts and how they have begun to really leverage media messages to be able to share with all of their other coalitions around Navajo Nation to be able to come up with their own billboard design and media ad. It has just bee amazing.


They’re doing active efforts. One of the key roles of the volunteers is each one of these coalitions that volunteer for these taskforces are a role that focuses on constantly creating awareness that all types of Tribal events and truly at the schools. They’re doing this during the summer when they have all come together to really do drumming of the summer. By bringing all youth from over the Nation together to be able to do this.


They’re focusing in on truly as I said again, training each other. What they have found that worked, and I will share this with you, is that their best practices have been making sure that there is culturally appropriate and culture relevant education materials that is age appropriate.


Making sure that law enforcement, and normally when your looking at health you don’t normally think of partnering with law enforcement, but this has been successful and has made what they have done very effective because they are sitting at the table helping to work with law enforcement, working with them to talk about arrest, what they can do in terms of arresting meth cookers.


And how to beginning to cover the miles and miles of land where shipments are just dropped off and within 24 hours distributed throughout Navajo Nation.


Getting the community together, and saying that everybody has a place and everybody can play a part of this. That there is a place at the table spending time in the community members, so all walks of life coming in and sitting and each of them have a part in making a difference. And partnerships, partnerships, partnerships.


Their challenge to, as someone spoke about earlier, is about getting data. And working with them to actually begin to look at data and just identifying options of having like national household data and those kinds of things. Being able to structure the types of forums that they are truly so much abet o increase participation.

Using that as a venue to do some structure focus groups and or constantly serving people who are coming out and asking the question, what else do you see? What else do you think is needed? What are you seeing? And being able to create a whole other layer of eyes on this problem.


And people saying, well you know I know that there’s a lot of trafficking going on over there and I have seen this for myself becoming an actual, another intelligent source for both the tribal leaders and law enforcement to be able to address this situation.


With the Northern Arapaho, they have come up with an incredible network system that works. It’s a system of work. And what they have done, again as the Navajo have done a coalition of coalitions, what the Northern Arapaho has done has been a coalition of sectors.


Meaning the school sector has come together to really look at all the things that they need to be doing. Everybody is involved with the schools. These are things that we need to support and then they are coming to the table to meet with law enforcement, who is saying, these are the things that we can do.


Their project is pretty much run by the community that coordinates the activities. And they have focused on eight principles that essentially focus on belonging and wellness and strengthening the family.


Of making sure there are strong connections between youth and adults to grandparents, learning, healing, and the safety of the child and life skills. And they have organized around those concepts and brought again many people to the table. And that has greatly worked in Northern Arapaho.
In the Winnebago Tribe the Winnebago Tribe has actually focused very much on making sure that their goal is a safe and drug and alcohol free reservation. In recognizing what they really needed to do the taskforce was formed by the Tribal council, it had the sanction of the actual government there.


And they have focused in again on looking at all the different sectors and doing coalitions within the sectors. First you have a coalition, the coalitions then come together so that they can create one comprehensive meth taskforce.


And their issues, I mean their strategies have been developing and maintaining a comprehensive strategy to collectively plan and implement as opposed to just one, you know one group or one other is doing something. They are involving folks who may not be law enforcement who are working with law enforcement to be proactive. To look at community risk factors, to begin to move community toward mobilization.


They have worked on creating tribal code changes, working with the cooperation of your US Attorney’s Office, been working drug court and extradition agreements. Working with the FBI and the Victim’s Advocacy Offices.


Employment policies that mirror tribal code, housing to recognize the signs and symptoms of meth that they can actually begin to address where to look for meth houses and to look at education and clean up, especially environmental clean up. And also to look at leadership and community development.

Richard Olson:
Beverly, this is Rick Olson, I’m going to have to ask you to come to a close now because we’ve got five more speakers.

Beverly Watts Davis:
Well, that was my last point. And so again, this has turned out. We have seen this to be a very comprehensive effort and as far as SAMHSA has the most promise for truly comprehensive readdressing that.

Richard Olson:
Thank you very much; that was a superb talk. We’re going to need to move on then to Heather Dawn Thompson from the National Congress of American Indians talking about the Meth Toolkit.

Heather Dawn Thompson:
Do you want me to go ahead and start?
Richard Olson:
Yes, please.

Heather Dawn Thompson:
Okay. Great, hi everybody this is Heather Dawn Thompson in Jackson Brossy from the National Congress of American Indians. I’m going to take myself off speakerphone so it’s a little easier.


Thank you so much for letting us join you today. And what a pleasure to be following up right after SAMHSA. We are one of the members in the Indian Country Meth Initiative Project and we are delighted to be partners in that. And we are delighted to have HHS, IHS and SAMHSA financial support for Indian Country Meth Initiative.


So, I will be short, I know you have lots of other speakers to listen to, but I think they are going to pull up a couple documents on the Web X internet that we wanted to go over with you briefly.


Just quickly for those of you that are not familiar with National Congress of American Indians for a lack of a better description, we are sort of like the United Nations for Tribal Government. Our job is to represent the tribal interest. We were created by the Tribal Governments themselves in the 1940s as a direct result of the Federal termination policy.


The Tribal Government meet three times a year and a representative Congress and during that time period they vote on resolutions much like the United Nations or Congress about things that are most important to the Tribal leaders.


And as you can imagine methamphetamine has the top of that list. And it’s been top of that list for several years. And as such last year our President (Joe Garcia), I guess it’s been two years now, announced our National Methamphetamine Initiative.


And there are three aspects to our Meth Initiative, clearly we’re not healthcare providers like yourself, so there are limitations to what we can and can’t do to be helpful for Indian Country.


And so we focus on three areas. We focus on coordination, advocacy and education. And coordination as Beverly mentioned before, we work very hard on coordinating with all the different Federal agencies as well as the Tribal Government.


And there is always a meth taskforce meeting right before each of the three National Congress of the American Indians meeting each year. The advocacy stuff, I know I’m not going to talk about on the phone in front of all the Federal employees, but we do a lot of advocacy work on appropriations and bills and stuff on the Hill for methamphetamine.


And the topic of today is our education campaign, which we’re doing jointly with IHS and HHS and SAMHSA. There are two aspects to our education campaign.

One is a national media campaign and the second is a meth toolkit. I’m primarily going to be talking about the meth toolkit today. But the national media campaign is being done in conjunction with the BIA, the (Department of Interior) and the Whitehouse, the Office of National Drug Control Policy in addition to HHS.


And we are going to be launching that next month, March at the NCI meeting in Washington DC and that’s a national radio and poster ad campaign that is anti-meth and specific to Indian Country.


There is no national anti-meth Indian Country ad campaign. There are few local ones, but we’re really delighted to be launching a national one with the partnership for a Drug Free America.


But, the topic of today’s discussion quickly is the meth toolkit. And many of you on the phone will probably participant in developing the meth toolkit. And essentially what we all decided was the Tribal leaders were coming to us and saying, we know that its not perfect, we know that a lot of information still needs to be developed, but we need access to what’s out there now. We need it right now in our hands to be able to help us do something about it.


And that’s exactly what we did and what we put together. And I see they have the meth toolkit contents up on the website. And essentially we listened to Tribal leaders, we listen to your(selves) to the federal agencies about what was available and we had several meetings here in the NIC Offices with yourselves, with Federal employees, with tribal leaders where we literally went through all of the different presentations, all the different pieces of information that were out there, all of the posters, all of the presentations, all of the video and pulled out the ones that we thought were most helpful for Indian Country for right now.


I’ll go through the contents of it, but before I do you’ll notice that there are a few things that are clearly not in here. And one of them is healthcare related information. When we started putting the toolkit together, there’s not a lot of information that’s ready and available for treatment specifically in Indian Country.


And that’s clearly what one of the projects that you guys are working on is doing right now. And this toolkit is designed to be flexible and to grow and improve as more information is available.


I can’t imagine doing something more difficult then a song presentation about a visual toolkit. It’s much more exciting when you can see it in person and in color and touch it and smell it and flip through the pages. But I will do my best to describe it to you with the table of contents.


But essentially it’s a factual looking toolkit that is red, that says no meth in tribal communities. And it is very Indian specific and it has the colors of the four directions that decorate it. As well feather, two feathers together as the theme.


And that’s how the whole toolkit goes. It’s not an Indianization of something; it is actually created by our Tribal communities.


And then when you open it up you will see a box inside of it that has all this different information and CD ROMs that I’m going to explain to you. And so now I’m going to go through the table of contents that are actually on the website that you’re looking at.


First, it has some really basic information fro people. It has some color pamphlets that are the methamphetamine 101 that go through the basics about what it looks like, what different items are used to make it, how you identify it, how you know if somebody it using.

It also has the NCAI Meth 101 paper that many of you have probably seen that has a lot of the data that many of you have produced incorporated into it. We tried to pull together the data from BIA, on law enforcement, from IHS on youth, from SAMHSA, mental health issues, and put it all together in one place for everybody.


The second thing that you’ll find in the toolkit is tribal codes and policies. And this has been asked for on numerous occasions from the tribal leaders themselves. As you know a lot of tribes don’t actually have codes in place that make meth illegal. And so one of the things that we first included in here was criminal codes from the Navajo Nation.


We also include tribal employee drug testing policies from the Yavapai Apache.  Once they put these drug testing policies into place they saw that their use in the tribal employees decreased by 50% every single year.


Because of the particularly disconcerting as you know, the White Mountain Apache came and testified to Congress that when they tested their employees, 30% of them came back positive.


We also included an example of exclusion, a banishment code from Lummi. It’s not an answer for all Tribal Governments, but many tribes and their communities are looking into excluding drug dealers from their communities, particularly ones that aren’t originally from the community.


We have guidelines in there from housing counsel about meth lab clean up and sit clean up. And then Poarch Creek has information on creating drug courts. We also included DOI death protocol.


In addition, we also have a media section. And that’s what we’re working on improving right now; right now within the media section are things that are anti-meth, but not specific for Indian Country. There are a series of PSA radio ads that were developed by the Whitehouse off National Drug Control Policy. But there not specific to Indian Country.


The same with the TV ads. So, all of them have been included in the CD ROM right now. But, as soon as our ad campaign is ready in March, this will be substituted out and the Indian Country specific media campaign will be included in there.


The next section of information is educational materials. My favorite part of the educational materials is something called focus cards. And these are long cards, much like a not card that are two sided, that you can leave around places and sort of catch people eyes and they’re specific to each of the industries in our communities, because everybody approaches and interacts with meth in a different way.


So, for example, your agriculture producers and stores are going to have a lot the chemicals that get purchased in their store. And so they need to be made aware of what chemicals people utilize in order to create meth. Where as someone who works in the emergency room is going to have a very different experience. They’re going to be on the users end and be seeing users when they come in and so they need to know about the signs for users.


So, you can see the list on there for the different things that we’ve created that for. Stores, teachers, tribal housing authority, for the lab, emergency rooms, farmers, Ag and each one of them is designed specifically for that community.


The next part was, which is educational presentations and we probably sat and watched dozens of presentations on meth in order to call these specific presentations.


The first one that we included was a train the trainer that the BIA had created for all BIA and BIE employees. Some of you may have actually have seen this. It’s about an eight hour long presentation of pretty much anything you can imagine having to do with meth.


We though this was a good base that people could pick and choose from what they want to include in their own presentation.

The next one many of you have probably seen. One is a video from IHS and (Aberdeen). And IHS and (Aberdeen) was very gracious. Everything that’s put in this toolkit has been donated to be put in the toolkit. And IHS and (Aberdeen) was very gracious in letting us utilize their video of former users and people in the community that have been affected by meth so people could see real life stories. This is particularly good for the students in high school and things like that.


The next one that’s been included in there id the meth effects on the brain that’s been done by UCLA, that many of you have seen which has been particularly good for law enforcement and for probation. As many of you know a lot of women are losing their children even after they stop using meth because their brain function is so low for six months to two years after they stop using meth.


And many people in law enforcement didn’t realize that. So, this has been a particularly helpful presentation for that.


There’s a presentation by (One Sky) Center, which is one of our partners in this project regarding prevention and treatment and then there are some materials for students, which are not in the Indian specific and so we are looking for Indian specific student materials for middle school and high school, but have a series of games, sort of like Jeopardy and things along those lines, and build good skills that’s for the kids in high school.


Then there’s a whole section on activities just for the kids in addition to the ones we just talked about. There’s also a series of stickers that say, No meth in Indian Country, that the really young kids have really enjoyed and liked a lot.

There are temporary tattoos, which have been very popular, that also say, No meth in Indian Country. And then there’s a series of jelly wrist bracelets that say, Don’t mess with me, with a little Indian feather on them that have been particularly popular.


And then last, but not least, we have a series of additional resources that many of you have provided to us and it’s always open to inclusion of more information. There’s a whole list of alternative street names for meth to raise awareness about things that the student might be calling it.


There’s an IHS directory of treatment center, specific to American Indians and Alaskan Natives. There’s an IHS directory on the treatment center for youth. There’s a list of meth grants that are available to tribes and tribal organizations. And then a series of list of other different methamphetamine related documents out there.


So, I spoke a little bit longer then I anticipated and I’m sorry about that.  You can find all this information on NCAI’s website, www.ncai.org. You can actually see pictures of the meth toolkit and what these poster and jelly bracelets and everything actually look like.


And thank you so much for having us today.

Richard Olson:
Thank you very much. I think we have time for a couple of questions. I may ask one. Is your distribution of this toolkit, what the plan is for that?

Heather Dawn Thompson:
That’s a great question. We have had about 700 orders already. The BIA and BIE have ordered one. They’ve ordered several hundred, I’m not sure if it’s going to every single office, but they have a wide distribution.


The rest of the orders have been to tribes themselves, tribal organizations. A lot of local health organizations. And that’s primarily where it’s gone thus far. We are subsidizing the cost of the toolkit as much as we ca. They actually cost about $150 each to produce, we use some of our HHS grant money to subsidize that and we sell them at $130 or $135 I think.


So, we’ve also put all the materials that we can on our website, so that all of these different presentations and stuff can be downloaded for free.

Richard Olson:
Terrific. Any questions? Operator if you could open up for questions.

Coordinator:
Certainly. Again, parties Star 1, should you wish to ask a question, Star 1.

I have no questions at this time.

Richard Olson:
Okay, thank you.

Coordinator:
Excuse me, we just has a couple queue up, one moment.


(Martha Bernside) your line is open.

(Martha Bernside):
Hello, I have a question. (Unintelligible), I did go to your website and (unintelligible).
Heather Dawn Thompson:
I think the question, can you guys hear me?

Woman:
No, it was difficult to hear the question.

Heather Dawn Thompson:
I think the question is asking fro where this is on our website.

(Martha Bernside):
No, I’m actually on the website.

Heather Dawn Thompson:
Okay.

(Martha Bernside):
And I filled out the order form, so that’s all I would need to do?

Heather Dawn Thompson:
Yes, that’s all you would need to do. And Montana State University, just in case you guys get a call from them, is our partner in outing these together. And they would call you and ask you precisely what you want in your toolkit and make arrangements to get them to you.

(Martha Bernside):
Okay, thank you.

Coordinator:
Our next question comes from (Evalina Murphy) your line is open.

(Evalina Murphy):
I believe I was just going to be asking the confirmation website, www.ncai.org?

Heather Dawn Thompson:
Exactly, ncai.org.

(Evalina Murphy):
Okay. Thank you very much.

Richard Olson:
Thank you very much. We’ll move on now to Kimberly Couch from Phoenix Indian Medical Center talking about their Special Care Clinic. Kimberly?
Kimberly Couch:
Yes, thanks for letting me talk to you guys, I appreciate it. Its Kimberly Couch, I’m one of the nurse midwives and the Director of midwifery Services here at PIMC.

And we here deliver about 990 deliveries each year, babies each year with eight CNMs, eight MD and about 90% of those babies are delivered by the nurse midwife, 10% are high risk, delivered by the MDs.


We have had approximately 160 positive urine drug screens for various substances, but most, the biggest prevalence of course, is methamphetamine. We have a level two nursery. We maintain an active case load of about 800 prenatal clients each month, 725 seen by the CNM, 75 by the MDs and sadly 5% of those are in our special care clinic.


We projected for 2007 and we are right at this mark based on our calculations so far to have 168 positive drug screens on admission for labor and delivery. That means 168 babies to be taken away from their moms and 168 families already to be struggling to be fragmented, disrupted because many of these children are then of course removed by CPS.


Next Slide. We have been in operation for over three years with over 400 participants. The break down appears to be about 70% are substance abusing, 30% have other diagnosis and usually they’re co, you know the share many of them, depression, anxiety, domestic violence, bipolar disorder, schizophrenia, developmental delays and homelessness.


Most of the drug in order of the way that they seem to fall in the ranking order is methamphetamine first, marijuana, crack cocaine, alcohol, and narcotic opioide use. About 40% of those are (Percocet) or type of narcotics.

We have noticed that in our OB unit maternal effects seem to include tachycardia hypertension, muscular excitability and most profoundly its abruption, it’s separating the placenta from the uterus shortly after the initial use of the amphetamine or cocaine.


Early if meth is used early in pregnancy the patient will often experience a spontaneous abortion, but if it’s used mid to late pregnancy usually the consequences are massive hemorrhage with potential death of the mother and baby.


This is usually preceded by vaginal bleeding and unfortunately because of their perception of the severity of things is so disrupted; they often don’t perceive even a small amount of vaginal bleeding as to be a problem. We just had this occur just within the last month. Patient presented saying that she had had a little bit of bleeding and on admission, her hemoglobin was actually three.


So, with a baby who was not alive and a mom who received massive amounts of blood replacement for her hemorrhaging going on. Fetal effects, (intra-uteri) and growth restriction, 30% of all babies who are exposed to meth and cocaine are intra-uterine growth restricted. They suffer from placenta insufficiency, meaning poor nutrition in and poor out and poor, they can get rid of their toxins and their, what am I thinking here, anyway they can’t process that stuff out.


We see an increase in fetal tachycardia, hypertension and fetal stroke. We have an increase in birth defects in these babies, cardiac defects, spinal bifida, skeletal abnormalities, and (gastroschesis). Cocaine users are four times more likely to have these problems. And meth users six times more likely.

Our babies are often born premature and small for gestational age. They have small head circumferences which equates to small brain. They have learning disabilities, go on to have ADHD and developmental delays.


These babies are often lethargic, poor feeders, very irritable, some with seizing. So, how did we begin? Well, first of all it started with staff concern and there are a lot of us being 16 providers, we were all treating these patients in different fashions. And we all had different consultations we made and things. And we decided we really needed to pull together and develop one standard method for treating these patients.


We had a lack of knowledge of what, if anything worked. We just had no idea how to go about making an impact in our department. But we had a strong desire to protect these babies and these moms and we were feeling just over whelmed by the losses and things that were occurring on our unit.


So, we began meeting, May 2003 and we formed a workshop and we tried to include everybody we could think of who would be impacted by methamphetamine, the nurses from the OB ward, women’s clinic, our nurse midwives, social workers, substance abuse counselors, public health nurses, case management, pediatricians, and the list went on.


There were ER physicians and anyone we could of think of that in primary care -- that might identify these people and get them to the right and appropriate place. You know -- next slide.


We know that pregnancy is a powerful motivator. And when you -- and it’s a time when we can find people very receptive to treatment. If you are able to get away from meth during the pregnancy, we know that they will often carry on over until they’re not pregnant. If we can just break that horrendous cycle, hopefully we can decrease the amount of relapse that they have. Next slide.


Behavioral risks associated with methamphetamine you all have covered very, very well in this presentation -- compulsive sexual behaviors, multiple partners, selling sex for drugs, high rates of STD, Chlamydia, HIV, AIDS, gonorrhea, syphilis, hepatitis A and B -- I’m sorry, C and B -- criminal behaviors and unfortunately unintended pregnancy. Next slide.


Substance abusing women who are pregnant are viewed pretty much by society as the lowest kind of person, and even less than criminals. They really just are seen as, you know, bad people. And they’re often cast aside by their families and society.


Usually the only support people these women have during their pregnancies are the men who are usually the ones supplying them with their drugs, because of the promiscuous sexual behavior they display when they’re using. So we decided we needed to come together and make this a genuine support system, other than their families because we didn’t know if we could count on that or not.


And we developed a way that we would begin to screen and to find these people. So we decided that those patients of course who presented to our unit with no prenatal care or late care ‑‑ meaning they showed up somewhere after 20 weeks.


If they were having poor weight gain or weight loss, they were emaciated, they had a history of substance abuse in their prior records, if they had a self-reported history -- in other words we hand each patient a questionnaire. And they’re asked to fill out, you know, various questions about their whole lifestyle and their -- what risk factors may be there for the baby, and it includes on there drug abuse.


And very surprisingly enough, they’re often writing it down. So we get a lot of our information from those questionnaires. If they come present to our triage units with vaginal bleeding, premature contractions, they have a history of other children being removed from the home, or they are obviously intoxicated or using, those people begin to get drug screened.


Any patient then that is positive is placed in our special care clinic. It started out as just one provider, one nurse midwife seeing patients one afternoon per week. We are now to two providers, full one day a week also on Thursday. Two providers are in clinic seeing patients for the full day.


These patients often have longer appointments, you know, usually 30 minutes in order to do all the teaching that we need to do, and to make sure that they’re getting ample time to get enough support. And social workers and substance abuse counselors are actually brought to our clinic.


We no longer send -- we used to send them off to a, you know, a clinic across campus. And the directionally challenged never found their way over there. So they would -- we were missing a lot of opportunity with these patients. So we actually now bring our social workers and substance abuse counselors to the clinic.


And we walk them from one room -- after the provider has seen them -- to the next room so that they don’t get lost. We go over the - we go over with these -- information with these patients as soon as we admit them into the special care program. And we talk to them about how we’re going to get started.


And we want an agreement with them to participate in the special care clinic. And our desire is for them to get clean, to get counseling sessions that then they know that they’re going to have urine drug screens each and every time they’re seen in clinic.


They are going to get gifts and incentives for participating and making sure that they’re there at their visits on time, and that they’re, you know, they’re showing up, and that our goal is for them to stay clean and continue with the above throughout the pregnancy and then beyond.


Right now we are lacking a post-partum part of this program. And it’s being developed to be able to get them in and follow them post-partum. Right now Social Services is the one who follows up with them.


I’ve included for the next slide the actual agreement that our patients sign with their date and name, so that they know that they will receive gifts for themselves for each baby and -- they actually get two. They get one for the baby and one for themselves.


But they agree to see the social worker with the plan and to continue on beyond that. They agree to drug testing whenever asked by the nurse midwife or physician. And they get a list of -- we actually give them little cards where they get a copy of their drug screen. And we try and tell them that this isn’t used to penalize them. This is really used to help them.


Because if we can say that they’ve been positive once or twice, but the majority of the time they’re negative, this helps them and their CPS -- the child protective issues in making sure that, you know, they’re being put into the appropriate program. Then each and every time they are seen and they have three negative urine drug screens in a row, they are given a gift certificate at local vendors, an in- kind of thing. Let’s see. Next slide.


Heavy meth users we often consider residential use for, and we try and get them into some other community programs here. If they’re positive for drugs but it appears to be more of a just recreational or not a heavy use, we then give them weekly visits with the midwife and two or more visits with the social worker per week. And that is very -- some patients are seen almost daily. Other patients are -- can eventually be backed off to every two weeks or so.


The next slide talks about studies done by Elk and Spiga regarding cocaine dependent pregnant women. And it talked about using monetary incentives for decreasing the level of cocaine use. And those patients remained in treatment until delivery for about 16 weeks. And the compliance with the prenatal care was high with a mean of 72.5%. So we used Tip Number 33. The next slide.


And maternal desire not to harm their developing babies. And we developed a reward for drug abstinence programs. We solicited community help from different church organizations and who now knit and sew layettes for our babies. They provide -- oh just boxes and boxes of baby items and mom items, things that they can use after pregnancy and during pregnancy to help build up their supplies to get ready for this child at home.


So the baby is not going home to an environment where there’s, you know, no clothing, no baby food, bottles, things like that. We also provide vouchers for retails outlets, which are -- you’ve seen the form of, you know, between $10 and $20 to Target, Wal-Mart, local stores around here where they can go get groceries and food and such. We’re also providing them with bus ticket fare ‑‑ ticket back and forth to their prenatal appointments, and to their social services visit. Next slide.


So for every three negative drug screens, they’re rewarded with a gift certificate. However, positive drug screens are not treated punitively. We just see them a little more frequently until we get them back on track. We try not to make a negative place to come to.


We never want them to feel like this is not a safe place. It’s often the only safe place they have where they get some positive feelings and hugs about themselves. We make it as accessible as possible. They’re seeing the same providers. Next screen.


They’re seeing the same providers every time. So we try and keep the nurse midwives consistently to the same ones, so that they do not have to explain things over and over. We make sure that they have access to those providers outside of here, too. So if something comes up they have a way to contact those providers to get right with them. The next slide is the NIDA study -- I’m sorry. The next slide.


And most important about this -- you can read that one on your own about poly-substance drug using -- is that women who decrease their drug use at least 50% from intake gave birth to infants with longer gestational periods, higher birth weights and larger head circumferences.


So although we never tell our patients our goal is to simply decrease it by 50% -- it’s to decrease it by 100% -- we are very, very satisfied when we can get them to use half as much as they’ve used in the past, because we know that the -- we’re making an impact with that. So if we can get half or better, we know we’re doing something.


Now when we’ve done evaluations -- next slide -- with these patients, we still lose some to follow-up. That’s I just part of their whole process, the disease process. But 50% of these patients rather than just being drop-ins are now getting four or more prenatal visits with as many as ten, which is what the national -- what normal or non-using pregnant women are seeing is ten visits.


We’ve developed a good rapport with these patients. They’re coming back for their annual exams and for contraceptive planning. Many are drug free. Others will occasionally lapse and they often report better lapse, you know, better less frequency between lapses. So that’s at least -- we’d see that as a positive. And studies included some of the comments from our patients who have completed our program.


“I can’t believe I’ve done this -- gone without drugs. It helped me to realize I’m going to be a mother, also how to take care of myself and my baby, it helped me to quit and not use when I was pregnant. It helped me the most to be screened and drug tested. It helped because they did not judge me. The social worker and the OB people and the doctors -- they all helped me want to change my life for the better. Thank you for helping to keep me to stay clean, keep me clean by encouragement.”


Our second -- next slide -- our second phase is to now somehow figure out how to impact our drop-in deliveries, which account for another 100-200 deliveries a year for us. These are people who have had absolutely no prenatal care, but show up positive for urine - with positive urine drug screens and babies positive in their meconium screens.


These babies are almost always removed and placed into foster care, which is an emotional event and often plunges the mom deeper into drugs. And families get angrier and it’s just a vicious, vicious cycle.


So we’ve established a database of these drop-in patients. We’ve had a nurse midwife now directed as a case manager just specifically for these patients. We are encouraging contraception. We try and track them down if they don’t keep their post-partum appointments, or if they’re not refilling their birth control methods. We try and keep in touch with them and try and prevent another substance exposed baby the next year.


Our future plans for this next phase is an onsite GED program, onsite support groups for substance abusing women, Native American prayer, parenting program, aftercare groups. And the graduates we would hope to be continually involved to mentor others.


Most importantly if you guys are going to do this, you need to form a multi-disciplinary team. You need to use a known treatment protocol. Market your program to all departments of your hospital, because we get referrals all the time from primary care, from the ER, from other places besides just us, dental who are seeing these patients crop up.


We use a non-punitive, non-judgmental approach. We’re basically big cheerleaders. And we’re basically big cheerleaders. And we jump up and down and give lots of hugs. And we use pregnancy as a motivator.  A motivator that we celebrate every single success, whether it’s a slip and they’re back on track again.

Well that’s my presentation. And that’s a little bit about what we’ve done here. And we’ll be glad to share it with anybody we can, or how we went about getting it established in other communities. We’ve done some lectures out at Peach Springs, Parker Regional to help them get their programs initiated as well. Thanks.

Richard Olson:
Great. Thank you very much, Kimberly. I think we’ll need to move on to our next presenter, Jerry Szymanski, from the CRIT tribe in Parker, Arizona. Jerry?

Jerry Szymanski:
Hi. Thank you for the opportunity to present. I’m actually -- last week was my last week at that tribe. But I still wanted to present this. Can you advance the slide, please? Okay. So my name’s still the same. But the rest of the information there is not correct. Next slide, please.


Okay. I just wanted to go over a brief history and kind of some of the obstacles we encountered, so if anyone else wanted to do this they could avoid them. How we went about integration -- some of the accomplishments and then the challenges we had. Next slide.


Prior to 2007, the behavior health and substance abuse programs were two separate programs. And that caused confusion for the clients. They’d had to do two intakes. There were two charts. There was confusion about compliance, because compliance reports would go to the courts from one program and they were compliant, and the other program saying they’re not compliant. And that would confuse probation officers.


Behavior health billed for services and the substance abuse program did not bill for services, and that was because behavior health was actually house in the brick & mortar of IHS, and other subsidies program was not. But later on a letter I had from Oklahoma that allowed them to bail out of the brick & mortar by IHS. And so we used that for our state Medicaid system. And they allow us now to bill out of the brick & mortar by IHS. Okay. Next slide.


Before 2007, the freedman’s choice for subsidies was residential treatment. And that slide actually should say 18% in 2005. And that was measured by the placement coordinator, who would follow people up 30 days after they got back from treatment and see who was still clean and sober and who wasn’t.


And 18% was pretty low. In the after care treatment, the intensive of what they called intensive outpatient was just one two-hour meeting held once a week. Next slide, please.


And then the inpatient treatment was expensive. It was either paid for by the tribes or by IHS. Again, the substance abuse program did not fill, even though they had licensed counselors, brand of services provided. And some of the problems were difficulty recruiting and retaining independently licensed staff, because in order to bill Medicaid you had to be independently licensed. Next slide, please.


From January to May of 2006, there was no BHS staff. In May some local therapists from a private practice contracted with the tribes, and then three of those therapists accepted positions when the pay scale was raised in August. And that really I think was part of the problem is the pay scale was so low they couldn’t recruit people out, especially with the price of gas and people having to drive in at the former pay rates. Next slide, please.


As I said, three people were recruited and I think that helped. In the past they had brought in people just out of school or just one person at a time. And when we - the three of us started, there was a waiting list of over 150 people because it had seven months with nobody.


And that would be overwhelming. That was overwhelming for three of us, much less if they just started somebody who was brand new and just one brick right out of school. In between August 2006 and 2007, nine licensed mental health and substance abuse professionals were hired, six now of whom are still employed.


And part of that was increasing the pay rate and flexible schedules. People that were driving in from out of area were allowed to work 4-10. Everyone was given a day off a week -- not a day off, an hour off a day in order to exercise. So we made it a pleasant place to work and people wanted to come here.


We did some of the recruiting by just calling up therapists we knew, and asking them if they knew anyone looking for a job, because we really wanted independent people because they were allowed to bill. And then in August in 2007, we really looked at the program -- what was working and what wasn’t working. The two separate programs just wasn’t facilitating good client care. Could you go back one slide, please? Oh forward, sorry. And the next one?


Okay. And then when we looked at the residential treatment of 18%, we thought that was really low for treatment. And there were some professional animosity. And it was between the substance abuse counselors and the masters level counselors, so that needed to be addressed. And then we needed better cooperation between behavior health and substance abuse. Next slide, please.


So we moved. We had a new executive director and we moved behavior health and substance abuse. They were integrated into one program. And the people came in. They only did one intake which really helped so they could do an intake. They had one chart which helped with the filing.


And then they received one integrated compliance report, so the courts received it. And on there it said they were attending their mental health appointments, and also their substance abuse appointments. So there were two separate sections on the same compliance report. But it made more sense than the courts getting two different compliance reports. Next slide, please.

Woman:
Could you speak up just a little louder, please?

Jerry Szymanski:
Okay. Sure.

Woman:
Thank you.

Jerry Szymanski:
Part of the problem was professional animosity. There were some mental health counselor who, you know, had Masters degrees and felt like they were outward superior, because they had advanced degrees and more formal knowledge.


And then the substance abuse counselors felt like they were superior because they had real life experience, and they could directly related to the client. And both of those things are important. And we needed to work together and get over those professional animosities. Next slide, please.


So we just had frank discussions. We just put everything out on the table, had everyone meet together. And then the mental health counselors and the substance abuse counselors all worked together, to develop the nine hour week intensive outpatient program.


It was based on the matrix model. So in order to get more buy-in from the rest of the reservation, we had two of those CPS workers and a probation officer all attended the matrix model training. And it was a matrix model training for Native Americans. And I had previously gone to a matrix model training not for Native Americans.


And the only difference was at the end of the Native American training, that they gave us a bunch of handouts that had feathers on them. And so we were a little disappointed that it wasn’t specifically for Native Americans. It was just basically the same training with just handouts at the end given. But the matrix model itself is a good program. The next slide.


We decided we just had to set a date to -- so they called it D day -- of February 5. We advised the other departments of the date. And as the day got closer even though we’d worked out some of the things, again the staff started to become resistant because they were going to have to work after 5 o’clock, in order for people to, you know, who had jobs to be able come.


And then we have each group co-facilitated by a substance abuse counselor and a mental health therapist. And again we had that problem with that -- the two different professions not wanting to work together. Next slide, please.


So we were able to work through that. And then we had our first day and only four clients showed up for the group. And they were really angry because before they’d gone to -- their intensive outpatient was two hours a week. And the idea of having to come nine hours a week -- they were upset. They kind of rebelled. They said that they didn’t have to be there.


So we ended group really early and we just told them you only have one homework assignment, and just, you know, go find out from the court if you have to attend nine hours a week or not. And if you don’t, don’t come back. But all four people had contacted the court and we had been contacted by the court, letting them know ahead of time what we were doing. So the next day all four clients returned. Next slide, please.


There were success rates. In 2005, the treatment of choice was residential. And that was at -- the rate of success was people 30 days out, whether they were clean and sober, and the cost to the tribe over the years was hundreds of thousands of dollars. And it didn’t generate any revenue.


In 2007, we moved to the intensive outpatient, the nine hour week treatment. And the rate of success was 50 to 60%. And we came up with that as people that were in treatment, the counselors sat down and they went through each client. And they would figure out if they were certain that person was clean or not clean. And that always ranged about 50%.


Then there was about another percent that they - that the client themselves was reporting it clean. But there was some question whether they were or not. And then the other 40% were people that well we were sure were using. The cost to the tribe for the intensive outpatient was none. And then the revenue generated was hundreds of thousands of dollars. Okay. Next slide, please.


You see that we increased the average number of client hours provided. So those are actually increments of 50. So in 2006, the average number was less than 50 hours. And in 2007 it was almost 500 hours. 2005 was a little bit higher. But in that year they had counted case management as a service. So it was artificially inflated by the case management, where the 2006 and 2007 were direct client hours. Next slide, please.


Okay. And you can see the revenue generated. And this is third party billing from the Alaskan and Native American Indian Direct Reimbursement Acts 2000. You can see that prior to 2007, they usually only had one or two therapists that were independently licensed at any time.


And the billing ranges around 66 - well an average of $66,000 for those years. That access is in increments of 200,000. So by getting to nine at one time -- nine independently licensed staff each billing third party billing, we came up to almost $1 million and it was like $989,000 for 2007, which is of course a lot more than the years prior. Next slide, please.


And then the benefit -- the cost benefit analysis for the salaries -- the estimated yearly revenue generated for therapists was approximately $150,000, for therapists that they would generate for third party billing. The estimated yearly salary and benefits for therapists was approximately around $60,000.


It was about $10,000 more for Masters level therapists and about $10,000 less for substance abuse counselors. But we had one substance abuse counselor for every mental health counselor. So it worked out to be about $60,000 per year. And then the net profit was about 80 -- just over $80,000 per year per therapist. Next slide, please.


(Dan), I just included this. This is the letter that Oklahoma received from their Medicaid that allowed them to bill outside the brick and mortar of their facility. And we were able to use this letter and we presented it to the Arizona Medicaid system access.


And they, after reviewing this letter, allowed us to bail out of the brick and mortar eye test, which was important because if we have a really small space but there wasn’t enough room for all the therapists. So by being able to bill in another building also increased our revenue. Next slide, please.


Some of the challenges included like I said the lack of space. We only had a small area in the eye test hospital.  Integrating the programs -- now it flows really good and really well. But at first it was a problem. Increasing the pay rates -- that brought some resistance. But once we increased the pay rates to account for people’s travel and we were able to recruit people.


The morale of the staff -- bringing up the morale. Some of the substance abuse counselors didn’t because they’d worked there a long time, and didn’t see a real improvement in what they were doing and the people that they were serving. They had kind of given up that treatment worked. But then morale actually improved once they saw that the matrix model was working.


The lack of independently licensed therapists -- that’s still a problem. Getting independently licensed therapists to a rural area is just difficult. So again the recruiting was higher pay and then offering flexible schedules and some time to work out.


Retaining independently licensed bachelor’s level therapists -- that’s even more difficult. And once someone’s independently licensed, they usually move to a larger area. They tend to go to rural areas in order to get their experience to become independently licensed.


The lack of support staff -- they’ve gone from having one or two therapists to having nine therapists, but the same amount of support staff. And there is five times as much billing, five times as much paperwork and there was no increase in the amount of support staff.


Another one of the problems was a lack of travel involuntary commitment code, so people that were suicidal there was no way -- like in the state of Arizona if you’re off the reservation, Title 36 Involuntary Commitment if someone is suicidal. We didn’t have that. They don’t currently have that on the reservation.


And then the lost revenue -- everything was done by hand prior -- well it’s still done by hand 2007. So with that much billing it was difficult to keep track of. Need deny claims -- so if something was denied because Medicare should have been billed first, and then we needed to bill Medicare and then get denied from Medicare and re-bill Medicaid. That wasn’t done because we didn’t have a good tracking program so all of that revenue was lost. Next slide, please.


And then this is our intensive outpatient schedule. We started it originally with just an evening group. Early recovery and stages of recovery, and then we threw some 12 step, because 12 step is shown when it’s started at the same time as a treatment program. It tends to improve the success rate.


We have some relapse prevention on Wednesdays at 5 - or 6 o’clock. If anyone in the family want to come and they want to learn about recovery of family member, typically family members don’t join. But occasionally people do.


And although we started out with four people in that group, it grew to over 20 people. So we started a morning group. And the morning group we shifted that Tuesday through Friday. We didn’t have a Friday evening group because we figured people wouldn’t come in the evenings on Friday.


And the morning group got up to about ten people. And the evening groups were right around 15 people. And then after people completed the four months of intensive nine hours a week outpatient, then for another year there was a social support group. And that met at 2 o’clock on Friday. Next slide, please.


One of the other things we were able to do is we were losing people. They would get sent to detention and then they were released in their court ordered treatment. And they never showed up for treatment. So we started having therapists go down to the jail.


And we used the - a Hazleton model, a living in balance model. And the therapist would go down there. They would meet with the clients. They would do individual as was requested. And they would have these groups down at the jail. And they got a - received a high participation rate I imagine because folks in jail were kind of bored.


And once they developed that rapport with the clients, then the clients tend to show up for group once they were released from detention. So just having someone down at the jail a couple days a week, really improved the number of people who were released from detention and went to treatment. Next slide.


That’s it?

Woman:
That’s it.

Jerry Szymanski:
I talked really fast. I get done in the ten minutes.

Richard Olson:
Great. Well thank you, Jerry. I think we’ll move on to Doctor Masis as the last presenter, and then we’ll open it up for questions after Kathy talks. So Kathy, go ahead.

Kathy Masis:
Hello?

Richard Olson:
Yes. We can hear you now. Go ahead, Kathy.

Kathy Masis:
Okay. This has been really instructive, this couple of hours. Thank you. I’m speaking as the Project Director of the Rocky Mountain Tribal Access to Recovery SAMHSA grant, called Rocky Mountain Tribal Access to Recovery. And it’s -- next slide. It’s a collaboration of ten tribes in - or Tribal organizations in Montana and Wyoming, and five Urban Indian centers. Next slide, please.


The access to recovery is - grants were first awarded in 2004. It’s a presidential initiative. And there’s three focuses -- client choice so that the client is not told, “This is where you go because you’re a client of ours.” They are given a choice.


And another important element is expanding access. And you might remember this in 2004, when faith-based programs were first awarded federal funds for substance abuse treatment. It was very controversial. It still is controversial.


It is one of the aspects that are attractive to the reservation and Urban Indian communities that are participating here in Montana and Wyoming. And increasing capacity, which is the -- I can see that happening already. Next slide, please.


The emphases which are important to our tribes are that it’s cost effective, and that emphasis is more on outpatient as we were just hearing about -- intensive outpatient instead of residential without follow-up, which hasn’t been successful. There is a GPRA outcome measurement that comes with the federal funds. And so we are going to have very good outcome data. Serving a large number of people goes with it being cost effective.


And I’ll skip down to the end where it says recovery support services. This is the building a recovery community, which is an initiative that’s sort of sweeping the country. And it does make intuitive sense. We have known that it’s about where the person - what kind of support the person gets after they come home that makes a difference. There’s research that very strongly shows that.


And the recovery support services are less expensive than a $400 or $150 a day residential treatment. The ATRs that were awarded in 2007 Congress put 20 - designated that $25 million of these funds had to be spent by SAMHSA for methamphetamine clients. So we are tracking, as are all of the awardees, the funds spent on methamphetamine. And also we’ll be tracking the outcomes. Next slide, please.


So there were actually 18 states, the District of Columbia and five tribes or Tribal organizations. Cherokee, South Central, Alaskan Native, Inter-Tribal of Michigan and Montana-Wyoming Tribal Leaders Council are all new grantees.


The California Rural Indian Health Board was the only Tribal organization in 2004 that was awarded. And they did a good job and they are -- actually we got a lot of help from them. This was pretty rough, that the first time around this new funding stream I was going to tell you a little bit about it.


So we’re really appreciating CRIHB making a pathway for the rest of us. We got $1.9 million per year in here at for Montana-Wyoming. And it’s a three year grant. $1.2 million of that goes directly to client services. And I think I will put this in right now. I don’t know if I have a slide on it. But it’s not the usual kind of funding, where there are like subcontracts to the 15 participating tribes in Urban.


All of the funds of the $1.2 million for services are in a voucher system, which is electronic. And we will be starting putting out vouchers in February. So the first several months has been bent on getting the voucher system designed and doing the training. And we’re pretty enthusiastic. We’re very proud of the system we have. Next slide.


So the governing body is the elected Tribal chairs of the tribes in Montana and Wyoming. And our technical advisory is the directors of the Tribal and Urban chemical dependency programs in Montana and Wyoming. Next slide, please.


There’s an entire continuum of care that’s fundable through the vouchers. The emphasis will be on recovery support wrap-around services and outpatient services. I guess let’s go to the next slide.


I want to talk about recovery support services. These are non-clinical. And one way that I describe it is this is - these are services that support people in learning to live free of alcohol and drugs, for which you don’t need a license to provide. You don’t need to be a licensed behavioral health, as in social worker, chemical dependency counselor.


This is not what - this is not treatment. And some examples are up here. Yes, you do have to have a license to drive -- a driver’s license in order to be providing transportation to treatments. And for childcare we want certified childcare providers. But this is also can be thought of as peer support. And the list here is - are just from examples of categories.


And each tribe is designing right now their recruiting, their recovery support providers. And they’re designing right now what their first take on what it is that their clients have needed for years, that they wish they could have funded but that the kind of funding that they get from state or Indian Health Service -- Medicaid for example -- does not cover. And it’s going to be really exciting to see what these look like.


The next slide shows some of the specific recovery support services that are going to be funded here in Montana and Wyoming. And a sweat lodge is one of them. White Bison, the Warrior Down Program has been successful here. That’s eligible.


Tribal language classes, GEDs, not only vocational training but getting prepared for vocational training, life skills. And then clean and sober recreational activities, food -- you can pay for food with this funding, cultural mentoring. Next slide, please.


And now I’m describing here how exactly specifically how we access the funds through the voucher system. But I think I’m going to go through this kind of quickly, because we’re reaching the end of these two hours. And we’re available here on the next slide.


I’d like to point out the - our Web site, www.tribalrecovery.com. And you’ll see the different icons there. One of them is the place where the access to recovery Tribal or Urban case manager goes in and will be - in February will be accessing the voucher management, and requesting funding which be an electronic voucher that goes to the provider of the services. See the case manager enters the client’s choices -- next slide.


This shows how a young client -- we’re starting with serving adults. The client has an assessment, and then is given choices for clinical treatment that are appropriate to the ASAM level of care from the assessment. They can also choose recovery support services without choosing to get clinical treatment. And I’m summarizing it here.


This is a client centered kind of program. I think you can -- I’ve shown that funding is through the voucher system. Treatment and recovery support -- we think that the recovery support is going to be the key to success. And there’s a secure Web site with which the programs access the funds for the treatment.


And the funding can go to their local program. If the client chooses to go to the Tribal or Urban program, then the voucher would be for their own program. And we will be learning how - we will be learning about third party billing. Some of tribes and Urbans that aren’t third party billing already will be getting an infrastructure to do that through this grant. Next slide.


I wanted to point out how this - what this has to do with the director’s initiative. These are tribal programs. The health promotion and disease prevention at the Indian Health Service will be working with recruiting clients, and also helping to develop the recovery support services locally. Next slide.


We’re going to have an increase in options. And we think that we’re be bringing in participants that have been attracted in the past to clinical treatment. And let’s just go to the next slide. So we’re available for more information. Oh the phone number is on this slide, and also the Web site. So please contact me if you’d like more information. Thanks. I’m done.

Richard Olson:
Great. Thank you very much, Kathy. We’ve got about on my clock here about eight minutes until we wrap up. So Operator, if you’d open up lines and we’ll take questions for any of the presenters for the next eight minutes.

Coordinator:
Certainly. Again, star 1 to ask your question.


Our first question comes from (John Dorsima). Your line is open.
(John Dorsima):
Actually it was just a technical question. We kept losing activity. But that’s all that was. Thank you.

Coordinator:
Our next question comes from (Robert Wise). Your line is open.

(Robert Wise):
Okay. Yes. This is for the Colorado River Tribe presentation. I was wondering two things. One is when you have a substance abuse with a behavior - mental health person in a specific group, can you -- is there any way to bill separately for that or for different services? That was one question because I noticed all the revenue that you brought in as outpatient.


The other is that I wondered if there was any secret or suggestions, and perhaps I could talk later about encouraging from -- when you’re someone from the outside trying to encourage people from the inside, to try work past resistances and trust with the, as you explained, between behavioral health and substance abuse. So any hints would be helpful. And those are my questions. Thank you.

Richard Olson:
Jerry, can you go ahead and address that?

Jerry Szymanski:
Okay. For our billing they were allowing us to bill anything that’s completely separate. So if somebody has a substance counseling session and someone has a mental health counseling session, they were allowing us to bill separately up to three billings a day, which I believe IHS also can bill three billings a day.

Robert Wise:
What if they were in the same group, like a group therapy together?

Jerry Szymanski:
When they were in group therapy together originally, when we billed we just did all the billing and they only paid it one time per day. And then our argument was that these are, you know, you’re getting mental health counseling and you’re getting substance abuse counseling. And at some point they changed and they did start paying for both therapists.

(Robert Wise):
Okay. Thank you.

Jerry Szymanski:
Yes.

Coordinator:
Our next question comes from (Dora Hauser). Your line is open.

(Dora Hauser):
Yes. I have a question in that I didn’t get the exact name of the presentation. And when somebody sent it to me I accidentally deleted it. What was the exact name of your presentation?

Richard Olson:
You can get access to all of the presentations on the IHS Web site.

(Dora Hauser):
Okay. And what was your Web site address?

Richard Olson:
www.ihs.gov.

(Dora Hauser):
Oh okay. IHS…

Richard Olson:
And you can go to National Programs and Initiatives. Click on that. And then go down on that page to Director’s Initiatives. You’ll get right to it.

(Dora Hauser):
And now give me your name of your presentation, and will it give me the handout that I could print it down?

Richard Olson:
Yes. It’ll give you all of the presentations…

(Dora Hauser):
Okay.

Richard Olson:
…that you’ve seen on the WebEx.

(Dora Hauser):
Okay. No, I didn’t get to the WebEx because I came in late.

Woman:
I was just in and I didn’t want to bother you in the middle of a conference. I was just about five minutes late.

Richard Olson:
Sure. Okay.

(Dora Hauser):
Thank you very much. And the first presentation with the patients and how they set up a program for the pregnant ladies was just awesome. She really did an awesome job.

Kimberly Couch:
Thank you.

Coordinator:
Darrell Jones, your line is open.

Carol Kopsco:
Hi. My name is Carol Kopsco. I’m sitting here with Darrell. We’re having a dilemma down here in Tucson, as far as IHS policy regarding psycho socials for teenage pregnant at-risk patients.


And the reason we’re having the dilemma is because they’re -- the psych services are 638 aided by the tribe. And I was wondering if you have any guidance for us regarding teenage pregnancy, high risk pregnancies, and whether or not parents need to be involved or at least giving consent along with guardians and so on.

Kimberly Couch:
Are you directing that to Kimberly Couch?

Carol Kopsco:
Yes, whoever. That would be great.

Kimberly Couch:
You know what? We are not Tribal. We are IHS. And we treat anyone who is pregnant as an emancipated minor. And so they -- once they deal with contraception or pregnancy, we no longer need parental consent for anything as long as it’s pregnancy related.

Carol Kopsco:
As long as it’s pregnancy related. Okay. That’s kind of the way we were going. But I just wanted somebody in another area to be able to confirm that.

Kimberly Couch:
Yes. Now if she wants an epidural for her pain relief, we can’t do that. We have to have parental consent. But to give birth and make decisions about her baby, all that she can make consent -- she can take over and make consent. So it’s really kind of a, you know, it’s hard. It’s a hard issue. But as far as seeing them in clinic and establishing and getting them into the appropriate programs, they don’t need parental consent for that kind of stuff.

Carol Kopsco:
Right. That’s as far as the medical treatment. And we were concerned about the social work involved then.

Kimberly Couch:
We send them right to the social worker, too, because it’s directly pregnancy related.

Carol Kopsco:
Okay. Okay. Well that’s good guidance. Thank you very much.

Kimberly Couch:
You bet.

Coordinator:
(DeeDee Nelson), your line is open. Ms. (Nelson), you may ask your question. Your line is open. Please check your mute feature.

(DeeDee Nelson):
Oh. I was just wondering and does the person who talked -- the last person. I think her -- Kathleen. She said something about the GPRA outcome measures that have been established. Is this something new that’s been established? Or is she -- can you just give me some more guidance on that?

Kathy Masis:
Yes. Whenever there’s federal funding nowadays, there’s GPRA. So you’re familiar with GPRA?

(DeeDee Nelson):
Yes.

Kathy Masis:
And so the access to recovery grants from SAMHSA have their own GPRA performance measures, and which are actually the same as for all of the SAMHSA discretionary grants. And that is - they are very good questions. It’s about drug use and employment and social connectivity, health, mental health.


So the clients who get vouchers and get services through this grant are asked those questions. And if they -- it’s voluntary just like GPRA always is. Does that answer your question?

(DeeDee Nelson):
Yes. I’ll just look on there. Thanks.

Coordinator:
(Diane Harjo), your line is open.

(Diane Harjo):
Can you hear me?

Kathy Masis:
Yes.

Richard Olson:
Yes we can.

(Diane Harjo):
Okay. I just got my answer. We didn’t think our speaker thing was working. But we have a group of people here that wanted to know how to get our CMEs. But we got the e-mail from Mrs. (Jones) on the WebEx. Thank you.

Gary Quinn:
Okay. So did I understand -- this is Gary Quinn. I understand you received the information you needed?

(Diane Harjo):
Yes.

Gary Quinn:
That was a yes from Ms. Jones. Okay. But just for the benefit of all the rest of the listeners, those that are eligible for CMEs if you would send your e‑mail address to me, I would ensure that you get the link that would give you that opportunity. And if you have your pen and pencil ready I’ll give that to you. It’s gary.quinn@ihs.gov.

Coordinator:
Our next question comes from Mark Carroll. Your line is open.

Mark Carroll:
Thanks for letting me make this comment. I really wanted to thank all the presenters for doing a super job. I found this to be such a very informative and want to thank all of you.


And that just ask a very quick question, which perhaps you can follow-up with me afterwards if we don’t have enough time here, if anyone has looked at or used in any of your programs the use of Tele-meds and/or Tele-Behavioral Health radio conferencing and related systems? Thanks.

Gary Quinn:
Operator, unfortunately we’re out of scheduled time. We’d love to go with questions. We’re going to have to make that our last question. And Dr. Olson just some closing comments for today.

Richard Olson:
I just wanted to thank the presenters like Mark did. This has just been a super two hours. And I think we’ve all learned an awful lot. Once again, all of the material is available through the IHS Web site. I think our next Open Door Forum will be in April. And we’ll get out an announcement IHS-wide as we have in the past on that. So thank you all very much for joining us.

Candace Jones:
This is Candace. That next Open Door Forum will be April 24 at noon Eastern Time, and it’s going to focus on obesity.

Richard Olson:
Thanks, Candace. Okay. We’ll terminate our call then. Thank you very much.

Candace Jones:
Thank you.

Coordinator:
That does conclude today’s conference call. Thank you all for participating.

END

