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I, DESCRIPTION OF REPORT

This is the final chapter of a nine chapter report in partial fulfillment
of IHS contract IHS HSM 110-73-342. This commentary "Overview and Recommenda~
tion" chapter is the initiation of an evaluation process which could not have
been designed and carried ocut prior to the documentation and narration of the
@arlier eight chapters which present an historical and descriptive account
of each of the eight administrative Areas of IHS Mental Health Programs. It
is hoped that the information contained in the nine basic chapters will provide
the base line for generating evaluation studies which will relate to the
contexts and goals of each of the programs, It was to fill this gap that
these histories were prepared, since, as in many developing institutians, staff
within each Area and at the Mental Health Program Headquarters level have been
oo busy delivering services to record and synthesize accounts of their activities.

Another use to which much of this material is already being put, and for
which it may prove widely useful, is that of an orientation work for new staff
members, interested persons in legislatures, tribal governments, professional
$GhQDiE, and other related agencies,
A, Format

The eight Area chapters contain both historical and contemporary program
descriptions as well as general conclusions as to the accomplishments and .
problems remaining to be solved in the Area discussed. Each is de;igned as
8 self-contained narrative which can be read independently of any of the others.
The Area reports have not been placeé in eny sequence, However, if one is

intereated in reading all of the Area narratives, then it may be of interest
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to follov an historical sequence: Navajo, Alaske and Aberdeen Areas (Pine
Hidge) were started in 1966, The Billings and Portland Areas each followed
s pattern of Area interest and collaboration with residency training progranms.
This ecollaboration began as early as 1966, in Eilliﬁgss wvith placement of
Residents on reservations, and from the men with this experience the first
staff were selected in 1968. The Albuquerque Area began its program in 1968
vhen e former IHS General Mediéal Officer became available at the completion
of & residency in psychiatry. Phoenix also Eegén formal Mental Health Program
davelopment at about this time, although less historical material was retrievable
In this Ares than in the others. Tucson SugaArea, which is under the separate
administration of the IHS Ofi :e of Research and Development, has a tribally-
operated program of psychological services linked both to the Health Prégrams
Systems Information Center and the Papago Health Board, This program is
included In the narrative of the Phoenix Area, Oklahoma City Area was the last
to have a formal program and staff, not being allocated funds until 1969-70.
These chapters describing the history of the development of Mental Health
Programs in each Areas of IHS Mental Health, begin with the first date of formal
introduction of staff, but also iﬂélude as much prior history of mental health
efforts and groundwork as was made available by the Area Office, Each Area
chapter 1s based not only on the records aveilable in that Area, but on site
visity to field prcgrams, and where possible, interviews with key persons no
longer in that Area or active in IHS, With the exception of this section,
entitled Overview and Recommendation, there is an attempt in so faf as possible
to mllow the staffs to tell their cﬁﬁ stories and describe the prggfaﬁs as they

have conceptualized them,
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This final overview secti@n describes the methods used for collecting data,
the limitations and topics omitted, and provides an historical context for
viewing the introduction of Mental Health Programs into IHS, as well as a
description of the Headquarters for Mental Health Programs loceted in Albuquerque,
Newv Mexico.

Following this narrative material i3 a recapltulation of the major accom-
plishments of the IHS Mental Health Programs from their beginning in Fiscal '66
to Fiseal 'Tl, 1In addition selected themes that appear in the Area narratives
are given a general statement, often in terms of polarities of opinion and
practice, and recommendations are made for steps in the resoiution of problems
which have been observed.® These are included with some humility, and include
ways in which the evaluative process thus begun can be continued and made more
explieit.

Appendices collect together several documents which relste to the progranm
at a nationsl level:

=A glossary of IHS administrative titles for those unfamiliar with this
terminology;

~A proposed career ladder, including job descriptions and training require-~
ments for paraprofessional staff,

-A copy of the current Patient Problem Oriented Record, which is not in use
and will make aveilable computerized summaries of patient characteristics and
staff activities (subject to analysis in Contract No. 240-75-001);

-A bibliographic listing of papéfs published in professional baurnals by
IHS Mental Health staff during and/or pertaining to their IHS Mental Health
experience;

=An Index to the botal report.

\)‘;éﬁmﬁéhdatiéns within the text of the overview chapter have been underlined,




nL):-

It is hoped that this chepter and 1is index vill facilitste c:.mpariaﬂn
betveen Arcas, as vell ms the le:citiam of miteri sl relevant €0 & wide variety
of topics.

B, Omissioms

There are 2 mmber of f@gzi:s oot treated extemsively, if at all in this
report. |

(L) S has o relationship to the United Southesstern Tribes which once
~Vexre subsumed urder the (klshoma CEty Area (ffice, Because of the relative new-
less of this seyar-ate identity, and the lack of formal funding end identification
of Mental lemlth Progxams wntil 197h-75, the United Southesstern Tribes have not
Yteen included. It is hoped that this omissiom will be tenporary, and that a
chapter descr-ibing their Mental lealth Programs and plannirg may"be prepaxed in
the futwre, possibly by United Southesmsterm Tr-lbes thenselves,

(2) The original contsct with IFS called for & compilation of patient
Tecords and an epidemiological amalysis, Unfortunately, the records of Mental
Tealth staff activities and patient contacts could not be retrieved from thelir
interdiglitatian \wi*th Ambulﬁt@ry Caxt Fecords and di spersion Ln IHS hospitel files,
Frior to L9T4 no Axea had solved this problem fox tle entire Avea, but where
such dats vas avallsble for selected staff, or for a particulsr Service Unit,
it has been fncluded. K The Unifoxm Computer-ize-d Pat lept Contact Records, intro-
duced in Fiscal 1973 throughout JHS as the Mental Health and Social Services
Froblem Ordiented R-acr;;:rd‘ provides mich o this infomation, but vas nade available
too late for inclusion in tiis report. It will be the subject of & subasequent
zeport under Comtract lNo, 210=75-001 o te completed in the fall of 1975.. In

aldition a sepaxate contract to the National Asscciation of Indien Social Workers
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(Contract No. HSM 110-73-372) was let varallel to this project to measure consumer

needs and degrees of satisifaction vith IHS Mental Health Programs,

To some extent, because of these omissions the phrase 'vatterns of utili-
zation' in the title of the contract under which this work vas done is misleading,

(3) The Mental Health Programs of IHS have been separately budgeted
wherever they have been introduced since 1966, In the Area narratives the
mental health components of Social Services Branch staff which antedated the
specialized staffing and programs of the Mental Health Programs have been
presented wvhenever they could be documented, Subseguept eallaharatife functions
have been carried out in several IHS Areas, and these toco are integrated imto
the report. However, much activity of the Social Services Branch hes not been
reported here subsequent to 1966, The analysis of patient records cited above
will again integrate contemporary Socisal Sexvices and Mental Health sctivities,
but the gap in recording Social Services Branch activities should be filled,

(L) An analysis of the IHS Mental Health budgets, both nationaelly and for
each Area, is not made in this report, Such evaluations of cost effectiveness
are futile exercises until the goals of the programs, the needs of the populations
gerved, and the settings in vhich tasks are performed can be specified. Formal
budget information is & matter of public record since the Mental Health Prograns
are funded through separate sppropriations as line items, and not confounded
with the overall IHS budget,

addition, each Area Chief used ingeruity to multiply resources through
cooperative agreements with state and other agencies, the development orf volunteer
and informal resources, exchanges with other Branches of IHS (often brought about

as a result of in-service training as well ms through collaborative planning),
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and by other means. A few fees and local grants for mecial projects are
also incorporated into Mental Héalth Program development and expansion,

Moreover, each year ends with additionsl funding erratically made avalle
able due to unanticipated sﬁrplugses or releases of fnnﬁs at the federal level.
The ability to have readily Implemented contigency plans to make use of the
funds, and the emergencies whicﬁ arise from the lack of certainty of adequate
funding_are all problems which require specializei analysis beyond tﬁe scapé
of this report.

Such studies are needed to omplete the evaluation of IHS itself and
its Mental Health Programs in particular, However, it was felt that it would
be premature to dcssa at this time, until more adequate understanding was
obtained of the dimensions of the program, its goals and its needs. When
this phase of évaluation is undertaken it should be in close collaboration
with IHS staff, and in texms of the goals set for fhemselves by that staff,
as vell as In terms of external criteria of program effectiveness and adequacy.
C. Souxce Material for This Report.

In preparing this overview chapter and throughout the Area narratives,
much use is made of internal documents prepared as Service Unit and Area reports.
It is well understood that such documents are often prepared with multiple
purposes in mind: expressions of opinion, justification for devigtians from
routines, competitive declarations of need for a share of scarce resources,
etec, DNevertheless, these still canstitute the best evidence of the priorities,
program detalls, and flavor of the agtﬁa; programs at the point in_time\they
vere written'upi Such materials, as vell as the relevant quotations from

published articles by IHS Mental Health staff members, sre set in single space




so as to distinguish them from narrative and interpretive sections prepared

by thevresearcﬁ staff. The project staff appreciate the freedom of access to

these documents, and the c@a;er&iian of Area Chiefs. The responsibility for

the selection of these illustrative materiasls rests with the authors of this report.
Although differences of opinion expressed by Area Chiefs have been considered,

the contractors have reserved the right of final decision aé to inclusion or
exclusion of any particularAdgcument; .o

An additienal source of documentary data was the reporting of staff activ-
ities during 1973 collected duringﬁ§isits to each Area, and by meil. This has
p?avei most useful in documenting consultation aﬂtivitieé of staff and pro-
viding & cross-cultural overview that enabled the contractors to focus their
attention on topics relevant to IHS Instead of using a priori criteria of
Mental Health Program and staff ;etivities. In each Area chapter there is a
compilation of consultation activities bssed on ﬁhis 1973 data,

In addition, the contractors visited all eight Areas, and a total of '50
Bervice Units during the data collection phase of this e@ntfaet. Interviews
IHS, and with Area Directors and other Branch Chiefs, Service Unit Direetars,
and others cognizant of both the hstorical and contemporary aspects of IHS
Mental Health Program development., The sampling desired was discussed with
each Area Chief, who then arranged the final selection of Service Units to be
visited within the constraints of travel limitations and availability of per-
sonnel at the time of the site visits, In the Billings and HavgjoiAreaa, Area-
wvide staff meetings enabled one of the contractors to meet all IHS Mental Health

staff., At the National Training Conference in Albuquerque (May 1974) and the
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American Orthopsychiatric Assoclation meetings in San Francisco (May 1973)
staff's not visited were available for discussions and interviews by both
'céntraetefs, in addition to follow up conferences with many of those vh; bed
been visited.

Coordination of activities through Headquarters I%S stafgibath in Albu-
querque and Washington, D.C. has been supportive and facilitative., Tt is
regretted that Mabel Ross, M.D., former consultant to USPHS,. and Marion Andrews,
retired Chief of Social Service, wvere not available for interviews since their
role in develoring Mental Health Programs antedates 1966, and it is known that
they were instrumental in developing the foundations for the initial budget
sppropriations and program plans. It is also apparent that their continued
support of a "Branch" parallel to Social Service laid a foundation for the

complementary and supplementary roles of both staffs,

17




I1. THE CONTEXT
A, History of IHS Mental Health Programs
l. Mytha About Origins of IHS Meﬁtal Health Pgagrsmﬂ

In tracing the history of the develéigént éf the Mental Health Programs of
the Indian Health Service, two persistent aﬁg aﬁp@sing myths recur. Like the child-
rén's candy called 'Jawbreakers' each myth 1is an acretion of layers around a kernel
of truth, One myth suggests tHat Mental Heaith Programs came into being because in.
1966 there veré availabie three psychiatrists who, in selecting IHS as the branch of
the gervices for their draft obligestion,made unexpectedly available a source of man-
power and ideas., This has a kermel of truth, since it was at this time that psychi-
atrists first became available to IHS via the draft, and this source of gsyehigtrists
vas utilized until the end of Selective Service emnscziptian.in 1972, It is also
true that the three men, Robert Bergmsn, M,D., Joseph Bloom, M.D., and Carl Mindell,
M.D,, ﬂgre extraordinarly capable and well prepared for their raiesi Their iéeas
have had a far reaching impact on the shape of INS Mental Health Pragrams_ " However,
the idea of mental health services and the plamning for it began long before 1965,
Indeed, Dr, Bergman and possibly the other two were involved in preliminary prepar~
ation for their roles before ccﬁpLeting their residencies, under the guidance of
a number of IHS staff including Mabel Ross, M,D, and consultants such as George
Meyer, M,D, then of the University of Chicago faoulty.

This myth then, runs directly couniter to the other major myth, namely

that IHS has always been.interested in the emotional problems and mental {11~
nésées of itas Indian clientele, and that the formal Mental Health Programs were
éimply a mechenism for expressing this interest more concretely and formally.
than in the past. This second myth certainly haa its kernel of truth. Dorothy
Lawsan; retired Chief of IHS Social Service has shared much Information about

the early days of IHS when thia Branch was particularly concerned with the
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humanistic elements of delivering’health care to the Indian population.

The sometimes almost heroie efforts of the Social Work staff in securing
the services éf medicine men, particularly among the Navajo and Apache make
good anecdotal material and much of it is included in each Area report in the
story of the development of Mental Health Services in each locality. In
Aberdeen the use of contract funds, administered through the Social Services
Branch, pfavidgd mental hgspitél care for Indians from the time of abolishment
éf the practice of sending disturbed and apparently psychotic Indian patients
to St. Elizabeth's Hospital in Washington, D.C.,. In the Billings Area the Social
Services Branch under Frances Dixon, long Eefgre the finalizing of funds for a
formal mental heelth program, developed cooperative arrangements with the

Sheridan VA Hospital, and with the Residency training program of the University

Social Workers in the Oklahome Area provided active liaison with local mental
health facilities in Dklahcma.antgdgting that Area's formal Mental Health
Program. It is probable that in Portland, Alaska, Albuguerque and Phoenix
such anecdotal material has been lost in the turnover of personnel -- s factor
vwhich contributes repeatedly to the loss of continuity in recording historical
material. Indeed, the lack of channels vithin IHS for the transmission of
bhistory creates a eycliegl phenomenon that makes it appear in some Areas as
though new ataff were éngaged in re-inventing mental health programs --
"discovering the wheel"‘aver and over again,

Certainly this kind of interest in Indian patients and mentalihealth was
endeﬁie in IHS, althouzh the grim realities. of urgent physical needs for treating

accident vietimes, ending the Tuberculosis epidemic, or redﬁeiﬁg infant mortality
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often created a crisis.atmosphere that sapped staff energies and diverted attention
from human relationships and emotional stress in order to save life itzelf. To
some extent many units of IHS operate still in this fashion. Tt is a fairly
commonplace event to be told that the staff is too busy "mopping the blood
off the floor" to be able to give attention to mental health —as if the
feelings of patients, the time puzzling Qut for cross-cultural interactieﬂs, and
the goal of raising the level of functianing of Indien and Native peoples who sur-
vived infection or trauma were all luxuries for which IHS had not time.

Since such an attitudexexists>alang side the active Mental Héalth

Programs of today, it is not unlikely that it has been historically present

as the IHS developed, and this renders the myth of always having Mental Health
resources and concepts operative anly partially true,
2. Iniﬁial Status of Mertal Health in IHS

Actual%yi vhen IHS was formed as a Division of USPHS?in 1955, its
chief mission was general medical and surgical care, It had béen determined
after long study that the use of USPHS and military medical and surgical
Bgecialisté was%iatAadequate. It had also been detsrmined that detaching those
personnel from their other federal services and placing them uider the admiﬁisg
tration of the Bureau of Indian Affairs was also impractical, since the BIA
with its many n@nﬁﬁedigal problens often seemed unable or unwilling to provide
from its own meager resources the logistic support and administrative sanctions
that enabled physicians, nurses, dentists and sanitarians to provide adequate
medical care, Many congressional hearings were held, as vell as a conference
called by the Association on American Indian Affairs, a non-govermmental
associstion instituted for the gathering of information and eoordination
of interests from mﬁny seurcés in the problems of American Indians and their

solutions.
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In 1955 the Cangreés established vifhin USPHS s special Division, charged
with providing heelth care to American hdians, and appropriations based on
the regservation populations began to be utilized to develop facilities and
perscnnel specialized in this field., A special report based on the findings
of a review of the needs/problems of the Indian mpulations and the projected

health care needs to solve them was published in 1957:

This report, Health Services for ﬁmgricspfl;d%ggg, PHS Publication No. 531,
is a comprehensive report on health services being delivered and needed by thé
American Indian population according to Buresu of Indian Affairs definltions,

It was prepared to guide the Surgeon General and the US Congress in the develop-
ment of the appropriate plans and budgets for the newly-created Division of Indian
Heslth as it took over the responsibillty for health care of Indian peoples

from the Bureau of Indian Affairs, As such it conducted field surveys which
included clinical examinations, interviews regarding health of family members

and their use of medical facilities, economic and educational factors, and
historical ethnographic and demographic data. The appendices also contaln
éeéumegts from earlier reports such as the Merriam Report in 1928, and other
bagic reference material. |

In general this is a valuable document, and its chief limitation ls that
it has not been replicated since the work was done 20 years ago in 1956, Mést
of the basic recommendations SEi;l form the patterns for developing delivery of
health care by IHS, and a reglieatian vould enable mme real Judgment @f progress
made and goals still to be achieved in the overall fields of éeneral medical
care and preventive and public health services, .

The chief emphasis of the 1957 report was on general medical care, especially
contagious and infectious diseases, and on the preventive aspects included in

public health, such as sanitation, water supply, housing, ete. There is aome
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note taken of the need for coordination with state and county agencies, a topic
generally assumed to be the ftask of the medical soclal worker when related
ta_patient care, There were 8 social workers of this type employed by BIA

who transferred or were replaced by the new USPHS program in Indiaﬁ Health,
Thisivas almost immediately increased to a total of 1h,. "3 at Area offices,

8 at Indian Hospitals, and 2 at Indian Heslth Centers, besides the Director,

‘This total still falls short of meeting minimum requirementa," (op. eit, p, 11lk) ;

The tasks of these sccial workers were primarily focused on the needs of
tuberculosis patients and to gome extent the families of auch patients. A second
priority was givén‘ta the social aspects of maternal amnd c¢hild health problems,

and a third to aged, handicapped or abandoned medical care recipients. Roles were
divided between cooneration with physicians, nurses or other medical personnel

and exploring the availability of cher health and welfare sgrvicés tiﬁéﬁﬁgghf

be made available, éﬁgh ag prssthetié déViéqu nursing home care, welfare asgig-
_Xance, etc,

Beyond these staff, there were no others at that time directly responsible
for the mental health needs, however broadly defined, of the Indian population,
In fact, such a topic was not planned in the survey with the same care and
attention to detail as were other health topics. Although the record of the
procedures includes the International Stgtisticg; Classification Codes for
psychoses, psychoneurosis and personality disorders, including '‘nervousness'
no report of findings under these headings is;givEﬁ and apparentlytna paychi-
atrists were included in the cllaical teams examininé sample reservation
pﬁgulgtiéna. (sp;;ait. p. 292) In general the report is limited to the ob-
servations and results of inquiries made by NIMH and Regional HEW staff (op.

cit. pp. 151-153)
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Statistics are given for the number of Indians in T state hosptials for the
mentally il) and St, Eli;abeth's Hospital in Washington, D.C,, witl~observations
thet it had -been BIA policy since the ¢loaing of the Canton Inaién Asylum in
South Dakota to use local state fagilities for this infrequent need, The
statements about this aspect of care ave sufficiently succinct end cogent that
they are quoted here in full:

« « » In 1956, the average dsily sensus for mental hospitaly reporting

Indian patients, and for whom the Public Health Service made reimburse-
ment through contractusl arrsngements was:

Hospital Average daily
- , - ' _census
TOTAL- L e T R L T T T S S Egh

North Dakote (Jamestown) : o 10
South Dakota (Yankton) 15
Montang State 1h
New Mexico State 12
Arizona State T2
Nevada State 9
S5t. Ellzabeths, Washington, D.C, T2

The Public Health Service, in meny States, pays the State for the cost
of hospltalization of these Imdians, If there is sufficient wealth,

the tribal council may arrange Tor private hospitalization of 111 per-
sons, Frequently the patient 18 taken to the place of commitment or to
the hoapital by tribal police, There is usually no stigma attached to
hospitalization and the patien% ie accepted on return home, However,
there iy objection to the poliue vole in the commitment, Instances

were noted vhere mentally i1l persons who could profit from hospital
treatment were hidden by their fomilies se that they might be "protected
from the police,"

The very few public mental health wlinics available in areas where Indians
reside may offer treatment to Yndlama. However, profesaional personnel
usually do not have the background required to understand and help the
Indian adult or child, In some Htetes mental health consultation is
occasionally avallable to teachars employed in schools where there are
Indian pupils. (loc. eit.)
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Taken with present knevledge of the problems: arising fram the use of
gtake and local facilities, and of the utilization of aﬁpragriate care once
it becomes available, these figures are ndoubtedly underestinates of the need
Inrapsyéhiatfic services. |
: However, the staff cfﬁp?&sgradggt:sgemed awgre_afzghis, and aleo of the fact
that there were many non-hospitalized persons ig need of mental health carae
_&mtmg the Indian populations, Some of the stress leading to emotional mental
breskdowns is identified, They also describe some of the difficulties in

plamning .delivery of mentsl health services to the Indian population.

Mental Health of Indians [p. 151]

It has been pointed out in earlier chapters of this report that customs
and cultural values vary from group to group according to tribal affil-
lations and to the degree in which particular groups have accepted the

customs and values of non-Indian groups with which they are associated.
Correspondingly, Indian concepts of what constitutes mental illness

or health also vary from tribe to tribe.

Behavior deviations vhich non-Indians consider to be signs of mental
illness are seen in Indlans but, as a rule, Indians are more tolerant of
mentally 111 and mentally retarded persons than are non-Indians. As a
result of this, these people often are cared for within the family and
community instead of being placed in institutions. This tolerance is seen
ordinarily in an inverse ratio to the degree in which the Indian group
has assimilated the non-Indian culture and given up Indian customs and
values,

Mental illness, irrespective of cultural patterns and conflicts, occurs

in Indians as it does in other pecple, However, much of the aberrant behavior
seen 1ls evidence of tensions arising from contact with the non-Indian
cultures, These tensions may arise as a result of fallure of efforts

to live snd work with non-Indieng. The Indian, reared in his own culture

on the reservation, ls poorly equipped to compete and is also frequently
rebuffed in his efforts to Join the non-Indian group. Often he has partially
abandoned his Indian ways and is no longer able to accept the life on the
reservation. A confllict between cultures then goes on inside him, resulting
in signs of maladjustment., Breakdovn in communication because of differences
in language and conceptualization complicate the problem still further,

Financial support given in vays vhich foster dependence, coupled with the
difficulties of making a move into a non-Indian world, frequently results
in passive acceptance and dulling of initiative vhich is interpreted as
"laziness."
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ALCOHOL. -~ The smount of aslecchol consumed varies greatly among tribes and
‘among individuals within the tribes. The extent of this alcohol consumption
is a matter of great concern to both Indian and non-Indian populations,
‘Alcohol offers an escape from frustration and tension and frequently

more desirable recreational outlets are not available, This situation

is not too different from that which is found in non-Indian populations

in similar circumstances, Social problems, already troublesome, are

made vorse and acute crises are precipitated by the excessive use of alcohol,
The concomitant problems -~ dissolution of families, desertion of children,
unemployment, and accidents -~ are the same in all cultural groups., On

tne reservation, the older children in some families were so disturbed
by the extreme squalor at home, which msulted from alcoholic debauches

and neglect, that they deliberately committed delinquent acts in order

to be apprehended and removed from the situation.

ACCIDENTS AND VIOLENCE. == It is unwise to generalize with regard to
psychological motivations without more information based upon study

of & large number of individual situations, However, it is well recognized
that psychological factors play a part in accident causation, and accident
rates are high among Indian population groups. Alcohol is also an import-
ant factor here,

It is difficult to understand sélf-mutilating behavior of Indians, such
88 voluntary dismemberment by lying in fromt of trains or setting oneself
on fire, There are comparable modes of reacting to unbearable situations
in other cultures, although they may appear to be less dramatic,. Behind
this _drédmatic behavior of Indians, there appears to be especially intense
frustration. :

CHILD ABANDONMENT. -~ These special problems, and others such as desertion,
are related to the total life situation of the Indian and to his efforts to
find a solution through psychological means by trying to escape from prob=
lems which he cannot solve, As stated before in this report, the reaction
of the Indlan depends upon the degree to which he has discarded his old
tustoms and values and to which he has adopted non-Indian values and cus-
toms. In some situations he has sbandoned most of his own and taken on

Yew of the non-Indian ways. Where this has involved an entire tribve,

the results may be cobserved in complete stultification of both individual -
ahd group effort in any direction and in a complete disorganization of
family and community atructure,

Gonelusions [pp. 152-153]

l. An epidemiological study is necessary in order to determine the mental
‘heslth problems of Indians and the effectiveness of available programs.,
The study should indicate the scope and nature of the problems in genersl
and point up the special factors, such as concepts regarding mental illness
snd the mentally 111, operative in the individual tribes and situations.
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From a review of recent studies made by social scientists and psychiatrists
and from the study of specific inei&ents, 1t should be possible to determine
the elements in Indian cultures, non-Indian c¢ulture, and local eircumstances
which combine to create tension, conflict, snd frustration, In this manner
sources of particular conflict can be stuﬂiea and sound basic plans made with
tribal leaders in each group to include preventive and therapeutic mental
health elements in the total health program for the Indians,

2. There should be well-planned orientation and inservice programs for all

- people working with Indians, It is desirable also for all Indian health
workers to have a basic understanding of the mental health concepts and prin-
ciples which apply to all human relationships. Orientation programs should
help develop understanding of the culturel values and standards of the non-
Indian workers and how these differ from other cultural groups, plus an
appreciation of what may be the result of conflicts between differing cialtural
groups. Inservice programs should help the personnel to make applications
to specific groups and individuals with whom they are working in order to
help minimize the devastating consequences which arise when one group or
person attempts to impose standards on another.

3, Mental Health consultation should se available to health, education, and
welfare personnel who have intimate woriing relationships with Indians,
especially children, Consultation should.be directed toward promotion-

of more effective functioning by improving understandings and appreciations of
how individuals and groups behave under stress of various kinds in day-to=day
activities, Health workers should be helped to recognize and use significant
tribal and family relationships in establishing and promoting preventive and
curative programs in both mental and physical heelth., In order to minimize
problems of adjustment in bilingual groups, nursery schools could be estab-
lished on the reservation to prepare the children for school, and adult ed-
ucation classes could be used to strengthen English cnmprehegsian and use,

4, Adequate programs should be provided for the care and treatment of the
mentally 111 and retarded. The positive factors of family and group accep<
tance of the deviant person should be utilized in program planning, Where

the deviant behavior of the aged, the retarded, and the chronically mentally i1l
is accepted by the group, assistance should be directed toward helping support
the individual in the family or community. Safeguards should be taken to
avold creating the same feelings of shame and stigma as seen in non-Indian
groups by utilizing the positive factors of acceptance of the mentally 111
person, The continued development of strxong integrated treatment and pre-
ventive programs should be encouraged. The provision of better inpatient

and outpatient facilities for all groups resident in the State or region \
is one of the most effective steps in guaranteeing improved care for Indians.
To make commitment a medical procedure and to eliminate police intervention
wherever possible, commitment procedures should be reviewed from the legal

and humanitarian points of view.
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5. From the mental health point of view, there is no 'simple answer to problems

such as excessive use of alcohol, high accident rates, child abandonment,

and poor social and school adjustments,. Hovever, these problems might

be approached more profitably from*the point of view of symptoms which are

the result of tension, unrest, frustration, and changing vamiues, rather than

as disease entities or single problems, To be effective, any mental health

program must be an integral part of a total program meeting approval of

tribal leaders. The dilemma is whether to try to strengthen old values

and customs and so preserve the Indian as a separate cultural entity, or to

try to accelerate the process of completely acculturating the Indian group

under consideration. If the latter course is accepted, the planners must be

sure that the Indian will be welcomed into the new culture and will not find

himgelf lost between the old and the new,

3.  AAIA National Conference: 196k

By 196k, as the tenth anniversary of the creation of IHS aprroached,

the Association on American Indian Affairs called a conference of IHS staff and
outside consultants to discuss the two topics considered then the leading health
problems of American Indians: Mental Health and Otitis Media., The portion of
the conference devoted to Mental Health, chatred by Alexander Leighton, MD,
permitted an exchange of ideas and views from federal officiala, Indian commun-
ity leaders and Mental Health professionals. Particularly noted are the
contributions of Mrs, Eunice Larrabee from the Lakota TB & Health Association,
innie Waneeka, Navajo Tribal Coimneil member, and Sam Deloria, a Sioux attorney --
111 of whom represented the Indian point of view both as individuals and represen-
:atives of organized bodies within their local tribal structure.

Throughout the discussion there seemed to be general agreement that in some
ray IHS should begin to plan for entry into the field of mental health services,.
lovever, there were polarities expressed which are still unresolved in 197k,

\fter 8 years of experience with mental health program development, Three

'uch issues are especially noteworthy for their continued lack of resolution.
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a, Polarities Around Epidemiologic Needs
The first of these was the problem of whether adequate programs
could be planned without basic epidemiologic information. It was the response
of Dr. Carruth Wagner, then head of IHS as assistant Surgeon General of USPHB, .that t}
need was so great, and the first priorities so obvious that program development
need not wait upon data collection., Others felt that definition of the scope
of the problem and the particuiar needs of Indian peoples would enable adequate
and efficient development of mentél health programs in an innovative model.®
b,  Polarities Around Definition of Mental Health
A second polarization developed around the issue of whether by
"mental health programs" was meant a psychiatric service for the acute and chron-
ically 111, to function as other specialty medical programs, and to employ mainly
psychiatrists -- or did Mental Health Programs imply the broadly conceived Com-
munity Menpal Health format, with consultation, education, short term treatment,
and innovative community based approaches? Both mints of view have been ex-
pressed at one time or another in all Areas, and in general the stable and pro-
ductive programs have achieved a balance betwen traditional and inncv;tivg.esm—
munitfanriented activities,

Related to this problem of the definition of the role and function of mental
health programs is the relationship of such programs to problems of alcoholism
among American [ndians. BSo far as the Indian leadership is concerned a distinc-
tion between ment;i health and alcoholism treatment programs was seen as rather

artificial, However, federal funding has been a patchwork of serté, with funding

® Mabel Ross, M.D,, Consultant to IHS, took the initiative with the Lakota represern=
tatives to plan one of the first programs representing ‘these opposing points of view:.
Pine Ridge Reservation was selected for careful study and the development of what wvas
hoped  would be a model program based upon identified needs,  ‘Alaska, then was funded
with a traditional orthopsychiatric team to go and find out what the needs were and
begin meeting them., In essence this-was also true of the Navajo program which began
at the same time but without a special appropriation until the following year,
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for alcoholism treatment programs coming from many sources. The Offices of
Economic Opportunity and the later formed National Institute for Alcohol Abuse
and Alcoholism have until very recently provided the bulk of the funds for
personnel, training and staffing o alecoholism treatment programs, with THR
serving as medieal and psychiatric consultants , sometimes providing detoxif-
ication services involuntarily, and sometimes with planned faeilities and
programs, and oﬁ occasion providing training for alcoholism counselors, The
detalls of such programs can be found in the various Ares reports, This
issue of who should provide alcoholism treatment, and vhefher or not it is g
component of mental health program development will be diseﬁssed at the con-
temporary level in a later section of this report.
c. Polarities Around Involvement of Indian Peoples

The third persistent issue was the division of eﬁinian as to
the degree of involvement of the Indian communities and leadership in the
planning and implementation of mental health programs. The meehanismg of advisory
boards, of the employment of Indian staff, and the pesaiﬁilities of danger in
the development of community involvement when hasic issues of economic and social
problems seemed preeminent were all disgugsed-

The issue of whether or not Indian peoples should be involved 1s not in
question at this time at the national-level. Close liaison with Indian aduisory
boards at the Service Unit; Area and National levels is quite apparent. The
alert recruitment of Indian professionals, as well as the development of a
cadre of Indlan paraprofessionals marks the mental health program distinctively.
Sengitivity to cross-cultural issues is a general hallmark of most Area Mental
Health Programs.

ﬁéwever, implicit paternalism and distrust of self-determination still

occurs at local levels, and scmetimes at the Area levels, It is discussed
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in its current form under the issue of racism within IHS in a later

‘s?etiqp»gf §§;§ report.
The issues of the need for epidemiological data and for definition of the

role and fuﬁgticn of Mental Health Programs are also discussed in the Issues and
Recommendations section, together with additional polarizing issues noted by the
investigators in the course of preparing this report, These three issues, however, ,
have a certain historical importance, along with problems of services to BIA

Boarding Schools, problems of budget and other themes that were first stated

publicly in this AAIA conference, ané have shown themselves to be continued elements

in the development of IHS Mental Health Pfagrams to 197k,

4, First Programs Funded: Pine Ridge 1965
As s;culminatian of planning begun before and out of the support
gained during tﬁe AAIA conference of 1964, an appropriation was
requested for initiating a Mental Health Program as a pilot demonstration on
“the Pine Ridge Reservation in South Dakota, Congressman Ben Rifel, himself an
Oglala Sioux, joined by the strong support of Mrs. Larrabee and ethers,secuiea
'$100,000 for this as a first step, beginning in 1965,

IHS used the services of its psychiatric comsultant, Dr. Mabel Ross, who
had been part of the AAIA conference to help establish this first mental heglth;
program, %r; Rasé was aligned on the side of those who felt that a successful
program should be erected on a base of solid data regarding the needs,character~
istics and culture of the people to be served, Therefore, in its first year
tﬁe progrem began as & research program, ratherithan as a Erimariiy service
oriented program, The first psychiatrist assigned, Dr. Carl Mindell was not
avallable until a year aftef the initiation of program planning and data

gathering,




B. ~ Phasing in af.Dther Programs
By December of 1965, the Surgeon General's Advisory Committee on
Indian Health was sufficiently impressed with the beginnings of the Pine Ridge
program to include mention of it in their report as follows:

The Division's pilot mental health program at Pine Ridge, South Dakota has
been activated as a result of favorable congressional action on this fiscal
year's budget request. The Division is hopeful that a similar program tallored
to the needs of the Alaska Native can be initiated in fiscal year 1967 as

the next step in expansion of this vital activity. ‘

The primaery thrust of these programs will continue to be preventive in nature
vith program operations being conducted by the total field staff rather than
by a special mental health Programs group.

This type of program has been mdorsed by the Indian Health committees of
the American Academy of Pediatrics, American Academy of General Practice,
American Public Health Association, and Association of State and Territorial
Health Officers, '

Recommendation No, S

Mgntg;rHea;th

The significant impact of problems of poor mental heslth upon the total health
status of the Indian and Alaska Native dictates the development by the Division
of Indian Health of an aggressive mental health program, The major orien-
tation of this program should be toward recognition by all staff of the relation
between the cultural and environmental stresses affecting the natives and

their mental health disorders. Development of mgoing staff to acquire

special competencies is also needed, The pilot project now being conducted

on the Pine Ridge, South Dakota Reservation should be extended as rapidly

as possible to other Areas within the Division beginning with Alaska.

It is recammended that the Division include mental health as one of its
primary objectives in the coming fiscal years and seek an appropriation

for this most important activity. (Report of the Surgeon General's Advisory
vommittee on Inaiau lealtk, Dec. 5-8, 1965, Phoemix, A, §.55-Department of
Health,Education and Welfare,) )

With these strong supports, Eugene Rabeau, M.D., who had become Director of
he Division o Indian Health, was able to muster the support for an additi@nal-
opropriation for Alaska, and to arrange for other funds avallable in the Navajo

?EE_tgkﬁeéﬁuﬁgtﬁ*§5¥§§5‘EEEﬁIE‘thE”EEf?iﬁengfmEQEEffyBeIgmgﬁ;;h;Dg;_%ﬂr that Area;*-.

Inrhié first year Dr, Bergman's program was supported by monies diverted from funds
Q for solid waste disposal,
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_1l. ~ First Five Years -- A Phasing in of Aren Programs
The table that followashows the sequence of appropriations over
the five year pe?ind during which Mental Health Programs were iatraduced‘ Each
dollar entry in the body of the table indicates a new additional amount, vhile
the total for each year, hased on the continuing of previous gppraprigfian
amounts is shown in the last or bottom line of the table for each year.
2,  Financing Mental Health Programs
.8.  Separate Budget Apgrapriatiqns
By securing separate budget appropriations for Mental HE&lﬁh
Pragrags, in addition to the general budget for IHS, the integrity of the praé
grams vgé assured in the face of ccmpeting needs and variations in interest and
priorities at the Area and local level., This continues to be the practice in
financing Meatal Health Programs in IHS, and as can well be imagined, the
method is a mixed blessing. While guaranteeing a fair amount of local auton-
‘cmy, there are often ambigueuﬁ situations in which Mental Health ataff are |
responsible to Service Uni% Directors, while also being held responsible
for aetivities,»vark schedules,>and travel vhich is not under local control
but administered from the Area or National Mental Health staff, . _ . _ __
So long as most Areas operated as a ventralized flying squad of consultants
from a base within the Area office, this type of dual administrative line seldom
caused problems. However, as decentralization occurs, and varticularlv with +ha . .
growth of numbers of Mental Health Workers attaehed to Service Uni?s, and as
| liaison and cooperative arrangements with Scial Sérvices and other branches
of 1HS are developed, the separate budgeting at times causes misunderstandings,

tensions, and even crises, The advantages however, are so far seen as out-
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weighing the disadvantages, and the separade appropriation policy continues,
b. MHCD 'and Other Hidden Assets
This first table does not actually represent the total amount
expended for mental health by IHS, nor indeed all of the personnel availasble, A
number of key persons in each Area over the yYears have been recipients of
Mental Health Career Development Awards, which pays salary and research expenses
for a period of five years to yéung professionals (under the age of 40) who
choose a mental health program with which they wish to work in a creative fashion.
Several chose IHS and many have at the conclusion of their Award period become
regular staff of IHS programs, Others after one or two Years have moved to
other career lines within the field of mental health broadly defined, Several
of theée individuals are mentioned in the Area reports as having been in the
past, or at present serving IHS in this capacity. Norbert Mintz, Ph,D., Navajo;
Barry Mendhlsohn, M.D., Alaska; Billie Von Fumetti, R.N., Portland are exemples
of MHCD fellows who have made significant contributions to IHS Mental Health
Programs. Their salaries, and some of the Program expenges are not reflected in
the budgeted appropriations during the years that they were recipients of MHCD
Avards.
¢. Liaison with Tribal and CMHC Programs
Similarly, in several instances tribal contracts, or local

Ccmpfehehsive Mental Health Centers have provided a vehicle for establishing
programs to which IHS contributes a part, but not all of the support andbper—
sonnel. Outstanding examples of this type of program development are described
in connection with Warm Springs in the Portland Area chapter, and also both
White River Apache and the Pepsgo Psychological Services in the Phoenix chapter.

%egarﬂl&sg of the staffing pattern held to be ideal, no Area has as yet

reached optimum, let alone maximum, staff and facilities for coverage of the
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population it serves. In some instances effective liaison with local mental
health centers and psychiatric resources has increased c@vefage, as in Phoenix
vhere private psychiatric resources are utilized; in eastern Oregon aﬁd northern
Arizona, where CMHC's are effective; or in Albuguerque, where contractual arrange-
ments are mutually advantageous both to the Area program and to the Bernallilo
CMHC end the Albuquerque Child Guidance Clinic. In other localities, the presence
of a local CMHC has not reduced the demands made on IHS because that center was
either understaffed, or oriented toward white middle class values and 1ifestyles,:
~ either of which rendered them ineffective to help Indians in distress. Rapid City
{Aberdeen Area), with its expanding outreach and community program is a good
example of this last type of program which supplements the local CMHC offerings

to non-Indians,

d. A;cchéiismu§§aé§ams
Tribgl alcoholism programs are also frequently gep&rately

funded but dependent upon IHS for consultation, training, medical services,

or other portions of their programs. This element of IHS budget planning is

‘becaming increasingly important as the NIAAA grants, vhich were largely for

demonstration burposes, run out, and Xcal tribes loock to IHS for eantinuing'
guppaft for programs of proven worth, Examples of these programs are desaribed

in the Oklahoma Area cgapter around the program at Bessle, in the section of

the Phoenix chapter describing the Hevéag programs operating the‘Rena Field Station,
and in the Portland chapter in connection with the Chemawa Boarding School program

| on Alcoholism, Aii Areas participate in this type of relationship, and in the

Billings Area it has became a priority project to congolidate and plan for

integration with alcoholism progrems on every reservation served,
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e, Budget for Fiscal Year 1974
These alcoholism program activities are reflected in the

budget inrprmatien_canveyed in thé table facing page 29. This summarizes the
last 1973 and 1974 fiscal years of expenditure of IHS Mental Health Prograns,
with the funds made available for special alcoholism program use shown 4n s
separate column each year. Looking across both of the tables from FY 1965 to
FY 1975 one notes that the increase in numbers of stéff budgeted follows a
geametrie curve. |

The number of ataff utilized doubles at the eni of the first year, then
-in 2 years, then in 3 years and at the end of 10 years has slightly more than o
doubled again--k. 4 times to be precise. Dollar amounts in the budget follow |

the same pattern, but at the end of 10 years have doubled’ only 4.l times.

ness, or evaluate ‘actual costs of programs either required or provided. Such

stﬁ;igs,gre needed, and should be developed as evaluation studies progress,

as _vell as Eeigg,aipa;twarﬁthg overall ggg;gegegtﬁprécgssgs_gi,IES¢ Hovever,
the purpose of this report is to provide the baseline and context from which
such studies may be spprapriaﬁely designed, This minimal budget information
is therefore ineluéed, but in no way substitutes fgf a more detalled analysis «-

once some of the issues and polarities are resolved and clear goals are established.
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TLE T1:  DUDGET:  THS MENTAL BRAUTH OGNS, FISCAL YERR 1971

i1 | o Optelal Funds 1973 Funds 197
1973 Additional Total 1973 107h Adddtion for Alechel for Contract Grand

o Posltlow  Positows UG Bwse  tolwse  Progms Mtsl Cwe  Total

Aberdeen % 3 ¥ 319,000 25,000 0 hok,000 29,000 133,000
- Benit)f ! 2 6 73,000 10,000 0 B3,000 0 83,000
 Abuguerque g 3 2 A0 20,00 0 000 16,000 16,00
Aachorege 2 3 2 325'.000 20,000 20,000 35,000 30,000 395_.060
B{111ngs 2 2 5 5,0 éo,ooo 0 25,000 14,50 339,500
Navajo | 2 2 & 30,500 25,000 30,000 355,500 15,000 hoo, 500"

Gallup _
Inpatient 15 5 220,000 30,000 0 258,000 0 256,000

Ol W™ 2 0 ah00 25,000 0 7N0 30,00 30,000
) ~ 0 - R om0 L0 0 1950 250
Ploeaty 18 3 2 a0 00 B0 3,00 28,000 359,000

Tuesn ! 0 1 61,000 10,000 0 T,00 10,000 81,000
it 18 2w M M0 B0 B 500 0

 Headquarters 5 0 ; 161,500 12,000 0 M50 0. 17350

L 914 Ak 207,000 2000 26,00 3,133,000 247,000 3,680,000
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C. Organization of IHS and itas Mental Health Programs
l. Area Organization

The services of IHS Mental Health Programs are delivered in the 17
vestern states, where the bulk of US Indian reservations is located. In about
1970 the South Eastern states, wlth three reservations (Choctaw at Philadelphia,
Mississippi, Cherckee in Nerthﬁarcliﬁgi and the Seminole/Micousukee in Florida) .
plus a number of non~federally recognlzed or serviced tribal groups formed the
United South Eastern Tribes and contracted ?ith USPHS for services, This gave
closer local control and mede programs more responsive to Eastern Tribal needs
than when this group was attached to Oklahoma City Area faf administrative

purposes. Mental Health programs for USEL formally began with fiscal 197k,

and ere not included in this report. It is recommended that they be visited

and des¢ribe&‘sepg;g¢elgvagfg future addendum,

The remaining territory is divided into 8 major Areas and two subeAreas
corresponding roughly to the BIA administrative agenci;s; (Each Area except
Navajo is identified by the major city in vhich the Area of fice ar'hegdquarters
1s based.) These Areas and the regions for which they are administratively
responsible are listed belew and outlined on the map facing this text, The
Procegs of organizing a list of THS Areas presents immediate problems. In
IHS formal reports listing is most often alphabetical. This will be dome in
subsequent discussions in this report. However, in order to orient cneself,
it seems useful first to use some geographic scheme, and the one selected has'

been to start with the far northwest, work across the ncrthern tier, drop

‘along the eastern boundary of the Missisasippi River, and work back west again

across the southern tier of states., (Bee map facing page 32.)

40



AREA OFFICE

“Anchorage, Alaska
“Portland, Oregon
“Billings Montana
‘Aberdeen, South Dakote
- %Bemidji Sub-Area

Oklahoma City, Oklahoma

Albuquerque, New Mexico ;

:Q»W1niav Rock, Arizona

" Phoenix, Arizona

Tucson, Arizona

=30=

STATES OR REGIONS INCLUDED ‘

Alagka
Oregon, Washington and Idaho

Montana, Wyeming, and Brigham City
Indian 8chool, Utah

South Dakota, North Dakota, Nebraska,
Iowa , h

Minnesota, Wiseaﬁgin; Michigan

DklahmE.‘ Kanaas (E-lsﬂ .
included USET < until 1970)

All of New Mexico (except that portion

~ lying vithin the Navajo Reservation)
and extreme southern portion of Colorade
and Utah known as the "k Corners,”

The Navajo Reservation lying partly in
New Mexico, partly in Utah and mainly
in Afizona.

Excluding the Hopi Reservation lying
within its boundaries

All of Arizona except the Navajo Reser~

vation, but including the Hopl Reservatio:

Nevada, Californias and_
allocated elsewhere,. :

The Papago Reservation, in southeastern
Arizona serves as a model for the Health

parts of Utah not

Systems Program Information Center, and ars

such has autonomy from the Phoenix Ares
Office .

» Eévinéftéwérd Area status, but under Aberdeen during the period covered by

this report.
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The headquarters city in each Area is usually, but not always, detached
from any Service Unit, The @u;sténdiﬁg‘exeeptign 1s Anchorage, vhere the
Alaska Native Hospital is a major Serfige Unit occupying adjacent bulldings,
and where there is from time to time a co-mingling of administrative and service
duties, In some other locations the Area afficg ccineides with the loecation of
a4 major IES faeility, but is separate f:qm it. For instance, in Albuquerque
the Area offices are located downtown at some distance from the Indian Hospital,
'vhile the national headquarters for mental health is lgcateévin 8 small building’
on the ﬁcspital grounds but otherwise detached from 1§th the Area and local
Service Unit., In Phoenix the Area offices are in tvo locations vithin view
of the Phaenix Indian Hospital, but sepg:ztad by aevergl blocks, and the Phoenix
Area office staff do not have direct service reggoﬂsibilitigs for hospital
operation. In Portland, Aberdeen, Billings and Oklahcma City the location is a
more or less central geographic point, where other federal and state or regional .
services also teﬁd to aggregate, and which in scme cases has grtrgﬂitianai o~
lrelatiazship vith at least samé of the tribes being ser?gi. In tﬁese cases
there are no IHS Hospitals within the city where the Area offices are located,

a, Area Advisory Board |

The chief gﬁmiﬂigtigtive officer in each Area is known familiarly

as the IHAD (Indian Health Services Area Director) and is usually a physician,
He has a staff of one or more deputy administrators and asslstants for overall
pProgram planning and administration, personnel and fisesl duties, The Ares
office ataff also -includes the Ghiefs of each of the specialty services: Nurging,
Meﬂieina Environmental Health, Dentiatry, Social Service and Mental Health Programs.

The cperations of the Area are now being scrutinized and supported or criticized
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by an Area Health Board méde up éf tribal representatives, This Board has
advisory status and is assuming more and more respansibility for stimulating
program development, The Area Boards also have 1iaiscn‘vi£h a National IHS
Adviaéry Board which takes a keen interest in Mental Health Program development,

b. . Drggnizatien of an Area ,

Within each Area, aefviees are delivered in variaug_vays, through
Service Units, which may be hospitals, clinies or health centers, Clinice are
limited to outpatient servicea; and may be staffed for a complete range of
servigés, or for only partial services or for part time. Health centers are
often established in comneetion with BIA schools, for the purposes of caring '
far the health needs of pupils, and may also offer gervices to a local Indian
population, usually on a limited basis. Occasionally health centers are estab-
lished in relatively remote locations where full-scale clinic or hospital ser-
- Vices are not justified‘ but vwhere some form of local service on & part-time
basis 1is needed,

Outreach programs are developed by the Health Educator and are also accome-
plished through the Community Health Worker, a para~-professional position,
filled by local members of the community generally considered employees of the
tribe. These Community Health Workers serve as case finders, carry out after-
care and are utilized by the members of the community as a point of contact with
IHS when they have medical and health needs. In Alaska, community health wérkers
are trained at the Area Office in Anchorage., Most of the éther Areas send
thelr CHR's to the IHS Desert Willow Training Center near Tucson for training,
but some local training programs e;ist; There is planned averlaﬁﬁing between CHR
and Mental Health paraprafessidnals in their traininz and in.their funntiane at

the locsl level,
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¢, Contract Services
Where specialized medicél and surgical care is' needed, beyeﬁd
the ‘ability of IHS staff to provide, contracts are negatiafea through the
Area Office with local medicel service providers, With the exeéétian of the

Anchorage and Window Rock Areas, inpatient caré for the mentally ill must always

~ be so arranged, if what is needed exceeds the accommodation of the general haépitgls

of IHS, Phoenix and Oklahoma éitr_Areas are considering develooment of IHS inpatiéni

facilities,

Some specialized modalities of cutpatient theravy are also contracted
outsgide IHSQ both to local mental health cénters,‘ other psychigﬁfic faéilities
Qr.in some instances to traditional medicine men sefving the tribve.

Specialists serving as ecnsﬁltants to Qariaus orogramg may also be under
contract to IHS. This is one:féirly common way 1n which psvehiatric consul-
tation and back-up are provided to an otherwise multi-disciplinary mental
health gta§f; Psychological testinz may also be provided by consultants, Many of
these consultants are professional ﬁerscnnél who have‘ser?ed a tour of duty with
IHS, Following tﬁis they have ovened private practices néarby or becone affiliatéd
with a mental health center or teaching iPstituticn in the region. The vart-time
consultation provides channels whereby their experience and expertise continues to be
available even though they no longer have a full-time commitment to THS.

The Chief of Mental Health Programs st each Area level was initially a

psychiatrist, but in only two Areas; Anchorage and Albuquerque, does this still

. remain the case, In three Areas social workers have become Chiefs: Aberdeen,

Oklahoma and Window Rock., In the other three, (Portland, Billings end Phoenix),
nurses with either a Public Health or Psychiatric Nursing background or both

are Chiefs of Mental Health Programs.
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‘The responsibilities of the Area Chiefs of Mental Health Programs are |
individually defined ﬁa &ese?ibed in the reports on each Aren. Héwngf, the
'dutiesief.AregtChiefs éenerally fall into two broad eaﬁegazies:vthe provision
of elinieﬁl back-up and consultation to Service Units,aand administrative
integratian of the Mental Health Rograms with the overall Ares and natianal
IHS programs. The Area Chiefs are in an administrative sense directly resnansibler
to the IHAD, and call upon him for lggistie support and 16231 approval, Beeause
of their separately appropriated budget and unique history, Mental Health Area
Chiefs are also under administrative authgrity of the national Mental HEglth

headquarters.
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2, Headquarters: Albuquerque, New Mexico

The Indian Hgalth Service as a whole has its natianal_hegﬂqugrters
in Rockville, Maryland, a suburb of Weshington, D.C. Hawever, certain head-
quarters functions are:: 1acated.elsewhere sueh as: Tuescn - Arizona (Systems |
| Design and Researeh) and Albuquerque New Mexico (Hea&qggrters Mental Health
Programs) and Yakima, Waghiagtbn (Social Work Associate Progrem). |
a Siﬁce the separation of Chief of Mental Heélﬁh Programs from Area Mental
Health Sérvices occurred in the summer of 1973, it is siill early to realistic-
%; -8 11y appraise the effecis of having a national headquarters for Mental Health
- programs, with a full-time staff to devote to averall planning and administration.
AHaﬁever, it can be cb;erved that the same permissive and eneauraging 5tmeaphere
that initiatgd the IHS Mental Health Programs in relative autonomy has been
carried on as érfieial policy in the development of each Area program, within
‘the constraints of budget and allowing for the cross-fertilization of exchanges
between Area Chiefs at annual meetings. . o |
| In addition to the psichiatristﬁ the T73-Th staff includes a psyehal@gist,
‘two administrative specialists and a secretary. From time to time a ﬁanazewent
: trainee or other specialist in training is given field ex§=riencg in the
Headquarters office, This headquarters staff pravidgs séﬁe clinical consult-
ation and back-up, prpgrgmétie cénsultgﬁiéni in-service and community training
ﬁrcgrams, and administrative and fiscal responsibilities fér'thenArea Chiefs,
as well as linkage between them and the other IHS headquarters versonnel. The
professional staff is engaged, at least for a large part of tggir time, in

travel to the various Areas, both to familiarize themselves more particularly

. 48




=36-

";:ﬁith ﬁhe Aresn pf;grams, problems and needs, and to pravide services to the Aren
staffs. Pg?tieipgtion in budget vreparation, Congressional hearings, and other :
activities at the national level are also significant, fhe headquartérs'
personnel share with Area Chiefs in the recruitment of staff and the gelect%pg
of personnel.

From the time Mental Health Ercérams vere designated as s sevarate pfagram
in 1966 they have been headed by Robert Bergmen, M.D., who also carried respon-
8ibility for the Navajo Area brogram until July, 1973. His basic philosoohy and
style of work is well covéred in the Navajo Area Bection of this report. A basic‘
commitment to the éevelaﬁment of the strengths of l@éal resources within and outaside

~of IHS, the coordination of IHS programs and staff in s manner supportive of and’
complementary to traditions of the culture of the tribes invclveé. and a real
:@mmitment to the assumption of leadership and administrative authority by Indian
and Native éeraannel have characterized Dr, Bergman's administration,

He was succeeded as Chief of the Ngvgjé Area by Mrs. Fllouise DeGroat, a
member of the Navajo tribe, when Area and Headquarters' functions were separated,
As of July, 1975 Dr. Bergman will leave IHS after 10 years of active service,
including thé orientation of his successor, H.C, Townslev, M.D., a Chickasaw
tribal member from Oklahcma.

Dr. Tawnéley has served IHSEin the Oklahoma City Area as a psychiatric
consultant hoth to the Tishomingo Service Unit and at the Area Office level, ;nd
has consulted to the Norton Sound Native Health Corporation and gtuér unité in
Aleska. During the spring of 1975, he hﬁg worked closely with the headouarters
Mental Health staff, visiting many Area and Service Unit Programs and familiare

1zing himself with aspects of the program as well as its specific needs,
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ﬁath Dr, Townsley and Dr, éergmgn have been active on the Task Faree,an“
American Indian Affairs of the American Pgychiatric Aasaziatién; In addition,
.Dr, Townsley Eag served és a member of several projects concerning American
Indian Mental Health ugde: NIMH guséices and is a member of thé Reviey Committee
of the Centef.far Mincfity Group Mental Eegl£h Problems ef‘NIMH;

Working elosely vith the Chief of Mental Health Pragramg has been Mrs.
Evelyn Hampton. Mrs. Hampton first became associated with IHS Mental Health
Programs as a member of the ward staff when the inp&tient program was initia.tecl
at Gallup Indian Medical Center. Her administrative skills wvere reeegni§ed and
she became Dr, Bergman's gxeeutive Assistent while he was still cambiéing
national program rgspansi§i;itigs with operation of the Navajo Area MH program
in Window Rock.  When the national headquarters for Mental Heal%h was moved to
Albuquerque, Ms. Hampton relocated there, aiding greatly in effectiﬁg a smooth
t ransition,

Ms, Hampton ﬁas also continued to be interested in developing her clinical
skills and on occasion serves as a co-therapist with heaﬂguafters staff as well
as working under their supervision in a eiinieal eapacity.

George Goldstein, PhD, haé been associated with HS sigee 1971, and began
his Mental Health headquarters activities at Window Rock, His particular fields
of expgrtise are in research and personnel training program development. He has
been active in organizing and leading in-service training programs in many Areas,
with special emphasis on training designed for Mental Health ﬁcrkgrs, and for
tribal and IHS Community Health Representatives, Alcoholism Counselors and
Community Action Groups. He is particularly interested in securing academic
reconition for IHS trainéesi —

Dr. Goldstein serves as'Project Officer for a number of IHS evaluation
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contracts and is active as a copsultant in many research projects, as well as

to Area and Service Unit staffs. He has served since 1973 as co-chairman of the .
IHS Data Committee during ‘the period of implementation and revision of the
Préblem Oriented Patient Record form, He is responsible for distribution ang
_interpretation of the quarterly and annual reports basgd’GFVthésehyeec?ds prepared
by the Albuguerque Computer Center.

Emmanuél Moran, an Oglala Siaux tribal member, has comvleted MA and cther,;q
advanced graduate study with the Indian Education Program at Harvard University‘
His Mental Health headquarters duties since 1972 have been largely in the areas af
personnel and finance, In addition to monitoring Area and nationul budgets:fer IHS
Mental)Héalth he is concerned vitﬁ personnel problems and advises concerning
recruitment and mobility of all levels of staff. His background also fits him
for Qrganizing’and 1eading in-service trgining programs at the‘Areé and natiangl‘
ievel. |

Both Mr. Moran and Dr, Goldstein are often utilized as "troubleshooters",
traveling to any unit of IHS as a representative of the Mental Hemlth Program,
thus multiplying?tbe effectiveness of headqugrte:é 1iaisahi; Together with Dr,
Bergman, they 'ﬁake 'up & team which provides éliﬁieal, consultative, i_:.raini;zg,

_ research and adninistrative resources to all Ares Chiefs of Mental Health,

The fifth member of the headquartersvstaff is its secretary, Mrs, Kay

Westby, another long term IHS staff ﬁembef. Mra. Weatby had close amsociations
. with the development of the Navajo Afea Mental Health Program, and as she became

more specialized in the national responsibilities it was natural for Ler to move

with the others to Albuquerque\wben the sepgréte headquarters was established,

Her personal knowledge of details of historical events and of personnel provide
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an invaluable resource for maintaining continuity through attention to details .
iﬁ implementing headquarters staff decisiaqsl'
The  functions of ‘this national headqugrter$ for Mental Health Programs
vithin IHS can probably best @e summarized uﬁder the following five categories:
1)"To act as natiénal spokespersons for the oroeram in mattera. nf. fund.

raising, developing legislation and budget, and in relation to other national

Indian organizations, |

é) To provide program and training consultation to tge Areas and their
individual Service Unit programs, |

3) To aid in the shift from a rapidly expanding program to one which
settles down to a productive settled growth phase by coordinating policies for.
pErsﬁnnel,-funaing, and program development.

4) To begin analysing and synthesizing the: programs’ so that one-or more
models dev&iaped and tested in the various Areas can be stabili;ea and
established, with goals for the future. _

5) To stimulate the development of evaluation and selfeevaluaticn programs,

6) In addition, the clinical personnel attached to the national or heade
quarters unit are available for clinical consultation and service to & 1imited.

number of cases where this is appropriate and within their geographic range.
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III, ACCOMPLISHMENTS OF THE IHS ' MENTAL HEALTH PROGRAM AS A WHOLE

A, Congressional Views

In the fall of 197h and the spring of B7T5 the Senate held hearings on
& Dill entitled INDIAN HEALTH CARE IMPROVEMENT ACT (8522) vhich vas designed
to diminish the gap between goals of IHS and what could actually be accom-
Plished with the level of funding and the legal organization impasea'during
its first 20 years of existence, In the section of the Senate report on the
bill, the paragraphs on needs in mental health offer a suceinct sunmmary and

are qubted in full:

Mental Health

Poverty, forced abandonment of traditional ways of life, inadequate schoola,.
degradation of Indian family life, and a harsh physical environment are
elements of a situation in which meny American Indians are frustrated in their
attempts to live self-respecting, productive lives and, in some cases,

in despair and anger, feel a need to lash out in self-destructive ways.

The results of these conditions are seen in the form of excessive use of
alcohol, suicide, violence, family disorganization, and neglect of children,
Recognizing that these elements had combined to produce a large variety of
mental health problems in young and old, the Congress established a mental
health program for Indians in 1966, The Indian Health Service is now sble

to provide a few essential mental health services in some cormunities, ‘
including psychotherapy in languages such as Navajo and Lakota and group and
individual consultation with Indian school ¢hildren, aleoholics, and Indian
community agencies, :

These services are still unavailable to many Indian people because funds have
not yet been made available to provide for the full development of Indian
Health Service mental health activities in all areas. The modestly funded
mental health program has done little more than demonstrate what can be done
&nd how to plan for necessary future expansion should the necessary finan-
cing be forthcoming. (Indian Health Care Improvement Act, Report of

the Committee on Interior and Insular Affairs United States Senate

together with Additional Views to accompany S. 522, May 13, 1975,

U.8, Govermnment Printing Office, Washington, D.C., p. 80)

While the last sentence seems to belittle what has been done in the develop=

ment of these programs through its use of the phrase 'has done little more than'

the two following clauses are an impressive accomplishment record indeed.
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The general faith in what has been demonstrated by Mental Health Programs is
operational in the language of the bill itself (5522 & K2528) which would provide f
»funds in éddiﬁien to eurégnt regular appropriations (in section 201 (c)) for the
: fcllevigg;mental health services over a T year period (201 (e) (L), p. 18) |
A, Community Mental Health Services |
B. InpatiEnﬁ Mental Hemlth Services

C. Model Dormitory Mental Health Sgrvieesr

E. Training of Traditional Indian Practitioners in Mental Health
B. Specific Accomplishments of Menﬁ;l Health Pragréms
These five types of programs hg%e been developed well enough and‘estahs
lished in one or more Areas with sufficient success that they cén define theg
parameters of success and accomplishments of the IHS Mental Health Programs.
Eﬁch is &escfibéd in its details in the Area narratives, but can be sucecinetly
summarized here,
1, Outpatient Programs -—- Community Mental Health Services
This phrase includes psychiatric services, but is broad enough
to include all forms of outpatient mental health programs. The issue of
vhether to organize the services strictly as a medical speclalty service or to
include other programs was debated in the AAIA conference in 196h, There is
still strong pressure in some localities to define Mentsi Healtﬁ in @sychiaﬁric
. specialty terms, altnaugh in no Area has it been so limited.
The strong physician dominance of IHS is reflected in the initial selec-
tion of three psychiatrists to implement the first programs, and in the continuing

recognition of the need for psychiatric services for the actuely and chronically
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mentally ill. The roles of the Nurse and Social Worker as medical auxillisries
vere concelved by many of the IHS physicians as sufficient to carry out éup-
portive, educationeal and preventive programs,

However, strong voices in the Indian conmunity obJected to the delivery
of such precious talents only to those already defective, disébleci or deviant
when it vas felt that the wisdom and skill embodied in & comprehensive Mental
Health program could be depléyéd to the ald and advantage of a majority of
the population.

This demand was one to which the modern mental health professional could
resonate, and to which each o the psychiatrists chosen as first Area Chiefs
of IHS Mental Health Programs responded. The early reports in each Areas
re;f‘leét the stress of the dusl demands and needs - consultation, and direct
elinical services -= gome Sneak i‘rankly of the draining energy of continuous
requests for crisis intervention and emergency room duties, vhile others merely

reflect a schedule of activity that seems incredible when one attempts to place it |
.w'"ithin the fime frame of 24 hour days,

A balancing of this equasion in different proportions is part of the
differential history of the development of Mental Health Programs in each Area,
Perhaps the only Aféa in vhich the psyehiatrist—chief opted for a fully elinfical
role for himself wvas Albuquerque. Even there a;warene;ssé_g:f other needs was apparent
in his permissiveness of aéministratica‘n vhich allowed other staff to develop their
owvn styles of program and service definitioms, In Poﬁtland-Areg the balance
was struck over time with an emphasis on consultation and the deveiegm.entﬁ of
state and local resources for direct clinical aervices, At Pine Ridge the

psychiatrist strove for balance, with some greater emphasis on his own clinical
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activities to offmet the research orientation of the overall program design,

On the Navajo Reservation the initial one man stare was in g vosition to 1imit
the "overseeing" of the Program aﬁd to develop both forms of service in g
coordinated fashion, The Navajo emphasis on training and respect for traditionsml
ﬁealiﬁg and indigenous paraprofessionalsg maintained this balance,

Eventually this tension pas been resolved in most Areas by utilizing
the scarce psychiatric resources for clinical rather than administrative tasks.
The emphasis on preventive, community oriented and early treatment Programs hag
allowed the other disciplines such as social work and psychology, as vell as the
daraprofessionals to &ssume appropriate status, Administrative roles are
assigned in terms of the personal interests and capacities of staff,

No Ares program would be successfyl if it did net provide £his well-
rounded community service éf consultation, education, t;aining for other
8gencies, and facilitation of community-based efforts at prevention or serious
enot jonal problems, The medical and clinical services needed by the seriously
disturbed are seen as part of s total Program, and not as an isolated speéialty
Bervice,

Through contracts with local agencies and professional versons, as well
88 by IHS staff, all the elements required of Comprehensive Community Health Centers
have been provided in each Area, The distribution of these services so that they
can be readily available to all Indians is possible, praviding‘fnnds and time to

vork in partnership with local comminities iz»méie_availgble_
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2, In-Patient Programs
There aré ;mly two in-patient vards out of the mere than 90 Service

Uhit'pragrans of IHS Mental Health Program services, These two are 1§eate§ in
Gellup, New Mexico, and in Anchorage, Alaska, where each occupies a wing of the
IHS general Hospital serving the Area im which they are located., In all the
other settings, if a patient requires hospitalization, one or the other of two
options is used, The first option.is a bed in the general nmedlical service,
This is helpful for short-term crises, especially around depression and detox-
ification, but cannot easily be uﬁi;izei for violent, manic, or chronic cases.
The second cption is the pfifate; state or eammﬁnity mental health system which
would be utilized by non-Indian patients. The use of the state and Community
Mental Health Centers is, of course, in keeping with the genergl drive to
develop service networks, .and to erégte a climate locally where Indian peoples
can become a part of the surrounding community.

This can work fairly well in a place like Oklahoma with three state

hospitals and several private facllities, as well as several complete Community

‘Health Centers not attached to state hospitals. Most of the Indian population

of Oklahoms lives as elgsé to an appropriate State or Community institution

as they may to a medical facility of IHS, There is a waxing and vaning of
staff interest in Oklahcma State Hospitals in the particular and peculiar needs
of Indian patients, and a variéble level of services available, but the;e'is
some concern in each institution and within the State Department of Mental
Hegltﬁ; which operates 17 county~based guidance clinics. Linkage with the

IHS Mental Health Programs is ‘at least theoretically possible in Oklahoma,

. One factor Effeeting the probability of develcpment of state interests along

these lines is the fagt that the Dnly twa psychiatric nurses with Maaters
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.Degrees in the Oklahoma Department of Mental Health are both American Indisne,
~and both are keenly interested in developing special services and recruiting
and training Indian staffs,

Hovever, in other states there may be gulfs not only of physical distance,
but of emotional distaﬁee as well, Arizona, for instance, demands full payment
of costs from IHS for any Indian patients, The $80.00 per diem seems to be a
formal acting out of the general attitude of exclusion andeePafatism.that
rersista 1n many fén@s throughout that state's mainstream population, The
reservations are all at a distance from urban cepters, and Phoenix Indian Hospital
has found that referral to a private facility costs practically the same as the:
use of publie facilities, The problem in effecting referrals to this particular
institation is to match patients to its traditional, insightsoriEﬂte& therapy
~ model. Plans to supplement this contract service by developing an inpatient
facility have been under discussion in the Phoenix Area for some time,‘but budget
and administration problems have not been solved.

These two states are singled out as examples of the extreme ranges found
throughout the 17 states served by IHS, Most have similar problems, especially
those of maintaining program linkages and follow-up coordination,

The problems of preserving family and therapeutiec links wvith persons sent
éway to institutions is not a new one for IHS. 1In 1903 the BIA established the
hospital at Canton, South Dekota, as a separave one for the Tndian mentally i1l
from all areas. By 1929, it was overcrowded, end a critical Tegﬂ?t from a
psychiatriat from St. Ellzabeth's Hospital in Washington, D.C., led to an attempt
to place the inmates in the state hospitals appropriate to their place of origin.

By 1933, there were 80 Indian patients still unplaced vhu vere transferred to
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St. Elizabeth's Hospital, In the late 60's these petients, or the few who
were still surviving, were "re-digscovered”, and returned for local care. Many
of them had died far from home vithcugbbeing able to talk with anyone in their
own langusge and knowing 1little or no English, A few suriviors are still to

be found, especially in the Aberdeen Area, but almost no history or family data
1s available that can faéilitgﬁe reintegration inte the community.

During the interim between 1930 and the present, the policy of paying
ecnt:aét funds for care in state or Private hospitals was established and continues
in Billings, Portland, Phoenix, Albuquerque, Oklshema and other Aress, with
mixed success, In New Mexico, thg Albuguerque Area Office details one of its
staff to make regular consultation and participatory visits to the state hosvital,
vhere Indian patients_are admitted without being segregated as Iédians, In many
instances, the mental health technicians at Service’Units ma?g real efforts to
keep in tgueh_ﬁith patients being sent avay, and to keep their families in contact,
but travel funds are limited and strained to the breaking point if the hospital
is ap any great distance.

Some pressure for in-patient contract care ;s lifted ﬁy local tribal al-
cohol programs where these include detoxification ang halfvey house facilities,
For example, on the Flathead Reservation, the tribal alcoholism program has g
formal arrangement to use a local Hospital with four béds set aside for detox-
ification and the IHS psychiatrist acts ag a consultant., However, not all
alcoholism programs have this complete range of services, Many either rely on
distant points for this.serviee or the severely involved pefsan requiring
detoxification must be handled as part of the regulér work load of the general

IHS in-patient medical service,
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These patients, the suicidally depressed, and the other severely disturbed,
often complicate nursing routines and other services in the general hospital,.
Many IHS physicians and nurses are not specially trained to deliver the
personal care and to make their relationships therapautic to the psyche as well
as the soma of their patiente. The tendency is towvard impatience with the
dependency and the failure to assume personal responsibility that characterizes
mentally disturbed persons. This &ttituﬁe becomes eapecially viéible once the
crisis leading to emergency admission has passed. |

This problem of incorporating the disturbed into s ward devoted to the
i11 ané injured is a perpetual one for those mental health staff who hope to
use short-term stays and to keep family and community ties as intact as possible,
There is fruatratiaﬁ and helplessness expressed by mental healih staff as well
85 by the medical and surgical staffs in almost every instance.

The two rather different in;patiEﬂt services that have developed during
the first six years of IHS mental health program inmtroduction have been described
in the Navajo and Alaska sections of this report. In both cases, the intro-
duction of in-petient care evolved out of an experlenced need for concentrated
therapeutic interventian for vhich local resources were not available, and for which

_state haspital fgcllities we:e either inaccesible ar inapprcpriate.

In both settings, links with the community of arigin and after-care follow-
up become problems. In Gallup, this is partially solved by the utilization of
Navajo personnel in a majority of staff positions, and by holding general Area-
wide mental health in-service training meetings with some regularity. In

- Anchorage, consultation and collsboration seem dirscted through the Social

Services branch, and indirectly to Mental Health through its focus on the support
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systems outaide IHS, such as the Alaska State Mentél Health system., As a part
of the Anchorage Native Medical Center the in-patient ward functions relatively autc
omously in relstion to the overall Ares Mental Health Program, |

~In hath Ga%;up and Anchorage th?Vﬂe§i5&9fHF?E,EéﬂiQElv$?§§£w?f IHS had to
be recognized especially as ;hey reflect the incompatability of institutign;ikik
delivery of professional care for medical and surgical érises and the tolerance
for emotlonal disturbance which prevents patients from conforming easily to
routines of nursing and anclllary support systems, As an interesting parallel
to this, in both settings, the medical backgrounds of the peychiatrists in charge
of the in-patient ward involves him'iﬁ the operations of the hospital in wvays
that ere not restricted to his medical specialty. In Gallup, this has taken the
form of administrative responsibility for the operation of the hospital as a
whole at the deputy level. In Anchorage, the psychiatrist performs staff duiiea
of a geéneral medical officer, especially in regard to taking turns at coverage
of emergency room and agacall functions at night and over weekends. To what
extent some such involvement validates the medical specialty of psychiatry,
and to what extent particigatién in total Ecapital routines aids in gaining access
to staff for consultation and other functions, has not been determined or evalu-
‘ated. In both cases, the choice of activities has been the result of a com-
bination of locel needs and the personal inclinaﬁicns and talents of the psye
- chiatrist involved,

In Gellup the emphasis is on developing a treatment.millieu with a rather

democratlc participation in the angaing-aetivitigs and planning fa} the unit.
Highly individualized and often quite contrasting therapeutic plans evolve

from the mutuel interaction and relationshipa established between staff and
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patient, In Anchorage, the more traditional therapies, with glhegvy medieal
orientation are practiced, although group iﬁterggtian opportunities exist,

In Gallup funding for the .in-patient ward is separate from the overall
Area budget, and also from the hospital budget at this time. The ln-patient
unit therefore has a semi-autonomy which sometimes makes the boundaries of its
operations indistinct to staff. and observers alike. In Anchorage, the major
budget responsibility for the aperatign of the ward lies with the huspitalQ
and only the salsries of the psychiatrists are charged to the mental health unit‘
at this time,

Both units need to be seen in the context of the total development of the
Area Mental Health Program, and of the availability of a supporting network
of services outside IHS as well as within it., If in-patient ugi%s,&mgrge as a
Reed of other Areas, it is probable that while the experience of these two units
will be helpful during the planning stages, that neither represents a completely
transposable ideal model for another context, The ultimate goal should be to
interlock the.sgéeigl resources of IHS Mental Health Programs with the total
pattern of resources available, so that each necessary component of a fuli

- range of services is available within a network, rather than competitive
duplication. Equally important is avoldance of fragmenting-scarce pérsonnel or_
introducing discontinuities in tre lives of the persons served.

However, the development of the in-patient service at Gallup and at Anchorage
demonstrates that total hospitalization within the general Hogpital settings
provided by IHS is feasable, Such wards seem to be more effective in alare
liaison with the local resources than institutional treaﬁment purchased out-

side the system in more remote institutions that are not adapted to the needs
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of Indian patients. Phoenix Indian Medical Center 1is developing plans to
follow shortly in this activity, while Rapid City Indian Medicsl Center in
Aberdeen Area is able to develop a similar program utilizing the general
medical facilities without a special ward,

3. Model Dormitory

Under this heading IHS Mental Health Programs offers a possible solution

to s very difficult problem. The creation of IﬁS in 1955 was due to the iﬁgbility
to resolve the’difficulties of implementing good health care under the Edmiﬂi8ﬁ
trative control of a non-public health oriented agency such as the BIA, The
only link to the former system which remained was the THS charoe £n Aslivaw sa=yices
to the students at BIA Boarding Sehaais. In most instances the delivery of
medical and surgical ;e;vicés has been fairly easily accomplished within the
limits of funding available,

ste%er, assistance with the severe mental health problems of students, and
often of Indian staff and employees, has not so easily beeﬁ offered snd accepted, ]
part this is due to the very different goals of Mental Health and BIA staffs --
The BIA is focussed on operating a system of éamieilarf care and education,
and feels that it requires help with making more manageable those pupils who
cannot conform comfortably to the BIA program offered. If a mental health
system fails in this, BIA expects its sanction for removing the disturbed and
disturbing student.

The IHS Mental Health staff, with a preventive orientation, and vith training
in the effects of situational stress on behavior, have most often felt that many
of the problems referred could be best resolved by changes in the system of

Boarding School operations, One might at times wonder if one group (BIA) felt
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that deviant, depressed, and obstreperous students were the patients, while IHS
Mental Health staff and consultants sometimes felt that the BIA school system
itself was the patient,

A speclal grant to the Toyeli BIA School administered through Dr, Eergman's.
office while he was stationed at Window Rock, Arizona, demonstrated how a relatively
simple system change could be effective, The basic grant provided more staff to :
be available as adults to the young children ages 5 through 9. The evaluation of-
the progress of the children in the Maiel Dormitory, as well as the monitoring o
of their needs for referral for special mental health care,demonstrated un-
equivocally that this simple system change, accompanied by some staff training
in the needs of children, was tremendously effectivé in reducing the number and .
degree of emotlonal problems within the school., It also &ppegr;d to result
in improved physical health and possible accelerated educational acuievement.
This model is recommended for multipliéaticn with IHS Mental Heslth staff
facilitation by everyone who has studied the results, and the Senate committee
singled it out for special mention, If the recommendations are followed, it may
be the first time after many such demonstrations by outside agencies that an
effective Mental Health program for BIA Schools can be mcﬁﬂted- (See also
Flandresu school studies 196L-67,)

b,  Residential Treatment Facilities

| As more and more public school facilities have become available to
Indian ¢hildren and youth, the use of the BIA Schools by tribal and local
authorities has shifted. In some instances the pcPulgtian of the'échaéls
has dwindled,‘gspecially schools located at some distance from Indian pop=-
ulation centers, Where school cenéus has ﬁct dropped, the pupils enrolled have

changed, Often the type of youngster sent is not the average youth
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needing an education, but one for whom a residential facility away 1 . hone,
less punitive than fefcrm school, would hopefully be socially and emotionally
t?erapéutici
In & féw instances local IHS Mental Health staff have supported programs
that have succeeded in providing group home facilities which short eircuited
the need for sending youth a long distance. The Papago Group homes in the Tucson
sub-Area (Phoenix) and the Warm Springs (Portland Area) Program are both examples,,
In other instances the deployment of speciel staff and programs has enabled the
BIA facility to shift its mission, as described in the section on the Alccholism
program at Chemawa (Portland Ares chapter) and as seen in.the efforts of the Alaska
Areg Office consultants at Mt, Edgecomb in Alaska. A formal réeagnitien of this
type of program, and its development either within the BIA facilities as a change
of mission, or independently as a tribal and Ares resource now seems possible, 'Thes:
models, develagéd by or with much support from Mental Healkh Program staff can be
duplicated elsewhere, |
5. Treaining Traditianal Iﬁdian Practicioners
The outstanding program of this type has been the Navajo Medicine Man
Project, funded through NIMH with IHS staff contributions. It is quite clear
that the training is a two way process, The traditional Indian practicioners
are able to incorporate Community Mental Health practices and orthodox psychiatric
methods into their own range of services. They are also able to offer much to
IHS staff, Shared learning leads to positive relationships between IHS and
traditional healers.
~ Although not all tribes have a reservoir of traditional practicioners as
resources, a number of othérs besides the Navajo have expressed an interest

in developing a cooperative treining progrem.
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C. Additional General Accomplishments of Mental HealthlPragrams
1. Involvement of Indien and Alaska Native Peoples
There is n¢ lowger any issue over invclvemgnﬁ of Indian people
in the planning and exeecution of their own mental health programs,
a. Through f@rmal means such as advisory boards at the Service
Unit, Area, and national level this is being done. The Navejo, Alaska, and
Okluhoma Health Boards have taken particular intereat in the development éf
Mental Health Prograsms, a5 has the National ;ndian Advisory Board.
b, All the paraprofessionals employved by IHS Mental Health are
community peopla, knowledgeable of their own culture and of local needs,
Two of these, Gayla Twiss at Pine Ridge and Celis Rohrbuck at Ra@i& City,
have Service Unit r&spémaibilities—. |
The number of Indian prafessiénalé in#alved.has been steadily increaging,
and.is in part limited by the small numbers avsilable, However, bath at the
Area and national lesdership levels, Indian professionals are invelved in
the administration of JHS Mental Health P:égrams. and as.mare trained persons

become available, it is formally acknowledged that they will be utilized.
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2, Career Lattice and Training Planning
Training programs and Career Lattices are being developed which give
realistic hope of implementing these affirmative action goals vithin the THS
Mental Health Programs on an ever~broadening. base, Navajo and Billings Areans
have aevelaped outstanding training pragrgms. There has been the begianinga
of the development of a training center for Mental Health at Desert Willow
(Phoenix), “Aherdeen has ‘been conscientiously involved in-career ladder
development,
3. Residéney Training for Psychiatrists
An important area of training, that of professionals, should be
noted, Particularly successful have been the involvement of Residency training
programs in the training and staff selection of applicants for professional
éasitians vith IHS. (See Billings and Portland Areas) To scme extent a similuwy
provision for field placement of Social Work students has been utilized, Howewsr,
this model has not béen_appl§ed to psychologists or other mental health d¢scinlines
in any really systematic fashisn. It sggearsrta be a ﬁcst profitable recruitment,
initial orientation and training framework, and to have more paﬁentiél than has
presently been developed for providing a regular flow of qualified and appropriate
personnel for IHS Mental Health Pregrams;
L, éamputerized Patient Records
Ansther aépect-- of mental health _Egr’v’ices not mentioned in the -
Congressional report has been the development of a computerized pgtient problema
oriénted record fom, utilized by both Mental Health end Social Services.
Thls 1nn§vatiﬁn in recérd keeping permits quarterly and annual reports of the

activities of staff to be made in terms that can be resdily understood by
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both advisory boards and IHS stgff. The pilot work on this project was initiated
for Mental Health Programs under James Shore, M.D., in the Po}tland Area, and

vas pilot tested in Oklahoma and elsewhere. Coordination with parallel

efforts of the Socisl Service Branch resulted in a mutually agreed upon form

and procedure introduced throughout IHS in the summer éf 1973.

A Data “ommittee, ca—chaired by George GDlﬂSteiﬂ of Mental Health Pragrama
Headquarters and Vesta Starkey, MS, Albuquerque Ares Sncial Services Branch Chier,
has met several times a year to monitor the results -and mske needed revisions.
The committee includes prafegsianél and paraprofessional representation from
all geographic regions and models of service delivery., One analysis of the
first year's data azéumulated through this computerized record will be the
aubJeethaf a report supplementing this one, and should be avéiiéble during.
fiscal year 76,

All of these add ur to an Impressive list of ‘accomplishuaents as well as
fleshing out the skeletal frameéérk of the program outlined in the preceding
budget summaries, In many dimensions they give substan~e {, the hopes projected
by those who planned for THS implementetion of Mental Health Services in 1964
and before. Given the brief t’me span of less than % 1 Years, and the deployment
of sites of service delivery over 17 states, and t. wore than 135 tribal groups _
at over 90 Service Units, it is an objective record in whiehiIHSiean take

great pride,. ' .
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IV. ISSUES YET TO BE RESOLVED. AND RECOMMENDATIONS

In spite of these major accomplishments, many of the issues foreshadowed
from the earliest discussions of mental health vrograms within the IHS remain
unresolved., Some new end specii‘ie issues have also come tn 1igh1§ with these
‘first years of experienee in implementing nental hea;th programs for Indian

~and Alaska Natives. In presenting & discussion of these issues there vill be ,
a deviation from the format employed in esch of the Area ﬂarratives.i .A,t tlle |
:end of each Area narrative the problems yet to be resolved that had been :
identified by this staff veré mezélyvbriefly d&scribed without recommendations.
In this final summary hawevgr; some effort at reeammenéing solutions, or
ét least suggesting the direction in which one might turn to discover solutions
to these unresoclved issues will also be stated.
In some ways this action may mark the point at which pure narrative descrip-
tion endé, and the E?ﬁluative studies Eegina‘ As such, however, these recom-
‘éégigtians should not be interpreted as final declarations of criteria of success
or fallure of the missiam of IHS mental heslth p:egram_develgﬁmept. Instead
they may be taken with the record of azegm@lishﬁents s the high and.lev
water marks along the channels tg be navigated in the next deeaie.
A, Service Delivexry and Pragram Development
The first group of issues and reccmmendations relate to problems of Mental
Health service delivery and program development.
l; Need for Epidemiologic Data
Epidemiologic data is needed to d&fine the dimensions aéd scope of
Mental Health needs of the Indian population served by IHS. The lack of

epldeniologic studies was a part of the concern of those who discussed the
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addition of preventive and treatment mental health servigesvpricr to the
initiation of suehlgragrgms. Many of the headquarters IHS staff aruged that the .
needs vere so glaringly obvious that treatment facilities should begin 1o be
organized on an emergency basis éé vas done in thé yrovision of other medical and
Public Health services, This, in.fact, became the official asction, HitthQlF '
the Pine Ridge program having a budget and plan for in depth studles to identirrf
both treatment and preventative needs.

In almost every Area the first psychiatriast assigned made an analysin
of his caseload during the initial year of his tour of duty. Howsver, es the
increased demand for new services cut into the amount of time avsilable for
research, this activity vas dropped and usually no further dats wuad collected
until the introduction of the standardized reporting form in 197k, A few
sfudiés of reservation populations vere made gither by IHS steff ér in cooper-
&tidn jith University training programs and medical schools. Where retrievable,
all of these records have been incorporated into the Area narratives, and can
be located in the index. )

In no instance, other than at Pine Ridge and on the Makah’Reservaticn, has an
epidemiologic survey of an entire Indian papulation.beén made, All data, even the
current computerized patient records, is based on the patterns of utilization of IHS
services. Generalizations are therefore extrapolations of these data to the
Indian population as a whole without being able to test the reality of actual need,
or Rngwing what is being satisfied thr@ugh-nonsIHS facilities,

The megnitude of the task of even doing an epldemiologic survey, based

upon & stratified sampling of the Indian population, staggers the imagination.
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The definition and measurement of need for preventive services, so very
much a part of theiethcs of Publie Healtp, 1s a difficult enough task in the
case of infectious diseases, These tasks have not been accomplished for any
population in a,mégner that provides clear outlines of the needs for mental
health services, Ia@eed the definition of mental health services themselves
has not been agreed upon except at a highly abstract level.

8. Neéﬁ for Tribal and;CQmmunity Participation -

In conducting such an epidemiologie study, the Indian and Alaska

g?tive population must be invalvei in a pumber of ways. It is self evident that

some interpreters or translaters will he needed if all strata of the population

are to be reached by the surveyors. As a matter of fact, indigenous interviewers

‘are known to be more effective at eliciting information and are accurate répo:ters

1f they are well oriented to the task and trained in its technical aspects.
It is also important in the design and adsptation of the survey instruments

that local tribal persons contribute their knowledge of the culture. Often there

- are specific Syndromes within a culture that do not fit standard psychiaﬁric

classifications, Arctic Hysteria, Salish Svirit Sickness and Navajo Ghost
afflictions are three well known examples, and there are undoubtedly others,
b. Need for Appropriaste Survey Tools

Ethile some sultable instruments for differentlating those in
need of psychiatric care have beén validated cross culturally, these instru-
ments do not always define the population vulnerable to the particular stresses
of the Indian community. It is not elear:whether they will identify those
who have not yet developed conventional neurotic or psychotic tendencies,
It may be necessary to adopt ar.develcy new instruments and validate them in the

process of securing the needed data.
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Local Indian and Native leaders also often know of the unsuspected
presence of psychotic individuals. William Nichols at Warm Spriﬂgs, Oregon. relatEE
how after several years of developing pragrams along lines designed by the tribe,
he began a search for the amentally i1l who might be treated. Once his i§§§??§FH
?asvkncwn & number of such individuals vere pointed out, for whem no one in the .
tribe felt there wag any help. Therefore, they had not previously been identified,
In addition to these rather obviong raas;ns for utilizing indigenous staff,
there is an even more important Justiiication. In the long runm, the goals
inciude Indian direction and participation in Mental Health Program development.,
It is far better to involve lqeal leaders at the data gatbering stage, so that

they as well as IHS staff feel a sense of participatory Qﬂhﬁrshig ¢t the reaults.

There is a need for tribal leaders to have nat anlv a sense of rﬁspansibility for
completeness and accuracy, but alse an investment In the recommendations that follow
from the factafinding. If partnership in the implementation gf recommendations is

expected, partnership shoula precede the fnrmulatign of pcliﬂy and deecisions.
e, Pr@tection of Human Rights - —_ —

, One word of caution should control, but not dampen enthusiasm

for this prajeeti, Much is being done formally to insure the protection of
individuals who hi:ve rreviously been gtud;ed wi;hout respect for their privacy,
or consideration of the impact of research on tﬁeir lives. Sensitive Behavioral
Scientists are aware that this area of investigation ;s a delicate one,

For example, a somewhat premature extrapolation of data from a few tribes
led to the promuls:i lon of the notlon that most tribes had suieide epidemies,
It 1s nov known that this gelr destructive pattern is limited to a fgw trives,

and most prabably to a selective group of fruilies within those tribes, While
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this information is of great value in planning Mental Héalth programs, it is

not clear how to disseminate it vithaut labeling tribes and families gg suicide-
prone, To so identify the vulnerable might wvell p:aduee a climate eandueive ta
a.éelf fulfilling prophecy of doom for some Indians, -;'\ .

A careful epidemiologic study must plan within thase ethical standards

: which will protect individuals, families, communities and trives from sgsgegaafiﬂg,

stereatyping or exploitation.
d. Utilization of Data J : o

Too-often there has been a failure to integrate epidemiological

'ﬂéta into service planning. This has been true for Mental Health Progrems in

general, not Just those in IHS. We might mention the Fort Hall Suicide Prevention

Program and the Chemawa Indian Boarding School Alecohol Abuse Program 8s two special

. cases vhere epidemiological data was in fact used for planning purposes,

' RECDMdE‘\IDATIONS :

3. TribaL and Alaska Native leaders and perscnnei shauld ‘be 1nvalved at all

stages Qf tne develunment af any epldémlalagig survey,

k. That THS continue to develop and _examine its data relevant to the PattErns

of utilization of mental health services, _This is the best treatment prevalance

‘data available,

5. In déing this itrgsVimperativeﬂtha;fiﬂs begin to budget time agd,pgrsaﬁpgl,

-

or to consider contractual negotiations, for the de?g;apmept of a plan far an

epidemiological survey based not only upon the incidence and prevalance of mental

illnesa _among the American Indian Populations, bgtréispfbased ppgnmtbg best def-

initions available for preventive mental health”needg and serviggéi
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6. Sueh survevs sh@uld be rEﬁDrtEd not only in Lerms thet are natlanal and='

: A:ea—vlde,rbut also should be sensitive to differences in tribal Situatlﬂhq and

cultures_ _They _should refleoh the strenaths of these aultures as vell as_their

~vulnersbilities.

T. ggrgful,;pns;de§§§iﬁn,gffgtﬁiga%ﬁ;t;g;arigVin-tegdugtiqg'résgarch that

;gvglissjhumaﬂrbg;ﬂzs mugﬁac@ntral'g;ljgggig;gns concerning the gathering and

_Qisgggingtiap of this data.

i

8. gﬁﬁént;pnAmg§§fbe”§;regteaﬁf;em théfg}#ééﬁ_t@,thefu?ili;g@ianAgfiéapa

once it pasrbgggicg;;ec;gﬂ‘,,Plgnning andﬁimp}gmgntgtiﬁn of services must be

integrated.




=60

-2, Adaptation and Integration of Mental Health Services with
Traditionsl and Indigenous Cultures ané Pfactices l
It is probably fair to say that the sueeess of Mental Eealth Prsgrams
varies with tlie degree of sensitivity to the loeal eulture and its trgditienﬂ. It
some instances this sensitivity has found concrete expression in the develepment o:
prégramsa

For example, two Areas, Navajo and Phoenix, have official regulations governir

relationships with traditional healers and Medicine Men frgm their constituent
Indian pépulaticnsﬁs In both Afeas the legitimacy of these services is recog-
nized for those whe desire them and find them sgppropriate, This permits some
reimbursement of family expenses for travel, and other activities required in
arranging for the ministrations of traditienal healers. It also permits the
paying af'censultatipn fees on the same basis ss these are paid.to other speciaml-
ists. Although it is not clear that the dollar amounts paid are in equity with
those péid'for‘médical caﬁsuitgtiﬂns it does appear that they have generally
been negotiated within the prevalling economie system of the tribes involved,

In the Navéjc Area there are also reciproecal arrangements for Medicine H

‘Mefi to participate in the training of IHS staff, and for IHS staff to participate

as faculty in the School for Medicine Mén based at Rough Rock Navajo Community -

School. This training gr@gram, novw in its Sth year has gained national recog-

nition and 1s often referred to as "The Navajo Mental Health Program” by beth

Navajo agd federal personnel. Itris a distinctive.fegture of IHS integration

in its Meﬁt&l Health Programs of Indian mediéine and indigenous cultural values,
In the other six IHS Areas, relatianships are not so well f@:ializear

There have been instances of CQQPETEtlTE recognition, and also of oppositien

“to iategraticn of the two systems by both Indian and nan—Iﬂdign peoPle. In

the Albuquarque Area, for instance the Pueblo peoples are staunch advocates of

independence and autonomy and prefer mutual respect for their traditions of

EKC healing, but at a distance, and without formal sanctions or mutuality of exchange,

Aruitoxt provided by Eic:
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The Mgntai Health stgff-generally have operated withiﬁ this context, and
respected their desire and right to privacy in these matters. kSame support
for utilization of the: alterpative system is affarded but active partic;patign
of professional staff and officig) ;aliey ng%%}y ‘stops’ short of.:speeific
individual referral,
| _ In the Anchorage Area several interesting relati@nshipsihave developed
between individual Eskimo af Indian healers and individual IHS staff, These

- Seem to be very personal, and scmetimes very fragile shadows if the apatlight
of official attentign is turned upon them, This may be due to distrust, but
is more likely a natural avoldance of exylaitaticn as exotic curiosities by
sometimes well mean1ng but' obtuse non-Native inquirers.

Similar reluctgnce may aperate to suppress official notice of the activity
of traditienal heglers in the Pnrtland Billings Aberdeen and Oklahoma Areas.
It isvknqvn that in some instances tribal cultures have been fragm&nted, end in

: other instances the well meant energy of nissicnaries in suppressing paganism
has driven well undergrcund any acknowledgement of the existence and persistence
of traditional fgi‘aetiegsi Not all IHS staff have trust in traditional beliefs,
nor can they easily develop collegial relationships with other diseiplines within
the modern US mental health field, let alone with its practitioners from outside
their own culture, Such staff are persons of utmost integrity, and. ¢rfhumanistiec
motivation, but they remain skeptical or even openly éppésed to the perpetuation
of what they consider un-scientific.

Even more complex is the attitude of the Indian population as s whole,
Many, the products of several generations of cross cultural influence, have

adopted the attitudes of Christian missionaries and a seientific orientation
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toward health and medicine. They see the subsidization snd sanction of
traditional healers and Medicine Men 88 a step backward along a road they and
their families have painfully traveled An official policy of the sort
utilized in the Phoenix and Navajo Areas'#@uld, anﬁ has, called forth vociferous
opposition, more vigorous from the Indian community represented by this large
segment, than from the white cammuni%y represented by federal agencies and
legislation. Often within an Area some tribes will be offended by ﬁhe recog~
nition of traditional healers, while others would welcome ﬁhe opparfunity for

, free choice and collaboration,

Dther program examples are the Children's Gfaup Home in Warm Springs and
the Cheyenne-Arapahoe Alcohol Rehabilitation Cenmter at Bessie, Oklahoma.- . Part
of the Succeés of the group home vrogram is that it can be seen as a modern-day
equivalent of a tradiiiénal practice a; the "Whipper Man" who was a disciplinarian
for waywar& youth, The alecohol rehabilitation program, which.was ariginally
funded by IHS, presented a unique blend of Indian alture, Native American Church,

Alcoholics Anonymous and mental health concepts and practice,

RECOMMENDATIONS :

9. That the official policy of IHS toward traditional healers and medicine

men be permissive of thg,@eyeiﬂpmsjtrgf,cpntrg;tugl errangements as presently

utilized in the Navajc and Phaenix Areas, but that it leave the development afw

§uch7§§;a§i§n$h;§§ to the direction of locsal tribglrgdvisgryfﬁpg:as and permit

discretion to be exercized by stnff at the Service Unitﬁlevel-

whieh lécal cultures impose and the apportunities they prgvide,fgfig?gatite

appraaehes to the provision of mental health services,
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3. Balance Between ﬁirect and Indirect Mental Health Services,

It 1s apparent that the optimally functioning Eragréﬁ for méntar
health within IHS has attained a balance between the delivery of apprcpriate
Aeare to the acutely and chronically mentally 111, and consultation ta community
agencies, This, 1is elcsely related to other issues but needs specific address,
alnge there exists a polarity within the field of community me:isl heslth
affecting all disciplines, between the delivery of indirect and direct services,

iéiﬁArea chapters deseribe the imbslances of gegyices which occur. =4:

In the Billings Area unae? Dr. Gustafson;

In the Albﬁquerque Area where tensions between Dr., Davis and Dr. Andre
over this lssue resulted in frégmentaticn of the staff and a laissez faire A
policy; -

And in the Aberdeen Area where iﬁ#clvemeat in the community may mean the
risk of loss of proféssional status at a minimum and of one's life at maximum
during the times local issues boll over into physical canfrcntatian.

One sees many examples of efforts by administrators to control %gtivities
without achieving a balange. In each of the Areas cited above, other staff,
at other times;have presented examples of outstandingly balanced Programs,

- In the Billings Area for instance, the psychctherapy initiated by Dr,
Barter's residents and of Tom Keast, MSW, on the Crow and Northern Cheyenne has
persisted in spite of its being igncrei*bz disapproved temporarily, Under Ms.

Tower a balance is being struck in many other places throughout the Area. 1In
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Albuquerque Area the programs at St, Catherine's School and at Zuni seem to

have stabilized around an optimal balance of clinical service and eansultatién.

In the Aberdeen Ar;g the Rapid City program has had a high investment in com-
_munity organization and consultation as well & direct clinical serviées_

In addition, tribally sponsored programs at Warm Springs and Sells (Papago)

and most of the Navajo programs seem to have ahieved the resolution of this

problem to a high degree, !

The problem of clinical services emphasis versus indirect consultative
services and community inialvament 1s not unique to IHS. It occurs thraﬁghaut
the Mental Health scene around the world., An emphasis on direct seprvices
results in a silting up of clinics with acute and chronic cases and eventually
long waiting 1ists which negate the reason for their existence. - Equally, an
emphasis solely on a consultative, teaching, gcmmunity organizing model makes
no provisions for individuals or families for ?héﬁ:prevantative and ‘early'
interventions by a wide variety of personnel come too late, prove insufficient,
aﬁd for whom prompt clinical expertise and even hospitalization may be required,

Part of the difficulty lies in the fact that mental health personnel in
all the disciplines and occupations come with a variety of talenﬁs; preferences, .
and sgills. A degree, graduation from a training program, or acceptability to
the tribal council does not provide interchangeeble people to sfaff programs,
At tht present time there aré many indications that IHS Mental Health Programs
are understaffed if they are to do an adequate job of meeting needa in either
direct or indirect services. . Consequently it has been difficult té demand

that staff meet both sets of needs. Possibly a reluctance to “ace this issue,
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which seems oubr. .t ' pealm of thése resporlble for program development,
has obscvred ine r.ed to identify end describe the balance desired,
RECOMMENDATTONS ; |

11..The iﬁgwMegﬁal_Heglthrétarffneeigmtq,ggve;ap 8 multiple activity def-

inition of its services fhs#_ii;l,;ﬂelqde,thqsgrtggksrwhigh are common to all

occupations within the atarf,sgﬁ'ﬁhc$§7whieh must leegally or_for other reasons bé

reserved to éﬂé;ar‘sn§¢her,disgiplinei

e S ——

12. The IHS staff as & whole needs to have suffiﬁient nriﬂntatian to the

usefg;;nes;>ggﬂA;im;tgxi@us,af mental health services that it vill request

approval of mutually develaped changes in the service dgégfe;yjsys§ggsfwﬁegg

these vill prove more effentive and more adaptable as Yell as more acceptable

to the Indian clientele,

13. That the achieving of a balanc* : 1irect and dlrect serv;ces3 rather

.than choosing one or the cher, he ean**dered as the prlmary missian of Mental

. Health Programs,

1k, Thnt adeguate 3t&ff and budget bé saught ta &ehieve this ba*gnce ‘in all

Areas,
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4, Mental Heslth Consultation Activities to Other THS Starf

Ag will be noted in each of the Area narratives there is a tabL*atinﬁ
of the agencjﬂs with whom Mental Health stgff consult, 1In al% Areas the bulk
of consultations take plgee between IHS staffsa Mental Health staff talk with
- the physicians, nurses, Maternal and Child Health, sanitarians, ete. The majority
of these contacts are patient 9riented; A high proportion of in-house utilizaﬁioﬁ
is not surprising since many IHS staff consider mental health a medical specialty
and the model of referral and consultation from medical practice could be prew
sumed to prevail, IHS Meéntal Health gaff, whether physicians bar pot, participate
in Doctors' rounds and otherwise function as“tart of both the innatient anA outnwtiien
staffs at a number of Service Units, ngever, their special expertise extends tu
the potential adaptation of medical treatments and nursing care to the-eulﬁural
-and persgnal needs of patients, These characteristics, as well. as the skills
in dealing with narmally anxiety pravcking situations ;ffecting bath yatients
and staffs have a high potential for in service training and program dave;apmemt
ag well as individual patient care.

However, it is a frequent comment in the interviews as well as in ﬂarratives
iaubmitted by staff, that Mental Health staff feel that they are peripheral to tha
operations of the lospitals and clinics. They often report that only when
physieiéns and nurses wish to 'unioad!' traﬁblesame or chronic patients do MH stufy
get called in or receive referrals., A persistent characteristic of reports
13 that there is no time for staff conferences or for reporting bg§k their:fin@ings
and recommendations in an orderly manner, In many cases this appears to
outside obaervers to be an fnefricient use of highlv tachnieal exnertise of

Mental Health staff. In some instances this behavior becomes self defeating
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on the part of general IHS staff who never have time to solve problems but
' £ 4 ' R
~are always dealing in crises,
.

' RECOMMFNDATIONS : .

15, That IHS administrators 1 hi «_through the potential for mental health

contributions to inservice training and for regularly scheduled IHS case

conferences, Administrative support for internal cansg;tgﬁiéprgn 8 more

afaerlyrrbggis would probably result in ggpsiéeggbleiiﬁéreasg in efficiency.




5. Mental Health Consultation to Agzencies External to IHS
Each Area Mental Health staff reports a wide variety of other agency.

consultation contacts - Welfare, corrections and courts, schools and tribal
organizations usually predominate, However, these contacts also tend to be
case or patient oriented most of the time and to occur on an unplanned and
unscheduled basis, There are very few regularly scheduled consultation oppor-
tunitiea, elther case oriented or progremmatic in content, This means that the
Mental Hemlth staffs are never abi: to plan thelr work syatematically within
the community, but must fely on chance agpo££unities to develop relgtiansﬁips
and referral resources,

Many Mentsl He;lth Staff describe ways they have .. .e¢d to solve_the problems
involved in establishing more regularity in their schedules fareeuntacts with
IHS staff, whem Fhey see frequently. There does not seem to have been a cor-
responding asmount ef energy spent in attempting to formali:e and regularize
contacts with external agencies, Both situations appear to be inefficent. Both
may be a function of inac. :uate personnel to allaw specislization in Program
consultation and the dEVEIGment of expertise in using case conferences as
community relationship tools, Both Mental Health and other IHS staff are often
spread very thin and are hard pressed to make any changes in routines established to
deal with a large volume of patients, many crises, sometimes inadequate
buildings and equipment, to say nothing of travel over long distances,

| RECOMMENDATIONS ;

16. That IHS Mental Health staff receive some further inservice training in

consultat;pnrtecﬁniquesrandrthe devgl@gment sf interﬁagency relatianships

17.: That as has been indicated elsewhere a real*stic appra;sal erstaffiﬁg

needs be made, andfeffa;tsftg budget apprgpriatelyAbé strenuously pursued,
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6. The Development of Services for Special Populations
a. Children
Services to young children tend 4o he gporadically disp:

throughout IHC Mental Health Programs, In part the focus on this age group
depends upon the activities ofother programs such as Maternal and Child Health
within THS and Headstart and Daycare outside of THS. It may also depend upon
the training and interests of étaffi and the accidents of happy alloeation
of persons with expertise in children’s work to locations that are interested,
ready or need such services, This is a haphazard development, which is probably
typical of an early growth in pragiam deveiopment., It also reflects the phile .
osophy of assigning staff to a location %ithgut real knowledge of the particular ‘
needs of the population to be served or of the skills and interests of the
rersonnel, This is charagte?istic in times of staff shortages, but need not
be made a Permanéﬁfvr rsonnel policy, |

It is known that 50 of the Hdian popul- « 18 under the age of 20,
Most »f this younger uLslif is below the age of adoleucence. Therefore, the:e
1s a real need ror the development of ehildrea's.and fami:y services across
a vide spectrum. Serious problems of teenagers and ycuﬂg adults may not be
completely prévented by earlier attention to childr:a'e heeds, but it is
certain that many later problems will be aggravated and escalated far.lack of
appropriate early attention,

Where personnel with special training, skills, and interest in children

" have been part of the staff', outstanding children's services have been>deve;apeﬂi
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In Alaska the sehﬁml consultation and cbfle evaluation programs of Barbara
Nachman, Ph,D,, &nd Barbara Doakes, both exceptional child psychologists, have
been successful, In Pine Ridge the ‘balance achieved Tirst by Dr, Carl Mindell,
a chilqd péychjatrist was followed by the work of Gilbert Voyatt under an
independent research grant, Gayla Twiss secured additional training and hag "
provided continuous school consultations of & high degree of esifi‘ectj‘n.reness,li -
" particularl} around elementary school learning diaa.bilitiea, Albert Hiatt in
Albuquerque Area, in cooperation with sacial vorkers and maternal and child
health staffs, has developed an excellent preschool and follow through program
for Zuni and other Pueblos,
RECOMMENDATIONS : : o o SR

z

15 fhat _personnel needs be Plannéd for in terms of the Jeed for Sﬁecialists

in work with children gnd youth, in family therapy, uind in intaragenev network

devel@pment in order that the present population e;glosiaﬁ of young American

Indians “an be appropriately served,

o

19, While recognizi.g that all staff are not ﬁemperamgptg%;y Egitgd,tg”wﬁrk  

with children and gcuth,rnevertheless Bome staff training oriented toward the

skille required should be included in trgining programs and Area and ngtignal

meetiﬁz~f

S

20, In—héuse :xchange Qf infﬂrﬁgtian abcut pgrtiéularly suceessrul pragrsms fnr

ehildren end youth ghau.ﬂ be widely stimulated _and earried out, Fgf example, the

Group Hame Pragram at E&nm Springslvthe Apacha Youth Prggrwﬁ in Ari:ang, ﬁhe success-

- ful. peg;,esunselingrp:cgram iﬂvalving IHS and the Sﬁhcal of %qcial Wﬁrk at St, Cath-

erine‘s bchaal isn Albuquerque Area the Learning Digabilities Diagngstic ani Pre— .

scriptive Teacbing Prcgram at Pine Ridge, and the- successful eultural adaptatians uft

teach;gg mgtefigfg,igggéggka,shagldrgl%jae well known as models which other Aress

g;d,Sgrvicgﬁpnitsrm;ght adapt to their own needs,
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b,  Boarding School Youth.

. Both .the Model Dorm prgjecﬁ ut Toyei and the aleciholism
project at Chemaws in Portland Area are examples of inter-sgency covperation
between the BIA-maintained Boarding Schools and Mental Health Programs of IHS, ‘
Unfartugately, Tube City Bor 'ing School is an example to0 w- of what hgppenségi&
vwhen there is a fallure to coordinate theae two agencies, In general there
’;is a lack of caardinas or and ccaperatien when it tomes to Baarding Schools,
and yet all of the above situstions point to the fact that the youthful
Boarding School population have specinl needs and problems which need to..
be recognized and evaluated, end of course, dealt. with in a comprehensive form,
The naed for focus on Boarding Schools becomes obvious with the realization. that;
nor . of e reccmmendaticns from the Flandreau project in South Dakota have
been impleme-ted to date.
RECOMMENDATION |

21, It was a'iginally the caﬂtractors' understanding that the services

ta Boarding Sehanls Qpérated by the BIA _were Sﬁff‘*iently impﬁr ant and

sgffigiently complex, that they vpul@,réqgirgfgfségeratg contract for analysis

and narrative descriptipg. It i§thggd and recommended that the Ergh;emg,

DPrograms, and potentials of ;hgﬁlndigg Bﬂg;§;35782h99157}e the”sgbjggt

of s jaint,stp@yﬂsPDQSQredHEX both BIA and IHS in thg,ﬁegr,futurgj
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.G« Aged
There is a real daarth of speeial programs for the elderly,

although with the grest respect that most tribes tende; their older members
this would have s high priority if tribel volces were heard, Over and above
needed medical care and posaible group home needs, there are emotional prﬁhlgmsl_
tv ' .ed both by the y:unger generations and the elderly themselves, One
example of a successful prﬁjegtkis the White River Apaeherbeadﬁcrk prégram. |
which invclves the adults and children ip constructive activities through the
guidance cliniec, This in turn generates, through sales of work, funds for
family visiting and the provision of favorite foods for elders placed in |
nursing homes away from the ;eservatiﬁn.; creative work in thig area EEEﬂslw
widespreed attention, l
RECOMMENDATION:

22. Thet_each Service Unit and Area begin %o think creatively about the

aeedsrg:”tpemelde;ly}_ggﬂmta injglfeWthemsglvegrwith app;cp:igteipr;hg; groups

gndfgggngigs_in such a way as to support tgg gmatianglﬁneeds gﬁi;cgﬁitélize

on_ the cultural strgggthg;af theigged;infﬁbgfIndiaﬂ population.

i
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d, Families and Family Therapy

Nearly every report on Cgﬁmunity Mental Health programs and
practices emphasizes the efrectiveness of working with distressed and disturbed
individuals in their natural context and normal environment. For work with
American Indiaﬁ and Alaska Native pecples there is universal recognition within
‘fHS Mental Health Programs that this "context" n.t only includes, but is often
dominated by, families, The importance of the family and its extended form,
the clan,‘is well documented in most descriptions of Indian culture. TIHS Mental .
Health Program gcals and descriptions pay considerable attention to the ides
of working with ramilies and of including family members as well as patients
in progrems and therapeutic w@;k.

However, relatively few of the professional staff have had any training
in family therapy and consequently most of the implementation of these good
intentions falls short of the mark. Not all .xff are as naive in this field as at
one Service Unit where the staff proudly pushed forward their expert-on workirg with
fauilles. The role, self described, consiste: of sef . the patients in their
own hcﬁes‘ ‘owever, since privacy was difficult to arrange, the sessions were
usually held in the stafi member's ecar -- and o f&mily members were ever allowed
to Join in,

Some couples' therapy was seen in Alaska and workshops utilizing Family
Therapy consultants have been held there and on the Navajo Reservation, In
Oklahoma a few staff had attended family tberapy workshops presented undef the
auspices of the State Heslth Department. Building largely on a base of Trans-
actional Anely:is, s rev family groups were being seen in North Dakota and in

the Billings Area. But they were the exception rather than the rule. The
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model of therapeutié relationships most ofteu seen was a variation of one-to-

one psychotherapy. Second most frequent was some form of group {peers) therapy.
Since there is a recognized branch of expertise known .as family therapy

with available resource persons, texts and Journals, some effort to facilitate

the acquisition of skills in this field seems essential if the emphasis so often

mentioned is not to remain ﬁerely lip service to a good idea,

FECOMMENDATIONS :

3. Plenning and implementing staf’f training in faﬁi;;ﬁi;ergpy"inreaghAggeg.

This should be a series of workshops and theory sessions spread over one or tvo

yerrs, wth same:prﬁyisiggffg{_ﬁupgryisiqnﬁarrggn§p1§§;ian with trained family

therapists willing to adopt tpeigftephnigugs‘;q;triba; cultures.,

2k, This trginipgrsﬁpu;d be available to al;;}evelsigfﬁs;aff!inwsl;rdiscig;;ngs;

,since,fg@ily therapy can be successfully conducted by paraprofessionsis and by any

of the mental health disciplines, provided they are wiiling to learn,

25, Some thaugﬁiwshgglgéPengven, to evaluative research which not only

compares this type of intervention with others, but also establishes parsmeters

of culturall - .ictated adaptations of technique and theory required in various

IHS settings.

26, Information about fﬁmilIAghg?acteristics and the ;;Eg£§§§§s?5§_family

systems in facilitating appropriate treatment and preventive health measures

should be made a part of inservice training offered by Mental Health staff to

medicel and other IHS Branches,
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e, The Retarded

The problems of children and adults whn are venteliy reteded
are not anywhere in the IHS Mental Health Procram subjact to o sy fematic study
or organized program blanning, ..ere, as has beep indicated stgve, there is
perscnnel within IHS interested in children, or where community involvement with ’
special Jucation and Headstart programs has elicited g regponse from the IHS
Mental Health staff, there will be found examples of pragrams involving the
mentally retarded, Notable examples. are the evaluation and establishment of
special eduLati§1 programs on the Zuni Reservation in the Albuquerque Ares,
the special nursery school-preschool programs established among the Apache in
the Phoenix Area, at Yakima in the Portland Area, and the intensive school
consultation programs by the psychologists i, +%e Alaska Ares,

In general, most attention has been paid, where this problem has been
noted, to development of community based resources. Hovever, at least one
Men*al Health Worker in the Navajo Area, who herself has & child in an insti-
tutional setting, has developed g sensitivity to the problems and emotional
3tress generated when such facilities are the'cnly resource suitable or
avallsble, |

To scwe exteﬁt ﬁhé-l&&k of developient of these foci may be due to the
small number of p8ychologists trainea to evaluate children availabls to IHS,
and especially to those aveilable with eross cultural experience and ability
to sift out retardation from culturglly different patterns., It may be far
more humane to err on the side of under deteeting retardatian as at present,

then over detecting ’* because of cultural communication gaps and the
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labellling of differences as deficits.

However, for these feascna; or because of the initial strest on severe
emotional illness, IHS Mental iLealth Programs .have barely scratched the surface
in serving this special population, |
RECOMMENDATION :

27. ThgJsélggtiveﬁréc;uitmept"éf,m@:e pgychologists able to not only

eyaluate_mgnﬁ§1,retgydatian,”butralgg to aid gé@po;s angéjggilie§g$2h§g§ptigg

19331::EE9u:g§§ for cae ;pp;ag:ig;g,ga:g anéﬁdevglspmggtwcffthesg ¢§i1§£Fn,%ﬂd

adults,

f. Children with Hearing Loss and Deafness

This problem is one which has even less attention than
retardation, It would appear that although Otitis Media was the subject of
the second half of the AAIA conference on Indian Health in 1964, and was listed
‘aﬁ & major problem by thasg assembled in 1972 v» NIMH Minority:Center to discras
2% of Indians in Mental Health, that surprising iittlé has btaen done to
develop care for the victims of the aftermath of this disease., The infec-
tions are now more readily brought under control, and mv:h educational vork
in teaeﬁing the Indian families and communities to securc prompt esrl: medinral
sttention to earaches and infections is having en impg;t-

Hovwever, the final step, surgical restoration of partisl hearing loss, is
listed as an elective treatment, and the backlog of persons on w&?ting li%ts
fer elactive procedures staggers the imagination, Thanks to the keen interest
of Barry Méndeblsabn, M.,D., MHCD f2ilow and child psychiatrist working with

the Mental Health staff of IHS in A .ska, a good deal more attention is being
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paid in that Area to developing resources for children with hearing handicaps.
Anecdotal evidence from that Area is replete with mention of children who
vere e#alugted and treated at about ege 5, and found to have a surgically
reparable hearing loss, The family was told. ahd permission for the surgery
obtained. However, thé child entered school and often not until the age of 9
or 10 did the name come up on the waiting list, The child has hed “he problem
of learning English us a second langusge, of acquiring fun?:intal ele-
mentary school educational skills, and of developing the .+ - of soecial
interaction for several years with an invisiyle and unrecc.:. .d handicap,
Schools and teachers in Alaska are usually unable to provide special services
for this group of children, which may rus as high as 40% of the classrooms in
same places,

This handicap in the erucial early years, to say nothing of the traumatic
experience of being suddenly summoned for a flight to a hospital for surgery «:
several years after the condition has been diasgnosed, are problems which
require more than Mental Health Program input for solution., However, much
thet is now becoming familier in Alasks bec use of the interest of a particularly
dedicated staff person is probably also applicable to other Areass. As total
mobilization of funding sources, community programs, and IHS medical and surgical
personnel, Maternal and Child Health Speclalists, occurs to meet
the particular needs of this condition, the Mental Hesilk Programs must be
sensitive to their own potential contributions. The development of programs
of eva;uatian the need to work vith families and teachers around the emotional

reactions fo hearing loss and deafness, and the liaisop with all possible

ropulstion., Training of teachers and paraprofessionals in thig sphere should also
T coisidered,
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RECOMMENDATIONS :

=

28. At least one person in each Ares should undertake responsibility for

develqpi_g a plan and program to meet the needs of those with hearing loss and
dLﬂfﬂESE.x

29, The possib‘ *7: . of utilizing Speech and Hearing Specialists as well a3

gsychoicg;sts_inﬂﬁ;ntgl,Health teams should be EﬂﬂSidEfédp and some way of

Securing these servi.es, either through cqnt:ggt,carergr by_direct employment ,

should be planned,

30, Sinceﬁccardipatian of effcrtgrisggeeieéﬂ,igsgryice traigingfpf IHS

staff in thisg field should be,gpgsidered.

31, Since hearing loss and deafness are not limi.»d to children serious

cansidergtiggrshculd be given to evolving ways to meet the nggds'gﬁ,adultsﬂvhq

have these haniigapg,rand particularly aftméiiatingwthe trgqmatig_andj§m§§ignal

effects @fgﬁhis;senspry_dgp;ivatioqi

g+ 'isual Hendicaps and Blindness: Cther phy-ical handicaps
While the percentage of the population affected ty visual

handicap: mey be small, two populations ar« barticularly yrone to these problems:

the adult disbetic, and the young child subjert to genetic 2. "~ infection
and trauma. The elderly person with cataracts and prebyo, _. 'd. not be

averlce}ced as well. A fairly comprehensive medie:al and health education program
does seem to exist in mnst Areas, although often it is relegated tp a low
priority because of other traumatic and dramatic needs,

Similarly, medical attention is given to most crippling accidents er?

physically handicapping conditions. What seems to be lacking is the consistent
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sttention pald to thE‘psychclagical aspacts of the disabilities and the needq
for communicating these to the teaehers; other agencies, and families of the
persons affected in such a way that effective planning and program development
can be maintained and that the individual concer-ed can attairn meximum self
sufficiency end self respect. |

RECOMMENDATIONS :

32, That in the planning of expansion and further development of IHS

Mental Health Programs the speeific needs of the visually haggéggpggﬁgchi;d;QE

apdlalder”pgrscgs”be EDESidEfEd 83 inté:ral perts of the program.

33. That some stsff in each Area be trained in the understanding of - ué

psy;hplgg;cgl,imﬁactsrgf disablliﬁiés_upanfﬁpthWiniiyi@uals and their {-milies,

and be sble to Serve ss a resource in training other staff gé_gg;éigiﬁégggdinatigg

resgurces and making specinl evaluations in these areas.
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T. Alcholism and Alcohol Abuse
Alcoholism and alcohol abuge havae beun irequently described as
the "No. 1 Mental Health problem of the Amevican Indian™ by both Indian and
non~Indian groups charged with planning for better programs and better living
conditions for Indians both onm and off the reservations. Perhaps it was a shake
of particularly good fortune that IHS Mental Health Programs was not given primary
responsibility during the past 10 years for developing alcoholism pi~virams,
Otherwise, this might have drained the resources of IHS sc ~hat th lwoad
spectrum of services now available would not have been de. . sed, Although
the overall responsibility for alcohol thétmEnt has rested largely with the
local tribes under the auspices of OED and NIAAA funding, IHS Mental Health
staff have been invelved in other appropriate roles,
8. Variety of Services Offered by IHS
Most Aireas have developed a variety of services in this field as

part of a reservution-wilde network of services, The Eilliﬁgé Area has,; for
instance, in the past two years made a concentrated effort to make certain that
such programs were mountted nd maintained through every Service Unit in its
territory.  The model of providing comsultetion both to the Alcoholism counseling
program of the tribes and to the local CMHC, as well as overseeing the developumers
of a detoxification resource, as were done én“jhé Flsthead Reservation, is being
spread ove.: the entire Area, with appropriate local varistions,

In other Areas some Service Uﬁit'prcgrgms“have hed more emphagis on alechs. -
ism than others. The Turtle Mountain unit in Aberdzrn has become almost nothing
buﬁ an alcohclism program, and therefore ths problem-oriented records show a

high proportion of alcoholism cases being seen in the whole Area, More typical



ars probably tlhe various supportiv: effcris in this and other Areas together
with occasionsl special programs.
b. Indian Cultural Elements in Alcohol Treatment
Among the-specialized programs are saveral that are built upon
Indiav cuitural components. These may be blended with Alcoholies Anonymous
" and other models developed for mainstream cultures, One example is the Jintive
American Church involvement in the program at Bessie, Oklahoma, which utilizes
IHS consultation services. A culturally oriented program has been self-administered
by an Indian population at the Chemaws Indian Bosrding School. The Renairﬂevadg
Field Henlth Station (Phoenix Area) has developed a variation of Alcoholics
Anonymous for Nevada tribes, The Navajo Area has found that utilization of a
"puddy" to supervise the taking of medications enables a successful antabuse
rrogram to be opersted, This is particularly true sipnce among this population
the effecis of antabuse are well known, and being o such a program is a socially
acceptable excuse for not drirking without being excluded from the Peér group,
¢, Moves Away from Complete Abstinence
Until the late 60's the fiold of alecoholism treatment has been
dominated by theories based on complete abstinence, However, there is begin-
ning tcrbe some evidence that socielly conditioned drinking patterns can be

learned and modified. Levy aud Kunitz in Indian g;inkigg,Pgtterns spell out

this idea from s research point of view.
A few IHS Mental Health prograns have begun experimenting in this fleld.

In Alaska at the Anchorage outpatient service, particularly, a few clients are

being taught controlled social drinking patterns, and the same idea is being

eonsidered elsewhere in other Areas, This is a practical application of the ob-

servations of many researchers in this field, but i3 innovative and not et fully

evaluaﬁgii
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d. Changing Funding Patterns

It begins to appear as though 0EO0 and NIAAA funding may be phased
out as demonstration funding, with the expectation that local communities
support their own Alcoholiam treatment and prevention programs, If so, it 1is
not clear hov Indian reaservations without adequnte economie bases can completely
support their owvn programs. IlS Mental Health ataff may have to becone more
directly involved as the staffing sgency ms well as the comsultants to Indian
alcoholiam treatment programe. Already increasing amounts of special monies
for alcoholism are shoving up in the overall IHS budgets, and this phenomenon
may increase (see p, 28), It is to be hoped that the balance of efforts will
be naintained, since a rull range of mental health aervicea is needed by all
the population, those persons suffering from addiction and abuse of alecohol
ns vell as those who are not.

e, HNeed for IHS Inservice Training

A real problem in this field i{s the attitude of many non-Indian
THS staff of rejection and repugnance addressed to the alcohol using patient,
In every Area there are tales that are far from apocryphal of physicians vho
do not use anaesthetic when repairing lacerations and tresting injuries if
the Indian patient has been drinking. There are other anecdotal bits of infor-
mation to shav a punitive or harsh attitude toward all Tndians fostered by the
stereotype that all Indians are alcoholics. Even IHS pérsonnel in Mental Health
have not escaped from this type of reactdon, as witness the proposal to a Tribal
Chairman that all alcoholica be sentenced to Jail terms, with pr@batién dependent
upon not only abstimence but also on participation in a counseling program

(Taos in the Albuquerque Area).
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These attitudes, and the behavioral consequences of them should be
carefully reviewed, and in-gervice Programs developed to broaden the under—
standing of all IHS personnel,

£, Availability of Alcoholism Counseling for IHS and the

non-Indian Community

Most IHS personnel do use alcohol, snd a few abuse it. This
nakes it extremely difficult Lo offer counseling services to the Indian pop-
ulation, and not permit participation by IS staff who may also need or desire
such help. Yet the strict application of eligibility rules often denies
help to federal non-Indian staff if only Indian programs are available, In
Falrbanks, Alaska, the Tanana Council has become the alcghalisg treatment
source for the total community. Similarly the Warm Springs tribal program
extends its services to non-Indians living within their reservation, In both
these cases, as well as where other sucé%ssful alcoholism treatment programs
are mounted, it has become clear that s full range of Mental Health services
i3 needed, of which alcoholism and prevention of alcohol abuse are only
specialized aspects,

These problems of the boundaries of service, and of the evidence of great
need without proven remedies, make the whole field of alcoholism treatment

and prevention a complex and difficult one,
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RECOMMENDATIONS:

34 That IHS Mental Health Program continue to supnort efforts to reduce

Lo = —

alcoholism and the abuse of alcohol at all levels in the community, Consultation,

Vdgtgxi:‘imtion} in-service training and even staffing such centers should be

considered as eppropriate tasks, Jrovided that they are developed with com--

munity planning and ‘3‘33’51"‘3;5,:,,‘15@ provided that the aim is to establish a network

of services utilizing all ava;lableﬁ resources and funds,

35. That in in;réasiggrits activity in the fleld of alcoholism therﬁggta;

Health Programs do not Succunb to the overly gimplistic thinking that if this

A brosd spectrum of services, based on the needs and desires of the_Indian

communi ty, ghould be the _basis for planning and_budgeting.

36, That the IHS Mental Heslth staff be considered as & source for in-

Berviee Eraining for all _IHS staff in the field of alcoholism and that to adequately

deliver such training specialization in this field be encouraged.

99



B '
8. Drug Abuse and Inhalents
a. Heroin
- Among the rural Indian populations with whom IHS is concerned,

the abuse of "hard drugs" such as heroin has not been the major problem it
has been {n urban ghettos. However, occasionally it is introduced, usually
by a returning Viet Nam veteran who became addicted overseas. Urban Indian
populations are subject to the same stresges a8 other urban groups, and drugs
are available as pseudo solutlons without racial biases. However, up to this
point in time (January 1975), no special Indian programs for addicts appear
to have been needed,
b.  Psycho-Active Drugs

Marijuana has always been availsble in the Southwest, but the
publicity given it during the past decade has raised the same fears among
Indian peoples as have led to panic and confusion among non-Indian school,
church and family heads. IHS Mental Health staff have been cvailable as
consultants, resource persons, and speakers in this field, and with regard to
the psychedelic drugs, the uppers (1.e., speed or dexidrines) and downers
(sleeping pills, sedatives and tranquilizers).

Among the psychadelic drugs peyote has a ritual uge in the Native American
Church parallel to the sacramental use of wvine in Catholic and Epliscopal churches,
The members of this pan-Indian sect are scrupulous about not abusing the
sacred plant. However, they are suspect by Calvinist Protestant groups and
other non members., As the youth eaunter—culturg discovered peyote along with
other herbs with psychadelic properties there has been occasional asbuse of

the peyote outside the Native American Church, spreading even to adults,
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It has not, however, become a focal problem for any IHS Mental Hemlth program,
¢. Prescription Drugs
What has been a problem in the field of drug sbuge is Just that:
the abuse of properly prescribed medications as uppers, dowvners or for their
side effects of strsnge sensations such as diziiness and blurred vision, This
problem is alsc prevalent in.the non-Indian world, especlally in suburbia, It ;
is seldom discussed or deslt with effectively by either culture,

One outstanding exception is the program at Rapid City Indimn Hospital
(South Dakota, Aberdeen Area) where a cooperative in-service program with IHS
staff has led to the marked reduction of prescriptions for tranquilizers and
an increasingly appropriste early identification of anxiety and emotional
distress. IHS Mental Health staff in Rapid City are seen ag %esaurge people
by the IHS medical staff and are able to intervene early, as well az o shore’
their skills with other IHS personnel,

d, inhal%nts

The sniffing of glue, gasoline, paint, and spray-cans with a
variety of propellant gases is a fairly common addiction in tlLe Indian pop-
ulation., Little comparative data is available, but this problem seems to be
reported in non-Indian ghettos as typical of children and adolescents, However,
it is well kpown in most Indien Eearding‘SEncals;éani'in.ngaxxy»every-Area
there are adults in their 20's who have serious brein damage and other compli-
catlons arising from this addiction. Unfortunately, effective treatment is as
elusive as effective trégfgent of cbranie'élcchalics, for perhaps similar
reasons. Prevention tnrough provisions of more stimuleting activities for

young people and very early intervention seem to be the only avenues of approach
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that are being widely utilized, The tople i3 often:simply .not. diacussed in
formal reports from the Aregs. although individual cases are sometimes deseribed
in Service Unit reports,

RECOMMENDATIONS:

37. That attention should be giv§g"§o,the g@$sib;eruse";:7th§ Rapid City

Indian Medical Cgptgrrggpgrgm a8 a model for other IHS Service Untts., This

topic of the potential Lgtragenig;misuggrpfﬁprescriptiag Qrugg,shggld,bgrgevg;—

oped for all IHS staff as vell as in-service training in recogni zing and handling

anxiety in medical and surgical patients,

38, That a real effort be made to survey the ;;te;ature,gg@,prgatizgrin:'

the treatment of those who use inhalents se}fAdesﬁ?ug;ivgly,_ Effective inter-

vention and prevention techniques need to be developed.

39. Thaxrtheig:gseptAgasg finding and,g@ugatiénaligregrams regarding

psy:@aggtive"d:ﬁgs be continued with careful gialgatiagfand quificatiang as

locally aeppropriate.

40, That all IHS staff learn tg;digtinggish‘bgtvggg gpp;ppr;gte sacramental

use of peyote and other herbs and their migusergn§,a§u§g,

L1, That effective liaigon with effective programs for treatment of

services,
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9+  Accidents, Violence and Bulecide

Since the late 1960's was a period of national consciousness of
gsulcide and the emergence of a dlscipline known as suiei&ﬁlcgyy'it i3 not
surprising that in every Area the Mental Health Programs of IHS developed
suiclde prevention programs and a concern for this self destructive behavior,
This was perhaps most dramatically triggered by the occurrence of a mnigide
durivg a Congressional Committee visit to Fort Hall Regervation in the Portland
Area, Certainly»the kind of attention then focused led to the promulgation
of data from several reservations indlcating & high rate of suicide (up to 10
times the national rate),

However, later, more thorough, studies have revealed as great a varisbility
in this behavior as along any other dimension that one seeks to measure for all
Indiens., There are also Indian tribes with one tenth the national suicide rate,
and many where the rates of oceurrence approximate the national average, Scme
efforts at selective atteﬁtion to vulnerable tribeg, end to the most vulnerable
populations within those tribes seems in order, 1f this can be done without
destructive labeling. (See James Shore, et. al, publications in the Portland
Ares chapter. ) |

At least one tribe which is proud of its very low reports of attempted
sulcldes has an extremely high rate of fatal accidents, Some of these are due
to the difficulty or securing prompt assistance and medical treatment in remote
regions, but some are undoubtedly at least unconscious suicide gestures, This

problem has not as yet been subjJected to serious serutiny, nor are data being
Icolleeted to give 2 full picture of the situations that lead to accident prone-

ness, and accident fatality,
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There is some suggestion that a high aulcide attempt rate may be o

on a reservation (Cee Pine Rldge in Aberdeen Area). At times there seems to be
a sudden reversal of the pent up hostllity — from the inward focus that results
in a suicide attempt to an outward projection that resﬁlta in violence and
attacks on others ~- both among the Indian population and directed against the
non=-Indian population,

Related to this is the situation in which the sulcidal individual arranges
a sequence of events in which some one else kills or attempts to kill the victim.
The provocation of police or other persons to the point vhere they become violent
and shoot to kill is not usual, but does occur, and most Area Mental Health
staffs are familiar with 1it,

These behaviors are not peculisr to the Indian community, but in most
other instences the individuals involved are not as well known to any health
providing agency. In seeking solutions to these problems in its service pop-
ulations IHS Mental Health could make contributions to the world at large that
would have reedy applications.
RECOMMENDATIONS:

42, Continuance of maintaining suicide attempt re

isters, and suicide pre-

veé;ian,prﬂgrams al:gadx>establisﬁeﬂ,@g,;ﬁsiﬂggtgl Health staffs.

L3, Careful scrutiny of accident andrgiglégﬁ behavior to learn to detect

self destructive patterns of vielenge_empggdgiVyithiq,wha§ externally appears

to be non-suicidal behavior patterns,

bh, Maintenance of in-service IHS training programs to sensitize medical

and nursing staff tars;gnalg_ngguieide,vulne:gbili?yrig ipdivi;pg;§4igspe¢ig;;y

in those regions where this is a high yisk, At the same time that this program

attempts to diminish the stereotyping of all Indians ss high risks for suicide,

efforts to avold lsbeling populations with promeness to accidents and other self

destructive behaviors should be made. 104
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B, Issues Imnternal to IHS aud Mental Health Program Administration

This next group of isasues and recommendatlons is meinly concerned with
matters rélating to internal affairs of IHS and the administration of Mental
Health Programs.

1. Evaluation

The need for adequate program evaluation is a thread vhich rums through

this entire report.

First and foremost, evaluation should be feared to the needs of programs,
Bach of the components of the IHS Mental Health service has a more or less clearly
articulated set of objectives, Ideally, evalustion should {nvolve self-avaluation,
How closely do actual accomplishments come to fulfilling program ideels?
6n a day to day basis;:may stimulate rethinking and reassessment of priorities.
Date of this type are rare indeed, but one might cite one example as an illustration.
The Clinton Service Unit in Oklahoma reports tha following figures for age break-

down of their patient population:

Age 1970-71 T1-72 T2-73 T3~Th
Less than 20 38% 35% 26% 26%
21-40 33% 3h% Lhx 51%
Lo+ 29% 31% 30% 23%
TOTAL Patients 55 79 80 78

Some of the patient load during a given yesr are hold-overs from previous
Yyears, All this suggests that, as the program st Clinton has matured, there has
been a shift from & high proportion of service time spent with a younger clientele

tovards an emphasis on a middle-eged population, It seems that middle-aged people
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are seen and retained in therapy, while there is no similar mccumulation of
long-term younger patients. This must raige questions: Is the explanation that
there are adequate alternate resources for the young, do they not require long-
term therapy, or is it that new intakes become closed off as servige time is

taken up more and more with long-term adult patients? Are the observable trends

in keeping with lang-termbpragram objectives? The Clinton Service Unit experience
is described in this detail, simply because it is one of the few examples of data
available over time, at lemst prior to the development of the automated record-
keeping syntem, It does serve to illustrate how such date can generate potentially
useful questions.

Decentraliration is one of the characteristics of the Mental Health Programs,
It hes many advantages which we address elsewhere in the report, but also some
problems, one of which is the difficulty in insuring Area-wide, let alone service-
wide standards, for programs. Again, the automated record-keeping system, vhich
has as a component, the establishment of standards for e¢linical care, has promising
implications, Peer review prcgraﬁs, such as the cne being developed in the
Billings Area, also have great potential in this regard.,

Finally, the need for evaluation data in deciding how PEEEDFEEE!ETE to be
allocated is obvious. It is inevitable that, given a condition in which resources
are scarce, accountabllity will increadingly beccme an issue, The need exists
for data which will meet the need for accountability within the Mental Health
Program itself and to a varlety of external agencies.

RECOMMENDATION:

LS, Now that a certain state of maturity has been veached in its development,

the Mental H?al;h P;ggragg,shpu;é!eggggewin;:sntingpus and on-going evaluation,

The present report may be seen as,awba:kd:@p_against,vhich future gig;gatign,prajectg

can be projected, Internally-generated attempts at evalustion, such as the

sutomated record-keeping system, should be supported,
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2, Importance of Area~wide and National Staff Meetings
This issue 13 closely related to problems of éentralised and decentral-

ired administration of Mental Health Sexvices within Areas and over the entire
IS, It is patently inefficient, and probably a sure way to 'burn out' good
staff to organize an entire Area-wide program around a centrallzed starf of
experts who make perlodic visits to places at great dlstance. Some varieties of
expertise, especially consultation, can be carried out in this fashion provided
a regular aschedule is maintained. However, the clientele of Mental Health Services
' cannot schedule their crises and their psychotic bresks for the third Tuesday
of the month between 10 AM. and 2 ! .M, -= end even if they could, there would
hardly be sufficient time to deal with more than one, if that, in the itenerary
of a regular cireuit rider. ) |

To be sure, in every Area except Aberdeen some form of this type of sgervice
delivery was utilized as an initial entry of Mental Health Programs into the
reservations and the IHS system, However, once the usefulness of Mental Health
Programs was established, demand for them became so great that some form of
decentralization of the resources of professional personnel, ms well as the training
and establishment of paraprofessional local staffs was a second phase of growth
and development,

The real need for close communication among Area Chiefs and the need for
Area Chiefs and staffs to have contect with more than the bureaucratic aspects
of the heaﬁquartérs‘staff is keenly felt, From time to time in each Area an
individual has expressed this need in succinct eloquence, and these remarks
bave been quoted in the Area chapters: The frustration of the administrative

heads of programs has also been cited, as they find the need to be both
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clinician and training resource multiplied many times over,

There is an apparent feeling at the top and middle administratiye laevels
of IHS that travel provisions for Area-wide and national Mental Health staff
meetings are a luxury, a boondoggle, or a waste of scarce budget funds, There
is little recognition outaide Mental Health ataff for the need for 'he informal
as vell as formal exchange of ideas, skills, information, and for the advantages
of shared problem solving that can occur 1f there are regular meatings of Area
Chiefs and of staffs within Areas, Only on the Navajo Reservation have regular
staff training sessions been consistently held over the Years, and these meetings
seem to account for much of the high morale and the excellence of program develop-
ment end service dekivery in that Areas

Some sense of ldentity and relationship with IHS and with iis overall goals
for Mental Health Programs 1s viaibly achieved at national training meetings, even
though only two have been held, The importante of such meetings in counteracting
the isolation and the fragmentation of program development should be much more
carefully aeligea£ed. With the present large cadre of Indian paraprofessionals,
particular success was achieved in delegating much of the planning of such
neetings to the Indian staff members themselves in 197k, The need for communi-
cation and association of professionals with their peers §g3 also not overlooked,
and the resulting three days of shared experiences and stimulation gave n real
gense of unity to a staff which is now too large to rely only on informal

communications,
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RECOMMENDATIONS:

L6, Tha:t budgeta end plmin.g ;-ecégni:ze t,he i:qpartmee of at lemt Quarterly

‘Area.-wide s‘tat‘r neetings, with agendas that Inelude training as well iz adnip-

fstrative matters, and at wijch sl1 stufr ire expected to dtend regardless

of discipline, or Civi.liﬂ__ggfnzre Brade.

_ b7, That _no less often *than every other yeuw & national tr-;ining megtimg

’I:e held 1o inelude all 1eve.13 tnd ﬂpea Of mental hea.ith stur

L That adequate suppa!t be given to these meeti:ngg to permit stitf o

trs.v‘el a.mi be lndg&d ccm’lforta‘g-ly . w:lth re;smgble a;l.:awanceu fc:f travel time,

L9, That eirculstion of rejorts and excharge of Ldeas ‘be encouraged at all

evelg , . ) m bottom to top echelons,
;'e:velsr a.;jzrdr, ot he?-l;@‘f?ﬂ tabeggi; e vay r}gﬁfrﬁiiz_ 20 20 _0p echelons,
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3. Recruitment, Selection, and Retention of Professional Personnel
a. Psychiatrie Manpower
The psychiatric nanpover field requires special attention, since

this is one indispensable 2lement in & total mental health program and one which
often characterizes the staff to outside agencies and other branches of IHS, |

During the period of the establishment and expansion of IHS Mental Health
Programs there was a resource for the recruitment of psychiatrists provided
by the draft of physicians upon completion of their residency programs., A two
year tour of duty with IHS satisfied the military obligation for most physicians,
and almo satisfied the personal needs of many vho would atharyige have‘ztruggled
vith {ssues of conscientiocus objection to participation in the armed conflict
in Viet Nam., I[Most, although not all, psychiatrists were drawn érmm this reservolr
until the end of 1973,
young psychiatrists by this method, but there vere aslso disadvantages, For one
thing there vas seldom any opportunity to assess variations in maturity or the
personal stability required if one is to succesafully live in the rural and
isolated locations of most IHS Service Units and Area offices.

Aa an example, the Billings Area had at least two unfortunate experiénces
in this connection, one vith an Area Chief who was unable 1o resolve the dimesonance
between his liberal ideals and cross~cultural realities, and one with a
psychiatrist who withdrev from IHS rather than live on a reservation,

Even mature personnel can suffer from culture shock and geographic isolation,
The Alaska report of Vermer Stillner, M.D., gives a fryank description of his first

year in Bethel, The scarcity of such material does not allov self selection
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or help orient new Etaff;.SEt one frequently encounters the attitude on the
part of IHS personnel that this is a forbidden topic, Such a secretive étance
is probably self defeating since it not only sets the stagé for serious dis-
illusionment, but the new staff member ié also cut off from an open and frank
discussion of his or her problems.
b, Other Disciplines

Secondly the young psychiatrist was often placed in charge,
creating the problem of placing heavy administrative and leadership responsidility
upon the shoulders of the least experienced of professional staff, Often the
Social Workers, psychiatric nurses, and in later years the paraprofessionals

had more experience in the cross cultural settings and with the bureaucracy of

: IHS than the nost senior staff members in rank. To some extent beginning about

1972 this situation was taken into mccount, and Area Chiefs were apnointed from .
other disciplines, This permitted the psychiatrist more opportunity to utilize
his clinical training and consultation expertise as well as to develop the needed
experience within the system if he chose to become an administrator. Other
disciplines are needed for well rounded program development, In general,
Social Workers have seemed rather plentiful in supply and io have presented few
recruitment problems, Other professional éisziplines are scantily represented.
There are s few psychilatric nurses, psychologists, mciclogists, and anthro-
pologists, but not in the proportions one would expect., There has been some
tendency to consider these professicnals interchangeable, and in so far as they
have clinical training, to consider their therapeutic skills equal to those of

psychiatrista, To utilize all disciplines largely in clinical therapeutic vork
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rather than for:the particular skills of their discipline -apnd. training is
apparently sound practice. However, it.i3 difficult to Justify a budget for
a well rounded program if paycholbgical tests, social group work and even routine
psychiatric evalustions must frequently be purchased through contract care,

c. Ra;e Responsibilities ‘

Ancther problem %hieh nany professionals face when'they come to
the reservation is that of role definition: For example the role of physiclan a=
it im often learned includes an authoritative and perhaps suthoritarian stance,
This cannoct work on reservations where much of the information required for
successful functioning is possessed by éthefs.' The reaction to this recognition
nay assune the form of (1) discounting the value of this type of information
(that's vitcheraft and not science, I'm a physician not m politiecian, and so
torth). A second type of resction is to decide to throw out everything and
becone a complete neophyte. The correct stance seems to be a willingness to share
information and decision-making without surrendering the authority which ccmes
from possessing certain skills and having undergone certein kinds of train;mg.‘

Perhaps the interaction between the NaveJo Singer and Hand Trembler is gratq—
type. The Singer does not make a diagnosis: that's clearly the responsibility
ww?§mF§E”H§n§ Ifeﬁble:; On the other hand, the Singer has phig own particular
set of skiiigné;éwéggéiiéiééé“vhieh aquipwhéﬁqﬁﬁpéghm?hat he must and vhich confer
his authority on him, .

Mental Health pgefessienals need to clarify their roles in the!ercsa—zultural
setting in ways which permit their specialized training to function while retaining
the fewer territorial rivalries that are characteristic of IHS Mental Health
Frograms at present, The unique contribution of each discipline should have its

Place in the overall staffing pattern.
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d.  Recruitment Procedures
Recruitment procedures for all Mental Health staff are presently

Qriegtei to Area levels of the program and interested individuals are subject

to preliminary screening at the Area level with validation at the headquarters
level. There is seldom a veto of persons with acceptable credentials provided there
are budgeted funds available, Altheﬁgh conmpetitive g.ppiicat—igns occasionally

occur, it seems more often than not that a position is filled by the only aspparently
qualified epplicant, in an effort to inmcrease the available ‘manpover,

Recruitment literature in the past has emulated' the Armed Forces in empha
sizing the glamorous and the exotic elements of IHS service, Dependence on personal
contact to £ill in detalls and "wise up" applicants has left reality testing to chance.
Semetimes it has placed IHS staff in conflicts of loyalty, Certginiy applieénts got -
aixed messages, Some of this is wnavoidable, However, recrulting materials that
are more realistically balanced would probably pay dividends in selective appeals
ind reduce ambiguities.

The process of recruitment and selectionms only 'nw begun to require formalw
lsation, The previous informal exchanges of information between Ares mnd headquarters
lental Health administrators have been adequate in the initial stages. However, with
she growth of the programs to the present size and maturity there needs to be some
itability and emphasis on selectivity which matches persons with tasks and settings.
[t is presumed that as the Job market outside IHS tightens, more and more candidetes
‘or THS positions will be applying, and that more careful choices can be made,

Recruitment of Indians into professional positions is accelerating as a result
)f aome nationsl and ;c:s_cgl programs. This is probably not enough for what ia

briously a long-term desirable goal, Further attention needs to be pald ta questions
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like the factora conducive to stimulating interest in a particular field,
iapprapri&fe academic requirements, and so forth., Most Iimpertantly, appropriate
role models need to develop within IHS itse2f. Indian professionals within IHS
are thus not only important because of the kind of experience they can bring
to their jobs, but also because they provide role models for the future.
e, Retention of Pr@fessinnal Staff

A study of factors iﬂflueﬂcing:retenticn and separation of pro-
fessbonal personnel has not been made by IHS, The suggestions discussed here,
together with pay incentives, special leave from Alagkéﬁte return "home", govern-
‘ment sponsorahip in securing advanced training outside IHS, and provision of
government housing and military base priveleges, civil service retirement benefits,
etc., have all been hypothesized as promoting retention. Isolatiom, poor ;;eilities,
cross cultural stress, travel demands, snd family dissatisfaction are gquaily
vigorously suggested as reasons fa; leaving IHS.

These factors need to be verified, as well as others identified, before
realistic plans for retention of desired staff can be developed,

Meanwhile it can be noted that during this initial period of Mental Health
Program development about half of the psyehiatriatssané most of those recruited
from obher disciplines have remained on beyond the two year initial tour of dutyg
This lends a feeling of some pefm&nence and stability to Mental Health staffing
patterns. However, there seem to be no clear cut career plans for any of these
other diseiplinea, any more than there‘are clear recruitment pollcies vhich, permit
selection among competing candidates. |

While at present the challenges of cross cultural work and the security
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of govermment employment seem operative in retaining nearly all non-paychiatric
Personnel, these factors cannot be leﬂ indefinitely to chance, PQ;tieu;arly.
a8 more Indian and Alaskas N‘ative professionals become available, scme serious:
consideration needs to be given to levels of experience, technical skills required
for advancement and methods of differentially recognizing individual expertise,
In short, a career lattice for pr@fessianais becomes essential if the continuity
of program development and general benefits of staff retention are to be mgintgineé.

In establishing this pattern scme input from tribal and comnunity persons
should be provided as it is at the point of recruiting new staff, This is a complex
problem, since most Indian and Native populations are aware that IHS has a two
year commitment policy, and expects to transfer personnel at about two year inter’va.ls‘s;
The Mental Health Ercgrams, vith their interest in loeal adaptati!fans of gervice
delivery, have needs counter to this trend, tut until personnel committed to longer~
8tays have been garnered, it mey be difficult to secure realistic feedback from
local leaders,

As Mental Health staff do establish contlnuity and rapport with particular
trives they may well experience avareness of ways in which they are more welcome
Yo participate in tribal activities than was at first apparent. One professzional
reported in an interview that for administrative reasons he had to make a decision
to stay or leave after ambout 18 months on a regervation. Only in his final six
months did he realize that the tribe involved would have liked him to stey —- but
by then it was too late to change his orders.

This gap inlec;mmunicatian between cultures is also noted in several intervievs
vwhere professional starf reported that tribal people become much more open after

the crucial two year period hss passed and it becomes clearthat they vill remain,
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Senior staff ig length of service should make some effort to reduce this gap
and enable both Indian and non-~Indian to ezﬁress their hcnest feelings fn time
for decisions to stay or leave to be made appropriately.

RECGMMENDATIONS:

50, That the problem of adjustment to isolated living situations be more

realistically faced by IHS as a whole, Dependence on rapid turnover to cancel

- out dissatisfaction is not a viable solution when the objective is to build

community relationships with Indian and Alaska Native people, Instead, orientation

programs, and supportive staff relationships, should be established for all personnel,

and might be an especially appropriate task for Mental Health perscnnel to undexrtake.

51, Attention should be paid to appropriate orientation for new personnel,

This orientation should 1521‘15@3,,&? apprecistion of local culture and trsditien,

dis;nssigns,of such reg:uitment issues ag role aef;niﬁiea and problems of

territoriality,

22, That sensitivity in selection be given priority, especiamlly for Mental

Health positions, since the misfit individual may do more harm to community

relationships-and programs than doing without staff for a little longer.,

53. That recruitment materials be realistic as vell as glamorous, emgyasizimgx

the ghalleﬂges;gsfvell 88 the advantages of IHS service,

sk, Thst 8 study of fa:tcrs a:fecting rgtenticn in and sePgratian frcm IHS be

undgrtaken ta vE?ify the presently éperating hypathesis abcut the felative imp@r—

tggce of isolation, family pressures, pay incentives and intercultural socisl

acceptance. -

55. That Mental Health staff at the top administrative level work closely with

physicien recruitment and develop mechanisms for attracting top flight pesychiatric

personnel with long term commitments, Those instanges”thererarrangements,hgvefbgepr

made for residents to work with Area and Service Unit programs as part of their
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ng, should be noted.

¥

56, The Residency training model might become quite appropriate for the

recrultment of psychologists if internships could be provided; The potential

exritical staff for this purpose Been to be located in the Southwest vhere a large

fumber of jmerican Indian students is availsble, but opportunities for utilizing

Bchools ;:f',;g;egie;ﬁg‘g g,aﬁ;ia.;l ,var'ﬁk., psychology and allied health fields in uni-

yexsities throughout the states served by IS as well as some of the crestive

'j;rgin;ng Drograms in the East should be ;nvgétiggﬁe;i.

5T That the present igtﬁe;est,igj:ﬁgg, to attract Indian professionals

-

into IHS be encouraged.
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L, Recrultment, Selection and Advancement of Paraprofessional
Mental Health Personnel
a, Job Descriptions and Career Lattice
As has been indicated in other sections of this report there are

or lattice development for ‘the paraprofessionals who make up 50% of the total IHS
Mental Health component, To SEEE'EItEQt'tthE*is’EHEFEH%EE’Gf~thiE as a problem
to be solved, and some efforts to develop career Jattice jgb descrip=-
tions matched with training prcgrams and requirements have been developed for
discussion, This plan is included in the appendix to this report, but its status
as an official document is far from clesr, Most probably it should be classified
es a working document, with some efforts to modify and clarify civil service
procedures being based upon it.

The need for flexibility in matchimg Job requirements to local needs and
resources has often overshadowed the need of the Parapr@fessiéﬁ&l staff member to
have some clear routes for advancement and the.potentiality of reaching an
appropriate level of professional status in the course of long term service
within IHS,

b, Training Curricula
To some extent this can he clarified by reviewing the job descrip%
tions and abstracting the general principles and specialty skills into
a cgherenf set of training programs. A% the present time it dcesinat appear
piacticsl from the experience of the Desart Willow Training Center staff to
cambine on-the-job training in specialties with a broad general Service-wide

training program. Alaska and Billings saw well as Navajo have aévelapea training
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models of their own., Oklahoma City utilizes Fort Sam Houston's program for
training enlisted level speeialiat‘techniﬁiaﬁs,’whilé Phoenix and Albuquerque
ﬁave utilized the Desert Willow Training Center. Msny'Areas have found it usgeful
to adopt the Social Work Associate training model, Almost all Areas have attempted
to arrange credit and supplementary courses through l@cgi academic inatituﬁiéns.

Hovever, no' one has analysed the overlspping elements in this wide variety
of training programs. Also unidentified are +the unique features developed in‘an
Area, some of which could be transposed or dupliveted elgevhere, or which are
required because of characteristics of one regiom but not encountered in another,

Such an ahalysis is beyond the scope of the present report butrueeds ta-be%
done, preferably through an inter-Area and headquarters committee of IHS staff
with outside consultation.

¢. Administrative Problems
On the job the problems of paraprufessionals often reflect the

divisions of opinion about how personnel should be utilized within IHS as a whole,
Through Area and headquarters training, a Menta] Health Worker may be skilled
in crisis intervention, and have considerable expertise in delivering mental
health services in homes and other places sway from the Service Unit, Yet . if a
BUD feels that all IHS staff must report to a desk at T:45 AM. and stay on
¢all in an office until the working day is over, the same paraprofessional may find
himself or herself working double shifts without recognition. Trying to meet the
needs of the tribal communities in the way; in which he was trgine;, while also
avolding & cut in pay for apparently not being on duty during "nermsl working
hours" is destructive of morale and lowers affeativeness. This matter needs to

be clarified in Job definitions and descriptions. Selutions te this problem
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around fair emolovment vractices laws, but solutions must also enable optimal deploy-
ment of the rich resources provided by having trained and competent mentai health per-
sonnel drawn from the local Indian and Native populations,

When clearcut job definitions and curricular descriptions are develgpped,
then not only can recruitment and selection procedures.also be formalized, but
administrative policies can be.clarified. Retention of personnel will be greater;
In general, natural attrition has weeded out scme persons unsuited to this work,
although it is probable that ;Ifair percentage of those who have quit or been
discharged could have been retained as valued employees if the terms of dutf
hours, and exact task performances could have been more clearly specified.
In at least one instance the frustration over these issues provided the goading
needed fcr an Indian paraprofessional to teke a leave of gbsensé end gsequire g
graduate Segree. However, the disgruntled associations with IHS make it difficult
for most such individuals to return to effective duty statue, |

d. Stress Inherent in the Paraprofessional Role
The Mental Health Workers are at present all local Indian or Native

, people. As residents in a local community they are in touch with the strengths
as well as the weaknesses of the population to be served in wayge. that the non-

- Indian professional cannot be, These same circumstances, however, make the
paraprofessional subject to stresses as great, although different, as those
affecting transplanted outsiders, Often family and clan relationships affect
the ability to maintain an objective stance., In visiting one Bervice Unit,
the gantrgctcrahappeneﬁ to be present when a paraprofessional staff member wvas
able to ventilate some of her feelings at attending the funeral of a cousin

who had been murdered by another cousin. Beth families were in need of Mental
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Health services, and the strain might well have been unbearable if there had
been no other IHS Mental Health staff close at hand.

While this may sound meladramgtié, it 1s not an isolated event. In another
Area a Mental Health Worker succumbed to the contagion of a sultide epidemic
that wvas decimating her small community, Several men employed as Mental Health
Workers are known to have resorted to slcohol abuse in the face of these demands
on their competence snd personal lives,

Solutidns to this problem are vorth developing. A sense of membership in
an organization team seems of‘yrimgry impertance.. .This is facilitated if there
is more than one Mental Health Worker in close ﬁra;imity‘ especially if they
can work together. Team work involving quiekly available professional back up
is also essentinl if these cooperative arrangements are‘ta'EE'mﬁét‘eergti?e.

In the Navajo Area a sense of shared team support has been cultivated through
Area=vwide training meetings held on a regular and frequent schedule. Mental Health
staff training needs are discussed in more detail earlier im this report. However,
a secondary function of such sessiansvis the opportunity they provide for the
Mental Health Worker to get avay from his or her position of continuous respon-
sibility and to permit some relaxation wway from the local spotlight. To consider
these sessions as "luxuries" or as mere excuses to "get a paid vacation" is
pannyvise-aﬁd pound foolish, '7

Certainly the Mental Haalth Worker must be considered as a total human being,
and thévsﬁresai@f the job relieved often enough that they can continue to function
as lipks bastwveen cultures, This requlres a concrete budgetary recognition of the

unusual demands placed on this level of staff,
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RECOMMENDATIONS:

58, The campletianAgfrgc:kfhegugrinfggf;giﬂgrjoﬁftasgs,:arg;ni;igg these

into a careér:;attiée!Aggq;;;p;gmgnt;ggjtherapprqpfiate-itréiniﬁgféfégfémsiqr

=

opportunities,

9. The analysis of existing training programs for paraprofesiional Mental

Health staff and development of training curricula geared to the body of skills

defined, This should provide realistic Qgpartugitigg'fcr both personal growth and

career advancement for Mental Health Workers, as well as provide for the increase

in size of the cadre of paraprofessionals upon which community mental health

programs are bullt,

60, Careful consideration of the problems of paraprofessional staff caught

in the crassfire betveen prafessianal Mental Health supervisars vha dg nﬁt have

7Eerviee Unit respcngibilities on a fullﬁtime basis, and Service Unit Directars

who are at;eggting to argggi:gﬁunifprmApergénnglrpplic;gs.

61, ifuneeéed a ru;ingrsﬁéq;d be geég;g@ from the ngrVEmplpyment,Prggtiggs

Eaarirthat permita flexible haurs fer paraprcfessianals, in & manner that equalizes

their work load without incurring loss of coverage at clinical 5ettings and

iiincug ggtamaticgllxﬂrequi;iyg overtime for any activities outside of the normsl

business day. This is a delichte issue since exploitation of paraprofessionals

by denying properly earned ovetiime should not be permitted.

62, Elgnning fﬁr the mental health of parap:afessiﬂnals at each Servi:e Unit.

This includgs a staffing pattern which fagilitates sharing the straing ﬂf l@ea;

crises within closeknit communities and extended families,

63, Recognition of the value of periodio Area-wide and national meetings as

sources of recreation and needed recharging of batteries as well as for their

administrative and educational benefits,
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5, Turnover of non Mental Health IHS Peraonnal
As Mental Health staff become stable, long term members of Areas
and Serviceé Units, one of the most discouraging aspects of the Mental Health
Program development is the continual need to orient and train IHS personnel,
Orientation toward cultural patterns, sources of atress,'and personality inter-
actions within the context of giving and receiving medical and health services is,
of course, a legitimate mission for IHS Mental Health Programs.

However, there is within IHS a rhythm of two year tours of duty. Since
Service Unit and Area Directors like %o lose no more than half of their complement
of medical officers and other staff at any one time, each year there is a high
‘percentage of staff turnover. Just as good working relationships are established
betveen the three elements of the local.Indian cgmmunity, the general IHS staff
and the Mental Health staff, a phenomenon of fruitbasket upset occurrs. Nev
personalities have to be absorbed and new staff have to be inducted all over
again into the three way partnership. This is disruptive for program planning
and continuity,

The continual introduction of new staff is particularly distressing since
many of the newly recruited personnel have no concept of Mental Health Programs
and services as well as little knowledge of local tribal culture, They often
place their priorities in "scientific medicine" in their attempts to cope with
the culture shock and the stress of new facilitles,nev colleagues, new climates
and new terrain, Hence a continual selling job must be conducted "inhouse" regarding
thé role and function of Mental Health services, This consumes energies that many
staff of Mental Health Programs, vho are more stable in their placements, would

like to direct to community problem solving and their own cliniecal efforts,
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RECOMMENDATIONS ;

64, That {f auch turnover phgnameﬁngg::.ta be & continued §art of IHS

ggéeedurglp_scmg effort to establish the bonafides of the orientation of Mental

_Henlth gtaff, and the importance of the consultation and program continuity which

they have developed be incorporated into the folkways of IHS and ita administrative

olicies,

65. Develop creative orientation tools including films, experientisl situations,

and written materials,

66, That perhaps, as has been tried in some limited degree, the efforts of

Mental Health staff be more directed toward teaching the Inﬂian,eammunit} vhat

to expect from and how to make the best use of physicians and other health

service specialists, rather than on ;gtrg;n;pg IS gtaf;,vhq,a:g;;rangignt.

This involves developing grkindfcf anthrgpq%pgz,ef,thg vhite majority culture and

its health services structures, vhich may seem thpeatening to IHS staff at first,

Hovever, it might pay excellent dividends in gregte:rg;ag"ggrgglivering services

and reduce the number of trgumgtig:;ngiggpts 1nvg;v;ggéiatr§gegigiBt?ess,gpg

mental or emotional crises.

67, That at some level of IHS Headquarters and of Area g@miﬁistratigg this

policy of frequent rotation be examined to see if it is a carryover from the former

and establishing new traditions for IHS might be considered,
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6. Separate Line Budgets for Mental Health Services

Several times tensions have been cited that arise because the Mental
Health Programs of IHS have & separately appropriated budget, and hence are not
closely controlled by policies set by Area Directora (IHAD). Mental Health stafsr
sometimes sé;m tE have funding for travel or other items that are viewed as luxuries
by other IHS staff and Branches. This problem tecomes particularly aeﬁte in tinmes
of inflation and shortage, when scarce resources must be stretched, Often the THAD
and his planning officers would like to re-=plan and rebudget within a fiscal year in
order to make certain that funds are most efficiently used, At such times the inabil-
ity to trnnsfer Méntgl Hea;tgﬂfunda can rg;klgg B

The history of the separate budgeting for IHS Mental Health programs is
somevhat obscure. At least twvo factors seem to have entered into the decision
to administer tﬁe programs in this fashion. First, there was a surge of national

, interest in Mental Health in the 1960's that began under the leadership Qf;the
Kennedy administration ang cantinuéd in the culminating development of the
Gamﬁrehe&sive Mental Health Centers Act which wes being funded at about the same
time as IHS initiated its Mental Health pregfgms. It seemed politically strategic
to capitalize on this movement and itsvp@pu;ar interest, Appropriations were
thus sought for the specific purpose of developing mental health Programs rather
than being added as nev items in the general,IHSibudﬁgt requests,

Secondly, there was a feeling of uneasiness shown in the 1964 AAIA conference
on Indian Mental Health and echoed in many planning levels about the aceeptaﬁility
of a broadly conceived Mental Health Program to a large percentage of IHS, The
possibility seemed strong that if a mental health prugram of a strong and innovative

nature was to be developed it must be protected from being raided by unsympsathetic
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administrators at a variety of levels of IHS, The separate appropriation for
Mental Health provided protection frem skeptical and disintereated administrators,
and put the power to deploy funds and design programs directly into the hands of
mental health professionals. |

Thé resulting strength of these two interacting trends, and no doubt other
factors, resulted in the present situation in which Mertal Health ?ragrams' fundiné
is a separate appropriation from IHS general tdget for all other programs, This
has indeed accomplished the flexibility of program development and the establishe
ment of both Area and natiomsl mental health objectives within the system,

Haﬁeveri even this separate appropristion has never been based upon an assess-

" ment of realistic need, The same total dollar amounts vwere at one time alloted teo

Pine Ridge Reservation, which is about the size of Rhode Island, and to Alaske,

the largest state in the US. 1In general an estimate of how much could be usefully
spent in the year's time by the staff at-hana'seems to have been often utilized as
a budget figure. At no time was there a chance to Eﬂtim&tE“EDﬁ much might be
needed to introduce.and.sustain an.ideal Area program or- a national office.

Once programs were established, increases in budget required hearings and
Justification in the saﬁe manner as the overall THS budget, At Congressioanl Budget
Hearings questions of why one needs an increase or questions of details of service
and staffing patterns are often asked at a 1eveltor detail that might not arise
ag regularly if this program were part of an overall budget planning process. This
provides a public monitoring which has value, but it also prlaces program planging in
Jeopardy each year,

Probably even more intricute are the local relationships with the Social Service
Branch which is funded through the usual Aea and overall IHs budget; As Mental Healt!
Programs funded separately become more .and more integrated with Social Services
activities, and as staff come to be eansidgreé somevhat interchangeable,
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Jealousies are inevitable, Apparently small inequities aften irritate at the 1écal,
Area or Service Unit level beyond a reasonably tolerable plateau of bureaucratic
frustration. Total program planning is difficult in such circumstances, and the
disparities, real or apparsnt, can become issues in power struggles within the
organization,

Few of these issues are pinpointed in this report since budget material at
the Ares and national level was not made avallable to project staff. Awareness
of the tensions.is, hovever,.inevitable after any period of time spent in campany
with Area and Service Unit level staffs.
EﬁGGMMENDATIONS%

68, The fundamental solution is to attain that state of effectiveness whereby

blanning for programs can be based upon realistic assessments Qr-negds of the

JIndian population, presence of other resources capable of partially meeting those

_needs, and of the staff and speciamlties needed to be trained, recruited and

retained to carry out the optimal program. In no branch of IHS has this kind of

planning been fundamentslly available. Some branches in some Areas more closely

approach it than others, but all must somehow deal wWth the problems of stretching

available funds in ways most optimal to meet the most obvious needs with whatever

ataff can be obtained.

€9. Meanvhile, clarification of the reasons for the separate funding of

Mental Health Programs within IHS, and a sharipg of the planning functions more

vwidely within Areas should aid considerably in increasing understanding gﬁi reducing

needless rivalries, If each Area Mental lealth Program vere to grow to the size that

its Chief could develop a staff for administrative assistance, then some of this

[
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of of resources, Hnwever.

this pattern tends to be characteriatie nct DElY of

IHS but Of Mental Health programs in general., Creative sclgtiegsﬁﬁa tQEBg

Problems needrt@ﬁﬁersaught. Pre:ipitate and arbitrary solutions which reduce .

the flexibility and remove _autonomy befora _there is service—wide acceptance

of Mental Health ﬁrcgrams sh@uld be avoided,
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T. The Problem of Institutional Racism within IHS and. its Mental Health Program
Institutional racism is defined generally as a series of policies,
.geticns, and regulations that discriminate in amanner that is oppressive solely
on the distinctions of race or color, and which are rationalized and Justified
on the basis of being for the good of the racial group they affect.

TH3 1s generally freer of these attitudes and policies thén.mﬁst;gavern—
mental institutions established. to. serve American Indians; -but it would be an
expectation of staff that they be superhuman if one were to demand that no prejudice
existed and that institutional racism was not at least in~ipiently present in IHS.
Even men of good will can and do act in a manner which is unconsciously pejorative,
prejudiced or app:esaive, especlally when, as in this federal institution, there
are inherent assumptions of paternalism in the Justification or the institution
with which they are identified. Awareness of the operation of this tendency,
more than any other single factor, is the best defense against it from within
the institution of IHS,

| Several examples of this phenomenon have been observed both vithin IHS es a
wvhole, and in the Mental Health Programs specifically., One has to do with hiring
and policies and procedures. Indian preference is certainly appropriate as a con-
sideration in hiring new staff. Yet, policies for implementing it are disturbingly
unclear, In general, the desired goal is that if two applicants who are equally

- qualified are available, the one who is of Indien descent and identifieatian'shgll
have preference, Hovever, vhen qualifications vary between the epplicents, this has
sometimes operated to place the less qualified person in a preférrzq poaition,
Sometimes when more than one spplicant is in the pool from which selecticn is to

be made, in some Areas there is operative a provision for participation by the local

129




~117-

Indian community -—- usually the Advigary Board ~- to have input into the hiring
process. However, the mechanism for this is sufficiently unclear, and the qual=-
ifications for many Mental Health poaitions so poorly defined, that it is possible
for the result to be a playing of special ifterests against one another in such

& wvay that there can be no agreement and that positions remain unfilled., These
maneuverings are familiar to anyone who has been involved with bureaucracies,

and the addition of Indian Pranrence to already complex procedures sometimes
seems to elaborate rather than clarify biring and promotion procedures,

Mobility geagraﬁhieally andvup the career ladder is as important as initial
hiring. It appears that there has been within IHS & policy that allowed Indianm
preference to operate to fi1l a position locally within an Area, However, as a
hedge against the chance that this position might be fil;ed by an unqualified
person, the individual so hired was barred finm full eivil service status in
relation to any other position within IHS. In other words, transfers, promotions
involving an increase of responsibility for more than ﬁhe original unit, ete,
vere not to be the normal expectations of individuals hired under Indian preference
rules,

There are indications that this poliey is ehanging, or that it mey have been
rescinded officially. IH@vever 1ts operation was observed during the data gathering
phase of this project. The justification of hiring someone who can work with that
particular tribal group because they belong to 1t, followed by giving highly teche
nical training, buf then assuming that the individuals should not be asked to work
with another group or in a br@adeyggetting is applied only to Indian personnel,
never to non-Indian personnel. Non-Indian personnel are considered mobit2 geograph-

ically and vertically according to their ability and skills,
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This beccmes particularly significant as one looks at the lagé—range career
prospects of the Mental Health paraprofessionals, In every instance these indi«
viduals are hired because of their tiea with and expertise within a local community
and tribal group. Their function. as a link to the Iadian community is extolled as the
Justification for the position and as one of its chief values when these positions
are created and filled.

Hawevér, on-the-job training, formal educational opportunities, and experience
often develop qu&lifiéatidﬁs of the pareprofessional for technical' competence beyaﬁd
the limited interpretive yole. They become therapists, psychaéétristg, social

 workers, and administrators. But they are immobilized by both the local preference
policy described above and the Job definitions and attitudes which gié them to spe-

~eific localities and specific tribal associations, For scme individuals the increases
in pay and seniority in a home locatien maysbe sufficient éubstitutes for long range
career plans, but for others the opportunity for geographic and e;reer mobility 1s
desired and should become available, Blocks to this mobility should not be rationgl-
ized as for the protection of either the community or the iddividual Indian person,

This type of problem becomes particularly apparent when administrative respon-

- 8ibility is involved, In one Area a peraprofessional was left insthe ambiguous
position of "Acting Director" for more than four Years, with the justifications
ranging fram the fact that professionals (non-Indian) would not want to work under
someone of lesser professional status, to statements that to expect the actual work
to be done by the Indian person would be premature and too difficult, Neither of
these explanations was Justified oves time, and that particular situation 'wvas recti.
fled, However, within the Mental Health Serviee the situation has repeated itseif
more than once, and the option of administrative direction of local Mental Health
programs, with the expertise of psychiatrists, psychologists, and Social Workers being
appropriately used professionally under qualified Indian a&miﬂistrgtiie direction

has yet to become a viable model that can be replicated.
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Placing American Indians in professional and administrative positions
within IHS has proceeded with some vigor, within the Mental Health Program
particularly. However, provision for supportive counsel which would enable
these individuals tc negotiate the intric&gieslcf the bureaucracy has not always
aceampaniedAthe appointment., It is as though the non-Indian who has arranged
for an Indian successor has recognized and identified with those strengths of
the persons involved which are most like themselves, but has failed to recagpize

the degree to which racial factors can operate to make difficult for one what

‘are relatively simple negotiations for the other. Becoming more aware and more

explicit about the incipient factors of institutional racism might nlleviate some
of the strains and stress involved in this desired transition period of placing
the power to plan, develop and operate programs in the hands of éuglifiea Indian
personnel,

An inversion of this type of racism is found in those who are so afraid to

intervene in a strange cultural setting, that they abandon their sense of expertise

and become impotent, This seems to be entirely unnecessary, since the use of

non-Indian modes of intervention, ranging from psychotherapy to consultation have
been prévea to be of value provided they are done with sensitivity agd mutual
respect for the parties involved. There ig no reason to abandon a sense of
appropriate evaluation of indifidal fitness for positions, or of performance .
within a position. Yet often the inverse relatlonship results not only in a
sense of frustrgtian and powerlessness on the part of the nan—fndi§ﬁ,>but in ghe
blocking of h@nést feedback and performgncé evaluations of Indian personnel. This
is less of an overt policy than an informal one, but it can be no less destructive

of positive growth o programs and of Indian participation than overt disecriminatory
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practice, Indeed, it may be more vicious in 1its effe;ts, which ultimately lead
to dissatisfaction of both races, and sometimes the destruction of what might
othervise be a good program,

Jn all fairness, it should be stated that prejudice exists on both sides
of the racial boundary. The Indian population 1is often skeptical of overtures
vhich seem to offer status and recognition only in return for beéaming so like
the non-Indian as to give up those parts of one's identity and culture which are
specifically Indian. For these reasons, it is often difficult to develop free
social exchanges, and free discussion of these problems which while shared,
are seen differently by the two groups.

These differences in experience and perception also come into play in
the physical setting of the delivery system itself. Upon arrival at most clinice
or hospitals, the walting rooms are arranged rigidly in rows, drinking fountains
and restrooms are of minimal capacity, lighting is often poor, and receptionists
remote from personal contact with those waiting for service. The provision of .
accommodations for relatives, espécially small chilaren.-énd mothers, or the
elderlf, is often makeshift or non-supportive. Repeatedly efforts to rearrange
geating, or to introduce other humanly adapted arrangements are resisted by
mechanical vand administrative means, Mental Health facilities are often in
sepérate "trailers" requiring searching and difficulty in coordinating with
medical services at another location. The conclusions drawn aré that the facility
is designed and operated for the convenlence of non-Indian staff rather than for
the consumera who are Indian. It is a subtle but persuasive indication of
relative status and often of lack of respect.*
#NOTE: There are exceptions, but the conditions described above tend to be the norm
and the exceptions depend most often on the temporary presence of individuals with
strong positive influence. With high turnover:of personnel either through short tour:

of' duty or frequent transfers at two year intervals, the exceptidns of one year may
revert to the norm of the mnext.
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The policies of housing and off duty behavior of IHS staff also come
into play, The closedness of the "compound" in which most IHS staff live, and the
fears and the diffidence around participation in Indian activities are complex.
A former Mental Health staff person who took a position with s tribal group
remarked that he and his wife had not realized how closed the IHS was to outsiders
wntil they found themselves in an outside position. Other Mental Health staff
professionals who left the IHS comment that it was not until the die was cas;
that they began to realize that the Indian community did accept them, and that
they did not need to leave. The pressures of IHS budget needs which farce.
§§cis;§ns six menths.tq & year in advance, as vell as its;_ggii;?; of
constantly shifting personnel, set up real barriers to the culmination of
relationship builéing which may take three or four Yyears, ratherithan one or
two., The justification used for these pelicies is that without them no one would
be willing to work within the IHS at the professional level particularly, since
the burden of isolation and cross cultural stress is too great, and that therefore
. they are needed in order to stalf IHS and provide adequate health -care. This
involuted fcrml??;ggasening;is one in which incipient racism can become entrenched,
IHS has made grest strides in developing competent Indian staff, and is alert
to recruit new Indian staff, particularly in the &velopment of its Mental Health
Programs. A sensitivity to the pitfalls of incipient institutional racism -
 from which no paternalistically founded bureaucracy can ever be quite free -
and a_willingness to open up these issues for clarification seems to be an

important but often overlooked need of the system,
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RECOMMENDATIONS :

T0. That awareness of the possibility of institutionsl racism be_developed,

aﬁ;;é plans made to develop sounder policies- when present ones seem inadeguate.

T1l. That some systematic effort be made to interview all persons presently

and formerly a g;a:t of IHS to determine the multiple factors affecting the

Secisions to remain or sever the employment rglgt{iégsh;iﬁf; For Mental Health

Programs this has particular relevance to the retention of psychiatrists and

other p;cfessianalﬁyezjsgnne;, and to the recruitment and Selection of new staff. -

T2. That both geographic and career mobility potentials be made a part of

all personnel policies Ainvolving Indian _Feference, especially in relation to

the paraprofessional.

T3« That THS Mental Heslth Programs continue to move in the direction of

Indian leadership.
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8. Tribal Programs -
In spite of the problems already cited, there are many indicators #

that they are not insoluble, The many accomplisiments of the Mental Health
Programs in their first years are documented in the eight Area program sectitns
of this report. In-keeping with the publicly announced goal of IHS as a whole
to enable Indian people themselves to participate in the‘plnnning;ﬁg&ministrgtiaﬂ:
and cperatiﬁn of their own programs it is appropriate to cite the outstanding
tribally opersted programs in Mental Health,

White River Apache in Arizona has coordinated tribal council gupport with
the Northern Arizona Comprehensive Guidance Center and other sources of support
ineluding IHS, While not completely tribally controlled, this Program represents
& significant step toward the creation of a service delivery ngt;ﬁrk.

Bessie, Oklahoma, in the Clinton Service Unit ig a halfwvay house and
rehabilitation program administered by the Southern Cheyenne and Arapaho tribes,
IHS achieved excellent consultation and supportive relationships with this program.
Similar.pqgiﬁive support from Iﬁs for Indian Alcoholism programs can be found
in the Billings Area (see Flathead Service Unit), in the Portland Ares - in the
Chemawa Boarding School pfaject ~- and perhaps in relationships in Alaska with
Native Hgglfb Boards,

"Hawever, the outstanding examples are the Mental Health components of thél
~ Papago Comprehensive Health Program (Tucson Sub~Ares) and Warm Springs Tribal
Health Program (Portland Area), Both programs are rart of a comprehensive .

" health and human services program agératad by thelr respective tribes. Bath.
comprehensive health programs are integrated with IHS in sﬁch a fashioa that it

would not be easy for a nalve Qutside‘ébsgrver to determine that the Mental
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Health camponent was not staffed entirely by IHS. Mutual regpect ia evident,
and innovative, creative and adaptive pragrsmi ﬁgve resulted,

Both programs are the result.ﬁf many years of tribal planning and concern,
vhich utilized but was not dominated by IHS consultation, Both have distinctive
patterns of organization and administration, Bgtﬁ include many activities seen
as dEé}rable ‘fbr,ecmmunity mental health and both function in s éervieg netva;k
relationship to both IHS and other community agencies.

RECOMMENDATIONS :

Th, Careful study of the Papagafandrkgrm Springs nggrghenﬁivg Health Programs

2s models for intgg;gtiggxgnd adapting IHS gndﬁtribgi operation of Mental Egglth_

?rarrgms.

75+ Continued Support of these and gthe;rtribgl;y planned p:cgraﬁs ;;,Megta;

' Hgglth in caneretgrtermsrgi_funding_gg& asgignment @tﬂgtgif,withqgt attemptsAtQ

%egain traﬂitigggl ncn—Indign mg}hq&smgfrc§§trgl.

76.,A§ ine:gas;ng pa;tigipgtiap ;n networks aféggrviegg qtilizigg_;peal

resources such a§rc@mmpnityﬂngg§gl Health :ggilit;gs,‘asAyell as tribal rograms

JLather than building a disproportionate dependence on IHS alone,
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V. MUTUAL RESPECT:

THE ESSENCE OF IHS MENTAL HEALTH PROGRAMS

This detailed list of accomplishments is impressive in itself and the 1ist
of recommendations is somewhat fcrmidabie. What 18 not conveyed by such a noting
of details is something of the quality or atmosphere of the program which is
palpable as an essence, but which is too elusive to specify objectively.

Th;s is the style of administrative erganizatinnsﬁhigg_has alloved full scove to
the creative problem solving capacities of those iﬁvalved, both of the IHS

atgff and of the Indian communities with.vham they have been involved. Basically,
it might be defined as a mutual respeef for the irdividusl uniqueness, and a
conscious seeking out of the strengths of all resources available, Thisrsttitude
permits different patterns of w@rking relationships and’locally ;dapted charac-
teristics to be equally respected so long as they are directed: effectively
taward the same goals of relieving distress.

Operating on these principles, IHS Mental Health Programs have developed
a ;ériety of models for service delivery:

1. The develapmént of standard ortho-psychiatric teams, and conventional
methods of consultation (See Portland, Alaska, Billings):

- 2, The use of psychologists, social workers and psychiatrists almost
interchangeably as payehé-thergpists (See Alaska, Navajo, and to some extent
Oklahcma City and Phgeni;):

3. The buiiding of a basic field program on the generalized expertise of
soclal workers and paraprofessionals with contracted psychiatric and other back-

up service (Aberdeen);
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4, The delegation of clinical responsibllity at a professional level to _
© Mental Health Workers (See especially Navajo), and finally;

5. An eﬁerging’administrative pattern of top level responsibility given
to Indian Mental Health Workers who have gvailablg professional and paraprofes-
sional staff.as subordinates with expertise (See‘esyecially Piné Ridge gﬁd Rapid
City in the Aberdeen Area). = ° ’ .

This same flexibility in program development has permitted a wide variety
of relationships to be established with other meﬁﬁal health resources, There
are in at least three different modes for these relationships;

1. Contractual agreemeﬁts with tribal pragféms (See Warm Springs in the
Portland Ares); ' : o

2, Contractual arrangements with Cdmpfehenaive Ccmmuﬁity Meétal Health
Centers (see, for exam;le Northern Arizona (MHC and White River Ap;:he in
Phoenix Area and Eastern Oregon CMHC in Portland Area):

3. Agreements for interchange of services between State Departments of Mental
Health (See Alaska) or Public Health (See Oklahoma),

It has permitted the development of ccmpatable vorking relationships with
traditional healers in such a manner that, when qualified in their own cultures
to do so, they can be pald as consultants on the same basis as medical specialists
(See Navajo, Phoenix). It has permitted the experimentation with urban delivery
of services (Rapid City; Lcs'Aﬁgeles; Oklahoma City; Lawrence! ﬁansgsj.and Portland)
as Qell as developing programs within the traditional catchment aress limited to
BIA defined reservations.

Finelly this mutual respeét_f@r iﬁdividu&l skills and strengths has resulted

in a high degree of staff commitment.,
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This has ferleete& itself even when professionals separate from IHS service,
gince many have remained available as part-time consultants after entering privgta
practice or assuming other pasitians of :es‘penaibility at Univeraitias or in uther
'A mgntal health systems. Outstaading gmang these have been farmer Area Chiefs of
Mental Health Services James Ehgre Portland Area; Carl Keene;, Billings, Joseph
Elac.m, Alaska Area; Donald Burnap, Aberdeen, Others have bgen suppartive of
Ind;an pragram development and served on Task Forces where their ‘knovledge an
e;pertisg can be widely applied in Indian cross-cultural settings, Outstanding
examples are Carl Mindell, M,D. (American Acadmcy of Child Psychiatry) and
James Bgrter, M.D, (Ame:ican Psychiatric Association Task Force),

Among the nanéps?ehiatrist gersennel vho @ave formally 1eft§iHS after a
- tour of duty with the Mental Health programs, a similar trend of continuing interest
and support has been observed. Examples can be seen in the activities of Résalee
Howard, Ph.D., located in Eugene, Oregon, who eanﬁinues fa consult to BIA Schools;
Norbert Mintz, Ph,D,, who is publishing and tesching through McLean Hospital in
Belmont, Massachussets; and a variety of paraprofessionals who have either left
IHS to work in tribal programs, state programs, or to continue their education
with a hope of returning to IHS as a professional staff member,

One must, of course, acknowledge that not all the experimental approaches
have been successful, and that there has been attrition of personnel due hot énly
to a self selection process, but on occasion to theslaek of needed structure and
guidance for developing personal skills neéded by ataff or lack of local support
for individuals in remote locations. Nevertheless, the spirit of {imnovation
and flexibility, and of respect for a wide variety of contributions to the reduction

of buman misery and the vurturing of %FZ%% potential, 1s the outstanding character-
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i istic of the IHS Mental Health Programs during their first decade,

This may be a developmental process, and these programs may now be entering

a phase in which selection of:the most effective models, the development of

A training programs based on tested principles, and e carefully discriminated

recruitment of persomnel will become characteristic. However, the essential
spirit of mutusl respect which inté:nets not only betveen the Indian cultures and :
models is the nurturing essence which, to quote for gﬁe last time from the Senate
report, "have demonstrated what can be done, and how to plan for the necessary
future expansion."

In essence the structure of Mental Health Praéram administration has been
marevlike_ihat of & £etv@rk of service delivery units, each 1inkéa in a variety
of ways to one another, than it has been a bureaucratic ereatien.. This style

has also fostered the extension of program development to include other agencles)

tribal, private, state and federal. The essential interdependence of peoples

has been recognized at not only the clinical level, but also in the integration
of services and programs within the local cantéxt.

A final comprehensive recommendation is that even though the scope of
the programs and the size of the Mental Healﬁh staff calls for some degree of
formalization of previously loosely organized policies, that the essential

flexibility, local autonomy, and creative innovation be preserved,
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APPENDIX A

DEFINITION OF TERMS '

There are a number of terms eensistently part of indi;n Health Service usage
which may need explanation and translation Iar those not familiar wvith them,
A;;;g these are the following conventions:

Area, eagitalized,!always refers to the administrative unit having respon-
sibility for service to grgeagrgphically defined territory, Ares Office, not
'further qualified, refers to the headquarters of the Area and the policies of
the Area Director (IHAD) and his assistants —- Deputies, Program Chiers, etc,

; . Withéu’t capitals, area retains its common usage. Area Chief refers to the Chief
of Mental Health Programs at the Area level, or occasionally, where so indicated,
to Chief of scme ether.pgrallEI program such as Social Services, Maternal and

© Child Care, Field Health, etc. These programs are often called Branches within
IHS. ’

units, Se:vigg Units may be hospitals, or clinics with only cutggtient facilities,
They are uéually named férAthe place, occasionally for the tribe or bribes being

served, The SUD is the Sgrv;gg_gg;t Director, who is administratively in charge

and who may or may not be a physician, A Service Unit may be further divided into
Fleld Health Stations or Centers, staffed on a part- or full-time basis, and con-’
sidered as satellites and auxiliaries of the Service Uhit;

Contract Facilities are those facilities, particularly in these reports of

mental health resources, which, while not part of the IHS, have a formal contract
- to provide certain services such as inpatient care, paychological teating, stafrf

training, ete.
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In a few instances a tribe may hayg organized its nﬁn.mental.healtﬁ program,
and contract with IHS for certain professional services, consultations, or use
of fgeiiities.' These'instances will be fairly clear in the text, and are not
separated at this time from other programs at the Service Unit level,

Femiliar standard abbreviations are used such as BIA for Buresu of Indian
Affairs, HS for High School, OEO for Office of Econemic Opportunity, CAP for
Community Action Program, If there is doubt about clarity, these are ide;tifigd
and spelled out on first usage and ‘abbreviated thereafter in each of the

- separately bound sections.,
Terminology for paraprofessionals is not standard throughout IHS, Terms
used include Mental Health‘ﬂerker, Mental Health Tech .cian, Psychology Technician,
- Soecial Ea;k Associate, and Social Work Aide. Usage is usually eénsistent vithin
an Area, and is reported as it is used in ?aeh Area. The measure Dé equating
status among Areas would most probably be the Civil Service Grade and/or a Job
description. This matter will be dealth with in the Issues and Recommendations
section of this report. The Aberdeen Area has attempted to develop a standardized
classification and Job ladder, which is presently being discussed, and which is

based on Civil Service grades, Tt is included here as Appendix B,
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At the prescnt time this proposal contiains only the basic information
deve]@pcd by a committce in the Aberdeen Arca Indian Health Service,

It is assumed that it will be expanded and refined many times before it
is submitted to the Civil Service Commission. In the devclopment of
this serics we have ‘assumed that the entry grade for the mental health
worker would be GS-5 and that the journeyman grade would be a G5-9. It
has been fenerally fc]L that this should be a double gradcd series and
thus we have three levels, GS-5, GS-7 and (S-9. We suggest that grades
GS-11 and higher will involve duties that would not necessarily be a
‘part of this scries, such as supervision and administrative functions.

This series is designed to be used for paraprofessionals in mental
health, social service and related bchavioral sciences. It is also

' specifically designed to be a guideline for those positions which
involve working with people. As of the present it is not gearcd for
research or teaching roles (existing position series, such as psychology
technician adequately fill this nced). Also a specific effort has been
made to avoid slanting the roles toward a particular discipline, such

as psychology or social work. . '

For each grade there is a general description of the degree of )
independent functioning at that level and there is also a description
of the typc of functlcng performed WIThln the fcllawlng categories:

%ﬁn the mental health worker first enters at this grade he will assume
~minimal responsibility and the supervisor will assign tasks, PlGV1ﬂQ
dircction and review. all work. As the mental health worker acquires
experience and receives inservice training he will assume more independent
functioning in that a supervisor assigns most tasks, provides general
direction and makes regular frequent reviews of pcrfcrmance.

1!

< in which the loader facilitates arriving at a solution,

PROPOSAL _FOR _MENTAL UBALTH _WORKER _POSITION SERIES

T
TR

1. Inaiviaual therapy

2. Group and family therapy

3. Advisor on cross-cultural factors

4, Utilization of existing resources

5. Working in community groups

6. Working with communlty leaders .
7. Consultation '

= . A

Individual therapy. The mental health worker will begin by developing
a relationship and using natural unstructurcd responsivencss much as a
friend or relative would do. With experience and training the worker
will assist the patient in objcctively reviewing alternative ways to
app1e4ch problems to enable the patient tD makc better decisions.

Group and family therapy. At first the mental health worker will lead
a discussion gvoup to keep the group on the desipnated topic or comncn
prahlcm Later on he will conduct groups focnscd on external problems
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Advisor on crgsghculturﬂ] factors. At first the mental health worker
will provide cultural information to pcoplc of similar background and
with training and expericnce will interpret cultural 1nformatlen to

" people of dlffElEﬂL backprounds,

Utilization of existing résources., At this level the worker will
utilize familiar and readily available resources in providing patlcnt
care.

Working in commumity groups. Wlth minimal training and cxperience the '
worker may be expected to TGplESEHt his agency at community group
mectings. With further expericence he will be cxpccted to bring specific
'1nfarmatlan to community group meetings.

Working with community leaders. The worker will provide information
and work cooperatively with community leaders.

Consultation. The worker is not expected to provide formal consultation

at this grade.

GRADE GS-7:

At this level the mentdal health worker will assume a much greater degrece
of independent functioning. The supervisor assigns areas of responsibility,

1.

At

Q

provides GVEfdll dlrecthH and periodically reviews performance.

Individual therapy. The mental health worker hlll perfarm suppart;ve
tﬁ?fﬁﬁ" ﬂ3?11ﬂ" 31 a T'IQ*LQi_JFF ty L-&ﬂb vut Ui Futé&“h o
psychological strengths so ne  can cope with immediate-problems. At
this level the worker must assume full responsibility for knowing when
to refer cases. With experience and training at this level the worker
will also assist a patient in using a crisis situation to become
psychologically Stronger.

Group and family therapy. The worker may perform famlly therapy focuscd
on a partlcular problem situation,

AdV1scr on cross-cultural factors., At this level the worker will
interpret cultural factors which have an impact on program planning
and operation,

Utilization of existing resources. At this level the worker will also
be able to search out recsources that are not recadily available to fit
a patient's nceds and with eaperlencc will improve and coordinate
resources that can be utilized in patient care.

Working in communi ty groups. At this level the worker will also be
expected to give creative input to a ccmmunlty group to solve a specific
task.

the G5-7 level there are no additional functicns in categorics 6 and 7.
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At this level the mental health .worker assumes considerablc independence
in that the supervisor assigns gemeral arcas of responsibility, provides
‘dizcction at the request of the worker and makes occasional reviews of
performance. : :

‘1. Individual therapy. ‘The type of therapy performed will not be
substantially different from the GS-7 Tevel except that the worker
would be expected to handle more difficult cases.

2, Group and family therapy. At this level the worker may also be
expected to conduct developmental and awvarcncss groups (sensitivity,
t-group, cncounter, ctc.) composed of presumably "normal' people
who are not designated as patients.

3, Advisor on cross-cultural factors. There are no additional roles in
this categoxy. :

4, Utilization of existing resources. The mental health worker will also

be expected to utilize and coordinate resourcos in the planning and
devélopment of progranms,

5. Working in community groups. At this level ‘the worker may also be
expected to lead a community group and affect the process of that
group so that they deal with problems more cffectively,

6. Working with community leaders; This may-aiso invojve facilitating
: the leader's solving a specific problenm.

7. Consultation - Inducing a change in the functioning of the consultee

in his own area of expertise., At first, the mental health worker L
may provide consultation with one person in the context of a
particular case or problem, With cxpericnce he may provide-consultation E

involving a group of people but remaining within the context of a
particular case or problem. :

[1

GRADES GS-11 AND ABOVE:

As mentioned previously it is assumed that advancement to these grades
will be primarily rclated to the amount of supervisory and administrative
functions performed. At this level *he worker is fully responsible for
functioning within arcas of assignment and supervision is largely
administrative. The worker secks technical guidance on his own initiative,

At griades GS-11 and above the following functions may also be performed
depending on the requirements of the specific job situation.

change in problem behavior  or thinking.. With considerable training
and experience the worker may conduct therapy to facilitate a major
character or personality change.

1. TIndividuol therapy, This mzy include therapy to facilitate a ma jor
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2, Group and family therapy. With HPPTDPIJIL@ experience and training
the worker may conduct fumily therapy to affecct-a change in the
family structurc and functianiﬂf and moy also conduct group therapy
to alfcet major changes in problem behavior and thinking of the
members through group proccss,

7. Consultation. The worKker may provide consultation with onc person :?"
in the context of a program or organization and also may provide K
consultation with morc tham one person in the context of a program
or organization, =

QUALIFICATIONS FOR Tl MENTAL HEALTH WORKER POSITION SERIES:

‘The following material was developed at onc committee meeting and
considerable revision and additional work will be required,

FOR_THE GS-5 GRADE :

A, The person must have the following:

1. Interest in other pcople

2. Personal warmth

3. Respect for others : ‘

4, Believing that people have the capacity to change

5. Understanding the nccessity of canfidentlillty

6. Capacity to leamn

7. Capacity to reason with continuums - avaldlng
polacized cuncepts _ .

8. Ability to avoid ﬁpplylﬂg one' Pcrsanai Standards

to other people
9. Ability to be persistent when appropriate
10.  Knowing that trust is essential in a relationship
11. Knowing that no two people are alike
12, Knowledge that a reclationship requires acceptance

B. The person must have a "minimal' degrec of the following
items, It is assumed these will be further developed on
the job:

13, Self-confidence

14. Reading ond writing skills

15. Listening ability

16.  Analytic thipking; ability to usc a logical thought process

17. Ability to suspend decision-making when uppropriate

18. The ability to rcmember the content and process of an intervicw

19, Ability to make a decision when necessary

20, Ability to set limits on personal emotional involvement

21, An awarencss of one's own limitations

22,  Self-awaveness; unde1st3nd;n5 one's own pevsonality

23. Ability to assess one's own relative position in a group
setting

24, Ability to develop ;ntcrpersanal rclationships in a
varicty of styles

148




gPiupusdl for Mental lHealth Worker PUSIéLun Series

e , =135~ - ,

25, Capacity to understand the basic concepts of general
systems theory

26, IKnowing that development of a re]utinnship follows a
time scquence

27. Ability to differentiate and djﬂpnaﬁc problem situations

28, Understanding how” to trcat various types of problems

29. Kinowledge of the specific relationships of individuals
and groups in a comnunity

FOR 1IE GS-7 GRADE:

A, The person will nced the above items for the GS-5 grade under
A" plus the folloving:

30. Knowing there are times when no treatment is best

31. Understanding of the concept that a relationship is
the vehicle Gf psychological change

32. Understunding the concept that the client has_ the
major responsibility.

B. - The person will neced a "medium' or "moderate' degree of the
items for the GS-5 grade under "B above plus.the following.
All of these will be further developed on the job:

+33. Understanding that the pattern of past experience affects
© the present situation

34. Inowledge of the phenonenon of transforence

35. Knowing that there are stages in life experience

36. A general understanding of group process

FOR _TIE GS-9 GRADE

A.  The person will need all of the items for the GS-7 grade under "A",

B. The person will need a “"relatively high' degree of proficiency
in the items for the GS5-7 grade under "B,

FOR_THE GS-11 GRADE AND ABOVE:

When the job at this level invoives supervisory or administrative or other
functions the qualifications, of course, would fit those functions. WKhen
the duties involved more complex functions within the categories described
in this series the qualific¢ations probably will be a refinement of some of
those listed for tire G5-9 grade.

The Mental Health Worker Position Series Committec includes: Joyce Johnson,
Cecelia Lee, Francis Mentileaux, Ned Byrnes, Al Folz, Paul Rirkham,
Jim Rixner, Bob Riescnberg, betty Glasow and Don Burnap.

149

ey, 2+ e, “CE,-J—-...; -evﬁ'\-c ﬁ!gwa,\y qun i}iﬂb :5&;#,,.




~ APPENDIX C




~136-

Social Services and Mental Health

Sgrvicésrﬁgpartiﬁg System

BURFOSE OF THE FROJECT

The goal of the Indian Health Service is to raise the health status of
the American Indian and Alaska Native to the highest possible level,

To support achievement of this goal, it is essential that IHS and its
component disciplines develop meaningful tools with which to plan
programs, effectively allocate resources, monitor quality of performance,
and measure and evaluate program accorplishments. Toward that end, the
Social Service and Mantal Health Programs plan to initiate an automated
information system which will further enhance the effectiveness of

IHS social and mental health services provided for Aumerican Indians and
Aleska Natives., It is the objective of the Social Service and Mental
Health Branches to:

1. deliver coordinated patient care through interdiscipli-
nary Social Service and Mental Health programs.

2. 1dentify high risk individuals for preventive programs
through utilization of case registers,

3. report concise and meeningful information to the
Service Unit, Area and Headquarters.

b. relate feasible and applicable national date to IHS
social and mental health services as appropriate and
available. : '

5. 1initiate some cost effectiveness mechanisms contributing
to efficient program operation,

6. assure appropriate utilization of existing IHS Social

: Service and Mental Heslth staffs and community agency

resources. 3

7. describe the need for additional services and staff ih
quantitative terms,

This is an initial protocol of the proposed automated information system.
The infut format is a machine readable form which contains a minimum

of information required. As experience is gained in the development of
this system and as various IHS professional groups initiate efforts
toward data coordination, there will be changes in the program,

This initial Social Service and Mental Health Automated Reporting
System has been coordinated with appropriete related disciplines and

- servicevide uniform reporting systems. It is consistent with Indian

Health Service policy directionms.

151



~137-

i

w

DATA COLLECTION METHOD e

iy a e,

General:

Information concerning patient and community related activities

1s record=d on Mark Sense forms and submitted monthly to the IHS
Data Center. An Optial Render is used to transfer date from the
forms to punch cards for computer processing ot quarterly and
annual statistical reports. This method of data colleetian and
processing has proven successful in several other [HS systems such
as the Dental and Fublice Health Nursing Systems.

¥ho Uses:

Designated personnel in the Social Service and Mental Health
Branches of the Indian Health Service who provide services to
patients, Indian groups, and/or communities complete the Social
Service and Mental Health Services Report Form.

When Used:

L

Each member of the staff will prepare a Social Service and Mental
Health Services Report Form for:

%g Each contaect W1th, or on behalf of, a pailent for vhon services
are rendered.

2. Meetings or activities such as work with conmunities or other
agencies regarding patients and/or projects. (For Social Service
personnel only, during pilot testing)

Disposition:

1. Monthly, all service units will air mail the Computer Copies
of their Social Service and Mental Health Services Report forms
to the Area Social Service and Mental Health Branch Offices for
review. Forms will be reviewed for appropriateness and returned
to the service unit for necessary correction, as needed, A bdrief
narrative report will be enclosed to alert the Area of projects,
' prﬂbLems, progress and comments of the reporting worker.

a. Each worker's monthly group of Social Service and Mental
Health Services Report forms is to be accompanied by a
Master Mark Form 15 which will indicate:

Area code

Service unit code

Progran

‘Position code

Month and year
(These codes are obtained from the IHS Standard Code Book)
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b. Each worker's forms will be subnmitted in a scparate
envelope. Each envelope will contain one KMaster Mark
Form 15 placed on top of the Social Service and Mental
Health Services Report Forms used that month.

(Vhen packaging for mailing, make adequate provisions for
protecting the completed forms from being torn or damaged
in the mail,)

¢. Each worker's envelope from the service unit will be
packaged together in one larger envelope and air mailed by
the Area oi'fice to the IHS Data Center by the of the
month, in order that the results may be tabulated for the
month the activity occurred, The address is:

Data Processing Service Center

Indian Health Service

Room 4005

Federal Office Building and U.S. Courthouse
500 Gold Avenue S.W. |

Albuquerque, New Mexico 87101

Processing at the data center will require approximately two
veeks and reports will be collated and returned o the Area
officks at the end of the quarter. The reports by service
unit will be forwarded within five days to the serviee unit
af'ter receipt in the Area offices.

Errors

Any nev system is likely to encounter errors in reporting on the
forms. 1In order to assure accurate reporting, the forms will be
checked for completeness by each service unit senior social vorker
or mental health consultant. In addition, the following edit
checks will be made at the Data Center :
--Forms with two or more marks on the same line will be returned
to the Area Office by the Data Center for correction and
resubmission with the data collected for the following month,

-~-Forms with omissions will be included in the usual quarterly
reports, but such omissions will be noted by appearing in the
"Not Reported" column. For example: if the primary activity -
consultation - is not marked by the worker, this omission will
be reflected in the "Not Reported" column of the quarterly
printout regarding activities. In addition, each service unit
will receive a monthly error report indicating the nature and
number of errors reported. ‘
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MONTHLY MASTER MARK FORM 15

For Use with Social Sorvice and Mental Health Services Report

FORMS SUBMITIE

"y

CARD CODE [~ 51

___AREA

SERVICE UNIT

| EMPLOYEE §TATUS

PRDCRA}

U

POSITION CODE

CALENDAR

CALENDAR o S
CYEAR 197 1 ] . =8= m&= =j= =(= == =8=

»pBY:

INSTRUCTIONS

i
'
h

Mark with number 2 pencil only.

Black in completely within dotted lines.

(An example of & zood mark is shown for CARD CODE above.
Write numbers in blocks /f_f as well as marking.
(As shown for CARD CODE above)

Erase completely any marks to be changed. (A poor
erasure will be picked up, czusing form to be rejected)

" Do not maka'any mark beyond the right hand vertical line.

Bace this form on the top of each set of completed ,
Social and Mental Health Services Reports for which
the above information applies.

Each set of completed forms are to be ‘orwarded in
a separate envelope for processing.

A new Master Mark Form ls‘ﬁgst be filled out whenever
any of the Master Mark informatida ghanges.

Instructions 1, 2, 3, 4 and 5 apply equallyrcg the
Daily Servxae Report forms.
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SOCIAL SERVICE AND MENTAL HEALTH REPORT

RECORD COPY +

1. PROJECT NUMBER

‘ 5 - SO - - T HE 15

QTNER

9, DIAGNDSIS—ICDA CODE (FDR DESIGNATED CONSULTANTS omv)

3 B EH R - RS £ L T e S EE R T T LT CHIE TR T -
2. PATIENT IDENTIFICATION - - I R L s
» §5# — MARK ALL NINE LINES W s kD i UNITS ol s
HRE — MARK LINES FOUR THROUGH NINE g o = i e
e S E R T
;g. -:ﬂ:: b i:E: b -
E < T E S S T g e =L B ==L E - LS S S
N - - e U Bt £ H .3‘7 EE- =
T st e ome s S EE-CEE OE " (MARK ONE)
] s - - H B ks
;ﬁ -1 H= S EE- S - £ :% ifﬁ:}
3 CDMMUNITY OF RESIDENCE OR PROJECT LOCATION 333 FAMILY THERARY  zaz:: : CODPERATIVE EFFORT
¥ i = B i:diz HUND. s ez | sz : GROUP THERARY 23327 EDUCATION
EE < H = sz TENS R - S 1 2iziz PSYCH TESTING zz:2 GRANTSMARMSHIP
=¥z il iz B zdsz UNITS B R - S - 3 2312 PREVENTION
) 4. AGE - N T ) T s2222 REFERRAL
i UNDER 28 DAYS 11z 98 = 344 DAYS 23132 SURVEYS/RESEARCH
IF OME YEAR OR OLDER, INDICATE AGE IN YEARS L _ iz OTHER L _
s st a@m o idn adn TNS s o sp:ocan s | | 13, PRIMARY ASSISTING RESOURCE | (MAR< ONE)
sdEEr stz =R sBsr szdi UNITS s s irf: 's.a:,: B> iz CONTRACT RESOURCE
b 5. SEX T T T i :‘;"r‘”"— QNEi ) 22277 HEALTH DEPARTMENT
L FEMALE NATIVE PRACTITIONER HILE 18
6. CONTACT CATEGQRY N T mARK ONEL PRIVATE INSURANCE TITLE 19
::'g:::zr | 52z RE-CONTACT 232 ;?gf&:?gna SOCIAL SECURITY
7.C NTACT CLASSIFICATION {MARK ONE] STATE/COUNTY
) z 1HS INPATIENT 12317 CONTRACT INPATIENT  :2:: FIELD STATE INSTITUNON 1213z OEQ
2231 CONTRACT QUTPATIENT  :z::z OTHER TRIBAL ORGANIZATION oz : EDUCATION
7 B 33332 VETERANS ADMINISTRATION 112 EMPLOYMENT
F- S - o = o S 4 21222 VOCATIONAL REHABILITATION 122z HOME
21222 VOLUNTARY/PRIVAIE 2132 OTHER
b COMMENTS ) T . 31121 WELFARE DEPARTMENT H
I
REVISIT DATE ~ “TREFERRALTO - = - —
PURPOSE PURPOSE 1 55
v

FATIENT NAME

DATE OF CONTACT -

| PROVIDER SIGNATURE




01 Abottian conflict

02 Adaption

03 Adultchild relationships

04 Alcoha! misuse

05 Atcohol misuse in fomily

06 Anxiaty

07 Arrestad ~ currently jailed
08 Arrest racord

09 Batterad child

10 Bed waiting

11 Broken lamily {separation/divorca)
12 Child abandonment

13 Child negloci/abuse

14 Commitment 1o institution

15 Confused — disariented

16 Cultural conflict

17 Day core

18 Death in the family

19 Delusions (folse beliefs)

20 Deprassed

2} Drug misuse

22 Drug misuse in family

23 Edycational skills inadequate
24 Er,r;ph’;ymem = part time/saasonal
25 Employment preblam — on job
26 Family planning

27 Financial atsistance

28 Finuncial needs

29 Foster homa

30 Grief reaction

31 Hallucinations

32 Health, home moker raeds
33 Housing

34 Hyperactivity (childhood)

35 Isolation — physical or sociol
34 Juvenila delinquency

7 iagrning difficulty

38 Legai noeds

39 Madical visits — multipls

40 Marital conflict

COMMENTS:

Q
ERIC
AR5 2 [PAGE 2) (BACK)

nam:
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PROBLEM CODES ~ =1h1~

41 Mantal illness in lamily

427 Menial relardatian ~ suspecied
43 Nurung home

44 Nutrition

45 Peer or sibling conflict

46 Phyucal complainl {no disease identified)

47 Phyilcal disability — rahabilitation
48 Physical illness — acute )
49 Physical ilinyss = chrome
50 Pragnancy -- unwanled

51 Prabation and porole

52 School age parent

53 School behavior problem
54 School dropout

55 Suxval problem

56 Suicide atiempt

57 Svicide attempt (family member)
58 Svicide thoughts

59 Svicide (fomily momber)
&0 Third pariy claims

61 Transpartatien

62 Truancy

63 Underamploymaent

64 Unemployment

65 Violent behavior

‘éé Vocalional sarvices

67 Other

Guneral

68 Adininistralive

69 inter-agency preblems

70 Intra-agency problems

71 Junsdictional camplexities, legal
72 Lack of health sarvica confinuity
73 Lack of social and hedlth rescurces
74 Lack of special education resources
75 Olbreservation problems

76 Qrientation

77 Program plonning

78 Public ralations

156

7% Rucruotion

YO Resource development and utilizatlion
81 Training

82 Uiban commurity problems

43 O thasr

ICDA Codes for
Medical of Paychiatric Diagnoses

{To be used by Consultanis anly)

290 Sunila and presenile damuntio

291 Alcohnlic psychosis

292 Psychosts essociated with intracranigl
inlection

293 Psychosis associuted with othar
carcbral condition

294 Psychosis associated with other
physical conditions

295 Schizophrenia

296 Aflective psychosas

297 Poranoid siates

298 Qther psychoses

299 Unspecified psychosis

300 Neuroses

301 Personality disordars

302 Sexval deviation

303 Alcoholism

304 Druy dependence

JO5 Physical disorders of prosumably
psychuganic origin

106 Spacial symptams not elsewhere
classified

307 Transient situational disturbances

308 Behavior disorders of childhood

109 Mental disorders not specified as
psychotic assaciated with physiggl
conditions

310 Bordechne mental retardation

111 Aild mental retardation

312 Moderate mental retardation

313 Severe manial retardation

314 Pratound mental retardaiion

g



-1h2-

INSTRUCTIONS FOR COMPLETING SOCIAL SERVICE AND MENTAL HEALTH SERVICES REPORT FOI:

)

A. General Information

£

The proposcd Social Service and liental Health Servieccs Report Form is a
two-part, carbonless form bound on the left side with printing on
both sides to facilitate the following multiple uses:

Part I:

Computer Copy (Front) = Provide mark sense information for automatic
data processing vhile maintaining confidentiality
of patient information.

Computer Copy (Back) -~ Blank
Part II:

Record Copy (Front) = To provide a problem oriented record for
. Social Service and/or Mental Health files.
This confidential document will include
follow=up and referral information as well as
case notes,

Retord Copy (Back) = To provide for continuation of notes and for
printing of the problem code list.

After completion of each pationt or project contact, the Computer Copy
of the form will be completed and held for monthly submission to the
IHS Data Center., The Record Copy of the form constitutes a record of
the contact and can be placed in the patient's file, Confidential
information pertaining to patient contacts is to be confined to the
Record Copy. The Computer Copy of the Social Service and Mental Health
Services Report form should be removed before completing the bottom

portion of the Record Copy. .

B. Marking Instructions ’
1, Mark with numbar 2 pencil only.
2., Black in ﬁampietely within dotted lines.

' 3. Erase completely and marks to be changed. [A poor erasure will
be picked up, causing form to be rejected,)
4. Do not make any mark beyond the right hand vertical line.
£

5. Do not staple, bend, or fold forms. . ‘
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C. Computer Copy of the Form

1. Requircd Data on All Forms (except Non-Contact Forms - see Box 6
under Specific Instrgctigna) ,

4

Box 3 - Community of Residence
Box 6 - Contact Catecory
Box 7 -~ Contact Classification

t Box 10 - Primary Problem Code
Box 12 - Primary Purpose of Contact
Box 13 - Primary Assisting Resources

2. Required Dat2 on Patient Contact Forms ~ In cddition to the above
data, the following information is required 1or all patient
contacls: ;

Box 2 - Patient Identification
Box 4 - Age
Box 5 - Sex

3. Required Pata on Project/Other Forms - In addition to the date
required on all forms, Box 1 - Froject Nurber is required for all
project or other contacts, :

4. Specifie Instructions for Each Box

Box 1. Project Number - Mark Only One

Mark this box to indicate contacts for projeet and other
activities. A "project" will be given a number from
O through 8 by the worker. The title of the project,
the problem to be solved, and the objectives to be
reached will be written at the first contact on the
Record Copy of the Social Service and Mental Health
Services Form. The initiating worker will retain the
Record Copy with detailed notes for his project files.
The Area Social Service or Mental Health Branch may
keep a record of the project initiated. & surmary of
the project and its results may be put in the monthly
narrative report.

For activities such as meetings, case conferences, etec.,
mark Other in Box 1.
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Box 2 - Patient Identification

In accord with INS policy, Social Service and Mental
Health Branches will use Social Security numbers .
whenever possible, In cases where no Social Sceurity
number is available or where the Tacility has not yet
developed mechanisms for supplying Social Security
nurbers, the hospital Health Record number will be
used, If the patient is off-reservation and/or has
no Health Record number, the contact form will be
held until the worker can obtain a Soeial Security
number or have Health Records assign & number.

When "patient” is recorded by use of the Social Security
Number, one mark must be made in each of the 9 lines
provided in Box 2 of the form. Wnen "patient" is recorded
by use of the Health Record nurber, one mark must be

made in each of the 6 lines below the dotted line in

Box 2 of the form. Fill in patient number in both the
vertical boxes and the mark sense positions,

Box 35- Cormunity cfrﬁésidenggrqr Project . .

Mark community code numbers according to the IHS Standard
. Code Book (Section V). All 3 lines of Community of
' Residence or Project must be marked on all forme.
Unspecified or unknown cormunity codes should be coded
"999" as deseribed in the IS Standard Code Rook
(Section V-A, page 2)., Patients from outside of the
worker's Area should be coded as 998 unless that patient's
community is part of the worker's routine service
population, in which case the appropriate community
code from the Standard Code Book should be used, In this
instance, however, the code mumber and not the narrative
will be printed on the computer reports.

Box L - Age

For patients only; merk as indicated on form. If age is -
unknown, make best possible estimate.

Box 5 - Sex - Mark Only One
For patients. only; mark as indicated on form,
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Box 6 - Contact Category - Mark Omly One

1. First Contact = Mavrk if this is the first time the
worker nas seen the paticnt or the first contact
initiating a project or other activity.

2. Recontact = Mark if a written record exists and a
contact for the patient, project or other has been
made previously.

3. Non-Contact = Mark to add or delete a person from a
case register without making a patient contact. If
Non-Contact is used, mark only patient ID, residence,
age, sex, and case register.

Box 7 = Contact Classification ~ Mark Only One

Mark to indicate the classification of the current contact.
Classification of contaet is to be marked on all forms,

l. IH

S Inpatient - Patient or project in IHS Hospital,

2. IHS Qutpatient - Patient or project in IHS Hospital
Outpatient Lepartment, Health Center or Health Station.

3. Contract Facilitv - Patient or project in Contract
Health Services facility or service,

4. Field - Patient or project in home, tribal office or
other agency.

Box 8 = CasefRegisggt - Mark Only One = Optional

Case registers may be used as a working tool by service unit
and/or Area staff., These case registers can provide a
systematic method for:

l. 1Identifying and reporting population at risk relative
to a problem or characteristic.

2. Providing preventive traatment.

3. Coordinating, utilizing and evaluating use of other
local, state and federal resources. :

Examples of yegisters are: alcohol misuse, suicide attempt,

and services to the aged,

'

160




-146-

Each service.unit and Area will decide together which
registers ar¢ to be maintained, The register will then
be identified by number according to the following
guidelines:
1

Code Numbers 0 - 2 are for Service-wide registers

Code Numbers 3 - 6 are for Area~-wide registers

Code Numbers 7 - 9 are reserved for service unit registers

This box is not required to be filled out on every form, but
only in those cases where information is desired, These
registers will be cummulative and only significant information
which will be worked with for at least three years should be
considered fov a register. If there is no contact Teported in
three calendar years, the computer will delete the patient from
the register to assure updated registers. If cervice is
provided to the patient and the worker desires to take the
patient off the register, mark the appropriate number for

the register and ‘mark the delete box. After a patient is
placed on a register, it is still necessary to mark the
appropriate case register number each time the patient is
contacted about that particular problem. This facilitates
inclusion of the most recent contact on the register

printout as well as the capability for automatic deletion

by the computer after three years of inactivity.

Box 9 - Diagnosis - IGDA Code (For Designated Consultants Only) - Optional

This box is to be used only by mental health or social service
consultants when a definitive psychiatric diagnosis is made
by, @r known tv, the consultant. Mark according to the four=
digit diagnostic codes in the ICDA Code Book (3th Revision).
The three-digit ICDA codes printed on the back of the form
serve as a guide for finding the more definitive diagnoses

in the book. However, if a three-digit code on the back of
the form is sufficiently specific, it may be used in Box 9,
leaving the hottom line (marked decimal) blank.

Box 10 = Primary Problem Code

This box must he marked on all forms, Use the two-digit code
from the list printed on the back of the form (mark Eetﬁ lines
for all codes). ‘If problems were multiple, indicate the problem

which was primarily discussed. If several problems were
discussed of equal importance, the preblem is the one the worker
is attempting %o resolve first.
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Box 12.
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Example: An Indian family consisting of parents and six
children, dependent on BIA financial assistance, were

referred to an IHS social worker following an automobile
accident in which the father sustained head injuries., Problems
in the family were: marital conflict; alcoholism of father

and two older boys wio are dropoutss unmarried, pregnant,

15 year old daughter; and repeated ilospitalization of the

two youngest children. Marital conflict was the primary
problem, since family uvnity was the desire of all family
members.

Sg;gndaryfﬁe;gtg; Prablgm ngg

This block is optional and will be completed only if the
worker feels that the secondary problem has significant
relationship to the primary problem. Example: The primary
problem is 'depression' but tie related secoundary problem
may be "alcohol misuse." Use the two-digit code from the
list printed on the back of the form.

Primary Purpose af,@qnt;ﬂ; = Mark only one

This box must be marked on all forms to indicate the worker's
primary effort during any one contact,

l. Individual Therany - encompasses psycho-therapy, casework,
behavior modification, support, insight therapy,
clarification, information 5iving, etc. with an individual
patient. :

2. Familerhe;gpy ~ includes contact with more than one
family member to improve social functioning. Family
therapy includes conjoint family therapy.

3. Group Therapy = includes groups of selected individuals
who may be helped to obtain a definite objective through
planned group interaction., Example: _individuals with a
common problem are helped to understand the problem,
alternative solutions and their ability to cope with or
resolve it, '

4, Esy;halcgi:alﬁTes;ing - includes any psychological testing
which may be done,

3. Community Development - is work planned toward improving
the quality of Iife in the Indian community. Example:
Coordination and mobilization of resources, participating
with Indian community in obtaining funds for new services,
etc,
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6,

8,

9.

10,

1l.

.12,

13.

Primary Assisting Resources = Mark only one
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Gonsyltation - represents contacts with co-vorkers,
COnsymer groups, agencies, cormunity collateral contacts,
family, school, or court to insure coordination,
cooperation and effective use of services. Consultation
may be for an.individual or program. '

Cooparative Effort - a joint approach to planning or

problem solving with consumer groups, IHS staff or
¢ounty, state or local agencies in attacking a health
or social problem., DMeetings would be listed here.

Educati;g - participation in education for individuals or

consumer groups, general community zroups, CHR's, .
commumity health aids. Staff development activities will
be reported under the narrative. Example: educational
activities or training of social work students, associates,
4ids, or mental health workers. :

Grantsmanship”= providing groups with knowledze or grant
resources, expertise in developing and writing programs

that naed funding through grant resources and work with

tribal groups toward full utilization of these resources
to meet community needs.,

Prevention - preventive intervention is anticipatory patient
community work to prevent disorganization or problems,

For example: participation in Boy Scout or youth movement
A¥oups or support of off-reservation drug misuse programs

Lo prevent problem spread to adjoining reservation,

Referral - Represents contacts for all sevvices appropriately
veferred to a community agency or IHS services which is the

_primary assisting resource or because no IHS resources are

availahle, The referral resource may be utilized conjointly
with IHS services. ‘

Surveys, Research = Represents the work involved in evaluating

the needs of a community or patients, the effectiveness of
sevvices according to the consumer and outcome, formulating
comnunity diagnosis or special studies.

Other ~ Any activity which does not fit in any of the above
categovies,

Mark on all forms to indicate the primary resource contacted.
Example: ~regarding a project, if the BIA is the key resource
in the effective completion of a project, then mark BIA, even
though a multiple agency meeting was attended and held in

the tribal office. :
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11,

12.
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Contact Resources - Refers to all facilities with
contracts with Indian Health Service; includes hospitals,
nursing homes, pharmacies, professionals, morticians, etc.

Health Department - Includes all state and fauntj'health
services. For example: MCH, mental health, chronie
disease, vital statistics, public health nursing, cte.

Indian and Alaska Native Treatment - Utilization of Shaman,
nedicine men, Indian healing ceremonies, etc.

Private Insurance ~ Utilization of any private insurance

o1 resource for nealth care,

Social Securitv = Includes zll Social Security p%égr&ns

oc
except Title KVIII, iledicare, i.e., Social Security benefits,
Social Security numbers.

State and Countv - Includes all state and county resources,

but excludes Health Department and Welfare services,
i.e., legal assistance, marrizge, divorce, jail, shewyiff, etc.

State Institution - Mental hospitals, special schools for

the deaf, blind, or mentally retarded are included amnng
these agen;;es.

Tribal Orzanization = Includes tribal governments, law

and order, trioal social service, CliR's, housing, 2t¢.

Veterans Administration = Includes all hospitalizatiom,
rehabilitation, . utpatient or Jemiciliary care serviges,
assistance with adjudication protlems, etec.

Vocational Rehabilitation - All resources .r vocatianal

evaluation, training and physical restoration.
A

Voluntary/Private =~ Includes all private health and welfare
agencies contacted, i.e,, Red Cross, T.B. Association,
Cancer, Kidney Fgundatiﬁn;

Welfare Department ~ Refers to all other than Title 19

services, i.e., child welfare, financial, homemaker, food
stamp services, counsellinz, etc.

IHS ~« All IHS resources such as referral to IHS nospitals

or facilities, environmental health or IHS programs ox

disciplines, including EEO staff,

BIA = Includes all BIA programs such .as Social Servive,
Empbgyment Ass;stance, Law and Order, etc.

Title 18 - Includes only medical care under Title 18 and

efforts toward facilitating Indian people signing up for

Medicare.
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16, Title 19 - Refers to Medica)] Assistance Program used
instead of IHS contact. :

17. Grants - Includes all federal, state, and private grants
available to Indians such as Hill-Burton, Emergengy
Emp.oyment, Ford Foundation, etc.

18. Housing - All agencies assisting in housing for individuals,

families, communities and tribes.

19. OEO - Refers to all Office of Economic Opportunity programs,
such as: alcohol, emergency food and assistance, work
experience programs, etc.

20. Educatioa ~ Includes public, BIA, bosrding schools, 7
vocational training and spe¢ial education situation grade
l through university.

Employment - Represents agencies helping individuals
resolve problems related to employment, i.e., state
employment agencies,

21,

22, None - No assisting agency is used or needed in the contact.
23, Other - All others which are not included in the above list.

Iﬂstrqetipns for Completing decord Copy of the Fomm

After completion and removal of the Computer Copy, the worker may complete
the bottom section of the Record Copy for inclusion in the patient's
file, .

Lomments including patient complaint, problem narrative, treatment
Tegimen, etc. should be filled out utilizing the Problem Oriented
Record (POR) concept as recommended by IHS. Comments may be
continued in the space provided on the back of the Record Copy.

Bevisft Date and Burpose is self-explanatory

Referral To and Purpose may be used for record purposes only or may be
used to produce a referral document., If the information contained
in the Couments section plus brief instructions in the Purpose of
Refexral Section is sufficlent information for the person who is to
receive the refearral, then the Record Copy may be xeroxed and sent
a3 the referra: documen: without filling out the IHS Referral Form.
0f course, in instances where a detailed case history or lengthy
;nstfuc;icns idre necessary, the standard IHS Referral Form should
ba used, .

Eg;;gntrName

Self=explanatory
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POSITION CODE

0L - 10 Social Worker
v 11 - 30 Soeial Worker Associate ‘ ’
Includes: Social Work Representative

Social Work Assistant
Social Work aAide

31 - 35 Sociologist

36 - 40 Psychiatrist

41 = 45 Psychologist

46 - 50 Clinical inthropologist

51 - &0 Mental Health Nurse

61 = 80 Mental Health Worker

81 - 90 Aleohol Counselor

91 - 99 Other

Specific code numbers for each participating worker should be assigned
by Area Mental Health and Social Services Branches witihin the above
coding structure. Codes should be unique at the service umit level
only, not Area-wide.

oo
.
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ROUTINE REPO

B Title

# 1 = Patient an® Project Contacts by Problem Catcpory

, - T . ,
# 2 = Fatient snd Project Contacts by Community and Population
{# 3 = Patlent and Project Contacts by Personnel Position Code

# 4 - Patlent and Project Contacts by Primary Assisting Resource

¢ 5 = Patient and Project Contacts by Purposs of Contact and
Contact Classification

t 6 - Flve Leading Problems by Community

# 7 = Patients Scen by Age and Problem Categorty
4 B = Patients Seen Ly Age and Residence

# 9 = Patient Utilization

#f 10 = Case Reglster § 1

SPECTAL REPOI

Nunber of Patients and Patlent Contacts
by 1CDA Disgnoses
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Aruitoxt provided by Eic:

T

Report # 1 = 3,

.counted onl

OUTPUT_NOTE

The number of patients (different individuals) appearing in
the column "Social and Mental Health Services GCombined"
will not necessarily be the sum of patients appearing in the
“Social Services" column and in the "Hental Health” column.
1f the same persom is seen by s Social Worker and a8 Mental
Health Worker, he will be counted in the "Social Services"
column and In the "Mental Health™ column, but will be

e in the "Social and Mental Health Services
Combined"” column, Naturally, this is true at the Service
Unit level only and when Sotia)l Services and Mental Health
personnel arve using the same patient mmbering system.

Similaely, vertical addition of patients by Problem Category
{Report # 1), Position Code (Report # 3), etc. may not
soxrespond to the figure in the Tetsl line at the bottom of
the report. 1If a person has been seen for several problems
or by more than one health worker, he will be counted as

a patient for each problem or for each worker, but will be
counted only once in the Total line at the bhottom of the
report.
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SERVICE ONIT »

REBORT # |« PATIENT AND PROJECT CONTACTS BY PROBLEM CATECORY

Reporting Perlod =

 SOCIAL & MENTAL HEALTH SERVICES COMMINED

SOCIAL SIRTICES

NENTAL HEALTH

Yo, of

Yo, of
Patient

Moy of
Project

Mo, of
Other

W of

Yo, of

Patlent

— Mol o, of o of
Trojest  Other No, of  Patlemt Project  Other

Yo, of Nos.0f

i‘P:@blemrgatgga:y Patlents Contocts Qoneacts fctivitles Iatients (Contacts Contacts “Activitles DPatlents Contacks (ontacts Activities
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QUAKTERLY FOR SL, AREA, AND HEADQUAVTERS

Beport ¢ | = The "Problen Category™ list on the
1eft side of this report will shov only
those problems dealt with during the
period of the repert - not the entire
st of 83 problens
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EEPORT # « PATLENT AND PROJECT CONTACTS BY COMMUNITY AND POPULATION

AREA « | _
SERVICE UNIT - | Reporting Perlod e

UL € VAL HOALTH STAVLCES COIND __* SIGIAL SRVCRS L Mmwmam
o ~ HNou of Moo of - MNo. of 0 Neeof  Neoof  Neoof o 6F Boy0f Moy of
Gmnity and Mo, of  Patlent  Profect  Other Noof Patlent Project Other  Bo,of  Patlent Project Other
Jolation - atlents  Contacty  fontacts ‘hctlvitles  Potlents Contacts Contacts hotivitles  Patlents Comtects Comtacts  Ashivitieg

Haedrocks  {100)
Hawley Lake (200)
taylen  (420)
Heber  (500)
Hickivan  (%06)
Hgley  (al5)
‘Il Top  (g25)
Holbrook  (118)
Hollywood (367)

- {Approptiate List)

RE

Report # 2 = The "Camunity" 1t will appeat on the
Servies Ukt report only and will {nclude
only those comunities dealt with dusing
the petlod of the report, On the Ares
teport, Service Units will eppear {n the
left colum, On the Headquarters repott,
Areas will appear In the left colum,
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REPOKT # 3+ BATTENT AND PROJECT CONTACTS BY BERSONNEL BOSITION CODE

Reporcing Perlod »

+ SOCIAL & NENTAL HEALTH SERVICES COMBINED

SOCTAL SERVICES . C HENTAL HEALTH

o Neeof Mo, of  Nou of
Moo of - Patlent Project  Othor
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Boo b W of W of W ol Mool Ro ol
No, of - Patlent Project  Other No, of  Patient Project  Other
Patients Contacts Contacts ‘'Activities DPatients Contacts Contocts Activilies

-95T—

QUIRTERLY ROR 50, AREA, AND HEADQUARTERS

- Report § 3 » The left colunn on the Ares report will
B conslst of diselpling townls (oot individual
vorkers) for each Service Unit, The Ares
total at the botton will also be broken down
by discipline, On the Headquarters report,
the left colum will contaln discipline totals
for each Area, The Headquarters total at
the botton will also be brdken down by
. diacipline,
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“REORT 4+ DATEENT AND PROJECT CONTACTS BY PRIAARY ASSISTING RESOLACE
Reporting Perlod » __ ‘
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- Title 18
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e T

¥

bt | (UARTERLY POR 5U, AREA, D HEADQUARTERS
None “

TOTAL
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REFURT ¢ § = FATIENT AND PROJECT CONTACTS BY PUKRUSE OF CONTACT AMD CURTACT CLASSIVICATION
Reporifng Parlod »
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Canteact Facllley
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REPORT # 6 = FIVE LEADING FRODLENS BY COMMUNLTY

MLk - T
SEVCE UATT »

Problen Yo, of Droblen Mo, of Problen Mo of Problem o, of Probles Mo, of
Cemunlty and fopulation | Patlents i1 Ml 41 Patlents ph Patisnts 3 . otlents
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Heher {500) Meohol Mis, 31 Deprased 1) PO 4 Tralnng ] (3 froblems 1 '
wltht)
CUARTERLY POR SU, AREA, ANC HEADQUARTERS
Repert 4. = The "Conmumity” 1Lt vil) appusr on the
Sarvice Unlt report only and will fnclude
only those eoununitien dealt with during
the perdod of the report, On the Ares
report, Servies Unlts will appest 1o the
" Laft coluna, O the Headquesters eopert,
Areas will apjene 1 the Laft colum,




. RERUAT § 1= PAT0RiTES GEEH DY AGE AND PROBLEN CATEGORY
AREA » oortley Pacded» :

SERVICE UNIT «
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AWWURLLY FUR 50, AREA, MO HEADQUARTERS

heport § 7= The "Prohlem Category” List on the
left side of t* & report will show anly
those problem: Jealt with during-the
petiod of the repart = not the entire
List of 83 problems,
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AMNUALLY* FOR 50U, AREA, AND HEADQUARZ:VS
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SERVICE UNIT »

WERORT ¢ 0« PATIZGT 'ITILIZATION
Reparting Period -
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Santa Rosa

Covared Wells

)
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| REPORT # 10 = CASE RECTSTER # 1

Reporting Perlod =

Date of Last ‘ |
bttt 7 e foact_ Coments e
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oon! N 1+09+1}

A 19 ha[0-7}

did i fe21-1} 16 GE FILLES TN HANUALLY
NI 1 2=04=11

SVEIE 11 f=20+11

ANNUAL - ORLY
WERVICE LT ORLY

Patients are dropped [rom register if no contact is made
yithin three years, Up to ten rejlsters can be established by
eath Area, ’



Due to unforeseen circumstances the Index angd Bituligraphical listing
were incomplete at the time of publication, A complete Index and listing

will,*be bound in a seperate chepter and forwarded ss soon as time allows,
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