ACTIVITY / MECHANISM BUDGET SUMMARY

Department of Health and Human Services

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

MENTAL HEALTH
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

Enacted
	2005

Estimate
	Increase

or Decrease

	BA
	$50,297,000
	$53,294,000
	$55,801,000
	+ $2,507,000

	FTE
	255
	308
	316
	+ 8

	
	
	
	
	

	Client Contacts
	207,045
	204,560
	196,787
	- 7,773


PURPOSE AND METHOD OF OPERATION

The Indian Health Service (IHS) Mental Health and Social Services (MH/SS) program is a community oriented clinical and preventive mental health service program that provides inpatient hospitalization, outpatient mental health and related services, crisis triage, case management, prevention programming and outreach services.  The IHS MH/SS Program provides general executive direction, management and administrative support, and recruitment of MH/SS Program staff to 12 Area Offices (regional) that, in turn, provide resource distribution, program monitoring and evaluation activities, and technical support to 153 Service Units.  These Service Units consist of IHS, tribal, and urban programs whose MH/SS staffs are responsible for the delivery of comprehensive mental health care to over 1.6 million American Indians and Alaska Natives.
PROGRAM MISSION AND RESPONSIBILITIES

Mental Health is crucial for the well being of American Indian and Alaska Native individuals and their communities; it must be considered integral in the healing process.  In FY 2005, the Indian Health Service MH/SS staffs work within American Indian and Alaska Native communities to provide clinical and preventive services that address mental health disorders and social problems including depression; suicide; trauma related disorders including child abuse, neglect and domestic violence; and co-occurring disorders including the interplay among physical disorders, addiction, and behavioral health.  MH/SS Program staffs work within the socio-cultural matrix of communities in order to promote healthy lifestyles as well as advocate for increased access to Federal, state, and local mental health, social services, and entitlement programs.  The stigma, shame, and isolation that exist in American Indian and Alaska Native communities must be overcome.  The overarching goal of the MH/SS program is to work toward ensuring that the current generations are the last to allow shame and stigma to act as barriers to effective, culturally appropriate treatment, and the last to suffer from the effects of multigenerational traumatic effects.  

Although significant disparities (relative to the general population) exist across the spectrum of mental health problems, depression and suicide/suicidal ideation account for the majority of visits for mental health services.  (Note:  Data reflect the most current complete year information available from the MH/SS Program reporting system and should be considered estimates – in accordance with P.L. 93-638, tribes are not required to submit this information to the IHS data reporting system.)

· Forty percent (40 %) of MH/SS Program visits are for depression and related issues (i.e., suicide).  

· Twenty-one percent (21 %) of visits are for anxiety-based disorders (including trauma-related disorders).

· Family conflict (including marital and adult/child relationship concerns) represents 10% of visits

· Child abuse represents approximately 6 % of all visits.

· Attention Deficit Hyperactivity Disorder represents approximately 7 %, and other abuse (i.e., other than child abuse) represents approximately 2 % percent of all visits.   

Compared with the general population, for which the highest suicide rate is found for individuals aged 74 and older, the highest suicide rate for American Indians and Alaska Natives is for individuals aged 15-34 (approximately 2.4 times the national rate or about 60 deaths per 100,000 population).  The overall rate of suicide for American Indians and Alaska Natives is 20.2 per 100,000 or approximately 91 percent higher than the U.S. all-races rates which are 10.6 per 100,000.
Chronic health problems, many of which are behaviorally related, impact psychological well-being as well as are affected by behavioral health status. Individuals who experience chronic health problems are more likely than individuals without health problems to receive a diagnosis of depression and/or anxiety and to experience suicidal ideation.  Liver disease, cancer, diabetes mellitus, heart disease, and cerebrovascular disease occur in significantly higher proportions in American Indian and Alaska Native communities as compared to the general population.  Given the high rates of physical and mental health problems, the negative health implications for American Indian and Alaska Native individuals, families, and communities are evident.

Violence and trauma related disorders are also reported at alarming rates in American Indian and Alaska Native communities:

· The rates of violence for every age group are higher among American Indians and Alaska Natives than that of the general population.  The rate of violence for American Indian and Alaska Native youth aged 12-17 is 65 % greater than the national rate for youth.  

· Domestic violence and childhood sexual abuse are reported at alarming rates in Indian country.  The homicide mortality rate for American Indian and Alaska Native females ages 25 to 34 years is about 1.5 times that for the general population of females in this age group.

· Over crowding in homes, lack of housing, and other socioeconomic issues are associated with high rates of abuse and neglect; the number of American Indian and Alaska Native families who are at or below the poverty level is 25.9 %, a number significantly higher than for the general population.

The most common MH/SS Program model is an acute, crisis-oriented outpatient service staffed by one or more mental health professionals.  On-call emergency mental health services are provided outside of usual clinic or hospital hours.  Medical and clinical social work are usually provided by one or more social workers who assist with discharge planning and provide family intervention for child abuse, suicide, domestic violence, parenting skills, and marital counseling.  Virtually no partial hospitalization, transitional living, or child residential mental health programs exist as a part of IHS or tribal operations; such services are obtained from local or State resources (typically utilizing Contract Health Services funding or MH/SS Program dollars) when available.  Inpatient services are provided under contract with local general hospital psychiatric units or private psychiatric hospitals.  Other emergency and long duration hospitalizations are provided through contracts by or with county and state mental hospitals.  Such hospitals rarely consider cultural needs or offer culturally relevant services, such as traditional healers, in the healing process.  

Specific workload for FY 2003, based on data from the most current MH/SS Program data estimates, are as follows:

· Total workload equals Client Contacts (207,045) for MH/SS program services.
· Approximately 84,200 client contacts related to assessment, triage, and treatment for depression and services related to depression (e.g., suicide assessment, acute hospitalizations, psychiatric referral and medication, and aftercare).
· Approximately 43,300 client contacts related to assessment, triage, and treatment for anxiety disorders, including trauma-related disorders, and related services.
· Approximately 20,700 client contacts related to assessment, triage, and treatment for family conflict (including marital and adult/child relationship concerns).
· Approximately 13,200 client contacts related to assessment, triage, and treatment for child abuse (including treatment for perpetrators as well as victims/survivors).
· Approximately 15,300 client contacts related to assessment, triage, and treatment for Attention Deficit Hyperactivity Disorder (including parent/child training, psychiatric referral, and medication).
· Approximately 4,000 client contacts related to other types of abuse (i.e., other than child abuse).
· The remaining 26,345 client contacts related to other mental health and social services needs (e.g., less frequently diagnosed disorders, case management, primary prevention, group therapy, etc.).

ACCOMPLISHMENTS
Children’s Mental Health -- Significant programmatic activities include:

· Project Making Medicine – support for child abuse prevention includes training for Indian Health Service/Tribal/Urban (I/T/U) providers across the country in cooperation with the University of Oklahoma.
· Participation in multi-agency I/T/U Child Protection Teams.  These teams are designed to ensure communication, cooperation, and follow-through with neglect and abuse cases.
· Developing a Child Sexual Abuse Examination Training and Telemedicine Project in collaboration with the Office of Victim of Crimes (OVC).  This project provides colposcopes and auxiliary equipment as well as training, consultation, and technical support for medical practitioners.
· Child mental health providers provide screening to identify high-risk children and recommend services for referral and/or to treat these children.  I/T/Us provide mental health consultation to Head Start and BIA funded schools; developmentally appropriate psychoeducational assessments; consultation  with state, local, tribal, and Indian Child Welfare staff about children’s mental health; consultation  with Alcohol and Substance Abuse Treatment  Programs for Youth Regional Treatment Center placement and outpatient treatment; consultation with BIA and tribes about services appropriate to detainees; case management services; consultation with primary care physicians and other medical personnel in clinics and hospital settings; provide assessment, diagnosis, treatment, and  referrals for individuals and families; support patient medication management services; consultation with I/T/Us regarding program development; provide transportation; support staff for billing and record management; provide parenting classes, psychosocial education, and technical assistance for grants and other forms of external funding.

Major Partnerships 
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. 
USA

Major partnerships currently exist with the Bureau of Indian Affairs (BIA), Substance Abuse and Mental Health Services Administration (SAMHSA), Centers for Disease Control and Prevention (CDC), Department of Justice (DOJ), and Administration for Children and Families (ACF).  These partnerships often result in increased services to American Indian and Alaska Native communities.  Specific partnership accomplishments include:
· Reestablished the National Child Protection workgroup, which is an interagency collaboration with the BIA, DOJ, and IHS; this group developed a child protection manual to educate and inform individuals working in American Indian and Alaska Native communities about child protection laws, indicators, and reporting procedures.

· Interagency activities with the BIA, DOJ, CDC, as well as other national, State, and local agencies providing training and consultation to I/T/U providers about domestic violence, child abuse, and elder abuse.  Also, IHS system wide identification and intervention for victims of domestic violence will continue in I/T/U health facilities.

· Collaboration with States in developing State mental health programs and services including involuntary/civil commitments, elder care programs, suicide prevention, and Fetal Alcohol Syndrome/Effects.

· Collaboration with Tribal colleges and universities as well as mainstream colleges and universities on training (undergraduate, graduate, internship, postgraduate), research, grants, etc.
· Collaboration with the National Indian Child Welfare Association to provide training and technical assistance to tribal grantees.

· Established a working relationship with the National Association of State Mental Health Program Directors.

· Initiated a Memorandum of Agreement with the American Psychological Association focused on recruitment and retention of psychologists (including American Indian and Alaska Native) working with the IHS, Tribes, and Urban Programs.
· Collaboration with the Office of Victims of Crime to provide funds to IHS for Child Protection Team Training.

· Collaboration with SAMHSA to support an American Indian and Alaska Native Technical Assistance Center for the nine American Indian and Alaska Native grantees selected for the Circles of Care initiative and three grantees for the Systems of Care Children’s Mental Health Initiative.

· Provided mental health training and program consultation to 9 Youth Regional Treatment Centers.  See Alcoholism and Substance Abuse narrative for additional information.

· Funded three 3-year Mental Health and Community Safety Initiative cooperative agreements to help Tribes and eligible Tribal organizations plan for providing wraparound services for youth.  This represents the IHS portion of a collaborative effort with SAMHSA providing over $3 million total in grants to American Indian and Alaska Native communities each year.

· Collaboration with the VA for American Indian and Alaska Native mental health services; the VA prime vendor contract allows IHS to obtain psychotropic medication at the best rates.

· Use of telepsychiatry with local and state hospitals, universities, and the VA to provide treatment and involuntary commitment court hearings.

Training and Development
Training and development remain priorities not only to help existing staff keep current of advancements in treatment and prevention, but also as a means to recruit behavioral health care providers into American Indian and Alaska Native communities.

· Continued the Southwest Consortium Pre-doctoral Psychology Internship program that provides training for one intern.  This intern provides direct psychological services in the IHS Albuquerque Service Area; American Indian and Alaska Native preference is given to this position.

· Continued funding of one postdoctoral psychology resident position at the Phoenix Indian Medical Center. This postdoctoral resident provides direct psychological services in the IHS Phoenix Service Area; American Indian and Alaska Native preference is given to this position.

· Developed and provided a national Behavioral Health Conference for I/T/U behavioral health providers, administrators, and other interested parties in conjunction with the Alcohol and Substance Abuse Program.  Federal partners and all interested parties were invited to participate.

Data Collection and Analysis
Data collection improvement efforts include expansion of the MH/SS system in the I/T/U facilities including suicide, child abuse, and domestic violence in addition to other ongoing clinical information gathering and analysis.  An integrated behavioral health data platform is now deployed in three versions to support direct patient care documentation, local trending and analysis, and national reporting to a centralized database. This platform is available to all IHS and I/T/U programs free of charge. 
PERFORMANCE MEASURES
All indicators were met for the most current full reporting year (FY 2003).  To ensure that I/T/Us continue to meet Indicator 17, the IHS will continue to develop its provider-driven and provider friendly electronic patient documentation and data reporting system.  To ensure that I/T/Us continue to meet Indicator 15, the IHS will continue to work with the Administration for Children and Families, the Family Violence Prevention Fund, and other agencies to develop training materials specific for American Indian and Alaska Native communities.  To ensure that I/T/Us continue to meet Indicator 27 for FY 2003 and Indicator 28 in FY 2005, the MH/SS Program will continue to upgrade and support the BHMIS platform and support technical assistance and training in its use. Additionally, the MH/SS Program is prioritizing depression and suicide at the national level as well as focusing on co-occurring disorders including medical disorders, alcohol and substance abuse, and domestic violence.  We are also continuing to reach out collaboratively with Federal and non-federal agencies.  
 
The Mental Health budget contributes to the accomplishment of the following FY 2005 performance measures:
Indicator 15:  During FY 2005 the IHS will ensure that 15% of women between the ages of 15 and 40 are screened for domestic violence.

Indicator 17:  During FY 2005, improve the Behavioral Health (BH) Data System by assuring at least an additional 5% of the I/T/U programs will report minimum agreed-to behavioral health-related data to the national data warehouse.

Indicator 28:  During FY 2005, establish baseline data on suicide from the new suicide reporting system.





Following are the funding levels for the last 5 fiscal years:
	Year
	Funding
	FTE

	2000
	$43,245,000
	283

	2001
	$45,018,000
	279

	2002
	$47,142,000
	265

	2003
	$50,297,000
	255

	2004
	$53,294,000
	308    Enacted


RATIONALE FOR BUDGET REQUEST

TOTAL REQUEST -- The request of $55,801,000 and 316 FTE is an increase of $2,507,000 and 8 FTE over the FY 2004 enacted budget of $53,294,000 and 308 FTE.

Pay Cost Increases:  +$1,046,000

The request of $1,046,000 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.

Phasing-In of Staff for New Facilities:  +$1,461,000 and 8 FTE
The request of $1,461,000 and 8 FTE provides for the phasing-in of staff and related costs for new facilities allowing IHS to expand services in areas where existing capacity is most overextended.  Staffing new facilities also contributes to the need for recruitment and retention of mental health and medical staff as well as promotes self-determination activities.  The following table displays the requested increase.

	Facilities
	Dollars
	FTE
	Tribal

	Westside, AZ Health Center

Dulce, NM Health Center

Metlakatla, AK Health Center

Pinon, AZ Health Center

Idabel, OK Health Center

Total
	$313,000

313,000

104,000

209,000

522,000

$1,461,000
	3
3
0

2
0

8
	0

0

1
0

5
6




















� The Child Sexual Abuse comment should be backed up with a statistic and should be bulleted separate.  It would give it greater significance.  
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