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I. DESCRIPTLO OF REPORT

This is the f nal chapter of a nine chapter report in partial fulfillment

f IHS contract IHS 110-73-342. This commentary "OvervIew and Recommenda-

tion" chapter is the InitIation of an evaluation process hich could not nave

been designed and carried out prior to the documentation and narration of the

Parlier eight chapters whIch present an historical and descriptive account

or each of the eight administrative Areas of IHS Mental Health Programs. It

t$ hoped that the informatIon contained in the nine basIc chapters will provide

the base line for generating evaluatIon studies which will relate to the

texts and g als of each of the prograns. It was to fill this gap tha

these hIstories were prepared, since, as in many developing institutions staff

loithin each Area and at the Mental Health Program Headquarters level have been

tqo buoy delivern 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 per ons in legislatures, tribal governments, professional

Schools, and other related agencies.

AA Format

The eight Area chapters contain both his o cal d contemporary program

iptions as well as general conclusions as to the accomplishments and
.

roblems remaining to be solved in the Area dIscussed. Each is designed as

a self-contained narrative which can be read independently of any of the others.

Ttle Area reports have not been placed in any sequence. However, if one is

interested in reading all of the Area narratives, then it nay be of interest

10



historical sequenc . Ravajo Alaska and Aberdeen Areas (Pine

tarted in 1966. The Bill rigs a d Portland Areas each followed

n of Area interest and collaboration with residency training programs.

laboration began as early as 1966, in Billings, with placement of

reservations, and from the men 'with this experience the first

ere selected in 1968. The Albuquerque Area began its program in 1968

former IHS General Medical Officer became available at the completion

of a residency in psychiatry. Phoeaix also beg n formal Mental Health Program

depment at about this time, although less histori al material was retrievable

in tia Area than in the others. Tucson Sub-Area, which is under the separate

dmimistration of the IHS Of i e of Research and Development, has a tribally-

operated program of psychological services linked both to the Health Progr

SysteMs Information Center and the Papago Health Board. This program is

included in the narrative of the Phoenix Area. Oklahoma City A ea 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

Pr in each Area of IHS Mental Health, begin with the first date of formal

introduct of staff, but also include as much prior history of mental health

efforts and g oundwork as was made available by the Area Office. Each Area

chanter is based not only on the records available in that Area, but on site

isita 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 far a possible

to allo- the staffs to tell their own stories and. describe the programs as they

have conceptualized them.

1 1



This fInal overview section describes the methods used for collecting data,

the limitations and topics omitt d, and provides an historical context for

vie ing the introduction of Mental Health Programs into IHS, as well aS a

description of the Headquar ers for Mental Health Frogrvxns located in Albuquerque,

New Mexico.

Following this narrative material

plIs]sents of the IHS Mental Health Programs from their beginning in Fiscal '66

tulation o/ !Ale ms1or accom-

to Fiscal '74, In 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 resolution of problems

which have been observed.* These are included with some humility, and include

ways in which the evaluative process thus begun cam be continued-and made more

explicit.

Appe dices collect together several documents which relate to the program

at a national 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 Or ented Record which is not in use

will make available computerized summarea of patient characteristics and

activities (subject to analysis In Contract Bo. 240-75-0°1);

-A bibliographic listing of papers published in professional j urnals by

IHS Mental Health staff during and/or pertaining to their IHS Mental Health

experienc

-An Index to the total report.

ecoëndattQfls wIthin the text or the overview chapter have been underlined.

12



It is hoped that this chapter and its LLL taci.ttate eoparison
betveen Aeea aa well as the location of material relevant to a wide verety
of topics.

B, Omission's

There are number of tolce ot treat6 ertenaLveLy, if at all in
resort.

1 ) I E has a relationship to the -United Sutheatarri Tribes which once

e stasula d under tile Ok1a1icni City Area Off Bea u e of the relat e new-

ness of this searate identity, and the lack ct rinai funding and idetff1cat1on

Of Mental Health P-regrans until. 1974-75, the United Sou hes tern TTibes have not

t is bored that tbis OBSIOri will. be temoraz, end that a

chapter deseribAng their Mental Ilealtio PrOgrarns and. plan.ning may be prepared in

the futLire I possibly by United Southeast ern Tribes themselves.

2) The original cent act !with IFIS called for a ooin-pt1atIon of patient

lecords and 8..n ept4er aiological analysis, Unfortim-tely tioe reorl5 of Men

ataiT aotiirities and patient tect s uld not be retrieved from their

interdiltation wth .14.mbu1 tory Care Eleccrds and di sper ion in VIS hospital files.
Trior to 1914 c Area had solved, this p obLes for tle entire Area, but where

such data vas available /or selected staff, for a pa.rticular Service Unit,

it has 'been included. Lthe Uniform Cosiptrterised Fat ieot Contact Records, intro-

educed t ac al 1973 -throughout IRS Eta the Ven.tal Health and Social. Services

i'r blen Oriented Record provides smith a tills information, but vas las.de available

late for inc Iasi= in this report It be -the abjet of a subsequent

report under Contract 110. 2110-75-001 to -be corn-pleted in the roll. o$ 1975.. In

addition a. Berate ccnt2at to the ticna.l A.asoci tint of EMian SocIal Workers

13



(Ccntract NO. ESN 110-7 _3/2) was let parallel to this pre:lent to measure conauner

needs and degrees of satisifaction with IBS Mental Health Programs.

To some extent because of these omissions the phrase 'patter s of utili-

s- in the title of the contract under vhich this work vas done is misleading.

The Mental Health Programs of IHS h- e been separately budgeted

wherever they have been introdiced since l90. In the Area narratives tte

mental health components of S eia Services Branch staff vhch antedated the

specialized staffing end programs of the Mental Health Programs have been

presented whenever they could be doc_ --ted. Subsequent collaborative functions

have been carried out in several 1HS Areas these too are integrated into

the report. However, much activity of the Social Services Branch has n t teen

po ted here subsequent to 1966. The analysis of oatient records cited at

will again integrate contemporary Social Services and Mental Health activities,,

but the gap in recording Social Services Branch actjitiee should be filled.

(4) An analysis of the IHS Mental Health budgets, both nationally 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

served, and the settings in which tasks are performed can bc specified. Formal

budget information is a natter _f public record since the Mental Health Programs

e funded through separate appropri tions as line items d not confounded

wtth the overall Ili& budget.

In addition, each Area Chief used ingenudtv tO multiply resources through

cooperative agreements with state and other agencies, the development of volvn eer

and informal resources, exchange with other Branches of IHS (often brought about

a result of in-service training as well as through collaborative planning),

I it
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and by othtr means. A few fees and local gran for special pro acts are

also izcorporate& into Mental Health Program development and expansion.

K reover, each year ends with additional funding erratcaliy -jade avail .

able due to un- ticipated surplusses or releases of funds at the federal level,

The ability to have readily implemented contigency plans to make use of the

fumds d the emergencies which arise from the lack of certainty of adequate

funding are all problems which require specialized analysis beyond the scope

of thie report.

Svch studies are needed t _mplete the evaluation of IBS itself and

Mental Health Programs in partic liar. However it was felt that it would

be premature to do so at this time, until more adequate understanding was

obtaIned of the dimensions of the program, ta goals and its -eeds. When

this phase of evaluation is undertaken it should be in close coilaboratloi

us staff, and in terms of the goals set for themselves by that staff,

as well as in terms of external criteria of program effectiveness and adequacy,

C. Source Material for This Report.

In preparing this overview chapter and throug -ut the Area narratives

much ume i a made of internal documents prepared as Se vice Unit and Area reports.

It is well understood that such documents are often prepared with multiple

purposes in mind: expressions of opinion, justification for deviations from

routines, competitive declarations of need for a sh: e of scarce resourcee,

etc. evertheler these still constitute the best evidence of the priorities,

program details, and flavor of the actual programs at the point in time they

were wr tten up. Such materals1 as well as the relevant quotations from

published articles by IHS Mental Health staff members, are set in single s ace
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so as to distinguish them from narrative and interpretive sections prepared

by the research staff. The pro ect staff ippreciate the freedom of access to

these documents, amd the cooperation of Area Chiefs. The r-- onsibility for

the selection of these illustrative materials rests with the authors of this rep

Altho differences of opinion e.xpressed by Area Chiefs have been considered-

the contractors bare reserved the right of final decision as to inclusion or

exclusion of any particular document*

An additional source of documentary data vas the reporting of staff-activ-

ities during 1973 collected during,visits to each Area, and by mail. This has

prove& most useful in documenting consultation activities of staff and pro-

riding a cross-culttzral overview that enabled the contractors to focus their

attention on topics relevant to IBS instead of using a uriori criteria of

_tal Health Program and staff activities. In each Area chapter there is a

ompilation of consultation act vities based on this 1973 data.

In addition, the coat_ ctors visited ill eight Areas, and a total of'50

Service Units during the data collection phase of this contract. Interviews

were a.rraziged with key per onnel who were no longer staff of or employed by

ind with Area Directors and other Branch Chiefs, Service Unit Directors,

and others cogniAmt of both the historical and contemporary aspects of IBS

Mental Health Pr gram development. The sampling desired vas discussed with

each Area Chief, who then arranged the final selection of Service Unit- 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 Navajo Areas, Area-

wide 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

16



American Orttwpsychiatric Association meetings La San Fr cisco May 1973)

staffs not visited w__- available f__ discussions and interviews by both

contractors, in addition to follow up Conferences mith many of those who bad

been visited.

Coordination of actIvities through Headquarters IRS st libOth in Albu,-

Tuerque and Washington, D.C. has been supportive and facilitative. It is

regretted that Mabel Ross, m.p., former co- nitant to USPHS,,and Marion Andrews,

retired Chief of Social Service, were not a allable for interviews since their

role in develoning Mental Health Progrs intedates 1966, and it i- known that

they were instrumental in developing the foundations for the initial budget

appropriations and program plans. It is also apparent that their continued

support of a "Branch" parallel to Social Se -ice laid a foundation for the

complementary and supni -.ants:x*7 ro2es of both staffs.

17



II. THE CONTEXT

{istory of IHS Mental Health Programs

1. Myths About Origins of IHS Mental Hea]ta Programs

In tracing the history of the develO:Pment of the Mental Health Programs of

-r
the Indian Health Service, two persistent and opposing myths recur. Like the child-

ren's candy called jawbreakers' each myth is an aeretion of layers around a kernel

of truth. One myth suggests teat Meatal Health RograIns came into being because in

1966 there were available three psychiatrists who in selecting 11{S as the branch of

the services for their draft cbl.igation,made unexpectedly available a source of man-

power and ideas. This has a ker- el of truth, since it was at this time that psychi-

atrists first became available to IHS via the drart, and this source of psychiatrists

was utilized until the end of Selective Service conscription in 1972. It in also

true that the three men, Robert Bergm M.D. Joseph Bloom, M.D., and Carl Minden,

e extra rdinarly capable and. well nrenared for their roles. Their ideas

have had a fax reaching impact on the shape of IHS Mental Nealth Programs. However,

the ides of mental health services and the planning for it began long before 1965.

Indeed, Dr, Bergman and possibly the other two were involved in preliminary preper-

tion for their roles before c_ pletirg their residencies, under the guidance of

a number of INS staff including Mabel Ross 4 D. and consultants such as George

Meyer, M.D. then of the University of Chicago fa ulty.

This myth then runs directly counter to the other major myth namely

that IHS has always been interested in the emotional problems and mental ill-

nesses of its Indian clientele, and that the formal Mental Health Programs were

imply a mechanism for expressing this interest more concretely and formally

than in the past. This second myth certainly has its kernel of truth. DorothY

Lawson, retired Chief of IHS Social Sex-v-Ice has shared much info: ati n about

the early days of IHS when thit Branch was particularly concerned with the

18
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humanistic elements of delivering health care to the Indian population.

The aometimes almost he oic efforts of the Social Work staff in securing

the services of medicine men, particularly among the Navajo and Apache make

good anecdotal material and much of it is lacluded in each Area report in the

story cir the development of Mental Health Services in each locality.

Aberdeen the Use Of contract funds administered through the Social Services

Branch, provided mental hospital care for Iadians from the time of abolishment

of the practice of sending disturbed and apparently psychotic Indian patients

St. Elizabeth's Hospital in Wm hington D.C. In the Billings Area the Social

Se- i es Branch inider Frances Dixon, long before the finalizing of funds for a

formal mental health program, developed cooperative arrangents iith the

Sheridan VA Hospital, and with the Residency training program of. the Unive

of Colorado in Denver under James Barter, N1,1). Both Public Health Nurses an

Social Workers in the Oklahoma Area provided active liaison with local mental

health facilities in Oklahoma antedating that Area's formal Mental Health

Program. It is probable that in Portland, Alaska, Albuquerque and Phoenix

such anecdotal material has been lost in the turnover of personnel -- a factor

which contributes repeatedly to tbe loss of contInuity in recording historical

material. Indeed, the lack of channels within IRS for the t-ansmiesion of

history creates a cyclical phenomenon th t males it appear in sone Areas as

though new staff were engaged in re-inventing mental health programs --

"discovering the wheel" over and over again.

Certainly thin kind of interest in Indian patients and mental health was

endemic in IRS, although the grim realitievof urgent physical needs for treating

accident viotimea, ending the Tnberculosie epidemic, or reducing infant mortality

1 9



often created a crsisatinosphere that sapped start energies and diverted atten on

from human relationships and einotiona.1 stress in order to save life itself. To

ome extent many Units of IHS operate still in this fashion. It 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 out for cross-cultural interactions _d

the goal of raising the level of functioning of Indian aud Native peoples who

vived infection or trauma were all luxuries for which IBS had not time.

Since such an attitudeexists along side the active Mental Health

programs of today, it i not unlikely that it has been historically present

the IRS developed, and this rendere the myth of always having Mental Health

resources and concepts operative only partially true

2. Initial Status of Mental Health in IBS

Actually- when IBS was formed as a Division of USPHS in 1955, its

chief mission was general medical and surgical care. It had been determined

after long study: that the use of USPHS and military medical and surgicil

specialist! not-adequate. It had also been determined that detaching those

pereonnel from their other federal services and,pleping them uuder the adminis7

tration of the Bureau of Indian Affairs was a/so impractical, since the BIA

with its _any non-medical problems often seemed able or unwilling to provide

from its own meager resources the logistic support and administrative sanctions

that enabled phrsicians, nurses, dentists and sanitarians to provide adequate

medical care. Many congressional hearings were held, as well as a conference

ailed by the Aesociation on American Indian Affairs, a non-governmental

association instituted for the iathering of information and coordination

f interests from many sources in the problems of American Indians end the

solutions.

20
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In 1955 the Congress established within USPHS a special Division, harged

with provid' health care to American adian- and app opriations based on

the reservation populations began te be utilized to develop facilities and

personnel specialized in this field. A special report based on the finding

of a review of ihe needs/problems of the Indian populations and the projected

health care needs to solve them was published in 1951;

This rep rt- Health Services for Imerican Indiana, PHS Publication No. 531

is a comprehe-_ive report on health services being delivered and needed by the

American Indian populati ccording to Bureau of Indian Affairs definitions.

It was prepared te-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

Health as it took over theresponsibility for health care of Indian peOples

fran the Bureau of Indian Affairs. As such it conducted field su: ey$ vhich

included clinical examinations, interviews regarding health of tamily members

and their use of medical facilities, economic and educational factors* and

histerical ethnographic and demographic data. The appendices also cont. i

documents from earlier reports such as the Merriam Report in 1928, aad other

basic reference terial.

la general this is a valuable document and its chief limitation t hat

it haa not been replicated since the wmrk was done 20 years ago in 3. . Most

of the basic recommendations still form the patterns for developing delivery of

health care by IHS, and a replication vould enable Borne real judgment Of progress

made aad goals still to be achieved in the.overall fields of general medical

d preventive and public health services.

The chief emphasis of the 1951 report was on general medic

contagious and infectio

ca pecially

diseases, and on the preventive aspects included in

ter supply, housing, etc. There iS somepublic health, such as sanitation,



note taken of the need for co rdination vith state and county agencies, a topic

generally assumed to be the tiva of the medical social worker when related

to patient care There were 8 social workers of this type employed by BIA

who transferred or were replace& by the new USPHS program in Indian Health.

This 14194 almost immediately increased to a total of 14. t Area offices,

8 at Indian Hospitals, and 2 at Indian Health Centers, besides the Director.

This total still falls short of meeting minimum requirements." (op. cit. p, 114)

The tasks of these social workers were primarily focused on the needs of

tuberculo is patients and to some extent the families of such patients. A second

priority was given to the social aspects of maternal and child-health problems,

and a third to aged, handicapped or abandoned medical care recipients. Roles were

divided between cooreration with physicians, nurses or other medical personnel

and exploring the availability of cther health and welfare services that might

be made available, such as prosthetic devices, nursing home care, welfare assis-

tance, 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 Statistical Classification Codes for

psychoses, psychoneurosis and personality disorders, includ.ing 'nervousness'

no report of findings under these headings is given and apparently.no psychi-

atrists were included in the clitieal teams examining sample reservation

populations. (cp.,cit. p. 292) In general the report is limited to the ob-

servations and results of inquiries made by NIMH and Reg onal HEW staff (op.

cit. pp. 151-153)
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StatistIcs are given for the 'ber of IndIans In 7 state hosptials for the

mentally ill and St. Ell.zabeth's HOSpital in Washington, D.C., with-observations

that it had-been BIA policy since the closing of the Canton Indian Asylum in

South Dakota to use local state faCilities for this infrequent need. The

statements about this aspect of care are sufficiently succloct and cogent that

they are quoted here in full:

. In 1956, the average daily census for mental hospitals reporti
Indian patients, and for whom the Public Health Service made reimbur
nent through contractual arrangeM nts leas:

Hospital

Mirth Dakota (Jamestown)
South Dakota (Yankton)
Montana State
New Mexico State
Arizona State
Nevada State
St. Elizabeths Washington,

Average daily
census

04.$01$0.000

204

10
15

12
72

9
72

The PUblic Health Services In an States, pays the State for the cost
of hospitalization of these I If there is sufficient wealth,
the tribal council may arrange fOr private hospitalization of ill per-
sons. Frequently the patient is taken to the place of comthitment or to
the hospital by tribal police, Mere is usually no sti a attached to
hospitalization and the patient is accepted on return home. However,
there is objection to the police roIe in the commitment. Instances
were noted where mentally ill persons who could profit from hospital
treatment were hidden by their ramilles se that they might be "protected
from the police,"

The very few public mental health clinics available in areas where Indians
reside may offer treatment to Indians. However, profesaional personnel
usually do not have the background required to understand and help the
Indian adult or child. In some States mental health consultation is
occasionally available to teachera employed in schools where there are
Indian pupils. (loc. cit.)



Taken with present kn dge be probl the use of

and local facilities1 and of the utilization of appropriate care once

it becomes available, these figures are undoubtedly undere timates of the need

fOr,psychiatric services.

However, the staff of the project seemed aware of tbis,

there were many non-hospitalized persons in need of mental healtb cora

am g the Indian populations. ,Some of the stress leading to emotional mental

breakdowns is. identified, They also describe some of the difficulties in

planning.delivery of mental 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 grpup to group according to tribal affil-
iations 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 which non-Indians consider to be signs of mental
illness are seen in Indians but, as a rule, Indians are more tolerant of
mentally ill 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 people. However, much of the aberrant behavior
seen is evidence of tensions arising from contact with the non-Indian
cultures. These tensions may arise as a result of failure of efforts
to live and work with non-Indiane. The Indian, reared in his own culture
on the reservation, is poorly equipped to compete and is also frequently
rebuffed in his efforts to jar 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 conflict between cultures then goes on inside him, resulting
in signs of ma1ad3ustment. Breakdown in communication becauSe of differences
in language and conceptualization camplicate the problem still further.

Financial support given in ways which foster dependence, coupled with the
difficulties of making a move into a non-Indian world, frequently results
in passive acceptance and dulling of initiative which is interpreted as
"laziness."
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ALCOHOL. -- The amount of alcohol consumed varies greatly among tribes and
among Individuals wlthin the tribes. The extent of this alcohol consumption
is a matter of great concern to both Indian and non-Indiam 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 worse 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
ne reservation, the older children in some families were so disturbed

by the extreme squalor at home, which resulted from alcoholic debauches
%ad neglect, that they deliberately committed delinquent acts in order
to be apprehended and removed from the situation.

ACCIDENTS AND VIOLENCE, It is unwise to generalise with regard to
psychological motivations without more information based upon study
of a large number of individual situations. However, it is well recognized
that psychological factors play a next in accident causation, and accident
rates are high among Ind an population groups. Alcohol is also an import-
ant factor here.

It is difficult to understand self-mutilating behavior of Indians, such
as voluntary dismemberment by lying in front 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
thisdrgmatic behavior of Indians, there appears to be especially intense
frustration.

CHILD ABANDONMENT. -- These special problems, and others such as desertion,
ere related to the total life situation of the Indian and to his efforts to
rind 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 Indian depends upon the degree to which he has discarded his old
customs and values and to which he has adopted non-Indian values and eus.
toms. In same situations he has abandoned most of his own and taken on
:rev of the non-Indian ways. Where this has involved an entire tribe,
the results may be observed in complete stultification of both individual .

and group effort in any direction and in a complete disorganization of
ramily and community Structure.

ons [pp. 152-153]

1. An epidemiological study is necessary in order to determine the mental
health problems of Indians and the effectiveness of available programs.
The study should indicate the scope and nature of the problems in general
and point up the special factors, such as concevts regarding mental illness
knd the mentally ill, operative in the individual tribes and situations.
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From a review of recent studies made by- social scientists and psychiatris
and from the study of specific incidents, it should be possible to determine
the elements in Indian cultures, non-Indian culture, and local circumstances
which combine to create tension, conflict, and frustration. In this manner
sources of particular conflict can be studied and sound basic plans made with
tribal leaders in each group to include reeventive 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 vorking with Indians. It is desirable also for all Indian health
workers to have a basic understanding of the mental health concents and prin
ciples which apply to all human relationships. Orientation programs should
help develop understanding of the cultural values and standards of the non-
Indian vorkers and hov these differ from other cultural groups, plus an
appreciation of what may be the result of cOnflicts betveen differing ciatural
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 vhen one group or
person attempts to impose standards on another.

3. Mental health consultation should Ile available to health, education, and
welfare personnel Who have thtimate vorlag relationships with Indians,
especially children. Consultation should-be directed tmvaid promotioro
of more effective functioning by tmprowing 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 mad promoting preventive and
curative programs in both mental an& physical health. In order to minimize
problems of adjustment in bilingual groups, nursery schools could be estab-
lished on the reaervation to prepare the children for school, and adult ed-
ucation classes could be used tO strengthen English comprehension and use.

4. Adequate programs should be provided for the care and treatment of the
mentally ill and retarded. The positive factors of family and group accep.
tance of the deviant person should be utilized in program plenning. Where
the deviant behavior of the aged, the retarded, and the chronically mentally Ill
is accepted by the group, assistance shouLd be directed toward helping suppor
the individual in the family or community. Safeguards Should be taken to
avoid creating the same feelings of shame and stigma as seen in non-Indian
groups by utilizing the positive factors of acceTtance of the mentally ill
person. The continued development of strong 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 =Ito eliminate police intervention
wherever possible, commitment procedures should le reviewed from the legal
and humanitarian points of viev.



5. From the mental health point of view, there is no 'siMple answer to problems
such as excessive use of alcohol, high accident ra es, child abandonment,
and poor social and school adjustments.. However, these problems might
be approached more profitably frourthe'point of view'of symptoms which are
the result of tension, unrest, frustration, and changing vaiues, 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 nev culture and will not find
himself lost between the old and the new..

3. AAIA Nat onal Conference: 1964

Sy 1964, as the tenth anniversary of the creation of IHS approached

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, chakred by Alexander Leighton, MD,

permitted an exchange of ideas and views from federal officials, Indian commun-

ity leaders and Mental Health professionals. Particularly noted are the

:ontributions of Mrs. Eunice Larrabee from the Lakota TB & Health AssociatIon,

Unnie Waneeka, Navajo Tribal CoUncil member, and Sam DeLoria, a SIoux attorney --

L11 of whom represented the Indian point of view both am:individua1s and represen-

mtives of organized bodies within their local t_ibal structure.

Throughout the discussion there seemed to be genera; agreement that in same

ray IRS should begin to plan for entry into the field of mental health services.

lowe-e , there were polarities expressed which are still unresolved in 1974,

tfter 8 years of experience wIth mental health program development. Three

luch issues are especially noteworthyfor their continued lack of resolution.

2 7



Polarities Around EpIdemIologic Needs

The first of these was the problem of whether adequate programs

could be planned without basic cpidemiologic information. It vas the response

Of Dr. Carruth Wagner1 then head of IHS as assistant Surgeon General of USPHS,_thet tl

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 particular needs of Indian peoples would enable adequate

and efficient development of mental health programs in an innovati e model.*

b. Polarities Around Definition of Mental Health

A second polarization developed around the issueof whether by

)mental health programs" was meant a psychiatric service for the acute and chron-

ically ill to function as other specialty medical programs, and to employ mainly

psychiatrists -- or did Mental Health Programs imply the broadly conceived Com-

munity Mental Health format ith consultation, education, short term treatment,

end innovati e coitunity babed approaches? Both pints of view have been ex-

pressed at one time or another in all Area d in general the stable and pro-

ductive programs have achieved a balance betwen traditional and innovative com-

munity-oriented 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 Am rican Indian So far an the Indian leadership is concerned a distinc-

tion between mental health and alcoholism treatment programs was seen as rather

artificial. However, federal funding has been a patchwork of sorts, with funding

* Mabel Ross, M.D., Consultant to IHS, took the initiative'vith the Lakota represen-
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 vas
hopec1vould.be a model program'based upon identified needs,. 'Alaska, then was funded
with a traditional orthopsychiatric teawto go and find (DIA what the needs were and
begin meeting them. In essence this-was also true of the Navajo program which Pegan
at the same time bUt without a special appropriation until the following year,
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for alcoholiam 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 staffin cC alcoholism treatment programs, with TRR

ing as medical and psychiatric consultants, sometimes providing detoxif-

ication services involuntarily, and so etimes with planned facilities and

programs, and on occasion providing training for alcoholtam courselors. The

details of such programs cen be found in the various Area reports Thi

issue of who should provide alcoholism treatment, and whether or not it is a

camponent of mental health program development will be discussed 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 opinion as to

the degree of involvement of the Indian communities and leadership in the

planning and implementation of mental health programs. The mechan sms of advisory

boards, of the employment of Indian staff, and the possibilities of danger in

the development of community involvement when basic i- ues of economic and social

problems seemed preeminent were all distussed.

The i sue of whether or not Indian peoples should be involved is not in

question at this time at,the nationarlevel. Close liai on with Indian adtisory

boards at the Service Unit, Area and National levels is quite apparent. The

alert rec -itment of Indian professionals, as well as the development of a

cadre of Indian paraprofessionals marks the mental health program distinctively*

Sensitivity to cro -cultural issues is a general hallmark of most Area Mental

Health Programs.

However, implicit paternalism and distrust of elf-de erminat On still

occurs at loe l levels, and sometimes at the Area levels. It is discussed
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in its current form under the iaue of racism within IHS in a later

'section of this report.

The issues ef the need for epid_ io ogical data and for definition of the

role and functIon of Mental Health Programs are also discus ed in the Issues an

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 se -ices to BIA

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

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

in the development of IHS Mental Health Programs to 1974,

4. First Programs Funded:- Pine Ridge 1965

As aculmination of pl ning begun before and out of the support

gained during the AAIA conference of.1964, an appropriation was

requested for initiating a Mental Heath 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 othersIsecured

$100,000 for this as a first step, beginning in 1965.

IHS used the services of its psychiatric consultant Dr. Mabel Ross, who

had been partof the AAIA conference to help establish this first mental health

program. Dr. Ross was aligned on the side of those who felt that a successfnl

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

the program began as a research program, rather than as a primarily service

oriented program. The first psychiatrist assigned, Dr. Carl Mindell vas not

available until a year after the initiation of program planning and data

gathering,
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Phasing in of Other Programs

By December of 1965, the Surgeon Gener s Advisory Commi tee 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 Dako a has
been activated as a result of favorable congressional action on this fiscalyear's budget request. The Division is hopefUl that a similar program tailored
to the needs of the Alaska Native can be initiated in fiscal year 1967 asthe next step in expansion of this vital activity.

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

This type of program has teen endorsed 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. 5

Mental Health

The significant impa t of problems of poor mental health upon the total-health
status of the Indian and Alaska Native dictates.the'development by the Divisionof 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 ongoing 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 recommended that the Division include mental health
primary objectives in the coming fiscal years and seek an
for this most important activity. (Re.ort of the Surgeon
Committee on Inaiau Hacath Deo. 5-8 5, Phoeulx,
Health,Education and e,)

With these strong suppo

as one of its
appropriation

General's Advisor
tme

Eugene Rabeau D., who had becom Director of

he Division or Indian Health, was able to -u ter the support for an additional

ppropriation for Alaska, and to arrange for other funds available in the. Navajo

ree to_ be_nut_*o-ae--te-secnre-the-serviceS-of-Robert-Bergman,
M.D for that Aie

In his first year Dr. Bergman program was supported by monies diverted from fundsfor solid waste disposal.
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First Five Years A Phasing in-of Area Prog ams

The table that follows-shows the segue ce of appropri over

the five year period during which Mental Health Programs -ere introdt ed. Each

dollar entry in the body of the table indicates a new additional amount while

the total for each year, based on the mntinuing of previous appropriation

am unts is shown in the last or bottom line of the table for each year.

2.. Financing Mental Health Programs

Separate Budget Appropriations

By securing separate budget appropriations for Mental Health

Programs addition to the general budget for IBS, the integrity of the pro-

grams was assured in the face of competing needs and variations in interest and

priorities at the Area and local level. This continues to be Vie practice

financing Mental Health Programs in IHS- and as can well be imagined the

method is a mixed blessing . While guaranteeing a fair amount of local auton-

omy, there are often ambiguous situations in which Mental Health staff are

responsible to Service Unit Directors, while also being held responsible

for activities work schedules, and travel which is not under local control

but administered from:the Area or National Mental Health staff._

So long as most Areas operated as a entralized 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 narticulArly with th^

growth of numbers of Mental Health Workers attaahed to Service Units, and as

liaison and cooperative arrangients with Shcial Strvices and other branches

of 1HS are developed, the separate budgeting at times c uses misunder tanding

tensIons, and even crises, The advantagea however, are so far seen as t-
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Table I:ORIGINAL FUNDS FOR IRS AREA MENTAL
REAM Teams AND ADDITIONS FOP FIRST FIVE YEARS

FY 1966 FY 1967 ,
FY 1968 FY 1969 FY 1970

POSITIONS AMOUNT POSITIONS AMOUNT/I POSITIONS AMOUNT
POSITIONS AMOUNT POSITIONS AMOUNT

New total New New Total New New Total New New Total New New Total New

Aberdeen

Albuquerque

Anchorage

Billings

Navajo

Oklahoma

Phoenitx

Portland

Additions for each FY

Cumtdative totals

5 5 $100100 0

0001

.0.

!

5 5 $100,000

5 -0- 5 10 $50,000 0 10 -0- 0 10 0

0. . .0. 2 2 $25,000 2 1 $h0,000 3 7 $15,000

5
.0. O. 5 $17,000 3 8 $22,000

4 4 4 0 1 1 13,000 .o. 1

3 h $75 000 3 7 holm 47 4

0. 4 11 Q 110. 4 .0- 4 7 69 cm

.011 .0. .0. .0. 0.

5

.0. O. .0.

4 4 4 $60,000 -0. h

11011 4 4 $60,000 .0. 4 .0.

400,000 5 $100,000 10 $150;000 111, $2300000 18 $1560000

$1000000 11 200_000 21 $3500000 26 $580,000 48 $736,000

*Once funded postions and amounts were
carried from year to year. Only additions are entered here, but cumulative

33 totals for each Fiscal year are entered below,

**The NS position for this year vas funded from another source'
34

One reads the table as
follows In the Aberdeen Area 5 positions were

funded in FY66 it 100,000, and the same budget

and staff continued in FY 67, In FY 68 5 new* positions were
funded with an additional

50,0001(a total of 10 positions

funded at
150,000,?Th1s continued to be tbe level.ikAherdeen throgh the period reenrd0d4



weighing the disadvantnes, and the separate appropriatIon policy continues.

b. MHCD and Other Hidden Assets

This first table does not actually renresent the total amount

expended for men al health by IHS nor indeed all of the personnel available. A

number of key perso-- in each Area over the years have been recipients of

Mental Health Career Development Awards, which pays salary and r search expenses

for a period of five years to young professionals (under the age of 4o) who

choose a mental health program with which they wish to work in a creative fashion.

Several chose IHS and mazy 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 these 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 examples

of MHCD fellows who have made significant contributions to IHS Mental Health

Programs. Their salaries, and some of the program expenses are not reflected in

the budgeted appropriations during the years that they were recipients of MHCD

Awards.

Liaison with Tribal and CMHC Programs

Similarly, in several instances tribal contracts, or local

Comn-ehensive Mental Health Centers have provided a vehicle for establishing

programs to which IHS contr butes a part, but not all of the support and per

sonnel. Outstanding examples of this type of program development are described

in connection with Wa- Springs in the Portland Area chapter, and also both

White River Apache and the Papago Psychological Services in the Phoenix chapter.

Regardless of the staffing pattern held to be ideal, no Area has as yet

reached optmtwi, let alone maximum, staff ana filities for coverage of the
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population it serves. In some instances effective liaison vith local mental

health centers and paychiat ic resources has increased coverage, as in Phoenix

where private psychiatric resources are'utilizecl; in ea tern Oregon and northern

Arizona, where CMRC's are effective; or in Albuquerque, where contractual arrarige -

ments are mutually advantageous both to the Area program and to the Bernell lo

CMRC and the Albuquerque Child Guidance Clinic. In other localities, the presence

of a local CMHC has not reduced the dem ds made on IHS because that center was

either understaffed, or oriented toward white middle class values and lifestyles,

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. Alcoholism Programs

Tribal alcoholism programs are also frequently separ_tely

funded but dependent upon IRS for consultation, t-aining, medical services,

or other portions of their program This element of IHS budget planning

becoming increasingly important as the NIAAA grants, which were largely for

onstration purposes, run out, and local tribes look to IHS for continuing

support for programs of p o en worth. Examples of these programs are desaribed

in the Oklahoma Area chapter around the program at Bessie, in the section of

the Phoenix chapter describing the Nevada programs operating the Reno Field Station,

-d in the Portland chapter in connection with the Chemawa Boarding School,program

on Alcoholism. All Areas participate in this type of relationship, and in the

Billings Area it has become a priority p oject to consolidate and plan for

integration with alcoholism programs on every reservation served.
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Budget for Fiscal Year 1974

These alcoholism program activities are reflected in the

budget information conveyed in the table facing page 29. This summarizes the

last 1973 and 197 h fiscal years of expenditure of 1HS Mental Health Programs,

with the funds made available for special alcoholIsm program USC shown In a

separate column each year. Looking across both of the tables from FY 1965 to

FY 1975 one notes that the increase in numbers of staff budgeted follows a

geometric curve.

The number of staff utilized doubles at the end of the first year, hen

.in 2 years., then in 3 years an& at the end of 10 years has slightly more than

doubled again 4.4 times to_be precise. Dollar amounts n the budget follow

the -ame pattern but at the end Of 10 years haVe'doubled only 4.1 times.

Tt is not: assible from this limited Information to deduc aff effective.

e or e telt° ual co Of ir c time re uiredr -ovided, Such

atudies are needed,_and 5houl4 be liestudies2Z0FreSs_I

be in a .art of the overall m ement roccs8esofIHS, However,

the purpose of thts report is to provide the baseline and context from which

such studies may be appropriately designed. This minimal budget inf rmation

is therefore included but in no way substitutes for a more detailed analysis

once some of the i_-ues and polarities are resolved and clear goals are established.
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TABLE II: BUDGET: IBS MENTAL HEALTH PR RAMS, FISCAL TEAR 190

1973 Additional Total

Special Funds 1973 Funds

1973 1974 Addition for A10041
, for Contra

Positions Positions 19 4 Base to Base Pro rsms Total :Care Total

1974

Rana

Aberdeen 33 3 36 379,000 25 000 0

Bemidji h 2 6 73,000 10,000

Albuquerque 19 3 22 280 000 20,000

Anchorage 20 3 23 325 000 20,000 20 000

Billings 23 2 25 305,000 20,000 0

HaYsjo 23 2 25 300,500 250000 30 000

Gallup

Inpatient 15 5 20 228,000 30,000 0

18 2 20 254 000 25,000

.. 0 .. 32,000 9 000 1511000

18 3 21 272 000 240000 35,000

1 0 1 61 000 10,000 0

18 2 20 2116,000 20 000 30 000

5 0 5 161 500 12 000

Oklahoma

USET

Pho nix

Tucson

Portland

Headquarters

401:0000 29,000 433,000

83 000 0 83,000

30,000 160000 316,000

365 000 30,000 395,000

325,000 11000 339,500

355,500 115,000 140,500'

258 000 0 258,000

279 000 30,000 300,000.

192 000 19,500 211,500_

331,000 28,000 359,000

71,000 10,000 81,000

296 000 25,000 321,000

173,500 0 173 500

TOTAL 191 27 224 2 911,000 ' 250,000 266,000 3,433,000 21i7,000 1 680,000
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C. Organization of IHS and its Mental Health Progr

1. Area Organization

The services of IHS Mental Health Programs are delivered in the 17

western states, where the bulk of US Indian reservations is located. In about

1970 the South Eastern states, with three reservations (Choctaw at Philadelphia

Mississippi, Cherokee in North,Carolina, and the Seminole/Micousukee in Florida)

plus a number of non-federally recognized or serviced tribal groups formed the

United South Eastern Tribes and contr cted with USPHS for services. This gave

closer local control and made programs more responsive to Eastern Tribal needs

than when this group was attached to 0klaha City Area for administr tive

purposes. nntall-Tfoalbermanwithfisnal 1974,
and are not included in this re ort. It is recommended that thiy be visited

The remaining territory is divided into 8 major Areas and two sub-Are

corresponding roughly to the BIA administrative agencies. (Each Area except

NavaJo is identified by the major city in which the Area office or headquarters

is based.) These Areas and the regions for whIch they are administratively

responsible are listed below and outlined on the map facing this text. The

process of org_-izing a li-t of IHS Areas presents immediate problems. In

IRS formal reports listing is most often alphabetical. This will be done in

subsequent discussions in this report. However, in order to orient oneself,

it seems useful first to use some geographic scheme d the one selected bas
_

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

along the eastern boundary of the Mississippi River, and work back west agaIn

across the southern tier of states. (See map facing page 32.)
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AREA OFFICE

-chorage Alaska

rtland Oregon

Billings Montana

Aberdeen, South Dakota

Ali Sub-Area

Qk1ahcma City, Oklahoma

Albuquerque, New Mexico

indow no, Artzona.

P oenix, Arizona

Thcaon, Arizona

STATES OR REGIONS INCLUDED

Alaska

Oregon, Washington and Idaho

Montana, W3rng, and Brigham City
Indian School, Utah

South Dakota, North Dakota, Nebraska
Iowa

Minnesota, WIsconSIn, MIchig _

Oklahoma, Kansas (also
included USET until 1970

All of New Mexico (except that portion
lying vithin the Navajo Reservation)
and extreme southern portion of Colorado
and Utah known as the."4 Corners."

The Navajo Reservation lYing partlY In
New Mexico, partly in Utah and mainly
in Atizona.

Excluding the Hopi Reservation lying
within its boundaries

All of Arizona except the Navajo Reser-
vation, but including the Hopi Reservatioi
Nevada, California and_parts of Utah not
allocated elsewhere.
The Papago Reservation, in southeastern
Arizona serves as a model for the Health
Systems Program Information Center, and at
ouch has autonomy from the Phoenix Area

.

Office,'

* Moving toward Area status, but under Aberdeen during the period covered by
this report.



The headquarters city in each Area a usually, but not always, detached

from any Service Unit. The outstanding exception is Anchorage, where the

Alaaka Native Hoepital is a major Service Unit occupying adjacent buildings,

and where there is from time to time a comingling of administrative and service

duties. In some,other locations the. Area office coincides with the location of

o- INS facility, but is separate from it. For instance, in Albuquerqae

offices are located davntovn at some distance from the Indian Hospital,

while the national headquarters for mental health is located in a small building

on the hospital grounds but otherwise detached fram brth the Arta and local

Service Unit. In Phoenix the Area offices are in,tvo locations within vi

of the Phoenix Indian Hospital, but separated by saveral blocks, and the Phoenix

Area office staff do not have direct service responsibilities for hospital

operation. In Portland, Aberdeen, BIllings and Oklahoma City the location is a

more or less central geographic point, where other federal and state Or regional.

services also tend to aggregate and which in aome cases has a traditional

relationship vith at least some of the tribes being served. In these cases

there are no IHS Hospitals withIn the city vhere the Area offices are located.

a. Area.Advisory Board

The chief administrative 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 assistants for overall

program planning and administration, personnel and fiscal duties. The Area

office staff also includes'the Chiefs of each of the specialty -ervice_. Nurs ng

Medicine, Environmental Health, Dentistry Social Service and Mental Health Programs.

The operationa of the Area are nom being scrutinized and supported or criticized
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by an Area Heal _Board made up of tribal representatives. This Board has

advisory status and is assuming More and more responsibility for stimulating

program development. The Area Boards al o have liaison' with a National IHS

Advisory Board which takes a keen interest in Mental Health Program development,

b._ Organization of an Area

Within each Area, services are delivered in various ways, through

Service Units, which may'be hospitals, clinics or health centers. Clinics are

limited to outpatient services, and may be staffed for a complete range of

services, or for only partial services or for part time. Health centers are

often established in connection with BIA schools, for the purposes of caring

for the health needs of pupils, and may also offer services 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 hospit 1 ser-

vices are not justified, but where some form of local service _on a part-time

basis is needed.

Outreach programs are developed by the Health Educator and are also a

plished thro -h the Community Health Worker, a para-professional position,

filled b- 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.vith_

IHS when they have medical and health needs. In Alaska, community health workers

are trained at the Area Office in Anchorage. Most of the other Areas send

their CHR's to the IHS Desert Willow Training Center near Tucson for training,

but some local training programs exist. There is planned overlapping between rHR

and Mental Health paraprofessionals in their training and in.their funntiona at

the locel level.



c. Contra_t,Services

Where specialized medical and-surgical care ia needed, beyond

the ability of IHS staff to provide, contracts are negotiated through the

Area Office with local medical service providers. With the exception of the

Anchorage _ d,Window Rock Areas, inpatient care for the mentally ill must always

be so arranged, if what is needed exceeds the Accommodation of the general hoSpital

of IHS. Phoenix and Oklahoma City Areas are.considering develo -ent of IHS inpatieni

facilities.

S- e specialized modalities of outpatient therapy are also contracted

outside IHS, both to local mental health centers, other Daychiatric facilities

or in some instances to traditional medicine men serving the tribe.

Specialists serving as consultants to valous program _ay also be under

contract to IHS. This is one=fairly common way in which psychiatric consul-

tation and back-up are provided to an otherwise multi-disciplinary mental

health staff. Psychological testing may also be provided by consultants. Aany of

these consultant's are professional personnel who have served a tour of duty with

IHS, Followi this they have opened private practices ne rby or become affiliated

with a mental health center or teaching institution in the region. The Dart-time

consultation provides channels whereby their experience and expertise continues to be

available even though they no longer have a full-time commitment to IHS.

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

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

amain the case. In three Areas social workers have become Chi fa Aberdeen,

Oklahoma and Window Rock, In the other three, (Portland, Billin and Phoenix)

nurses with either a Public Health or Psychiatric Nu -ing 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 as described in the reports on e_ h Area. However, the

'duties,of Area Chiefs generally fall into two broad categories:the provision

of clinidal back-up and consultation to Service Units,.and administrative

integration 1:$f the Mental Health Bmg-- with the oVerall Area and national

IHS programs. The Area Chiefs are in an administrative sense directly resmonsib

to the IRAD, and call upon him for logistic support and local approval. Becaute

of their separately appropriated budget and unique history, Mental Health Area,

Chiefs are also under administrative authority of the national Mental Health

headquarters.
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2. Headquarters: Albuquerque New Mexico

The Indian Health Service as a whole has tz national headquarters

in Rockville, Maryland, a suburb of Washington, D.C. However, certain head-

quarters functions are.aocated.elsewhere such as: Tucson Arizona (Systems

Design and Research) and Albuquerque, New Mexico (Headquarters Mental Health

Programs) and Yakima, Washington (Social Wbrk Associate Program).

Since the separation of Chief of Mental Health Programs from Area Mental

Health Services occurred in the summer of 1973 it is still early to realistic-

ally appraise the effects of having a national headquarters for Mental Health

programs_ with a full.time staff to devote to overall planning and administratiOn.

However, it -an be observed that the same permissive and encouraging atmosphere

that initiated the IHS Mental Health Programs in relative autonomy has been

carried on as official 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.

In addition to the psychiatrist- the 73-74 staff includes a psychologist

-two administrative specialists and a secretary. From time to tiMe a manaaemen.

trainee or other Specialist in training is given field experience in the

Headvarters office. This headquarters staff provides some clinical consult-

ation and back-up programatic consultation, in-service and community training

programs, and administrative and fiscal responsibilities for the,Area Chiefs1

as veil as linkage betWeen them and the other IHS headquarte- _ersonnel. Tbe

professional staff in engaged, at least for a large part of their time, in

travel to the various Areas, both to familiarIze themselves more particularly
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with the Area prOgrams, problems and needs and to provide services to the Area

taffs, Participation in budget preparation, Congressional hearings, and other

activities et the national lev 1 are also significant. The headquarters'

personnel share with Area ChiefS in the recruItment of staff and the selection

of Dersonnel.

From the time Mental Health programs were designated as a se _7ate program

in 1966 they have been headed by Robert Bergman, M.D., who also carried respon-

sibility for the Navajo Area orogrsni with l July, 1973. His basic philosophy and

style of work is well covered in the Navajo Area eection of'this report. A basic

commitment to the development of the strengths of local resource- within and outside

.of IHS the coordination of 1HS programs and staff in a manner supportive of and'

complementarV to traditions of the culture of the tribes involved, and a real

commitment to the assumption of leadership and aaministrative authority by Indian

and Native personnel have characterized Dr. Bergman

He, was succeeded as Chief of the Navajo Area by

member of the Navajo tribe, when Area and Headquarte

administration.

Ellouise DeGroat,

functions were separ ed.

As of July, 1975 Dr. Bergman will leave IHS after 10 years of active service,

including the orientation of his successo , H.C. Townsley, M.D. a Chickasaw

tribal member from Oklahoma.

Dr, Townsley hex served IHS i- the Ok1aioma City Area as a psychiatric'

consultant both to the Tishomingo Service Unit and at the Area Office level, and

has consulted to the Norton Sound Native Health Corporation and other units

Alaska. During the spring of 1975, he has worked clo elv with thaheadquarters

Menta Health staff, visiting many Area and Service Unit Programs and familiar-

izing himself wIth aspects of the program as well as its specific needs.
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Both Dr. Townsley and Dr. Bergman have been active on the Task Force on

American Indian Affairs of the American Psychiat ic Association. In addition,

Dr. Townsley hes served as a member of several projects concerning American

Indian Mental Health under NIMH auspices and is a mem,ber of the Review Committee

of the Center for Minority Group Mental Health PrOblems of NIMH.

Working closely with the Chef of Me_tal Health Programs has been Mrs.

Evelyn Hampton. Mrs. Hampton first became associated with'INS Mental Health

Programs as a member of the ward -taff when the inpatient program was initiated

at Gallup Indian Medical Center. Her administrative:skilIa were recognized and

she became,Dr. Be Rxecutive Asaistant wtile he was still combining

national program responsibilities with operation of the Navajo Area MH program

in Window Rock*, When the national headqu -ters for Mental Health was moved to

Albuquerque, Ms. Hampton relocated there.

t ransition.

ding greatly in effecting a smooth

Ms. Hemp on has also continued to be interested in developing her clinIcal

skills and on occasion serves as a co-therapist with headquarters staff as well

as working under their supervision in a clinical capacity.

George Goldstein, PhD, has been aeseciated with IRS since 1971, and began

his Mental Health headquarters activities at Window Rock. His particular fields

of expertise are in research and personnel training program development. He has

been active in organizing end leading in-servIce training programs in many Areas

with special emphasis on training designed for Mental Health Workers, and for

tribal and IHS Community H alth Representatives, Alcoholism Counselors and

Community Action Groups. He is particularly interested in securing academic

recopition for IHS trainees.

Dr. Goldstein serves as'Projeet Officer for al'Iumber of IHS evaluation
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contracts and is active as a consultant 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

Problem Oriented Patient Re'cord form. He is responsible for distribution and

interpretation of the quarterly and annual reports basedon these records prepared

by the Albuquerque Coiimuter Center.

Emmanuel Moran, an Oglala Sioux bal member, has ci:nleted MA and other
. ,

advanced graduate study with the Indian Education Program at Harvard University-

His Mental Health headquarters duties since 1972 have been largely in the areas of

personnel and,finance. In addition to monitoring Area and nationul budge d for IHS

Mentel Health he is concerned with personnel problems and advises concerning

recruitment and mobility of all levels of _taff. His background also fits him

organlzing'and leading in-service training programs at the Area and national

level.

Bo_h Mr. Moran and Dr. Goldstein are often utilized as "troubleshooters",

traveling to any irnit of IHS as a representative of the Mental Health Program,

thus multiplyingvthe effectiveness of headquarters liaison, Together -1th Dr.

Bergman, they.make.up a. team which pr vides clinical, consultative, training,

research and admInistrative resources to all Area Chiefs of Mental Health.

The fifth member of the headquarters staff is its secretary, Mrs, Kay

Westhy, another long te__ IHS staff member. Mrs. Westhy had close associations

with the development of the Navajo Area Mental Health Program, and as she became

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

with the others to Albuquerque when the separate headquarters was established.

Her personal knowledge of detail* of historical events and of personnel provide
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an invaluable resource for maintaining continuity throUgh attention to details

in implementing headquarters decision

The.fUnctions of-this national headquarters for Mental Health Programs

n IHS can probably best be summarized under the following five categories:

lrTo act as national srokesnersons for the nromram_in rnatt.errfA7lAna.

raising, developing legislation, and budget,Aand in relation to _ther national

Indian organization

2) To provide program and training consultation to the Areas and their

vidual 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 far

personnel, funding, and program development.

4) To begin analysing and synthesizing thefprograms so that oneor more

models developed and tested in the various Areas can be stabilized and

established, with goals for the future.

5) To stimulate the development of evaluation and self-eva ua ion progr

6) In addition, the clinical personnel attached to the national or head

quarters unit are available for clinical consultation and service to a limited

number of cases where this is appropriate and withIn their geographic rang
_
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ACCOMPLISHMENTS OF THE I

Congressional Views

TAL HEALTH PROG .A WHOLE

In the fall of 1974 and the spring of 75 the Senate held hearings on

a bi_l entitled INDIAN HEALTH CARE DiPROVEMENT ACT (5522) vhich was designed

to diminish the gap between goals Or IHS and what could actually'be accom-

plished with the level of funding and the legal organization imposed during

its first 20 years of exi tence. In the section of the Senate report on the

bill, the paragraphs on needs in mental health offer a succinct summ

are qubted in _1:

Mental Health

Poverty, forced abandonment of traditional ways of life, inadequate schools
degradation of Indian family life, and a harsh physical environment are
elements of a situation in which many 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 nut in self-destructive mmys.
The results of these conditions are seen in the form of excessive use of
alcohol, suicide, violence, family disorganisation, and neglect of children,
Recognizing that these'elements had combined to pro4uce 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 able
to provide a few essential mental health services in some communities,
including psychotherapy in languages such as Navajo and Lakota and group and
individual-consultation with Indian school Children, alcoholics 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 aetivities in all areas. The modestly funded
mental health'program has done little more than demonstrate what can be done
and how to plan for necessary future expansion should the necessary finer
cing be forthcoming. (Indian Health Care ImprPlrement 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,S. Government 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 tvo following clauses are sn impressive accomplishment record indeed.
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The.gene al faith in what has been demonstrated by Mental Health Programs is

Operational in the language of the bill it elf (S522 & 112528) which would provide f

funds in addition to current regular appropri tions (in section 201 (c)) for the

following mental health services over a 7 year period (201 ( 4) p. 18)

A. Community Mental Health Services

B. Inpatient Mental Health Services

C, Model Dormitory Mental Health Services

D. Therapeutic and R- idential Treatment Centers for Indian Children

E. Training of Traditional Indian Practitioners in Mental Health

Specific Accomplishments of Mental Health Program

These five types of programs have been developed well enough and estab-

lished in ono or more Areas with sufficient success that they can define the

parameters of success and accomplishments of the IHS Mental Health Programs.

Each is described in Its details in the Area narr tives, but can be succinctly

summarized here.

1. Outpatient Programs -- Community Mental Health Services

This phrase includes psychiatr c services, but is broad enough

to include all forms of outpatient mental health programs. The issue of

whether to organize the services strictly as a medical specialty service or to

include other progr debated in the AAIA conference in 1964,, There i

still Strong pressure in some localities to define Mental Health in sychIatrIc

_specialty terms, a1thouh in no Area has it been so limited.

The strong physician dominance of IHS is reflected in the init al 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 Vorker as medical auxilliaries

were conceived by many of the IRS physicians as sufficient to carry out sup-

portive, educational and preventive programs.

However, st ong voices in the Indian community objected to the deliverY

of such precious talents only to thone already defective disable& or devian

when it was felt that the wisdom and skill embodied in a comprehensive rental

Health program could be deployed to the aid and advantage of a majority of

the population.

This dernand wias One to whLch the modern mental health professional could

resonate, and to which e the psychiatrists chosen as first Area Chiefs

f 1HS Mental Health Programs responded. The early reports in each Area

reflect the stress of the dual demands and ne ds -- consultation, and direct

clinical services -- some a eak frankly of the draining energy of continuous

-guests for crisis intervention and emergenc, room duties, while others merely

reflect a schedule of activity that seems incredille when one attempts to place it

wdthin the time frame of 24 hour days.

A balancing of this equasion in different proportions is part of the

differential history of the development of Mental Eealth Programs in each Area.

Ferhars the only Area in which the ps. hiatrist-chief ted for a fUaly clinical

role for himself was Albuquerque. :Even there awareness_of other needs was arparent

in his permissiveness of 'administration which allowed other staff to develop their

own styles of program and service definitions. In Portlend'Area the balance

truck over tine with an emphasis on consu tation and the development of

e aid local resources for direct clinical services. At Pine Eidge the

hiatrist strove for 'balance, vith some greater enphasis on his own clinical
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activities to off et the research
orientation of the overall program design.On the Navajo Reservation the initial one man staff was ia a position to limit

the "love eeing" of the program and to develop both forms of service in a
coordinated fashion. The Navajo enphasis on training and respect fo
healing and IndIgenous paraprofessionals maintained this balance.

Eventually this tension has teen resolved iv moat Areas by utilizing
the scarce psychiatric resources for clinical rather than administrative tasks.
The emphasis on preventive,

commuaity oriented and early treatment programs has
allowed the other disciplines such as social work and psychology, as well as,the
paraprofessionals to assume amoropriate status.

Administrative roles are
assigned in terms of the personal

interests wad capacities of staff.
No Area program would be successfUl if it did not provide this well

rounded community service of consultation, education, training for other
agenctes, and facilitation of communitybased efforts at prevention of serious
em tional problems. The medical cad clinical services needed by the seriously
disturbedare seen as part of a t tal program, and. mot as an isolated specialty
service.

Through contracts with local agencie- and proesscnal persona, AS well

IHS staff, all the elements required of Comprehensive Community Health Cent_ s
have beer provided in each Area, The distribution of these services so that they
csn be dily available to all Indians is possible, providia funds and time to
work la partnership with local communities is made available.



2. In-Patient Progr

There are two in-patient wards out of the more than 90 Service

Unit programs of IHS Mental Health Program services. These two are located in

Gallup, New Mexico, and in Anchorage, Alaska, where each occupies a wing of the

IHS general Hospital serving the Area in 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.i- a bed in the general medical service.

This in helpfUl for short-term crises especially around depressIon and detox-

ification, but cannot easily be utilized for violent, manic, or chronic cases.

The second opt_on is the private, state or community mental health system which

ould be utilized by non-Indian patients. The use of the state and Community

Mental Health Centers is, of c urse, in keeping with the geperal drive to

develop service networks and to create a climate locally where Indian peoples

an become a part of the surrounding community.

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

hospitals sad several private facilities, as well as several complete CommunIty

:Health Centers not attached to state hospitals. Most of the Indian populati

of Oklaha lives as close t- an apprapriate State or Community institution

as they may to a medical faci1it 7 of IHS. There is a waxing and waning of

taff interest in Oklahoma State Hospitals in the particular and peculiar needs

of Indian patients, and a variable level of services available, but there is

some concern in each institution and vithin the State Departmeat of Mental

Health, -hich operates 17 county-based guidance clinics. Linkage with the

IHS Ment 1 Health Programs is at least theoretically possible in Oklahoma.

pne fa tor effecting the probability of development of state interests along

these lines is the fact that the only two psychiatric nurses with Masters
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_Degrees in the Oklahoma Department of Mental Health are both hmerican Indiana,

and both are keenly interested in developing special services and recruiting

and training Indian staffs.

However,'in _ther states there may be gulfs not only of physical distance,

but of emotional distance as well. Arizoni, for instance, demand: full payment

f 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 andaeparatism that

persists in many forms throughout that state's mainstream population. The

reservations are all at a dist- ce from urban centers and Phoenix Indian Hospital

has found that referral to a private facility costs practically the same a- the,

. use of public facilities. The problem i- effecting referrals to this particular

institution Is to match patients t its tr ditional, insight-oriented therapy

model. Plans to supplement this ntract service by developing an inpatient

facility have been under discussion in the Phoenix Area for same 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 therapeutic links with persona sent

away to institutions is not a new one for IHS. In )903 the BIA established the

hospital at Canton, South Dakota, as aseparaue one for the Indian mentally ill

fram all areas. By 1929, it was overcrowded, and a critical report from a

psychIatrist from St. Elizabeth's Hospital in Washington, D.C., led to an attempt

to place the inm tes in the state hospitals appropriate to their place of origin.

By 1933, there were 80 Indian patients still unplaced who Imre transferred to
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St. l vbeth's Hospital. In the lat 601s these patients, or the fei who
were still surviving, were "r discovered", and returned for local c Many
of them had died far from home without being able to talk with anyone in their
own language and knowing little or no English. A few suriviors are still to
be found especially in the Aberdeen Area, but almost no hietory or family data

is available that can facilitate reintegration int- the community.

During the interim between 1930 and the present, the policy of paying

contract f -ds for care in state or private hospitals was establish d and continues

in Billings, Portland, Phoenix, Albuquerque Oklahoma and other Areas ith

mixed sutcess, In New Mico, the Albuquerque Area Office details one of its

staff to make regular consultation and participatory visits to the st _e hosnital,
where Indian patients are admitted without being segregated as Indians, In many

instances, the mental health technicians at Service Units make real efforts to

keep in touch with patients being sent away- and to keep their familiea in contact

but travel funds are limited and strained to the breaking point if the hospital

is a# any great distance.

Some pressure for in-patient contract care is lifted by local trib al-

cohol programs where these include detoxification and halfway house facilities.

For example, on the Flathead Reservation, the tribal alcoholism program has a

formal arrangement to use a local Hospital with four beds set aside for detox-

ification and the IRS psychiatri-t acts as a consultant. However, -ot all

alcoholism programs have -this complete range of services.Many either rely on

di tent points for this service or the severely tmvolved person requiring

detoxification must be handled as part of the regular work load of the general

In in-patient medical se_ ice.



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 therapeutic to the psyche as well

as the soma of their patients. The tendency is toward impatience with the

dependency and the failure to assume personal responaibility that characterizes

mentally disturbed persons. This attitude becomc eapecially visible once the

crisis leading to emergen y admission has p ssed.

This problem of incorpOrating the disturbed into a ward devoted to the

ill and 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 frustration and helplessness expressed by mental health -taff as well

as by the medical and surgiCal staffs in almost every instance.

have developed duringPatient services tThe two ther different i

the first six years of 1HS mental health programintroduction have been described

in the Navajo and Alaska sections of this report. It both cases, the intro-

duction of in-patient care evolved out of an experienced need for concentrated

therapeutic intervention for vhjch local resources were not available, and for whIch

st te hospital facilities were either inaccesible or inappropriate._
In both settings, links with the community of origin and after-care follow-

up become problems. In Gallup, this is p- tially solved by the utilization of

Navajo personnel in a majority of -taff positions, and by holding general Area-

wide mental health in-service training meetings with some regularity. In

Anchorage, consultation and collaboration seem directed through the Social

Services branch, and indtreCtly to Mental Health thrOUgh its focus on the support
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systema outside RS, such as the Alaska State Mental Health system. As a part

of the Anchorage Native Medical Center the in-patient ward functions relatively autc

omously in relation to the overall Area Mental Health Program.

In both Gallup and Anchorage the needs of the medical aff of IHS had to_ -

be recognized especially as they reflect the incompatability of institutional

delivery of p: fensional care for rnedi.cal and surgical crises and the tolerance

for mot onal disturbance which prevents patients from conforming easily to

routines of nursing and ancillary support systems. As an interesting pie ellel

to thi- in both se tings, the medical backgrounds of the puychlatriate in Char e

of the in-patient w_-d involves him in the operations of the hospital in ways

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 duties

of a general medical officer, especIally in regard to taking turns at coverage

of emergency room and on-call functions at night and over weekends. To what

extent some such involvement validates the medical specialty'of psychiatry,

and to vhat extent participation in total hospital routines aids in gaining access

to staff for consultation and other functions, has not been determined or evalu77_

'ated. In both 'cases, the choice of activities has been the result of a com-

bination of local needs and the personal inclinations and talents of the pay-

chiatrist involved..

In Gallup the emphasis Is on developing a treatment millieu with a rather

democratic partioilDation it the ongoing activities and planning for the unit.

Highly individualized and -ften quite contrasting therapeutic plans evolve

from the mutual interaction and relationships established between staff and



pa lent. In Anchorage, the more traditional therapies, with a heavy -edical

orientation are practiced, although group interaction opportunitiee exist.

In Gallup funding for the*in-patient ward is separate from the -verall

Area budget, and also from the hospital budget at this time. The i -patient

unit therefore has a semi-autonomy which sometimes uakes the boUndaries of its

operations indistinct to staff.and observers alike. In Anchorageo the major

budget responsibility for the operation of the ward lies with the hospital,

and only the salarIes 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 units else -ge as a

need 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

tr sposable ideal model for another context. The ultimate goal should be to

interlock the special resources of IHS Mental Health Programs with the total

p ttern of resources av ilable, so thAt each necessary component of a full

range of services is available within a network, rather than competitive

duplication. Equally Important is avoidance of fragmenting scarce personnel or_

introducing discontinuities in the lives of the persons served.

However, the development of the in-patient serNice at Gallup and at Anchorage

demonstrates that total hospitalization within the general Hospital settings

provided by IHS is feasable
. Such wards seem to be more effective in nlnao

liaison with the local resources than institutional treatment 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 is developing plans to

follow shortly in this activity, while Rapid City Indian Medical 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 a very difficult problem. The creation of IHS in 1955 was due to the inability

to resolve the difficulties of implementing good health care under the adminis-

trative control of a non-public heelth oriented agency such as the BIA. The

only link to the former system which remained was the THS char& tet et014Temv" services

to the students at BIA Boarding Schools. In most instances the delivery of

medical and surgical servicea has been faIrly easily _ccompli- ed within the

limits of fUnding available.

However, assistance with the severe mental health prolslems of students and

often of Indian staff and employees, has not so easily been offered and 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 domicilary 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

disturbing student.

BIA expects its sanction for removIng the disturbed and

The IHS Me tal Health staff, with a preventive orientation, and with training

in the effects of situational stress on behavior, have most often felt that many

f the problems referred could be best resolved by changes in the system of

Bo- ding School operations. One might at times wonder if one group (BIM, felt
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that deViant, depressed, and obstreperous students were the patients, while IBS

Mental gealth staff and consultants setjmes felt that the BIA school system

itself was the patient.

A Special grant to the Toyei BIA School administered through Dr. Bergman's

office while he was stationed at Window Rock, Arizona, demonstrated how a rel tive

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 Model Dormitory, as well as the monitoring

f their needs for referral for special mental health careidemonstrated un-

equivocally that this simple system.change, accompanied by some staff training

in the teeds of children, was tremendously effective in reducing the number and
.

degree of emotional problems A.thin the school. It also appeared to result

in improved physical health and po sible accelerated educational achievement.

This moclel is recommended for multiplication wIth IHS Mental Health staff

facilitation by everyone who hes 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 outáide agencies that an

effective Mental Health program for BIA Schools can be mounted. (See also

Flandreau school studies 1964-67.)

4, Residential Treatment Facilities

As more and more public school facilities have become available to

Indian children and youth, the use of the BIA Schools by tribal and local

authorities has shifted. In some instances the population of the schools

has dwindled, especi-lly schools loc_ted at some distance from Indian pop-
.

illation centers. Where school census has not dropped, the pupils enrolled have

hanged, Often the type of youngster sent is not the averag_ youth
_ _ _
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needing an education, but one for whom a r dent al facility away I home,

less punitive than reform school, would hopefully be socially and emotionally

therapeutic.

In a few instances local hiS Mental Health staff have suppo ed pgrams

that have succeeded in providing grour home facilities which short circuited

the need for ending youth a long distance. The Papago Group homes in the Tucson

sub-Area (Phoenix) and the Via= Springs (Portland Area) Program are both examples.:

In other instances the deployment of special sfaff and programs has enabled the

BIA facility to shift its mission, as described in the section on. the Alcoholism

program at Chemava (Portland Area chapter) and as seen in.the efforts of the Alaska

Area Office consultants at Mt. Edgecomb in Alaska. A formal recognition of this

type of program, and its development either -ithin the BIA facilities as a change

f- ission, or independently as a tribal and Area resource now sems possible. Theel

models, developed by or lath much support from Mental Health Pr gram staff can_ be

duplicated elsewhere.

5.

Pr

Tr ining Traditional Indian Practicioners

The outstanding program of this type has been the Navajo Medicine

funded through NIMH with IHS staff contributions. It is qiite -lear

that the training is a two way process. The traditional Indian practicioners

are able to incorporate Co-unity 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 others besides the Navajo have expressed an. interest

in developing a cooperative training program.
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Additional General Accomplishments of Mental Health Programs

1. Involvement of Indian and Alaska Native Peoples

There is no lo ger any issue over Involvement of Indian peonle

in the planning and executIon of their own mental health programs.

a. Through al means such as advisory boardn at the Service

Unit Area, and national level this is being done. The Navajo, Alaska, and

Oklahoma Health Boards have taken particular interest in the development of

Mental Health Programs, as has the National Indian Advisory Board.

b. All the paraprofessionals employed by IHS Mental Health are

community peop13, kn dta_able of their own culture and of local needs.

Two of these, Gayla Tw t Pine Ridge and Cla Rohrbuck at Ra id City,

have Service Unit responsibilities.

The number of Indian professIonals involved, has been steadily Increasing,

and.is in Part limited by the small numbers available. However, both at the

Area and national leadership levels Indian professionals are involved in

the administration of fl S Mental Health Programs, and as more trained persons

become available, it is formally acknowledged that they will be utilized.
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Career Lattice and Training Planning

Training programs and ,Career Lattices are being developed which give

realistic hope of implementing these affirmative action goals within the IHS

Mental Heath Programs on an ever-broadening.base. Navajo and Billings Areas

have developed outstanding training programs. There has been the beginnings

f the de- lopment of a tratning _enter for Mental Health at Desert Willow

(Phoenix), Aberdeen haslleen conscientiously involved in-career ladder

development,

3. Residency Training for Psychiatrists

An important area of training, that of professionals, should be

noted. Particularly successful have been lle involvement of Residency trainin$

programs in the training and staff selection,of applicants for Professional

positions vth IHS. (See Billings and Portland Areas) To some extent a siMilar

provision for field placement of Social Work students has been utilized. Howee,

this model has not been applied to psychologists or other mental health d&st

in any really syst- atic fashion. It eppears to be a most profitable recruitmenl;

initial orientation and training framework, and to have more potential than WA

presently been developed for providing a regular flow of qualified and appropriate

personnel for IHS Mental Health Programs.

4, Computerized Patient Records

Another aspect, of mental health services not mentioned in the

C ngressional report has been Ale development of a computerized patient prob em

o iinted record form, utilized by both Mental Health and Social Services.

innovation in record keeping permits quarterly d annUal reports of the

activities of staff to be made in terms that can be readily understood by



both advisory boards and IHS staff, The pilot work on this project was initia=ed

for Mental Health Programs under James Shore, M.D. in the Portland Area, d

was pilot tested in Oklahoma and elsewhere. Coordination with parallel

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

and procedure introduced throughout IHS in the summer cf 19734

A Data ornmittee, cochaired by George Goldstein of Mental Health Pr grams

Headquarters and Vesta Starkey, MS, Albuquerque Area Social Services Branch Chief,

has met several times a year to monitor the results-and make needed reviiions.

The committee includes professional and paraprofessional representation from

all geographic regions and models of service delivery. One analysis of the

first year's data accumulated through this computerizedrecord will be the

subject of a report aupp1entIng this one, and should be available during

fiscal year 76.

All of these add up to an impressive list of accomlisJtents as well as

fleshing out the skeletal framework of the program outlined in the precedimg

budget summaries. In many dimensions they give substsne tj the hopes projected

by those who planned for THS implementation of Mental Health Ser ices in 1964

and before. Given the brief Vine span of less than t t years, and the deployment

of sites of servi e delivery over 17 states, and t55 ore than 135 tribal groups

at over 90 Serviee Units, it is an objective record in which,IHS can take

great pride..



ISSUES ET O BE BESOLVED_AID RECMAESDATIONS

In spite of these major ecooisplishmetts, many of the issues foreshadowed

from the earliest discussions of rnritl.hesith.prcgrsins within the IHS remain

unresolved. Some new and specitic.issues have also come to light with these

first years of eceriemce in implSnenting mental health programs for Indian

and Alaska Natives. In presenting a discussion of these issues there Will he

4 deviation frmm the format enployed it each orthe Area narratives. At t4e

end of each Area narratiVe the problems yet to be resolved that had been

identified by this staff were merely b iefly dasmribedwithout recommendations.

In this final summary however, some effort at recommending solutions

at leegt suggesting the direction in which one might turn to discore_ solutions

to these treao1ve& ,issues will also be stated.

In some ways this act

tion ends , and the evaluat

n may mark the point at which pure narrative descrip

e studies 'begin As such, however, these rec

mendstions should not bt interp-eted as final declarations of criteria of success

or failure of the mission of IRS mental health program develomept. Instead

they may be taken with tbg reco d of accomplishments as the high and low

ter marks along the channels be navigated in the next decade.

A. Service D livery and Program Development

The first group of i sues and recommendations relate to problems of Mental

Health. service delivery and program development.

1. Need. for Epidemiologic Data

Epidemiologic data is needed to cb fine the dimensions and scope of

Mental Health n eds of the Indian population served.by IRS. The la k of

epidemiologic studies WAS a part of the concern of those who discussed the
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additton of preventive and treatment mental heal h services prior to the

initiati n of such programa. Many of the headquarters IHS staff aruged that the -

needs were so glaringly obvious that treatment facilities should begin to be

organize& on an emergency basis as was done'in the vrovisiO: of other medicsa aad

PUblic Health services. -This, in_fact, became the officiaa action with only

the Pine Ridge program having a brdget and plan for in depth studies to identify,

both treatment and preventative needs.

In almost every Area the first psychiatrist aaslgned made am analysis

of his caseload during the initial year of his tour of duty. However, s t e

increased demand for new services cut into the amount of time avai244ble f

research, this activity was dropped and usually no fUrther data :-tba collected

until the introduction of the standardized reporting form i 2971t, A few

studies of reservation populations were made either by IHS staff or in cooper-

ation vith University training programs _ d medical schools. Where retrierable,

ail of these records have been incorporated into tbe Area narratives, and can

be located in the index.

In no instance other than at Pine Ridge and on-tte Ma1ah ReservatIon, has an

epidemiologic survey of an entire Indian population been made. All data, even the

curre-t computerized ratient 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 knowing what is being satisfied through non-IHS facilities.

The magnitude of the taz 4. of even doing an epidemiologic SUIN' y based

upon a stratified sampling of the IndIan population, staggers the im ination.
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The definition and measurement of need for preventive services, so very

much a part of the ethos of Public Health, is a difficult enough task in the

case of infectious diseases. These tasks have not been accomplished for any

population in a manner that provides clear outlines of the needs for mental

health services. Indeed the definition of mental health 'services themselves

has not been Agreed unon except at a highly abstract level.

a. Need for Tribal and Community Participation

In conducting such an epidestiologic study, the Indian andAlaska

Native population must te involved in a number of ways. It is self evident that
140

same interpreters or translaters will be needed if all strata of the population

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

n to te more effective at eliciting information and are accurate reporters

if they are well oriented to the task and trained in its technical aspects.

It is also import _t in the design and adaptation of the survey instruments

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

are specific yndromea within a cult-e that do not fit standard psychiatric

classificalions, Arcti- Hysteria, Salish St _it Sickness and Navajo Ghost

afflictions axe three well known examples, and there are undoubtedly others.

Ne d for Appropriate Survey Tools

While same suitable instruments for differentiating those in

need of psychIatric care have been validated cross culturally, these instru-

ments do not always define the rovulation vulnerable to the particular stre_ es

of the Indian community. It is not clear whether they will identify 'those

who have not yet developed conv- tional neurotic or psychotic tendencies.

It may be necessary to adopt or develop new instruments and validate them in the

process of securing the needed data.
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Local Indian and Mattve leaders also often know of ihe unsuspected

presence of psy-hotic individuals. William Nichols at Warm Springs, Oregon relates
how after several years of developing

programs along lines designed by the tribe,

he began a search for the mentally ill who might be treated. Once his interest

known a number of such indIviduals -ere pointed out for wham no one in the
be felt there vas any helps Ther they had not previously been identified.

In addition to these rather obvjos r. sons for utilizing indigenous staff,
there is an even more Important jusV attion. In the long ruu, the goals

im.iude Indian direction and participation in Mental Health Program development.
It is far better to involve local leaders at the data gathering stage, so that

they as well as IHS staff f;e1 a sense of participatory rship of the results.

There is a need for trIbal leaders to have not Only a sene of responsibility for

Completeness and accuracy, but also an investment in the recoxTunendations that follow

from the fact-fi ding. If partnership in the implementation of recommendations i

expected, partnership should precede the formulation of policy and decisions.
c. Protection of Human Rights

,One word of caution should control but n t daupen enthusiasm
for this project4. Much is being done formally to insure the protection of

individuals who hme previously been rtudied without respect for their privacy,

consideration of the impact of research,on their lives. Sensitive Behavioral

Scientists are aware that this area of investigation is a delicate ones

For example, a somewhat premature extrapolation of data frill a few tribes

led to the promulton of the notion that most tribes had suicide epidemics.

it is now known that this self destructive pattern is limited to a few tribes,

and most probably to a selective group of fsAllies within those tribes. While
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this it ormation is of great value in planning Mental Health programs,,

not clear how to disseminate it without labeling tribes and families as uicjde

prone. To so identify the vulnerable mIght well produce a climate conducive to
a self fulfilling prophecy of doom for some Indians.

A careful epidemiologic study muzt plan within those ethical standards

which will protect individuals families, communitIes and tribes from scapegoating,

stereotyping or exploitation.

d. Utilization of Data

Too often there has been a failure to integrate epidemiological

data into service planning._ This haz been true for Mental Health PrograMs in

general, not just those in IHS. We might mention the Fort Hall Suicide prevention

Program and the Chemawa Indian Boarding School Alcohol Abua Program as two special

cases where epidemiological data wax in fact used for planning purposes.

REC EMMONS:

Tribal and Alaska N_

ages of tne derelonment o

ve leaders d personte: should be Involved at all

y epidemiologic survey,

That IRS continue to develop and

of utilization

data available.

5. In doing this

ental he

patte

h service- This _e be t treatnien lance

imperat ve that IHS b6gin to budge inel
o consider contractual negotiat

4.

the development o_ a plan to

emidemiol gical survey based not only upon the idmce and prevalance

illness among the American IndIan populations but aiso based upon the best d

initloria available for p eventive mental health need.s aM services.
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6. Such surveys shou1d retorted not

eawide but also should be sen:

cultures. They should _

vulnerabilities .

7. Care

thvolves hum beinzs mu

dlssernjnation of this data.

enths o

ional gt,nd

s well s thel

dera andard_ iii. çø nductin research that

1 det ning the gther

8. Attention must be directed from the outset of data

once it has been co g and irn.lerient ces must be

AES2E!Ilik.

7 4



-62-

Adaptation and Integration of Mental Health Services with

Traditional and Indigenous Cultures and Practices

It is praably fair to say that the success of Mental Health Program

varies with tlle degree of sensitivity to the local culture and its traditions. It

same instazices this sensitivity has found concrete expression in the developmen

program

For example, -.eas Navajo and Phoenix, have official re-ulations governir

relationships with traditional healers and Medicine Men from their cons ituent

Indian popUlationS,, In both Areas the legitimacy of these services is recog-

nized for those who desire them and find them /Appropriate. This permits some

reimbursement of family expenses for travel, and other activities required in

arranging for the ministrations of traditional healers. It also permits the

paying of consultation fees on the same basis as these are paid.to other spec al-

ists. Although it is not clear that the doll r :ounts paid are in equity with

those paid for medical consultations, it does appear that they have gen rally

been negotiated within the prevailing economic system of the- _ibes involved.

In.the Navajo Area tbere are also reciprocal arrangements for Medicine

to particIpate in the training of IHS staff, and for IRS staff to participate

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

School. This training program, now in its 9th year has gained national recog-

nition and is often referred to as "The Navajd Mental Health Program" by both

Navajo and federal personnel. It is a distinctive fea ure of IHS integration

in its Ments2 Health Programs of Indian medicine and indigenous cultural values.

the other six IHS Areas, relationships are not so well formalized,

There have been instances of coope_ative recognition, and also of opposition

to integration of the tvo systems by both Indian and non-Indian people. In

the Albuquerque Area, for instance, the Pueblo peoples are st unch advocates of

independence and autonomy and prefer mutual respect for their traditions of

healing, but at 4 di tance, and vithout formal sanctions o_ _utuality of exchange.
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The Mental Health staff generally have operated within this context d

respected their desire and right to privacy in these matters. Some support

for utilization of the'altennatiye system is afforded, but active participation

of p ofessional staff and officia ly-ttops'short of:specific

individual referral.

In the Anchorage Area several interesting relationships have developed

between individual Eskimo or Indian healers and individual IRS staff. These

seem to be very personal, and sometimes very fragile shadows if the spotlight

of official attention is'turned upon them. This may be due to distrust, but

is more likely a natural avoidance of exploitation as exotIc ciosities by

sometimes well meaning but.obtuse non-Native inqui ers.

Similar reluctance may operate to suppress official notice of the aCtivity

of ditional'healers in the Portland, Billings, Aberdeen and Oklahoma A eas.

It is known that in some instances tribal cultures have been fragmented, and in

- other instances the well meant energy of ssjonarjes in suppressing paganism

has driven well Underground any acknowledgement of the existence and persistence

f tradItIonal practices. Not all INS staff have trust in traditional beliefs,

nor can they easily develop collegial relationships with other disciplines 'within

the modern US mental health field, let alone with its practitioners from out ide

their own culture. Snch staff are persons of utmost integrity, anite,human stic

motivation, but they remain skeptical or even openly opposed to the perpetuatio:

of what they consider un-scientific.

Even more complex is tbe attitude of the Indian popula_ on as a whole.

Many, the products of several generations of.crss cultural influence have

adopted the attitudes of Christian missionaries and a scien_ fic orienta
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toward health and medicine. They see the subsidization arid sane ion of

traditional healers and Medicine Men az 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 would, and has called forth voc ferous

opposition, more igoraus from the Indian community represented by this large

aegment, than from the white comm_--ity represented by federal agencies and

legislation. Often within an Area some tribes will be offended by the recog-

nition of traditional healers, while others would welcome the opportunity for

free choice and collaboration.

Other program examples are the Children's Group H- e in Warm Springs and

c
the Cheyenne-Arapahoe Alcohol Rehabilitation Center at Bessie, Oklahom Part

of the suc ess of the group hpme Program is that it can be seen.as a modern-daY

equivalent of a traditional pr .ice he "Whipper Man" who was a disciplinarian

which.vas originally

fund=ed by IHS, presented a unique blend of Indian leaure, Native American ChurChi

Alcoholics Anonymous and mental health concepts and practice.

for wayward youth. The alcohol rehabilitation progr

RECOM4ENDATI06:

9. That the official nolicy IHS taws. d traditional healers and medicine

men be permissive of the develol $nt of contractual arrangements as presently

utilized in the Navajo and Phoenix Areas, but that it leave the develoment of

such relationships to the direction of local tribal advisory boards and De

discretion be exercized by staff at the Service Unit level.

10. That an effort be made in all Areas to recognize both the constrain

which local cultures impose d the opportunities they provide for creative_

approaches to the provision of mental health services.-

7 7
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Balance Between Direct and Indirect Mental Health Services.

It is apparent that the optimally functioning program for ment

health withi- IBS has attained a balance between the delivery of appropriate

to the acutely and chronically mentally ill, and consultation to community

agencies. Thisjs closely related to other issues but needs specific address

since there exists a polarity within the field of community me u. 11 health,

affecting all disciplines between the delivery of indirect and direct services.

Area chapte-- describe the imbalances of services which °caul:

In the Billings Area under Dr. Gustafson;

In the Albuquerque Area where tensions between Dr. Davis and Dr. Andre

over this issue resulted In fragmentation of the -taff and a laissez faire

policy;

And in the Aberdeen Area where Involvement in the community ma y ean t_e

risk of loss of p-ofessional status at a minimum and of one's life at maximum

during the ti es local issues boil over into physical confrontation.

One sees many examnles.of efforts by administrators to control ctivjties

without achieving a balance. ,In each of the Areas cited above* other staf,

at other times)have presented examples of outstandingly balanced programs.

In the Billings Area for instance, the psychotherapy initiated by Dr.

Ba- residents and of Tom Keast MSW on the Crow and Northern Cheyenne has

persisted in spite of its being ignoreder disapproved temporarily. Under Ms.

Tower a balance is being struck in many other places throughout the Area.

7 8
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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 consuitaton.

In the Aberdeen Area the Rapid City program has had a high investment in cam
munity organization and consultation as well se direct clinical services.

In addition tribally sponsored programs at Warm Springs and Sell (Papag )

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

problem to a high degree.

The problem of clinical services emphasis versus indirect consultative

services and community inVolvament is not unique to IHS. It occurs throughout

the Mental Health scene around the world. An emphasis on direct services

results in a silting up of clinics with acute and chronic cases and eventually

long -sating lists which negate the reason for theIr existence. -Equally,

emphasis solely on a consultative, teaching, communi y organizing model makes

no provisions for individuals or families for whom preventative and 'early'

interventions by a wide variety of personnel come too late, prove insufficient

and 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 talents, preferences

and skills. A degree, graduation f om a training program, or acceptability
14:.o

the tribal council does not provide interchangeable people to staff programs.

At ttm present time there are many indications that IHS Mental Health Programs

are understaffed if they are to do an adequate job of meeting needs in either

direct or indirect services. Consequently it has been difficult to demand

that staff meet both sets of needs. Possibly a reluctance to 4sace this issue,

7 9



which seems outi ,-

hAs obscvl.e

RECONMENDATIONR:

U.

n tiori 0_

occu'ations v
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of those resporible t or program development,

identify and describe the balance desi ed.

h a needs

ervi

eve

include those taa1s which are coon to all

must

muitile activit- d

reserved to one or anoth

12. The 1HS ataftaa

usefulness and limltatic

these seric

e constructed that

1 ne.

hole needs to have

or other reasons be

al health servt

Ppropr ely A 1anred

support n the to

_tation to the

tit will request

ce rogram should

anction for time and

approval of mutually deveoped changes in the service delivery:systems_where

these viii prove mor

to the Indian cliente

13. That the achi a be,

d more adaptable_ ac reii as more accepLable_

d direct services her

be COLVIde-red as the rima

Health Programs.

14. That adequate

Areas.

i
and budget be sought to ach eve th±s balsnce in all
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4, Mental Health Consultation Activities to Other IRS Staff

As will be noted in each of the Area narratives there is a tabuatiOn,

of the agencies with wham Medtal Health staff Consult. In all Areas the bulk

consultations take place between IRS staffs Mental Health staff talk with

.the physician , nurses Maternal and Child Health, sanitarians,
etc. The majOrit

of these contacts are patient oriented. A high proportion of in-house utilizatiOil

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 preo.N

umed to prevail, IHS Mental Health staff, laether physicians o- not, pextiCipate

Doctors rounds __d otherwise function as Dart _f both the irmati
outratier

affs at a number of Service Units, However, theIr special expertise extenda to

the potential adaptation of medical treatments and nursing care to the cultural

and personal needs of patients. These characteristica, as vellas the skills

in dealing with normally anxiety provoking situations affecting both patients

and staffs have a high potential for in srvice training and program development

as well as individual patient care.

However, it is a frequent comment intheinterviews asyell as in narratives,

submitted by staff, that Mental Health staff feel that they are peripheral to th44

operations of the lospitals and clinics. They often report that only when

physicians and nurses' wish to 'unload' t_ ublesome or chronic patients do MR stel"

get Called in or receive referrals. A persistent characteristic of reports

is that there is no time for staff conferences or for reporting back their

and recommendations in an orderly manner. In many cases this appears to

outside observers to be an inefficient use of hiahly technical exnerti e ol

Mental H-alth staff. In some ingtances this behavior becomes self defeating

8 1
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on the part of general IHS staff who never have

are.always"dealing in crise_

RECOMMENDATIONS:_

15.

_ributions to nservic

conferences. Administrative suppor

_

solve problems but

ential for mental .he h

and for regularly scheduled IRS case

for internal consultation on a more

orderly bas would probably result in considerable increase

`.P1Ii5Mr.J10.

iciency.



5. Mental Health Consultation to Agencies External to IHS

Each Area Mental Health staff reports a wide variety of other agency

consulta ion 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 regu/arly scheduled consultation oppor-

tunities, either case oriented Drogrammatic in content. This means that the

Mental Health staff are never ab"=.1, to plan their work systematically within

the community, but must rely on chance opportunities to develop relationships

and referral resources.

Many Mentv2 Health Staff describe ways they have d to solve the problems

involved in establishing more regularity in their schedules for contacts with

IHS staff, whan they see frequently. There does not seem to have been a cor-

responding smount of energy spent in attempting to formalle and regularize

contacts with external agencies. Both situations appear to be tnefficent. Both

may be a function of
ina6-_:uate personnel to allow specialization in program

consultati-- and the development 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 vol e 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

consultation techniques and the development of inter-agency relationships

17.-That been indicated elsewhe a realistic appraisal of staffing

needs be made, and efforts to budget appropriately be strenuously pursued.



The Development

children

Services to young children tend to he sp.(

ervices for Special Populations

ad ,ally d

throughout IHC Mental Health Pograrna In part the focus on this age group

depends upon the activities of'other programs such as Maternal and Child Health

within IRS and Headstart and Daycare outside of THS. It may also depend upon

the trainin and interests -f staff and the &ccldenta of happy allocation

of persons with expertise in children's work to locations that are interested,

ready or need such services. This is a haphazard development, which in probably
t- _ical of an early gro th in program development. It also reflects the phil
osophy of assigning staff to a location without real knowledge of the particular

needs of the population to be served or of the skills and interests of the

personnel. This is characteristic in times of staff shortages, but neednot

be made a perm_ e

It is known tIvAt

_nnel policy.

f the Indian popul' is under the age of 20.

Most of this younger is below the age of adolet)cence.. Therefore, th

is a real need for the development of children's and fany services across

a wide spectrum. Serious problems of teenagers and young adults may not be

completely prevented by earlier attention to childr:a's needs, but it is

certain that many later problems will be aggravated and escalated for lack of

appropriate early attention.

Where personnel vth special trainIng, Skills, and interest in children

have been part of the staff, outstanding children's services have been developed.
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Ia Alaska the consultation and,child evaluation programs of Barb a
Nachman, Ph,D. and Barbara Doakes, both ex eptional child psychologists, h v
been successful, Tn Pine Ridge the-balance achieved first by Dr. Carl Minden,
a child psychiatrist

was followed by the work of Gilbert Voytt under an

independent research grant. Gayla Nies secured additional trainiug and has
provided continuous school consultations of a h -h degree of effectiveness,
particularAr around elementary school learning disabilities. Albe t Hiatt in

Albuquerque Area, in cooperation with social workers and maternal and child
health staffs, has developed an excellent preschool d follow through program
for Zuni, end other Pueblos.

RECOMENDATIONS:

18. That p!rsonnel neede be planned for in terms of the need for

work with children and youth 1 therapy, i1c1 in agency network
,

.c.lfze.19-2,1!entinorder that the present opulation ex_losion of young American

Indians e.An be vaziates.dorv.

19. While recogniz that all staff are not temperamentally suited o

h chIldren and youth , nevertheless some øtaff training
oriented toward the

skills required should be Inclnded in training programs and Area and mt1onal

meetir,lv.

20. use exchange of in on about

children and youth shotLA be w del

oup Home Program a

ful.peer

eriae$ a School iu Albuquerque Are

Sp

program involv

ated

_rly uccessful prog-

ed out For

zone, he

-k

b4 Apache Youth Progr

:Hs and the School

ea.rnIn DIsabilities D

scrIptve Teaching-Program at Pine Ridge, and th suc

uld all e e

tYIM needs.

8 a

Pre-

ada tatlona

models which othe_ A e_
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b. Boarding School Youth.

-Both .the Model Dorm project t Toyet and the alcoholism

project at Chemawa in Portland Area a -ples of inter-agen y cooperation

between the BIA-maintained Boarding Schools and Mental Health Programs of IBS,

Unfortunately, Puba City BOr ring School is an example too of what happens

when there is a failure to coordinate these two agencies. In general there

is a lack of coordinat on and cooperation when it 'tomes to Boarding Schools,

and yet all of the above situations point to the fact that the youthful

Boarding School population have special needs and problems which need to-

be m':ognized awl evaluated, and of course, dealt .. with in a comprehensive form.

The n.oed for °4pcus on Boarding Schools becomes obvious with the realization.that

no- ,te recommendations from the Flandreau project in South Dakota have

been tmpleme ed to date.

RECOMMENDATION»

21. It was ciginally the con
deilIan4lal!ILL1124ILYicea

to BoardIBLEci..22.1322Lts-nft!:-Esnit and.

e uire a contract for anal s

and narrative description. It is ho ed ndrecomiendedthat
o am and !otexitlalsof the Indian Boardt Schools be the subiect

of a oint study s onsored b both BIA and IHS in the near future.



Aged

There

although with the gr

-714-

a real dlarth of special programs for the elderly,

espect that most tribes tendey their older members

this would have e high priority if tribal voices were haard. Over and above

needed medical care and possible group home needs, there are emotional problems

A'd both by the yager generations and the elderly themselves. One

example of a successful praject is the White River Apache beadwork program

hich involves the adults and children in constructive activities through the

guidance clinic. Thie 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 eeervation. C:reative work in this area needs

widespread attention.

RECOMMENDATION:

22. That cch Service UnIt and Area begin o think cre vel about the,

the elde nvolve e tribal_grou_

and_amisalp such a wa as to_swo rt the emotional needs and canitklize

EL:the cultural strehsof the aged In Indian
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d Families and Family Therapy

Nearly every report on Community Mental Health programs and

practices emphasizes the effectiveness of working with distressed and disturbed

individuals in their natural context and normal environment. For work with

American Indian and Alaska Native peoples there is universal reco nition within

lliS Mental Health Programs thatthis "context" mt only includes but is often

dominated hylfamilies. The importance of the family and its extended form,

the clan, 141 well documented in most descriptions of Indian culture. IHS Mental

Hee,th Program goals and descriptions pay considerable attention to the idea

of working with families and of including family members as well as patients

in programs and therapeutic work.

However, relatively fey of the professional staff have had any training

in family therapy and consequently most of the implementation of these good

intentions 'Ails short of the mark. Not al] ff are as naive in this field as at

one Fervice Unit where the staff proudly pushed forward their expert on workirg with

fadailes. The role, self described, consiste: of sE., the patients in their

own homes4 awever, since privacy wa.. difficult to arrange, the sessions were

usually held in the staff member's car -- and o f- ily 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 therapy workshops presented under the

auspices of the State Health Debartment. Building la gely on a base of Trans-

actional Analyids, a few fam ly groups were being seen in North Dakota and in

the Billings Area. But they were the exception rather than the rule. The

8 8
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model of therapeutic relationships most often seen was a variation of oneto--

one Pwchotherapy. Second most frequent was some form of grout (peers) therapy.

Since there is a recognized branch of expertise known.as family theraPY

with available resource persons, texts and journal- some effort to facilitate

the acquisition of skills in this field seems esse-tial if the emphasis so often

mentioned iS nOt to remain merely lip service to a good idea.

.rECOMMENDATIONS:

23. PlanninE and mplementing staff Lraining in family theapy_41 each Area.

This should be a series of workshops anu theory_sessions saead over one or two

yerrs, tthsmepovisIon for supervision or consultation with trained famil

therapists Willing to adopt their techniques to tribe] cultures.

24. This training should be available to all levels of staff in all_disciplines,_ _

since family therapy can be arsuccessfully conducted by paplofes and by any_

of the mental health: disciplines, rovided they are willing to learn.
_

25. Some thought should be given evaluative research which not onlv
_

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

of culturall ALt ated adaptations of technique and theory required in various

IHS settings.

26. Information about -amily characteristics and the importar _of_family

systems in facilitating appropriate treatment and preventive health measures
_

should be made a par nservice training offered by Mental Health staff to
_ _ _

medical and other II=IS Branche
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e. The Retarded

The problemg of ch ldren and adalts wilri are enlly ret

ere not anywhere in the 1HS Mental Health Procrram subject to tt. st

or organized program Dlannin g. , as has been indicated
bc,ve, thero is

personnel within IHS interested in children, or where oommunity involvement with
special ducation and Headstart programs has elicited a response from the 1HS

Mental Health staff, there will be found examples of programs involving the

mentally retarded. Notable examples-are the evaluation and establishment of

special education programs on the Zuni Reservation in the Albuquerque Area,
the special nur ery school-preschool

programs established among the Apache in

the Phoenix Area at Yakima in the P rtland Area, and the intensive school

consultation programs by the psychologi ts 1,1 Alaska Area.

In general, most attention has been paid, where this probl- has been

noted, to development of community based resources. However, at least one

Mental Health Worker in the Navajo Area, who herself has a child in an ins

tutional setting, has developed a sensitivity to the problems and emotional

stress generated when such facilities are the only resource suitable or

available.

To scre extent the 1k of developlIent of these foci may be due to the

small number of psychologists trained to evalu te children availabo to IBS,

and especially to those avaIlable with cross cultural experience and ability

to sift out retardation from culturally different patterns. It may be far

more humane to err on the side of under detecting,retardation as at present

than o-e- detecting because of cultural communidation gaps and thea

9 0
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labelling of differe-ces as deficits.

However, for these reasons, or becalwe of the initial stresr, on severe

emotional illness, IHS Mental Ihealth Programs.have barely scratched the surface

in serving this special population.

RECOMMENDATION:

27. The neluictive_recrlologis
s able to not onl."

evaluate niental retardation but also to aid sehools and families in adapting_

lc'alresourcesforie riate care and develo ment of these children and

adults.

Children with Hearing Loss and Deafness

This proble_ 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

jor prob_em by those assembled in 1972 NIMH Minority Center to dislas

f Indians in Mental Health, that surprising little has baen done to

dev 1 p care for the victims of the aftermath of this dise_ e. The infec-

tions are now more readily brought under contr 1 and mt h edwationAl

in teaching the Indian families and communities to secure prompt e4rl medieal

sttention to earaches and infections is having an impact.

However, the final step,, surgical restoration of partial hearing loss, is

listed as an elective treatment, and the backlog of persons on wa ting lists

for e1ctIv procedures staggers the imagination. Thanks to the keen interest

Of Barry Mendeblsohn, M.D., MHO fllow 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 hear ng handicaps.

Anecdotal evidence from that Ar a is _eplete with mention of children who

were evaluated and treated at ab ut sge 5, and found to have a urgically

reparable hearing loss. The family was told-, slid permission for the surgery

obtained. However, the 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 had the problem

of learning Engli-h as a second language, of acquiring fue tal ele-

mentary school educational skills and of developing the s t- of social

interaction for several years with an invisible and unrecc., -A handicap.

Schools and teachers in Alaska are usually unable to provide speciaa services

for this:group of children, which may ma as high as 40% of tbe classrooms in

some places.

This handicap in the crucial early years, to say nothing of the traumatic

experience of being suddenly summoned for a flight to a hospital for surgery'"

sev_ al years after the condition has been diagnosed, are prob7ems which

requIre more than Mental Hesath Program input for solu ion. Howey

that is now becoming fmilier in

2

-u e of the interest of a particularly

dedicated staff person is probably also applicable to other Areas. As total

mobilization of funding sources community programs, and 1HS medical and surgical

personn 1 Maternal and Child Health Specialists, occurs, to meet

the particular needs of this condition, the Mental Healt.h Programs must be

sensitive to their own potential contributions. The development of programs

of evaluation, the need to work with families and teachers ar und the emotional

reactions to hearing loss and deafness, and the liaison with all possible

rcsourdes are the minimum parameters of an adequate program for this special

population, Training of teachers and paraprofessionals in this sphere should also

coasidered.



RECOMMENDATIONS:

28. At least one_ erson in_ each Area should undertake res onsibility

zdevelo-inalan_androz_z_pam-leiLLth loss and
,leafness.

29. The DOZ!ib
ofutilLzingpeechand Bearing ec1al1stsoveU ES_

vycho1o51sts in Mcntal Hralth teams should be nsidered and some way o

securing these
"e YL-212.2-11U-11-Ta521_52PI.Fact care or bliji2215:Lnaa221,

30 Since coordina
isJieeded Innervice trainihvof IHS

aff in tius field should be con 'dered.

31 Since hearing loss and deaness are n

n should be gCOnS

.ed tocflildrenerjow

he needs of adults who

d emotion
have these handicaps, and articulrmedjattet
Effects_o_E,this sensory deprivation.

Visual Hr-nd.icaps and Blindness: Other phy7ical handicaps

the rercentage of the plpulation affected by visual

handicap may be small., two populations
ar'u particularly Irone to these problems:

the adult diabetic, and the young child subjer.t to genetic d infection

and trauma. The elderly person with cataracts and prebyo t be

overlooked as well. A fairly comprehensive medical anfi health education program

does seem to exist in mnst A,-eas, although often it is relegated to a low

priority because of other traumat c and drsiatIc needs,

Similarly, medical attention is given to most crippling accidents

physically handicapping conditions. What seems to be lacking is the consist,nit
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on paid to the psychological asp cts of the disabilitIes and the need

for communicati g these to the teache other agencies, and families of the

persons affected in such a ay that effective planning and program developMent

can be maintained and that the individual concer-ed can attaIn maximt self

sufficiency and self respect.

RECOMMENDATIONS:

32. That_irj_IL12_22Lanof eTpansion and further dTrelaRient of IHS

Mental_fillItLaarma_the sz.ecie_vatit.11lytitscli_capp,Idchildren

33. That_some stmff in each Area be trsLned in the understanding2f the

pezchologyal njtactsot dtsabili
d be abl

n both individua d their

resource in trainin- other staff as well as ordinatla_

resiurces andzallkmapsc 1 evalu n the areas.



7. Alcholiam and Alcohol Abuse

Alcoholism and alcohol abuse have helm lrequently described as

the "No, 1 Mental Health problem of the AmeAcan Indian" by both Indian and

non-Indian groups charged with planning for better programs and better living

conditiona for Indians both on and off the reservations. Perhaps it was a ihake

of particularly good fortune that IHS Mental Health Programa was not given primary

responsibility during the past 10 years for developing alcoholism p

Otherwisn, this might have drained the resources of IHS sc hat th' ad

spectrum of serv-ices now available would not have been dc- ed. Although

the overall responsibility for alcohol treatment has rested largely with the

local tribes under the auspices of 0E0 and NIAAA funding, IHS Me tal Health

staff have been invclved in other appropriate roles.

Variety of Services Offered by IRS

Most Areas have developed a variety of services in this field as

part of a tion-vide network of services, The Billings Area has, for

instance, i- the past two years made a concentrated effort to make certain that

such programa were mounted Ind maintained through every Service Unit in its

ter itory,- The model of providing consuitet.ion both to the Alcoholism counseling

program of the tribes and to the local amlic, as -ell as overseeing the developmeit

of a detoxification resource, as were done on t e Flsthead Reservation, is being

spread over the entire Area, with 4propriate local variations.

In other Areas some Service Unit'progr have had more emphasis on alcchl

ism th aa others. The Turtle Mountain unit in AO ias become almost nothiDg

but an alcoholism program, and therefore the problem-oriented records show a

high proportion of alcoholism cases being seen in the whole Area. More typical
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an; probab/y the various supportiv3- eff:xts in thIs and o her Areas together

with occasional special programs.

b. Indian Cultural Elements in Alcohol Treatment

Among the-specialized programs are several that are built upon

India' %ftatural components. These may be blended with Alcoholics Anonymous

and other models developed for mainstream cultur

American Church involvement in the program at Hes le, Oklahoma, which ut lizes

INS consultation services. A culturally oriented program has been self-administered

One example is the ( ive

by an Indian population at the Chemawa Indian Boarding School. The Reno, Nevada

Field Health Station (Phoenix Area) has developed a variation of Alcoholics

Anonymous :or Nevada tribes. The Navajo Area has found that utiliaation of a

"bUddy" to supervise the taking of medIcatIons enables a succes ful antsbuse

rrogram to be operated. This is particularly true since among this population

the effects of antahuse are well known, and being al such a program is a socially

acceptable excuse for not driLking without being excluded from the peer group.

c. Moves Away from Complete Abstinence

Until the late 60's the field of alcoholiam treatment has been

dominated by theories based on complete abstinence. However, there is begin-

ning to be some evidence that socially conditioned drinking patterns can be

learnad and modified. Levy and Kunitz in ia_aa1211.2..g.a- Patterns spell out

this idea from a research point of view.

A few IHS Mental Health programs have begun experimenting in thie field.

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

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

eo -idered elsewhere in other Areas. This is a pract cal application of the ob-

servations of many researchers in this field, but ia innovative and not Tet fully

evaluated.
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d. Changing Funding Patte

It begins to appear as though 0E0 and NIAAA funding may be phased

out an demonstration funding with the expectation that local cominuntes

support their ovn Alcoholism treatment mnd pre ention programs. If no, it is

not clear how Indien riervat1onn %LW it nIpit nomi c harms can complet

support their own progr IRS Mental Health staff nay have to become more

directly involved as the ataffing agency as well as the consultants to Indian

alcoholism treatment programs. Already increasing amounts or special monies

for alcoholism are showing up in the overall MS budgets d this phenomenon

nay in (see ps 28). It is to be hoped that the balance of efforts will

be maintained, since m full range of mental health services is needed hy mll

the population, those persons ouf'fering tram addiction and abuse of alcohol

as well ms those who

e. Need for IPS Inservice Trot ng

A real problem in this fiel_ is the attitude of many non4Indian

IHS staff ot rejection and repugnance addressed to the ale hol using patients

In every Area there are talea that are far from -apocryphal of physicians vho

do not use anaesthetic vhen repaIring lacerations and treating injuries if

the Indian pati-nt has been drinking. There are other anecdotal bits of infor.

nation to show a punitive or harsh attitude toward all Indians fostered by the

stereotep that all Indians are alcoholics. Even INS personnel in Mental Health

have not eocaped from this type of reaction, as witness the proposal to a Tribal

Chairman that all alcoholca be sente ced to jail terms ith probation dependent,

upon not only abstinence but also on partici- tion in a couxs eling program

(Taos in the Albuquerque Axes).

97



These attLtuden, and the behavioral consequences of them sliøui4 be

carefully reviewed, and in-service p_ograns developed to broaden the under

standing of all IRS personnel.

f. Availability of Alcoholism Counseling for IHS and the

non-Indian Community

Most IRS personnel do use alcohol, and a few abuse it. This

makes it extrnely difficult Lc) offer counseling services to the Indian pop-

tion, and not permit participation by INS 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

Fairbanks, Alaska, the Tanana Council hes become the alcoholism treatment

source for the total community. Similarly the Warm Springs tribal pros

extends its services to non-Ind ans living within their reservation, la both

these cases, as well es 'where other slaccessfv1 alcoholism treatment programs

unted, it has become clear that a full range of Mental Health services

is aeeded, of which al oholism 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

atd prevention a complex and difficult one.
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RECOMENDATIOBS:

34 That IRS ntalH1thProxm continue to su.nort duqe

alcoholi and the abuse or alcohol at all levels in the comnunity. Consulta i a,

detoxifi iocatn in-s ce raining- -vi t
_
and even staffing, such centers should_be

considered as appropriate taskal provided that they a

t7 planning and controls

of services utilizing all a
_

eloned -ith co

nd.rovtded that the airn_i to establish a network

lable resources and ruads.

35. tin Lncrem.sing its activity in ha eld of alcoholism__the Mental

Health ?rorams do not succumb to the overly ±mplist1cthinkIn that if this

one major -roblem can be solved that all Mental Health irob±erns will be eradic

A broad_ spectrum of service based on the needs and desires ot the Indian

community, should be the basis ,for nlannin farld,_budg.eting.

36. That the IRS Mental Health staff be coriIdered as a source for i

service training fo in the fIeld holism and that to ade

ed.

dtaker sucior_Lbsileullcour. ed.

9 9
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8. Drug Abuse and Inhalenta

a. Heroin

Among the rural Indian populations with whom IBS is conce- ed,

the abuse of "hard drugs" such as heroin bap not been the major problem it

h__ been in urban ghettos.
However, occasionally it in introduced, usually.

by a returning Viet Nam veteran who became addicted overseas. Urban Indian

populations are subject to the same st esses as other urban groups, and drug-

are available as pseudo solutions without racial biases. However, up to this

point,in time (January 1975), no spe_ial Indian programs for addicts appear

to have been needed.

b. Psycho-ActIve D rugs

Marijuana has always been available 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 conD.zslon among non-Indian school

church and family heads. IHS Mental Health staff have been Lvailable as

consultants resource per- no, and spealcers in this field, and with regard to

the psychedelic drugs the uppers (i.e. , speed or dexidrines) and downers

(sleeping pills, sedatives and tranquilizers).

Among the psychedelic drugs peyote has a ritual use in the Native American

Church parallel to the sacramental use of vine In Catholic and Episcopal churches,

The members of this pan-Indian sect are scrupulous about not abuaing the

sacred plant. H :eve- they are suspect by Calvinist Protestant groups and

other non members. As the youth counter-culture dIscovered peyote along with

other herbs with psychedelic properties th re has been occa ional abuse of

the peyote outside the Native American Church, spreading even to adults,

1 0 0



t haa not however, become 4 focaJ problem for any IHS Mental Health program.

c. Prescription Drugs

What has been a problem ia the field of drug abuse is just that:

the abuse of properly prescribed medicsticn as uppers, dovners or for their

side effects of strange sensations such as diziiness and bl rred iaion . This

problem is also prevalent in the non-Indian world, especially in sthurbia. It

ia seldom discussed or dealt with effectively by either culture.

One outstanding _xception is the program at Rapid City Indian Hospital

(South Dakota, Aberdeen Area) where a cooper tive in-Service progr_ with IHS

wtaff has led to the marked reduction of prescriptions for tranquilizers and

am increasingly appropriate e- ly identification of anclety and emotional

distress. IHS Mental Health staff in Rapid City are seen as resource people

-by the IHS medical staff and are able to intervene early, as welL as to shore

their skills with other IPS pe- onnel.

d. Inhalenta

The sniffi g of glue, gasoline, paInt, and spray-cans wIth a

variety of propellant gases is a fairly common addiction in the Indian pop-

ulation. Little comparative data is available, but this problem seems to be

reported in non-Indian ghettos as typical of children and.ad lescents. However,

it is well kmawn in most Indian BoardtravSchoolsi and(in nearly every-Area

there are adults ia their 201s who have serious brain damage and other conpl-

cationa arsin g from this addiction. Unfortunately, effective treatment is as

elusive as effective treatnent of chronic alcoholics, for perhaps similar

reasons. Prevention through provisions of more stimulating activities for

young people amd very early intervention seem to be the only avenues of app h
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e being widely utilized. Thee topic is. often,simply discussed in

formal reports from the Areas, although individual cases are aomettms described

in Service Unit report

RECOMMENDATIONS:

37. IITELI:!:IVILEL2LE1-1121-E122r1

Indian Medlcsi Cente am as a model Thr other IHS Service UnIt This

topic of the potenti 1 iatrogeni
_ e of prescription-dr- hou.ld be devel-

IHS staff as well as n-Bervice training In
-EEEIII1111114.121-110a:BE

38. That a real effort be made to survaY

the treatment of those who use Inalents celfade re

o e hniques need to be developed.

39. That the resent case finding and edu.s.E1122512Eaultalmerm

psychoactiye s be continued _tilth ful evaluation and od1fjcattonaaa

40. That all IHS staff learn to distin-uish between ap ro riate sacramental- - _ _-

use o yote and other herbs and their misuse and abuse.

ti. That effective liais h e cti e programs

addictton be m- ntained wherever local indivtdunls and groups require these

services..
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9. Accidents, Violence and suicide

Since the late 1960's was a period of natona1 consciousness of

suicide and the emergence of a discipline known
as suicidology-, it is not

surprising that in every Area the Mental Health Programs of IHS developed

suicide prevention programs and a concern for this self destructive behavior.

This was perhaps most dramatically triggered by the _ence of a sulel6e
during a Congressional Committee visit to FOrt Hall Heservation Ln the Portland

Area. Certainly the kind of attention then focused led to the promulgation

of data from several reservations indicating-a high rate of suicide (up to 10

times the national rate).

However, later, more thorough, studies have revealed as great a variability

in this behavior as along any other dimension that one seeks to measure for all

Indians. There are also Indian tribes with one tenth the national suicide rate,

and many where the rates of occurrence approximate the national average4 Same

efforts at selective attention to vulnerable tribes, and to th^ most vulnerable

pOpulations within those tribesyseems in order, if this can be done without

destructive labeling. (See James Shore, etn al. publications in the Portland

Area chapter.)

At least one tribe which is proud of ry low reports of attempted

uicide: has an extremely high rate of fatal accidents, Some of these are due

to the difficulty of 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 subjected to serious scrutiny, nor are data being

collected to give a fUll picture of the s t--tions that lead to accident prone
ness and accident fatality.
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There ie sonic suggestion that a high suicide attnpt rate may be a

barometer of internal strife and. frustrations reanhing the unbearable limits

on a reservation (see Pine Ridge in Aberdeen Area). At times there seems to be

a sudden reversal of the pent up hostility from the inward focus that results

in a suicide attempt to an outward projection that results in violence

ttack5 on others -- both ong the Indian populat on and directed against the

non-Indian population.

Related to this is the situation in which the suicidal Individual arranges

a sequence of events in which some one else kills or attempts to kill the victim.

The pro ocation of police or other persons to the point where they become violent

and shoot to kill is not usual, but does occur, and most Area Mental Health

staffs are familiar with it.

These behaviors are not peculiar to the tndian coirnnunIty but in most

other instances the individual involVed are not as well known to any health

pro iding agency. In seeking solutiens to these problems in its service pop-

ulations IHS Mental Health could make contributions to the world at large that

would have ready applications.

RECOMMENDATIONS:

42. Continuance_of maIntain1nsuicdea e and suicide

verrtion pgrama aready estalhisheaIHS Mental Health staffs.

43. Careful scrut accident and violent behavior _o learn to detec

self destructive patterns of violence embedded within what externally appears

to be nion-uicidal behavior patterns.

44. Maintenance of In-se
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B. Issues Internal to IHS aud Mental H alth Program Administration

This next group of issues and recoamendattnns is mainly concerned with

matters relating to internal affairs of IRS and the administration of Mental

Health Programs.

1. Evaluation

The need for adequate program evaluation is a thread which runs through

this entire report.

First and foremost, e aluation should be pared to the needs of programs.

Each of the components of the IHS Mental Health service has a more or less clearly

articulated set of objectives. Ideally, evaluation should involve seif-evaluation.

How closely do actual accomplishments come to Nifilling program ideals?

Self-evaluation may suggest trends in service delivery which are not apparent

a day to day basis;:may stimulate rethinking and reassessment of priorities.

Data of this type are rare indeed but one might cite one example as an illustratIon.

The Clinton Servi e Unit in Oklahoma reports the follo ing figures for age break-

down of their patient popul tion:

Age 1970-71 71-72 72-73 73-74

Less thaa 20 38% 35% 26% 26%
21-40 33% 314% 44% 51%
4o+ 29% 31% 30% 23%

TOTAL Fat ients 55 79 80 78

e of the pat -nt load dur ng a given year are hold-overs from previous

yeara , A.11. this suggesta tbat, as the program at Clinton has m tured, there has

been a shift from a high proportion of service time spent with a younger clientele

tovards an emphasis on a middle-eged population. It seeas that middle.aged people

10



are seen and retained in therapy, is no a ar accumulation of

long-term younger pat -nts. This must raise qu tions Is the explanation that

there are adequate alternate resourcea for the young, do they not require long-

term therapy, or is it that new intakes become closed off a- servte time is

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

in keeping with long-term program objectives7 The Clinton Service Unit experience

Is d- cribed in this detail, simply because it is one of the few exnniplen_ of data

available over time, at least prior to the development of the automated record-

keeping syntem. It does serve to illustrate how such data can generate potentially

useful question

Decentralization is one of the characteristics of the Mental Health Programs.

It has many advantagea which we address elsewhere in the report but also same

problems, one of which is the difficulty in insuring Are -wide, let alone service-

vide standards, for programs. Again, the automated record-keeping system, which

has as a component, the establishment of standards for clinical care has promising

implications. Peer review programs, such as the one being developed in the

Billings Area, also have great potential in this rega d.

Finally, the need for evaluation data in deciding how resources are to be

allocated is obvious. It is inevitable that, given a condition in which resources

are scarce, acco- tability will increadingly become an issue . The need exists

for data which will meet the need for accountability within the Mental Health

Program itself and to a variety of external agencies.

RECOMMENDATION:

45. Now that a certain state of maturity has been reached in its develppment,

the Mental He

The .resent re

-h Prorsma should enga e in con

be seen as a backdro

eded.

d on- i evaluation.

-Lnst which e evalu on olec

h_

automated record-keeping s stem sl.dbe_st _orted.
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2. Importa ce of Area-wide and National Staff Meetings

This isaue is closely related to problems of centralized and decentr

ized administration of Mental Health ServIces within Areas end over the entire

IUS. It is patently inefficient and probably a -e way to 'burn out' good

staff to orpnize an entire Areawvide program around a centralized staff of

experts who make periodic v its in places at great distance. Some varieties of

expertise, especially consultation be carried out in this fashion provided

a regular schedule is maintained. However, the clientele of Mental Health Services

cannot schedule their crises and their psychotic breaks for the third Tuesday

of the month between 10 A.M. and 2 IA. -- and even if they could, there would

hardly be sufficient time to deal with mre than one, If that in the itenerary

of a regular circuit rider.

To be eum in every Area except Aberdeen some form of this type of service

delivery was utilized as an initial entry of Mental Health Programs into the

reservations and the IHS systn. 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, well as the training

and establishment of paraprofessional local staffs was a second phase of growth

and development.

The real need for close communIcation _ ong Area Chiefs and the need for

Area Chiefs and staffs to have contact with more than the bureaucratic aspects

of the headquarters' staff is keenly felt, From time to time in.each Area an

individual has expressed this need in succinct eloquence, and thebe rematka

have been quoted in the Area chapters.; The frustration of the administrative

heads of prog ems has also been cited, an t_ey find the need to be both
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clan d tr ining resource multiplied many times over.

Th re apparent feeling at the top and middle aduinjstratjy levels

of IBS that travel provisions for Area-wide end national Mental Health staff

tings are a luxury, a boondoggle, or a waste of scarce budget Nada, There

is little recognition outside Mental Health staff for the need for ho informal

as well as formal exchange of Ideas, skills, information, and for the advantages

of shared problem solving that can occur if there are regular meetings of Area

Chiefs and of staffs wIthin Areas. Only on the Navajo Reservation have regular

staff training sessions been consi tently held over the years d these meetings

seem to account for much of the high morale and the excellence of progrem d ela-

mant wad service deIlvery in that Areas

Some sense of identity and relationship with IHS and with it8 overall goals

r Mental Health Programs is visibly achieved at national training mee ings, even

though only two have been held, The importanoe of such meetings in counteracting

the isolation and the fragmentation of program development should be much more

carefUlly delineated. With the present large cadre of Indian paraprofessionals,

particular success vas achieved in delegating much of the planning Of such

meetings to the Indian staff members themselves in 1974. The need for communi-

cation and association of professionals with their peers was also not overlooked,

and the resulting three days of shared experiences and stimulatIon gave a real

sense of unity to a staff which is now too large to rely only on info al

ommunications.

108



ItEcOtHENDATIONE:

116. T

A ide staff m s vitt' odes
is matters ad et whi ch atL at

gime, or CivlSer7ce

I+T. Mat AO les an eva 17 other:

be held to include cal 1ee1 a and

tyloe of at 1ea-st Illeart2r41/

ning.ae welL ae

_end vegard,aes

nal ming fee et

t stare t4

ot mental health st
43 . adequate pp be gi

el and be lodged cora o

149 That i

l vele and r) t be allowed

e

ble e T

exohxge of itlean le encouraged

one vayf2.=,....trionom to to acheaonst



-97-

Recruitment, SelectIon, and Retention of Profezstoual Personnel

Psychiatric Hanpaw

?he psychiatric nanpover field requires s ial attention, since

this is one indispensable blement in a total mental health program and one which

often chars terizes the staff to outside agenciee anckother brioches of IHS.

During the period, of the establishment and expansion of IRS Mental Health

Programs there w a resource for the recruitment of psychiatrists provided

by the draft of physicians upon completion of their residency programs. A two

yetr tour of duty with IHS satisfied the military obligation for most physicians,

and also sati fled the personal needs of many who would otherwise have struggled

with issues of conscientious objection to par icipation in the armed conflict

in Viet Ham. Host, although not ell, psychiatrists were drawn from this reeervo

the end of 1973,

There were advantages in securing the most recently trained and enthusiast__

young psychtatrirts by this method, but there were also disaaventages. For one

thing there vas seldcs any opportunity to assess variati_ns in maturity or the

persOnal stability required it ane is to successfully live tn the rural and

isolated locations of cost IHS Service Units tnd Area offi

Am an example- the Billings Area had st least two unfortunate expertèncei

in this connection, one with an Area Chief who was unable to reaolve the dIssonance

between his liberal ideals and cross-cultural realities, and one with a

psychiatrist who withdrew from MR rather than live on a reservation.

Even mature personnel can suffer from culture shock and geographic isolatio-

ns /auks report of Vermor Stillner, Ma., gives a frank descrintion of his first

year in Bethel, ?he scarcity of such material doee not allow selfselection

n
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or help orient new staff, -et one frequently encounters the attitude on the

part -f IRS personnel that this is a forbidden topic. Such a secretive stance
°,4

Is probably self defeating since it not only sets the stage for serious iis-

illusionment, but the new staff member is also cut off from an open and frank

disc- sion of his or ber problems.

Other Disciplines

Secondly the young pychIatrst WAS often place& in charge,

creating tbe _problem of placing heaey administrative and leadership responsibility

upon the shoulders of the least experienced of professional staff. Often the

Social Workers, psychiatric nurees, and in later years the paraprofessionals

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

IHS than the most aenior -toff meMbers in. rank. To some extent begirnino about

1972 this situation was teken into acco--t and Area Chiefs vere wncinteii fr

other disciplines. This permitted the psychiatrist more opportunity to utilize

bis clinical training and consulta ion expertise as well as to develop the needed

experience vithin the system if he chose to become an adminietrator. Other

disciplines are needed for well rounded program development. In general,

Social Work rs ha e seemed :ether plentiful in supply aad to have presented few

recruitment problems. Other profesiional disciplines a e s antily represent-d.

There are a few psychiatric nurses psychologists, seciologists, aed anthro-

pologists, but not in the p oportions one would expect. There has been some

tendency to consider these profeseionals interchangeable, and in so far as they

have clinical trainingsto consider their therapeutic skills equal to those of

psychiatriets, To utilize all disciplines largely in clinical therapeutic work
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rather thani.for?the pwtculaz skills of their discipline and traimi

apparently sound practice. Hovever, it.11 Ufficult to justify a budget for

a well rounded program,if psycholigical test_, social group work and even routine

psychiatric evaluations must frequently be purchased through contract care.

c. Role Responsibilities

Another problem which many professionals face vhen they come to

the reservation is that of role definitimn: For example the role of physician as

it is often learned includes an authoritatiwe and perhaps authoritarian stance.

This cannot work on reservations where much of the information .required fo-

successful fun-tioning is possessed by others.. The reaction to this recognition

may assume the form of (1) discounting tht value of this type of-information

(that's witchcraft and not science, I'm a physician not a pol±tician, and. so

forth). A m cond type of re7 tion 1 s to decide to throw out everything and

become a complete neophyte. The correct stance seems to be a willingness to share

information and decision-making without surrenaerin- the authority which comes

from possessing certain skills and having undergone certain kinds of training.

Perhaps the interaction between the Navajo Singer and Hand Trembler is proto-

type. The Singer does not melte a diagnosis: that's clearly the responsibility

_f the Hand the ot_her hand, the Singer has his own particular

set of skills and experiencee"which eqi.iip Ua tc do what he must and which confer

his uthority on him.

Mental Health professionals need to clarify their roles in the -cultural

setting in ways which permit their specialised training to function while _etaining

the fewer territorial rivalries that are characteristic_of IHS Mental Eealth

Programs at present, The unique contribution of each discipline should have its

place in the overall staffing pattern.

112



-100-

Becruitment Procedures

Hecruitment procednres for all Rental Health staff are presently

oriented to Area 1 vele 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 vith acceptable credentials provided there

are budgeted fUnds available. A/though c_ petitivt applications occasionally

It seem more often than not that a positio is filled by the only appareuti y

qualified applicant, in an effort to increase the avallablemanpower.

Recruitment literature in the.past.bas emulated' the Armed Forces in emphaw

sizing the glanorotis and the exotic elements of IRS service. Dependence on par nal

:outset to fill in details and "vise up" applicants has left :eality testing t- chance.

Sometimes it has placed 1HS staff in conflicts of loyalty. Certainly applicants got-

mixed mesSeges, Same of this is unavoidable. However, recruiting materials that

are more realistically balanced voUld probably pay dividends in selective appeals

nmi reduce ambiguities.

The process of recruitment and selectiontas only now beg-_ to require formal.-

Lzation. The previoum infornal exchanges if information between Area and headquarters

n al Health administrators hare been adequate.in the initial stages. However, with

Om growth of the programs to the present size and maturity there needs to be some

tability and emphasis on selectivity whinh matches persons with tasks and settings.

:t is presumed that as the job market outside IBS tightens, nore and more candidates

Nmr IHS positio _ will be applying an& that more careful choices can be made,

Recruitment of Indians into profeeSio_ai positions is accelerating as a result

ome national and local programa. This is probably not enough for what is

)bviously a long-te- desirable goal. Further attention needs to be paid to ques ons
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like the factors conducive to stimulating Interest __n a particular field,,

,appropriate academic requirements, and so forth. Most importantly ppropriate

role models need to develop within IHS itsekf. Indian professionals within IHS

are thus not only Important because of the kind of experienee they can bring

to their jobs, but also because they provide role models for the future.

Retention of Professional St ff

A stUdy of factors influencing retention and separation of pro-

fesshonal personnel has not been made by MS. The suggestions discussed here,

together with pay incentives special leave from Alaska to return %omen, govern.

meat sponsorasip in securing advanced training outside IHS, and. provision of

government housing and military base priveleges, civil service retirement tene

etc., have all been hypothesized as promoting retention. Icolation, poor facilities

cross cultural stress vel demande$ and family dissat -faction _ e equally

vigorously suggested as reasons for leaving IRS.

These factors need to be ve Med, as well as others identifIed, before

realistic plans for retention of desired wtaff caz be developed.

Meanwhile It can be noted that during this initial period of Mettal Health

Program development about half of the psychiatrists and most of those recruited

frOm Other disciplines have remained on beyond the two year initial tour of duty.

Ihis lends a feeling of some permanence and stability to Mental Health staffing

patterns. However, there seem to be no clear cut career plans for any of these

other discipline , any more than there are clear recruitm nt policies whichjermit

selection among competing candidates.

While at present the challenges of cross cultural work and the security
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of gover_ ent employment seem operative in retaining nearly all non-sycbintr±e

personnel, these factors cannot be left indefinitely to chance. ParticularlY.

more Indian and Alaska iatLve professionals became available, safle serionsT

consideration needs to be given to levels of experience, technical skins required

fOr advancement andmethods of differentially recognising individual expertiae.

In short, a career lattice for professionals becomes essential if the continuity

of program development and general benefits of staff retention are to be maintained.

In establishing this patt-rn some input from tribal and community persons

should be provided as it is at the point of recruiting new s aff. This is a complex

problem since most Indian and Native populations are aware that IHB has a two

year commitment policy, and expects to transfer personnel at about two year intervals,

Menta2 Health Programs, with their interest in local adaptations of service

delivery, have needs counter to this trend, but until personnel committed to lonner

stays have been garnered, it nay be difficult to secure realistic feedback from

local leaders.

Az Mental Health staff do establish continuity and rapport vith articular

tribes they may well experience avareness in which they are more welcome

to participate in tribal activities than vas at first apparent, One professional

reported in an interview that for admini trative reasons he bad to make a decision

to stay or leave after about 18 months on a reservatIon. Only in his final six

months did he realize that tle tribe involved would have liked him to stay but

by then it was too late to change his orders.

This gap in communication between cultures is also noted in several int -vie

where profesaionsl staff reported that tribal people beeome much more oyen after

the cru ial two year period has passed and it becomes clearYthat they Will remain.
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Senior staff in, length of service should make some effort to reduce tbiø gap

and enable both Indian and non.Indian to express their honest feelings $.n time

for decisions to stay or leave to be made appropriately.

RECOMMENDATIONS:

50, That the problem of adjustment to isolated living øttuationg be more
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and might be an especially appropriate task for Mental Health personnel to undertake
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Recruitment, Selection and Advncent of Paraprofessional

Mental Health Personnel

a. Job Descriptions and Career Lattice

As has been indicated in other sections of this report there are

no consistent IHS terminology, job descriptions, nor even a clear career ladder

or lattice development for the paraprofessionals vho make up 5 % of thetotal IBS

Mental Health component To some extent'there-is'avareneles'of this as a problem

to be solved, and some efforts to develop career lattice job descrip-

tions matched with training programs nnd requirements h been develoPed for

discussion. This plan is included in the appendix to this report, but its status

official document is far from clear. Most probably_it should be classified

as a working document withsome efforts t ThOdif y and clarify civil service

procedures being based upon it.

The need for flexibility n matohi job req,uirenients to local needs and

4.

resources has often overshadowed the need of the paraprofessional staff member to

have some clear routes for advancement and thepotentiality of reaching

appropriate level of profe _ional status in the course of long term service

within IHS.

b. TrainIng. Curricula

To some extent this can:he clarified by reviewing the job descr

tions and abstracting the general princil.ea and specialty skills into

a coherent set of training programs. At the present time it does not appear

p actical from the experience of the Desert Willow Training Center staff to

combine on-the-job training in specialties with a broad general Service-vide

P-

training program. Alaska and Billings as well as Navajo have developed training



Models of their own. Oklahoma City utilizes Fort Sam Houston's Program for

training enlisted level specialist techniciens, while Phoenix and Albuquerque

have utilized the Desert Willow Training Cexiter any Areas have found it use

to adopt the Social Work Associate training

-
to arraige cre&it and supplementary courses tbxough local academic institutions.

However, :wane has analysed the overlappi g elements in this wide variety

raining programs. Also unidentified are the unique features developed in'an

of which could be transposed or duplicated elsewhere, 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 but needs to be

done, preferably through an inter-Area and headquarters committee of DES staff

ith outside consultation.

o. Administrative Problems

On the job the problems of paraprofeasionss often re leet the

divisions of opinion about how personnel should, be u lized within IHS as a 'whole.

Through Area and headquarters training, a Mental Health Worker may be skilled

in crisIs InterventIon, and have considerable expertise in delIverIng mental

health services in homes and other places away from the Service Unit, if a

SUD feels that all IHS staff must report to a dek at 7:45 A.M. and stay on

eall in mn office until the working day is over the sane paraprofessional may find

Almost all Areas have attempted

himself or herself working double shifts v bout recognition. Trying to meet the

needs of the tribal communities in the waa in lkich he was trained while also

aVolding a cut in pay for apparently not be ng on duty during normal working

hours" is destructive of morale and lowers eectivenesa . This m tter needs to

be clarified in job definitions and descriptione Solutions to this problem

need to be devised In such a manner as not to entangle adminIstrators in problems
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around fair emnloyment ractices laws, but solut±ons must also enable optimal deploy-

ment of the ri.ch resources provided by having trained and competent mental health per-

sonnel drawn from the local Indian and Native populat

When clearcut job definitions and curricular descriptIons are develpped,

then not only can recruitment and selection proceth*reae.1so be formalized, but

administ-ative policies can beclarified. Retention of personnel will be greater;

In general, natural attrition has weeded out some persons unsuitekto this work,

although it is probable that a fair percentage of those who have quit or been

discharged could have been retained as valued employees if the terms of duty

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 for an Indi ri Pa professional to take a leave of absence and acquire a

graduate degree. However, the disgruntled assocat1ons wtth 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 ere at present all local Indian or Native

people. As residents in a local community they are in touch -ith the strengths

as well as the weaknesses of the population to be nerved in vays.that the non-

Indian profe -ional cannot be. These same clrcionstances, however, make the

paraprofessional subject to stresses as great, although different, es those

affecting transplanted outsiders, Often family and clan relatIonshIps affect

the ability to maintain an objective stance. In visiting one ServIxe Unit,

the contractorhappened to be present when a paraprofessional rtaff member vas

able to ventilate some -f her feelings at attending the funeral of a cousin

wto had been murdered by another cousin. Both familIes were in need of Mental
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Health services and the strain might well have been unbearable if there bad

bean no other IHS Mental Health staff close at hand.

While this may sound melodramati, it is not an isolated event. In another

Area a Mental Health Worker succumbed to the contagton of a suitide epidemic

that was decimating her small community. Si eral men employed as Mental Health

Workers are known to have resorted to alcohol abuse in the face of these demands

on their competence gad personal lives.

5olutins to this problem are worth developing. A sense of membership in

an organization team seems of primary importance._This is facilitated if there

Is mere than one Mental Health Worker in close proximity, especially if they

can work together. Team work involving quickly available professional back up

is also essential if these cooperative arrangements are.to-be-most-effective.

In the Navajo Area a sense of shared team support has been cultivated through

Area-wide training meetings held on a regular _nd frequent schedule. Mental Health

staff tra ning needs are discussed in more detail ea lier in this report. However,

a secondary function of such sessions is the opportunity they provide for the

Mental Health Worker to get away from his or her po_ tion of continuous respon-

albilIty and to permit some relaxation sway from the local spotlight. To consider

these sessions as "luxuries" or as mere excuses to "get a paid vacation" is

pennywise and pound foolish.

Certainly the Mental Halth Worker must be cons dered as a to al human being,

and the stress of the job relieved often enough thit they can continue to function

links betWeen cultures. This requires a concrete budgetary recognition of the

unusual demands placed on this level of staff.
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RECOMMENDATIONS:

58, The completion of work begnimefinng job tas organizing these

o a career lattice

opportunities.

59. The analysis of existing training programs for paraprofe

curricula geared t

plementing-the appropriate

Heal h s and development o

defined. This should provide real

onal Ment_

e bo skills

_s for both personal growth and

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

la size of the cadre of paraprofessionals upon which compunity ment health_ _ _

programs are built,

60. Careful considera ion of the probl paraprofeslional caugh

he crosefte between prote al Mental Health supervisors who do

Service Unit responstbtlities basis1 and Service Unit 0

who are a pting to organize uniform personnel policies.

61. If needed a ruling should be secured fromthe Fair Employment Practices

Board that permits flexible hours for paraprofessionals, In a mner that equalize

their work load without incurring loss o_ coverage at clinica et

without auto_ cally requiring overtime for an activities outside o

business day. This is a delicitte ue oe exploitation

e normal

paraprofeesonala

denying pro--

62. Flanni

neludesa staff

ormee within close1

63, Reco

earned oveDtime should not be permitted.

e mental health of paraprofessional_ at each Belt ce Unit.

pattern which facilItates sh the strains of local

communities and extended famIlies.

ue of periodio Area-wide and national meetIngs

Sources of recreation,and needed'recharging of batteries as well as. fr their

Administrative and educational benefits.
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Turnover of non Mental Health IRS Personnel

As Mental Health staff become stable, long term members of Are

and Service Units, one of the most discouraging epects of the Mental Health

Program development is the continual need to orient and train INS perso: el.

Orientation toward cultural patterns, sources of stress, and peroonality inter-

actions within the context of giving and receiving medical and health services is

of cour e, a legitimate min ion for IHS Mental Health Progr

However, there is within IRS a rhythm of two year tours of duty. Since

Service Unit and Area. Directors like to 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

between the three elements of the local.Indian community, the general IHS staff

and the Mental Health staff- a phenomenon of fruitb- ket upset occurrs. New

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 s lace
F

many of the newly rec tited 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 facilitiesonew colleagues, new climates

and new terrain. Hence a continual selling Job must be conducted inhouse" regarding

the role and function of Mental Realth,services, This consumes energies that many

staff of Mental Health Programs, who are more stable in theIr placements, would

like to direct to community problem solving and their oiin clinical efforts,
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RECOMMENDATIONS:

64- That if such turnt

procedures,

Health staff, the iportance of th coneultn.tlon and

-U1-

en be a contjnued

estab th

they have develo-ed be inc

policies.

65. Dave 0 creative ortfntatlontnole inciudin films

and written materials.

66. l'haterhas_astriedin_somellaimitecl
Mental Health staff be more directed tovard teaching the Indian couinIty vhat

to expect_from and how to make the best use of physicians and other health

ce a ecialists , rather than on retraining IHS 'staff who are transient.

ed Into the folkways o

of

am con

nd it

This involves developing a kind of anthr..oiogy of th orit culture

health ervtees

Howeve- -ght pay excellent d idends in greater ease of delivering services

den involv l . iatroenIc stress -d

vbich may seem thioeateni to IHS staff:at_firet.

and reduce the number of

mental or emotional crises.

67, eome level of IRS Headquarters n this

policy of frequent rotation te examined to see m the forme

quasi-military nature of USPHS. If so the value of modifying this set of policies,

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

Several times tensions have been cited that ari e because the Mental
Health Programs of 1HS have a separately appropriated budget and hence are not

closely controlled by policies net by Area Directors (IHAD). Mental Health staff

sometimea seem to have funding for travel or other items that are viewed as luxuries
by other IHS staff and Branches. This problem 'becomes particularly acute in times
of inflation and shortage, when scarce resources must be stretched Often the IHAD
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 transfer Mental Health funds can rankle.

Tie history of the separate budgeting for IHS Mental Healthprograms is
s -e hat obscure. At least two factors seem to have entered into the decision

to aninIster the programs in this fashion. First, there was a surge of national

interest in Mental Health in the 1960's that began under the leadership of the

Kennedy administration and continued in the culminating development of the

Comprehensive Mental Health Centers Act -which wassbeing funded atabont the same

time as IHS initiated its Mental Health programs. It seemed poli i ally strategic

to capitalize on this movement and its popular interest. Appropriations were

thus sought for the specific purpose of developing mental health programs rather

than being added as new items in _the general ,IHS budget reauests.

Secondly, there vas a feeling o- uneasiness shown in the 1964 AAIA conference

on Indian Mental Health and echoed in many planning levels about the acceptability

of a broadly conceived Mental Health Program to a large percent'age of IHS. Th

possibility eeemed strong that if a mental health program of a strong and Innovative

nat e was to be developed it must be proteted from being raided by unsympathetic
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adoinist ators at a variety of levels of LHS, The separate appropriation for

Mental Health pro ided protection from skeptical and disinterested administrators

and put the power to deploy funds aud design program, directly into the hands of

mental health professional-

The resulting strength of these two interacting trends, and no doubt other

fac ors, resulted in the present kituation in which Mertal Health Programs' funding

is a separate appropriation from IHS general tudget for all other program This

has indeed accomplIshed the flexibility of program development and the establish.

ment of both Area and nati-nal mental health objectives within the system.

However, even this separate appropriation has never been based upon an assess-

ment of realistic need. The same total dollar amounts were at one time alloted to

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

the largest state in the US. In general an estimate of how much could be usefully

spent in the year's time by the staff at handlsreems to have been often utilised as

a budget figure. At no time vas there a chance to estimate-how much might be

needed t .introduceand.s -tain anA.deal Area'program or a national office.

Once programs were established, increases in budget required hearings and

justIficatIon in the same manner as the overall IHS 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 level of detail that might not arIse

as regularly if this program were part of an overall budget planning process. This

provides a public monitoring which has value, but it also places program planning in

jeopardy each year.

Probably even more intrlcLte are the local relationships with the Social Service

Branch which i- funded through the usual kea and overall INS budget. As Mental Healti

Programs funded separately become more,and more integrated with Social Services

activities, and as staff come to be considered somewhat interchangeable,
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jealousies are Inevitable. Apparently small inequities often irritate at the local

Ares or Service Unit level beyond a reasonably tolerable plateau of bureaucratic

frustration. Total program planning is difficult in such circumstances and the

disp- ities l or apparent, can become i sues in power struggles within the

organizatioa.

F7- of these i-sues are pinpointed in this repo-t since budget materIal at

the Area and national leVel was not made available to project staff. Awareness

the tensions is, however,,inevitable after any period of time spent in company

with Area and Service Unit level staffs.

RECOMMENDATIONS:

68. The fUndamental solution is to attain that state of effectiveness whereby

planning for programs can be based upon realistic assessments of needs of the

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

needs, and of the staff and specialties needed to be trained, recruited and

re ned to carry out the optimal program. In no branch o HS has this kind o

, planning been fundamentally available. Some branches in some Areas more closely_ _ _ _

approach_it th others, but all must somehow deal l'ith the problems of stretching

available fuds in ways most ctima1 to meet the most obvious needs wIth whatever

staff can be obtained.

69. Meanwhile clarIfication of the reasons for the separate fUnding of

Mental Health Program- n IRS, and a sharing of the planning functions more

widely within Areas should'a d cons tderably in in understanding and reduc

needless rivalries. If each Area Mental Healtb-Program were to growto the size that

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

'problem co- d'be overcome. Actually the-assumption_that good-_clinicians should
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Ylead_pro ams and then stifli them with administrative detail

-f resources. However hi d- to be -characteristic -n nl

ve solutio

use

IHS but of:Mental.Health_progrmna in eneral.. Cre

roblems need to be sou ht. Preci itate and arbitrarx solutions which reduce,

the flexibilit and remove _autonm: before there is_servicevide_acce tance

of Mental Health Prorsms should,hp_nvoided,
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The Problem of Institutional Racism within IHS and.its Mental Health Program

Institutional raciam is defined generally as a series of policies,

actions 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 baas of being for the good of the racial group they affect.

I113 is generally freer of these attitudes and policies thanlsost4overn

mental institutions establ sbed.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,lipiently present in IHS.

Even men of good will can and do act in a manner which is unconsciously pejorative,

prejudiced or oppressive, especially whenv as in this federal institution there

are inherent assumptions of paternalism in tbe justification of the institution

with which they are identified. Awareness of the oper tion of this tendencY,

more than any other single factor, is the best defense against it from :ithin

the institution of IHS.

Several examples of this phenomenon have been observed both with n IHS as a

whole, and in the Mental Health Programs specifically, One has to do with hiring

and policies and procedures. Indian preference is certainlrappropriate as a con

sideration in hiring new staff. Yet, policies for implementing it are disturbingly

unclear. In general, the desi_ed goal Is that if two applicants who are equally

. qualified are available, the one Who is of Indian descent and identification shall

have preference. However, when qualifications vary between the app.icants, this has

sometimes operated,to place the less qualified person in a preferred position.

Sometimes when more than one applicant is in the pool from which selection is to

be made e Areas there is operative a pro -ion for participation by the local

129



-11T-

Indian ccomm ty usually the Advisory Board to have input into the hiring

process. However, the mechanism for thia is sufficiently unclear, d the qual-.

ifjcatjois for many Mental Health positions so poorly defined, that it is possible

for the result to be a playing of special interests against one another in such

a way that there can be no agreement and that positions remain unfilled.. These

aneuverings are familiar to anyone who has been involved with bureaucracies

and the addi ion of Indian preference to already complex procedures so_ times

seems to elaborate rather than clarify hiring and promotion procedures.

Mobility geographically and up the career ladder is as important as initial

hiring. It appears that there has been within IHS a policy that allowed Indian

preference to operate to fill a p sition locally within an Area. However,

hedge against the chance that this position might be filled by an unqualified

person, the individual so hired was barred from full civil service status in

relation to any other position within INS. In other words, transfers, promotions

involving at increase of responsibility for mo e than the original unit, etc.

were not to be the

rules.

There are indic

mai expectations of individuals hired under Indian preferetee

_MI that this policy ía c anging, or that it may have been

rescinded o ficially. However tts operation was observed during the data gathering

phase of this project. The justification of hi ing someone who can vork with that

particular tribal group because they belong to it- followed by giving highly tech.

nical training, but then ass -ing that the individuals should not be asked'to work

vith another group or in a broadersetting is applied only to Indian personnel,

never to not.Indian perso_ el. Hon-Indian personnel are considered mobi/A geograph-

ically and v rtically acco ding to their ability and skills.
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This becaaea particularly significant as one looka at the long-range career

prospects of the Mental Health paraprofessionals, In every instance these indio

viduals are hired because of their ties with and expertise within a local community

and tribal group. Their function, as a link to the Indian community is extolled as the

justification for the position and as one of its chief values vhen these positions

are created and filled,

However, n-the-job training, formal educational op-ortunities, and experience

often develop qualifications of.the paraprofessional for technical competence beyond
the limited interpretive _rale. They become therapists, psychometrists social
workers and administrators. But they are immobilized by both the local preference
policy described above and the job definitions and attitudes which tie them to ape-

cific localities and specific tribal associations. For some individuals the increases

in pay and seniority in a home location may be sufficient substitutes for long range

career plans, but for others the opportunity for geographic and career mobilit

desired and should become available. Blocks to this mobility should not be ration

ized as for the protection of either the community or the iddividual Indian per o

This type of problem becomes particularly apparent when administrativ respon-

stbility is involved. In one Area a paraprofessional vas left inAhe ambiguous

position of "Acting Director" for more than four years, with the justifications

ranging from the fact that professionals (non-Indian ) would not want to work under

someone of les er professional statussto statements that to expect the actual vork

to be done by the Indian person vould be prr-ature and too difficult, Neither of

these explanations -as justified oved time, and that particular situation -vas recti

fied. However, within the Mental Health Service the situation has repeated itself

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 administrati e direction

has yetto become a viable model that can be replicated.
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Placing American Indiana in profes ional and adminis rative positions

within IHS has proceeded with some vigor, ithin the Mental Health Program

particularly. However, provision for supportive counsel which would enable

these individuals tc negotiate the intricacies of the bureaucracy has not always

accompanied the 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 m- t like themselves, but has failed to recognize

the degree to which racial factors can oper te 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 alleviate some

of the strains and stress involved it this desired tr _sition period of placing

the power to plan, develop and operate programa in the hands of qualified Indian

personnel.

An inversion of this tyTe of racism is found in those who are so afra d 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 i tervention, ranging f:om psychotherapy to consultation have

been prov to be of value provided they are done with sensitivity and mutual

respect for the parties involved. There is no reason to abandon a sense of

appropriate evaluation of individal fitness for positions, or of performance

within a position. Yet often the inverse relationship: results not only in a

sense of frustration end powerlessness 0_ the part of the non-Indian but in the

blocking of honest feedback and performance evaluations of Indian pe _ontel. This

is leafl of an overt policy than an informal one but it can be no less destructive

of positive growth ar programs and of Indian p-

1 2
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practice. Indeed, it may be more vicious in its effects, which ultimately lead

to'dissatisfaction of both races, and sometimes the destruction of what might

otherwise be a good prog am.

In all fairness, it should be stated that prejudice exists on both sides

of the racial boundary. The Indian population is often skeptical of overtures

which seem to offer status and recognition only in return for becoming so like

the non-Indian as to give up those parts of one identity and culture which are

specifically Indian. For these reasons, it is often difficult to develop free

social exch ges, and free discussion of these problems which while shared,

are seen differently by the two groups.

These diffe n _ perience and perception also come into play in

the physical setting of the delivery system itself. Upon arrival at most'elinica

or hospitals, the waiti-g TOOMS are arranged rigidly in rows drinking fountains

and restrooms are -f minimal capacity, lighting is often poor, and receptionists

remote from personal contact with those waiting for service. The provision of

accommodations for relatives, especially small children and mothers, or the

elderly, is often mak shift or non-supportive. Repeatedly efforts to rearr ge

seating or to introduce other humanly adapted arrangements are resisted by

machanical*nd administ ative means, Mental Health facilities are often in

separate "trailers" requiring searching and difficulty in coordinating with

Medical services -t another location. The conclusions drawn are that the facili_y

is designed and operated for the convenience of non-Indian staff rather than for

the consumers who are Indian. It is a subtle but persuasive indication of

relative status &nd often of lack of respect.*

*NOTE: There are exceptions, but the conditions descr bed 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 tou
of duty or frequent transfers at two year intervals, the exceptións of one year may
revert to the norm of the next.
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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 -taff live, and the

fears and the diffidence around participation in Indian activities are complex.

A forme_ Mental Health staff person who took a po 'tion with a tribal group

arked that he and his wife had not realized how closed the IHS was to outsiders

until 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 cast

that they began to realize that the Indian community did accept them, and that

they did not need to leave. The pressures of IHS Imaget needs which force_ .

decisions six months to a year in advance, as well as its policy_ of

constantly shifting personnel, set up real_ba _iers to the culmination of

relationship building which may take three or four year- rather tban one or

two. The justification used for these policies 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 cult -al stress is too great and that therefore

they are needed in order to sta-Cf IHS and provide adequate health 'care. This

involuted form of reasoning is one in which incipient racism din become entrenched.

IHS has made great strIdes in developing competent Indian staff, and is alert

to recruit new Indian st ff, particularly in the chvelopment 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:

70. That_ jzisEsatucifitz f institutional ran be develd,

and plans made to develop sounder_ polisies-when present ones seem insktgRate.

Ti.plat_poimesyEtTnatic effort he made_to 1ntervewilersnsresentl

and formerly a part of IHS to determine th_e_LinL4i I_WIst2i:i_t_IffectriziLthe

decisIons to remain or sever the Imployment relationship,. Fur Mental Health

Programs this as 'particular relevance to the retention of_psychiatrists and

other professional per onnel, and e ecruitmen and selection of new staff._

72. That both geographic and c_ar.seL_mobility

inv

the paraprofessional.

13 That IRS Ment 1 Health Programs continue to move in the direction of

poten ials be made a oS.

Indian Eteference, especia_lly in relation to_

Indian leadership.



-123-

8. Tribal Programs-

In spite of the p oblems already cited, there are many indicators

that they are not insoluble, The many accomplishments of the Mental Health

Programs in their first years are documented in the eight Area program sectitins

of this report. In-keep-kw with the publicly annonnced -goal-of IHS as a whole

to enable Indian people themselves to particIpate in the planningi-administration.

and operation of their own programs it is appropriate to cite the outstanding

tribally operated programs in Mental Health.

White River Apache in Arizona has coordinated tribal O11fl .support with

the Northern Arizona Comprehensive Guidance Center and other sources of suppOrt

including IRS. While not completely tribally controlled this program represents

a significant step toward the creation of a service delivery network.

Bessie, Oklahoma, in the Clinton Serce Unit is a halfway house and

rehabilitation program administered by the Southern Cheyenne and Arapaho tribes.

IHS achieved excellent consultation and supportive relationships with this program.

Similar:positive support from IHS for Indian Alcoholism,programs can be found

in the Billings Area (see Flathead Service Unit) in the Portland Area in the

Chemawa Boarding School project and perhaps in relationships in Alaska with

Native Health Boards,

However, the outstanding examples are the Mental Health components of the

Papago Comprehensive Health Program (Tucson Sub-Are and Warm Springs Tribal

Health Program (Portland Area). Both programs are part of a comprehensIve

health and human services p ogram operated br their respective tribes. Both

comprehensive health programs are integrated with IRS in such a fashion that it

vould not be easy for a naive outside observer to determine that the Mental
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Health component was not staffed entirely _ Mutual respect is eviden
and innovative, creative and adaptive programs have resulted.

Both programs are the result of many years of tribal planning and concerr

which utilized but was not dominated by IHS consultation. Both have distinctive

patterns of organization and administration. Both include many activities seen
as desirable for eommunity mental health and both function in a service network

relationship to both IHS and other community agencies.

RECOMMENDATIONS:

74, Careful ud of the P and Warm S.ri s C.reherisive Health Pro rams
od

Pre/grams.

75 Continued su

ealth In concre e terms of

dad Hp andtr1ba1 oierationof Mental Health

hese and other triball: .lairned ro

i and asainment of staff without at

eajn tradittonsi non-Indian methods of control

76 An in

resources such

rather than bu

easin

o_

n networks o

ealth fee

ionate d endence on IHS alone.

e- local

to

ram
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MUTUAL RESPECT:

THZ ESSENCE OF IHS MENTAL HEALTH PROGRAMS

Ibis detailed list otaccomplishments is iin'oresaive in itself and the list

or recommendations is somewhat formidable. What ii 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 i- t-- elusIve to apecify objectively.

This is the style of administrative organization which,has alloyed full scope to

the creative problem solving capacities of those involved, both of the IHS

. staff and of the Indian communitIes with whom they have been involved, Basically

it might be defined as a mutual respect for the individual uniqueness and a

conscious seeking out of the strengths of all resources available, This attitude

permits different patterns of working relationships and2 locall adapted charac-

teristics to be equally respected so long as they are directed- effectively

toward the same goals of relieving distress,

Operating on these principles, IHS Mental Health Programs :eve developed

a variety of models for service delivery:

1. The development of sttndard ortho-psychiatric teams, and conventional

methods of consultation (See Portland, Alaska-- Billings);

2. The use of Usychologists, social workers and psychiatrIsts almost

interchangeably as psycho-therapists (See Alaska, Navajo, and to some extent

Oklahoma City and Phoenix);

3. The building of a basic f eld program on the generalized experti e of

social workers and paraprofesslonals with contracted psychiatric and other back-

up service (Aberdeen);
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4, The delegation of clinical responsibility at_a professIonal level to

Mental Health Workers (See especially Navajo)- and finally.;

5. An emerging administrative pattern ef top level responsibility given

to Indian Mental Health Workers who have available professional and paraprofe

sional staff as subordinates with expertise (See especially Pine Ridge and Rapid

City in the Aberdeen Area).

This same flexfhility in program development has permitted a wide variety

of relationships to be established with other mental health resources. There

are in at least three different modes for the e relation hips;

Contractual agreements with tribal programs (See Warm Springs in the

Portland Area);

2, Contractual arrangements with Comprehensive Community Mental Health

Centers (See, for example, Northern Arizona COMHC-and Whitt River Apache 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 Healtb See Oklahoma).

has pe- itted the development of compatable working relation h ps with

traditional healers in such a manner that, when qualified in their own cultures

to do so, they can be paid as consultants on the same basis as specialIsts
(See Navajo, Phoenix). It has permitted the experimentation with urban delivery

of servi es (Rapid City; Los Angeles; Oklahoma City; Lawrence, Kansas; and Portland

as well as developing programs within the traditional catchment areas limited to

BIA defined reserVations.

FinRily this mutual respect for individual skills and strengths has resulted

n a high degree of staff commitment.
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This has reflected itself even when professionals separate from IRS service,

since many have remained available as part time consultants after entering private

practice or assuming other positi ns of:responsibility at Universities or in other

mental health systems. OUtstanding among these have been former Area Chiefs of

Mental Health Services James Shore Portland Area; C- 1 Keener, Billings; Joseph

Bloom, Alaska Area; Donald Burnap, Aberdeen. Others have been supportive of

Indian program development and served on Task Forces where their knowledge and

expertise can be widely applied in Indian àroas-cultural settings. Outstanding

examples are Carl Mindello M.D. (American Academcy of Child Psychiatry) and

James Barter, M.D. (American Ps chiatric Association Task Force).

Among the non7psychiatrist personnel who have formally left.IHS after a

tour of duty with the Mental Health programs, a similar trend of continuing Interest

and support las been observed. Examples can be seen in the activities of Rosalee

Howard, Ph.D. , located in Eugene, Oregon, who continues to consult to BIA Schools,

Norbert Mintz, Ph.D., who is publishing and teaching through McLean Hospital in

Belmont, Ma sachussetv and a variety of paraprofessionala who have either left

IHS to work in tribal programs, state programs, or to continue thei_ education

with a hope of returning to IHS as a professional staff member.

One mu t of course, acknowledge that not all the experimental approaches

have been succeosful, and that there has been attrition of personnel due not only

to a self selection process, but on occasion to the Iack of needed structure and

guidance for developing personal skills needed by staff or lack of local support

for individuals in remote locations. Nevertheless, the spirit of innovation

and flexibility, and of respect for a wide variety of contributions to the reduction

of human misery and the t%urturing of human potential is the outstanding character-
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istic of the IHS Mental Health Programs d _ing their first decade.

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

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

training programs b :ed on tested principles and ie carefully ditcriminated

recruitment of personnel will become characteristic. However, the esoential

spirit of mutual respect' which interacts not oar between the Indian cultures

the non-Indian, but also between professional disciplines and administrative

models Is the nurturing essence which, to quote for one last time from the Senate

report "have demonstrated what can be done, and how to plan for the necessary*

future pension."

In essence-the structure of Mental Health Program administration has been

more like, that of a network of service delivery units each linked in a variety

of ways to one another, than it has been a bureaucratic creation. This ttyle

has also fostered the extension of program development to include other agencies;

t ibal, private, state and federalc The essential interdependence of peoples

been recognized at not only the clinical level, but also in the integration

of services and programs within the local context.

A final comprehensive recommendation is that even though the scope of

the programs and the size of the Mental Health 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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APPENDa A

DEFINITION OF TERMS

There are a niaber of terms consistently part of Indian,Health Service usage

which_may need explanation and translation for tho e not familiar with them..

Among these are the following conventions:

Area, c pitalized,alvays refers to the administrative unit having respon.

sibility for service to argeographically defined territory. Area Office, not

further qualified, refers to the headquarters of the Area and the policies of

the Area Director (IHAD) and his assistants Deputies, Program Chiefs 'etc.

Without capitals, are% retains its common usage. Area Chief refers to the Chief

of Mentel Health Programs at the Area level, or occasionally, where so indicated,

to Chief of same other parallel program such as Social,Services, Maternal and

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

IHS.

Service Unit refers to the subdivisions within an Area which are functioning

units. Service Units may be hospital- clinics with only outpatient facilities.

They are usually named for the place, occasionally for the tribe or tribes being

served. The SUD is the Service Unit Director, who is administratively in charge

and Who may or may not be a physician. A Service Unit may be further divided into

Field Health Stations or Centers staffed on a part. or full. ime baIa, and c

sidered as satellites and auxiliaries of the Service Unit,

Contract Facilities,are those facilities particularly in these reports o

men al health resources, which, while not part of the IHS have a formal contract

to provide certain services such as inpatient care, psychological testing, staff

training, etc.
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few- instances a tribem_ have organized its min mental health program

and contract with IHS for cert atonal services, consultations, or use

of f- ilitiee. These'instances will be fairly clear in the text, and,are not

separated at this time from other programs at the Service Unit level.

P'arniltar etandard abbreviations are used such as BIA for Bureau of Indian

Affairs, HS for High School, 0E0 for Office of Economic Opportunity, CAP for

Community Action Program. If there is doubt about clarity, these are identified

and spelled out on first usage and 'abbreviated thereafter in each of the

separately bound sections.

Terminology for paraprofess_onals is not standard throughout IRS. Terms

used inclUde Mental Health Worker Mental Health Tech Ician, Psychology Techni

Social Work As iate, and Social Work Aide. Usage is usilaily consistent within
A

Area, and is reported as it is used in each Area. The measure of equating

status among Areas would mo t probably be the Civil Service Grade and/or a Job

description. This matter will be dealth with la 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. It is included here as Appendix B.
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:APPENDIX B -1310

PflOi'OSAL POR 1INTAL IDIALTH WO1KER POSITION

At the present time tins pro o al contains only the bas. c information
cleveloped by a committee in the Aberdeen Area Indian Health Service.
it is assUmed that it will be --panda and refined many times before it
is subMitted to the Civil Service Commission. In the development of
this series we have assumed that the entry grade for the mental health
verker Wbuld be GS-S and that the Journeyman grade would be a G5-9. It

has been generally felt that this Should be a double graded series and
thus- we have three levels, GS-S, GS-7 and GS-9. We suggest that grades
GS-1I and higher will involve duties that Would net necessarily be a
part of this series, 41X11 as supervision and administrative functions.

libis series is designed to be used for paraprofessionals in mental
health, social service and relatedbehavioral 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 geared for
Tesearch or teaching roles (existing position series, such as pSychology
technician adequately fill this need). 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 descriptien of the degree of
independentlunctioning at that level and there is also a description
of the type Of functions performed within the fo lowing categories:

Inaivioual therapy
2. Group and family therapy
3. Advisor on .cross-cultural factors
4. Utilization of existing resources
S. Working in community groups
6. Working with community leaders
7. Consultation

GRADE GS75_:

nen the mental health worker fi- t enters at this grade he will assum
,minimal responsibility and the supervisor will assign tasks, provide
clirection and review.all work. As the mental health worker acquires
experience and receives inservice training he will assume more independent
4.unctioning in that a supervisor assigns most tasks, provides general
direction and makes regular frequent reviews of performance.

Individual therapy. The mental health worker will begin by developing
a relationship and using natural unstructured responsiveness much as a
friend or relative woulddo. With eNperience and training the worker
will assist the patient in objectively reviewing alternative ways to
approach problems to enable the patient to make better decisions.

Group rind family therapy. At first the mental health worker will lead
a discussion gvoup,to keep the group on the designated topic or common
problem. Later on he will conduct groups focuSed on external problems
in which the !v.iader facilitates arriving at a solution.
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Advisor on cross-eultiral Factors. At first the mental health worker
will provide cultural information to people of siini mr btckgroupd and.
ith training and experience will interpret cu tural informatia to

people of di ffereiit backgrounds.

Utilization of existing re ources. At this level the worker. will
Utilize familiar and readily available resources in providing patient
care.

Working in community groups. Will minimal training and experience the
worker may be expected to represent his agency at community group
meetings. With further experience he will be expected- to bring specific
information to community group meetings.

6. Working with community leciders. The worker wi. ll provide i formation
and work cooperatiVely with community leaders.

Consultation. The
at this grade.

vier iS not expected to provide formal consult tion

G.RADE

At this level the mentril health worker will assume a much greater degree
of independent functioning. The supervisor assigns areas of responsibility
provides overall direction and periodically reviews performance.

1. Individual. therapy. The mental health worker will perform suppo- ive
thernpy a relaticAshi? 21,1

psychologicai 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 us ng a eriSis situatiol to become
psychologically stronger.

2. Group and family therapy. The worker may perform family theraly focused
on a particular problem situation.

Advisor on cross-cultural factors. At this level the worker will
interpret cultural factors which have an imiact on program planning
and operation.

a

4. Utilization of existing resources. At this level the worker will also
be able to search out resources that are not readily available to fit
a patient's needs and with experience will improve and coordinate
resources that can be utilized in patient care.

Working in community groups. At th
expected to give creative input to
task.

level tie worker will also be
community group to solve a specific

At the GS-7 level there are no additional functiens in categories 6 and 7.



--tRADE GS-9: -133

At this lcvcl the mental hoalth.worker assumes considerable independence
in that thc supervisor assigns general areas of responsibility1 provides
direction at the request of the worker and makes occasional reviews of
performance.

1. Individual therapy. The type of therapy performed will not be
substantially diffe ent from the GS-7 level 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 developmentol ond awareness groups sensitivity,
t-group, encounter, etc.) composed of p_ sumably "norma " people
who are not designated as patients.

Advisor on cross-cultural facto:- There are no additional roles in
this category;

4, Utilization of existing resources. The men_al health worker_will also
be expected to utilize and coordinate resources in the planning and
dcvalopment of programs.

Working in community groups. At this level the worker may also be
expected to lead a community group and affect the process of th t
group se that they deal with problems more effectively.

Workiog with comownity Icaders. This n also invuve far.ittating
the leader's solving a specific problem.

7. Consultation - Inducing a change in the functioning of the consultee
in his own area of expertise. At first, the mental health worker
may provide consultation.with one person in the context of a
particular ease or problem. With experience he may provide.consultation
involving a group of people but remaining within the context of a
particular case or problem.

GRAhES G, AND ABOVE:

As Mcnt -ned previously it is assumed that advancement to these grades
will be primarily related to the amount of supervisory and administrative
functions performed. At this level .1:he worker is fully responsible fo
fUnctioning within areas of assignment and supervision is largely
administrative. The worker seeks technical guidance on his own initiati

At grades GS-11 and above the following functions may also be performed
depending on the requirements of the specific job situation.

1. Individual therapy. This may include therapy to facilitate a IfinjOT
change in problem behavier'or thinking.. With considerable training
and experience the worker may conduct therapy to facilitate a major
character or personality change.
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Group and family. therapy.

the wOrker may conduct fail
family structure
to aCfcct major
members through

g g nt. .1 1..4 4114 OV 4 440

With apropriatc_ experience and training
y therapy io affect -a ch,nge in tho

and functi ling and may also conduct group tiler .
changes in problem behavi nnd -thinking of the
group process.

Consultation. The worker may provide consultation with one person
in the context of a program or organization and also may provide
consultation with more than: one-person in the context of a program
or organization.

QUALITICATIONS TOR. THE MENTAL HEALTH WORKEI POSITION SERIES:

The following mcterial was developed at one commit_ e meeting and
considerable revision and additional work will be required.

FOR THE. GS75 _GRADE:

A. The person must have the foll 'n

I. Interest in other people
2. Personal warmth
3. Respect for other
4. Believing that people have the capacity to change
S. Understanding the necessity of confidentiality
6. Capacity to learn
7. Capacity .to reason v'th continuums - avoiding

polarized coneepCs
8. Ability to avoid apply' g ono's personal standards

to other people
9. Ability to be persisteit when appropriate

10. Knowing that trust is e5sential in a relatio
11. Knowing that no two p.ople aro alike
12. Knowledge that a relationship requires aceept_co

The person must have a "minimal" degree of the following
items. It is assumed these will be furt or developed on
the job:

13. Self,confidence
14. Reading ond writing skills
IS. Listening ability
16. Analytic thinking; ability to use a logical thought process
17. Ability to suspend decision-making when appropriate
18. The ability to remember the content and process of an i tervicw
19. Ability to make a decision when necessary
20. Ability to set_Umits on personal emotional involvement
21. An awareness of one's own limitations
22. Self-awarenew understanding one's own p -onallt
23. Ability to asses.s one's own relative position in a group

setting
24. Ability to develop interpersonal relationships

variety of styles
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for MontU Health Workor PoSition S

-135-
25. Capaci t, to understand Olo basic concepts of gon

system theory
26. Knowing thot devel pment of a i-el ationsh:ip follows a

time seqUence
27. Ability to different. ate and diagnose problem situations
28. Understanding how'to treat various types of problems
29. Uowledgo of the specific. relationships of individuals

and groups in a community

FO: THE -7 RADE:

A. The person will need the above items for the CS-S -_rade under
11A, plus the following:

30. noin g there are'timcs when no trcatmcut is best
31. hindcrctanding of the concept that a relation 1

the vehicie.of psYchological change
32. Understanding the concept that the client has,the

major responsibility.

The person will need a "medium" or "mo rate" degree of the
items for t e GS-5 grade under "B" above plus. the following.
All of these will be further developed on the job:

-33 Unders inding that the pattern of past experience affects
the present situation

34. Knowledge of the phenomenon' of transference
35_ Khowing i.hat there are stages in lifa axperietiee
36. A general understanding of group process

THE GS-9 G1

A. The person will need all of the ,items for the GS-7 gragle unde

B. The person will need 'relatively high" degree of proficiency
in the items for the GS-7 grade under "B".

FOR T1 GS-11 GRADE AND ABOVE:

11A11.

When the job at this level involves supervisory or administrative or other
functions tho qualifications, of cour. se, would fit those functiens.. When.
the duties involved more complex functl. ns within the categories described
in this series the qualifiCations proba _y will be a refinement of some of
those listed for t4o GS-9 grade.

Tho.Mental Health Worker Position Sri Committee includes: Jo ce Jo nson,
Cecelia Lee, Francis Montileaux, Ned Byrnes, Al Folz, Paul Kirkham,
Jim Rixner, Bob Riesenberg, Betty G1 cow and Don Burnap.
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Social Services and Me tal Real h

Services Rem2sting SKs en

FUR SE OF THE PROJECT

The goal of the Indian Health Service is to raic the., health status uf
the Anerican Indian and Alaska Lative to the highest possible level.
To support achievement of this goal, it is essotial 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 accomplishrents. Toward that end, the
Social Service and M2ntal Health Programs plan to initiate an automated
information system which will further enhance the effectiveness of
MKS social and mental health services provided for American Indians and
Alaska Vatives. It is the objective of the Social Service and Mental
Health Branches to:

1. deliver coordinated, patient care t_rough, erdiscipli-
nary Social Service and Mental Health programs.

2. identify high risk individuals for preventive programs
through utilization of case registers.

report concise and meaningful information to the
Service Unit, Area and Headquarters.

4. relate feasible and applicable national data to HS
social and mental health services as appronriate and
available.

5. initiate same cost effectiveness mechanisms contributing
to efficient program operation.

assure appropriate utilization of existing rHs Social
Service and Mental Health staffs and conmunity agency
resources.

descrfbe the need for additional services and staff in
quartita ive terms.

This is an initial pr tocol of the proposed automated information system.
The inirt format is a machine readable form which contains a minimum
of inforniation required. As experience is gained in the development of
this cystem and as various MS professional groups initiate efforts
tOward data coordination, there will be changes in the program.

ThiS initial Social Service and Mental Health Automated Reporting
Osten hes been coordinated with appropriate related dis,ciplines and

.servicewide uniform reporting systems. It isconsistent with Lndian
Health Service policy directions.
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DATA COLLE -0 METHOD

General:

Information concerning patient and coniiuntty related activities
is recordnd on Mark Sense forms and submitted monthly to the IHS
Data Center. An Optial Reader is used to transfer data from the
forms to ouneh cards for computer processing oV quarterly and
annual statistical reports. This method of data collectian and
processing has proven successful in several other IHS systems such
as the Dental and Public Health harsing Systems.

Who 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 Retort Form.

When Used.

Each member of the staff will prepare a Social Service and Mental
Health Services Retort Form for:

Each contact with, or on behalf of, a patient for whom serilces
are rendered.

2. Meetings or activities such as wor1 with communities pr oth-
agencies regarding pat ents and/or projects. For Social Service
personnel only, during pilot testing.)

D sposition:

1. Monthly, all service units will alr mail the Comouter Copies
of their Social Service and Mental Health Services Report forms
to the Area Social Serv ce 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 brief
narrative report will be enclosed to alert the Area of projects,
problems, progress and comment- 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 c
Program
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 subnitted in a separate
envelope. Each envelope will contain one Master Mark
Form 15 placed, on top of the Social Service and Mental
Health Services Report Forms used that nonth.

(When packaging for nailing, make adequate provisions for
protecting the completed norm- 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 oefice to the In Data Center by the of the
month, in order that the results nay be tebulated for the
month the activity occurred. The address is:

Data Processing Servi e Center
Indian Health Service
Room 4005
Federal Office Building arid U.S. Co__ house
500 Gold Avenue S.W.
Albuquerque, New Mexieo 87101

Processing at the data center will require approximately two
weeks and reports will be collated-and returned to the Area
officbs at the end of the quarter. The reports by service
unit will be forwarded within five days to the service unit
after receipt in the Area offices.

2. Errors

Any new system is likely to encounter errors in reporting on the
forms. In order to assure accurate reporting, the forms will be
checked for conpleteness ty each service unit senior social worker
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 amissions 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 narked 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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M NTHil MASTER MARK FOR1,_ 15

For Use with Social Service and Mental Health Services Report

CARD CODE

ma...a .

5

AREA. ...s=

=9r.

=n.

SERVICE UNIT =0= =L.= :=E:=

7,,,=.

:.-E,.=

=4=
=L=

=1;= === w4= =6=
7-..-= -. 1.--47.= - -

=9=

.

EMPLOYEE STATUS === 1115 --,---. on- IA -

RO OC
.
'a ervicc 4ent1 -117a711

POSIT' . COD c.

==. =
=,-.

= = .6= =
=5= nti= ==

CALENDAR
MONTH --- =-..==

.

- -

=Am

CALENDAR
YEAR 197_- =%.= _

TORMS SUBMITTED BY:

lgSTRUCTIONS

1. Mark with number 2 pencil only.

Black in completely within dotted lines.
(An example of a good mark is shown for CARD CODE above.

Write numbers in blocks / / as well as marking.---
(As shown for CARD CODE above)

4. Erase completely any marks to be changed A poor
erasure will be picked up, causing fcr to be re ected)

Do not make any mark beyond the right hand vertical line.

liace 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 -:ded

a separate envelope for processing4

A new Master Hark Form 15 mast be filled out whenever
of the Master Mark informatiln changes.

9. Instructions 1, 2, 3, 4 and 5 apply equallyrto the
Daily Service Report foris.
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SOCIAL SERVICE AND MENTAL HEALTH REPORT

RECORD COPY

1. PROJECT NUMBER

:tt; :=1:: :a:: :2.:: ::4:: :4- -*- n: :Itt: °-TIP

2. PATIENT IDENTIFICATION

ss# KARI( ALL NINE LINES
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: z :A:: ::: :3:: :Az: :3:: :A::
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: _- ::1:: ::- . -: ::4:: :Z-..: = 6:: ;;T:: :ze: =It:- - _:fr: ;:iz: :az= :Zz: :4:: :Zz': :41:: ;:rz: :az: :1::
:fr: :1:: ::2:: :: ::4:: ::6!: T 1 ::T:: :A:: :'..)::

:A:: :A--= : -: :A:: :fr: :At:: ::1:: : -: :1::
:fr: :=E:z :2:: :: :=4:: :Z:: :-_0== :j.:: : -: :4::
:fr: :A:: ;a::: :3:: :A:: :Z:: :A:: :=T:: :21:: :V=2..,-
:rt: ::: :72:; :3:: ::4:: :Az: :A:: :A:: :AL: :IX:----------

3. COMMUNITY OF RESIDENCE OR PROJECT LOCATION
:.*:: :=1:: ::Z= :- : ::11:: HUNG :A:: :A:: :A:: :73:: :3)::
7 ::I:: 2:: : : :=4: TENS :;5:: :*: :a:: : -: -41:-

:tt: :A:: :-::. : : ::AL: UNITS :Z-- -aLt' -r- -a-
tt. AGE ,

-.., UNDER 2$ DAYS SB - 36A DAYS

IF ONE YEAR OR OLDER, INDICATE AGE IN YEARS

:6t: :1:: ::: .:3:; :A:: TENS ::: :33:: ::7:= : -: TZt:

:gc.: 7.4z: :2:: =-: :4:: UNITS ;Z.:: 732Z: ::T:= :.W. = :

5. SEX (MARK N

MALE --, FEMALE

6. CONTACT CATEGORY (MARK ONE)

INITIAL NON CONTACT
CONTACT RE.CONTACT .aZ-__

(REGISTER UPDATE)

7. CONTACT CLASSIFICATION (MARK ONE)

::::: INS INPATIENT .z::: CONTRACT INPATIENT ::::: FIELD

MS OUTPATIENT ;z:,. CONTRACT OUTPATIENT .:=:: OTHER

8. CASE REGISTER

.1t. ,-,E. : ..; u*z: :- -: :Z.:: :Itt: :4:: z3z: :::
----. DELETE FROM REGISTER

I ZOFAMENTS

9. DIAGNOS S ICDA CODE (FOR DESIGNATED CONSULTANTS ONLY)

. : ::I:- :/:: :4:: ::4;: HUND. :=5:: -II:: TTT:: :4t: 7.4r:

:3:t: ::t:: :11: :*:: :14;7 TENS :-5:: :41: ::r: :D;r: !It:
: : ::1:: :a;: :*: L-T4.:: UNITS r.*:: :6,:: ::r: zvr:

DECIMAL ::&-: .7.1):: ::7::: :NS:: : T

10. PRIMARY PROBLEM CODE

: : ..,,E, ::: :4,= ,4:: TENS : -: :6:: ::it:
:Cr: ::i:: :2:: :3: :A:: UNITS ;: ;; ;;T::

TATI=
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11. SECONDARY PROBLEM CODE

:cc: ::t:: :/:: :3: :14:: TENT :3:: :15:: ::77:

:ite: :A:: :/:: :3:: ::4,-: UNITS :15:: :A:: :7`::

:11::

:*:
:IX:

:It:
12. PRIMARY PURPOSE OF CONTACT (MARK ONE)

COMMUNITY DEVELOPMENT

INDIVIDUAL THERAPY ,:::- CONSULTATION

FAMILY THERAPY z:::: COOPERATIVE EFFORT

GROUP THERAPY -:-.1: EDUCATION

PSYCH TESTING ::::: GRANTSMANTHIP

PREVENTION

-.._ REFERRAL

SURVEYS/RESEARCH

OTHER

3. PRIMARY ASSISTING RESOURCE (MARK ONE)

CONTRACT RESOURCE --- IHS
HEALTH DEPARTMENT ---- DIA

NATIVE PRACTITIONER ::::: TITLE ID

::;:: PRIVATE INSURANCE TITLE IN
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.
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01 Abor lion co,ilhi

02 Adoption

03 Adult.child relationships

04 Aka& mitiLltie

05 Alcohol misuse In family

06 Anxiety

07 Arrested currently jailed
08 Arrest record

09 Battered child

10 Bed welting

I Broken family (separation/diverce)

12 Child abandonment

13 Child neglect/abuse

14 Commitment 10 institution

15 Confused -- disoriented

16 Cultural conflict

17 Day care

18 Death in the family

19 Delusions (false belie

20 Depressed

2) Drug misuse

22 Drug misuse in family

23 Educational skills inadequate

24 Employment 7 part time/seasonal

25 Employment problem on job
26 Family planning

27 Financial assistonce

2E1 Financial needs

29 Foster home

30 Oriel reaction

31 Hallucinations

32 Health, home moker needs

33 Housing

34 Hyperactivity (childhood)

Isolation physical or social

36 Juvenile delinquency

37 Looming difficulty

38 target needs

39 Merkel visits -- multiple
40 Marital conflict

COMMENTS:

essi-7i5-2 IPAGS 2) (SAM
1277

PROBLEM CODES 141
41 Mental illness in family

42 Mental retardation suspected

43 Nursing home

44 Nutrition

45 Peer or sib ing conflict

46 Physical complaint (no disuae ldoritifloii)

47 Physical disobility rehubilltotioii
PhyMcal illiiess acute

49 Physical illness chronic

50 Pregnancy --- unwanied

51 Probasion and parole

52 School ago parent

53 School behavior problem

54 School dropout

55 Sexual problom

56 Suicide attempt

57 Suicide attempt ( amily member)

uicide thoughts

59 Suicide (family member)

60 Third par ty claims

61 Transportation

62 Truancy

63 Underemployment

64 Unemployment

65 Violent behavior

66 Vocational services

67 Other

General

66 Administrative

69 Inter-agency problems

70 Intro,agancy problems

71 Jurisdictional carnplesities legal

72 Lock of health service continuity

73 Lack of social and health resources

74 Lack of special education resources

75 Olf.reservolian problems

76 Orientation

77 Progrom planning

76 Public relations

156

79 it ect uution

80 Resource developmer

01 Ti aiiiig

02 IJI bon community ploblerns

03 Otlmr

nd utilization

1CDA Codes for

Medical or Psychiatric Diagnoses

( To be used by Consultants only)

290 Senile and presende dementia

291 Mcoholic psychosis

292 Psychosis ossocioted with Intracranial

infection

293 Psyrfiissis assorieied with other

cerebral condition

294 Psychosis associated with other

physical conditions
295 Schizophrenia

Af lucky. psychoses

297 Poronoid states

Other psychoses

799 Unspecified psychosis

300 Neuroses

301 Personality disorders

302 Sexual deviation

303 Alcoholism

304 Drug dependence

305 Physical disorders of presumably

psychogenic origin

306 Special symptoms not elsewhere

classified

307 Transient situational disturbances

308 Behavior disorders of childhood

309 Mental disorders not specified as

psychotic associated with physical

conditions

319 Borderline mental ret rda n

31 I Mild mental retardation

312 Moderate mental retardation

Severe mental retardation

314 Profound mentol retardation
3
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INSTRUCTIONS FOR COMPLETING SOCIAL SERVICE D MENTAL HEALTH SERVICES REPORT FOrtfl

A. General Information

The proposed Social Service and Mental Health Services Report Form
two-part, carbonless form bound on the left side with printing on
both sides to facilitate the following multiple uses:

Part I:

Computer Copy (Fron

a

- Provide mark sense information for automatic
data processing while maintaining confidentiality
of patient information.

Computer Copy (Back) - Blank

Part II:

Record Copy ront) 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.

rd Copy (Back) - To provide for continuation of notes and for
printing of the problem code list.

After completion of each patient 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 ccntact 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.

Marking Instructions

1. Mark with number 2 pencil

2. Black in completely within

Erase completely and marks
be picked up, causing form

4. Do not make any

Do not stap

only.

dotted lines.

to be changed. tA. poor erasure will
to be rejected.)

-k beyond the right hand ver

or fold

157

ical line.



C. Comiuter Ccrny of t e Form

1. Requ red Data on A11 Forms (except N n-Contac Forms - see Box 6
under Specific Instructions)

Box 3 - Community of Residence
Box 6 - Contact Category
Box 7 - Contact Classirication
Box 10 - Brimary Problem Code
Box 12 - Primary Purpose of Cont
Box 13 - Primary Assisting Resources

2. Required Data on Patient Contact Fo In addition to the above
data, the following information is r quired :or all patient
contacts:

Box 2 Patient Identifica on
Box 4 - Age

Box 5 Sex

. Required Data on Project Other Forms - In addition to the data
required on all forms, Box 1 - Project Number is required for all
project or other contacts.

SPecific Instructi ns for Each Box

Box 1. Project Number - Mark Only One

Mark this box to indicate contact., for project and other
activities. A "project" will be given a number from
0 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. A summary of
the project and its results may be put in the monthly
narrative report.

For activ ties such meetings, case conferences, etc.
mark Other in Box 1



Box 2 - Pa

-144-

dentificatlon

In accord with IHS policy, Social Service and ,cntal
Health Branches will use Social Security numbers
whenever possible. In cases where no Social Security
number is available or where the facility has not yet
developed mechanisms for supplying Social Security
numbers, 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 CO4 obtain a Social Security
number or have Health Records assign a number.

When "patient" is recorded by use of the $ocal Security
Number, one mark must be made in each of the 9 lines
provided in Box 2 of the form, When "Patient" is recorded
by use of the Health Record number, one rark 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 Co7uhity of Residence pr ProJect

Mark community code numbers according to the 1HS Standa d
Code Book (Section V). All 3 lines of Community of
Residence or Project must be rarked on all forms.
Unspecified or unknown community codes should be coded
"999" as described in the IES Standard Code nook
(Section V-A, page 2). Patients from outside of the
worker's Area should be coded as 998 unless that patie
community is part of the worker's routine service
population, in which case the appropriate community
code fram the Standard Code Book should be used. In this
instance, however, the code number and not the narrative
will be printed on thp computer reports.

Box 4 Age

For patients only; mark as indicated on foi. If age i_
Unknown, make best possible estimate.

Box Sex - Mark Only One

For patients. only; mark az indicated on form.



Box 6 Contect..Ca_tp,vry - Mark Only One

First Contact - Mark if this is the first tine the
worker nas seen the patient or the first contact
initiating a project or other activity.

Recontact - Mark if a written record exists and a
contact for the patient, project or other has been
made previously.

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 Nark Only One

Mark to indicate the classification of the cur ent contact.
Classification of contact is to be marked on all forms.

IllS n - Patient or projec.t in IHS Hospital.

2. .IHS Outpat ,nt - Patient or p oject in IHS Hospital
Ourpatient llepartment, Health Center or Health Station.

Fac - Patient or project in Contract
ervices facility or service.

Field - Patient or project in home, tribal office or
other agency.

Box 8 Case Rec-ister - Mark Only One - Optional

Case registers may be used 4$ a working tool by service unit
and/or Area staff. These case registers can provide a
systematic method for:

1. Identifying and reporting popu ation at risk re.-ative
to a problem or characteristic.

24 Providing preventive treatment.

Coordinating, utilizing and evaluating use of other
local* state and federaL resources.

Examples of reg_ite- are: alcohol misuse, suicide attempt,
and services to the aged,

160
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Each service .unit an4 Area will deci e together which
registers are to be maintained. The register will then
be identified by number according to the following
guidelines:

Code Numbers 0 - 2 are for Servi 'de registers
Code Numbers 3 - 6 are for Area-wide regis ers
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 wilt be cummulative and only sienificant information
which will be worked with for at least three years should be
considered kor a resister. If there is no eontact reported in
three cale dar years, the computer will, delete the patient from
the register to assure updated registers. If service 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 rezister, 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 - Dia nosis - ICDA Code (For Desi

B3ox 10

C nsu 1 tants _9111/)!:_22.!i921.11

This box is to be used only by mental health or social service
consultants when a definitive psychiatric diagnosis is made
by, or known to, the consultant. Nark according to the four-
digit diagnostic codes inthe ICDA Code Book (8th 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 bottom line (marked decimal) blank.

. Primer rabies Code

This box must be marked on all forms. Use the two-digit code
from the list printed on the back of the form (mark both lines
for all codes). If problems were multiple, indicate the problem
which was primarily discussed. If several problems were
discussed of equal importance, the problem is the one the worker
is attempting to resolve first.

161
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Exa p An Indian family consisting of parents and six
children, dependent on BLA financial assistance, were
referred to an IHS social worer following an automobile
accident in which he father sustained head injuries. Problems
in the family wer : marital conflict; alcoholism of father
and two older boys who are dropouts; unmarr ad, pregnant,
15 year old dauc-hte and repeate. ositaLiza tion of the
two youngest ch.ldren. Marital conflict wa,_ the primary
problem, since family unity was the desire of all family
members.

Seeortdarv elai Problem Code

This block is otionaL 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 the related secondary problem
may be "alcohol misuse." Use the two-digit code from the
list printed on the back of the form.

B x 12. Primary Purpose of_Cantact - Mark only one

This box must be marked on all forms to indicate the worker's
primary effort during any one contact.

1. Indiy.L12±1_Ils122x - encompasses psycho-therapy, casework,
behavior modification, support, insight therapy,
clarification, information giving, etc. with an individual
patient.

Family Therapy - includes contact with more than one
family member to improve social functioning. Family
therapy includes conjoint family therapy.

Group Ther
who may be he
planned group
common problem a
alternative soly
resolve it.

ludes groups of selected individuals
to obtain a definite objective through
raction. Example: jndividuels with a

helped to understand the problem,
ons and their ability to cope with or

12E112.1.9.3ica1_ Testing
which may be done,

includes any psychological testing

5. Community Development - is work planned toward improving
the quality of life 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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C ultation p sents contacts with co lorkers,
consumer croups, agencies, community collateral contacts
family, school, or court to insure coordination,
operation and effective u e of services. Consult tion

be for anAndividual or program.

ive Effort - a j 'nt approach to planning
solving with consumer groups, IHS staff or

county, state or local agencies in attacking 4 health
cial problem. Meetings would be listed here.

n - participation in education for dividuals or
cunsumer groups, general community .;.,roups, CHrest
=unity health aids. Staff development activities will

be -pOrted under the narrative. Example: educational
tivities or training of social work students, associates,

or mental health workers.

9. claatE0Autit providing groups with kno led e or grant
resoutces, expertise in developing and writing programs
that need funding through grant resources and work with
ibal groups toward full utilization of these resources
meet community needs.

10. on - preventive intervention is anticipatory patient
I work to prevent disorganization or problems.
.ple: participation in Boy Scout or,youth movement

ps or support of off-reservation drug misuse programs
prevent problem spread to adjoining reservation.

Represents contacts for all services appropriately
o a community agency or IHS services which is the

a Sisting resource or because no IHS resource are
e. The referral resource may be utilized con2i intly
services.

,12. §4=442.e_laEs_12 - Represents the work involved in evaluating
the needs of a community or patients, the effectiveness of
services according to the consumer and outcome, formulating
=unity diagnosis or special studies.

A

Any ?ctivity which does not fit in any of he above
es.

ResourcP- rk only one

mark on alL forms to indicate the primary resource co tacted.
Examp1e regarding a project, if the BIA is the key resource
in the e fective completion of a project, then mark BIA, even
though a multiple agency meetirv, was attended and held in
the ttbaL fftce
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Contact Resources - Refers to all facilites with
contracts with Indian Health Service; includes hospita
nursing homes, pharmacies, professionals, morticians, etc.

Heal,th_Department - Includes all state and county"health
services. For example: MCH, mental henith, chronic
disease, vital statistics, public health nursing, Ltc

Indian and Alaskajlative _Treatment - Utilization of Shaman,
niedicine men, -Indian hea ing ceremonies, etc.

Private Insurance - Utilization of any private ins ce
or resource for health care.

Sec v - Includes all Social Security
except Ti III, iedicare, i.e., Social Security benefits,
Social Security numbers.

6. State and County - Includes all state and county res
7_

but excludes Health Department and aelfare services,
i.e., legal assistance, marriage, divorce, jail, sher ff, etc.

$,tate Institetion - Mental hospitals, special schools for
the deaf, blind, or mentally retarded are included amnng
these agencies.

Tribal Or7aniza ion - Includes tribal governments,
and order, trib 1 social service CUR's, housing, !

9. Veterans Administration - includes all hospitalization,
rehabilitation, utpatient or domiciliary care serviCes
assistance with adjudication problems, etc.

10. Vocational Rehabi ion - All resource r vocata1 .

evaluation ain ng and physical restoration.
\

YA1.14T/Private - Includes all private health and welfare
agencies contacted, i.e., Red Cross) T.B. Associati.
-Cancer, Kidney Foundation.

U. Welfare Department - Refers to all other than Title
services, i.e., child welfare, financial, homemaker, '=0 4

stamp services, counselling, etc.

IHS - All IHS resources such as eferral to IHS honli
or facilities, environmental health or IHS programs 0.
disciplines, including LEO staff.

14. BIA - Includes all KA programs such ,as S cial Service
Employment Assistance, Law and Order, etc

15. Title 18 - Includes only medical care under Title 1 and
efforts toward facilitating Indian people signing up for
Medicare.

1 6
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16. Titla 19 Refe-i to Medical Assistance P-o- am used
instead of IHS conta

17. Grants - Includes all federal, sti e, and private grants
available to Indians such as Hill-Burton, Emergenv
Emp:oyment, Ford Foundati etc.

180 Rousine All age_cies assisting in housing for individuals
familiea, communities and tribes.

19. 0E0 - Refers to all Office of Economic Opportuni y progr
such as: alcohol, emergency food and assistance, work
experience programs, etc.

20. Education - Includes public, DIA, boardLng schools,
vocational training and speiaL education situation grade
1 through university.

21. ,Implpyment - Represents agencies helping individuals
resolve problems related to employment, state
employment agenc es.

22. lione No assisting agency i .u_-d or needed in the contac

230 0ther - All others which a e not included in the above lie

D

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.

Comments including patient complaint problem nar a -e, treatment
regimen, etc. should be filled out utilizing the Problem Orien ed
Record (POR) concept as recommended by IHS. C mments may be
continued in the space provided on the back of the Record Copy.

Rev sit Date and _?urpose is self-explanatory

Referral 7cr and Furnose maybe used for record purposes only or may be
used to produce a refeiral document. If the information contained
in the Commenta section plus brief instructions in the Purpose of
Referral Section is sufficient information for the person who is tip
receive the referral, then the Record Copy may be xeroxed and sent
aa the referraL document without filling out the IHS Referral Form.
Of CoUrSep in instances,where a detailed case history Or iengthy
instructions are neoesseryt the standard IHS Referral Form should
be used.

Pttlent Name

Date of Contact

Pxovider of Services_

Sel -explanatory

16
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POSITPON. C01)

01 10 Secial Wo -er

11 30 Social dorker Associate
Includes: Socia

Socia
Socia

31 - 35 Sociologist

36 - 40 Psychia rist

41 - 45 Psychologist

46 - 50 Clinical Anthropologist

51 - 60 Mental= Health Nurse

61 - 80 Rental Health Worker

81 - 90 Alcohol Counselor

91 - 99 Other

Work R&'resentzitive
Work Assistant
Work Aide

Specific code numbers for each participating worker should_be assigned
by Area Nental Health and Social Services Branches within the above
coding structure. Codes should be unique at the service unit level
only, not Area-wide.



ROUTINE_REPO

Title

0 1 atLent an Project Contacts by Problem Ca cgory

a 2 Patient end PrZict Contacts by Community and Population

0 3 Patient and Project Contacts by Personnel Position Code

4 Patient and Project Contacts by Primary Assisting Resource

0 5 Patient and Project Contacts by Purpose of Contact and
Contact Clasificatiort

0 6 Fivo Le ding Problems by Community

0 7 Patients Seen by Age and Problem Category

8 Patients Seen by Age and Residence

9 Potient Utilization

0 10 Case Register U I

Number of Patients and Patient contacts
by ICV. Diagnoses



OUTPUT NOTE

Report I 1 w 5. The number of patients (diUcrent individuals) appearing in
the column "Social end Mental Health Services Combined"
will not necessarily be the sum of patients appearing in the
"Social SerVices" column mad in the "Mental Health" column.
If the sape person is $40n by a Social Worker and a Mental
Health Worker, he will be counted in the "Social Services"
column and in the "Mental Health" column, Out will be

-counted only once in the "Social and Hental Health Services
Combined" column. Naturally, this is true at the Service
Unit level only and when Social Services and Mental Health
personnel are using the sane patient numbering systen.

Similarly, vertical addition of patients by Problem Category
(Report it 1), Position Code (Report a 3), etc. may not
correspond to the figure in the Total line at the bottom of
the report. If A person has been secn for several problems
or by more than one health worker, he will bu rounted as.
a patient for each problem or for each worker, but will be
counted only once in the Total line at the buttOm of the

report.

1 '9



Problem Category

- Abortion Conflict

Adoption

Alcohol Misuse

Anxiety

)

)

)

)

)

)

)

(Appropriate List)

)

) Report t I . The "Protlem Category' list on the

.left side of this report will show only

)
those problems dealt with during the

period of the report - not the ettlte

list of 83 problems.

REPORT I 1- PATIENT AND PROJECT CON/ACTS IT PROBLEM CATEGORY

Reporting Period

1AL i MENTAL HEALTH SERVICES CHIDED

No. of No, of No, of

Patient Project Other

Contacts Contacts Aothities

No. of

Patients
No. of

Maas

tAt tRnas HiltTAL HEALTH

No. of , of No, ,of No. of No, of N

?a tient Project Other No, of Patient Project Other

Contacts Contacts 'Activiti 3 Patients Contacts Contacts ActivitreS

WITERLY FOR SU; MAI AND HEADQUARTERS

TOTAL

170
171



AREa

SERVICE UNIT -

Consuni ty and

Hirdrods (100)

Hawley Lake(200)

Hayden

Heber

Hickiwan

Higley

Hill top

.1101brook

, Hollywood

)

)

)

(Approprie Lia t)

)

)

)

)

)

)

(420)

(500)

(N)

(415)

(625)

(118)

(367)

TOTAL

WORT I . PORT AND PROJECT CONTACTS Dy CONNAITY ANn POPRATIUN

Reporting Period .

:IAL_ & MENTAL HEALTH SERVICES COMBINED..

NO0 f 11ooC Ni.if

No. of Patient Project Other

Patients Con4cta. Contacts 'Activitjei

SOCIAL SERVICES

of No. of No.lf

No. tf Patient Project Other

Patients Contacts Contacts Activities

MENTAL HEALTH

NO. of

No. of Patient

Patients Contact;

QUARTIIILY 1011 -11; AlEA) AlallEADQVAIgEaS

No. of

Project

Conta:ts

Report 2 . The "Community" list will appur on the

Service Unit report only and will include

only thooe communities dealt with dnrit;

the period of rhe report. On the Ares

.report, Service Units will appear in the

, left telumn. On the Headquarters report.

Areas will appear in the left column,



AREA

SERVICE UNIT

Positioo Code

01

02

04

Social Worker Total

11

12

15

Psych. Total

21

23

24

Mental Health

Worker Total

)

)

)

)

(Appropriate List)

)

)

)

)

)

REPORT II, PATIENT AND PROJECT COrACTS EY PERSONNEL POSITION CODE

Reporting Period -

S1AL t NERTAL REAM SERVICES CONIINEO

No. Of No. of No. 0 ,' No. Of NO, Of NO. of

No: of Patient Project Other No. of Patient Project Other

Patients Contacts Contacts 'Activities ,Fitin Contacts Contacts 'ActivitieS

TOTAL

174

SOCIAL SERVICES ,

1.m.FrAdi £.,,cTff.2,14a.m,1

MENTAL HEALTH

NO, of NO, of No, of

No, of Patient Project Other

Patients Contacts Contocts Activit:lq

QUARTERLY OR EU0 MAI AND HEADQUARTERS

Report # 3 . The left chlemn on the Area report will

.consist of discipline to.J1s (not individual

workers) for etch Service Unit, The Ards

total at the bottom will also be broken down

by discipline. On the Headquarters report,

the laft column will contain discipline totals

fOr etch Area, The Headquarters total at

the bottom will also be bthken down by

discipline.

1 7 5



AREA

SFRVICE

MORT 14. WC AND PROJECT CONTACTS BY PRIMARY ASSISTING RESOURCE

Reporting Period .

& Hoag Kam soma mon SOCIAL DUCES HERAL NEA110

Primary No. of No. of No. ef No. of No. of No. of No. of NO, of Nu. of

Assisting NO. of Patient ProjeCt Other No, of Patient Project Other Nn, of Patient Project Other

Resource atrU Contacts Contacts 'Activities patients Contacts Contacts 'Activitioe Patients Contacta Contacts ActiviCo

Contract Resource

Health Department

NAtive PrActitioner

Private InEurance

Social Security

StAteeCounty

Stete Institution

Tribal Orm

%tonna Albin;

Vz Rehab,

Voluntary-Private

Welfere Dept;

INS

NIh

title 18

Title ii
Crants

Housing

0E0

Edutatioo

Employment

None

Other

TOTAL

76

QUARTERLY FOR Up. AREA. AND HEADQUARTERS

177



REBORT 0 5 PATIENT AO PROJECT CONTACTS BY PURPOSE OF CoNTACT AND COKACT clASEIKCATIDE

Roporting Foriod

ARCA .

SMICE UNIT .

.SOCIAL A I?AL HEALTH SERVICES COMINEO SOCIAL SERVICES EENTAL HEALTH

No. of No. of .N0. of No, of No, NO, Of No, of 'No.

--

Purpose No. of Potiont No. of Projoet Other NO, of PotIont ,19. Of Projact Olbor No. of Mint No. of Projoet Othpc

Patient$ Contaet! Pro,acts Contact! AotIvitial Pationta Contact! Pt!jecta Cullom Aotivitito Patient! COntaCta Prottl Cuntacis Acta/. :in
Contset

mdlv tetapy

Fanily Therapy

GMT ThotapY

Paych, !eating

Comm, Dovolopnont

Consultation

Cooperldvi Effort

Fdorotion

Crantwauship

Irovenilon

Rufml

4tvevaideseimr;

Other

TOTAL

Contact

ElasalfIcatinn

Inpoliont '

Outyatiorit

Comet Facility

fitd
too

TOTAL

7 8

QUARTERLY FoR Di AREA, OD HEADQUARTERS

79



AAtA

%NICE UNIT .

Commit-itul

REPORT

Problem Ho, of

0 1 ?Woks

1 6 - F1V LEAK% PROBLEM BY CONKUNITY

Repot*: ?triad .

Problem No. of Problem

0 2 Patittts :1 3

Nutrition 11 Orog Ili,

A1tohn1 Nis, 20 Atrition

Truotty 31 Nutrition

*mid ll krosts

No, of

poiloots

Problim

1 4

No; of

Pstients

Problem

1 5

Horsing

Has

(3 Ptobless

wiihi)

Amite

(3 trdisms

Mthi)

H. of

Wisnts,...

6

21

i

14

to

T

4tilr6044

ks'lloy 1,44

1Ay4s0

(105)

(20O)

(420)

(500)

.
batty 26

Pooling 54

Day tiro 40

Alcohol His. 31

14

:0

33

4

HoutIng

Anxisty

holing

Troicial

12

6

21

1

OARTERLY FOR SU, AM, ANO HEACQUARTIRS

Report i Tho "Community" llit vill &ppm on tht

Roulet Unit teport only ind gill include

only thoso tomititl dolt Vith king

the period Of the upon, On thi Atte

ttportiServist 0614 will oppoir in the

loft tolomn. pn tho Hoidgoortire report,

AftOC uill opoor in rho loft column,

180
181



AREA

SERviCE UNIT

Ptoblem

Abottion Conflict

Adcotion

Aleohol Misuse

Anxiety

)

)

)

)

)

)

)

(Appropritte List)

)

)

)

)

TOTAL

182

Rata i 1 - eatoT5 JUN BY ACE Ali) PROBLEM CATEGORY

Leilork Pciod

Total Under 28 - 364

jyPflti9" 15 - 23 . 24 25 . 34 35 . 44 45 . 54 55 - 64 65 Unspetitled

NNUALL1 FUll 5U, AREA, AtID ITADQUARTERS

ixort g 7 The "PrOhlem CAteLory" list on tlw

left 3ide of 0 .s report utll Show only

those problem, halt with doting.the

period of the report . not the entitt

ligt of 83 problems,

183



'Iola UNIT

NEM I $ . PATIENTS SEEN gy ACE AND RBIDENCE

leporting Period p

Dtrignity and Total Under 19 . 364

Idulation Patients Ltd it.. I . 4 5 . 9 10 - 14 15 . 19 20 24 25 34 35 . 44 45 . 54 5$ . 64 0 +

Hadcoelta (100)

HawIty toko (103)

illyden (410)

Iltber

Hichloan (306)

VIrley (415)

Hill Top (615)
1

Holbrook (116)
171

H/Ilywood

1

(Apo opriatt LIU)

ANNUALLY' FOR SU, AREA, AND NEADQURUS

10TAL

184

Bona 46 . The "Commoltyh list will Watt on tht

Sertiet Unit 1 nly and will 1ne1udt

only thor

the porlo?

ropM.

left %Its,

Altai witi

thmit with during

0; Oe tht Arta

'lift 0111 appear in tha

ig OCIWATtin Wirt)

in the lift olumn,
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REPORT # 9 . WIL1ZATION

Repor,ting Period ,

AREA -

SERVICE UNIT .

Nrber of Patients Seen Only Once 94

Number of Patients Seen 2 5 llmcs 13

Number of PAtients Seen 6 . 10 Times 29

1

Nober of Patients seen more CAn 10 Timei

For Patients Seen Over 10 Times

Patient 4o, No. of Contacts Residence Dote of Last Contact CommentA/Name

000122 12 Sells 10.1J-73

000141 19 Sells 9.18.73 TO BE

FILLED IN

001011 21 San Wier 12.15.73 tomm

002415 22 GuVo 11=04-73

(Appropriate LIst)

186

Willa ONLY

AlVICE 114IT ONLY



REPORT i 10 . CASE REVSTER # 1

Reporting Period

AREA .

SERVICE UNIT -

pita of Last

C-'91r.J11ilnit

Patient ). I Contact

SAnta R031 0042: 25 I-09-13

0011 !1 2-0i-73

0,Y. 19 618-7'4

ofij.! 64 8.21-73

Cov re Wells JJ74J 71 2-0943

j01819 12 8.20-23

(Appropriate List)

1 8

ANNUAL ONLY

°Mid UNJ

Commehtshcmc

EE MHO IN WALLY

patients ate dropped iron re0,ter if PO contact is made

wlthin three years. Op to tan rollsters can be established by

eah Ana.



Due to u_foreseen circunistances the index and Bibi4LI.graphical listing

were incomplete at the time of publication. A complete Indlx and listing

bound in a seper te chapter end forwarded es soon as ti-e allows.
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