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Dr. Broderick

P R O C E E D I N G S
AGENDA ITEM: Welcome and introductions.

MS. VAUGHN: Good morning, my name is Toian Vaughn and I am the Designated Federal Official.  Good morning to our guests who are on the line.  Should any of you wish to make a public comment during the public forum, which is scheduled for 3:15, we ask that you inform the teleconference operator by pressing star one.  To the council members and everyone seated at the table, your mikes are very sensitive due to the vented air, so if you need to adjust your mike, please move the base.  Do not touch the mike part.  I will now turn the meeting over to Dr. Broderick.

DR. BRODERICK: Good morning.  Before we get started, I would like to ask if we could have an opening prayer.  Martha?

Pause for Prayer

DR. BRODERICK: Before we get started I would like to thank Chairman Nosie and the San Carlos Apache Nation for their hospitality in hosting this meeting.  This is not our typical venue, but we had a great day yesterday and I want to extend all of our appreciation to San Carlos for their hospitality.

We have with us today people from many different places.  We have Chairman Nosie and members of the San Carlos Apache Tribal Council.  We have, obviously, members of the SAMHSA National Advisory Committee, SAMHSA’s National Tribal Technical Committee, as well as many distinguished guests.  We have two people I have mentioned principally, where is Ruth Perot?  Ruth is representing Dr. Rich Besser from the Centers for Disease Control.  Thank you for joining us.  We have representatives from the NIMH on the phone and we have also with us Dr. Don Warne from the Aberdeen Tribal Chairman’s Council.  Thank you for being with us, Dr. Warne.  

We will take a few minutes at this point in time for all of us to introduce ourselves.  I want to welcome, before we do that, our two new members, Flo Stein, thank you Flo, from South Carolina and the President of NASADAD and Hortensia Amaro, thank you Hortensia, for being here as well. 

So why don’t we, at this point in time, go around the table and each of us can introduce ourselves. Daryl, do you want to start?

MS. KADE: Yes.  

MS. VAUGHN: The mike will also take a few seconds to power up.

MS. KADE: Okay.  Hello, my name is Daryl Kade.  I am the Director of the Office of Policy Planning and Budget.  I am also the Executive Director of NAC. 

CHAIRMAN NOSIE: Good morning, my name is Wendlser Nosie.  I am Tribal Chairman for the San Carlos Apache Tribe.

VICE CHAIRMAN REEDE: Good morning, my name is David Reede. I am the Vice Chairman of the San Carlos Apache Tribe, welcome.

MR. ALEXANDER: I am Marvin Alexander and I am a clinician at a community mental health center in Jonesboro, Arkansas.  I am also a member of SAMHSA National Advisory Council.

MR. WANG: Good morning, my name is Ed Wang, Massachusetts Department of Mental Health, a member of the National Advisory Council.

MR. DELANY: Good morning, I am Pete Delany.  I am the Director of the Office of Applied Studies at SAMHSA.

MR. LOPEZ: Good morning, my name is Isidro Lopez, the Vice Chairman for the Tohono Nation.  It is good to be here, Tucson area, thank you.

DR. GARY: I am Faye Gary, professor of nursing at Case Western Reserve University and a member of the SAMHSA National Advisory Council.

MR. CLARK: My name is Westley Clark.  I am the Director for the Center of Substance Abuse Treatment and Mental Health Services Administration.

MS. WAINSCOTT: I am Cynthia Wainscott.  I am the daughter, mother and grandmother of people who live successfully with mental illnesses and I am a member of the SAMHSA National Advisory Council.

MR. STARK: Ken Stark, I am the Director of Human Services for Snohomish County in Washington State and a member of the SAMHSA National Advisory Council.

MS. POWER: Good morning, I am Kathryn Power.  I am the Director of the Center for Mental Health Services at SAMHSA.

MR. KIRK: Good morning, I am Tom Kirk, Commissioner for the Connecticut Department of Mental Health and Addiction Services and a member of the National Advisory Council.

MS. HARDING: Good morning, I am Fran Harding, the Director of the Center of Substance Abuse Prevention for SAMHSA.

DR. AMARO: Good morning, Hortensia Amaro. I am a professor at Northeastern University and Director of the Institute on Urban Health Research.  I also work closely with the city Health Department in Boston and founded a number of treatment programs there for substance abuse treatment and mental health treatment and am a member of the National Advisory Council.

MR. VALDO: (Acoma greeting) Good morning and welcome.  My name is Derek Valdo.  I am Tribal Councilman from the Pueblo of Acoma.  I also have the opportunity to serve Martha Interpreter-Baylish as co-chair of the Tribal of Advisory Committee for SAMHSA and I also represent the National Congress of American Indians, Southwest area on their executive committees.  So, thank you.

MS. DAVIS: Good morning, everyone, I am Beverly Watts Davis.  I am the Senior Advisor for Tribal Affairs for SAMHSA, Substance Abuse and Mental Health Services Administration.

MR. FILFRED: (Navajo greeting) My name is Davis Filfred.  I am a member of the Navajo nation, 21st Council.  The Navajo nation is under spring session so I am excused from this session to be here.  I am glad to be here.  Thank you.

MS. CUSHING:  Good morning, I am Judy Cushing.  I am President of the Oregon partnership in Portland, Oregon and member of the National Advisory Council.

DR. WARNE: Good morning, I am Don Warne.  I am Executive Director of the Aberdeen area Tribal Chair in Southport and also Health Policy consultant and am honored to be here.  I have done several projects with this committee and am very happy to be back here. 

MS. WILSHIRE: Good morning, I am Thea Wilshire.  I am with the San Carlos Apache Wellness Center.  I am a clinical coordinator.

MS. TSOSIE: My name is Adeline Tsosie.  I am a representative of the Navajo Nation.  I am a Principal Planner with the Department of Behavioral Health Services and I want to thank Dr. Broderick and Beverly Watts Davis for this invitation.

MS. GOKISH: Good morning, my name is Novalene Goklish.  I am from the White Mountain Apache Tribe.  I work at Johns Hopkins University on several programs as a Field Director.

MR. BRAUNSTEIN: Good morning, I am George Braunstein, the Executive Director of the Fairfax Falls Church Community Service Board in Virginia and am a member of the National Advisory Council.

MS. BAHA-WALKER: Good morning, my name is Margaret Baha-Walker.  I am the Vice-Chairwoman of the White Mountain Apache Tribe.  Due to our NIHB, National Indian Health Board, President Mr. Reno Franklin could not be in attendance. Therefore I am taking his place as a Phoenix representative on the National Indian Health Board.

MS. INTERPRETER-BAYLISH: Hello, good morning and welcome, my name is Martha Interpreter-Baylish.  I am a member of the San Carlos Apache Tribal Council and also the Chairperson of the San Carlos Tribal Technical Advisory Committee.

MS. VAUGHN: Good morning again, I am Toian Vaughn, the Designated Federal Official for the SAMHSA National Advisory Council.  

MR. WEBER: Mark Weber, as I like to say, my position of records is the Director of the Office of Communications and I am currently serving as the acting principal senior advisor to the acting administrator.  It is an interesting challenge. 

DR. BRODERICK: Thank you all.  At this point in time I would like to turn some time over to the Chairman to give us a welcome from the San Carlos Apache Nation.  Chairman Nosie?

AGENDA ITEM:  Greetings and Welcoming Address from the San Carlos Apache Tribal Council

CHAIRMAN NOSIE: Again, good morning and welcome to the San Carlos Apache Reservation.  As you know, this is a Reservation and I see a really nice bowtie to my right and we do do trades here, so hang on to that bowtie.  

First of all, I just want to say greetings to all of you here.  I really appreciate the San Carlos Apache Tribe to host this meeting, this conference.  I will say that it is very important to me when I sit among people who make very important decisions for people across this country.  I really believe it is important because to deal with people’s lives is very crucial.  It is very meaningful because you are rendering your life, your time to the social illness that all people face.  I think San Carlos is no different than any other place with the problems that occur and as the Tribal Chairman and in like some of the Reservations here with your Tribal Chairmans, you have an opportunity to see the social illness and read the social illness of your community.  I tell you, people ask me, how does it feel or how is it to be the Tribal Chairman and what I say is I really do not know.  I will not know until it is all done with because it is just constantly work.  It is constantly worries and in looking at all of the entities that you have, what they could provide for your community and then also who is sincere and those things are really important, but where I really give my gratitude is to people who dip themselves into that to find healments.  

You know San Carlos took how do you call the Geronimo Healing Project.  On February 17 was a hundred years of Geronimo’s passing and I believe some of you guys took a tour the other day and you might have been in peridot district.  Well, if you went further down, I do not know if you went to the San Carlos Lake, but the San Carlos Lake was a very bad place for us where it brought all of the Apache people together in to the institution that was to brainwash the people and as well as eliminating leadership and programs providing a whole different program for the Indian people to move forward. 

 We just had a healing ceremony too, one on the 17th commemorating Geronimo’s hundred years of his passing and I guess saying that writing the story correct, he defended for what was right.  He defended the civilization that was pure.  At that time the people prayed.  The people were at one with Calinon who is god, who was known as god throughout the world. Then comes a time of war, so you can kind of imagine that you know, with what we hear across the ocean of what occurred and what is occurring there, but no different here.  The people suffered.  They suffered tremendously.  Then if you notice, San Carlos is not called a fort.  It is called San Carlos because if you go back into the documentation, you find that it was an institution to change people.  The thing that hurt me the most was that the United States government was fulfilling a quota of boarding schools throughout the United States and they were taking children left and right.  There was one agency superintendent who wrote back to the United States in Washington and informed them that 93 percent of the children are dying.  All of the kids that we have sent out of here, 93 percent are dying and I was really, really grateful with people of Alabama because when they heard of this healing project, they were sending me back pictures of headstones with five to fifteen Apache children buried in one hole.  

From that point we moved to what is San Carlos today, where you guys have visited and you have seen the community and the social illness that we face.  It brings us to the present.  What are we doing?  This is where I am saying that I really appreciate what the organizations are doing.  One of the things, I had a meeting with the Gila County Board of Supervisors in this Gila County area.  I tell them, you can come here and provide our programs and do what you think is best, but the people here know what is best as far as what kind of healing needs to take place because every story in America is still different than each other and so the remedy has to come from that community.  It has to come from the community, but the people in the outside that are willing to help, is very encouraging and very a blessing to us because we are in this modern world today and in this modern world today, we really need to know where we are going.  That is what is really important because the past and the present tells us where the future is at.  That is how I tell the United States government when I am testifying in Washington is that tell me what is it the trust responsibility to you, to the tribes.  We cannot follow false hope because that is kind of what we have been following.  San Carlos Apache Tribe has never gone under.  It has always been a 70 percent unemployment and higher.  It has never gone below that, so as a Chairman of the Tribe, you sit there and you put all of this social illness together and you look at, you have to go back to where it generated from.  So, one of the things that I have done and I am very grateful to the mother that I have because one of the things that she made me realize is that I am a victim.  I am a victim to the past.  If I can understand that, then I sort of can begin to heal myself so that my children are not the victim from the past.  

You know I say this to you this morning because of the work you do throughout Indian country and within the country, itself because the characteristic of America has to change.  It certainly has to change for the Native Americans to the white Americans, to African Americans and so forth, everyone one of us because one of the things that is really important to keep in mind is that all high technology comes form the natural world.  If it was not for the natural world, we would not have any of these things and that is why it is really important that we come back to the focal point of what makes a society.  I guess in this case, what makes a community and how can the community help each other to ensure that we are getting to that point.  

I was reading some of your stuff that I was really pleased to see the part of prevention because that prevention part is very, very, very important.  From the time of all the things that I have learned to bring me to this point, I still come with the fact that there is always going to be a gap.  You can make that gap a lot smaller than what it is and save a lot more people to get to the other side and that is one thing that is really, really important.  So, in San Carlos today, and I shared it with the Gila County Board of Supervisors is that, what I am really proud about is that we San Carlos people are challenging ourselves.  We have to challenge ourselves.  If we can get beyond that, then certainly the sky is the limit and then from there, there will be true teaching and true changing.  When we talk about a change, it is really our children because you know out there with so many older people today that they are more opinionated and they are more set in their ways.  They are not going to change because they do not want to be told that they were wrong.  That is the same thing that we have to go through here with our elders because they believe in the federal government.  They believe in all of these things that were supposed to happen that never happened.  Then today they hold the tribal government accountable for it not happening, but we are in a system that is not perfect itself.  There is no perfect government.  The government always moves on to other interests so it makes it very difficult for Indian country.  How do we remedy that, you know, but in the meantime our social illness is taking place down here.  So, the bigger struggle, and it is a struggle but seeing the light at the end of the tunnel is the identity of our people.  

We have to bring back the identity of our people because the identity is rooted back into the morals and respect about life.  I am really, really proud that I have a government, a tribal government consisting of all the council, that now we are indisposed seeing this vision that has to occur.  We have to bring back and tell the truth so that our children can have a greater opportunity then we had and to understand the world a lot better.  A lot of these social illness that have come here is really new to us and it has taken some time to understand it.  That is why I believe that the programs that you provide is a very important one because it gives us the tool to understanding what this substance abuse is all about because we have to go back mentally and build our characteristics so that we will be that once powerful people of saying, no this is not right.  In Apache there is only yes or no.  There is no in between. 

 As we are taught that the greatest gift that God has given us is already in us.  It always tells us it is wrong or it is right.  It never tells us make a wrong or right.  We already know.  We do not even have to have religion to understand it because it is already built in us.  So, that is a really important that I think we all have to undertake so what I have done was challenge the surrounding communities that yes, bring your programs.  Yes, come talk to us.  But what are you doing in your community?  How come you have not invited me to your town?  How come you have not invited me to speak among your people to show that we are the same, that there is no reason to put down one or the other because that creates social illness.  When people put other people down, and they believe that they are second, third, or fourth class, then it is hard for them to regain that characteristic, but this is why I say that the identity is very important for us because I tell them bring them to our mountains.  Bring them to how we live.  They would never survive, but the difference with Native people and Apache people is the fact that we believe.  We believe.  We believe in all that was good.  An Apache, when you go into the language, there is really no white flag, yellow, whatever.  There is really not.  There is always that word. Mi shakira meaning that you are a relative of mine.  You are family of mine. The English language is broad separation.  I think those are a part of the healing.  Once we start confronting not only the programs that we need to provide, but also bringing the identity of this country together that we are one.  Once we can begin to understand that, there will be true healing in this country of ours.  

I like the fact that we are bringing this, you are bringing this to communities because that is where the word starts.  As I tell my tribal people when they bring me all these problems and you divide the problems up, a lot of it starts in the home.  It has to be taught in the home.  I think that is where the prevention program is very, very important because it would teach those tools then the children will be able to, as they become young adults and adults, then we are going to see less social illness.  It is just a fact of life.  Since we have moved into this century, we have identified so many illnesses that it is unbelievable and so now we have our work out.  

As I tell the Council, we need to move forward but yet we need to take a step back because we do not want to lose all the people that have the illness as far as on both sides whether it be substance abuse or just social illness, but the tribe is working very hard to accomplish this task.  I have to go back and be grateful to the Tribal Council I have and then the belief of the people to allow me to challenge them because as a leader, you have to challenge your people.  You have to think the pros and cons of it and I always put the political side on the side because I think for me, this is four years of an opportunity to have.  I was blessed by the people and it is for me to work as hard as I can and make the right decisions for the people because if I am an Apache and if I am not leading, if you look at the word, “Napon” (?) you know that comes to a father, a grandfather, a brother, to everybody and in a family when a family is doing something wrong, if you love your family you tell them it is wrong.  You do not go with what they are doing that is wrong.  So in the leadership that we have today and with Tribal Council, this is one of the things that we are pushing out.  I challenge my council to not worry about the politics side.  Worry about your people.  You will have the greatest memory that a lot of them will never have and it is an opportunity to do what is right for your community.  

I just wanted to share that with you this morning because it affects to type of leadership we have.  It affects the characteristics that we have, whether it is a government or a group, but the most importance are yourself.  Each of you sit around the table and outside the table of the work that you do is yourself.  What are committed to and how are we committed to it.  The Reservation here is 1.8 million acres.  We have 14,000 members plus.  We are a growing tribe.  Just like anywhere else, the economy has hurt, but I tell the council let us not go too far to the left, let us not go too far to the right.  Let us just stay where we are and we will be fine and ride this economy problem through.  

This is what we are doing right now.  As you know, the San Carlos Reservation here holds a lot of history because it was not too long ago that people were still here as prisoners of war and all the transition that took place here.  So I am very proud of our people because it has not even really been over a hundred years that you see a transition that has taken place and for the Apache people here, specifically talking about here, is that how quickly and how fast they are trying to catch up to the modern world so I really have to give them, I have to be really proud of our people.  We still have to face the things that, we have not cured ourselves from and that is getting away from being a victim and then moving forward with our children to be real leaders, real providers and taking care of their family.  So today we challenge all of the men out there to be fathers that they are supposed to be because an Apache, we are supposed to take care of family and we give our life first before our women and children.  So these are things that we are reaching back to combine with modern way of finding a cure to problems that we have, but I welcome each of you here, to the San Carlos Apache Reservation.  

As this morning, saying your prayers as always, just blessing your families because I know that you leave your families to go out to do work and you miss them because if I miss my family and my community and I know you do, and that your family be protected why you are out here doing the work for other people.  I always thank Calinon for his presence and then I ask that he stands with you at all times because I know the work that you do is a very tough one when you see these types of statistics in what are all of our people are facing and then to find a remedy to that. 

So with that, I just want to say again, thank you for your attendance here and welcome.  I welcome you to San Carlos Apache Reservation on behalf of the Tribal government and the people.  Thank you.

AGENDA ITEM: Welcome, Opening Remarks

DR. BRODERICK: Thank you, Chairman Nosie.  Your remarks are much appreciated.  

We find ourselves here today and I recognized Dr. Gary yesterday, but I want to do it again for the full group.  Two council meetings ago, Dr. Gary suggested during that council meeting that the council be convened in Indian country and this meeting is a result of that and the council was unanimous in its support for that idea and I think it is in recognition of a number of things, a need to increase our understanding of issues that confront Indian country and an opportunity for people in Indian communities to better understand the various roles that we all have as well.  SAMHSA has a sister agency to the Indian Health Service.  We operate a bit differently than they do.  I know you are very familiar with both the Indian Health Service and the Bureau of Indian Affairs.  Hopefully we can impart some information about SAMHSA that will be of use to you as well.  

Mr. Chairman, your comments about the challenges that your community faces and the opportunity for solutions is exactly in keeping with the philosophies that we have at SAMHSA.  We do not bring you answers.  We know the answers are here and we stand ready to help you implement those solutions that we know the communities, not only in this community, but communities all over the country bring to issues that relate to substance abuse and mental illness that community members face.

I was struck also by the similarity in terms of issues that are faced.  Historical issues that the Apache people face in some instances are very similar to the challenges that people with mental illness and substance abuse disorders face as well.  So, we come from an area where there is great stigma attached to those conditions by communities across the country and we work very hard to not only address that stigma, but provide assistance for solutions to arise in those communities to address those situations.  

The purpose of our meeting here, as I said, is to better understand the issues that confront not only your community, but communities across the country that Indian people come from.  We are responsible for the mental health and substance abuse issues of the entire nation and we look to data to figure out where we can be of most help, where the needs are and it is clear that epidemiology points to Indian country as having significant needs in both mental health and substance abuse disorders, so we are very happy to be here today and look to not only increasing our understanding collectively, but developing those relationships that you referred to that are so important, if together we are to move ahead to address the needs of all of the American people with regard to our responsibilities and specifically our responsibility to provide assistance to Indian country as well.  So thank you very much for those remarks.

What I would like to do now is to turn to the Vice Chairman and see if the Vice Chairman would like to offer some remarks as well.

VICE CHAIRMAN REEDE: Good morning.  First of all, the term I mentioned earlier, we are in the trading area here, so Dr. Warne, I was looking at this SAMHSA bag here.  I do not know if want to trade for that bowtie you are wearing.  Good trade, but welcome. I want to welcome everyone here to San Carlos.  I especially want to say a welcome to the tribal leaders who are present and also our tribal directors who see the importance of being here as these historic events happen.  

The main thing I want to emphasize and follow up with what the Chairman stated is the fact that we are dealing with issues in our community involving historical trauma, mental abuse, substance abuse, issues that relate to everybody.  However, this setting requires a different mindset in effect that community, a reservation is really trying to understand the issues and I think that you being here allows us to share some of that and really see first hand the social ills that are current in our community.  As the Chairman stated, there was an event to remember the historical trauma that did occur.  There is also a lot more healing that still needs to occur and I think yesterday you were able to see similar facilities and witness the efforts of what we are trying to do in a positive way.  

Mainly, I just want to say thank you for coming out and I supported the issue of SAMHSA coming here because your whole process is to heal, to bring wellness to everybody in the community. I went and looked through your website.  You guys have only been an organization since, when 1992, I believe.  So you are fairly new in the sense that we are fairly new in trying to understand our issues.  So, with that I think that is something that we need to really collaborate on as a tribe, as tribal leaders who are present, to deal with these issues that are affecting us because we cannot give up hope in the sense that we can mend our differences, mend our opinions, but also to mend the illness that is occurring every day.  For our people here in San Carlos, I just want to state that we are open and we are optimistic and we are looking for any type of help or partnership from SAMHSA, from the federal government in that sense, but everything that occurs, any kind of changes that occur, any kind of process that occurs, it has to happen here and I think that is one of the things with our tribal directors present, with Dr. Wilshire here, with the Chairman here, we are really honored that you are here, but all of that has to occur with us so you have seen in our positive elements and you have seen our negative elements.  But the one thing that I want for you to understand is the fact that the partnerships that we develop here need to continue.  

Because for many years, I always state that I am a statistic.  When you are dealing with diabetes, dealing with substance abuse, well I am a part of that.  My whole history is part of that, but I am not ashamed to say that.  The recovery of it, for the community, has to occur.  You list it within your website, you are looking at hope, self direction, responsibility and empowerment.  For me I believe that empowerment issue is something that our community is only starting to see as possible, but is has to be something that is really, realistic and visual.  

One of the key things that I also want to mention is the fact that we are a nation within a nation and if SAMHSA is able to honor that aspect and to consider us as something of a grantee specific to the tribe, as an example, avoiding the issues with the state level, I think you will see the benefits of that.  You will recognize that this nation, this tribe, and other tribes are capable of organizing something that is effective and positive and I think that is something that you need to consider.

The other thing that I want to mention is the fact that we have a new detention facility which you visited I am sure yesterday.  The key element that is coming into play is the fact that we have people coming in and incarcerated who have longer terms than they usually do.  Back in the days of the ‘50’s and ‘60’s when it was developed, that was not the mindset of it.  It was just a quick stay, you were out the next day.  Well, with methamphetamines coming in, the abuse of alcohol continuing, that whole mindset is changing, as I mentioned to Mr. Alexander next to me.  I said the Internet is here.  Everything that you do, everything that is out there, we also experience.  So our kids see that.  We are looking at how can we help these people that come into this, especially the juveniles.  How can we change their mindset to get them to retain their culture and the Chairman stated, which is important to us. That is our identity.  That keeps us knowing that we are Apache people, Native people.  But for our detention center, the options that we have for the people incarcerated are not there.  We are dealing with the issue of trying to collaborate with NIHS, trying to collaborate with our wellness center, but also the issue of how do we retain the dollar to keep these people healthy.  Because we all know it comes back to the overall dollar to operate and as a tribal facility, we do not have those options.  You will see that it is listed within the CFR codes, 42 U.S.C. 1396(b).  We are limited.  We are really dealing with an issue of trying to create something better, but we cannot retain those funds.  

So, the one thing I want to ask SAMHSA here is really, this is a partnership, an opportunity for you to understand what we are dealing with in our communities, in tribal communities.  Although we are all the same in the sense that we are Native, all of our communities are different, but we are dealing with similar issues.  I just want to say that for you being here means a lot in the sense that this is important, people coming out from Massachusetts, people coming out from Connecticut.  It is good that you are here in the sunny area of Arizona.  Enjoy this visit, but also remember that we are dealing with stuff that for many of you may not seem realistic in a sense, but for us it is an everyday process.  We have to go on.  We have to continue to move and be positive.

So in closing, I just want to say that I cannot stop giving up hope for our people.  I believe the Chairman has the same opinion with that and the rest of our Council. If we do not empower our people to believe in a process that is effective, in a process that you state in your website as being a community for everyone to live, a community, a journey of well being.  Retain that thought and keep that in mind because for us here in San Carlos, we are looking at the positive growth of it, but we are also dealing with our ills.  So any kind of help, any kind of effort that you can assist us with, we would welcome that.   I just want to say thank you for coming out and I hope your stay here is enjoyable and hopefully we can schedule reservations for you to come back for a vacation or something to that extent. Thank you for allowing me this time.

DR. BRODERICK: Thank you, Vice Chairman Reede.  At this point in time, I would like to take a moment to recognize two of our Council members who are scheduled to end their time with us, Dr. Kirk and Mr. Stark.  If I could invite you to come up this way, we have a plaque recognizing your service and letters of appreciation from SAMHSA to you for your service with us.  It has been four years that both Ken and Tom have been on the council and they have been instrumental in assisting the council in helping SAMHSA move its mission forward.  

Thank you very much for your service.  This is not goodbye to them.  There is a fine print that I had conversations with both of them about. These crystal, the clasp broke?  As many of you know who are members of the council, this SAMHSA’s council is a federal advisory committee council that is formed in our statute and membership is required and vetting through the department and the White House and because the transition is still in place in our department, I had a conversation with White House liaison at HHS and she assured me that her hands were quite full at this point trying to get the Secretary confirmed and the political leadership in place in the department and it was not very likely that she would move on to her responsibilities around Council membership consideration and vetting in the foreseeable near future.  She obviously will get to it eventually, but I have asked both Ken and Tom to stay with us a bit longer until we can get their replacements in place and they both very graciously have agreed to do that.  So, I believe we will probably see them again in their current roles even though officially their four years is up. I wanted to take this time to recognize them both as well as thank them for their offers to continue service.  So, gentlemen, if you would like to say something.

DR. KIRK: It has been an honor to serve on this body and consistent with what the Chairman mentioned, to me everyone at this table, everyone at this table is impacting in the lives of people around this country with mental health and addictions.  We may see ourselves far from where these things are occurring, but everyone of you in some ways in impacting, so take advantage, those of us on the council. Take advantage of the opportunity you have.  Somebody’s life is different today because of what you do.

MR. STARK: I would support what Tom said tenfold.  I think we all know that the work that we do is very, very difficult and very challenging.  It has been an honor to be on the advisory council and it is also an honor to be here today.  I hope that maybe the next meeting we could do someplace other than Washington, D.C.  It is nice to come to a community and to see what is really happening in that community because when you know one community, you know one community.  We all know that communities are extremely unique even though we all suffer from some of the same challenges, the solution really is different from community to community.  I am happy to be here and very appreciative of this meeting and look forward to another one again, as I said, outside of Washington, D.C.

AGENDA ITEM: Consideration of the Minutes 

DR. BRODERICK: Thank you very much.  Now what we would like to do is consider the Minutes from the last meeting.  These Minutes were certified in accordance with the Federal Advisory Committee Act regulations.  Members were given the opportunity to review and comment on the draft minutes.  Members also received a copy of the certified Minutes.  If you have any changes or additions they will be incorporated in this meeting’s minutes.  If not, may I have a motion to approve the Minutes and a second?  

PARTICIPANT: So moved.

DR. BRODERICK: Thank you, second?  We have a motion for acceptance and a second, so the meeting Minutes are hereby approved.

AGENDA ITEM: Acting Administrator’s Report

At this point in time, I would like to move on to the Administrator’s report, the Acting Administrator’s report.  I want to thank you for taking the time to attend this 45th Council Meeting.  As I said, it is in my tenure at SAMHSA, which is just over three years now, as Ken has implied, all of our council meetings have been in Washington and I think it is an opportunity to not only have a different forum, but as Ken said, to understand a community and if we can find ways to do that in other communities, I think it will be most helpful for the council.

What I would like to talk a little bit about over the course of the next few minutes is so where we are with regard to the transition of administrations, talk a little bit about the stimulus spending and our role in that process, and talk a little bit about health care reform.

First, let me talk about the transition.  I am sure you all are aware that our Governor Kathleen Sebelius is on her way through the nomination process. Yesterday, I guess or Monday, kind of lost track of the days, she was sent forward by the Finance Committee, which is the committee of jurisdiction in the Senate for her confirmation to the full Senate and we are anticipating and hopeful that her vote will occur this week that will confirm her as our Secretary.  

We have a number of nominations for operating division head placements, but her site administrator is not confirmed by the Senate, so Dr. Mary Whitfield is already seated as the HRSA administrator.  She has been in place for about a month now.  Two other nominations have been announced, Yvette Roubideaux as the Director of Indian Health Service has been nominated and Dr. Margaret Hamburg has also been nominated as head of the FDA.  Those two positions are Senate confirmed appointments and so both of those individuals will have Senate hearings, Senate confirmation hearings and I would anticipate the confirmation of those individuals in the not too distant future. 

Other operating divisions, all of the rest of the operating division heads are Senate confirmed appointments.  The President has not yet nominated others, including the SAMHSA Administrator’s position.  We anticipate that once the Secretary is in place that that process will move ahead and I am sure each of the agencies at this point have a process in place to consider individuals for appointment to those positions.  I cannot tell you, since we typically in the career level do not participate in that political process, I cannot tell you who the SAMHSA Administrator will be, but we very much look forward to completion of that process and the appointment of an Administrator and confirmation of him or her into that position.  Cannot tell you who it is going to be.  If I could, I would, but I cannot tell you.

There are a number of other positions at HHS that have also moved forward as well as in the health arena in general.  Nancy-Ann DeParle to the White House office of Health Care Reform.  She was a former administrator for what was then called HIKVA, which is not called CMS and she returns to the administration after a time in the private sector.  David Blumenthal has been appointed to the National Coordinator for Health Information Technology.  He replaces Dr. Rob Kolodner.  I believe David started Monday and so we look forward to having an opportunity to interact with him.  

We had a Chief of Staff for a short period of time.  His name was Mark Childress.  Mark has moved on to be a staff member for Senator Kennedy on the health committee and he was replaced with Laura Petrou, who is to be Secretary Designate Sebelius’ Chief of Staff. We also learned of the appointment of Henry Claypool as the Director of the Office on Disability at HHS.  Henry comes to us after a career of much service in the field of disabilities.  

So we continue to move through the transition process and in the meantime, as Mark said in his introduction, a number of us have moved into temporary positions to continue the work of the agency.  I do want to thank Mark for his tremendous efforts as my principal advisor with regard to policy in the office of the administrator.  I also want to recognize Dr. Clark, Kathryn Power and Fran Harding for their tireless work on SAMHSA’s behalf as center directors and the office directors as Mark said, one of which he is in his position of record, but also Daryl Kade on my left and Pete Delany.  Daryl is Director of the Office of Policy Planning and Budget and our Chief Finance Office and Pete is the Director of the Office of Applied Studies, which is our statistical unit at SAMHSA.  All are doing great work and I want to thank them publicly for the efforts that they have put forward.  

Transitions are kind of an odd time in government, as many of you know, as we see some of colleagues depart and new colleagues show up and it is a time of much questions and uncertainty and I want to tell you that in spite of the uncertainty, the staff at SAMHSA has just done a yeoman’s work in keeping the agency’s business going and moving our agendas ahead.  So thank you all very much, for that great work.

Let me talk a little bit about the stimulus bill.  As many of you may know, mental health and substance abuse was not included as part of the stimulus bill specifically.  A number of agencies did receive funds, much of which was for bricks and mortar, but there were other activities that were included as well.  We have efforts underway with a number of those agencies.  They have requested our assistance and I have talked with Dr. Raynard Kington who is the Acting Director for the National Institutes of Health around helping them form their decisions around research funds that they received.  We have meetings scheduled with both Dr. Wakefield at HRSA to talk about community health centers and heal professions as well as Mr. Curt Coy who is the Acting Administrator for the Administration for Children and Families, the Acting Assistant Secretary, rather, to talk about the intersect between human services and behavioral health and substance abuse.  In addition to those interactions and opportunities for collaboration, we also participate at the Secretary’s level to provide advice and recommendations around funding amounts, which are available to the Secretary at her discretion for expenditure to address prevention, to address health information technology and to address comparative effectiveness studies and on each of those groups, SAMHSA staff contribute.  We meet, I lost track of how many times we have met, but the individuals involved on the prevention side is myself and Fran Harding and Kathryn Power, on the health IT side is Dr. Clark and Kana Enomoto, and on the comparative effectiveness studies are Pete Delany and Kana.  

The amounts available for health IT is twenty billion dollars.  I think Westley gets the award for a shot at the biggest amount.  Of that twenty billion dollars, however, the stimulus bill identifies about sixteen to seventeen million for increased capacity at the community level for physicians and hospitals and the rest is available at the Secretary’s discretion.  On the prevention side, there is 650 million dollars available and as I said Kathryn, Fran and I have participated over the last month or month and a half at developing recommendations for proposals to the Secretary.  That process continues to move ahead.  Pete has participated on the recommendations on expenditures of about 400 million dollars for comparative effectiveness studies. Both the health IT and the comparative effectiveness studies part are not moving quite as rapidly as, well I should not say that.  I thought that prevention was moving rapidly, but it slowed down a bit.  

The charge to these groups is fairly, it is interesting in that there was an interest by the administration to get the funds out very, very rapidly but also the charge was to make sure that whatever was recommended by way of expenditures was something that could be done well, that could demonstrate results and it was accountable, transparent such that the expenditures the American people could know where every dollar went essentially.  Those things when you put them all together are often times working at cross purposes with one another so it has been quite a challenge to try to come up with a set of recommendations that would accomplish those.  

The process has been interesting in that it brings together people from all over HHS and, quite frankly, forces us to work in ways collaboratively that we otherwise would not if we were working in our own organizations and it has provided us an opportunity to speak to the way substance abuse and mental health issues impact virtually everything in the health sector.  I think that we have done a reasonably good job at informing our colleagues about the importance and the need to include mental health and subsidies no matter how this comes out, so that has been a silver lining, if you will, to this whole process.

The process continues.  I cannot tell you how it will come out.  There is some heightened sense of interest by the Office of Management and Budget in terms of what each of the recommendations, the affects will be around all of those areas, spending the money well, being accountable and being transparent and there is much interest on the hill as well.  While the initial commitment was I think was to try to get the money out very, very quickly and some of those earmarked dollars have gone out, HRSA ACF, CMH, all have released funds on a formulary basis that are already in communities.  I have been in a number of communities that are already seeing the results of those processes and the distribution of those funds. These discretionary funds, I think, will move at slower pace and quite frankly I would not expect a whole lot of action until the Secretary is confirmed and she is in place to begin to make decisions about the funds that are available to her.  Her staff at this point are in the process of gathering information, gathering recommendations, asking questions, informing the hill and OMB and ultimately I think once she has been confirmed we will see those processes move ahead.  

The other individual who is participating in this stimulus process if Daryl Kade, on my left.  Daryl participates in a technical advisory group that discusses and makes recommendations relative to the process of getting the funds out.  As you can imagine, turning that kind of money around in the government is no small feat, has implications for grants and contract and the general accounting system with regards to budget executions.  Daryl has an opportunity to participate there as well.   So, we are engaged in sort of fully along this path and I kind of lost track of how many meetings we have all attended, but it has been interesting and at this point I am optimistic that substance abuse and mental health will be well represented in whatever the outcomes that the Secretary chooses to travel.  

Any questions about the stimulus process I would be happy to answer those either now or if we have time along the way somewhere.  

Okay, the last thing I would like to talk about health care reform and the efforts that we have begun at SAMHSA with regard to development of a notion, or a set of recommendations or some guiding principles, however you would care to characterize it with regard to how substance abuse and mental health should be included in a health care reform dialogue.  

As you know, at the last council meeting we spent some talking about health care reform here.  That served as the basis for our kick off of those efforts.  After the inauguration, one of the first meetings that I had with the Chief of Staff included a request for us to engage our constituents, individuals from the field, individuals who have substance abuse and mental health disorders and our other partners to be prepared to provide a set of recommendations around how mental health and substance abuse should be included in health care reform.  We started that process already prior to that request in our council meeting and we moved ahead since that time as well. Mark has played a central role in the development of that process and I think we are well-positioned at this point to have a set of recommendations and to provide to not only the department but as a public document on our website, those who are also interested in the place that mental health and substance abuse has in a reform health care system.  

The process started off very early. I guess it actually started during the campaign when the candidates made their views known about health care reform.  At this point in time, it certainly appears to have settled on a focus of increasing access to services and financing.  What we have done in the intervening time, as Kathryn convened mental health constituents in December, December 17, as I recall.  Brannon and Dr. Clark followed suit with our substance abuse constituents in January.  Subsequent to that we convened a session that included all of our constituents and each of those meetings was done in way to actually gather information and recommendations.  We subsequently had an all-hands meetings at SAMHSA where we enjoined our staff and got their ideas as well and I will tell you that each of these of these events have been extremely helpful.  There is no shortage of opinions about how to do this, what needs to be done, and the similarities and views over the course of these sessions has been striking, quite frankly.  

Since then we have also had an opportunity to meet with SAMHSA’s executive staff each Friday during the lunch hour and at that session we brought in a number of different constituent groups, mental health and substance abuse constituents.  We had a session where we brought in consumers.  We have a session scheduled where we will bring in providers as well as folks from the criminal justice community constituents.  We had a session where we brought in non-traditional partners from the American Public Health Association, from the organizations that represent state legislators, mayors, the state health officers to provide an opportunity to get their views on how behavioral health issues should be included in health care reform.  I can tell you while each come from a bit of a different perspective, there is much, much similarity in sort of opinions about the need for integration for instance.  I think almost uniformally there is a call for integration of services, integration of systems such that mental health and substance abuse services are integrated into primary care, that primary care providers accept responsibility for early intervention, early screening processes and also I guess it was Bill Emmet who sort of talked about two-way integration so that mental health and substance abuse providers also accepted responsibility for the health needs of their clients as well. Not that they would provide them, but they were being attuned to them and participate in the process of assuring that those services are available to people with substance abuse disorders and mental illness.  

I do not know the final document will come out.  We have a number of individuals working on papers.  We actually called for papers, which I know a number of you actually participated in, in submitting.  Last time I heard, there were 57, Mark, I do not know if the number has gone up since then.  Close to a hundred papers that we, we just said tell us what you think and now almost a hundred papers having been submitted from people all over the country.  Those papers are being distilled, if you will, into a set of principles and description of the existing system and what a transformed system might look like.  We hope to have those available and on our website very soon.  If there is interest in talking in a bit more detail, I am kind of touching the highlights, we can certainly answer questions and I can ask Mark to provide a bit more detail, But, our time line calls for a completion of those documents by the first of May and then making them available to the public on our website, but also to convene a continued opportunity to meet with a number of our constituents who are sort of assisting, advising and consulting with about the architecture of this set of recommendations such that we can collaboratively with folks from the field come to an understanding of what those recommendations might look like.  I do not know what the final recommendations might be, but I can characterize what we hear very, very commonly is sort of five principles and I will do that very quickly.  The recommendations may use a bit different language and there may be fewer or more, but I think I can, with some confidence tell you that they will be similar to these five.

One is that prevention underpins everything.  Two is that integration of health systems is fundamental.  Integration of screening and early detection and intervention into the primary care system as well as integration of health services into the mental health and substance abuse system is fundamentally important to a reform system.  We can no longer afford to have multiple systems where people sort of go from one place to the other and those providers are not talking to one another.  Third is that treatment is affective, specialty treatment is affective.  Fourth is that recovery, a system of care that does not include recovery support is incomplete and fifth is recovery is prevention.  There will be much more language and documentation around those, but I think that pretty much sums up what we are hearing from, put in different ways, but from many, many different people who provided input.  So you can look for the documents.  I think all of the papers are posted to our website, all hundred papers are posted to our website and will post the paper, the one or two papers that come out and distill those information on our website as well.

So that is a quick update on where we are within health care reform.  We understand that the Congress is attempting to complete a bill by probably early June both in the House and the Senate and we will make this information available to the public and I am sure there will be a long debate in the Congress and then in communities across this country with regard to health care reform, but I think we will be pretty well positioned to provide our input based upon consultation across the country with many, many different sets of partners around how mental health and substance abuse should be included in that health care reform process. 

Any questions about that? 

MS. WAINSCOTT: I have a comment.  First of all, you thank everybody except yourself when you talk.  Your steady hand on the tiller has been important.  Thank you.  

Second, I think something that this group may be able to contribute if we are thoughtful and sort of structured about it is political support for those five principles and I propose some kind of a work group to think about that.

DR. BRODERICK: Okay, thank you, Cynthia.  

The last thing I would like to talk about is SAMHSA’s effort with regard to native communities across this country.  We are here not only to increase our understanding, increase the understanding of the San Carlos community about SAMHSA, but to also help understand how Indian country fits into health care reform and so that has been sort of in the background with regard to our information gathering.  We have a fairly active tribal agenda at SAMHSA, which I will touch upon just briefly.  We have a number of members of our SAMHSA Tribal Technical Advisory Committee here.  That committee was formed as a part of the requirements of our new SAMHSA consultation policy.  We also have a tribal technical team, a tribal team at SAMHSA.  Beverly Watts-Davis in the Office of the Administrator leads that group at work.  Estelle Bowman, Estelle is in the back row, works with Beverly in the Office of the Administrator and Val Jordan who is not here today rounds out our tribal team.  

On the Tribal Advisory Council, the Chair is Martha Interpreter-Baylish who was second seat on my right.  The co-chair, Derek Valdo from the Pueblo of Acoma.  He is also the Vice President for that part of the country for the National Congress for American Indians.  Isidro Lopez, the Vice Chair from the Tohono Nation and Davis Filfred from the Navajo Nation.  There are fourteen members from our council in total and they meet several times a year to provide us advice and guidance on tribal issues that affect substance abuse and mental health, as this council does for the overall SAMHSA effort.

We also have collaborations across other departments to help address Indian issues and Native American issues. We have an active collaboration with five federal departments to improve access to technical assistance through the Tribal Justice Safety and Wellness meetings.  It provides an opportunity for tribal consultation as well as technical assistance, for grant making agencies across the federal executive.  HHS, the HHS partners are SAMHSA as well as the Indian Health Service and the Office of Minority Health.  We have the Department of Justice, the Office of Justice Programs, the COPS Program, Office of Violence Against Women and Office of Victims of Crime.  With regard to other agencies, we have the Department of Interior, of Bureau of Indian Affairs.  We have the Department of Housing and Urban Development, Small Business Association so we have tried to take to heart the tribes’ request to bring many decision makers together, many policy makers together from multiple agencies because while the government is fairly stovepipe with regard to its programming and its organizational structure, the needs of any communities are touched by the responsibilities of many departments.  We have attempted to do that and continue to look for opportunities for other federal partners.  

We have also launched on a multi-agency initiative called the Indian Country Meth Initiative.  I believe Beverly put a most recent newsletter of that group. There are currently ten tribes who participate in local community development and actions to address methamphetamine challenges that face many communities.  The San Carlos Apache Tribe is one of those partners.  The Navajo Nation is here.  They are also one of those partners, along with eight other tribes and the documentation of the results of that effort, which is now in its third year, is included in the newsletter that is available to you.  

We also participate in the HHS regional consultation sessions which are ongoing right now.  Each of the HHS regions convenes the tribes in those regions to consult on the issues of interest and concern to the tribes in the areas.  I will tell you over the course of time, the tribes have been very clear with regard to SAMHSA in the issues that they need support in.  Suicide prevention is a clear priority.  Issues to address methamphetamine abuse in tribal country, tribal communities continues to be an issue. High rates of alcoholism, the need for additional resources all are clear and consistent messages and so we continue to try to identify ways that we can provide assistance along with our other federal partners in that effort.  As I said, and I have said many times, SAMHSA’s role as a grant making organization and as a body of knowledge or a collection of individuals with substantial expertise around substance abuse and mental health. 

Our role, nationally, is to focus on the needs of the American people with regard to those issues.  In Indian country, we will never supplant the efforts of the Indian Health Services of Bureau of Indian Affairs.  We operate a bit differently, but we do have a role with regard to supplementing the resources that go to Indian country from those two other agencies.  I am happy to report that we, I think, have made some progress.  Over the last three years, the amount of resources that have gone to Indian country through our competitive grant making process has doubled, or more than doubled actually now, from about thirty million dollars in 2005, or 2006, to about 75 million dollars in 2008.  So, I think it really is a reflection of the increased capacity that tribes have developed over that course of time to be competitive.  Each time there is an RFA that is scored through the process of review, invariably we see tribes among the highest scoring applications, so that is I think much credit deserves to be put to tribes, to be given to tribes to their efforts and their work on increasing their ability and their capacity to competively complete for our grants.  We continue to look for opportunities to increase that not only that collaboration with communities around the country, but developing that capacity for more tribes to be competitive on that part of our program.

So that pretty much wraps up the things that I wanted to include in my report to you.  If there are any questions about any of those things or other issues, I would be happy to try to address those now and what we are going to do with the remainder of the day is use an opportunity for a facilitated discussion.   As you recall, last time at the council meeting we used a facilitator.  It worked very well and I want to thank Dr. Warne for his willingness to serve in that facilitation role here.  

Dr. Warne I met I guess about five years ago for the first time in Phoenix during a site visit the focus of which was diabetes and the prevention of diabetes in Indian country, when I worked in the Secretary’s office and he was at that time at Gila River and working very closely with the folks at Phoenix City Medical Center.  Since then he has moved on to the Aberdeen Tribal Chairman’s Health Board as the Executive Director and he still does work in the Phoenix area for a number of the tribes here.  He has been very gracious in willing to serve as our facilitator.  So, if there are questions about any of the issues that I talked about, I would be happy to try to answer them now.  If not, we can move on.

Okay, let us move on to the next part of the agenda.  Daryl, do you want to talk about the budget?

AGENDA ITEM: Update on SAMHSA’s Budget

MS. KADE: Your package includes slides from my presentation and it also includes a description of our funding announcements for 2009.  When we originally scheduled this council meeting, I thought I might be able to talk about the 2010 budget, but I cannot because we do not have one yet.  We are working on it.  What I will do is give you update on the 2009 Omnibus bill, go over some of the items that Dr. Broderick covered with regard to the stimulus bill and share the information that I have on the 2010 budget.  

You may be able to see it from the screen, but you have it in your package.  This is just a summary of the 2009 Omnibus Budget.  On Mary 11th the President signed PO 111-8, which was the 2009 Omnibus Appropriations Act.  SAMHSA had a total of 3.5 billion, which was an increase of 110 million, which was three percent above the 2008 level and represented significant restorations to the SAMHSA discretionary portfolio relative to the 2009 President’s budget.  As you know, SAMHSA had been operating under a partial year continuing resolution for about six months, but we continued to prepare our regular grants and contracts cycle assuming the 2008 funding levels.  We worked closely with the centers on contingency plans for new and expanded programming based on House and Senate marks.  

The following is a list of highlights relative to our 2009 budget.  As I mentioned, we had an overall 110 million increase, which was 3.3 percent.  For mental health there was an increase six percent of approximately 58.6 million dollars and for substance abuse, an increase of two percent, which was approximately 41.2 million dollars.  The increases in funding for discretionary grants were primarily, well all three centers, PRNS portfolios as well as the Children’s Mental Health Initiative.  There were increases block grant and formula grants for CMHS, the P&A program and PATH and for substance abuse, their block grant and funding was maintained for the CMHS bloc grant. Under the 2009 Omnibus we actually had funding to support four new programs and we also had funding for a data evaluation project.  

The next slide highlights the four new programs that we were able to fund this year.  For CMHS there is a new health transitions initiative to improve the outcomes for youth and young adults with serious mental health conditions in areas of education, employment, housing, mental health, reoccurring disorders and to increase contacts with juvenile and criminal justice systems.  As you can see, there is a 3.3 million dollars available.  Each grant would be approximately 480,000 a year and I am sure Kathryn Power would be most gracious to answer any questions you might have on that announcement.  Also, a new program in CMHS, integrated care to improve the physical health status of people with serious mental illnesses by supporting communities to coordinate and integrate primary care services into publicly funded community mental health and other community based behavioral settings.  There is approximately 5.5 million available, which translates to about 500,000 per year per grant.  Again, Kathryn Power is here to answer your questions.  And CSAP, a new program, is also funded.  It is called Partnerships for Success.  It is the next phase of the strategic prevention framework. These grants are designed to fund states for a meeting or exceeding prevention performance targets.  There you see there is 7 million dollars available for the program, which amounts to about 23 million dollars per year and again, Fran Harding is here to answer your questions about that program.  CSAT also has a new program, the NASPER formula grant, National all Schedules Prescription Electronic Reporting and Formula Grant program.  We are currently working on a delegation of authority for that program to SAMHSA and we are developing the formula grant program based on certain statutory requirements.  You will see that rolled out in the 2010 budget.  I can pause here if you have any questions about these programs.  I am sure the center directors would be happy to entertain any questions. 

Yes.

DR. KIRK: Could you tell me a bit more about the youth and young adult initiative? 

MS. KADE: The transition program?

MS. POWER: That we have noticed is that this is the age cohort that is frankly neglected, Tom, in most of the service systems and it is the age cohort that is the most likely to have the highest level of serious mental disorders and the least likely to seek help and so there is a specific focus on this age group to talk about and actually what we are trying to do at CMHS is build a continuum of care.  So Project Launch basically got us into the zero through eight category.  Now we are taking a very close look at this age category because this is the category where is most or half of mental illnesses break by fourteen, three-quarters of them break by twenty-four, this is the age cohort that is often neglected.  Because developmentally they are often not diagnosed early enough, we want to try to get at that age cohort.  This is an actually pretty open program.  It is not as prescriptive as I am making it sound.  We are allowing the states and the communities to show us how would you begin to integrate services in a total developmental way for children who may in fact be at risk or even in a prodromal mode for the breaking of mental illnesses.  We are asking communities to take a look at this.  This means really partnerships with families, communities, and the educational system, but it particularly a cohort that we consider almost, in many ways a lost generation because by the time a serious mental illness finally and completely is open, you have been misdiagnosed for almost ten years and there is a latency period on these illnesses that is really quite profound so we are hoping that this program will get us at that.  Okay, is that helpful?  Okay.

DR. KIRK: I know, at least in Connecticut, we have programs that are heavily tied to the child welfare system and part of the interest frankly to go beyond that and to have much more of an earlier identification type of approach.  Thank you.

MR. BRAUNSTEIN: I would like, if you would keep your microphone on, Kathy, I would also like to ask you about the second one, the training technical assistance center.  Is the grant actually for putting services on line and then there is additionally training and technical assistance available through SAMHSA to do that?

MS. POWER: Yes, there are actually two RFA’s.  The first RFA is the services RFA, so the request for assistance is a program that requests community providers who are interested in providing combined integrative services, generally focused on individuals with mental illnesses with primary care.  The setting can be whatever the applicant decides.  In other words it can be primary care services within a mental health center, within an addition and substance abuse agency.  It could be substance abuse and mental health center planning to bring in primary care.  There is no set picture of what that would look like, but yes there are two components. There is the services component and we are hoping that runs about a seven million dollar program and then the training and technical assistance center will be a separate RFA and that will be an entity that we hope will be the multiplier for those other entities who are interested not just supporting the grantees, but other entities who may be interested in figuring out what primary care and substance abuse and additions care integrated looks like.  We know there is probably about six to eight models out there right now about how care has been integrated, but we are specifically focusing here on improving the outcomes for people with mental illnesses who have co-morbid medical conditions and trying to improve both the physical side, the co-morbid conditions and the outcomes for people on their mental illness.  So that is really what we are looking for.

MR. BRAUNSTEIN: That is great and I applaud you for doing that because it was mentioned as one of the key pieces of health care reform by Chairman Broderick and I do think that that is exactly going to be kind of a major driver and I know it is in the systems in Virginia.  So that is great.

MS. POWER: I think the kudos really go to Senator Harkin who really led the charge to put this in the appropriations and to use this as a vehicle as a demonstration, George, so that okay here is a demonstration process where we can actually begin to take a look at improved outcomes for people with mental illnesses and addictions if we take care of their physical health at the same time and where better to do that, but then have primary care talking to people that are in the recovery business.

MS. KADE: I would just refer you to your package.  We provided a brief description of all the funding announcements which are all out, or practically all out and just a brief description of the integration program as well as the TA centers on page four of the that package.  Fran, did you want to say something about partnerships?

MS. HARDING: Sure, the partnerships grants will be available to cohort one and two only for the former SPIF 6.  The reason for that is this too is a pilot slash demo project to see where we can take the strategic prevention framework to the next level.  So, the purpose of the grant is to see if we are indeed changing statewide data and outcomes by working within the community structure.  We are asking our advanced SPIF states, former states that are phasing out.  If they would like to take the SPIF concept to a higher level and actually hold the states accountable for their community’s success.  In the third year, the most exciting part about this, in the third year if a state exceeds their targets, then we will incentivize them for the next, that is following two years.  So they will get additional monies to be able to put in additional communities, which will help bring their outcomes even to a greater level.  

MS. KADE: Thank you.  What we tried to do is give you a brief listing of the announcements that are available.  The total number grant funding announcements for SAMHSA this year was 28, almost half or over half of these announcements are for mental health activities including the thirteen announcements listed in this slide plus additional announcements for TA centers, grant supplements and conference grants.  As you can see, this list does include the two new programs for youth transitions and primary health care integration. 

We have posted five announcements for CSAP including the three that are funded from SAMHSA and two that are funded from ONDCP and Fran, I think we have got one more announcement to post, which would be the supplements for the meth funding.

Finally, the next slide shows you the six announcements for CSAT.  We will be issuing a separate announcement for the NASPER program once we receive the delegated authority.  We also will need to issue a federal register notice describing the program.  I will note that for the Juvenile Drug Court program that is in collaboration with the OJ, it is a joint announcement.  It has our funding and DOJ funding.  Oh, Hortensia, did you have, I beg your pardon.

DR. AMARO: I actually had a question about the third slide.  You briefly mentioned the funding for data evaluation project and I just wondered if you can tell us a bit more about that.

MS. KADE: I can and I am going to ask Pete Delany, who is in the back there.  Pete, this is your item, the two and a half million that was provided in the President’s budget.  Is that the one that you are talking about, Hortensia?  

DR. AMARO: The one in the third slide where the 2009 timeline.

MS. KADE: Yes, if you could briefly talk about the two and a half million for evaluation of various data activities.

MR. DELANY: The OMB has asked SAMHSA to due a review of all of the data collection across HHS for substance abuse focusing primarily on the large surveys, including the national survey of drug use and how the drug abuse warning network and the basis systems at SAMHSA as well as MTF, Monitoring the Future and YRBS and a few others.  Again, this is focusing on the large national surveys to look at how they are doing it, what they are covering.  We are going to be looking at are there errors of gap, are there gaps, are there areas efficiencies could be obtained.  I think it is about the fourth or fifth time that this has happened since I have been in the federal government, so we will, about a year and a half from now we hope to be issuing a report responding to their questions.

MS. KADE: Thank you.  Yes?

MR. WANG: Yes, I have a question.  I hope that, because I stepped out for a few minutes so, this is slide five, Jail Diversion and Trauma Recovery Program, is that specifically for adults or is it a youth program?

MS. POWER: CMHS, Jail Diversion and Trauma Recovery Program is a continuation of our jail diversion program that we have had for several years.  One of the things that we are trying to focus on in this cohort is to specifically look at populations that may have been impacted by trauma and therefore we are suggesting that a prioritized population in would be veterans and so when you read the RFA, you will see that that language basically says we really want to divert those individuals who may have experienced trauma, which by the way I wanted to mention earlier when we talk about American Indian and Native American populations, I think trauma, violence and bullying are major issues that I think, I hope will come up in the discussion today.  But, specifically, we are worried about those individuals who may come back from war experiences, may in fact get inappropriately, you know the criminalization of the mentally ill focus here and trying to divert those populations who may have experienced trauma who may have, in fact, become engaged in the criminal justice system.  So, we are trying to focus on the veterans.

MR. WANG: Okay, thank you.

MS. KADE: There is a brief description of the program on page two of the handout. 

Next slide?  Dr. Broderick already went over the stimulus bill.  I just want to reiterate that there was no direct funding for SAMHSA as he mentioned.  However, we are members of the DHHS workgroup task forces on the three unallocated funds, the 650 million for prevention and wellness, that should be million.  The two billion that is left unallocated for health IT and the 400 million for comparative effectiveness. We lost a couple of zeros there.  

I am a member of the Technical Council and we have been reviewing reports and feeder systems, terms and conditions of grants and the development of website and communication protocols for the recovery act.  

I guess the take home for us since we do not have direct appropriations from the stimulus bill is that the way the stimulus bill is being operated will definitely set the tone for future activities within government regardless of the source of funding.  There are some key operating constructs and themes being generated from this activity.  The new administration is definitely looking to break down silos and wants to see collaborative actions across DHHS and across government.  

Risk assessments are now part of the planning for a program and it is not just an after thought for audits.  GAO and the Inspector General, they are both getting involved early in the process and not at the back end.  OMP is reviewing our proposals as expressed by spend plans. These spend plans emphasize performance measures, performance targets and actions taken to minimize the risk of fraud, abuse, and not meeting performance targets.  This may give us a sense of the future after PARTS, which was our performance assessment review.  The Obama administration has already told us they are going to restructure PARTS and I think these spend plans give us a sense of what is to come.  There is a very low tolerance for what they call imprudent projects and undue influence by lobbyists on funding for a specific programs and projects and there is actual guidance out in terms of how to interact with a lobbyist and the extent to which one has to post communications with lobbyists.  There is a major emphasis on both the program and grantee reporting.  This will require linking various reporting systems to recovery.gov, which will have future repercussions for future OMB websites.  

If you look at the SAMHSA website, you will see aggregated data for our programs.  The emphasis is to go down, drill down the aggregated into individual grantee data with identification.  This is what is expected from the recovery act and we expect this is going to be what is expected from our regular operating programs.  So, more of that to come.  

So it will not be too traumatic.  The 2010 budget, I can tell you that we are working on it now.  You are probably aware of the February release of the 2010 blueprint.  It is on the web.  It is called, “A New Era for Responsibility, Renewing America’s Promise.”  The total amount available for DHHS was 76.8 billion for discretionary programs.  There are a number of initiatives in that bill.  There was a reference to, as you can see here, expending the treatment capacity of drug course including services to protect methamphetamine’s youngest victims and there was a reference to substance abuse as a preventable and treatable chronic condition.  This could give you a sense of what we will getting in terms of details in the future.  However this budget did not contain any totals for any of the operating divisions including SAMHSA.  Even though there were not any specific references to SAMHSA, we are not expecting any major increases or decreases.  We are currently working on the 2010 budget.  We are hearing from OMB that that will probably be rolled out the week of May 4th and 5th, at which time we can update the council and will be after the tribal consultation, unfortunately, and so we are working with Beverly and Estelle to develop a separate package for the consultation group that we work with. It will happen after April 29th, but we will do our best to give you the information you need.   

So that is the end of my presentation.  If you have any questions, I would be happy to answer them. Yes, Faye. 

DR. GARY: I wanted to ask for some discussion about services for those who are in confinement centers with regard to the budget.  I think that is probably a question for Ms. Harding, I am not sure.  But anyway, I am just concerned that as the idea of incarcerating youth continues to be expressed throughout the nation where we see that the individuals who are incarcerated, young children who are incarcerated, have a multiple levels of risk such as who, rampant in the performance coming from disorganized families, substance use, sometimes mental health problems, etcetera, etcetera, and in some instances the children may get assessment when they go the juvenile justice facilities.  They also get some form of treatment, especially in the form of some administration of psychotropic medication, but once they leave the detention confinement centers, they frequently do not get any follow up, are not continued on their psychotropic medications, return to the same environments and, of course, become repeat offenders, etcetera, etcetera.  I am wondering in this budget is there any specific sensitivity to the children who are in confinement centers or who are at risk for becoming residents in confinement centers.

MS. KADE: The 2009 budget and the list of the grant announcements does include diversion programs, the announcements for CSAT do include both a juvenile and adult court diversion programs.  I am just not at liberty to talk about what is in the 2010 budget as a follow up to the reference in that last slide.  I do not know whether or not the center directors would like to address that question.  Dr. Clark is not here, but Kathryn?

MS. POWER: I think overall the approach from the Center for Mental Health Services perspective is that we encourage those recipients who get the systems of care grantees for children and who are involved in the national child traumatic stress network here at the service centers were the service providers to have a connection with the local community based juvenile detention facilities so that there is a resource base.  Generally those come out of the Bureau of Justice under the Department of Justice or the Bureau of Juvenile Justice and their cognizance is over those facilities themselves, but we are trying to encourage through the Systems of Care grantees and through the National Child Traumatic Stress network that there is a collaboration to provide mental health and substance abuse information, prevention and intervention services in those institutions as well as to try to provide technical assistance for the members who serve in those institutions to understand and be aware of both mental health and substance abuse issues.  So that is really the way, I think this budget gets at the heart of that though we do not fund specifically juvenile detention facilities.  

MS. HARDING: I think Dr. Gary knows I share her interest in this area.  I do not believe, for right now we are not focusing directly on this population.  However, through the strategic prevention network and the grant opportunities that are out there, some of our states are focusing on the wrap-around services for incarcerated youth, so we can do a follow up with that and I actually wrote down much of what you said, so we will definitely follow up with you on that. 

MS. KADE: Yes?

MR. VALDO: Thank you, I just wanted to make a maybe a little bit of a comment.  I noticed on the grant programs funds were eligible for really one of the new programs and I know our typical response is the money goes to the states in block grant formula and it is supposed to trickle down and I just wanted to kind of food for thought for the National Advisory Committee the sense that it often does not trickle down.  I guess when we look at the eligible applicants and I look right through most of them and circles how many were included tribes and just gave them the chance to compete.  I think we heard earlier from the Vice Chairman that we would like the ability to compete and I think we all agree that the money should go to where there is the greatest need and that will help make a difference in everyone’s lives.  Most often it goes to the colleges or the states that have grant writers or the organizations that have the ability to compete with data, with services, with infrastructure and so I just ask that the committee consider to include tribes or give tribes the ability to compete.  I understand we are all competing over the same pot of money, but if we have the data and we have the need, we would like to have the ability to compete fairly with those other communities within those states and so that is always a concern of ours.  

I come from New Mexico, which is a good, we have good relations with the state.  We have about fifteen percent of the population in the State of New Mexico so our politicians listen when tribes come together, but in some other places, they are not as fortunate and they have a lesser ability to influence change with politicians state offices and what not.  So I just wanted to share that with the committee in the sense that we would definitely like the ability to compete and the block grants typically do not trickle down to tribes.  So, thank you.  

MR. ALEXANDER: Can you provide us an update on the minority fellowship program and what is happening with that?

MS. KADE: Okay, I just wanted to comment on your comment.  Dr. Broderick asked whether we had any discretionary grants that were not, or funding opportunities where tribes were not eligible, so let me look through the list and check with you, but I do not believe there any, but let me double check and get back to you.  

And let me follow up with minority fellowship program with you off line. 

MS. POWER: Marvin, I can do that, too, one on one with you.  The minority fellowship program is continuing and will in fact be part of the next budget, so we are continuing it at the same level.

MS. KADE: Yes?

MS. WAINSCOTT: I am not sure how practical this is, but I have heard many times in the last day and a half that the block grant money is not getting to the tribes.  That is probably one of the loudest refrains we have heard and I just had a fascinating experience at the Center for Children and Poverty asked the state mental health directors what services were available for children in their communities and then Mental Health America asked families in the communities what services were available and there was a serious disconnect between those two answers.  That became part of the invisible, that is not right, The Children Project with Jane Mitzer(?) released.  I do not know how we could do it, but if there is a way, we could ask the tribes to tell us what money they are getting.  That is the way to really get the answer to that question, I think.

DR. BRODERICK: If I could just make a brief comment.  I do not think, that I know of, that there are any discretionary grants that tribes are not eligible for.  By way of setting some policy, there has to be reason for tribes not to be eligible to compete for our discretionary grant programs and no one has, in order to do that, in order to put out an RFA that does not include tribes, the center that is putting that RFA forward needs to get a waiver to that policy from me and so I have not granted any waivers so I would be surprised if there are any of our grants, under discretionary grants, that are not available to tribes for competition.  With regard to the block grant, it is something that we have heard time and time and time again and as Derek said, at this point in time, our authorities are pretty clear.  The authority is that the block grants go to the state except the Red Lake Band of Chippewa who get a small portion of the mental health block, I believe. 

What we are planning to do is we have an upcoming meeting scheduled, or that will be scheduled very soon and NASADAD has agreed to participate and bring together some state substance abuse authorities with some elected travel officials to talk about this very issue.  What are the perspectives from both sides of that issue in terms of availability and what can do, while we cannot do a set aside for tribes within our current authority, but what we can do is look at the block grant application.  Hopefully the dialogue, the three way dialogue that we can convene or that we can cause to occur between tribes, NASADAD’s members and SAMHSA will help inform that block grant application process to talk about ways in which the states work with the tribes around its application of the block grant, what data are submitted as a requirement of the block grant and how travel participation is reflected in that and a whole variety of other things.  That interaction is planned and we are looking forward to having a way to cause a three-way conversation.  Kathryn?

MS. POWER: I just want to add from the perspective of the mental health block grant, mental health block grant has not grown in how many years, Daryl?  

MS. KADE:  Oh, many.

MS. POWER: Thank you, Daryl.  Many, many, many years the block grant has been held static.  So that is the first issue.  The second issue is in those states that we have actually put block grant language in and required not that they use their block grant for transformation, we are now expecting that the states will show evidence of where they are investing that mound of money in transformation and oh, by the way, in one of the transformation states, they have had to show us where the tribes are getting the money.  So one of the states is transforming and using their money and they have shown evidence of how the tribes are gaining some aspect of block grant dollars.  So the fact is that we are going through a major block grant evaluation on the mental health block grant and we are going to have a similar conversation to what Dr. Broderick talked about with NASADAD, but the reality is that there is no growth in the block grant and there has not been for years and I would like to direct the states to make sure that they are getting the block grant dollars into new communities, new cultures and in transformative actions and that is really hard to do, but we are working on it. There is some evidence that if you ask your state commissioners to say, show me where the money is in terms of where it goes to states, we can ask that and where it goes from the states to the tribes, and would think that Arizona would have an interest in doing that. 

DR. BRODERICK: We have got several questions.  Let us take it in this order, Ms. Baha-Walker, then Judy, then Don, then Ken.

MS. BAHA-WALKER: Thank you.  I just want to make some general comments regarding SAMHSA.  Looking at the budget and seeing all of the dollars that are out there that is available and it is very unfortunate to have all of these mental health and substance abuse issues all over, especially in Indian country.  What I do not understand is the competition in block grants for these dollars when it is clearly you have seen and received reports from all over, from all committees, organizations that Native American and Alaskan Indians have the highest rates in suicide, alcohol, mental abuse.  If we have the highest rates and it is right there in black and white, why do we have to continue competing for these dollars?  There should be a system on how these dollars could be set aside.  You know the United States Congress has a trust responsibility to Natives and why cannot there by a set aside like there is for BIA and the Indian Health Service.  Day in and day out, these statistics are increasing because as Natives we do not know how to deal with these new drugs.  We do not know how to deal with these issues and with the culture and the language that is being lost among our youth, the stability that they need. I see that every Indian nation is in a crises and I feel that you need to come in and give a better you need to come in and reevaluate these statistics.  If you are receiving them, what is your intervention?  If these tribes are in a crises, instead of just giving out budgets and making us compete.  In the Indian way, that is not good.  Mental health issues, substance, that is not the Indian way and to even compete for dollars is kind of like a disgrace and the reporting requirements that I hear from other tribes is outrageous.  I am glad to see SAMHSA here on an Indian Reservation and I hope that you continue to visit more, compare the small tribes, the large tribes.  It is not true because there is a casino the tribes are doing well.  That is not true.  We have competition in our states from racinoes, racetracks, dog tracks that want to bring slots and if they do, it is going to wipe us out.  Right now, our only bread and butter is our casinos and we are trying to put in dollars that the government should have put up front in the beginning and that is where I would like to see SAMHSA.  You know this budget report is nice.  It is good, but you know with the statistics in front of you, we are leading with suicide and all of these issues.  There should be a better way to give these dollars to Indian country.  I do not feel that we should compete.  I mean the statistics are going to go higher and what are you going to do.  When these statistics are going higher, it just means that people are dying.  The youth are dying and that is what I do not understand and I think that with an organization directed from Congress, you need to carry our words back over there and we would like to see special set asides for these illness that have crept on our Indian Reservations.  Thank you.

DR. BRODERICK: Thank you.  We have prepared a document that is available on the back table that will address a number of the issues that you raised.  It looks like this, this 2008 highlights.  Tribes have spoken very frequently about their desire for set aside dollars and we have made those wishes known with regard to availability of funds.  Our responsibility, as I said earlier in the day, our focus is on substance abuse and mental health across the entire nation.  And so we have to use the resources, first of all within the context that the Congress has provided them and secondly, to address the needs of communities across the whole country and so we do that in a particular way and now, as I said, tribes have been very successful over the last several years and reeked a lot of credit for accessing our resources in a lot more aggressive way than has been in the past and we look forward to finding opportunities to continue to make them available in Indian country in the future.  So, thank you for your comments and please take an opportunity to see this report that was put together for this meeting.

Next Judy?

MS. CUSHING: A question for Fran Harding regarding the new grant program, Partnerships for Success: State and Community Prevention Performance Grants.  I am wondering if any of the dollars in that grant program are going to go directly to communities.

MS. HARDING: No, simple answer.  We found ourselves on the situation where the first cohort of the SPIF 6 were phasing out. This SPIF is a grant opportunity for the states to work with, partnership with communities.  We do not feel, universally, that communities and states are universally across the country working as closely together as we know we need to, to get the kind of reductions that we are starting to see with our community programs.  We had a little bit of money and we did not want to continue to just keep funding the same process because we wanted to push the agenda and help our states reach out and begin to affect the state-wide outcomes, not just one community at a time, because right now in many of our states, we are having great outcomes in smaller parts of the state but not the entire state.  So, we decided to do a demo project helping communities and we are going to reward states for having outcomes, exceeding their outcomes.  The only way they are going to achieve their outcomes is to work in partnership with the communities at a closer venue.  This is considered a pilot demo project to see if, in fact, we are on the right track as we go forward.  That is why we are taking just a little bit of money.  We are evaluating it in three years.  Not only will the states benefit from that evaluation, but so will the communities because the dollars of the incentive of going forward for the next two years will be the money will go directly to communities that fund the states.  We think we are getting there.  We hear the need for more community direct involvement, but we also know that the coordination on a state level which Flo may want to comment on or not, is vitally important for policy.  We also know in prevention if you do not have that policy backing with the work being done on a community level, we are not going to get the universal change we are looking for with the norms.  

MS. CUSHING: I would just urge the leadership of SAMHSA to understand, look at community prevention and funding community prevention.  Similar to the issues raised here this week, which are so salient in that Native American tribes have not been able to access many of the federal funds that should be available to all.  Communities are so often left out of the picture.  It is community that can drive public policies in states.  States receive your federal funds, but to a large degree, over the last few years and longer and yet it is community people who the states rely on, our community leaders and community organizations who will move the needle, who actually mobilize and get things to begin to change and make things happen, particularly around prevention, alcohol and drug prevention, mental health prevention.  I hope that at some point in the near future SAMHSA and all its agencies can come to the point where they can look at a Native American and can communities as customers of yours just like states are.  In other words, they are an important and essential part of the solution and bring more people from communities of all color, all shapes and sizes to the table and do not just think that it is going to happen because you are trying to direct it to happen.  Often, people can tell you it is happening and it is not happening.  I think over the years you have been told that Native American tribes are involved and they are being supported and they have not been and it is often the same piece at the community level.  So we appreciate your openness to that idea, but hope you will be very diligent about holding those gates that you are giving substantial sums of money to actually engage and involve and fund local community.

DR. BRODERICK: Thank you, Judy.  Dr. Warne?

DR. WARNE: Just very briefly on the block grants issue.  It is a good thing we have NCIA representation and NIHB representation here.  In order for the block grants to go directly to tribes, it would require an act of Congress.  It would be up to the tribal leadership, not to the officials here, to lobby Congress, to change those parameters and maybe look at a demonstration project in which some of the block grant dollars could go to tribes.  The one thing that can happen at the agency level is to link the block grant dollars to the state to some sort of tribal consultation recording requirements and accountability and link the state funding to accountability to reach the states, to reach the tribes appropriately.  It is a very timely discussion because next week is the DHHS consultation so any of the elected officials who are here, who are planning to be there, that could certainly be a part of your testimony to encourage HHS, not just SAMHSA, but all of HHS that utilizes the block grant mechanism to link their block grants to the states to recording requirements and accountability.

DR. BRODERICK: Thank you.  Ken, you are next.

MR. STARK: I also think that one of the important aspects to looking at the whole block grant issue, just as it is with many major policy issues is one needs to understand the history.  I think that it would be really helpful for SAMHSA to research the history of why was the block grant set up. Why is it that predominately states, accept for a tribe, is included.  Why is that?  There is a history to it.  There are reasons.  They may no longer be valid, but it is important so that we do not end up in a situation where different groups, different organizations, different peoples begin to, I think, compete in a negative way.  Rather, I think we need to understand the history and figure out how we can come together to benefit everybody who has an issue with mental health and with alcohol and drugs.  I really would ask that SAMHSA maybe recreate that history and educate not only the council, but others out in the community.

DR. BRODERICK: Vice Chairman?

VICE CHAIRMAN REEDE: I just want to comment that it is good the hear the dialogue and especially hear the response from Derek across the way because it is important that we discuss that here as far as starting it.  The other question I have as far as you said there is a small portion that goes to Red Lake.  From my understanding that is because of events that happened about five years ago, four years ago?  

PARTICIPANT: Twenty years ago.

VICE CHAIRMAN REEDE:  Twenty years ago.  I think one of the things that I just want to say is the fact that most tribes have advanced in the sense of really being equal to what the state is offering, but not you know in relationships with the states are different for many tribes.  I know New Mexico is really progressive in the sense of understanding and listening to what tribes have to say.  For the state of Arizona, I think we are slowly getting there, but we are in transition again.  That is one thing that I was hoping this group would really partner with us as far as seeing what we had and what we are dealing with and also visiting.  One key example of success is the wellness center, which we have been accredited.  We are at a high status in the sense of trying to deal with this, but we are also limited in the funding source that comes down and the fact that I understand that we need to look at this from the main picture of going back to D.C., but I just want that dialogue to continue here because if you can partner in that sense of helping us tribes, as leaders to understand, we are not as lost as we may seem to be.  We actually understand the process, but we need more partnerships to help us become effective.  Really the accountability of reporting is something that our departments here are always trying to get that from the states, but it is a tug of war.  Really the main thing is the fact that we are dealing with health care.  We are dealing with mental health issues.  We are trying to change the aspect of who we are, so the thing is I just want to say is it is good to hear the dialogue here.  This maybe could be a starting point to something unique in the sense of honoring tribes as tribes because if you do review the history, you will probably see a lot of discrepancies.  That is understandable, but I think many of us at the table here, especially the Native people, you will see that we take past in the sense of understanding and we just want that opportunity to show the positive of it.  I just want to thank everyone for that dialogue.  We are not going to be sitting back and waiting.  I think we are going to be persistent in pushing this out there because that is what is needed.  I just want to thank you for that.

DR. BRODERICK: Thank you for your comments.  At this point in time, if I could suggest that we take our break.  We will have an opportunity for comments afterwards, later in the day, throughout the course of the day and so if I could ask Mr. Filfred, if you could hold your comment, and Flo and Faye, write them down.  Adeline, if I could ask you to hold your comment, we are going to go ahead and let people take a break, use the restroom, but come back and we will proceed.  We will have opportunities for questions throughout the course of the day so thank you very much for the dialogue and we look forward to reconvening in ten minutes, twenty minutes after eleven.

Break
AGENDA ITEM: Understanding the Role of Behavioral Health in Overall Health of the American Indian/Alaska Native Communities

DR. BRODERICK: These people are taking their seats.  Could you want to go ahead and get the panel started?

DR. WARNE: Good afternoon, everyone.  It is good to see everyone here and working your way back into the meeting.  We had a very good discussion this morning.  It was hard to break away from that discussion, but we do need to try to keep up with the agenda as good as possible.  There will be time later on the agenda, at 3:15 we have more than hour scheduled for public forum, so if you do have questions, please be sure to write them down and not forget them so we can readdress those.  

I am very honored to be facilitating the next two panels: one before lunch and one after lunch.  Of course we are a little bit behind on our agenda so instead of having lunch at noon, we will be lunch at 12:30, which gives us about an hour.  We had originally planned for about an hour and a half, so unfortunately, our speakers are limited to ten minutes or less and do the best that they can within that time frame, which includes me, so I am just going to go ahead and get started.

Again, my name is Dr. Donald Warne.  I am Executive Director of the Aberdeen area Tribal Chairman’s Health Board, but I also do a lot of consulting work here in Arizona with many tribes, including San Carlos Apache tribe.  My interest in substance abuse, mental health, behavioral health generally is that I am a primary care physician and working in Indian country, the issues in behavioral health have a deep impact on health, generally speaking.  

So the title of the first panel is Understand the Role of Behavioral Health in Overall Health of American Indians and Alaska Native Communities.  What I will speak about, just briefly, to give a brief overview is American Indian health disparities including behavioral health disparities.  We will look at our resource disparities and the need for improved partnerships with agencies like SAMHSA and we are all very thankful to Dr. Broderick and all of you for improved resources from SAMHSA to Indian Country.  Then we will look at issues specifically in American Indian behavioral health.  I will go through this very, very quickly.  I can actually teach a semester long Indian health policy course at the law school at ASU so I will do a semester worth of information in ten minutes or less, I promise.

The first questions I ask my students is the following, do people have a legal right to health care in the United States and unfortunately the answer to that is no, people are not born with the legal right to health care.  That is true for everyone in this country except American Indians.  As enrolled members of federally recognized tribes, we are the only population in this country born with a legal right to health care. That is based on treaties in which the tribes exchanged land and natural resources for several social services including housing, education, and health care.  So that is why there is a BIA, Bureau of Indian Affairs.  That is why there is an IHS, Indian Health Service. 

This information is right from the Indian Health Service website, the graphic on the left talks about the legal basis for federal services for American Indians and Alaskan Natives and on the right is one copy of many hundreds of treaties that were signed between the tribal nations and the federal government.  Again, the tribes did not lose the land in a war.  We exchanged the land for social services including health care.   This happens to be the treaty with the Potawatomi nation in 1846 and I know the print is very small, but at the bottom it says, “and the United States giving at the same time promise of all proper care and parental protection,” all proper care. This type of language is used in the vast majority of our hundreds of treaties and that really is seen as the basis for the exchange of land and resources for services like health care. 

This is our distribution of population as of 2000.  Of course we will have a new census next year, but this is from the U.S. Census website.  It shows the concentration of American Indian population by county in the United States.  I think most of you already know the IHS areas.  I currently work both in Aberdeen with the health board, but also quite a bit in Phoenix, Navajo, and Tucson areas as well.  

Let go and get ready to health disparities.  One of the easiest ways to measure health disparities, of course, is to look at life expectancy.  The table on the top part of the slide here shows life expectancy in years for the United States compared to Aberdeen area Indian health service, which is North Dakota, South Dakota, Nebraska and Iowa and it is seventeen tribes.  You can see that the disparity is about ten years in life expectancy.  Now in most states, they do not keep track of the following statistic, average age at death.  But in the state of Arizona, they do.  They look at average age at death comparing racial and ethnic groups and in 2005, in the state of Arizona the average of at death was 72.2 years for general population.  It was 54.7 for American Indians.  Now that is worse than most third world countries, average age of death 54.7.  That should be considered a crisis.  That should be front-page news.  This should be unacceptable to anyone, whether you are Indian or non-Indian and as we will see, the majority of excess death and early death that we see is in the realm of preventable diseases.  

Here is just a sample of a few of the preventable causes of American Indians.  Our death rate from Type 2 Diabetes, 208 percent greater than the rest of the population; alcoholism, 526 percent greater; accidents, 150 percent greater and suicide, 60 percent greater.  The nuance with our suicide rates is that we tend to have more youth suicide and young adult suicide.  In the general population we see suicide rates go up with advancing age, but unfortunately for American Indians, we see a peak of suicide in young adulthood and in youth.  It is just very, very tragic.  When a young person commits suicide or dies at an early age, does that have an emotional and spiritual impact on the family.  Does it have an emotional and spiritual impact on the community?  Does it lead to further substance abuse and additional suicide and violence?  Well, absolutely.  So there is more to these numbers than just the numbers.  It really is affecting our people in a deeply spiritual and emotional way, hence the need for more behavioral health intervention.

Now this is looking at diabetes death rates.  Again, IHS much worse than the rest of the nation, but Aberdeen area and Tucson area, unfortunately have the two highest diabetes death rates in the Indian Health Service and you can see, much worse than the rest of IHS.  Phoenix is also higher than the average for Indian Health Service.

Same is true for alcohol related deaths.  Again, much worse than IHS compared to the rest of the country, but Aberdeen area, Phoenix area and Tucson area also suffer from significantly worse alcohol related deaths even than the rest of Indian Health Service.  

We have had a discussion on health care reform and SAMHSA’s plan to do more integration of behavioral and medical services.  This slide shows a syndrome that I have seen in literally hundreds of patients and in literally thousands of patient encounters, but have yet to see this defined in the medical literature.  Among our patients with diabetes, I see very high rates of depression.  In truth I think depression should be considered a complication of diabetes because it is so common.  What is the most common self-medication for depression in this country?  It is alcohol intake. Does alcohol intake worsen your blood sugar, which worsens your depression, which worsens your alcoholism, which worsens your blood sugar, which worsens your depression? You can see people are on this vicious cycle.  We do not deal with this in a comprehensive or holistic way.  What do we do?  Even if we look at our Medicaid funding streams, how do we manage this patient?  Well, we cut the patient in half and we say that diabetes management and out patient depression medications are medical issues, but if you have major depression and you need residential treatment, well then that is behavioral. That is a separate agency.  It is a separate entity.  It is separate funding streams.  It is separate case managers and we are not integrated.  Is it any wonder we are not successful.  We are pretending that diabetes does not have an impact on alcohol and alcohol does not have an impact on diabetes and if one wanted to set up a system to fail, this is how you do it.  We have proven it, so I am glad to see that SAMHSA and other agencies are looking at how do we better integrate medical and behavioral because the patient is experiencing it in a holistic way, but our system has not yet treated it in a holistic way.

So how do we deal with these things?  Of course we have a terrible under funding.  Indian health service in the ’05 budget was funded about 2,100 dollars per patient per year. Medicaid, by contrast, is about 5,000; Veterans’ Administration, 5,200; Medicare, 7,600 and even in the Bureau of Prisons, nearly 4,000 per person per year and again, who was born with a legal right to health care?  Who exchanged land and natural resources for health care and if you look at the vast amounts of land and resources that have made this country as powerful as it is and wealthy as it is, I look at IHS as the largest pre-paid health plan in history.  Unfortunately, we are not getting our fair end of that deal if you look at the funding.  Just looking at it graphically, Indian Health Service terribly under funded relative to other federally funded health care systems.  Is it any wonder that we are not successful in dealing with our health issues?  

I have heard many people comment that IHS is a broken system and I would disagree.  I would say that IHS is a starved system.  We have not yet given it an opportunity to work because we do not have the resources to meet our needs.  I think we saw a lot of that in our site visit yesterday.  

I am going to end with this particular slide.  This is one of my favorite old photographs.  It is one of my ancestors from Pine Ridge.  He is a medicine man and you can see it is very different than how we take care of patients in the modern sector, very different than the clinical setting, isn’t it.  You can see he is touching the patient.  He is praying with the patient.  He is meditating with the patient and there is direct family and community participation in the healing process.  Now it may not be HIPAA compliant, but is meaningful health care and in truth, if we are excluding family and community from the healing paradigm, that is one way to ensure that we will not be successful.  We face a number of challenges with HIPAA compliance and other systems related to patient confidentiality and those are important issues, but I think that for American Indians, especially in our communities, we have to have community-based health care and we have to do a better job of involving the families, healing the families, healing the communities in order to hear those individuals. 

I will go ahead and end it there and again, that was semester long in ten minutes or less, so I had to go through very quickly.  

Our first panelist and again that was just kind of a brief overview of some of the issues, is Dr. Thea Wilshire, who most of you met on the site visit yesterday.  She is the clinical coordinator for the San Carlos Apache Tribe Wellness Center.  Over the last ten years, she has worked to develop culturally sensitive community based mental health and prevention programs among San Carlos Apache tribal members.  She has a specific focus in her program on empowering Apache staff to best serve their people, a wonderful model of community-based services.  She has two masters’ degrees: one in psychology; one in theology and she has a Ph.D. in clinical psychology, so please join me in welcoming Dr. Thea Wilshire.

DR. WILSHIRE: Okay, the year is 1886.  How on this mesa are 34 men, women and children, Apaches under the direction of Geronimo.  They are hiding out up there.  They have been on the run for five months.  The reason they are on the run is because if you look down in this valley, you can see 3,000 Mexican troops and 5,000 U.S. troops.  That is a quarter of our military power at that time.  Those 8,000 people have been tracing these kids and these adults for five months because they had the audacity to be the last group of free Indians in America.  Now I am going to leave them on the mesa for a second and we are going to come back to them.  But what I would like to do is I would like to use myself, a non-native, to be perhaps a little bit of a bridge for the rest of you have not had the privilege of serving in Native American communities.  For the ten years, my Apache colleagues have been very patient with me as a white Anglo-Saxon protestant with an exact opposite worldview and culture than my dear Apache colleagues.  I am going to live longer because of them, but I had to learn in the last ten years how to make sense of some of the things that my clients are bringing to me and I would hope that I can just briefly give you a little bit of understanding as you and SAMHSA and other agencies are trying to figure out how to make sense and how to best help Native Americans.

I do not know if you, like me, may not have realized how many Native Americans there were.  When the whites, or non-Europeans came, non-Natives came, there were over 100 million Native Americans in every nook and cranny of the country.  This was not a vast, untamed, uncivilized wilderness.  No, it was very populated.  However, in the first few generations, over 95 percent of the Native Americans were killed.  This was called genocide.  Ninety-five percent of 100 million people were gone.  In the midst of that there is also, what I had not realized is that the U.S. has had a policy of apartheid.  We, I thought this was South Africa, but we have had a policy where we have taken Native Americans and we have forcibly removed them and imprisoned them on reservations, in missions, in prisons, in boarding schools.  We have taken them and we have taken them away from their cultures.  This was not just way back when.  This continues into modern day. Now I am not saying as far as the current Obama administration, but under the Bush administration, we had 33 million dollars taken away from urban health care for Native Americans and two-thirds of Native Americans are in urban settings.  That does not compute.  We have had, at least the last administration, continue to take reservation lands away from Native Americans, lands that they were promised.  In Texas, they took it away to build a stadium.  Of course they paid them.  Each person got the equivalent of a couple of stadium hotdogs in expense.  So the policy, this is not old news.  This is current news.

Hate crimes, this is not just the government.  This is regular people.  This is on the street, passer bys as you are walking by people, who are having false perceptions about Native Americans and acting out on those false perceptions.  There is 1.5 percent of our U.S. population Native American, but ten percent of all hate crimes in America are carried out against Native Americans.  

Dr. Warne talked about life expectancy.  You would think that Native Americans would be bitter and maybe anti-American, but that is so far from the truth.  Ten percent of the U.S. population serves in the military.  Thirty percent of the Native American population serves in the military.  This is a warrior tradition.  It is not a warring tradition, but a warrior tradition where the Native Americans are honoring their country, the United States.  Every single U.S. military engagement has had Native Americans from as far back in history as you can go. There were 200 thousand that served in the Civil War.  

Now health disparities, what Dr. Warne said and what I think Ms. Tsosie is going to be saying and some others, you are going to be learning more about the disparity.  When I came in as a non-Native and I am trying to make sense of why things are so disproportionately, the statistics just did not make any sense so I kept asking questions and, again, my Native American colleagues were patient with me and they have helped me learn that the thing that was the biggest key for my understanding, and what I am going to give to you as a gift, is a concept that I had not heard of before.  It is the concept of colonization.  Another term for that is cultural subjugation.  In all of my graduate school, I had not been given this term and this helps make things make sense.  

A definition, establishment of settlements in populated foreign land through social control, by domination or by overcoming or subduing by force, whether physical or moral.  

This is not a new thing.  This is something that was done, you can go back hundreds of years in many different countries. It has a predictable path of what is done and a predictable set of outcomes.  The colonization process, one of cultural oppression and cultural subjugation, comes in and impacts physical, economic, cultural, social and psychological aspects of being.  In ten minutes time, I am not going to go into depth on those, but what that equals is that it is the equivalent of a psychological nuclear bomb for a culture.  So it is colonization is the idea, it is really ethnocide.  You want to stop the continued progress or growth or reproduction of a culture.  

So, in a Cliff note version, you have an outside group that comes into an already populated area.  You take those people and you start to separate them.  You take the kids away from the families.  You stop them from practicing their spiritual traditions.  You punish them for speaking their language.  You cut them off from their ability to make a living or to travel on the lands they usually travel in so they start to then have a cultural abuse and an intergenerational trauma that passes down. People start to feel less empowered because they are less empowered.  They start to internalize what has been happening to them on an externalized level. They do not feel they have control.  They start to have more depression.  You then see that internalized expressed out in the externalized world with alcoholism, violence, you have families that are disconnected.  So the whole thing that we are talking about here, dealing with these issues of substance abuse and mental health, that is really just the secondary systems of the primary ideological issue of colonization.  This is not just way back then. We cannot just say, well it is done; it is gone.  No, it continues. 

Actually, I am going to back to the guys on the mesa as fast as I can. They never were caught in five months, not even a singly child, but the Apaches felt bad for their children who were hungry, cold, tired so they came and they gave themselves up.  They were then rewarded, and scouts that helped by being put on trains and shipped to military prisons for the rest of their lives.  These people, because they are fierce and strong warriors who resisted what would be untenable to any of us, they were then given the harshest martial law.  That means that even in living memory, in the 1920’s, there were soldiers with guns walking around San Carlos.  Other Native Americans were allowed to be citizens and vote in the 1920’s, the San Carlos people not until the 1940’s.  Remember they resisted.  They get slammed the hardest.  They are going to start to have some of the worst long-term statistics not because of their weaknesses, because of colonization.  We then have, what we talked about, cultural brokenness of intergenerational trauma.

This continues.  This is an idea for me of neo-colonization.  We continue to find ways to make Native Americans less then human or cartoons or animalistic so that the culture, as a whole, can continue to subjugate.  This is, well you might say, well that doesn’t mean anything.  Well it does.  It continues to take away the reality and the persons that are Native Americans in our society.  This type of neo-colonization is why we have false beliefs across America that I encounter on almost any interaction with non-Natives where there is the idea that Native Americans get a check every month form being Native Americans from the federal government, no.  Native Americans do not pay taxes, no.  Native Americans get free education, no.  Native Americans get money from their casinos, well varies by the tribe here, no.  So there is all of these false beliefs that people use to justify why they under fund or why there is health disparities.  Well, it is the Native Americans’ fault, no.  

I would like to just introduce this concept to you and I want to just tell you that the San Carlos people are so stubborn they refuse to die.  This culture is so resilient that they are continuing to thrive.  Right now, those 14,000 people that Chairman Nosie told you about, 50 percent of them are under the age of twenty-five.  They are now, as a tribe, is now starting to advance their own programs.  They are trying to advance education.  They are trying to look at things that they the people can do to advance their own good and part of what I would posit is what you and SAMHSA might consider is that I think, in my humble outsider’s opinion, the reason they are doing as well as they are doing is because they are continuing to stay connected to their spiritual traditions, to their cultural traditions, even their language and their dietary traditions and if you want to make a difference in Native American communities, in my opinion, it needs to be by looking at these areas.  Looking at cultural restoration, economic independence, mentoring in education, respecting Native spirituality, looking at post-colonial psychology, which is not a western model, and looking at traditional healing.  

So, I am trying to fit it in ten minutes.  I am done, but if you have more questions, you can, and we do not get to cover it today, please feel free to contact me.  I would love to be in dialogue with you and that is my presentation.  Thank you.

DR. WARNE: All right.  Well, thank you so much, Dr. Wilshire, and we will have time at the end of the three panelists for a Q and A session.  We have until 12:30, so we will have some time for discussion and again, there will be more time later in the agenda as well.   All right, our next speaker is Ms. Adeline June Tsosie.  She is a Navajo Nation tribal member and she serves as a principal planner for the Navajo Department of Behavioral Health Services.  She received her Bachelor of Science degree in business administration from Northern Arizona University and her Master’s in public health from the University of Arizona and she has been working with Navajo Department of Behavioral Health Services since 2000, except for the time she went back to school to get her Master’s in public health, so please join me in welcoming Adeline Tsosie.

MS. TSOSIE: Good morning, my name is Adeline.  I always go by Adie.  I work with the Department of Behavioral Health Services and have been with them for about ten years.  I am going to provide an overview of the grants that we have received, the Learn and Serve and the Indian Country Meth Initiative grant.  

This is the Navajo Nation and we cover three states: the states of Utah, Arizona and New Mexico.  We are the largest land-based tribe in the U.S.   We encompass more than 25,000 square miles and our population is about 180,000, of that number, 110 are urban Indians.  Fifty-one percent of our population is represented in the age group of twenty-four years and younger.  Our population characteristics are, because we are a young nation, our median age is twenty-four compared to the U.S., which is 35.  Our annual income per capita, per capital annual income is about 7,000 compared to 22 with the U.S.  

I also included other information like educational, attainment, language other than English spoken at home, which is 74 percent compared to about eighteen percent for the U.S. general population.  I believe that overall health and wellness is not just about mental or physical health.  It is a combination of economic health, mental health, physical health, and cultural health and thus included information such as housing units that lack plumbing, which is about 32 percent compared to .6 percent of the U.S. population and units without telephone is about 60 percent compared to 2.4 of the U.S. population.  I feel that is a very important factor because a lot of our grants and outcome measures also talk about surveys, nationwide surveys also say they have done telephone surveys.  That is impossible on the Navajo Nation.  Even though a lot of us do have cell phones, there is not a lot of coverage on the Navajo Nation and I think Beverly can talk to that.  She came to visit us, I think it was last year and she was taken all over the place on the reservation and I know that she had a hard time keeping in touch with her office only because there were not coverage across the Navajo Nation.  

I also included information about four leading causes of death for the Navajo Nation.  Unintentional injuries is high.  It is about four times higher than the U.S.  Diabetes is also pretty high for our tribe and we are outranked by diseases of the heart, malignant neoplasms.  

We received the Meth Initiative grant in 2006 and we began a task force because before the grant was awarded to us, we realized that we had a problem.  The Federal Bureau of Investigations had determined that forty percent of all crimes committed on our reservation was related to methamphetamine.  IN 2005, the Navajo Nation council voted to pass a law criminalizing the sales, possession and manufacturing of meth on the Navajo Nation.  In 2008, one of our key accomplishments was the sponsoring of our third annual Fort Defiance Anti-Meth Conference.  At this time, we also disseminated a community health survey and the demographics related to that survey was that 82 females that completed the survey with 48 males.  It represented the ages about 15 to 64 and of the 64 age group individuals, all nine were non-speaking.  So it was pretty tough for us to implement that survey because we needed individuals who spoke both Navajo and English fluently and could translate their response from Navajo to English and yet from English to Navajo and make that data meaningful.  

The other issues that came as a result of the survey was that 45 percent of those surveyed believed that we had issues of public safety and that is very true.  We have an Arizona underage drinking grant and two sites that have been identified is Piñon and Chochita.  Piñon is located in the heart of the Navajo Nation.  There is only one road in and out of Piñon and the closest police station there is located in Schenley, so the response time there, depending on how great your call is, is about one to two hours and that is not uncommon for most areas on the Navajo Nation.  Forty-eight percent of those surveyed also viewed alcohol abuse as a major problem and then community violence, especially among the youth, as an issue. 

I always like to say because of our success in implementing the ICMI grant, we also were extended an invitation to apply for the Learn and Serve grant.  It is implemented at St. Michaels Indian School.  It is a Catholic school.  It is a private school.  Enrolled students number about 160.  We initially thought that maybe twenty would volunteer and help us, twenty students, but we ended up recruiting forty.  Ninety-five percent of this population at the school are Native Americans.  Our partners include Navajo Area on Aging, the Meth Task Force, the Drug and Gang Unit, IHS, Social Services and the local Window Rock School District.  

We were awarded this grant in September and I think it is very important for SAMHSA and other federal agencies to realize that there is a process that we go through and I think that, I am pretty sure that almost every American Indian program has a process in which you accept funds from the federal agency, or any agency.  We, like I said, were awarded in September and only last month got our grant approved through our tribal system and we had a fiscal report that was due, but in the eyes of my tribe, we had not even received those funds.  However, we did continue to implement that program without the funds. So I think special consideration needs to be given to those tribes that have this process and this process is intended to preserve our sovereignty. 

I would like to end with the fact that we have limitations as far as our grants are concerned.  One of them is data collection.  We do not have the infrastructure and I understand that there was a need to answer the questions.  When you write a proposal or when you do an evaluation of the grant that we received, who, what and where, but the Navajo Nation has only two epidemiologists, which those positions were filled last year and they are already playing catch up. They are serving thirteen other departments and we are just one of the thirteen.  Then also, we have a need for culturally appropriate treatment services.  Yes, there is a trend to pursue prevention, but what are we doing about our members who are sick?  How do we provide culturally appropriate services and although this may be about a year and a half ago, I was in the hospital for a very invasive procedure, I had my pulmonic valve replaced and I think to a certain extent, it opened by eyes because the services that I had received were through the university medical center in Tucson.  The year before my surgery, I had to go down to Tucson at least three times for tests to make sure that I needed a valve, I guess, and I can understand the logic behind these tests.  I was able to ask questions and understood the processes that I needed to go through.  However, when I was hospitalized, I realized that there was a big disconnect.  There were about four Navajo patients out of the twenty beds on the cardiac wing.  Of the four of us, I understood English.  The three were Navajo speaking completely and there were only two staff at U of C who could serve these people and they were only there from 8 to 5 everyday, Monday through Friday.  What happens at the times that they need someone to help them understand what is happening to them?  I observed one patient, a male, who had to be tied down.  To come out from an invasive surgery and to realize that you are tied down is really traumatic and although the setting is different, I believe that mental health services need to be comprehensive.  We need more representation from our group and more attention given to culturally appropriate services.  Thank you.

DR. WARNE: Okay, well thank you very much.  Our third and final panelist is Novalene Goklish.  She is an enrolled member of the White Mountain Apache tribe and she works with the Johns Hopkins Center for American Indian Health at the White River site.  She currently is employed as a field project director for two very important suicide intervention programs.  One is the Native American Research Center for Health Celebrating Life program and the other is a SAMHSA program the Empowering Our Spirits program for suicide prevention. She has worked with Johns Hopkins for over twelve years.  She earned her AA in general studies and her AAS in computers at Northland Pioneer College in 1999.  Please join me in welcoming Novalene Goklish.

MS. GOKLISH: Thank you.  I am also here with my co-worker, Levita Tessay.  She would like to introduce herself very briefly.

MS. TESSAY: Good morning, my name is Levita Tessay.  I am a research program assistant for the Johns Hopkins Celebrating Life program.  I have been there for two years and it is good to be here.  

MS. GOKLISH: So to begin, Johns Hopkins has been in a partnership with the White Mountain Apache tribe for over 29 years and we also work very closely with the Indian Health Service.  The White Mountain Apache tribe and Johns Hopkins, the history started back in 1979 when the tribe was experiencing an epidemic of diarrhea where we were having severe infant deaths mortality.  The community initiative to prevent youth suicide, the tribe mandated for suicide behavior surveillance so we are the only community in the United States and also on any Indian reservation to have a data surveillance system where the community has been mandated to report suicidal behaviors of any and all individuals who are on the reservation regardless of whether they are Native American or not.  We were awarded some funding to continue the findings, also to develop the database for it, the community intervention design, implementation and evaluation.  The significance of this work is global prevention.

This is just to give you an idea of where we are located.  The White Mountain Apache tribe has a little over 15,000 enrolled tribal members.  It is the Fort Apache Indian Reservation.  We reside on 1.6 million acres in the White Mountains.  It is geographically isolated, governed by the Apache Tribal Council, eleven members and we have today with us our Vice Chairwoman, Margaret Baha-Walker.  Like I said, 29 years that we have had a relationship.  We first started with infectious disease and now we have gone into behavioral mental health programs and also trainings for the tribal members who work as paraprofessionals.  

The Apache community, the strength that we have is maintained original lands, tribal sovereignty, respect for culture, identity and values.  Family is the center of our culture.  Large family networks strengthen the community and traditions support sacredness of life and youth and strong capacity to adopt different and new ideas and initiatives and I think that this is very important and true about our tribe because back in 2001, when we had a spike of the suicide rates began where a lot of our youth were dying by suicide, our tribe did really take a strong initiative to show that we needed to do something.  By passing the resolution to mandate the suicide behaviors on the reservation and like the Navajo Nation and San Carlos, 54 percent of our tribal members are younger than age of twenty-five so half of the population is really young.  Strong, traditional support for sacredness of the youth, however large challenges have emerged from a lot of different things that have taken place on our reservation.

This just gives you the disparities that we have on the reservation and how much greater it is in Indian country and specifically to communities like ours, for example.  It has the death rate, suicide rate, the injury deaths, alcohol related deaths, teens, child bearing and diabetes and it is always so much higher than either other tribes or higher than the U.S. all races. 

Preventing Apache youth suicide, so in the 1950’s, they had very low, low rates of suicide.  That is on the reservation and then in 1990 through 1993, it spiked really high to where a lot of the youth between the ages of fourteen to about nineteen, twenty year olds, there was completion after completion and a lot of them were in high school students that had dropped out and just a lot of problems that they were having.  Some of them came from really good families. Some of them came from dysfunctional families.  Suicide is not particular to somebody’s wallet.  Whether you have money or not, it has a lot of other issues that come with it and we have noticed that from the things that we have worked on.

In 2001, we had another spike and that is when the tribe responded to the crises and so, like I said, in 2001, the tribe mandated the suicide surveillance and the registry system and at that time Margaret Baha-Walker was a Council Delegate from District Three and the first tribal registry showed how they were able to gather the data was by paper and pencil and they put it in the notebook and they wrote down the individual’s name, the date of the act, what they did, why they did it, was alcohol involved.  All of that, all of that was kept on paper.  They also put together the suicide coalition and they were the individuals who kept the data and then there was very limited resources and follow up and referral was really hard because a lot of individuals who worked directly, or were a part of the coalition, had full time positions in other departments.  

In 2004, we formalized the partnership with Johns Hopkins, the tribe’s computerized registry and designed public health approach to the problem.  The tribe passed a resolution mandating the forms that were developed to implement this so at phase one the Celebrating Life was the suicide surveillance study patterns, trends and case management and we worked directly on all of that.  We are out in the field doing this, myself, Levita and we have four other employees that work directly on this back in White River.

In phase two Celebrating Life is where we recruited youth who had made an actual attempt, ten to nineteen years of age, so we can understand why they attempt it, what mind state were they in, was alcohol involved.  You know, what exactly happened and so for a short terms, we recruited seventy-five youth between the time they attempted, we had a thirty day window to screen them onto the program so that they could tell us exactly what was going on and what type of services they were interested in getting.  Part of the thing was talking about behavior health.  This is where we worked really closely with our behavior health to try to get them into treatment because they had made an attempt. They no longer wanted to live.  Then the end twenty-five, the long term is where we followed them.  So the short term is where we gathered a lot of information from them and it was about four to five visits where we collected a lot of data.  The long term end twenty-five is where the twenty-five youths, we are currently still working on this, but the twenty-five youth we followed for a year.  Every other month there was an in depth qualitative interview that was done to see if they had any other ideations.  Did they attempt since the last time they saw this individual.  Are they still going to treatment?  Have they gone at all?  What can we do to help? 

Now we are in phase three, empowering our spirits, intervention development and evaluation.  It is an emergency department linked intervention, a home base life skills intervention and evaluation.  So, our phase three is where we are receiving funding from SAMHSA to work on this.  We have developed everything so we have recruited our first participants and this is where we are at now.  Levita, I will go ahead and have her speak about these forums.

MS. TESSAY: So the tribe mandated a yellow surveillance form and what just know it as a yellow form and our staff would go out in the field and we would do in-services to different departments such as our police department, our fire departments, and all of the offices on the reservation to get these forms in so people can report their suicidal behavior to us.  We have even been going to churches and individuals call us and we take that through the phones as well.

As us case managers, we do the pink follow-up form where we go out there to the community.  We go to these homes so that people and ask them about their suicidal behaviors and that is just a little bit of how the yellow form looks.  We get all of this information from them.  The pink form is almost the same, but the pink form goes more in depth and that is our staff.  There is Novalene to the left, Francine who is our ARCH program director in the middle, myself, and Angelie Tilley (?).  

The surveillance findings, how do Apache rates compare so the average suicide incident rate per 100,000 a year, so that is total population, age adjusted for U.S. all races in 2003 was 10.7 and the ages fifteen through twenty-four was 9.8.  Comparing that to the White Mountain Apache 2001 to 2006 was 40.1, which was four times higher than the U.S. rate.   For ages fifteen to twenty-four, which was thirteen times higher than the U.S. rate.  For phase one findings, for the suicide rates for fifteen to twenty-four year old males, if you can see, the Apache was six times higher. 

Our suicide surveillance findings completion methods, this is what the doctors and psychiatrists that we work with back in Baltimore are trying to find out why on our reservation, and I am sure it elsewhere to, but the hanging method, why are they using this method.  Why is it the method that they use the most.  We are trying to find that out, still.  As you can see, it is very high.  The rates of non-Apache attempts and completion 2001 to 2006, like Novalene said where there was a rash of suicides and comparison to male and female, it seems like males between fifteen to twenty-four is higher.  

Celebrating Life, phase one summary findings, stakeholder interpretations of findings so possible reasons for hanging is no disfigurement, contagious and the silent method you know where nobody will hear them where as in a firearm, you can hear it go off.  The hanging method is silent. Males lose in traditional roles and crises and the females possible roles of abuse.  Outside media, include this was Apache culture, alcohol drug use integrated with self harm, youth feelings somehow, lack of and barriers to mental health service professionals.  

Phase two, what can the children teach us?  So that is phase two where we visit them every two months and it is five times within a year.  

In phase three, what can we do to help?  So, Novalene will finish this.

MS. GOKLISH: This is where we are working on our ideo-intervention, so we have three tiers that we are looking at: universal, targeted and selected.  For universal we have an elders advisory council.  We have the elders going into the schools, all grade levels, talking to the kids about having respect for themselves.  We have currently twenty-nine members on our council from our reservation and they range from all of the communities on the reservation. We are also doing the media, and Levita works directly on that with the elders through the radio station and also through our local paper, community education, implementation of Americans.  So the things that we are doing, like suicide prevention, how can we do it, if are asked to do presentations at the school, we look at it and focus on it.  

The targeted, so myself and Francine went to a long week training to become assist trainers and once we brought the assist word, where they were the gatekeeper trainers our community members did not like that.  They felt that gatekeeper referred to somebody who was in prison or, you know, they are in jail and you are watching over them.  So they told us that it is more of a caretaker role and so that is how we refer to the assist trainers as more of a caretaker.  

The elders, what we have done with them is we have gone on field trips with them and they have viewed, that is a picture of us going down to Salt River Canyon with the elders and some of the youth that we work closely with that were selected to be a part of the group where the elders come and meet with them and talk to them, encourage them and also you know, let them know that they are there for them and they can be their role models as well.  An then selected, the new whole emergency department linked crises intervention is a curriculum that was developed to help youth who have made an actual attempt learn coping skills and anger management.  We also produce a video and it was produced by Dustin Craig and the cast and crew was all native except for our nurse that acted.  We did it in May of last year, in ’08 was when the DVD was produced.  

Then the second phase of that is embracing our life, re-embracing life, the home base.  That is where we have nine lessons that we will be working on with individuals who have made an actual attempt.  This just goes further into detail on exactly what we will be doing and these are the recordings, ideations and the attempts over the years from our surveillance that we have worked on and it still breaks it down.  I know that there is a lot of stuff on there.  I cannot really go over it because we are out of time for that, but the public health approach to prevention and there is ours with it and how we are working on it and that is it.  Thank you very much.

DR. WARNE: Let us please have one more round of applause for just such a wonderful panel this morning.  

I wanted to make an announcement, apparently.  The power point presentations will be made available to the Council and to the SAMHSA Tribal Technical Advisory Committee because these are just wonderful presentations so I am glad that those will be available to us.  

Let us go ahead and open it up to some discussion.  It is about 12:15, so about fifteen minutes for a Q and A with our panelists and I think that one thing to keep in mind is that throughout Indian country, we do have good programs.  The problem is we do not have the funding to make them as extensive as we would like to.  We could be more effective if we had more resources.  Just one comment that I did not make when I was talking about funding is that when you look at the funding of Indian Health Service, about three and a half billion dollars per year, very close to the SAMHSA budget.  To get us fully funded, up to equivalent expenditures for the rest of the country, would not require that much more in the way of resources when you look at the entire DHHS budget.  Department of Health and Human Services budget is what, about 700 billion.  IHS is about 3.5 billion.  To get us to our level of need, about three billion more dollars.  If Department of Health and Human Services really wanted to help Indian Health Service, give us four tenths of one percent of your budget.  Four tenths of one percent of the HHS budget would fill the gap of three billion dollars for the Indian Health Service.  People usually laugh when I suggest that, but it is not that much of an increase to make a dramatic impact on expending these types of programs.  

But please, let us have some questions for the panelists. Yes, Hortensia.

DR. AMARO: Thank you.  That was really all excellent presentations and I certainly learned a lot and was moved by the things that you shared with us.  One of my questions and I realize that the issue was so complex and there is some many needs from addressing the social determinates of how attach it to economics and education and everything to the very acute issues in health care, but one of the things that I was wondering about is the emergency medical care system.  With people being so far away, and the ability to get emergency medical care to people through ambulance system, taking the police so long to get there, taking the emergency response team longer.  So, I am wondering what the infrastructure for the emergency medical services is throughout the various, through Indian country, I am sure it varies by community and whether that may be a like very acute contributing factor to death rates in addition to everything else.

DR. WARNE: I think for the communities that are represented by this panel here in eastern and northeastern Arizona, it is a very rural region and some of the tribes throughout the country have taken over management of the emergency medical services in their community.  That is a big challenge and unfortunately we do not have even the road and highway infrastructure quite often to meet the needs of our people.  That certainly adds to the health disparities, but again that comes down to adequate resources to have enough of those services available. There is an effort to improve trauma services in Indian Health Service and there is a group of people looking at how we can improve trauma care throughout Indian country, but again without resources we cannot really do it.  I do not think, I cannot think of any Indian Health Service facility that is a level one trauma center, even Phoenix Indian Medical Center is not level one trauma, so we get people to our facilities to stabilize as much as possible then they have to be flown out, in some cases hundreds of miles away.

DR. WILSHIRE: Hortensia, when you asked that, a statistic that came to my mind is that in Arizona, if you have a motor vehicle accident in Indian country, you are 800 percent more likely to die.

DR. AMARO: When you look at the alcohol related deaths, and I am sure a lot of it is auto accidents.

DR. WILSHIRE: Well, that is some of it, but there is no phones to call for help or you have got a phone and you cannot get cell coverage, or there is no one else around that a car, or there are only two police officers covering almost two million acres.  To assist the EMS, and they do a fantastic job, but it is just hard to get service.

MS. TSOSIE: Also when you do, the response time is the same for public safety as for medical services and a lot of the times when you have to make a conscious choice of whether or not you feel your condition is serious enough to warrant, you have to make a serious choice.  Do you want to wait for an EMS to respond, or do you think the pain is going to go away.  The studies that were conducted as far as cardiac issues with American Indians is that they would rather wait and let, you know because thinking that it will go away.  So what the UNC Native American Cardiology Program has done is to educate the American Indian population that they serve and recognize the signs of cardiac arrest and hoping that thus by learning they will know then when to go to the hospital.

DR. AMARO: Yes, but even if you recognize it and you have no way of communicating to the emergency service personnel or it takes two hours, for an ambulance to get there.  I mean depending on the conditions, obviously in most emergency conditions it is going to be the difference between life and death.

MS. TSOSIE: Exactly and also a lot of the times they will take themselves or they will have a family member drive them to the emergency room.

DR. WILSHIRE: That is if they have a car because in San Carlos, the statistic I was given is that only ten percent of the people have access to a vehicle.  So that is, when you think about the distances it is amazing again, how well they are doing with how few resources there are.  The needs are huge.

MS. TSOSIE: Also, to that point too, when I was working at the UNC, the survey also asked how did you get to the hospital.  One of the choices was by horse.

DR. WARNE: Wow.  Mr. Stark

MR. STARK: A question about, clearly there are health disparities and there are challenges with resources.  I am wondering though, how many of the Apache people who are Natives in general, particularly those on the reservations, are eligible for Medicaid or SCHIP if the are kids or Medicare if they are elders and whether or not in Arizona, because every state is different in terms of their Medicaid program in what they allow or do not allow, but is there any numbers that you have looked at, anybody, relative to who might be eligible for those other program areas and then some attempt to coordinate those fund sources.

DR. WARNE: Absolutely, now nationally of course, Medicare is the much larger program but for Indian country, Medicaid is the more important program because of high rates of poverty and in some of our communities, we have nearly 50 percent rates of poverty, so lots of eligibility for Medicaid.  In that instance, it is another case where the state really does act as a gatekeeper for access to services because they are the ones approving services or, in many cases, licensing or credentialing our facilities and our people and that is a huge issue, especially in substance abuse treatment.  If the states are not working cooperatively with the tribes, they really do act as the gatekeeper to accessing those services.

Now, as American Indians, we are eligible for Medicare and Medicaid.  One of the issues that we worked on for many years and just recently were able to change policy is that CMS would not recognize tribal ID as proof of citizenship.  We had plenty of elders who did not have birth certificate, did not have a driver’s license and their only form of ID was a tribal ID, but because they did not accept that, they were not able to enroll in Medicare.  That has just recently changed as of two months ago.  With the SCHIP legislation, if you look at it, it actually includes recognizing tribal ID as proof of citizenship. So, it is a step in the right direction within the first thirty days of the new administration.

In terms of numbers, we do have unfortunately lack of adequate outreach to enroll people in Medicare, Medicaid because again we have to work closely with the state government on the Medicaid side and then Arizona gets very complicated with their regional behavioral health authority system that is carved out of the Medicaid medical system.  We will have a discussion of that this afternoon with the Navajo regional behavioral health authority as well.  The numbers are unfortunately not as high as they could be in terms of eligibility for those third party reimbursements. 

MR. STARK: Thank you.

DR. WARNE: Ms. Wainscott.

MS. WAINSCOTT: It was heart breaking to hear the numbers from the White Mountain presentation.  Is it a fair assumption that many of these youth have depression?  Do you know that and if so, do you have access to treatment for them and is there anything close to early intervention?

MS. GOKLISH: I believe that a lot of the youth, a majority of them have experienced depression.  We do have forms that help them identify the signs and symptoms of depression.  As far as services go, we have to refer them to Apache behavioral health for them to get the services that they need.  We also refer to other services just to make sure that they have other options.  We also ask them if they would to meet with somebody like a traditional medicine man or either go to the church just to try to seek some type of counseling, but a majority of the youth that we do work with have experienced depression and are currently still going through depression.  That is what leads to a lot of their suicidal behavior.  We have also seen a large number of youth that have self injurious behavior by cutting and they do it in groups at school now and our youngest that we have dealt with is a kindergartener who is cutting by watching older siblings do it and then friends, kids that make friends in school in order for them to be accepted in a group, and if it is in a group that is cutting that is what they need to do also to be recognized as a member of that particular group.  

MS. WAINSCOTT: When you make that referral, is it your experience that they are accepted and get the help that they need to the Apache.

MS. GOKLISH: A lot of it, for some families it is a very tedious because of the amount of paperwork that they have to fill out just to get the services from behavior health and it is required by them that those forms are filled out so that is why we try to refer to other agencies because to get them services in the meantime until that is done but a lot of parents do not do the follow through to get the help that they need for the kids and so we try to link them to some of the churches that they go to see if we can get help through there either if they are very traditional to go to some of the medicine men to get prayers done for them.  

DR. WILSHIRE: Kathryn, in response to that, not only, I cannot speak to White Mountain but depression, yes, but I think a bigger issue is trauma.  Just the amount of people who are walking around with PTSD or just trauma and you go into the intergenerational trauma, but dramatic phenomenal trauma.  There is a health fair that had people walking to the community and I had a like a stress checklist and you know if you got above, all of these things, if someone lose a job, go to jail, you have an accident, all of these different variable things.  People, if you got above a certain score, you needed services.  Well, every singly Apache that was filling this out was five, six, seven times the amount of stress and that was their common, their average, their norm.  They were existing with that so my little stress thing had to be just thrown out the window because the amount of trauma that is happening on a regular basis is phenomenal.  

DR. WARNE: Dr. Gary?

DR. GARY: I too thank all of the presentations.  They were excellent and very informative and I wish to thank you for sharing that information with us.  The first thing I want to do is to acknowledge what I think is a very good model and that is I am so pleased and so impressed to see Native people collecting data and participating in the research that influences policy about its own nation.  I think we should endorse and embrace that kind of model.  It is a pleasure to see that.   Also, it provides for the community a sense of empowerment, a sense of ownership, and also gives you wonderful opportunities for teaching people about the risk of suicide, etcetera.  The other part, so I would suggest that you continue that.  

I also would like to make the comment that among African American males, where the suicide rates have increased over a hundred percent in the last ten years, we find that suicide and homicide sometimes express itself as suicide.  If you look at some of the readings by Prusan (?) and others, it talks about how African American young men provoke others to kill them rather than killing them themselves.  My question is, I did not see, do not remember seeing any data about homicides and so I wanted to ask if you were concerned about homicides and if you track data about homicides or attempted homicides, whether they be stabbings or fightings or through gunshots, etcetera, etcetera and if so, what is your interpretation about that kind of aggression and of course you know suicide is an aggression against itself and if one sets the situation up where someone else kills him or her rather than doing it oneself because it is against the culture, it is against the values, it is against one’s spirituality, etcetera, then that produces a different kind of model for looking at suicide, homicide in the community and I am just wondering what our thoughts are about that.

MS. GOKLISH: That is a good question.  We do not track homicide directly, but I will talk with our colleagues and see if that is something we can start looking at more specifically.  There are, we do have a large number of homicides on our reservation and I think it is the same on all of the other reservations where you hear about someone who was murdered and by somebody that they had gotten into a fight with, I believe you described it.  I think over the past couple of years, well last year and the year before so not last year but 2007 and 2006, I believe where we were almost number one in Indian country and maybe even in the general U.S. for homicide where we had I think eleven homicides on our reservation in 2006 by itself and we even made the “Arizona Republic” paper where they talked about what was going on in our reservation and a lot of the cases were unsolved.  This does bring attention to it and we would like to look further into that and see if that is something that do need to start tracking also. 

DR. WARNE: We have time for two more questions, Mr. Braunstein and then Mr. Alexander.

MR. BRAUNSTEIN: Thank you.  First of all I would like to, as my colleagues have done, praise the work done by all of the presenters.  I would also, in an earlier discussion with Ms. Goklish, we had talked about a similar experience with doing some intervention.  Our early intervention and even prevention to deal with the issue of resolving some of the issues of anger with youth population and I am assuming that there are some additional prevention programs that are also in place and that those same programs have been shown by research, also assist with post traumatic stress kind of issues.  There is another researcher that I did some work with in the Chicago area, Dr. Carl Bell worked with a similar impoverished inner city population dealing with the amount of trauma that population was exposed to.  In both instances, their coping skill development early in their life was a key to decreasing the amount of both suicidal and homicidal behaviors later in life.  I believe there are some part of the program that do deal with prevention or teaching behaviors as well, am I correct?  

MS. GOKLISH: So in the ideo-intervention that we are working on, the curriculum that we developed helps them with coping skills, anger management, also identifying exactly where they are at, how angry they are and then identifying people that they can actually go to help them calm themselves down and also different things that they can do, different relaxation techniques, so it is a variety of things that we are working on with the youth and then in order for the youth to participate, a parent or a guardian has to be there with them in order for them to really comprehend what their youth or their child is going through. So in order for us to make this program even more effective, it in order for the youth to participate, a family member has to be there.  It has to be an adult. In the program they would identify other adults that they could turn to for help when they are in a stressful situation and they cannot see past tomorrow.  That is one of the main, key components that we are working on with this new program that we have just started.

DR. WARNE: Okay, very good and we will actually will have the three final questions and we will try to keep the questions brief.  It would be culturally insensitive to be too late for lunch and we do not want to do that.  Mr. Alexander.

MR. ALEXANDER: I also want to give kudos to those who gathered those to make the good presentations happen.  Thank you very much.  My question is for you two ladies at the end who actually went a little bit further in your presentation between the quantitative, qualitative data.  You collect qualitative data through your pink sheets and through the yellow sheets.  I am interested in the actual response.  I know you guys later in your presentations where the young people feeling and it was in quotes someway I guess can you explain what someway means to us and also, if you can just help engage us in some of this group.  Maybe not engage us in a this discussion we do not want to be late, but if you can explain, share with us some of the reasons that comes out.  Maybe it comes from young people, directly from their mouths when they are sitting down talking to you.  What is the reason for their attempts at suicide?

MS. GOKLISH: Okay, I will answer the first question and will have Levita answer your second question.  So the first question is when we are asking them how they are feeling and they answer, somehow it is because they really do not know how to describe their feelings, whether they are mad, they are sad, they are upset with somebody. They cannot give you a specific honest, so when you ask them how are you feeling, they will say somehow.  How are you doing, somehow.  That is their response because they really do not know because they do not have the coping skills to explain exactly where they are when it comes to their feelings directly for them to address it so because of that, that is why they are having the problems that they are currently having is even in the limited relationships that they are having, they do not know how to express themselves verbally to maybe a girlfriend boyfriend and that is why they are having so many problems in their relationship and that is how they express themselves is by saying somehow.  That is why we quoted in there and everybody always wants to know, what do you mean be somehow.  If somebody asks me are you doing okay, yes I am fine.  But they do not say that.  They say oh, somehow.  Somehow does not really answer the question, but when we talk to them further on, we do find out exactly how they are feeling when we are able to break it down.

MS. TESSAY: And the second question was?

MR. ALEXANDER: It was what do they say.  I mean when you interview them you do a yellow sheet and you do a pink sheet and I think the pink sheet was the one that you feel that continues every thirty days?

MS. TESSAY: No, that is the follow up.

MR. ALEXANDER: Okay, the follow up, but the two sheets where you actually sit down and interview with the young person and they are telling you.

MS. TESSAY: What was the reason?  So on our pink form we have a categorized and there is a section that says reason for act.  So there is, the first one is I tried suicide, a family member, is that the reason they did it.  My argument with my best friend, family, boyfriend, girlfriend, upset because it was.  We asked them what was your reason and sometime they will be the most recent one I had was peer pressure.  We had a teen who had taken medicine and I gave her all of the reasons that we had written down and she said, peer pressure and so we are okay and we have a part that says other so we write what they say.  Sometimes it is actual intent.  Some times it is depressed.  Sometimes it is they are doing it to get back at others.  It changes every week.  We do not know what.  We are going to expect the kids to tell us, but most of the time there is no common.  That piece, the yellow form, it is not just for teens.  It is for anybody.  The youngest that they have I believe was three year old and the oldest is like 50 plus.

MR. ALEXANDER: Did you say three years old?

MS. TESSY: Three years old so if anything suicide ideation suffers behavior suicide attempts.  It is for anybody on the reservation.  For the teens, I believe for the months that I have done most of them was you know by argument with boyfriend girlfriend, parent relative, depression and most of the depression was like why do we get self injurious behavior so when they cut they will feel better.  I do not know if that answered your question.

MR. ALEXANDER: It does.  It sounds like a lot of the lack of having mental health professions available, I guess, is the problem to teach skills such as coping skills and relation skills and expressing ways to express yourself using words that kind of contributes to it, to this issue, so like I say, a lack of resources.

DR. WARNE: Exactly, then Mr. Wang and then Ms. Cushing.

MR. WANG: I will make myself very brief.  I just wanted to kind of highlight the importance of how you all demonstrate in terms of mental health disparities, mental illness as well as mental health care disparities through our site visits and so forth.  What is striking to me maybe this is what will be a future National Advisory Council focus because it really strikes me when you describe 50 percent of the population under twenty-five.  That is a sizeable number and we have to think it through because our children and our young adults is our investment of this country and this work SAMHSA has done, like the TA or transition age group project proposal and so forth, but we are not even tackling in terms of the issues of mental disparities that you all are so well articulated as everyone commented.  But that is really striking when you are at 50 percent.  That is a sizable number and that is also true, I am going to just piggy back on what you presented in terms of other racial ethnic population in terms of this rising in terms of population census of children and younger people and I hope that this will be future agenda for the council to focus on.

Originally I was going to ask a very naïve question in regard to if you have a choice, based on limited resources, where you want to put your investment in, prevention or intervention.  The reality as, after I thought it through, is really a continuum that we have to do both prevention and intervention and which is then consistent with in terms of what we have been hearing from SAMHSA in regard to their investment with prevention.

I am not going to stop everyone from eating.  The other question, the dying question that I have and I think that we can probably discuss this later is the question of how do we collaborate mental health and substance abuse.  SAMHSA is only an aspect of the overall well being.  How do we achieve timidity over all well being as well as individual overall health being.  It really requires a lot of collaboration and it is heartening that we heard this movement in terms of that in meetings at the federal level.  So, I am going to defer that question a little bit later because I do not want to stop everyone from their food. 

DR. WARNE: Thank you so much for the comments. Final question –

MS. CUSHING: Dr. Warne, I am, I do not want to have the dubious honor of standing between this body and lunch so I am going to hold my question and ask them off line here, but I do want to thank the panelists for this incredibly, incredibly informational presentation.  It is awesome and it is also very, very sobering.  Congratulations.

DR. WARNE: Toian, any last comments or do we just break for lunch?  Okay, thanks again.

(Whereupon, a luncheon recess was taken)
    A F T E R N O O N  S E S S I O N        

AGENDA ITEM: Creating and Sustaining Recovery-Oriented Systems of Care for the American Indian/Alaska Native Communities

DR. BRODERICK: If folks could head for their seats, I will turn this over to Dr. Warne to take us to the second panel presentations.

DR. WARNE: Okay, I think we will go ahead and get started with our afternoon session.  It was a very good lunch.  We have two people who will be presenting on our panel this afternoon and the theme for the panel is creating and sustaining recovery oriented systems of care for American Indian and Alaska Native communities and we have two very good speakers who will be addressing how their communities have been addressing recover-oriented systems of care.

Our first speaker is Ms. Gloria King.  She is a member of the Navajo Nation.  She received her Masters’ degree in counseling from the University of New Mexico and she is a New Mexico licensed professional counselor and nationally certified counselor.  She is currently the Health Services Administrator and Interim CEO at Navajo Regional Behavioral Health Center, so please join me in welcoming Ms. Gloria King.

MS. KING: (Greetings in Navajo language) Good afternoon, everyone.  I am honored and humbled to present before you on behalf of all of our relatives, our Native communities to share with you our venture, our journey that has begun years ago and we continue today.  I am especially humbled and honored to be here before policy, research, theory and practice and the rest of us grass root people, the salt of the Earth, if you will and I welcome you on this journey that we will be going on at this time.

It is a belief that, our belief that there is one vision of health and wellness and there are many paths and so in regards to creating and sustaining recovery-oriented systems of care, these are some essential elements that I hope you will keep in mind as I continue on this slide presentation here.  Cultural competency, cultural responsiveness, holistic, infrastructure development, sustainability and these at one time or another, whoever coined the frame of cutting edge, or you could say growing edge, I would prefer that to be more compassionate, I do not know what we are cutting, but in terms of having compassion or growing edge and actually transcending as we move forward within the work that we do.  

Of course I am preaching to the choir, I believe, in regards to cultural competency.  It is a journey and it is a process.  So I invite you on this continued endeavor that we are all on to aspire and to move forward to growing and learning every day.  Cultural competency is very important in regards to looking at it systemically, as an organization, supervisor, provider, staff.  Of course it is a cultural competency eliminating health disparities, increase access and quality of care and then hopefully arriving at cultural responsive services. 

Another important aspect of the work that we are doing in Shiprock is looking at things holistically, mind, body, spirit, community slash environment and some of you know medicine quill and they frame it in this sense of mental, spiritual, emotional and physical.  Also, holistically looking at strengths, empowerment and inclusion so the integration of substance abuse, mental health, primary care and the spiritual aspects of who we are looking at multiple systems, so, transforming and transcending. Those of you in those areas I talked about earlier regarding policy, regarding research, theory and practice, you know that there are areas that can be integrated in the holistic frame that I have here.  There are areas that can be parallel or sequential, but nonetheless, I guess we are the hope if you will of America in regards to finding the intersects or the ways that this can work for us as looking at ourselves as human as well as spiritual beings.  

Not only in the Navajo Nation, but Native Americans and others who have experienced what was termed this morning as a colonization is unique challenges regarding historical trauma.  Brave Heart, who is at Columbia, Dr. Maria Brave Heart at Columbia has done extensive work and continues to do work there at Columbia regarding she calls it HT work.  These are just definitions here.  The Takini Network that she developed and others, Native Americans and other collaborators, they have a web base and a lot of information on this and we are very proud of Dr. Brave Heart and her work and continued work at Columbia.  If there is not a Native on the Council and I was listening and hearing for one, I would highly recommend Dr. Maria Brave Heart to be on a National Advisory Council representing Native Americans.  

These are some of the features of historical trauma and if you will notice, some of these relate to the earlier presentations this morning.  These are the four areas of intervention: confronting historical, trauma understanding the trauma, releasing the pain and transcending the pain.  So talking about cultural competency the Navajo Nation Behavioral Health Services has a vision and in broad English words it is in the Navajo way of life, there is beauty before you.  The mission statement also talks about the family, a system and receiving culturally appropriate care.  

The Navajo Regional Behavioral Health Center is a 56,000 foot building which is the former Shiprock Hospital and it has, it is designed to accommodate several levels of care.  It can hold twenty-eight beds, twenty-eight beds for a men’s RTC unit, twelve beds for women’s RTC unit, eighteen family units, which encompasses six mothers’ rooms that can hold two children, two children bed, one to five years old, and then eight men’s TL and six women’s TL.  

Our intention is that it would be a co-occurring treatment center and we would follow the SAMHSA, one of SAMHSA’s evidence based models of the IDDT, which integrates substance abuse and mental health and is a multidisciplinary team.  I have had experience in implementing the IDDT at another agency as a program manager, clinical supervisor and therapist and so this is very inclusive and open for cultural responsive services, depending on the agency and the multidisciplinary team.  I believe it can be implemented fairly well there at Shiprock.

On the multidisciplinary team there will be counseling, psycho-ed, case management, family-based services, cultural, spiritual education healing, which is Navajo traditional and faith-based counseling and there is a traditional healing grounds for men and women there and also a non-denomination church inside the new facility.  Navajo consumers can have choice in an array of services depending on their unique needs and choices.

We are following the CARF accreditation guidelines as we continue to, as the treatment center continues to unfold and also the ASAM level three and then also, we want to get New Mexico state licensure as an adult RTC.  

This is a quick overview.  In 1998, they began the development and on-going development to the present and in April, or there is a correction here.  It is supposed to say, oh now that is right.  Presently, April of ’09 the renovation, construction is about 95 percent complete.  Also, the June 1st projected 100 percent completion of the renovation.  Since September there has been a core workgroup planning with specialty areas and there are three of them present here today assistance with the presentation with positive energy from where they are sitting as well as ready to answer additional questions at the end.  I came aboard as a temp CEO October of ’08 and then the workgroup and myself, we continued to work on opening the facility according to levels of care.   

The facility itself is a 16 million dollar facility and funded by six different funding sources.  Mike Salabiye, I would like for you to stand, Mike, has been instrumental in all these years to get the facility 95 percent complete.  And if you can imagine that we are located in the four corners with three states and three funding sources, and what paperwork it would take to process and to get a check out to the contractor.  Arviso Okland Construction is the general contractor, David Sloan our architects from Albuquerque and we are fortunate to work with the only Navajo interior designer that we know of that is licensed, Beverly Diddy.  

Regarding the program and operating funds, we are looking at the 437, 570 and 638 master contract funding, reoccurring funds from New Mexico state, soon to be replaced by OptumHealth and also third party reimbursement New Mexico, Arizona and Utah.  Like I said, we are located in the unique area that it is challenging even for one entity or one tribe to receive third party reimbursement from one state, but we have it down pretty good for New Mexico and Arizona and we are looking forward to including Arizona (?) and so depending on the resident of the client and then accessing which paper work, let us just say purple, blue and orange paperwork that they will fill out and then going forth in that sense.

A big area of our concentration is to establish third party reimbursement and our goal, we beat our goal here of 2010, I believe, a month and a half ago with the first submission of Medicaid reimbursement for a New Mexico client so we are really grateful for that.  

We have been working with collaborators and part of this is the TA requested and received by SAMHSA in September of ’08 and also Navajo area IHS, they came together and provided some recommendations and presently Jane Tach Sanchez (?) is assisting us with TA and TS with Navajo area IHS, which is ongoing.  

Existing services, there at Shiprock, outpatient services and adolescent services and added services will be the different levels of care that I talked about earlier with regarding the 72 bed facility and then existing and added residential, in the residential setting and I think this makes us unique within the work that we do and the healing and cultural context is us providing cultural and spiritual and spiritual education and interventions, Navajo traditional education, Navajo traditional healing, faith-based counseling, non-denominational chapel, men’s and women’s healing grounds right outside the facility.  There is also a healing grounds at the adolescent treatment center.  

Part of this unfolding, if you will, is that in Shiprock, within walking distance, there is Shiprock Outpatient Treatment Center, the number one here, has been existing for a long time and I was honored to be the clinical supervisor there for eight years prior to returning lately so that Shiprock Outpatient Treatment Center is there and then in walking distance they opened recently a twenty bed adolescent treatment center, residential treatment center and now the 72 bed, so this is unfolding to be a what we are calling a healing community or campus so within the 72 bed will be all of those levels of care.  As I am being told, there is not another facility or campus or community in walking distance under one organization or umbrella in the United States in Indian country or I do not know about the United States.  The TA and TS we are getting, people are always saying, well we do not know of any other place like this.  Let us keep rolling the ball here and doing our best.  

A sample of our personnel, if you will notice, on the clinical side we included a PA and nurse practitioner.  Earlier I was talking about growing edge or cutting edge and transcending, the Navajo Nation personnel, a lot of these positions we are asking for does not exist.  As the Navajo Nation continues to work on the 638 Mental Health, there will be more positions that do not exist that it will take time for the human resources to do their searches and their studies they need to do regarding the specific roles and salary scales so that takes time.  Right now, with the campus unfolding as it is, there is about 170 positions within the three sites that we are looking for.  

The timeline, presently April of ’09 is we are continuing to work towards CARF accreditation, New Mexico Health Facilities preparation, CMS waiver prep, working on the policies and procedures, continuing focus on funding and sustainability, facilities prep, human resources, clinical services, healing and collaborative partners.  This in bold is tribal process.  The furniture and equipment is just shy of a million dollars and the Navajo Nation system has never been able to accommodate effectively and efficiently at one time an order so big and so we have been strategizing the best way we can to get the F&E there to the facility on time.  So we are hoping that September 1st we will admit our phase one, which is going to be half of the men’s RTC, which is fourteen men’s clients and then every three months after that, unfold each level of care which would bring us to September 1 of 2010 for it hopefully to be open to full capacity and that is dependent upon operating costs and third party reimbursement.  We are keeping our fingers crossed.

Here is our administration and governance and recommendations.  I hope you were listening for these areas as I talked earlier regarding cultural competency, cultural responsiveness within the Navajo Nation context and also looking at it holistically, spiritual, cultural.  As I was doing research on the website for systems of care, I saw a nice diagram but there was no mention anywhere I could find whatsoever regarding spirituality or just spiritual or faith-based realms.  I believe that within substance abuse treatment that we are unique in what we do other, different from other disciplines that it is a given that spirit is part of the healing process.  So, I would highly recommend as well, I looked at the central matrix and there is not any mention there regarding holism or spirituality and so that is another recommendation I would have.  As Native people we are looked at to be keepers of the spiritual realm and context and so that is one of the recommendations I would make, as well as faith-based counseling and we meet their client where they are at.  We do not expect every client to get traditional healing.  There are Navajos that are Christian, Navajos that have various other kinds of faith and so we have to respect them and truly let them have a choice and not let there be continued institutional oppression and institutional racism and say only fill out this square box.  You cannot be no other.  

Sustainability, looking at funding, as we were talking this morning, and listening about multiple systems of care and how the funding sources continue to keep the walls between the disciplines and that there needs to be a continued collaboration and advocacy for holistic care and maybe with this administration, I am not sure, we would make headway in regards to really looking at holistic care.

The red tape that it takes for like a Mike Salabiye for the work that he has done, for him to receive funding for the facility and then how many different agencies or levels of approvals he has to go through in comparison to another agency off the reservation is horrendous.  I was astounded being off reservation and coming back and being very compassionate at my colleagues and brothers and sisters about all the extra hoops they continue to jump through dealing with the tribal system as well the state system and the federal system when it comes to funding.  So I am learning a lot more about integrity as well as patience and compassion.  

So there are other recommendations that my colleagues here will have to share later.  I just want to thank you all in advance for your advocacy and for your help and support.  Positive prayers for the work that we are doing as we continue to transcend beyond this room, beyond the box, and continue to be who we really are I did not say who I was is a Navajo grandmother first and I was talking earlier with one of the council members as saying that we forget who we are, we just say what we do.  So, blessings to you and your family and our SAMHSA family and I am making an almost a demand here that you take care of our little sister Estelle Bowman while she is over there in your premises.  She is from Shiprock and my little sister.  Take care of her.  Thank you.

DR. WARNE: Well, thank you very much.  Our next speaker is Mr. Reuben Howard, Reuben T. Howard is an enrolled member of the Pascua Yaqui tribe of Arizona and he is Executive Director of the Pascua Yaqui Tribe Health and Human Services.  He graduated from the University of Arizona with his Bachelor’s degree and has a Master’s degree in Health Administration from the University of Colorado.  He has served as a CEO for Desert Visions Youth Residential Treatment Center as well as Nevada Sky’s Residential Treatment Centers for Adolescents in the past. On a side note, Mr. Howard and I served on the governor’s advisory council on Indian health care several years ago and I have always admired his leadership and his passion for improving the health of Indian people, so I am very honored to introduce Mr. Reuben Howard.

MR. HOWARD: Thank you very much and good afternoon everybody.  I did not think they were really going to read my little bio, but, there was a great.  I do not have a power point presentation.  You should have it in a hard copy.  So, I will give you a little chance to read it.  

I am here presenting the Pascua Yaqui Tribe of Arizona.  We received federal recognition in 1978, so we are relatively new to a lot of the federal funding and all of those good things.  We have approximately 17,000 tribal members throughout, located in two large areas: one close to Tucson and the other being in Maricopa County right outside of Phoenix as well. The reason we mention that is because we are one of the few in Arizona that provide services to all reservation tribal members.  We consider ourselves as one so we provide a lot of services.  The community is called Guadalupe.  There are some other small communities there outside metropolitan Phoenix where we provide services. 

Our mental health program is called the Centered Spirit program and we, as you can see, we have listed a number of the different programs that we provide. The big one is the IGA.  We are a TRBHA, original health authority for our tribe. I think, when we first started a number of years ago, there was only three.  Now there is like six or seven that are coming on board, which is good in many respects and we provide outpatient and case management services to Title 19 beneficiaries and people, not just SMIs, but also people who medicate and have behavior health problems or issues.  

We are CARF accredited and we also have a new beginnings clinic, which is a methadone maintenance clinic for tribal members residing in Pima County, that is where our reservation is located in, in Pima County. Again, we are CARF accredited.  In many ways we are proud about being accredited because it does provide to people, especially to the state, that we are as good as anybody else in providing services, so we are very proud of that.  

We also have a Yoeme Kari, which is a group home for boys ages twelve to sixteen and in this particular case we are state licensed because the facility is located off reservation and so it was not an easy thing to get state licensed, but we did it.  The reason we did it was basically for third party reimbursement.  Otherwise, we would not because as I will talk a little bit about later is we lose a lot of autonomy when we do that and instead of focusing on the program, we tend to focus on the bureaucracy of maintaining a program.

The Men’s Path is a residential treatment for men eighteen and older.  Then we have, what I mentioned earlier, the off reservation community of Guadalupe Centered Spirit Clinic there for tribal members that live there.  That particular clinic is CARF accredited and state licensed because as I said, it is off reservation.  Then we have a Sella Ussi (?), which is an implementation of one of the assistance of care grants from SAMHSA.  We originally received a Circles of Care planning grant.  Now we received a six year two million dollar grant to implement the assistance of care.  It is has been a challenge.  It is a challenge, it is going to be continued a challenge, but we really appreciate being as one of the few tribes selected in the nation.  We competed with the state of Arizona.  They did not get it.  We did, which makes us feel even more proud.  So, it was not easy.

The other one is the Sella metro program, which is eight equine therapy program for our youth.  That is a big thing and that is something that we also want to thank SAMHSA in that you are funding these kinds of programs across the country.  They are very, very beneficial and it is amazing what it does for our kids with regard to bringing them out in terms of their little personalities and participating in these programs.  As I mentioned, the Yoeme Kari and the Guadalupe Clinic are programs that are state licensed because they are located off reservation.  

I would like to also acknowledge the, an opportunity to acknowledge SAMHSA program, which you are all a part of in terms of Circles of Care funding for tribes.  That has really been beneficial for us as a tribe and other tribes, when we get together and talk about the things that we have learned and what each of us is doing, that is really a, has been very, very beneficial. 

The matching funds flexibility, talk a little bit about the bureaucracy with regard to some of the grants.  We really appreciate your flexibility in allowing us to match using Indian Health Services money and some other dollars for the matching.  You do know how much that is. That really is a big plus for us.

Set aside funding for tribes, I know you said you cannot do that, but the fact that you are actually putting our name, tribes as eligible entities into the grants, that is a big major step.  I know that has been going on for some time.  Then I would also like to acknowledge the fact that you are funding organizations like White Bison in terms of providing technical assistance to tribes.  We have used them on a number of occasions and they have been very, very beneficial in their well variety of campaign for us and we would like to see that continued.

The other thing is the meaningful tribal consultation.  I have attended a number of your consultations and you know some of the comments that have been made in the past have come to fruition in some of the changes in polices that you have made and hopefully it will continue after today. 

Then, you know when they asked us to make a presentation about what our vision is for recovery and providing services to our tribal members, for me it was kind of a hard concept to wrap around. What do they mean by that and for me, at least, a lot of us know what we need to do in Indian country.  The issue is how do you do it.  We all have a different way of doing that, but the issue is sustainability.  

Your grants are planning, a lot of your grants are planning and all of that good stuff, but once you do that then the issue becomes well how do you sustain this.  Obviously, you see our quotes as funding.  It equals funding.  Well, what kind of funding?  I did a quick and dirty analysis of some things in terms of the Indian Health Service funding for mental health and alcohol.  I looked at their ’09 budget and I divided it very simply by the number of tribal numbers that they state they provide.  I think I used the 1.6 million population and it comes to 130 dollars per person per year.  What can you do with 130 dollars per person per year?  Not a whole heck of a lot.  It is even less because you have to take off indirect costs or overhead and in some tribes that is like 50 percent.  With our tribe it is 40 some percent.  So you are going to scratch your head and say well, you cannot do much with that.  My point is that in order, in terms of recovery, a model of some kind or assistance with care program, these funds are obviously insufficient to provide an integrated behavioral health program or any kind.  Just as important, the infrastructure to support a program that you have because you have listed, to have a list of all the administrative people that you need to sustain your organization or the program, and then sometimes whether you are big tribe or a small tribe, it cost the same because there are fixed costs associated with that.  So we are forced to look at other resources.  

In our case it is the Medicaid dollars and becoming a treatment with the state of Arizona, but in doing so, in seeking those resources, we lose a lot of control in terms of developing our program.  Like what was presented earlier, the spirituality programs that we would like to implement and those kind of things, use our resources and focus on those kinds of things.  It does not work that way.  In this particular case, and I am not bashing the state of Arizona.  That is just the reality of the way things are because of the, I do not know whether it is CMS that places these requirements on them or what, but at least that is what they say.  I had not heard them blame SAMHSA yet, just CMS.  

But, we did lose control on how we develop our culturally appropriate programs.  For example, with the state of Arizona, we had to develop a culturally appropriate plan, what they call it a cultural competent plan.  To some of us, that is an offense that they are asking for one because they are not tribal members.  A lot of our staff in behavioral health are tribal members and to even ask us to submit a culturally competent plan to the state is hard.  We do it, but it is hard and we argue back and forth what that means.  They have their standards and their standards are not the same thing as obviously our standards, so we go back and forth.  Sometimes they win some and sometimes we win some.  But we look at it as an evolving process.  We will get there eventually where we will not be required to do that.

The second part to it is the overwhelming administrative reporting requirements that are placed on not just us, but everybody.  The thing is with tribes here, at least with the regional health authorities, they forget that they are dealing with another government and they try to treat us like a commercial contract, like what was that, not Magellan, but Value Options.  They were thrown out of Arizona and then they went over to New Mexico and I guess they will be thrown out of New Mexico, too.  I do not know if anybody is here from Value Options, but we were not happy with Value Options for a number of reasons.

Anyway, so we are required to do a lot of administrative, especially in QM, quality management.  We, like I said, a lot of the dollars that are not sufficient to be able to meet the infrastructure and it is a struggle.  It is a struggle for us and the lady from San Carlos asked me, they want to be a TRBHA and she asked me what the plusses and minuses are.  Well, there is a lot of plusses.  I will not say there are not, but there are minuses too and that is the reporting requirements and you lose control over your programs to a large degree.  

Having said that, why I am here representing the tribe is the recommendations for you to take back is specifically on the gippro (?), the gippro measures.  I do not know if you have heard it before from other groups, but the gippro measures, some of them are okay.  Some of them are not okay.  What we would like for you to do is to rid us of that.  I think talking to somebody a little earlier, I think it was Estelle, there is a tribal group that has been established to look at that, or hopefully they will look at that, the gippro measures because some of those and data collection requirements for tribes, some of those are not appropriate for us and yet we are required to meet those data.  I hope you go back and look at that and do it with people that are actually having to fill out and work on those things and see what is appropriate and what is not appropriate.  For example, the one example is the data on sexual behavior.  One of our SAMHSA grants we are asked what is your sexual behavior.  We do not ask those things.  It is very hard to put that as a requirement.  That is one of the things, to give you an example of it, we would like for you to go back and look at your gippro.

Block grants, well I think you have heard enough comments about the block grants.  We have been asking about block grant here in the state for the last ten to fifteen years.  We have not gotten any.  The response is, and somebody said there is a meeting with the state and I think Ms. Powers, you mentioned about that that they are required to report.  Well, just like statistics, you can make them say whatever you want.  The same thing, we are saying, well do a report that actually asks how much money is were directly getting, not how much money that the services we are eligible for.  There is a big, big difference in that kind of response so I hope that that is something that you do, to look at that and put more accountability on them.  One of the things we are told is that, well we have already established a, we already formulas that have been going out to the non-tribal programs and it is going to be very hard for us to pull that money back because they have already established programs with that.  Well, you know, normally you would be kind of sensitive to that, but the fact is that we were not even in the playing field with regard to getting access to those dollars.  It has got to change because we are getting more sophisticated and we are developing more programs and those are, our needs, you have seen every presenter has presented a need.  It is not going to change.  It is going to get worse.  We would like to recommend more available collaborative funding like with the Department of Justice.  I believe done some, but I think there needs to be more. 

Then there is the good old IRB’s with regards to either your SAMHSA grants requiring tribes to seek IRB review and approval.  That is okay, but if for example for us, we do not have a relationship with a university, or we do not have a consistent relationship with a university.  For us it would be the University of Arizona.  We have done some collaborative work with them in the past, but things happen and we are no longer able to collaborate with them.  It is not them, it is our choice and it does delay implementing some of our grants, which I am sure you guys do not like to see that.  What we are recommending is that you establish an IRB specifically we can go to, to do that.  That would make life a lot easier I think for a lot of us especially some of the smaller tribes that do not have even less than we do, or a lot less than we do.

I have been around long enough now that when there is a new administration the priorities change.  Before, under President Bush, it was the faith based policy and change in the direction where some of the funding is going to be going to and that is okay.  The faith based served its purpose and you know like what was said earlier, not all of our tribal members are, they are all of different faiths to some degree so they do benefit from some of this as well.  For us, we go back to the issue of sustainability.  We would like to see more funding for treatment coming from SAMHSA really because we can show you a lot of the data for this, but what is the next step implementing.  How are you going to develop interventions if you do not have the funding?   It is very frustrating for some of us in some respects. 

Last is the issue of best practices.  I know you are funding the One Sky program and some other programs like that, but I think there needs to be more best practices from Indian country because the ones that we were asked to look at were not developed in Indian country.  I am not criticizing it other than to say there needs to be a little more.  One Sky is a great start, but there needs to e others established as well. 

With that, I have known Eric for a number of years.  We have worked together in another lifetime, it seems in Indian Health Service.  It is good to see Eric here.  I told him earlier I never, in my wildest dreams I never thought we would be sitting here and he would be sitting there as the chair of this august group being the chair and listening to me talk about behavior health or mental health.  We are lucky to have Eric there.  He is very familiar with Indian Health Service and for those of tribal members, or tribal people that are here, from me, thank you and hope to see you again if not at region nine consultation session, at some other place.  Thank you very much.  

DR. WARNE: Do my best Phil Donahue impersonation.  All right, well we have about a half hour for questions and answers regarding creating and sustaining recovery oriented systems of care and as you can see, there is all kinds of challenges related to creating a program and then sustaining it.  So, I wanted to open it up to questions if you have any specific questions for either of the panelists.  Yes, over here.

DR. KIRK: As part of your systems of care, how much access do you have to funding for housing?  I mean relatively well done treatment programs, other pieces, but people need places to live.  What range of housing options do you have for people who go through your programs? 

MR. HOWARD: The way I can answer that is we have, like I said earlier, 17,000 tribal members.  We have identified five homes for people and mainly for people in our particular case, for methadone clients and their families.  That is basically it.

MS. KING: In our area, in the four corners and on the reservation, there is limited housing and so we are very challenged in that area in regards to accessing funding as well as the general infrastructure of the reservation and of our communities.  It is very challenging.

DR. WARNE: I can address that just a little bit, too. I did work closely with the Gila River Tribal Regional Behavioral Health Authority and they were able to get some grants from the state of Arizona Department of Housing for, primarily for after care and group housing for SMI clients, but it is very challenging because we cannot turn over the deed to the land, if it is on reservation, to the state of Arizona so we have to be very creative in terms of how we structure the lease agreements for building housing on reservations.  It is even one more layer of complexity in terms of developing housing for clients.  If we are doing on reservation housing, which we need desperately, there is nuance built into that system just in terms of the building something on a reservation.  We did talk a lot about the TRBHA.  I think both of our speakers mentioned the TRBHA system and for those of you who are not aware of it within Arizona of course there is a carve out for behavior health for the Medicaid population goes to the regional behavioral health authorities of which there are six in the state of Arizona.  But much like the self-determination 638 process at the federal level for IHS, the tribes can take over the management of their regional behavioral health authority functions and they develop TRBHAs, Tribal Regional Behavioral Health Authorities.  Just like we have a great deal of variability among the states in terms of how they deal with the tribes and Medicaid, we have a great deal of variability in the state of Arizona among the RBHA’s and how well they deal with the tribes.  So, even here in San Carlos, there is two counties and two RBHA’s that are dealt with: one works very well; one not quite as well is probably fair to say.

MR. STARK: So keying off the RBHA’s, would it be a requirement to go through either the tribe to become their own RBHA or go through one of the others with anything related to Medicaid or is it possible in Arizona for the tribe to have a federally qualified health center and maybe even, if not a federally qualified health center to use the encounter rate reimbursement process through Medicaid.  

MR. HOWARD: Let me see if I understand the question.  We are a treatment, Pascua Yaqui is a treatment and we have what we call an intergovernmental agreement with the state of Arizona in order to be able to provide services to Medicaid eligible beneficiaries that are tribal members.  Within that process, we are eligible, we do get reimbursed from Medicaid, but it is sort of like a pass through.  It comes from CMS to Arizona and then it comes to us, but unless there is something that we are missing, we are required to go through the state in order to be able to get reimbursed.  If I understand you correctly, could we go directly to CMS, probably not.

MR. STARK: Actually, that is not what I was asking because I am aware of the fact that the Medicaid does go through the state, but there are a variety of different options depending upon the state for how you get reimbursed, how much you get reimbursed and that is dependent upon the sort of identification that the states puts on whatever the entity is that is providing services.  In some cases, which it sounds like you are a TRBHA, so you are under a managed care kind of a system it sounds like.  The question is, is it possible in Arizona if you are doing integrative care, for instance, primary medical care along with mental health and alcohol, drugs to be designated a federally qualified health center, which gives you a higher reimbursement rate or negotiate with the state of Arizona assuming they use the encounter rate reimbursement for Medicaid, which also gives you a higher reimbursement rate.

MR. HOWARD: We could do that, but we do not have the cost accounting within our financial infrastructure to do that, to become a federally health qualified center only because like I said, we do not have the financial infrastructure.  We do not have an accounting system to do that.

DR. WARNE: Doctor Wilshire, did you want to comment on that also?

DR. WILSHIRE: I know that there is another option and that is that at San Carlos Wellness, we are not a RBHA provider and we are not a TRHBA.  There are very few people like us around in the state, but the tribes have done an agreement with the state access where we do not have to go through RHBA.  We bill to the access directly so instead of having say fourteen dollars for a case management contact every fifteen minutes or whatever, we get 256 dollars per contact for the day.

MR. STARK: Encounter rate, you got the encounter rate.

DR. WILSHIRE: Encounter rate, the challenge is we cannot then access any of the home placement case management, so we found a way around it.

(OFF MIKE)

DR. WARNE: Yes, and the tribes that have become TRBHAs all look different based on their individual needs and their local capacities and I think Mr. Long wanted to make a comment as well.  Navajo Nation does do the case management portion of the TRBHA activities.

MR. LONG: Good afternoon, my name is Albert Long.  I am here with Gloria, Mike and Zella and Adie.  As far as this whole initiative is going, we are kind of like taking baby steps as far as getting to the point where the question was asked.  One of the areas that Gloria mentioned was that when we are now have become a bonafied Medicaid provider under the state of New Mexico.  We are going to be doing likewise with Arizona and eventually Utah because we cover a three state area.  But the other thing that we are kind of making preparations for in doing this is we are hoping that the Indian Health Care Improvement Act will be re-authorized real soon.  Of course that is pending in the House at this time, but within the Act itself, it calls for a feasibility study to be done on the Navajo Nation to see if the nation can become its own Medicaid agency.  Of course this is going to be a three year study and making preparations for that and doing that, we hope to one day become our own Medicaid agency rather than have to work with the tree states.  When and if that time comes, we will be able to address a lot of the issues like the housing issue needs and all of that and I guess for that reason, the development of the 72 bed facility is an important project of significant development that is happening for us so that we can, I guess, learn along the way how we can become an effective Medicaid agency.  But really I guess what the Indian Health Care Improvement Act being re-authorized, that is going to allow us to see if we can do that.  Hopefully, we will be doing a good job to where it will serve as a model for other tribes to be able to do this.  We do a lot of the initiatives that was mentioned on the TRBHA.  We also, you know, bill directly for our own rates under the and work directly with access on a lot of these initiatives.  We just need to get it formalized and start addressing a lot of these areas and we are hoping this feasibility study will allow us to make that happen.  Thank you.

DR. WARNE: Some of the nuance there at Navajos, if you are a Navajo living in Window Rock, Arizona versus Shiprock, New Mexico, you have a separate scope of services that are available to you through Medicaid just depending on which side of that state line you live on even though you are in one reservation.

DR. KIRK: You have these programs, in either of the programs do you, besides clinical staff or members, do  you use peer mentor type approaches or recovery coaches as part of your service manual?

MS. KING: We have a prevention component who just received a grant recently for a walk-in center and I believe that they will have peer specialists there and they are working with Mental Health America.  I think it is a grant.  I do not have the full scope of that initiative, but yes, we do have peer, what is the formal, Zella, what is the formal name, peer specialists?  

MS. WEAVER: Peer specialists

MS. KING: Thank you, at this point just adults.

MR. HOWARD: For us it is mostly with the youth here, peer specialist counselors for the youth.

DR. WARNE: Other questions or comments?

DR. AMARO: You know after hearing all that we have heard today and I am sure there is so much more, in how people are trying to, in very specific ways, improve the system and sort of add a little you know small components here and there, it just seems to me that they problems are so huge. They are really primarily structural and political, I guess. With the current arrangements and the lack of honoring the current arrangements and I just heard the last seven Supreme Court cases were against the Indian nation and then we heard form you about some of the last administration some of the continued actions that kind of go back on the readings.  I am wondering with the new administration what kind of effort or mechanisms does the Indian nation have to really address kind of the larger, really the underlying problems that result in all of the things that we have been talking about in terms of problems with infrastructure and with being able to access monies that are supposed to be available that are not available.  You know, kind of the bigger picture that really would end up, hopefully resolving, or facilitating many other things.

DR. WARNE: I think that, of course the biggest issue is lack of resources and under funding of Indian Health Service.  The current administration has said that they will fully fund Indian Health Service.  Now what fully fund means we are not sure yet, but if we do get adequate resources, again, I do not think IHS is broken as much as it is starved.  If we have not really given it a chance because it has not had full capacity, full resources, full staffing. I think that is probably the biggest issue and through National Indian Health Board and National Congress of American Indian, there is a lot of work on that front to try to ensure improved funding for Indian Health Service.  

Now above that are issues related to tribal federal relations and tribal state relations and I think what Mr. Long is describing in the Indian Health Care Improvement Act is a wonderful idea in that in truth we have government to government relationship with the federal government that is actually spelled out in the U. S. Constitution, Article One, Section Eight is the Commerce Clause and it states that Congress regulates commerce among the foreign nations of the Indian tribes.  The states are not in that equation, but for health care, the states are a strong component to that equation and in truth become the gatekeeper for whether it is Medicaid dollars, behavioral health services block grant dollars, or licensure and certification.  In truth, that is unconstitutional, quite frankly and I think what we are describing potentially through Navajo Nation as the starting point of really getting back to what it supposed to be, a trust relationship with the federal government and government to government relationship between the tribe and the federal government.  Of course we are residents of our states and we pay state taxes and we do need to be engaged with the states, but I think that until the states can show they are willing to work in a more good faith effort than I think we need to strengthen our direct relationships with the federal government.  But that is my opinion.  Reuben or Gloria?

DR. AMARO: So you are feeling hopeful that with the current administration there may be some specific avenues that will improve overall the larger situation?

DR. WARNE: Yes, absolutely.  I think so.  They are even talking about having a White House position on Indian policy, which would be unique and would be a step in the right direction.  Certainly at that high of a level to understand that we need a focus not just on domestic policy generally, but on American Indian policy and really strengthening that government to government relationship. That is something unique in this administration.  Of course, that position has not yet been hired, but we will see how that works out, but I think it is a step in the right direction.

DR. ALEXANDER: A lot of times I see systems of care, I automatically think to this whole idea this system of care is not a program.  It is more of philosophy of coordinated services to support people and then you know this philosophy is driven by a set of core values some of which are family driven, you have culturally competent and it goes on and on.  Particularly, when I think of creating and sustaining recovery-oriented system of care for children, I always think of resiliency.  Exactly what is it that some of our children recover from.  A lot of times we throw around a term, at risk youth, and I think my opinion is by the very nature with the young and not really having control over your life, all young people are vulnerable.  All young people could, in some aspect, be in a category of being at risk particularly I am interested in how young people are involved in the development of systems of care.  Hopefully they are involved as recipients of services, but in addition to recipients, how are they informing practice within the creation of system of care, the development of system of care, or the principles.  I guess how are they involved in evaluation more so than just getting their ideas or, you know, creating a program and taking it to them and saying what do you think about this.  How are they engaged at the table, especially when you have over 51 percent of the population is youth, many who are at risk.  

MR. HOWARD: For us it has been an interesting process with the systems of care, implementing that grant.  Like you said, it is a philosophy, a change in philosophy with a wraparound.  For us it is the wraparound philosophy and it is taking us a long time to change the culture within our system, within the tribal systems, whether it is Child Protective Services or our behavioral health program or some of these other programs of social services.  It is very difficult for some of these programs to say, well wait a minute.  You have a nine year old, what is he or she going to do about setting their treatment plan.  We say, well you know, it is a little, it is not quite that black and white.  There is a lot of things that go through there, but the difficulty that we have encountered so far is changing the internal philosophy within our organization and to me that is a benefit.  It is a great benefit that we are going through this process of trying to change this and, you know, the grant is for five years or six years.  It is going to take us six years to probably do that after it is all said and done.  But, we believe in it.  We believe that in the wraparound model, obviously we are trying to make some changes that are specific to us, but we are trying.  Like I said, in some respects and I am sure other programs that are in the same process that we are is trying to change our own culture in terms of dealing with that.

MR. BRAUNSTEIN: What are some of the barriers that you noticed?

MR. HOWARD: The one that comes off hand is Child Protective Services because that is one of the target groups that we would like to do is child protective services.  For whatever reason, child protective services they have their own legal requirements that they must meet and we are saying, well nowhere, we are trying to have a family and the child take the lead in terms of what they should be doing.  In terms of their treatment, their care plan, not their treatment plan but their care plan.  It is just trying to get around those kinds of things where we think.  Their response is well we have, when we go to court, we have to report to the judge.  This is what has been going on with the child, with the family, blah, blah, blah and this is the, we are required to report this to the judge.  They are saying well, what we are doing is a lot different than those kind of things and they figure that the judge or the court, the tribal courts will get mad at them or say, you are not doing your job and those kinds of things and so it is difficult.  It is a very, very, it is a difficult process.  For us, it is great, the fact that we are even going through that process is good for us to try to take, like I said, try to change that way of thinking.

DR. WARNE: Mr. Braunstein

MR. BRAUNSTEIN: Yes, first of all I would like to say that your presentations were very impressive and considering the resources that you have to work with, you have both done, or the people in your system have both done an excellent job in putting together a viable system in your two tribal areas.  

I guess my question is two parts, one to just validate that obviously you could use more money for a service providers, but the thing that struck me about both of your presentations and the answers to the questions today is the lack of infrastructure support that you have, which would give you more flexibility in which funding streams to go after and how to structure yourselves to maximize resource and also, it also goes to even just the ability to put concrete resources in place like housing, transportation, job training and so forth.  I guess my first question is that true that, and I am even looking at it from the standpoint of your resources to meet the regulatory requirements that come up so I am looking at that as one of your major barriers that you have, that is one.

The second, and it is the one that I have heard in the full two days or so that I have here and I am just not clear about what the overarching strategy is.  Is the overarching strategy here to get the states out of play to the extent possible and work directly with the federal government or is the overarching strategy some mix of the two that needs to happen because basically I have heard both the idea that the tribes would take the Indian Health Service out of play, that part of federal government, and maybe deal more directly with the local arena, state and local, or I have heard the other strategy about going through a viable Indian Health Service if it gets better funded.  I am wondering what the major push is, or is it so variable that there really is not a major strategy?

MR. HOWARD: Boy, what a question.  Well, if I can go ahead and respond from our point of view.  In dealing with the state or local, most of the state officials do not understand self-determination.  They do not understand self-governance.  They do not understand the concept of dealing with a government to government relationship, tribal government especially.  The do not understand, so if everything was equal, yes we would rather deal with the federal government directly.  That is Pascua Yaqui’s position because every time it changes, the states change in position, the whole re-education process for employees for the state.  You have to re-educate about 638, tribal sovereignty, blah, blah.  You know, you go through that whole litany and it is years, sometimes to get them to do that.  In the federal government, that is already known a lot better.  We do not have to computer view the re-education to a large degree.  

You talk about the dollars for infrastructure that is a Catch 22.  Being a program manager for the tribe, I would like to see more dollars go into services.  The only way for us, the only way to do that is to reduce the indirect rate, but as soon as you say that, then you are saying well okay, so that means less money that is going to go into the infrastructure for the drawing.  So it is a Catch 22.  In some situations we are able to get away with say, well the indirect will be capped at this amount.  Not the whole thing, but I did not say that.  Okay, because it is a real political issue internally for us, so it is a Catch 22 in many respects.  Like I said, our indirect is over 40 percent so for every dollar we get for services, 40 percent goes to administration for the infrastructure.  Like I said, we are a relatively small entity, 16,000 tribal members in November.  You need a high rate wellness base because of the high rate that you have because there are a lot of fixed costs that are involved.  For a large tribe, like I said earlier, in some cases because of these fixed costs, it costs just as much to provide these services for sixteen versus 200 thousand people in some cases.  So, it is a real Catch 22.  I hope that answered your question.

MS. KING: Al Long will provide some comments here.

MR. LONG: Yes that is a very interesting question.  I do not think that the intent is to get the federal government out of the tribal system or even the state government out of the tribal system.  I guess the whole thing is tribes are just asking for a fair equitable funding you know of any resources or funding that is available within the federal agency or within the states and you do it in a way, in a manner where it is fair and equitable.  This is one of the tribes gripes is that a lot of times their numbers are used, but then the people that receive these services, the programs are non-tribal members and tribes get left out.  It almost becomes a cliché like, oops we forgot the tribes again.  What can we do for them, almost on a last minute basis?  I do not think we really would like to be that predicament or in that kind of a situation especially when we, some of the presentations that were made that show the disparities, how far we are behind a lot of these catching up with the services needed, the programs needed and all of that.  As Dr. Warne indicated, we want to fix the federal agencies to recognize, acknowledge and accept the government to government relationship, but also we want to enhance and advance the state tribal relationships because we are also citizens of each of the states, the respective states that we live in and all we ask you for is fair and equitable share of these resources and funds so that we can meet our people’s needs in accordance with the way that we feel these needs should be met.  I think that is where one of the greatest arguments is for direct funding.  It has been tried and the true process.  We have done it within CSBG, CDCF, Live Aid CDBG, all of these areas and all we are saying is just afford us the opportunity to let you all know to develop a plan where we know our own people’s needs.  We know where they live.  We know the resources.  We know the geographical area that we have to cover and all of that.  Just give us the resources for us to be able to address all of those with all these statutes included.  I think really, we still want to maintain that state tribal relationship because we, again, are not only residents of the state, we are also counted as numbers as far as the state is involved.  But, we also want to maintain that government to government relationship with the federal government.  If at all possible, that government to government relationship is something ideal and I think we can learn from some of the what I used to call the fiascos that we went through with the TANF Initiative.  You know for a long time there was a big fiasco as to you know states can, tribes can opt in, opt out and for a long time tribes were in disarray as to what should be done with the TANF Initiative, but hopefully that has finally settled. But the whole thing to do with, I guess the way to address all of this is to allow tribes to plan and meet their own needs but just give them the resource to do that.

DR. WARNE: Okay, I think we have time for one more question, Mr. Wang.

MR. WANG: This is going to be a much easier question.  Earlier Gloria mentioned about cultural competency and responsiveness and then Reuben, actually you made a very interesting comment about having someone as an organization that is very, very sensitive and responsive to the cultural issues and related to care practice as well as system.  I guess the question I have is maybe we need to revisit a little bit about the whole thing about cultural competence and so forth because one of the things that probably now, probably close to fifteen years or more that SAMHSA developed the cultural linguistic competence standards for managed care, which we have always have been on a national level have been using that as a seminal document.  Part of the reason is for us to operationalize cultural competence so that we can truly, in a sense measure when someone either one’s system talk about, oh we are very much cultural competent.  We want them in some sense to demonstrate based on a set of standards and criteria and I think that SAMHSA has been very much kind of utilized that as criteria agent of system of care as well as evaluations and for the contracts and so forth.  

Hearing what you said, which is actually very interesting, Reuben you opted the first one as you commented.  I have actually racial ethnic communities that kind of laughing and say, why do we have to do this.  Don’t you think that we are cultural competent?  So, what is your recommendation?  What do we need to do?  Do we have to revisit, maybe the seminal document needs to be move on the next level or are we also saying that maybe some providers should be waived from particularly for this expectation.  I don not know the answer.  I just want to pose this as a question because on the national level, many of us have put a lot of energy into this thought that we were kind of going in the right direction, but with your comment, I really would like to hear, if you can further elaborate on any recommendation you have for the whole cultural competency movement.  I thought it was going to be an easy question.

MR. HOWARD: For us it is principles.  You know, I think that is where, you have a principle of saying well you know we are providing services to our tribal members, especially people that are in the behavioral, that are SMI clients or are going through a crises, or whatever or if they are going through a behavioral health crises.  What we would like is to say okay these are the principles.  How you reach those principles is up to you.  You know, how you do that is up to you.  We feel it is up to us.  Having to explain it to somebody or meet these criteria here, here, and there, that as I was trying to say earlier, it is an offense.  It is an offense to us.  What is somebody at the state, that has not lived on the reservation, doesn’t know our culture, doesn’t know our people, how can they even judge what we are doing or how are doing it.  So for us, it is more okay the principle is this.  How we do it is up to us.  Simple.

MS. KING: As an independent consultant, I am a cultural competency trainer for over ten years and also a SAMHSA grant reviewer for about ten years, too.  Being a front line warrior woman with clients and communities as well as the temp CEO, I am at this point participating as part of that systems of care.  My plan is, on a western professional level, my plan is with professional counseling so my world view and comments will come from there, from American Counseling Association that I found in practice that as well as in my everyday life that my own identity in knowing who I am as a Navajo grandmother greatly influences how I interpret this meeting as well as my everyday interactions holistically and that if I was with grass root individuals from the Apache Nation here, my terminology would totally be different and that I would approach the topic and interactions differently as opposed to me being with my own making counseling associates, colleagues, that is cultural competency.  So I believe there is a cultural competency committee within SAMHSA that came up with the standards and I believe it is a starting point and as a cultural competency trainer all these years, the cliché, it is a cliché now and that is why I always say it is a journey and it is a process.  Even though I am Navajo and I am in my hometown where I was born, in a border town in Farmington, but raised in Shiprock, but I do not know everything about my culture.  Navajo culture, I will never know everything and so I am a diligent student of my own culture as well as interactions everyday as well as in this meeting.  And so I guess it just depends on looking at the grantees and perhaps there should be a Native working with the grantees regarding what does cultural competency mean to each of the perhaps five ethnic groups and then maybe the global criteria.  I can understand the disrespect that is felt by non-natives coming to our communities and saying, oh are you culturally competent?  They mean well and it is good for equality and respect, but I guess it just depends on how it is interpreted but I believe that cultural competency is a process and it has been needed for so long.  I am looking at in terms of social injustice issues and I continue to advocate and teach what cultural competency means and cultural responsive services and how I would like to frame things.

MR. HOWARD: One last comment on that.  I think if we were to look at twenty years ago, or something like that, who the majority of services were being provided by to us, to Natives is non-natives.  So maybe you needed those kinds of things, but it has changed now.  The last things have changed.  The majority of our providers are now tribal, tribal people and so you know it has changed.  I think in that respect, that has to change too.

DR. WARNE: I heard there are even a few Indian doctors, not sure about that.  One final comment

MS. WAINSCOTT: Before we leave the sort of formal presentations and move into something I am really looking forward to which is the public comment, I just wanted to say that we talk a lot about barriers and we talk a lot about problems, but there is enormous strength here.  I reflect back on the people at the detention center who, when we asked them what is the thing or things that would help you most and immediately answered counseling.  They care.  They know what they need.  I think about Denny and Sara, and Cynthia, clients at the Wellness Center who projected competency and strength and joy when I met them and then I think about you people who presented to us here today.  You are thoughtful.  You are compassionate.  You are smart and you are determined and if this were a horse race, I would bet on you.  

DR. WARME: Thank you and I am very honored to be a part of this discussion.  It has been very meaningful and fulfilling to me as well and I am just honored to be part of the panels with all of these wonderful speakers and leaders and these are the people at the front line of trying to provide services within terribly impoverished conditions and still doing a good job and still trying their best.  Let us all give them one more round of applause.

DR. BRODERICK: Thank you, Dr. Warne, I want to thank you as well for the excellent facilitation job that you have done today and the insights that you have added.

Mr. Howard, it is good to see you after many years.  Ms. King, I would like to talk to you afterwards about your family.  I think I may know some of them. Thank you both very much for your great presentations.

We will take a ten minutes break now and come back to have the public forum and then we will wrap the meeting up with the council discussion.  So, we will see you back here at twenty minutes past the hour.

BREAK

    

Agenda item:  Public Forum

          DR. BRODERICK:  We set aside some times for public comments from council members or others in attendance so that we can gain the perspective and the comments from all attending the session.  We’ll begin with opportunities for presentations from local and national representatives from various Indian organizations that are represented here today.  Martha Interpreter-Baylish will speak, give a perspective from SAMHSA’s National Tribal Advisory Committee.  Margaret Bahas Walker will represent the views of the National Indian Health Board.  And Derek Valdo will represent the views of the National Congress of American Indians.  After that, we’ll open the floor to other tribal leaders and other participants in the meeting to provide their comments.  



Following the pubic forum, we’ll have about an hour for council discussion for suggestions, thoughts, wrap up perspectives from Dr. Warne as well as the council members on the experiences we’ve had here for the next two days.



So with that, I see Margaret, would you like to begin on behalf of the National Indian Health Board.

          MS. WALKER:  Good afternoon.  I hope you all had a good lunch.  I ran to Globe and had Mexican food.  I had some friends that invited me.  But, once again, on behalf of National Indian Health Board and as a governing body member of the White Mountain Apache Tribe, it is an honor to have had this national organization be here on an Indian reservation.  Vice Chairman Reede also sits on organization’s NPAC(?), but he’s very vocal and advocates for, not just for San Carlos.  And I’m glad that he’s still in attendance with us here, and this is his hometown. 

          And San Carlos and White Mountain, we have almost the same culture and language that’s about the same.  We understand each other.  We can communicate well.  People that are fluent in the Apache language, one of the requirements of the White Mountain Apache Tribal Council is you have to speak your language fluently.  So for me, being raised by my grandparents and an aunt that taught me my Apache language and my culture, you know, that’s the best thing that I can have in this world with everything that’s changing. 



And on behalf of the National Indian Health Board, I was sent this report to read to you on behalf of our chairman, Reno Franklin.  And if you have any questions, for right now, bear with me while I read this paper, report here.



It is well-known that American Indian/Alaska Natives suffer disproportionately from substance abuse disorders and mental health issues, when compared to other racial groups in the United States.  Issues such as alcohol abuse and dependence, illegal drug use, depression, and suicide consistently rank high on health priority lists throughout Indian country, as these issues continue to plague American Indian/Alaska Native youth and adults.  



For example, data from 2002 to 2005 indicate American Indian/Alaska Natives were more likely to have an alcohol use disorder within the past year than members of other racial groups, 10.7 percent versus 7.6, respectively.  American Indian/Alaska Natives were more likely to have an illicit drug use disorder within the past year than members of other racial groups, 5.0 percent versus 2.9 percent, respectively.



In addition, having a substance abuse problem has also shown to be a risk factor for mental health problems such as depression and suicide.  Alcohol, often used as a way for individuals to self-medicate, serves as a common risk factor for suicide in both American Indian/Alaska Native adults and youth.  Throughout the years, American Indian/Alaska Natives have reported the highest rates of frequent mental stress among all ethnic groups, approximately 12.9 percent compared to 10.3 percent for Hispanics, 9.7 for African Americans, 8.3 for Caucasians, 6.1 for Asian Americans.



In a study of Northern Plains youth, of those diagnosed with any depressive disorder, 60 percent also had substance abuse disorders.  The American Indian/Alaska Native population utilizes the Indian Health Service as their primary source of health care, as well as mental health services.  However, there are many barriers that American Indian/Alaska Natives face when attempting to access these services:  under funding of the IHS to adequately provide sufficient mental health services; inconsistent services offered at IHS clinics, example - high staff turn-over rates, lack of cultural competence, lack of integration of traditional medicine into the mainstream Western medical approach, an historical distress(?) of Western medicine.  



What is the National Indian Health Board doing to address these issues?  IHS, National Tribal Advisory Council, the NIHB is working with the HIS NPAC(?) to help increase the behavioral health capacity of Indian country by providing much needed resource in the form of technical assistance staff and to serve as a point of contact for behavioral health issues.  



Healthy Indian Country Initiative with funding from the Office of Minority Health, the Association of American Indian Physicians, the NIHB provides coordination and technical assistance to thirteen tribal grantees throughout Indian country, with their promise and prevention practices.  Eight tribal projects are addressing mental health and/or substance abuse issues and serve as models for other tribal prevention programs.



Future collaborations.  Suicide Prevention Action Network.  The NIHB is in the process of partnering with Span USA to create and distribute American Indian/Alaska Native population specific materials to aid in the dissemination of important suicide prevention information to American Indian/Alaska Native youth, elders, and veterans.  Native American Research Centers for Health, NARCH Six, the NIHB is collaborating on the creation of a proposal for the NARCH Six funds with the University of Washington Indigenous Wellness Research Institute and James L. Ward and Associates Consulting Firm to embark on a community-based participatory research project.  

          This project will work to improve behavior health screening, dissemination and translation of effective practices across American Indian/Alaska Native health centers, using a CPBR approach and implementation science.      



Just to add to this report, I think with the recession of the economy, not just the Native Americans, but all over America and the world, I feel already back home in White River.  How our mental health disorders, you can call it depression, but not many Native Americans know what depression is.  It will be increasing.  And it’s really scary already, with the high suicide rate we have.  You know, with the medical doctors, it’s easier to come to a diagnosis of other diseases.  But in the mental health, it will always be a challenge.  

          I don’t know if we will ever find all research and data to really find out how we can deal with suicide and these disorders because we are all unique.  We all have our own brains, and it’s something that you can’t put a stethoscope to the heart or feel for a pulse and say that, oh, you’re thinking of suicide.  You’re going to contemplate suicide.  And when you have that challenge, it’s, you know, I feel for the doctors, nurses, the psychologists that are in this field.  

          And that’s why I strongly believe that we can successfully try to decrease these statistics by utilizing what we already know as Native Americans, what we know that can heal, what we can do to overcome situations.  But people are elders.  Many of them have gone.  Their teachings on how to deal with this recession, suicide, they have the answers and we’re looking into the Western medicine to find answers.  And it can only bring half.  

          For example, what I’m trying to say is I woke up this morning almost 3:00.  I had a bad dream.  And was a little girl, my grandmother always told me, you go and get ash from the fireplace and you blow it to the north and ask the creator, don’t let this dream come true.  Because there is where the cold, the water, where it freezes everything, that bad thought, that bad dream will just be stopped there.  And thank goodness, I had that teaching growing up.  I knew what to do this morning.  I feel okay.  I feel that I can go on and enjoy this day.  

          But today, because of religion, a lot of our culture, ideation, our being of who we are as Apache, is not accepted among our own Native people.  And that’s where the confusion, I see, started with the youth.  They’re confused who is telling the truth.  Is it Christianity versus culture?  Because no one really given them upfront answers, they go into this music, this hip-hop, whatever music that has all these dirty language in there, and they accept it.  

          And because of alcoholism, because of unemployment, families are drifting apart.  Marriages are falling apart.  So they become a member of a gang where they feel that love and is that a society that we can say is acceptable, even in Native country, to have your child join a gang because they can’t even get a hug at home or feel welcome in a home?  So it is very, very challenging all over Indian country, not just White Mountain.  

          There are so many dysfunctional activities happening at home and it’s because the circle that we started, many of us have left that path.  And the true identity of being a Native is respecting yourself.  And if you can’t respect yourself, how can you expect others to have respect for you?  And these teachings are so simple, but you know, there has been so many problems, our populations, these crises, I feel that there is a crisis all over Indian country.  

          And whatever information I gave you on behalf of National Indian Health Board, I speak on behalf of all the committees, member committees of all the area tribes of the United States because this is just not for me and my tribe, or the Phoenix area, this is for everyone, because everyone deserves to have a peace of mind.  And if our youth are hurting mentally, you can only imagine what they’re dealing with.  And, you know, they’re precious.  These kids are precious.  

          And my world, when I was a young child to teenage, we didn’t have to deal with these things.  We didn’t hear much about suicide.  Today, it’s like, oh, another one.  The attitude is when, man, you have to do something, you have to help us.  You have the dollars.  You were awarded these dollars.  You were given responsibility from the government.  And I plead with you, the reports that you receive, you go beyond and see what could be a better win-win situation for everybody.  The main thing I will repeat again is the reporting, you know, the important requirements.  I think you need to go back to the table and relook at that.  



And I thank you for your time.  I thank you for allowing me to come in at the last minute on behalf of the National Indian Health Board.  Thank you.



Dr. BRODERICK:  Thank you very much for your comments.  Next, we’ll turn to Derek Valdo for the National Congress of American Indians.



MR. VALDO:  Thank you Dr. Broderick.  On behalf of the National Congress of American Indians in the Pueblo of Acoma, I’d like to thank you for the opportunity to participate in your national council meeting today and for making the trip to Indian Country.  I think it’s very important to get you out and exposed to the conditions that are out there.  Often we don’t make the 10:00 news, or those conditions aren’t sensationalized because they’re kind of day-to-day everything, things that consistently happen.  



NCAI has been fortunate to work with SAMHSA on the Tribal Advisory Committees from its inception.  And we look forward to continued participation with SAMHSA.  I want to speak to you today about some of the challenges facing our Native youth and some suggestions NCAI has been working on to address those issues.  



We’ve heard today from both of the panels today about the disparities of mental health as well as just the overall health care in Indian Country.  So I am not going to repeat that.  It always depresses me when I hear that or have to give testimony or read about it.  But, because I’m proud to come, I come from Acoma.  That’s where I came from.  That’s where I’m going to die.  That’s where my kids are going to call home.  

          And it’s more of a, it’s not like, you know, when I go back East, I’m a New Yorker.  I’m a Los Angeles, Los Angelean, or Texan.  I guess we have that relationship to the land just like those people as well.  But, we always think of, talk about, being connected and part of the land there.  So I’m going to skip the disparities because one, it depresses me, and we’ve heard it in the morning and this afternoon.  I think the data is there to show that we have need.  So I just want to be positive and focus on the suggestions.



We believe that NCAI, again, we’re kind of the lobbying legislative body for Indian Country.  We’re multi-issue.  We don’t focus just on one issue like the National Indian Health Board.  We take up pretty much every issue.  We defend tribal sovereignty.  We defend gaming.  We defend our national labor relations.  We defend, pretty much every front, NCAI is there.  And so, we’re very thankful for our partners like National Indian Health Board and these committees like SAMHSA’s Tribal Technical Advisory Committee, and the CDC, and all the different committees that help us do the work.  They’re our soldiers, foot soldiers on the ground.



So at NCAI we believe that the SAMHSA bill must be re-authorized.  In order for American Indians and Alaska Natives to participate fully in services provided by SAMHSA, the re-authorization must happen.  Again, I think we support that at NCAI, and we’ll throw our leverage, our ability to lobby our Congressmen.  And I think we’re in 32 states, so we’re a pretty consistent voice and we can lobby some support to help get it over the hump.  But I doubt it will need that help.  



We work closely with SAMHSA in developing recommendations for the re-authorization and primarily technical corrections to the old bill to really allow smaller tribes to participate more fully.  Earlier today, I talked to you about how block grants didn’t work, or don’t work.  So, you know, that’s one of the biggest obstacles that we see, in a lot of the programs that come out, are those block grants.  And it’s supposed to trickle down, but it doesn’t.  

          One of the biggest things that Dr. Clark made a big impression on me in the beginning was, you know, he said, well as anyone’s getting services, it’s by us or for us.  For Indian Country, I think as you’ve heard, it’s always been for us.  Everyone has always been doing it for us, for generations upon generations.  And it hasn’t worked.   

          So we’d like to say, well, by us.  We want to do more by us, because the community-centered approach is very important.  So we’d like to continue the special consideration for communities with highest need in awarding of your discretionary grants I think that Dr. Barr talked about this morning.



And also, we started in small scales, I think.  We brought Dr. Broderick and some of the CDC center directors out to, like, New Mexico, to Montana, and tried to force the discussion and really work together and really increase state tribal coordination by requiring states to show their plans and reports on outreach with American Indians and Alaska Native tribes living within their boundaries.  And if they counted them, and you know, if that’s one of their highest needs, then are they providing that service.  So, kind of, guess, having that check up on it.



I heard Dr. Wayne or Warne earlier say we need that legislative fix.  I’m a realist.  I want to fight battles that I want to win.  Going against 50 states that say, okay, we want to set aside a new block grant program for Indian tribes.  We know all 50 states are going to gang up on us and, you know, throw us out the door.  So, again, we’ve been kind of leaning on SAMHSA to utilize its executive powers and put little things in place to help reduce some of those bottlenecks.  

          So we’re not, again, as I indicated earlier in my statements, we’re not trying to say give us more money.  Just give us the ability to compete.  We think we have the data.  We think we have the ability to prove to the grant administrators or the grant reviewers and whatever to be able to provide that resource to these communities. 



We also believe in the inclusion of behavioral health and early intervention and prevention.  As you’ve heard, health services are extremely limited in Indian Country due to the under funding.  And a lot of times, you know, that’s just our biggest thing, we don’t have the infrastructure or the capacity to provide a lot of these services.  

          We talked about integration.  I had the opportunity to sit in the Suicide Prevention Task Force and Hortensia was talking about doctors have too much to do already.  They can’t do mental health and behavioral health and substance abuse and suicide.  And, you know, their liability insurance will go through the roof, I think, if, so there needs to be some collaborative work in integrating all those services and those indicators of some issues within Indian Country.  



And so we are advocating for strong inter-disciplinary approach to health care, focusing on early detection and proper management of health concerns, such as integration, screening, prevention, treatment, to improve the overall system of care.  And really, that’s one of the things that we think is positive for Indian Country, especially within SAMHSA, is the systems of care program, the last panel that you heard today.  We think it provides the means for delivering services to children and families that is child-centered, family-focused, and family-driven, as well as community-driven.  

          I think, I’m probably preaching to the choir, when you all say we’ve got to fix ourselves. Fix it from within.  And so, I think that’s very important.  And again, always remembering to be culturally competent.  I know there’s probably both sides of that coin there, but having that always in place is very important.  So that when those services are provided to the communities, they’ll be accepted and have a greater chance, a greater return for both sides.  So NCAI’s work is specifically to include the systems of care in the Indian Health Care Improvement Act, which is to help modernize our system, which is the Indian Health Service.  So we hope to make that part of the Indian Health Care Improvement Act.  



So on behalf of NCAI, I didn’t read my talking points exactly like they told me or wrote them for me, but I will submit them to you so that you have a written record of what I was supposed to say and what maybe I didn’t say.  So, but, thank you for your ongoing commitment to mental health and substance abuse, you know, improving that in all communities.  And really, I’m very thankful.  

          I’ve had a chance to talk to most of you and I think we made a good start.  And hopefully, it doesn’t take another 44 meetings to come back to Indian Country and invite us again.  So we appreciate the opportunity to share and really collaborate and work together so that we can realize improvement in all areas, including tribal and non-tribal government.



So, thank you and I wish you all a happy and safe trip and may all your families be protected and have a good long, whole life.  Because, you know, I was teasing Edward, we were talking here earlier about how, on NCAI, I’m kind of a junior vice-president.  I’m not one of the big guys that get the gaming, that get the nice high-profile committees.  I got SAMHSA.  I got CDC, you know.  I said are you guys trying to tell me I have a problem or something, or?  

          But when we look back at our prayers and our spirituality, like it’s a difference between religion and whatnot, but when we teach our young ones to pray, we pray for the world first.  That we pray for everything that’s alive, the land, the animals, all of you, I pray for you.  Then we narrow it down, and narrow it down, and you always pray for yourself last.  But we never pray for material things.  I pray for happiness.  I pray for love.  I pray for health and long life.  So all the rest will come.  

          And I think, you know, Edward was teasing me earlier, he was like, oh, yes, we don’t get the big grant committees that always go to the Senate Committee on Indian Affairs or whatever, but really these committees make the difference in keeping our families healthy, happy, and long lives because that’s going to be our legacy, or at least, I guess, my legacy and that maybe I won’t feel sorry anymore about not getting those big name profile committees and whatnot, so.  

          Anyway, I just wanted to add some humor and again, kind of just bring it home.  And that’s what we believe.  That’s what my father has taught me.  And that’s what I’m teaching my children.  So, I’ll hopefully see you again.  I’m not going to say goodbye.  I’m just going to say farewell and we’ll meet again down the trail as we continue our work. 



So thank you and have a good afternoon.  



DR. BRODERICK:  Thank you.  Thank you very much for those comments.  At this point, I’d like to offer an opportunity to the Chair of SAMHSA’s Tribal Advisory Committee, Councilwoman Martha Interpreter-Baylish to offer some comments.  



MS. INTERPRETER-BAYLISH:  Thank you Dr. Broderick.  This has been a fun-filling afternoon and a fun-filling morning.  And we come together here and at an offer from SAMHSA to the National Advisory Council to be able to join together here to really take a hard look at what Indian Country is all about.  



I’d like to first begin by saying good afternoon to everyone once again with this blessed day that we’ve been given.  Good afternoon Vice Chairman Reede.  Thank you for remaining with us throughout today.  And for visiting members of various tribes, and members of the National Advisory Council, members of the SAMHSA Tribal Technical Advisory Council, and also our tribal programs and our tribal managers and directors, thank you for joining us today and remaining with us throughout today.



As Dr. Broderick had mentioned, my name is Martha Interpreter-Baylish.  I’m a member of the San Carlos Apache Tribe and also a member of the San Carlos Apache Tribal Council, as a District Representative for the District of Bilas, which is located about 45 miles east here.  I’m also the Chairperson for the SAMHSA Tribal Technical Advisory Committee.  And at this time, I’d like to thank my membership tribe for hosting the National Advisory Council meeting for this very memorial event.  

          If many of you have not heard throughout the day, this is the first time the National Advisory Council has hosted a meeting in Indian Country.  And I applaud them today, if we could give them a round of applause, for coming here to Indian Country and to see first-hand the effects of mental health diseases and substance abuse diseases that occur within the interior boundaries of our reservation.  Although it may have been only one reservation that they may have visited, I’m sure the other 563 tribes, rancheros, pueblos, and villages probably would have been more than willing to accept the invitation to come and host the National Advisory Council.

 

I’d like to share with you a little bit of information in regards to the direction that the Tribal Technical Advisory Committee is taking.  The Tribal Technical Advisory Committee has been in existence for two years now and it came to effect under the leadership of Dr. Terry Kline and now under Acting Administrator, Dr. Eric Broderick.  And the Tribal Technical Advisory Committee is comprised of 12 elected officials from the 12 IHS service areas and two national organizations, which includes the National Congress of American Indians, which Councilman Valdo represents for the National Congress of American Indians.  And also, the National Indian Health Board.



The Tribal Technical Advisory Committee basically provides guidance to the SAMHSA Administrator on substance abuse and mental health services and activities that are impacting American Indians and Alaska Native communities.  We’ve been meeting now for, like I said, for two years.  We’ve ironed out a lot of the technical scopes in regards to what avenues we would like to take as a committee.  

          And we look very much forward to continuing to work with the Administrator, Acting Administrator, Dr. Broderick, in regards to a lot of the issues that are facing Indian Country and Alaska Native communities because as we’ve heard today, through testimonies and also as you all have seen throughout the day, yesterday on the tour, these issues of mental health services and also the issues of substance abuse services have been very limited in Indian Country.



The Tribal Technical Advisory Committee, at its most recent meeting, had created three sub-committees.  And those three sub-committees are entitled Services Sub-Committee, Policy Sub-Committee, and the State Tribal Relations Sub-Committee.  The first being the Services Sub-Committee, their emphasis has been, under the direction of the Tohono O’odham Vice Chairman Isidro Lopez, and he’s been very instrumental in communicating with his sub-committee telephonically and in-person.  

          To date, its members have developed recommendations for consideration by the full Tribal Technical Advisory Committee to prioritize the services needed within Indian Country and within our communities, such things as focusing on youth suicide prevention and drug abuse and alcohol abuse.  They have outlined short-term and long-term goals and other sub-committee members have been very active in making American Indian and Alaska Native perspectives well-known in certain service providers’ portfolios.



As mentioned, Councilman Valdo of the Acoma Pueblo has represented the Tribal Technical Advisory Committee on the National Suicide Prevention Actions Alliance, while Councilwoman Elizabeth Neptune of the Pascua Yaqui Tribe has served on the American Indian and Alaska Native Trauma Informed Care Work Group.  



The second sub-committee, which is the Policy Sub-Committee is chaired by Councilwoman Wanna Mahill-Dixon of the Pauma Band of Mission Indians.  Councilwoman Mahill-Dixon has already began to lay the foundations and the groundwork for her efforts with meeting with Congressional members and Congressional leaders on the need to re-authorize SAMHSA.  

          The focus of the sub-committee is to ensure that tribal input is addressed and included in the re-authorization.  Last December, Councilman Johnny Windyboy of the Chippewa Cree, who is also a member of the Tribal Technical Advisory Committee, initiated discussions with the White House Transition Team on addressing substance abuse and mental health needs in Indian Country. 



In addition, the State and Tribal Relations Sub-Committee, as the third and final sub-committee, is chaired by Councilman Johnny Windyboy, of the Chippewa Cree Tribe.  This committee has been working with SAMHSA and its various partners to join together in various meetings between states and tribes at various scheduled consultation meetings to address tribal issues such as mental health services, substance abuse services, and funding requirements.



Tribes from all over the country continue to express their concerns that the legislatively mandated SAMHSA block grants, which have been awarded to the states, do not include services to the tribes, whose population numbers were used in the states’ grant applications.  And this is a concern as we’ve heard throughout the day today and that we’ve also heard on the tour yesterday.



In addition, numerous tribes have been outraged at some states’ requirements mandating a waiver of the tribes’ sovereign immunity in order for the tribes to receive SAMHSA sub-contracts or sub-grants.  The Tribal Technical Advisory Committee encourages the SAMHSA Administrator and all other committees and councils under the direction of SAMHSA to take the lead in fostering dialogue and cooperation between states and tribes and address these issues as necessary, to not hinder the relationship that the federal government has directly with the tribes as mandated in the treaties that were signed by each tribal organization.



The Tribal Technical Advisory Committee is developing and growing in its role to ensuring that American Indians and Alaska Native perspectives are included in SAMHSA’s developments and to ensure that it maintains its programs to the American Indians and Alaska Natives.  Our job is to work with all of the SAMHSA programs, including its various advisory committees, to ensure that the American Indians and Alaska Natives are included in the mission, which as we heard earlier, which is a life in the community is for everyone.  

          Members of the National Advisory Council, I address you today, as a Chairperson of the Tribal Technical Advisory Committee.  And as you had seen in the tour yesterday, here on the San Carlos Apache reservation, and as you have heard today in testimonies and presentations with the panel professionals that were, that presented today, that there are obstacles that face the American Indians and Alaska Natives.  And these types of issues, we’ve addressed time and time again through various meetings with our state officials and with our local county officials and now, with you, as federal officials and federal representatives.



We ask that you continue to continue to pursue the goals and objectives that the Tribal Technical Advisory Committee has set on behalf of the tribes to be able to address the mental health needs and also the substance abuse needs and services that are direly needed within Indian Country.  



Unfortunately, Alaska Indians and Alaska Native communities are disproportionately represented among those negatively impacted by substance abuse and mental health issues. For this reason, again, it is our collaborative job to ensure these communities are well served by SAMHSA, which stands for the Substance Abuse and Mental Health Service Administration for the United States of America, which includes the American Indians and Alaska Native communities.  

          The Tribal Technical Advisory Committee appreciates this council’s invitation to be a part of this historical meeting and wants to assure the council members that we are available to provide guidance on your work and you hard-earned efforts as you continue to pursue the remedies that are needed with the mental health and substance abuse.



Thank you for your time.

 

DR. BRODERICK:  Thank you for those comments.  At this point, the floor is now open for comments from others who would care to offer them.



DR. BRODERICK:  Vice Chairman.



MR. REEDE:  I just want to say thank you for coming out to San Carlos and witnessing and hearing the issues that are being addressed from the various tribes that presented today.  The main thing I want to stress is the fact that Dr. Warne keyed in immediately, is who has the legal right to health care.  And that’s our continuing outcry is the fact that we have a legal right, due to treaty obligations.



And one of the key things that we look at is how do we keep those in place when often times we’re told we need to refer to third party money, you need to look CMS, all these other accessibilities to get funding.  I currently serve on the Phoenix T-Tag(?) for the CMS.  I’m a representative for Phoenix area.  And we had discussed today the issue of communications with states and tribes.  Currently, we’re dealing with an issue of Nevada tribes as far as their obligations of wanting to be funded and third party funding coming back to the tribes as far as services.  



Well the state is saying no, it’s CMS’s issue. CMS says no, it’s a state issue.  As tribes, we’re stuck in the middle and we’re trying to figure out, you know, how do we advocate our right to get this health care.  



So I think when you came out here, you were able to see a sense of what is possible for our success by visiting our wellness center and what we’re trying to do.  And that really enhances the services that we’re doing here.  And I think Dr. Wilshire expressed her educational effort within the past couple of years.  And I’m honored to be here listening to what she had to say because I can remember discussing that with her as a former supervisor with Dr. Wilshire.



But it’s an ongoing process and I think the main thing I want to stress is the fact that we’re all unique in the sense of Native people.  And it’s a good education process that I think you’re seeing first-hand and also being a part of.  But for me, and no offense to Mr. Valdo over there, I enjoy the aspect of viewing with the outside because I think that’s the number one priority.  Mainly, because I think if we’re going to look at economic development, or sustainability, we have to be healthy in mind.  Healthy in the sense of dealing with that.  



So that’s one reason why I always, I tend to stay and listen more than I do with dialoging, in a sense of trying to figure out how can I enhance the community.  Not just my community, but the rest of the Indian Nations across Arizona.  And for Phoenix area, that includes Utah and Nevada, as a rep.



But the other thing I wanted to stress was the fact that being a statistic, as I stated earlier, dealing with the idea of colonization, dealing with the fact that we aren’t supposed to be here, but we still are, and I hate to look at that in a negative sense, but you know, I think it’s about a year ago when I realized I was actually old.  And it didn’t come to the fact of reading statistics, but I’m looking for the future in the sense that our population for this reservation now, everyone is 25 and below.  You heard Navajo state the same thing.  You heard White Mountain state the same thing.  



So what I’m hoping is the fact that we can establish a process that’s effective and unique to the tribes.  And I was telling Mr. Alexander here that it seems like we continue to do the same process.  We continue to think in a sense of well, this is how it is.  But what is that cultural comp, I can’t even pronounce that word, to the community?  You know, that’s something I always ask because I’ve been conditioned to accept that standard as being oh, the BIA told you you’re this smart, as far as funding, accept it.  IHS says you’re only allowed this amount of dollars, deal with it.  

          For me, I think that’s something that to be positive in that sense, we need to develop partnerships.  So with SAMHSA being here, you seen some key success points that were stressed.  You know, we’re looking for that partnership and I’m stressing that mainly from the perspective of the tribes but also other Nations here.  



We want that voice.  We want to be a part of the change.  And really, you look at us as an example because of, you know, I’m not one to compete with other tribes.  I’m really one to how can we enhance that for everybody.  And that feel, that general sense of it is, we talked about the grants.  Maybe that should be considered.  There should be a project in that sense.  



But, hopefully, if we don’t bore you too much, in the sense of discussion and your visits here, that will come out at the end.  Because I’m like Mr. Wang here, I’d like to see results.  I’d like to see something done.  That’s one of the things that’s important.



The other thing I wanted to mention was the fact that White Mountain expressed the issue of suicide.  And they said that equals to 80 percent of the people who committed suicide hang themselves.  To me, I think there’s a spiritual sense that’s missing for Native people.  And it goes back to the sense of belonging.  And it goes back to a sense of acceptance.  And who would know that better than us, in that sense, from the local community?  



But also, colonization involves more inter-racial, racial prejudice in a sense.  But we’re trying to learn that process.  We’re trying to heal.  But consider that option as well as one of the points.  But mainly, our young population right now, I continue to harp this process with my kids.  I have one daughter who is a sophomore in college.  I have two boys graduating this year.  And I said your future, our future, really depends on what you guys see.  So I always plant that seed of trying to establish something unique in that sense.



And to hear, our population is young.  We’re going to be bigger again.  We’re going to continue to grow.  I hope that you allow that to continue in the sense of block grants, in the issues of developing a better process with YearPro(?), which Mr. Howard expressed earlier.  We tend to look at these things in general.  But specifically the tribes are all unique.



And the last thing in dealing with, I think he mentioned the development of an IRB.  I still say that should be something we, as a tribe, we’re trying to create and develop in the long term because we have issues of trying to establish an epidemiology program that’s consistent with what’s outside the reservation so it’s being accepted.  We know our history with cancer.  We know what’s happening here, but we haven’t determined an efficient process to document.  

          And that goes back to resource.  And I think that Shelef Nomas(?) Hortensia over there was surprised to see that the resource this year is still an ongoing story.  But the more and more I talk about these issues, the more I realize that it all has to happen within the tribes.  And that’s something we want you to be aware of.  And later you’ll probably here a testimony from the IQCA rep, whose express(?) and in general for most tribes here in Arizona.



We’re also part of that council.  And the views expressed are the same.  Goes back to more funding.  Goes back to dealing with the idea of accepting that we’re all unique.  And I think SAMHSA had some issues addressed.  And that’s still being discussed.  But coming here, at least, shows your attempt to want to understand that.  And I think for San Carlos, we’re more than happy to have you come out.  And having Martha Baylish a part of the community actually helps us to understand and grow.  So I thinks she’s beneficial for us, as well as the other tribes. 



But, the last comment I wanted to make is the fact that as tribal leaders who are here, who are able to participate, you know, we look at economic development.  We look at gaming issues.  We look at issues for our community.  But in black and white, if you go through the document again, it states health care is something that we’re supposed to be obligated, but yet, we continue to fight.   

          So with this, I’m looking at partnerships from SAMHSA.  Not anything to take away from IHS or BIA, but partnerships in stating that, yes, there are possibilities with tribes.  Why don’t we consider those options and really look at that from that standpoint.  And just remember that, a part of that came from your experience on this reservation and hopefully you’ll consider going to other areas.  I hear that Albuquerque’s a nice place over there, Acoma especially.  

          But in ending, I appreciate this time to be with you.  I also appreciate the chance to converse with the two gentlemen to my left because I really sense that we’re not lost in that general thought.  And I think sometimes our perceptions come into play more so than anything else of our histories of what happened.  And we’re getting ready to get up to that point.  We’re assessing to see if we’re doable as far as doing our own TRIBA process and that’s something that most tribes probably should do.  And I always look at Navajo as one that’s really thinking in that sense of further down the line.  For some of us, we always think of just today.  But that’s not bad.  And I think we’re all adapting to learn. 



So in closing, I just hope your experience here was meaningful.  I hope you developed some relationships with everyone in the sense of positive growth.  And I can’t forget what I saw on the website, community, community-specific, as far as what you see as being something useful in development.  And I just want to say thank you for that.  And I hope safe journey for everyone back home and I’m sure we’ll see each other again.  It was a good experience just to be here and listen to your dialogue.



Thank you.  



DR. BRODERICK:  Thank you, Vice Chairman.  Now we’ll open the floor to others.  I’ve got Albert Long would like to say some things, and then Alida.  I’d also, we need to recognize that we have some folks on the phone, Mr.  Philthrop also. So Albert, would you go ahead, please.



MR. LONG:  Thank you Dr. Broderick.  Thank you Advisory Committee, Advisory Council members, and all the panelists, and Dr. Warne.  It was a really great meeting, very informative.  And I hope that we all can benefit from it by partnering up and helping each other to make things happen.  And the fact that you met in San Carlos, an Indian reservation, that’s a good start.  Now you only have 519 more left, places to go.  By the time you finish, I grant, I guarantee, we’ll still be here.  So just thank you again for coming out to visit one of the tribes and getting to know them.  



We would like to invite you to Navajo whenever you can afford to do so and come up and see our new facility.  We’re almost completed with our facility.  We should be having it going by September.  So you might just keep us in mind.  



I just wanted to just pick up on some items that were mentioned this morning.  And it’s really around the block grants initiative.  But what I really wanted to say was, what I really wanted to bring out first, was what Dr. Broderick brought up this morning with regards to the tribal consultation sessions, the regional tribal consultation sessions that are happening now, as well as some of the tribal training technical assistance that Dave, SAMHSA has been involved with other federal agencies. 



And I do agree with them, that they really work because, what has brought about in these sessions, is tribal specific grants, which we never had before.  But, still, it’s a step in the right direction.  But we still need to pursue that a little further to where we can try to meet the needs of the tribe as best as we can and make it as user friendly as possible in doing this.  And that’s where I wanted to comment on Mr. Valdo’s comments about tribes not being eligible for certain grants and all that.



In a way that’s true, but also there’s a need for clarification.  I think what it is, is just that some tribes don’t really have the capability or resources to be able to access these dollars through the process that’s currently being used, where you write proposals and then you’re rated, then if you have the highest rated proposal, you get the funding.  

          A lot of tribes don’t have that.  So if you can continue with your, if we can continue providing these tribes with the help and resources they need, then I think, again, we’re headed in the right direction.  And we’ll be able to help them to access some of the funding and resources that are there.



With regards to the Vice Chairman’s comments about this being a good dialogue, there was a real good dialogue.  And I hope that we all will go home and see ways that we can assist with each other, not only as the Advisory Council, but also as participating members and other tribal committees or boards or whatever, to assist in every way possible.  

          I really would like to see SAMHSA partner up with IHS, NIHB, NCAI, as far as some of these initiatives happening so that someday down the road, I’d like to see some of the federal agencies that Dr. Broderick mentioned partnering up and sharing resources and sharing the workload needed to maybe help tribes in meeting some of their needs in Indian Country.  




I also want to bring about the, I really like the idea of researching the block grant history and how did it come about.  And is there something we can learn from it?  You know, is there something we can borrow off of that?  I do know that back in 1981, when President Reagan was there, he was the one, the first block grant initiative that came about.  But really then, what I really couldn’t get, was why some block grants were directly funded to tribes while some were not.  

          I couldn’t see that.  I still can’t understand why that didn’t happen.  You know, like your SSBG was not directly funded to tribes.  However, your LIHEB, your energy block grants, your community development block grants, were directly funded to tribes.  And it was a really good start, but I think we just only went halfway.  So again, with this initiative, maybe with a little bit of history and learning about what the process was, how did it come about, how well is it working, I think then we can benefit from that to where this might be the way to go as far as directly meeting some of the tribals’ needs is concerned.  



And in a way, there has been some precedents set already.  As I mentioned before, your CCDF programs, your Title IV B1 & 2 programs, your Child Care Development Fund program, I think I mentioned that already.  Then the latest one, I thought which was really good, was this long year, 10-15 year battle, was the direct funding of Title IV E services, you know, funding to tribes, the foster grant programs, under child welfare services.  



Again, it’s a good start in the right direction.  We’re headed in the right direction.  We just need to continue just to try to meet some of the needs of the tribes here throughout Indian Country.



And I was thinking, Dr. Warne mentioned that this might require legislation, you know, a legislative process to happen.  Right now, I was just thinking, that’s true, but what about maybe the Secretary using his discretion to use administrative procedures to do this.  I was just thinking that.  Is that possible?  Or doing some kind of technical amendment to the present legislation to make this initiative happen because tribes are asking for it, you hear it at the annual consultation sessions every year.  And I thought maybe what about a possibility of doing that?  



And that, or, as I mentioned in the tribal consultation session that we attended last week in Denver, could this be part of the re-authorization process?  You know, have some provisions or languages written in there to make it happen because the message is clear from tribes that this is what’s needed.  

          So again, I just wanted to bring some of that up and the fact that you still have 519 good places to visit.  Thank you all very much.



DR. BRODERICK:  Thank you Albert.  Alida.



MS. MONTIEL:  Hello everyone.  Good afternoon.  My name is Alida Montiel.  I’m a member of the Pascua Yaqui Tribe and I work at the Inter-tribal Council of Arizona.  And the Executive Director of the Inter-tribal Council, Mr. John Lewis, was not able to be here today because he’s trying to hammer out a better policy on research with the three universities here in the state of Arizona.  So he had to attend that meeting.



So I’m provided a written statement from the Inter-tribal Council of Arizona to all of you.  And I’m a member of the Pascua Yaqui Tribe as I stated, and I’m also a grandmother.  So you can imagine how my household looks on the weekends with six grandkids all convening to my home.  It’s quite enjoyable.  But definitely, I would like to thank you for coming to Arizona and acknowledge the warm hospitality of the San Carlos Apache Tribe.  

          Just a minute to tell you about the Inter-tribal Council of Arizona.  Inter-tribal Council of Arizona was established in 1952.  It provides a united voice for tribal governments located in the state of Arizona to address common issues of concern and a means for united actions on matters that affect us collectively or individually that are brought to our attention by individual tribes.



Twenty-two tribes are in the state of Arizona.  Twenty tribes belong to Inter-tribal Council of Arizona.  Our board of directors are the highest elected tribal officials of each and every federally recognized tribe.  To address the problems associated with research distribution and policy barriers that have resulted in the disparity gap in the level and types of behavioral health services in tribal communities, there are several challenges.  And I’ll just tell you the categories which we have provided information on.



One of them is health disparities.  And I did provide some Arizona data regarding, for example, for example in Arizona, the rate of American Indian alcohol-induced deaths for 100,000 population was 49.3 compared to 11.1 for all groups.  That’s a 344 percent difference.  And mortality due to chronic liver disease and cirrhosis was 43.6 per 100,000 population, compared to 11.4 for all groups, a difference of 282.5 percent.  That’s Arizona data from 2007.  American Indian individuals tend to under utilize services and are less likely to respond to conventional treatment methods and approaches.  

          We also talked about health disparities, but we have also talked about some other issues impacting us such as the ever pressing conditions of poverty and difficulties with transportation.  Of course, difficulties with transportation are going to result in difficulty in accessing services.  

          We also have a section in our testimony on limited funding and we talk about that there’s just been level funding with the Indian Health Service mental health and substance abuse services.  That funding to IHS funds 638 contracting, PL 93 638 contracting is the mechanism by which tribes contract to operate alcohol and mental health services in, among all the 300, I’ve been hearing different numbers, the latest one I heard was 362 yesterday.  Today I heard 363, so I didn’t know one more tribe got recognized.  So that’s good news.  



But that limited funding, but I wanted to say about 638 contracting, outside of that, every other resource distribution possible is through competitive funding for the most part, unless you’re one of those first handful of tribes back in the 80’s that were gotten into that block grant funding resource, and after that it was cut off, after a few tribes. 



SAMHSA funding requirements.  We have a section on that.  What we talk about in that section of our testimony is that the federal and state governments have been embracing the concepts of evidence-based, research-based, and science-based in best practice requirements in order to successfully compete for funding awards.  And what happens for the most part, as you’ve heard throughout the day, tribes have been developing culturally-specific approaches for many years.  Yet these approaches have not been adequately measured to qualify as evidence-based programs.  We see there is a need for acceptance of tribal concepts of culturally-based practices.  

          Many times in our tribal communities, in our mental health, our behavioral health programs, many times our behavioral health professionals and our traditional practioners will tell us when we have a mental illness or a mental health problem, or some type of a mental disorder.  It’s because of a disconnect that the individual may have experienced, a disconnect to nature in general.  May have been some incident or event happened.  It may have been in a previous generation where this disconnect has occurred.  And our traditional cultural approaches allow us to mend that connection and put us back in balance with nature.  So that’s why these traditional cultural practices are extremely important to us.



State tribal policy issues.  We work on that quite a bit at ITCA.  At the present time, there are only five of the 22 tribes in the state of Arizona that contract with the state for behavioral health services.  The Hela River Indian community, Pascua Yaqui Tribe, and the White Mountain Apache Tribe are categorized as a tribal regional behavioral health authority.  We call them TRIBA’s.  

          The Navajo Nation’s inter-governmental agreement specifies the provision of case management services in its geographic service area.  And there is only one contract that the state has with the Colorado River Indian tribes.  That contract provides subvention dollars to the tribe to treat non-Medicaid clients.  And subvention funding, as you may all know, is dependent on annual state legislative decisions in the budget.  And so if there is some dollars that they haven’t cut for non-Medicaid clients, the Colorado River Indian tribes would receive some portion of these funds.



System and policy development concerns have deterred most tribes from developing IGA’s with the state of Arizona.  One of the issues that ITCA has addressed for a number of years is the involuntary commitment issue.  This includes effort by tribes to advocate for the passage of a state statute that recognizes and enforces tribal court involuntary commitment orders.  It was passed in 1992.  It’s ARS, Arizona Revised Statutes, 12-136.  It provides that a tribal court order is recognized by your superior court.  It’s given comity and accepted on the face of the order.  

          And what happens is that we worked for years on the development of the regulations and the protocols.  And also we provided input on the development of the clinical practice guidance and other compliance manuals that have to be in place for involuntary commitment at the Arizona Department of Health Services, Division of Behavioral Health.  



We’ve continued to coordinate tribal meetings, forums and training sessions for the tribes, the Division of Behavioral Health, and the three Indian Health Service area offices located within the state of Arizona.  What we’ve learned, what’s happened most recently, is we reactivated a tribal, state, federal involuntary commitment work group.  The group has decided to meet every month on the first Monday of every month since April of 2008 to resolve some continuing issues that we have seen.



One of the ones that we learned from the tribes, is once they are able to process the commitment order, many of the patients are housed in tribal jails.  If they’re housed in tribal jails, even without a criminal charge, they lose Medicaid status.  So that’s a problem because we have no in-patient facilities on reservations to house these individuals, pending either the admission to the state hospital or to one of the psychiatric health facilities that are in the REBA system, which are divided by counties in the state of Arizona.



We found that, even though we continue to try to work on this issue, we keep unfolding the onion and keep finding additional problems.  One of the things that we learned since April is that the state hospital was not accepting patients because they were not enrolled in the REBA.  But patients from our, from tribal communities, are, go to Indian Health Service or tribal behavioral health departments for their services.  They’re not enrolled in the REBA system.  

          So they would get to the state hospital.  They’re not enrolled in the REBA system.  They have to get enrolled, they have to disenroll from the IHS Medicaid plan, here we call it IHS Access, they just changed the name to something else, I’m sorry, it’s not, American Indian Health Plan, used to be called IHS Access up to about a couple of months ago.  So we disenroll from that Medicaid plan and we enroll in one of the managed care plans.  

          In order to be served in the REBA system, you have to be in one of the managed care plans.  There are over 89,000 American Indians enrolled in the IHS Access.  There are only about 25,000 American Indians in the state who are enrolled in managed care plans.   

          So we’re really accustomed to more of the IHS tribal system and utilize those behavioral health services.  But when we need more specialized services, we have to become engaged with the state behavioral health system.  And that means disenrolling from IHS Access, enrolling in a managed care health plan, enrolling in the REBA, and meeting all the admission requirements of the state hospital.



The state medical director has the last word at the state hospital on whether or not that patient is admitted.  And many times, we get all the way through the process and then the person is not accepted, admitted to the state hospital.  But there have been some improvements to that.  

          This past week, first part of March, excuse me, in August, we had a involuntary commitment tribal forum.  We brought all the tribes together.  It was a room packed with tribal behavioral health professionals, IHS from the three area offices, state hospital staff, Division of Behavioral Health staff, and they listened to the tribes, for three hours straight, talk about their concerns about this issue, and the process issues, and the difficulties they’re having, and came out with some great recommendations.  

          And then last month, we had a state REBA forum, and to get their ideas and input on how we can improve the process.  One of the things that I think was really great from that is that everyone agreed that we should really continue to have, continue to have an annual training process for all involved.  And since this has been worked on, every single REBA in the state of Arizona, has established a tribal liaison physician.  So that’s very good.  And also the state hospital has established a liaison physician who can connect with the tribes and help them get through the process.



So I’m focusing on that.  Other presentations didn’t focus a lot on involuntary commitment today.  We focused on the cycle of chronic disease, depression, alcoholism, drug abuse, and suicide.  We focused on methamphetamine use in our testimony and also co-occurring disorders.  For example, in the state of Arizona, that may receive funding for their co-occurring block grant, that, I’m also on the state of Arizona Behavioral Health Planning Council, so I also see what is coming down through the state in terms of block grants and in terms of how they’re utilizing those resources out of the counties, at the REBA’s, and the three tribes that have TRIBA status.



So it’s been quite a job for those three tribes that have finally obtained TRIBA status to get access to the block grant dollars, which the REBA’s automatically have received historically.  One of those three tribes that has TRIBA status has been more successful in getting some of those block grant, some of the block grant dollars allocated to their contract.  But it’s been quite a process for that tribe.



And I guess I should say this.  While the challenges I have mentioned, and this is true, paint a grim outlook for Indian Country, there’s just as many successes that are beginning to show that there is hope.  And you’ve heard them today, all day long, about the great work that’s being done.  And I think one example of the success is that all tribes in Arizona contract their substance abuse services from IHS.  And most all the tribes contract mental health.  In my mind, that means that all these tribes says mental health and substance abuse is a priority.  And alcohol substance abuse was probably the first program in IHS that was fully contracted by tribes.  So you know that they see that that is a very important, important, behavioral health is a high priority.



And I think another effort that is positive is our effort to resolve the problems associated with involuntary commitment of American Indians to the Arizona State Hospital, through tribal court-ordered commitment proceedings.  And this is an example of the diligence of tribes, the Indian Health Service, and the State Division of Behavioral Services to finally, hopefully, resolve a lot of these pending problems.



Thank you.



DR. BRODERICK:  Thank you Alida.  Are there other comments?  Questions?  Go ahead.



MR. SALABIYE:  Good afternoon everybody.  My name is Mike Salabiye.  I’m a Planner for the Navajo Nation Department of Behavioral Health Services.  Earlier you heard a self-presentation of our new facility, 72 beds.  How wonderful.  And it’s been a long, long, long time in coming.  And we’re seeing light at the end of the tunnel.  

So my comments to the group here, whatever way that you can provide technical assistance to tribes, I’m not just talking about Navajo but all tribes, bricks and mortar, funding, to approach Congress for construction dollars, I know you probably know more about that than I do.  



But from my perspective and from my end, it’s a very long and tedious process.  And for our particular project, 56,000 square feet, 16 million might seem like peanuts to a lot of folks, but for us it’s very significant and it was a lot of work to accomplish that.



However, we did it.  We relied on our Navajo Nation Council, David Sofred and the 88 council delegates gave us 5 million dollars.  We have five pots of money from the state of New Mexico, the state legislature, cap de lotly(?).  As you may or may not know, there are Navajo legislators, state representatives, and state Senators.  And it took that type of, I guess, political clout to achieve that.  And like I said, five pots of money from the state of New Mexico and some of our own funding.



And we continue to look for money for the operating side, for furnishings, and we’re not done.  This was a good learning process for us.  We’re going to continue to seek funding and land, and we’re going to be building treatment centers for adolescents on other parts of our Navajo Nation.  



I just wanted to make that comment to you all.  Bricks and mortar funding for construction.



Thank you.



DR. BRODERICK:  Thank you for that comment.  Are there other comments?  



MS. WEAVER:  Good afternoon.  My name is Zella Weaver.  And I’m the Clinical Director of Shiprock Treatment Center.  In Shiprock, we have an outpatient unit for adults and for adolescents.  And then we have the adolescent RTC.  And I just wanted to follow Mike’s comment about the need for new construction.  Our building that the adolescents spend 90 days in was built in 1930’s and was a residential school.  And we’ve converted it and it’s surprising how long it’s lasting.  But it’s falling apart.  So I reiterate what Mike is talking about.



The other thing is that our traditional services, we talked a lot about evidence-based practice.  I’m a licensed clinical social worker, independent social worker, and I’m in charge of the outpatient and the adolescent unit, and soon to be the 72 beds.  So clinical service is important part of my job.  And looking at the traditional services, you know, we talk about, like I said, evidence-based practices, but traditional services, traditional ceremonies have been a part of our culture for years and years, thousands of years.  And we know that it works.  



I spent 25 years as a housewife and I went back to school.  And I got my Masters 10 years ago, and immediately they threw me into the administrative portion.  You know, Masters Program doesn’t teach you a lot about all of this stuff and you get thrown right into the fire pit in a sense.  So I’ve learned, as I went running, and I’ve soon learned that traditional services, we have meth clients that come into our program.  And we have utilized traditional services and they work.  You know, we don’t have the control studies.  We don’t have the research to back this up.  But thousands of years have shown us that this service works.  So somehow, we need to get Medicaid reimbursement, some type of reimbursements, for traditional services.  



And I have six clinicians that work at my outpatient center.  And they work with over 300 clients a month.  And you know, they’re overloaded.  So we need trained professional staff, Native staff, that know where these people are coming from.  I have an LMFT and an LPCC that provide the mental health portion of our services.  They’re not Natives, but they are trying their best. 



And my Native staff are the ones that advocate for the traditional services.  So I have two traditional practioner on staff.  And I’m just so proud of them offering these services under such overwhelming conditions.  So I just wanted to say that.



The other thing is traditional services, not just, we just don’t utilize them for substance abuse.  We utilize them for sexual abuse.  We utilize them for trauma, historical trauma.  You know, we talked a lot about depression, PTSD.  The other group that’s really making an impact on our services is the war veterans that are coming home now.  And you heard that 50 percent of our populations are under 25 years old.  Two of my kids went to Iraq, twice.  So I have three kids.  I only have one daughter that didn’t go, but my youngest daughter and my oldest son went to Iraq, twice, so I know what I’m talking about when I say that they are suffering when they come home.  And utilizing traditional services has really helped them.  

          And I know this is anecdotal, but I think that traditional services, in some way, addressing this and getting reimbursement for these services, I think is something that we all need to work on.  So thank you for hearing me, and.



DR. BRODERICK:  Thank you for your comments.  



MR. CHRISTIANSON:  Thank you.  My name is Tim Christianson.  I’m actually the Chairperson, in this context anyway, for the National Council on Problem Gamblings Federal Affairs Committee.  I’m also President of the Association of Problem Gambling Service Administrators, which is similar in nature to NASADAD and NASABID.  And I’m also the Treatment Administrator for the Arizona Office of Problem Gambling.  I’m disappointed, actually, Mr. Valdo left, in that I think we’re kindred spirits.



I have a wonderfully eloquent speech written out that I’m going to blow off.  And the reason for that is really based on the great discussions today.  I really want to say that I think it is absolutely fabulous that the Council came out to Indian Country and met here and was afforded the opportunity to listen to the presentations today.  They were absolutely fantastic.  



 So I’m changing the way that I’m going here.  I also wish Mr. Valdo was here because I have a way of getting him maybe into some of those gaming committees.  Problem gambling is a significant public health issue.  It’s one for which there is no home in the federal government.  There is no consistent funding.  There are no consistent programs and services to address that disorder in the federal government.  



At the same time, recent research is showing Native Americans have prevalence rates of problem gambling 2 to 16 times higher than non-Indians.  Native American veterans have prevalence rates of problem gambling nearly 6 times the rate of the general population.  It’s an issue that does impact Indian Country.  And it is one where I think we have a unique opportunity to engage, not only SAMHSA, but NIH, NIDA, many other agencies in a partnership way that, up to this point, problem gambling has been left to a state level issue for us to try and address all on our own.  



We don’t have the resources to do the research we need to develop the programs to address these issues.  It is ripe for prevention efforts.  It is ripe for all sorts of initiatives that really aren’t bound to the constructs of the block grants and traditional funding and everything else.  I think it’s an issue in which we can all kind of gather around and develop and implement creative approaches to addressing this issue that maybe then can be expanded out into the other areas that have been addressed.



Dr. Warne’s slide earlier with the interaction between alcoholism, depression, diabetes, same kind of concept with problem gambling.  Research is really showing that it’s all wrapped up in substance abuse, depression, suicide rates, youth issues, all the things that have been talked about today.  So I hope that you will take into consideration some ways of continuing to support addressing problem gambling issues.  And again, in a very much a partnership fashion.  



Chairman Nosie’s earlier comments about local people solving local problems.  I don’t think there’s any way to argue with that.  But at the same time, I think sometimes there’s a support needed in order to be able to assist the local communities to address that.



So, thank you very much.    



DR. BRODERICK:  Thank you for the comments.  Any other comments?  Yes, Ms. King.



MS. KING:  I come here as an advocate for the, for us Natives that end up moving off reservations for jobs and other opportunities, educational, and et cetera, that we don’t have access to on the reservation.  I didn’t mention that I’m a proud daughter of a Navajo Code Talker.  And I’m glad we were brought up as little Marines.  Because when I moved to Albuquerque, I worked at the, they call it the War Zone, and I worked with the population that I wanted to focus on at that time.  But it was heartbreaking that the systems there are very broken in terms of access to any kind of care for Native Americans.



Depending on what statistics you look at, there’s from 60 to 70 percent of Native Americans today that live off reservation in urban centers.  Two years ago, I don’t know if the statistics are true today, the highest urban population they say was in New York City.  And second was Los Angeles.  Third is Albuquerque.  And in Albuquerque, there’s up to 50,000 Navajos living there.  And that, with the reduction of services and staff at Albuquerque Indian Hospital, there was a huge cut.  And there is a lot of homelessness in the urban areas as well as the lack of resources for urban Natives.  



So I just wanted the Council and individuals here to be aware of that context and situations when it comes to Native Americans as well, when it comes to looking at the different contexts that we find ourselves in as providers and clinicians, as well as the collaborative efforts off and on the reservations and all the systems that you all belong to and the different disciplines you come from.  Just remembering that they’re additional uniqueness regarding Native American issues when it comes to urban populations.



Thank you.



DR. BRODERICK:  Are there, thank you for those comments.  Are there any other comments?  Okay, if not, the final agenda item is a Council discussion, an opportunity for the Council to discuss issues and observations that they’ve had over the course of the day.  Dr. Warne, thank you for helping us to facilitate this conversation.  So I’ll turn it over to you.



Agenda Item:  Council Discussion



DR. WARNE:  All right, well again, I’m very honored to be here and a part of this discussion.  I don’t want to take up too much time because I want to hear from you.  But I guess just to summarize my thoughts on the key issues, I mean, of course, we know that funding is probably the biggest issue in Indian health.  And that’s something that really is up to Congress to do something about.  That’s not something that SAMHSA can fix.  But there are some things that SAMHSA could do.  

          For example, if we are able to move toward, with the block grant funding, to link some sort of accountability of reporting requirements to the states.  So if the states’ funding is dependent on doing appropriate outreach to tribal communities, then maybe they would actually do it.  But I think until they’re forced to, that they probably wouldn’t.  



And in some of the issues that we’re facing, that you’ve heard kind of repeatedly, are the state and tribal relations and state, tribal, federal relations.  And one of the things that’s really missing in the literature is good behavioral health policy research.  We don’t have enough information on that.  And I know there’s grant mechanisms through SAMHSA to do things like state-wide consumer network grants to look at how systems of care are operating.

Unfortunately, we just don’t really have the data to back up some of our challenges in Indian Country in terms of the policy research that needs to go into that.



And I know that’s kind of outside the box for SAMHSA typically, but maybe we need to think about some policy research opportunities as well.  And one of the things that I’m trying to do in South Dakota that I think would be useful in other regions too is looking at an American Indian Center of Excellence in Behavioral Health, focusing not just on prevention, not just on treatment, and not just on data and evaluation, but the whole continuum of services.  I know that the funding mechanisms through SAMHSA typically are in one of the arenas, either CSAT, CSAP, or for mental health. 



But in truth, we have such a broad-based need, we really need a continuum of services and we need to be providing that technical assistance more at the local level.  And I know there is a movement toward more local technical assistance centers and those types of opportunities.  But I really think that to be most effective in Indian Country, they do need to be locally managed and operated.  



But, those are just some of the key points that I’m taking away from these discussions.  But I certainly would want to hear from each of the Council representatives who are here today.  So, should we just go around in order, perhaps?  



MS. CUSHING:  This has been a very enlightening day, actually, enlightening two days for those of us that have been in this field a long, long time and think that we might know quite a bit about the area that we work in.  This has been an eye-opening and educational, and as I said before, sobering experience.  I personally want to thank the San Carlos Apache Tribe for hosting SAMHSA’s Advisory Council and going to being open about, not only the challenges you face, but being open with us and being patient with us about educating us about your culture, your ways, and ways that the government can actually be supportive and be helpful to you.



I commented before, the time has come for the government, for all of us, to find ways to support Native American tribes across this country and other populations who get left out, do not have the resources or the wherewithal, or the knowledge, to be able to fit into the boxes that we all want to put organizations and people into.



Thank you for, again, for enlightening us and certainly I have confidence that the leadership of SAMHSA, particularly with Dr. Broderick, who has been so, he has led SAMHSA, and that federal agency, looking at how SAMHSA can be more supportive of Native American tribes across the country.  But, thank you for a greater wake up call to all of us to learn more, to get more engaged, and be leaders on this issue.



MS. HARDING:  I want to echo what Judy said and thank you for the San Carlos Apache Tribe, your generosity and your very gracious host of the last couple of days.  Through the heat, through the long hours, I think that we all have gained so much knowledge and more than the knowledge, it’s the feeling of the commitment and passion that you all bring to your work.  I will personally take back with me to Washington the commitment of re-looking at some of the ways we package funding opportunities.  I will take back your stories and the visual sites that I saw yesterday and the conditions that you do such marvelous work in.  And will do my part in having opened the dialogue and conversation with my colleagues both in Washington and across our nation.



And for the gentleman working in problem gambling, it’s a topic that’s very near and dear to my heart as well.  Keep up the good work.  I believe that one day there will be a home for problem gambling, possibly.  But for most states, I think they’re dealing very well and I hope to continue to work through the states and do the good work and it is very closely related to, it’s another addiction that we need to look at.  So, good work and thanks for being brave to come and talk to us today.



MR. KIRK:  First of all, let me add my thanks to the Vice Chair and other members of Indian Country who have humbled me and educated me over the last two days.  A variety of thoughts.  One of them, as a State Director, one of those people that you deal with, I promise you that I’m going to go back in Connecticut and find out what we’re doing with our tribes as part of a block grant and other aspects of our operation.  



One of the things that impressed me the most, and I urge you to give thought to this, in Connecticut, our sole focus is on wellness and a recovery-oriented service system.  And what do I mean by that?  That persons who have substance abuse issues and mental health issues, our job is to help them recover their lives.  And recovery to me means respect, it means resilience, it means renewal.  And one of the things that we really worked on, hard on, and I think that you in many ways can set the path for us, is that we emphasize a strength-based system.  It’s not deficits.  



What are the natural supports?  What’s the culture of the individual?  What are those natural, cultural components that we should use as effective levers to address these particular issues?  So when you talk about the different things that are part of your culture, and healing, I think people such as me and others who fund and help to design service systems, how do we integrate those into the kinds of systems we see?  



Because you’ve been doing it for generations, I think in many ways, you can teach us how to do that better.  Emphasize that the natural supports, the practices that are part of your culture that have been passed on for generations, so that persons such as ourselves, as we go about it, we can continue to emphasize that type of approach.



And I also emphasize that this is, make a comment about, I’m a clinician by background.  And that’s what I do.  But I have a real problem with evidence-based practices.  And the reason why I say that is that people with substance abuse issues and mental health issues, I have yet to find that one evidence-based practice that somehow makes it all come to pass.  And I think the beauty of the kinds of things I’ve heard over the last couple of days reinforced the view that we should be talking about evidence in form, evidence in experience, service delivery systems, not just practices.  

          What are the combinations of services that you could pull together, ranging everything from community coalitions to all, that type of focus there?  And I think you’re in a premier position to help us educate, myself and others who run state agencies, as to how that actually could be pulled together.



I guess it was Dr. Broderick mentioned, or someone in preliminary comments, that the health care agenda is so much more of a gin on the table now partly because of the fiscal prices.  And given the kinds of things we’ve seen over the last couple of days, and how under resourced you are, and therefore the impact that the United States as an entity in its health care agenda, can dramatically control the rate of growth of health care costs and disabilities by paying attention to your needs.



These things of five times the general population, four times, those are extraordinary drivers of health care costs as well as a personal cost.  And I think the more you can bring that to the table, the more you can bring it to the table, this is integral to health care reform.  It’s integral to health care reform and framing that from a communication perspective.  



One or two things then I’ll shut up.  I think the, what strikes me as disturbing and as challenging, we can talk about these larger issues of systems and infrastructures, but there’s an immediacy to do something today.  And how do we do both of those things as the same time so that as you continue to move along in your efforts, you’re helping to address the extraordinary impact that your people are feeling in what’s going on now, at the same time building infrastructure that somehow is going to bring it to, slowly, slow the rate of growth of these particular problems.



So my thanks to you for educating me and I’m going to go back and try to pass the word to my own troops and I’ll be glad to help you in any way I can in years to come.  So you’ll know how to get hold of me, so if you want to discuss something, and the chances are I’ll be calling you first before you call me.  Thank you.



MS. POWER:  Because of Dr. Broderick’s leadership, many of us on the SAMHSA staff have probably visited more and more American Indian tribes than we perhaps would have.  And so we want to thank Dr. Broderick for his encouraging leadership to move us out.  And I think that those of us who are going to the tribal consultations, or who are visiting the tribes and have an opportunity like we have here yesterday and today, are really come away with a tremendous amount of information, a tremendous understanding and a further commitment to do what we can.



I do want to tell you that there are lots, and lots, and lots of things that are done that you didn’t hear about.  And lots of those things that are going on are really relationships between the centers and SAMHSA and each of the grantees.  We have a lot of grantees.  And each of those grantees see themselves as very unique and very special.  

          And in particular, with CMHS, we have noteworthy programs, I think particularly in the states of South Carolina, in Oklahoma, in Montana, and several sections of California, in which I’m very hopeful despite the fact that we look at some of the statistics and demographics across the American Native experience that we really are on the right track.  I mean, and that’s what I leave with today, that we’re working all together, I think, in partnerships that are meaningful, in partnerships that have power, in partnerships that are culturally competent, in partnerships that really do take a very broad public health approach but also see the unique characteristics of each and every community, and I think therein lies the future.



And I think that’s really where we need to go.  We have a lot of anti-bullying programs, anti-violence programs, trauma informed programs, suicide prevention programs, circles of care, and systems of care, and of course the suicide prevention portfolio.  And we really have a tremendous opportunity to dialogue with many, many of the tribes and many, many of the grantees.  

          And I think that’s growing.  And that opportunity itself I think will be wonderful.  And we do have I think opportunities to make technical assistance available for people and to truly make the technical assistance better by virtue of this kind of information because you all become your own technical assistants pool that can then assist other tribes and help other tribes look at it.  So that for me is a multiplier effect of the power of the experience.  And I thank you for that.



MR. STARK:  I think the main thing that I’ll take away today is, even in the face of the environmental isolation that you have and the lack of resources, there’s a resilience.  There’s a sense of hope.  There’s a sense of we’re going to get this done.  And it may not happen overnight, but if we pull together as a community, we’ll get there.  And I think that’s what you need.  And I think you will get there.  

          I think the resources that Kathryn talked about are there.  I think there are other resources as well for the detention center.  If they want to look at a continuum of services, several of us on the Council were talking with, I think, your lobbyist last night at dinner and discussed the idea of the Gain Center, which is a national technical center that does have resources from SAMHSA and has resources I think from Justice.  

          And I’m sure that if you requested technical assistance through them, you could get some and they could come out here and assist.  I think there’s probably other technical assistance centers that SAMHSA’s affiliated with or other federal agencies are.  And I know it’s a pain in the backside to deal with multiple agencies, all who have different rules and regulations, but right now it is what it is.  

          And whether it’s a tribe or whether it’s other organizations that are trying to get money, you’ve got to play the game at least for the time being.  And my experience in Washington state, when I was a State Director for alcohol drugs for 17 and a half years, we have 29 federally recognized tribes in Washington state.  And over the years, all 29 of those tribes were able to operate and get state-certified outpatient alcohol drug treatment programs.  And all 29 tribes had contracts from the state office, including Medicaid money for alcohol drug services.   

          It took time.  It took a commitment from the state, along with a commitment from the tribes. It took training.  It took technical assistance.  One of the areas that required sort of ongoing training, which was because of the lack of infrastructure in many of the tribes, was training to do billing.  Because the tribes, even when they had contracts, sometimes didn’t bill to get the reimbursement because they lacked the infrastructure.  So that’s something that I think you’re going to really want to look at that.  

          And I think about your wellness center and the tack that they took to look at the encounter rate as a mechanism for reimbursement.  It’s a much better way to go than say a managed care contract for those services, which would give them less money or other traditional fee for service systems.  

          So I think you’re really doing some good stuff.  And I really, really appreciate you kind of showing us the good, bad, and the ugly, and not try to hide anything.  And that’s the reality that you’re in and that’s the reality we need to see if we’re going to be part of your solution.

          So I want to thank the Apache Tribe for hosting us, for taking us around, letting us see your other programs.  I want to thank the other tribes who participated, and I Dr. Broderick and the SAMHSA staff for not having the meeting in D.C.  Thank you very much.  We’re glad to be here and I look forward to being a short-termer on this Council, while they’re still looking, but continuing to participate.  And the next meeting maybe not being in D.C.



DR. GARY:  Well I too would like to thank the Apache people for having us in your community and your facilities.  I also would like to acknowledge the individuals from other tribes that traveled quite a distance to come and to spend the day with us and to share their wisdom with us also.



I’m sorry that many of them have gone because I didn’t get a chance to thank them.  I’d also like to acknowledge Mr. Lopez, who sat next to me, who came in and had to leave because he had a family emergency.  And he’d driven almost three hours to get here and had to leave and go back home.



So we understand those kinds of commitments.  We understand that kind of investment in coming here to hear us and meeting us and we’d like to thank you for that.



The other thing that I’d like to say is that I’ve had the opportunity to travel to many different places.  And one of the things that always strikes me is the human condition and the many faces that it presents as people struggle to come to terms with what they need, their desires, their aspirations and their dreams.



Once again, I’ve seen aspirations and I’ve seen dreams here also.  And I would like to say that you’re the keepers of the dreams.  And even though sometimes it might be extremely difficult, if you let the dreams slip, then there’s no future for your communities, for your families, and for your children.  



I also recognize and acknowledge that you’re the leaders of your communities.  And that puts a great responsibility on you.  But I also recognize that you’re also privileged to have gained knowledge and skills to be a leader and to help individuals, just as I feel that I’m privileged to have had the opportunity to gain knowledge and skills, to be able to help as well.



I think that my sense is that these disparities, and these struggles, and the despair that we heard about today and yesterday, have been a part of your existence for quite a long time.  I think what’s different about it is that we can sit down together and talk about it and reason together and make plans for the future.  And I’m very grateful and very happy about that.  

          And we can sit down with people like Ms. Kathryn Powers and like my new found friend, Frances, and of course, Dr. Broderick, who has brought us here, and Dr. Westley Clark, who I just said today that his knowledge really makes me develop a sense of awe.  He’s so knowledgeable about prevention and treatment, et cetera.  And I agreed with him yesterday, he said one profound statement yesterday, Dr. Clark did.  And I’d like to share that with you.  One profound statement.  And that is physicians are from Mars, and nurses are from Venus. 

          And so, I had a, at lunch, I had a long conversation with Dr. Kirk.  And I’m not so sure if we need to share that conversation with you now.  I’ll ask Dr. Broderick what you think because our conversation led to the possibility of an action item for the Council.  So, Dr. Broderick, should we talk about it now or later?



DR. BRODERICK:  Go ahead.



DR. GARY:  We talked with Dr. Broderick about the possibility of taking the knowledge and skills and the lessons learned from you all and doing something else with that knowledge and skill, the knowledge that you have shared with us.  And our proposal to the Council is that Council members, who are interested, would look at, in some depth, with some sensitivity, the lessons we have learned, and try to address and develop an action plan that would address systems issues as it is related to what SAMHSA can do.  

          Now our idea is not to tell Dr. Broderick or anyone else what to do.  What we want to do is to think about what it is we need to think about in order to develop a new and novel way of looking at how it is that we might help individuals who live on reservations and in tribal communities.  And we’re specifically looking at the systems issue because, as Dr. Kirk said, we have to continue to develop ways and means to deliver services right now.  

          But how is it that we can think out of the box so that we can enhance the kinds of services, the quality of services, access to services, over time?  We just need to think about that and Dr. Kirk and I came up with a name, very fast, and we call it the Policy Action Think Tank for the Council.  



Now the Council members haven’t, this is the first time they’ve heard that.  So this is brand new and we’re sharing it with you all at the same time.  But we talked with Dr. Broderick about it.  So the bottom line is that you have stimulated our thinking and touched our hearts and our minds in such a way that we wish to continue to be a part of you and you of us.  And we thank you for that.



MS. WAINSCOTT:  The things that will go most concretely with me from this meeting are images of people.  They’re the images of the leaders who I described as strong and wise and determined.  They’re the images of the people in the detention center who I know are there without access to treatment, either in the center or when they go home.  It is the vision of the Administrator there, the Acting Administrator there, who, when asked what do you need, said counselors.  



Perhaps the most profound image I will take with me is a photograph of the young man wearing a shirt with a picture of his friend, in memory of, in the suicide cluster area.  



I think the folks here really have an opportunity.  I get frustrated because sometimes I feel like I’m trying to break payment systems, and I’m trying to break service systems to make them act in ways that are more responsive to people.  To the degree that you don’t have them, and you have that vision that you articulated, as we started this discussion of a continuum of care, that’s a huge opportunity for you.  It’s a deficit because you don’t have the system and you don’t have the funding.  But the opportunity is that you can build it right.  



And I think that it’s our responsibility to figure out how to support that.  Some of the things we can do as a result of what we heard here are free.  And the one that I think would be easiest and that I propose we address sort of immediately is the issue of cultural competency.  And when somebody says to you from their heart, I am offended by what you were doing, which is what we heard, I think we have an obligation to respond to that.  

          So I propose that that be on our agenda either between now and the next meeting or at the next meeting to have a real serious discussion about how we can approach the Indian Nation on that topic in a way that is in fact culturally competent.  And that one’s free.



I think another thing we probably should spend some time thinking about, and tell me the name of it again, that you’re proposing, policy, right, is a profound statistic that we kept hearing here, and that is one-half of the population is under the age of 25.  That is a profound statement that should drive policy and to the degree that we can help think about that and have some programs that address it, I think it’s incumbent upon us to do that.



And sort of the last thing I do, would like to say, is not being cheeky, but I really endorse the idea of planning some more meetings out of D.C.  This has been so informative and we can’t do it every time.  Staff would be exhausted.  But I think it has been an incredibly informative experience and energizing in many ways for me.  So I endorse that idea. 



And last, I would just like to say a tremendous big thank you for the wonderful, warm welcome we’ve had.



MR. CLARK:  I do want to join my colleagues at SAMHSA and our Council members to express my gratitude.  I was honored by your hospitality and blessed by your willingness to guide us along the path of increasing awareness.  I think that it’s important that we, as others have, acknowledge the San Carlos Apache Tribe for their efforts to demonstrate their leadership, their wisdom, to share their burdens.  This is something that’s awesome.  I also want to acknowledge other tribes for being here and sharing what it is that they see.



From seeing the various scenarios yesterday, just seeing your facilities, listening to your members, from watching your youth, it’s clear to me why you remain.  Under the leadership of Dr. Broderick, as Kathryn pointed out, we have made substantial changes at SAMHSA.  We have a commitment and we’ll continue to have that commitment.



Two weeks ago, I was wondering around the Native American Museum in D.C.  Last Monday, I was watching the first of a PBS series, some of you probably saw that.  I didn’t get a chance to see the one this week.  It was presented from a different perspective.  But we got a better perspective here, a face-to-face perspective.  

          I just want to thank Marvin for asking about your youth councils.  Because however you approach things, the average, if when you’re saying 50 percent of the population is 25 and under, we need to make sure the youth are adequately represented in their thinking and decision-making because youth being youth, they’re going to do what they’re going to do anyway.  



But the fact that you as leaders are sensitive to where they are and where they should be going, and trying to help figure out how to enlist them in a dialogue moving toward solutions, as you’re trying to enlist us in that dialogue moving toward solutions, commitments that endure with respect and honor beyond the broken promises that lay in the history of all of the tribal communities.  



That was something that I saw at the Native American Museum, the multiple treaties, look at all these treaties.  And they all said X, then they said X minus Y, and X minus Z. So we want commitments that are respected.  I mean, that’s what this dialogue will achieve.



I’m following up this session with, as others have pointed out, with listening sessions.  But as we focus on the activities of our agency, we can help with not only TA, but as was mentioned, the issue of collecting data, we’re attempting to do that.  We are collecting data from not only the tribal-specific grantees, but all of our grantees.  

          As was mentioned, I try to cluster our grants into how many people claim, how many grants claim that they’re serving American Indians.  That’s the for us.  How many American Indian grants do we have that are serving American Indians?  Then how many American Indians are showing up in grants that have no particular focus?  Because I think we need to know all of that.  



There are three categories.  So we’re collecting those data.  And we ask, well, how did an individual fair who went to a Native American specific grantee, i.e., by us?  And how did they fair for somebody who says well, we’re not really Native American but we are interested in helping Native Americans, i.e., for us?  And what about that third category, people just show up because that was the only game in town?  And we find, actually, as you have articulated, that the by us tends to do better than the for us, which tends to better than the we just showed up because we’re the only game in town.     



By collecting those data, we can answer those questions.  And it’s not expressing a judgment on the dynamic, but we can’t have this dialogue if I can’t tell you what’s happening in our portfolio.  So it’s an honor, privilege, and I won’t belabor the conversation.  I just want to tell you that the commitment is there.  It starts with my boss and his predecessor and his predecessor, then we’ll continue it.  And then however we can assist, we will.  And sometimes, it will take a little more time because the dialogue has to build.  

          And as was pointed out several times, you have to take things, even though you’re leaders, you still have take things back to your governing councils to debate and to discuss and to reason, and then bring it back to the dialogue as we figure out what can we reasonably do.  So we have to respect your processes.  And you, unfortunately, have a lot of experience with our processes.  So with that commitment, I’m looking forward to our ongoing relationship.  Thank you.



MS. STEIN:  I just have to say for a very first meeting, this was very powerful. And I want to thank the San Carlos Apache Tribe for welcoming us and your people welcoming us.  Everybody couldn’t have been more supportive of us learning and so that was a experience that I will treasure.



I’m going to speak, just this moment, as the President of NASADAD and reiterate what Dr. Broderick said this morning, that NASADAD has accepted SAMHSA’s invitation to host a meeting between tribal leaders and state directors. What I realize after being here today is that we’re going to have to get together, we’re going to have to have a lot of wisdom going into that meeting for it to become productive.  And do some homework before we get there.  Because if we just get in a room, without the benefit of this kind of educational understanding, I don’t think we’ll get everything out of it that we need to.



I think we have the obligation to make it work and to do the very best we can.  So I’m looking forward to doing that.  I think that some benefit can come from it.  And I think that the states want to be successful partners.  We probably need some help in knowing how to do that more effectively.  



So that’s what I’m taking away.  I really appreciate this experience and how we can take it forward.



MR. DELANEY:  I guess I will be the umpteenth person to say what a privilege and honor it has been to be welcomed into your community and to be allowed to ask questions and to learn.  I guess things kept coming back to me.  There were two things that were driven into my head when I went to social work school. First is person and environment.  And this is the sense, it really is all about the person and their environment.  The other is bio, psycho, social, spiritual.  That came closer to the end of my career in graduate school, the spiritual aspect, as people started realizing that there was more to people than, you know, blood, guts, and all that other kind of fun stuff.  So that’s kind of, actually, the problem is I come to these things and I go, I’d really like to go back out and do clinical practice again because I miss this.  And this would be a very cool place to learn.  I’m not asking for a detail, sir.  I just want to clarify that.



Another thing that I’ve taken away is the tremendous amount of effort that’s going into collecting data.  And Dr. Warne, I really like the idea of this continuum of data being part of the continuum.  The thing I always get concerned about in the field is, well first of all, we have to understand that behind every statistic is a person, and I think it’s incumbent upon all of us, and I think in Indian Country more importantly, is to talk what’s behind that statistic and what that statistic really means.



But we have to keep it going.  We can’t collect the statistic and say move on.  And it’s not just about, it’s about both gathering the data and understanding the problem and gathering the data that, and Dr. Clark has done a lot to teach me about performance measurement in different ways, but gathering the data to make sure you get what you said you were going to do.



But then keep gathering the other data to see if the problem changed.  I think we tend to continue the programs on for, we just keep the programs going because that’s what we did.  And once we start a program, it’s hard to stop it.  And we often don’t change it.  The federal government is, I believe, best at this.  

          So as you gather your data, we’re here to help with that.  We’re here to ask you for help, to help make sense of what it means when we gather the data.  But also, I want to encourage you to keep gathering the data and not stop at a point and hope that it moves on because it does help you keep going in the right direction.  So thank you.  



MR. WANG:  Thirty-five years ago, as a young college student, came from Hong Kong, went to Minnesota.  I actually received an invitation to spend time on the Red Lake Reservation with the Chippewa.  And that was quite an experience.  I was welcome anytime during my stay in the college, whenever I want to go, they welcomed me.  

          And this personal experience also being reflected by, Chairman Nosie actually mentioned, really hit my, take home quite easily, when he said you are a relative of mine, to all of us.  And I remembered, that is pretty much the same thing I heard from the Chippewa in those days.  And that was 35 years ago.



So things have not changed.  And what that means to me is a value of relationship.  I never understood that, but I think the second time when I heard that, it makes a lot of sense.  So to me, for someone that who has been working in terms of in charge of Office of Multi-cultural Affairs in Massachusetts, also involved with CMHS in terms of the eliminating of mental health disparities, the external steering committee, have great opportunity actually to talk to lot of people, a lot of cultural groups, ethnic populations, and so forth.  This one is really strikes me.  It’s come back again and again that you are a relative of mine.  

          And what that means to me is that because of that, because of their relationship, the fact is that it is easier, easier to develop what David said, partnerships.  So I just want to kind of point that out because it’s a personal experience but I think that it is more than just that, that I’m hearing that.



Three areas that I always think about is the area of prevention, early intervention, and availability of services as well as access to care.  And I think that’s the continuum that is very critical that what I have learned from the past two days.  

          The framework though that I have seen, that I’m really, truly think it’s working.  And I think that this is the four frameworks that I just want to quickly highlight.  Is really the SAMHSA mental framework.  Now, of course, we have more resources, that’s a whole different story. But the fact is one is the mental health integration into public health, primary care, school, and the community.  I think that’s a critical framework that we need to continue to embrace.  

          Second, I heard and I experienced, the tribes are proud of what they have done.  They are showing us, you know, their facilities, the brick and mortar, brand new facilities.  The cleanliness of their facilities and so forth.  They took great pride of that.  And I think that we have to value that in saying that, then what do we need?  I think the bottom line is services, resources, to give full rise services.   



The third thing that I think that is also a take home for me is the SAMHSA leadership, taking the leadership to partner with other federal agencies.  I mentioned earlier about community well-being.  It is important I think for us to think bigger.  Yes, it is not totally the SAMHSA responsibility towards let’s say certain types of housing.  It is not our responsibility towards employment.  But it also our responsibility to work with other federal agencies specifically for those area that are for our mentally ill client, for our children that need help.



But furthermore, I always think that SAMHSA is a mental health authority of the country.  So we have the largest responsibility, we have the technical expertise to import our skills into our other federal agencies.  And I think that I do acknowledge again, we have CDC representation here for this week.  It’s again, it’s that reaching out, you know, using our expertise and saying there’s something that we can do.  And hopefully, you know, CDC and other federal agency and saying, yes, we’re going to put in some resources specifically to address the mental health issues in our country, and in this case, our Indian Country.



And I think the last piece I really want to say, and I think Kathryn actually mentioned that, I really do think that SAMHSA has done a lot.  There’s a lot of activities and there activities that I don’t even know what they have done in the area of prevention and intervention.  And I think that prevention and intervention, they go together.  They cannot be separated.  I think that was my question earlier.  It’s not possible to separate those two things.



I just want to conclude that, you know, now we have the IOM report on prevention.  We have the, I call it Unclaimed Children Revisited, the report, and also NAMI report, in terms of kind of a state status.  But I also think that I mentioned earlier about hearing the 0-25 population of the American Indian and Alaskan Native.  That’s a sizeable, sizeable population.  And I also can echo in terms of the Latino population, of the children, young children, and young adults, are also rising.  Note, and same thing as African American and a small amount for Asian American.  



So I would like to recommend, I hope that it’s not going to take two meetings to make this decision, is to focus on children’s and young adults’ mental health.  This is a generation that we need to invest as a country.  If not, there will be a generation lost to us.  So I hope that my colleagues, my members, other members of the Advisory Council, would support the idea of having a focus, maybe spend whole meeting focus in the area of children and young adults in our country.  And thanks to, I think, work with the tribal experience.  I want to push for that agenda.  And definitely, the Indian Country, their representation, will be part of that process as well.  Thank you.



MR. ALEXANDER:  I think I’m going to also echo what has already been said several times and just thank the San Carlos Apache Tribe for having us here.  And also to the Navajo Tribe for enlightening us with some information from your perspective as well.  



I want to thank Ed for his recommendation because I also have, Dr. Broderick, some action items to move forward with or ideas.  Usually, I am the youngest young person on the Council, to point that out.  And usually, we’re talking about children and youth issues, I kind of feel a part of it, that 0-24, I’m in that population.  And many times, it’s not often that that age group is at the table.  I think SAMHSA has really stepped up and shown great leadership in inviting me, a person that’s in that age group, to be a part of discussion and to have membership on the Council.



A lot of times, it’s very intimidating.  There’s a lot of wisdom, a lot of skills, a lot of expertise at the table.  And even as a person who is frequently in these forums where I’m frequently the youngest young person in the room, I guess it’s always humbling for me and as always, I feel a great responsibility to speak for young people in our country.



I think one of the things that constantly came to my head yesterday and over today is just where’s young people, where’s the voice of young people, where’s the voice of children and their families?  How are they involved in determining what programs or what services are available to serve them, particularly young people who have mental health conditions or substance abuse issues?



And how, their involvement in different cultures, how does that look? Particularly, we had some great discussion here with David about young people being involved in actual, not just as recipients of services, but also as planners of what services should look like, programming, also implementation of programming, evaluation of services, and all these other areas.  

          And I just think that, I felt both.  I felt hopelessness when I looked at the statistics and we constantly read the statistics over and over again.  It’s kind of like, wow, you know, it’s been this way for a long time.  Will it ever get better?



But also, I feel a sense of hope because I happen to be a part of a national youth organization that’s really devoted to making sure that young people’s voice is heard, that they’re represented.  I think that was a big issue, probably a big issue that affects Indian Country, you know, not being at the table when things were developed.  Native Americans were not at the table when certain evidence-based practices became developed.  So maybe some of those things doesn’t translate.  



Native Americans aren’t at the table when it comes to evaluation of services maybe.  There’s not representation.  And I feel that same way about young people.  And I think we could find that in every culture.  We could find that across the board, that young people are consistently not at the table.  We have a lot of wisdom at the table, a lot of wisdom at the table.  

          So much wisdom that we, with a lot of respect, I think sometimes we miss vision and we throw out cliché’s like the children are our future, or, you know, it’s our investment into the future, our children really need to do a lot of stuff for them.  And I like that by us, for us.  

          Because I think that young people, if engaged properly, that they can not only be the problem that everybody’s trying to fix, but they can become part of the solution if we involve them in creating services, if you allow them to be represented in forums when talking about mental health because young people are citizens too.  They are our future.  In the Navajo Nation, San Carlos Apache Tribe, they are 51 percent of the population.  

          I said earlier that, you know, a lot of just the very nature of being a young person, not able to predict or not having the skills, or not having developed the skills because of your age, having to depend on adults and having to depend on someone other than yourself to really take care of you, to equip you with new skills, it already places you at risk.  

          I don’t know, there’s not a lot of parents that really, I guess, have the skills themselves, to share with their young people.  And I guess that’s when it becomes the responsibility of the professionals who have all this knowledge, have all this wisdom, to really have some foresight in inviting young people to be engaged.  

          I hear the suicide rates.  We ask why suicide?  And I heard feelings, people don’t feel accepted, or they don’t feel as part of the group.  There’s no connection.  David and I, you know, we spoke a little bit about of opportunity for young people to come present ideas about building a mall before a Council.  And that idea kind of getting rejected, you know, not purposely I’m sure, rejected, but rejected in the sense that it’s not up to par.  It’s not, I guess it’s not accepted.  



Some of what, you know, my recommendation is, there’s a lot that we can do.  Some of my recommendation is that there’s a cross-centered inventory of current programs within SAMHSA because I’m aware of some, particularly the Center for Mental Health Services.  I’m aware of a program, for system of care, who actually fund, heavily fund, a national youth initiative to have young peoples involved in services and in planning at every level, at the local level, at the state level, at the very individual level.  

          I know there’s challenges to involving young people, or engaging them.  You know, how do you engage a nine year old in treatment planning.  I’ve been able to do it.  I’ve been able to engage an eight year old in treatment planning.  I think there’s a level of personal commitment that comes with, actually, I guess those values, and really believe in, that believing in the things that we say, are the foundations of recovery.  

          For instance, individualize the person that’s in your care.  Like Tom, when he said I don’t know about evidenced-based practices.  And my issue of evidence-based practices, how do you have evidence-based practice and have a foundation that’s individualized and persons in your care, when my evidence have to fit in a evidence-base practice as a clinician.



So I would like SAMHSA, an action item, to do a cross-centered inventory of current programs that require involvement of youth or engagement of youth.  And I know those terms, involvement, engagement, participation, they look differently.  It doesn’t matter where you are.  Those terms, sometimes they’re used interchangeably.  Sometimes they mean different things.  But I would like SAMHSA to let us know, as a Council, what those, what’s the definition.  How many programs have it and how do you define it?  How do you define authentic youth engagement?  How do you evaluate it?  And is it evaluated?  

          And if it’s not, if there aren’t processes, then I guess I want to also support Ed’s recommendation that the next meeting focus on children and youth issues, not in mental health, but also how are they engaged in their care, from, you know, as a nine year old, or as a fifteen year old, or as a fifty-five year old.   A life in a community for everyone is the mission of SAMHSA.  



So I would like to know what are we doing in this area, how we’re engaging young people, how we’re making sure that they also have a right to self-determination, and they also have the same rights to those foundations of recovery and recovery is, you know, that’s an issue for me as well. Because I believe that a lot of the issues that we see, especially in Native people or children, they are really, they’re not recovery things.  

          They’re things that, people are resilient.  They’re not victims.  They survive, you know, these harsh conditions, and they still are able to smile.  They’re still able to engage in conversation.  They’re still able to have hope and to have the cleanest dental trailer that probably that I’ve ever seen.  And I’ve never seen a dental trailer. 



So I think those are my action steps.  And thank you guys again, the tribes.  And thank the Council, and Dr. Broderick, thank you for your leadership and to the center directors as well, thank you.



MS. KADE:  I wanted to also thank the Apache Tribe for inviting us here and I want to react to comments throughout the day about next steps that are not statutory.

And just to go through what we see in terms of the next six months with regard to our business practices.  We’ll be rolling out the 2010 budget early May, and then our processes require that we start working on the grant announcements in the Spring, Summer, and Fall.  



Obviously, that is the time to focus on language in those announcements that address some of the issues, the eligibility issues, the other issues that we’ve talked about in terms of shaping programs.  Now is the time to think about that language.  



The 2010 budget will be rolling out in May.  It normally would have been in February, but the next month we start talking about 2011, you know.  And it’s the next horizon.  And so new initiatives, new financial priorities, collaborations with other optives and other agencies as part of those budget proposals, that will be happening in a month.



There’s a lot that we can do other than statutory.  I think Dr. Broderick talked about the block grant application itself, what types of data are included in that application.  We’re also, regardless of whether or not we are able to become re-authorized, we are working, will be working on the reg package that will be address a number of issues, including data collection issues and performance issues.



I’d also point out that this is a marvelous time to talk about changing GEPRA.  I think one of the presenters talked about the challenges of GEPRA.  We have a new administration with a new focus on performance, performance not only aggregated up, but disaggregated down to the grantee level.  How do you define success for a program?  How do you define success for a project within a program?  And how does that relate to defining success for an individual?  And hopefully, we’ll be able to have a more positive relationship with OMB in defining those measures, especially when we get to the dreaded efficiency measures.



And I think, finally, recovery.gov, what I was talking about earlier, presents us a marvelous opportunity to be transparent in whatever conversation we have and whatever results we agree on.  And not only does it allow us to be transparent with the way we share information, but with the information itself.  So I think this is a marvelous opportunity for change on many levels without statutory change.



DR. BRODERICK:  If we could go to George.



MR. BRAUNSTEIN:  I’ll try to keep this brief.  I want to echo my gratitude to the San Carlos Apache Tribe for hosting us and for being so open in showing us everything.  I can fully support the ideas for, that were brought up for future SAMHSA meetings as well as some type of think tank.  

          One of the topics that I would like to see discussed in more detail before my term on the Council is done, which is not until the end of next year, is discussing how to link the funding streams with some of the performance-oriented or practice-oriented standards that come through with SAMHSA because basically, sometimes, what happens is they get siloed.  It’s another type of silo.  

          And I heard it multiple times in our last two days here, both of the people presenting today and when we went out, that they had the great ideas, but they didn’t know how to necessarily implement them.   



I would also, I’m going to take away from this visit something that I’ve seen in other places, but was, just stood out so clearly in all the sites we visited, and that’s the passion and dedication of the people of the San Carlos Tribe in putting together what they put together and to making it as viable as it was with limited resources.

I also was very equally impressed by the presentations today, with their passion and dedication.  I doubt anyone of the people we saw, we met yesterday or today who presented, work 8 hour days.  I’m sure that we’re talking people who work very long, long days, 7 days a week.



The final thing that I want to say is not a recommendation to the Council or to SAMHSA, but something that I’m going to try to put into action.  And I’ve talked to a few of the people who run some of the clinics that we, the mental health clinics that we saw, or behavioral health clinics, and I’m going to make sure that Estelle and Beverly have the information, is that I’ll try to link people with the various members of the National Association of Community Behavior(?) of Directors when they have operational problems. 



You know, there’s a lot of times, through my career, that I’ve either emailed or put out or called for assistance, like how do you solve this problem.  And it goes to a conversation that Ken and I had with Juanita at dinner last night, which is there are some times, they’re just plain old, business operational problems.  It doesn’t matter whether you’re on a reservation, in the inner city, or whether you’re in the rural areas, they’re just how do you get this done?  What resources have you used?  How do you make, how do you get around certain regulatory issues, and so forth, and so on.  

          To that end, I would like to be able to kind of be a conduit to get anyone in, among the tribes who are looking for some networking through behavioral health to get word out to my colleagues as well as use my own resources, my own, and my staff’s, to be able to at least provide some consultation and sending some examples of what we’re already doing.  There are times that that can be of great use.



So that’s a commitment that I’m making and so thank you again for having us here.  I’d actually don’t mind coming to meetings in D.C. now that I live very close to Rockville.  But I’m fine with traveling.



Agenda item:  Closing Remarks and Adjournment



DR. BRODERICK:  Well, this ends a very long and productive day.  I want to thank each of you for all your comments.  There are a few items, I won’t take very long with my closing remarks - there’s a few items that I’d like to touch upon that have been recommended.



First of all, I would like to accept Dr. Gary’s offer and Dr. Kirk’s offer to, and any other of the Council who would be interested in participating in that kind of an activity.  We also talked to Martha at lunch and I believe she and the Tribal Advisory Committee would also be interested in working on that.  I will ask Toian and Beverly and Estelle to provide some assistance, some staff assistance, to move that ahead so we don’t have to wait until the next Council meeting to talk about what it is we’re going to do.  So we will follow up with you very soon, Dr. Gary, thank you for that.  You’re welcome.  Thank you for having the idea.



With regard to the next Council meeting, a topic, I think there were two suggestions.  There was one to focus some time on cultural competence and there was two motions over here to talk about youth issues.  And I would, at this point, sort of entertain any thoughts that you might have about what it is we should focus on.



MS. CUSHING:  Dr. Broderick, in line with the comments from Marvin and Ed, around youth and youth issues, I would encourage us to expand that a bit and look at parents, as we listened these last two days to the cycle that the Native American culture has experienced in trying to break the cycle of addiction and other mental health problems within the family.  

          Parents play a key and critical role to making sure that that 50 percent of your population is healthy, drug and alcohol free, and healthy mentally.  And if not, they receive treatment and help.  Parents are absolutely pivotal to the core of helping young people.  Sometimes they don’t have the capacity themselves.  How can others help parents if parents aren’t there?  I think it’s just the subject that I would like to see the Council undertake as part of the discussion around youth.  



DR. BRODERICK:  Other, Kathryn.



MS. POWER:  I think it would be helpful if, even if we just took a broad approach, to children, youth and families.  And that may be a way to encapsulize all those issues and then that way we could do a number of dimensions and a number of conversations.



DR. BRODERICK:  Yes, for Council members’ information, we’ve had an ongoing discussion within SAMHSA about the need to, especially of the 18-24 year old age group, and our difficulty, collectively, in addressing their particular needs with regard to both mental health issues and substance abuse issues.  And so, we’ve already done a certain amount of work.  

          Dee has chaired a work group that has sort of thought about the data, compiled the data that we have available relative to that portion of the population, as well as begun with participation from all the centers thinking about that.  So we can make that part of the conversation as well.



MR. WANG:  First of all, I echo in terms of what Judy is saying, that my apology when I mentioned about youth and young adults.  I also want to imply it is including family as well.  And I actually want to also add, and I don’t know how to do this per se’, but I’m willing to help in terms of the planning process.  It’s also about community too.  For some culture, family is critical, no doubt about it, but the communities is also extremely important as well.  So I just want to kind of add that piece to it.  



The other thing I just want to quickly mention is that I actually, the reason I mentioned 0-25, it could be 26 or 24, it is also another age group that I think is very critical is the, I think someone actually mentioned, one of the tribal leaders mentioned about early intervention.  This is, you really, an age group as well as in terms of parents, that needs to be really involved as a early way of preventing and identification of what the needs of the child as well as parents’ needs to have a kind of a growing into a healthy environment.



MS. WAINSCOTT:  And I think a major theme that you brought up in your opening remarks is integration.  And that could be part of the discussion.  Because one of the things that’s been so missing is children have gone through the “medical system” and been missed.  And we could think about what integration has to do with the health of children and families.



DR. BRODERICK:  Thank you.  Other comments about that.  Hearing no objections, we will focus our next meeting on that set of issues.



The last topic is the one that’s been made a number of times about the utility of having a meeting outside of D.C. and I don’t know whether I will be the Acting Administrator in September or not.  But while I do have the authority, I will take the suggestion and we will plan the next meeting for a location outside of the District of Columbia in Maryland.  



At this point, what I’d like to do is ask for a volunteer from the Council to host, we have multiple volunteers, we have multiple.  So thank you for multiple.



MS. WAINSCOTT:  And if you go to Oregon, I’ll help her.



DR. BRODERICK:  Okay, thank you very much.



PARTICIPANT:  If you go to Georgia, maybe she’ll help me.



DR. BRODERICK:  Thank you very much.



PARTICIPANT:  Cleveland is on the table too.



DR. BRODERICK:  Thank you Dr. Gary.  Thank you.  I’m quite moved by your enthusiasm for locations outside of the SAMHSA building and I will ask Toian to not only seek dates in September that will work for each of you but also contact those of you who have volunteered and try to reach some consensus where our location might be.  Since there are multiple Council members, perhaps we can look to rotate the Council meetings accordingly.  



So with that, I think that pretty much is all the outstanding business that I had to discuss in closing.  So what I’d like to do, Marvin, quickly.



MR. ALEXANDER:  Just one notion about our 18-24, and kind of discussion that we’ve been having in our community around the idea that 18-24 is transition-age youth.  And I think the number 18 is a number that, you know, we come up with because at the age of 18, children no longer are eligible for children’s services.  They’re automatically adult services. 
So I think that’s a system- defined notion of what age transition start at.  I would even venture to say that it starts maybe at 14.  So even, you know, if SAMHSA can keep that as they planned, their transition-age youth, or transition-age programming, that transition starts before 18.



DR. BRODERICK:  Thank you Marvin.  With that, I also want to add my thanks to Vice Chairman Reede for the hospitality of the San Carlos Apache Tribe.  And I think the, I can speak for the Council and our staff, in expressing sincere appreciation that we have.  And we’d like to congratulate your community and please convey to Chairman Nosie the, our high levels of gratitude for all that you’ve taught us and all that you’ve helped us think about.  



So, with that, if we could give a round of applause to the San Carlos people.  I’d also like to thank Martha Interpreter-Baylish.  I know that she’s done yeomen’s work for making this all possible and Martha, thank you very much also for your Chairmanship of our staff committee.



MS. CUSHING:  Dr. Broderick, I think on behalf of, I don’t want to speak for everyone on the Council but, I think all of us unanimously would like to express our thanks to Toian, and Nevine and the contract staff.


DR. BRODERICK:  Well, it’s been a long day, a long two days, and I know we all have a long way to go.  So I, at this point, will call this meeting adjourned.



(Whereupon the meeting adjourned at 6:10 PM)  
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