ACTIVITY / MECHANISM BUDGET SUMMARY

Department of Health and Human Services

Indian Health Services – 75-0390-0-1-551

ALCOHOL & SUBSTANCE ABUSE
Program Authorization:  Program authorized by 25 U.S.C. 13, Snyder Act, and
P.L. 83-568, Transfer Act 42 U.S.C. 2001.  
	
	2003

Actual
	2004

Conference
	2005

Estimate
	Increase

or Decrease

	BA
	$136,849,000
	$138,250,000
	$141,680,000
	+ $3,430,000

	FTE
	178
	180
	180
	0

	
	
	
	
	

	Services Provided:
	
	
	
	

	Outpatient Visit
	713,340
	663,936
	634,723
	-29,213

	Inpatient Day
	347,700
	300,436
	287,217
	-13,219

	Regional Trmt Ctr:
	
	
	
	

	Admission
	4,469
	4,415
	4,221
	-194

	Aftercare Referrals
	10,553
	10,426
	9,967
	-459

	Emergency Placements
	475
	469
	448
	-21


PURPOSE AND METHOD OF OPERATION

The Indian Health Service Alcohol and Substance Abuse Program (ASAP) funds tribally administered programs through contracts and compacts in accordance with P.L. 93-638. The tribally administered programs provide holistic and culturally-based alcohol and substance abuse treatment and prevention services to rural and urban communities.  The ASAP exists as a part of an integrated Behavioral Health Team (BHT) that works collaboratively to reduce the incidence of alcoholism and other drug dependencies in American Indian and Alaska Native communities.  The ASAP is designed to provide support and resources to American Indian and Alaska Native communities to achieve better practices in alcohol and other drug dependency treatments, rehabilitation, and prevention services.  
Program Mission/Responsibilities

In addition to the development of curative, preventative and rehabilitative services, the ASAP activities include:

· Development and coordination of an integrated information management system that measures substance abuse and alcohol problems, including  co-occurring mental health problems, and also documents care and services provided to American Indians and Alaska Natives
· Provision for evaluation and research activities to facilitate the  building of American Indian and Alaska Native community based programs for prevention and treatment services
· Promotion of national leadership  focusing on early prevention and intervention services for high-risk youth in prevention, treatment, and community education 
· Diagnostic, assessment and referral services for children and adults with FAS and FAE and provision of family and community education services for appropriate case-management, treatment and service coordination  
Best Practices/Industry Benchmarks

Approximately 5 percent of the employees in IHS-funded ASAP are Federal staff with Tribal staff comprising 95 percent.  The reported certified counselor and professional licensure rates continue at 85 percent.  

Presently there are nine operating Youth Regional Treatment Centers (YRTC).  Eight of the nine programs are accredited by either the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the Commission on Accreditation of Rehabilitation Facilities (CARF).  The remaining program is in the process of seeking certification.  Many of the approximately 300 tribal alcohol programs are State-licensed and/or certified.  Alaska currently has two YRTC programs, and they are in the process of seeking funds to build an additional facility.  The program justification document (PJD) and program of requirements (POR) for the satellite treatment facility in Nevada have been completed and approved, funds appropriated for construction in FY 2004.    The two YRTCs that are congressionally authorized for California Area are currently in the planning phase with PJD’s received and under IHS Headquarters consideration.  In addition, there are more than a dozen American Indian and Alaska Native alcohol/substance abuse adult residential treatment facilities, including two serving pregnant women and/or women with children. 
An evaluation of the effectiveness of IHS sponsored aftercare/continuing care service is under way although at the current level of funding, minimal aftercare is available.
Findings Influencing FY 2005 Request

Race/Ethnicity
Rates of current illicit drug use among the major racial/ethnic groups in 2001 were 7.2 percent for whites, 6.4 percent for Hispanics, and 7.4 percent for blacks. The rate was highest among American Indians/Alaska Natives (9.9 percent) and persons reporting more than one race (12.6 percent). Asians had the lowest rate (2.8 percent). 

Although Asians as a group had the lowest rate of current illicit drug use, there were variations among the Asian subgroups. For persons aged 12 or older, the rates were 1.3 percent for Chinese, 2.2 percent for Asian Indians or Filipinos, 3.0 percent for Vietnamese, 4.5 percent for Japanese, 5.0 percent for Koreans, and 5.1 percent for Pacific Islanders excluding Native Hawaiians (Figure 2.12). To ensure adequate sample sizes for these population subgroups, these estimates are based on combined 2000 and 2001 National Household Survey on Drug Abuse (NHSDA) data. 

 

[image: image1.png]Figure 2.12 Past Month lllicit Drug Use among
Persons Aged 12 or Older, by Race/Ethnicity:

2000

White

Blac)
Am. Indian/Alaska Nativ

Asian Subgroups|

-2001 Annual Averages

68
69

k

el

1112

Chinese st 3
Filipine o 2.2

Japanes:

—

Asian Indian =22
Korean e 5
Vietnamese 130
Pacific |slander 51

Hispanic Subgroups|

Mexican [ 5
Puerto Rican g

CentraliSouth Americar

n 35

Cuban 37

T T T T T
00 20 40 60 80 100

Percent Using in Past Manth

12.0




Based on combined 2000 and 2001 data, rates of past month illicit drug use in the Hispanic population aged 12 or older were 9.2 percent for Puerto Ricans, 5.8 percent for Mexicans, 3.7 percent for Cubans, and 3.6 percent for Central or South Americans (Figure 2.12). 

Among youths aged 12 to 17, the rate of current illicit drug use was highest among American Indians/Alaska Natives (23.0 percent for combined 2000 and 2001 data). 


The latest data available to the IHS indicate that alcoholism mortality rates in some Tribal communities have increased significantly since 1992 to nearly 7 times the alcoholism death rate of the overall U.S. population.  The American Indian and Alaska Native drug-related death rate is 18 percent higher than the rate for the overall U.S. population.  Comprehensive care requirements favor dually trained staff in mental health and alcohol/substance abuse disorders to effectively and safely meet the needs of people with diagnosed dual disorders.  The gap in services available to American Indians and Alaska Natives and the rest of the U.S. population continues to widen.  
ACCOMPLISHMENTS
5 Year Strategic Plan

To more effectively formulate, implement and coordinate programming to address American Indian and Alaska Native alcohol and substance abuse problems, the IHS Alcohol and Substance Abuse National Consultation was completed in fiscal year 2003. In this landmark cooperative effort, consensus agreement was reached among IHS, tribes, and urban programs for spending plans and strategic goals to guide a more comprehensive and effective national response. IHS adopted the resulting spending recommendations and 5 Year Strategic Plan, without modification. The strategic plan goals are to: 

· Improve Trends, Data, Research and Technology
· Develop Alternative Funding Sources
· Promote Community Education, Awareness and Prevention
· Foster Professional Development
· Implement a "Call to Action" and Leadership Development
· Develop Partnerships
· Provide Innovative Intervention, Treatment and Aftercare
Additionally, the National IHS Advisory Committee on Alcohol and Substance Abuse was established. Including representatives from federal, tribal, and urban programs nationally, the Committee assists the IHS to achieve its strategic goals and bring improved alcohol and substance abuse health care services to American Indian and Alaska Natives.
Canada 

Indian Health Service is the lead agency for the Memorandum of Understanding between the Department and Health and Human Services and Health Canada, signed in FY 2003, to promote program partnerships and collaborative efforts between the two countries over the next five years.

Significant progress has been made in the “4 P’s” of collaboration between the two countries by establishing:

· “Principles” of collaboration

· “Processes” by which those principles can be implemented

· “Products” and “Programs” which will be created as a result of those processes.

Principles and processes of collaboration have been mutually agreed upon and now the focus is on products and programs.

Three major program areas have been identified for collaborative work:

· Suicide;

· FAS/FAE;

· Cross border issues, including care across borders.

Work teams were identified and these teams began to form programs for implementation in FY 2004. The collaboration provided a rich cross-pollination of ideas and programs that otherwise would not have been possible.
Interagency Activities

In FY 2003, the IHS Alcoholism and Substance Abuse Program (ASAP) collaborated with the Substance Abuse and Mental Health Services Administration (SAMHSA), Centers for Disease Control and Prevention (CDC), Centers for Medicare and Medicaid Services (CMS), Bureau of Indian Affairs (BIA), Department of Housing and Urban Development, Department of Transportation, Administration on Aging, and the Department of Justice (DOJ).  The following items are a partial list of those activities.  
· In FY 2003, continued to work toward the migration of all National Institute of Alcohol Abuse and Alcoholism (NIAAA) programs into IHS Urban Health Programs. 

· Continued coordination with the CDC to fund an injury management control officer and a tobacco education and training officer.

· Two IHS ASAP staff members work two days per week within the Center for Substance Abuse Treatment (CSAT) and the Center for Substance Abuse Prevention (CSAP).  This cooperative effort continues to increase the national consultation and collaboration for American Indians and Alaska Natives resulting in the third annual joint conference focusing on improved resources and healthcare for American Indians and Alaska Natives. The conference gathered over 350 people representing federal agencies, states, and tribal groups and programs, for 3 days of planning for interagency and intergovernmental work products to be developed specifically for Native American people and programs.

· The Substance Abuse and Mental Health Services Administration (SAMHSA) has launched a new professional and public education initiative to raise awareness about a new medication, buprenorphine, which is used to treat addiction to opioids, such as prescription painkillers and heroin. Unlike other medications available to treat this form of addiction, buprenorphine can be prescribed by physicians in their own offices and does not require daily visits to other clinical settings. In FY 2003, the Indian Health Service, in partnership with SAMHSA and the American Osteopathic Academy of Addiction Medicine (AOAAM), offered two Office Based Opioid Treatment trainings, totaling 50 people, instructing them in the use of the medication. This partnership will continue to offer the training program.  Physicians who have completed the course are eligible for the waiver of the Drug Abuse Treatment Act (DATA) of 2000.  The objective of the training has been for physicians to become trained in office-based buprenorphine treatment and qualify for the necessary Drug Enforcement Agency waiver to prescribe the medication.  Tuition for IHS and other Federal agencies, including the military, are waived in this effort. 

· Continued to work with the Office of National Drug Control Policy, the Department of Transportation, Bureau of Indian Affairs, Department of Justice, and the Department of Housing and Urban Development to co-sponsor and develop an annual national Tribal leaders best practices in substance abuse summit 
Continued a focus on services to elders and to people with disabilities, which have been part of the behavioral health activities since FY 1999.  In FY 2001, the IHS designated a steering committee comprised of representatives from the IHS and CMS.  In FY 2002, the IHS coordinated with the Administration on Aging and the National Indian Council on Aging to host the first American Indian and Alaska Native Roundtable on Long-Term Care.  The final report is available.  The IHS in FY 2003 continues to be actively involved in work to meet the objectives of the President’s New Freedom Initiative to relieve and eliminate barriers to employment and quality of life for people with disabilities (PWD).  Currently the agency is working to increase the employment of PWD and to develop the appropriate workplace accommodations for PWD although no funds have been provided for this initiative.
· 
· 
· 
· 
· 
· 
Professional Development

The IHS continues to support primary care provider training workshops designed to enhance professional skills in addiction, prevention, intervention, and treatment, utilizing nationally recognized experts in the field of addictionology and Native American Health. For example, in FY 2003, the founder of the Haight-Ashbury Free Clinics provided the training for one of the week long programs.  Discussions at the most recent national meeting of IHS behavioral health programs resulted in a recommendation this the Primary Care Provider training be designated as required for all primary providers because of its relevance to American Indian and Alaska Native communities and subsequently to the employees who provide services.  Presently the primary care provider training is optional although 40 to 60 primary care providers attend the training each year.

Information Management

(
The Chemical Dependency Management Information System (CDMIS) and social services and mental health reporting systems have been merged into a single platform—the Behavioral Health Management Information System (BHMIS) - to more effectively document services provided as well as offer data trending and analysis.  The data  provide more information on the full range of behavioral health issues facing the American Indian and Alaska Native people and represent a means to achieve and document several goals of the 5 Year Strategic Plan.  Funds available in FY 2004 will be used to continue data merger activities including trending, data analysis, third-party billing capabilities, equipment, and training.

(
To further the functionality and utility of the new behavioral health data platform, the ASAP is supporting two software enhancement projects that further integrate and coordinate assessment, treatment planning, and case management utilizing the American Society of Addiction Medicine (ASAM) Patient Placement Criteria and the CSAT Alcohol Severity Index (ASI).  Systems are being tested at the 9 YRTCs and in the Billings Area.
Fetal Alcohol Syndrome

· Leadership is being provided for the prevention of secondary disabilities in FAS individuals.  A training manual was prepared in conjunction with the Jamestown S’Klallam Tribe for providers, parents and caregivers of FAS children and adolescents.

· The IHS continues to participate in the Federal Interagency Coordinating Committee to improve services and access to care for FAS/FAE children and their families. 

· The IHS continues to collaborate with the University of Washington to address adults diagnosed with FAS/FAE.  This collaborative program directly consulted with patients with FAS/FAE (or suspected FAS/FAE) and their families; developed parent child assistance programs at five sites in Washington State serving the highest-risk mothers who abuse alcohol and/or drugs during pregnancy, and their families; provided a 3 day training session for AI/AN service providers; and is also collaborating with the new Fetal Alcohol Spectrum Disorder (FASD) Legal Issues Resource Center, conducted in collaboration with the University of Washington  School of Law. 
· In FY 2003, the Northwest Portland Indian Health Board coordinated and implemented a national training conference regarding FAS/FAE from birth through the lifespan. 

· In FY 2003, IHS and the SAMHSA FASD Center of Excellence began collaboration on several projects specific to Indian Country, including developing screening tools and protocols for IHS medical centers and clinics nationally, as well as organizing programs to better educate and inform clinicians about the long term effects of FAS/FAE.
Treatment for Women

· The IHS is initiating new activities in the ongoing effort to evaluate alcohol and substance abuse treatment for American Indian and Alaska Native women.  In an IHS ASAP report dated January 2001, data indicated that alcohol and substance abuse accounts for 25 percent of the deaths for American Indian and Alaska Native women.  The factors critical to a successful treatment of women include child care.  The IHS will continue to work with the BIA to address childcare in women’s treatment.  The lack of effective treatment for women impacts children who are abused and neglected as a result of caretakers who are addicted.
PERFORMANCE MEASURES
The Alcohol and Substance Abuse budget contributes to the accomplishment of the following FY 2005 performance measures:

Indicator 9: During FY 2005, the Youth Regional Treatment Centers that have been in operation for 18 months or more will achieve 100 % accreditation through CARF or a comparable accreditation process.

Indicator 10:  During FY 2005, increase the screening rate for alcohol use in women of childbearing age by 5% over the FY 2004 rate. 

Indicator 17:  During FY 2005, improve the Behavioral Health (BH) Data System by assuring at least 55% of the I/T/U programs will report minimum agreed-to behavioral health-related data to the national data warehouse.
Following are the funding levels for the last 5 fiscal years:

	Year
	Funding
	FTE

	2000
	$96,824,000
	172

	2001
	$130,254,000
	173

	2002
	$135,005,000
	180

	2003
	$136,849,000
	178

	2004
	$138,250,000
	180  Conference


RATIONALE FOR BUDGET REQUEST

TOTAL REQUEST -- The request of $141,680,000 is a net increase of $3,430,000 and no increase of FTE over the FY 2004 enacted budget of $138,250,000 and 180 FTE.
Pay Cost Increase:   +$3,430,000

The request of $3,430,000 will fund Federal and Tribal pay costs which will assist the IHS in maintaining access to services for the IHS patient population.  Provision of these funds is necessary to maintain the current I/T/U health system which works to eliminate disparities in health status between the American Indian and Alaska Native population and the rest of the U.S.












PAGE  
IHS-74

