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Representative Max Gruenberg
Capitol / Room 114

Dear Max:

Thank you for your offer of support on HB661,
Head Injury legislation. I M forwarding the
information packet you requested 1including
correspondence from Commissioner Pugh on
HB661.

Max, 1"m looking forward to working with you
on this and really appreciate vour interest
and support.

If 1 can be of further assistance, please
contact m6 at 2828.



IN THE HOUSE BY COLLINS
HOUSE BILL No. Ipb 1
IN THE LEGISLATURE OF THE STATE OF ALASKA

FOURTEENTH LEGISLATURE - SECOND SESSION

A BILL
For an Act entitled: "An Act creating the Advisory Council on Head-Injure<
7: Persons; and providing for an effective date.”

23 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

i
S/ * Section 1. AS 44.29 is amended by adding new sections to read:

101 ARTICLE 3. ADVISORY COUNCIL ON HEAD-INJURED PERSONS.

1, Sec. 44.29.160. ADVISORY COUNCIL ON HEAD-INJURED PERSONS. Then

12; is established in the Department of Health and Social Services &

Ca Advisory Council on Head-Injured Persons.

14 : Sec. 44.29.170. COMPOSITION. The advisory council consists o

15§ seven members, broadly representative of medical and social service

1E5 fields, who are known for their experience orinterest inhead in

'7t juries. Members shall be appointed by the governor.

18 Sec. 44.29.180. TERM OF OFFICE. (a) Members of the advisor

19 council serve staggered terms of three years.

20}, (b) A vacancy occurring in the membership of the advisory coun

- A cil shall be filled by appointment for the unexpired portion of th

2 term.

23§ (c) Advisory council members serve at the pleasure of the gover
nor.

(d) The governor shall replace advisory council memlers who b
poor attendance or lack of contribution to the council®s work demon

strate their ineffectiveness as board members.
281 Sec. 44.2,9.190. COMPENSATION, PER DIEM, AND EXPENSES. Member

I; of the advisory council are not entitled to a salary, bhu,": are entitle



*

to per diem, reimbursement for travel, and other expenses authorized
by law for boards and commissions under AS 39.20.180.

Sec. 44.29.200. DUTIES. The advisory council shall act in an
advisory capacity to the commissioner of health and social services 1in
the following matters:

(1) special problems affecting mental health that head
injuries may present;

2 educational research and public informational activi—
ties conducted by the Department of Health and Social Services and
others 1in respect to the problems presented by head injuries; and

(3) social problems that affect rehabilitation of head-
injured persons.

Sec. 44.29.210. DEFINITION. In AS 44.29.160 - 44.29.210 "advi—
sory council™ means Advisory Council on Head-Injured Persons.

Sec. 2. This Act take? effect June 30, 1986.
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an Francisco, a three-year pilot project established pursyan, to
?ormer C?]apter 4 )éomnﬁ)enm fg jWI'[h section IC}|3_30), has
demonstrated that the most ?uccess ul, cost-effective service moPeI
IS one which allows g nonprofit community agency to provide a full
array of support services to families that hdve'a mémber who suffers
fromra brain impairment. This agency. provides direct services,
coordinates existing resources, and assists in the development of new
programs and services on a regional basis. o

() . That respite care Services provide a. combination of
time-limited, in-home, and out-of-home services v/hich significantly
decrease the stress of family members and increase theif ability to
maintain a br?]l_n—lmpalr,ed person at home zﬂ less cosi than other
alterna\tlves.T IS ability. is further increased when com emenEed_ti
r%a\srengea}rsmmg, care trdining, and other support services for fami

e

g) That, since 1977, the State Department of Mental Health has
att mPted to identify ‘service gaps and determine a cost-effective,
feasible approach " to fun_dlnq and  providing services_ to
brain-damaged adults, their Tamilies, and _ caregivers. That
departmenthas the experience of offering more in the tontinuum of
pro?_rams_and services than any other state agency and is willing to
continue in the lead state _agency capacity. _
(K). That providing servics to'brain-ii ~ aired adults, and to their
families and careglvers, requires the coordinated services of many
state departmentS and community agencies to ensure that no gaps
occur in communication, in the avai ab|I|_t8/ ofn?rog_rams, orint ?
Rrovmon of services. Although the services at\)/ Include menta
ealth_interventions, they cannot be met solely by services of the
State Department of Mental Health.
. _As used in this chapter: o L
. (). “Brain damage," “degenerative brain diseases,” and "brain
impairment” mean” significant_destruction of brain tissue with
resultant loss of brain function. Examples of causes of  the
Im é)alrmen,ts arg AIzhelmer’s_%lsea_se, stroke, _traumatlf prain injury,
and other impairments described in subdivision (f) of Section 4330.
. (0). “Brain-impaired adPIt means A person whose brain
impdirment has occurred arter the age.of 18 _

C) "Respite care” means time-ljmited substitute, care or
suP_ervmon In supé)ort of the careglver for the purposes ofprowdmg
relief from the stresses of constant care provision and $o as to enabl
the caregiver to 8ursue, a ehormal routine and responsibilities, ResBlte
care may be provided in the home or in an out-0f-home setting, such
as 4dg%care centers or short-term placements in inpatient faCiljties.

. The director shall administer this chapter and establish
standards and procedures, as_the director dgems necessary in
carrying out the provisions of this chapter. The standards and
Pro eddres are not required to be adopsed as requlations pursuant
0 the Administrative Procedure Act (Chapter 35 (commencing



Assembly Bill No. 2913

CHAPTER 1658

An act to repeal and add Chaﬁter 4 gcommencm? with Section
4330? of Part 2 of Division 4 of the Weltare and Institutions Code
relating to mental health, making an a?Prop_rlatlon, therefor, and
declaring the urgency thereof, to'take effect immediately.

(Approved by Governor September 30, 1984. Piled with
Secretary of Slate Scptcinl>cr 30, 1984.1

LEGISLATIVE COUNSEL'S DIGEST

AB 2013 Agnos. Mental health. t _ ,

Under existing law, the Director of Mental Health is required to
establish g pilot pro Hect for brain-damaged persons for pne gear to be
conducted by contract with an appropriate nonprofit community

agency. . . . . .
gTh|¥ hill instead would require the directo>- . contract with a
nonprofit communit agenc meetmg certain requirements to act as
the "Statewide Resourées Consultant and to also contract with

nonprofit community resource agencies to establish reglonal_l% baseq
resqurce centers to” provide specified services to brain-impaired

adults.
Thfs bill would apg_ropriate $1,700,000for the 1984-85fiscal year for
the ﬁ)_urp,ose of the bill. , _
This Dill would take effect immediately as an urgency statute.
Appropriation: yes.

The people of the State of California do enact as follows:

SECTION 1 Chapter4$commencin with Section 43302 ?fPart
2 of Division 4 of the Welfare and Institutions, Code Is repealed.

. 2._Chapter 4 (commencing with Section 4330) is added to
Part 2 of Division 4 of the Welfare“and Institutions Code, to read:

Chapter 4. Services for Persons with Brain Damace or
Degenerative Brain Disease

4330, The Legislature finds all of the foIIovv_lnq: _ _
r@ That staterPubll_cgollcy discriminates ugami adults with brain
amage or de?e erative hrain disease, such ds Alzheimer’s disease,
ereinafter called “brain impairments. .

That the Le_?_lslature has declared state public policy and
accepted responsibility to ensure that persons under the age of 13
years who are “developmentally disaled” Pu_rsuant to Division 45

commencing with Section 4500), receive sefvices necessary to meet
their needs, which are often sirhilar to those of persons who suffer

93 &)
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from hrain impairments. .

(C) That persons over the age of 18who sustain brain impairment
have a variety of program and service needs for which there is no
clearly definéd, ultinate responsibility vested in any smg!e state
agencg/ and for which there are ,curreratly a number of different
pogr ms att%mptmg to meet their needs. . o

(? That the lack” of clearly defined, ultimate responsibility has
resited in severe financial I|_ab|I|[tT¥_ and physical and mental strain on
brain-impaired persons, their families, and caregivers, _
~ (e). That terminology and nomenclature used to describe brain
impairments are varigd and confusing, .in part because of different
medical diagnoses and professional opinions, as wel| as differences in
terminology. used by the various, funding sources forg)ro rams and
services. Uniformity is required_in orderto ensure that appropriate
Phrg erangrs gwd services are available throughout the state to serve

S0NS.

éf) hat the term “brain damage" covers a wide range ofor?a_nlc
an neurolo%mal disorders, and that these disorders, as identified
below, are not necessarllP/ to be construed aﬁ mental illnesses. These
disorders include, but are not limbed t], all of the foIIow,lng: ,

1) Progressive, degenerative, and uementing illnesses, including,
but not limited fo, presenile and senile dementias, Alzheimers
glggggg multiinfarct disease, Pick’s disease, and Kreutzfeldi-Jakob’s

ISease.

%2) Degeneratlve diseases of the central nervous system that can
lead " to démentig or severe brain impairment, including, but not
limited to, epllePsy multiple_ sclerosis, Parkinson? disease,
a[nxo_trophlq Ig eral sclerosis (ALS), and hereditary diseases such as
rluptington’s |seas§.

3) Permanent amadqe caused by cerebrovascular accident
moré comm nl% referred to as "strokes,” inclu 'mrﬁ’ but not limite
to, cerebral hemorrhage, aneurysm, and embolism.

@ Posttraumatic, ostanom?, and postmfectlous,damape Cfused
bP, cidents, including, but not limited to, coma, accidentalskull and
closed head injuries, Toss of oxygen (anoxia), and infections such as
encephalitis, herpes simplex, and tuberculosis. ,

Permanent brain damage or temporary or progressive
dementia asa result of tumors (neoplasm), hydrocephalus, abscesses,
seizures, substance toxicity, and other disorders. = _

0). That brain damag fren(é)uently resulﬁs in functional

S.

. € . .
impairments that adv_e_rsefl affect personality, behavior, and ability
to perform daily activities. These impairments cayse dependency qn
8thers for ce1re and decisionmaking. The manifestations of hain
amage. Incluge Impairments of memory, cognitjve .%bl |tx,
orientation, judgment, emotional response, ‘and social inhibition.
Brain damage can strike anyone regardless of age, race, sex;
occupation, Or economic status. _

(hf That Family Survival Project for Brain-Damaged Adults of
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?an Francr co a three -year pilot.project estabhshed pursyant to
ormer a ter commencrtg with ~ Section 4330), ha?
demonstrated that the ost success Ul, cost-effective service mode

is one which allows a nonprofit.community agency to provide u full
array of support services to families that have'a mémber who suffers
from a brain impairment. This agency. provides direct services,
coordinates existing resources, and assjsts in the development of new
programs and services on o regional basis.

) . That, respite care Services provide a. combination of
time-limited, in-home, and out-of-home services which srgnrfrcantly
decrease the stress of famrly members and mcrease their ability to
maintain a rf?]m Impaired person at home aht less cosI than o her
aItematrves This ability is further increased when com ementt ti
cnagengannrng, care trdining, and other suppor’ ;erviccs for fam t//

0) That, since 1977, the State Department of Mentul Health has
attemPted to 1dentify 'servjce gaps and determne a cost-effective,
feasible approach “to  fun md and providing ~services_ o
brain-damaged adults, their Tamilies, “and . caregivers. That
departmenthas the experience of offering more in the Continuum of
pro?rams and services than any other state agency and is willing to
continue in the lead state agency capacity.

That providing servics to'brain-impaired adults, and to their
famifies and caregrvers requires the coordinated se-vices of many
state departments and communit qencres to ensure that no gaps
occur in communication, in the va ability of robrams or in te
Rrovrsron of services. Alth oug he services a%/ include menta

ealth_interventions the%/ ca not be met solely by services of the
State Department of Me t

. As used In this ¢ apter

g “Brain damage,” “degenerative brain diseases,” and "brain
impairment” mean’ significant. destruction of brain trssue wrth
resultant loss of brain function. Examples of causes of

garrments areAIzhermers%rsgase stroke, traumatrf brain in ur

ot“er impairments described in‘subdivision Section
Brain-impaired adPIt means a person whose  brain
im |r‘r‘nent as occurred atter the age of 18

C) “Respite care” means time-limited substitute care or
suPervrsron In supé)ort of the caregrver for the pur ées of provid mg
relief from the stresses of constant care provision ang $o as to enahl
the caregiver to pursye apormal routine and responsibilities, Resﬂrte
care may be provided in the homeor In an out-0f-home setting, s
as 433)Qcare centers or short-term_placements in inpatien faciljties.

director shall administer this chapter and establish
standards and procedures, as_the drrector deems necessary in
carrying out the provisions of thrs chapter. The standardsand
P ci]edures are not.required éc be adop %as regulations pursuant
the Admrnrstratrve Procedure Act (Chapter 35 (commencing
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with Section ) of Pari 1 of Division 3 of Title 2 of the
Government Co

4333 The drrector shall do both of the following:

(@ Contract with a nonp ofit communrtey agency meeting the
requirements of thrs cha er to act as thé Sfatewide Resources
Consultant, to be selected troug a bid procedure.

b) With the advice of the Statewide Resources Consultant and
wrt in four ¥ears from the effective date of this chapter, contract
with nonpro rt community resource agencies, selected in a manner
determined by the director, to establish regronall based resoyrce
centers in order toensure tb%exrstenceo an rra JJproprrate
grortrrams a servrces rain- rmParred adults. resource
enter shall place a high prrorrty on utilizing communrty resources
rr creatrn r%portunrtres for, famrlres to maintain a brain-impaired
‘adult af e when possible and In other community-hased
alternatives when necessary

. The Statewide Resources Consultant shall do all of the
followrng:

(a), Serve as the centralized information and technical assistance
cleafinghouse for brain-impaired adults, their families, caregivers,
seryice professronas and agencies, and volunteer organizations. .

w COS&H coordinate with organizatigns servrng
brali-imp arred adults, their families, and carégivers in order t
ensure, consrstent with requirements for qualit ofservrces as may
be establrshedb the director, ! ttheg reatest number of Persons
arc served an that ] eoptrmal number f organizatjons participate

c Develop training packages which are a ?%prrate of a variety

rsogrsmrlrgsludrng ut notlimited to. all of the following:

Caregivers and service professionals involved  with
braln-impaired adults.

Advocacy and self-help family and caregiver support
organizations.

A Educational institutions.

Provide service and pro?ram development, consultation to
resorce centers and to identify funding sources which are available,

(e). Assist the appropriate” state agencres in identifying and
securrng Increased federal financial participation and third par%r
rerm bufsement, includ rn? but nos limited to, Title XV111 (42 U.S

1?95et scgg and Ti IeXX 42 USC. Sec. 13%et seq.) of the
er ocral currt

Conduct pub] rc socral golrc research based upon the
rec mmendatrons of the Director of Mental H

0) Assist the director, as thedrrectorma)f]requrre in conductrng
dirgctly, or through contract, researc brain - damage
e rdemrology and data collection, and in developing a uniform
terminology“and nomenclature.

(h) Assist the director in establishing criteria for, and in selecting

y3 ino
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resource centers and in de5|gn|n amethodology for, the consistent
assessment of resources and Needs within the géographic areas to be
seryiced by the resource centers.

). Conduct conferences, as required by the director, for familjes,
caregivers,  service, providers, advocacy  organizations, and
educational nstitutions in order to enhance “the qualify an
availability . of hn_ih quality, low-cost care and treatment of
brain-impaired aduits.

. Inchoosing an appropriate nopprofit community agency, to
act as the Statewide Resources Consultant, the director sfiall give
pnonty to an agency WhICh meets both of the following:

An agency which has a proven record of experience in
row Ing |ntor ation, technical asswtance and dlrect services to
ggneltslvgnr/gth all types’ of brain impairments, their families, and

() Anagency which includes family members and caregivers of
braig- |mpa|red adults on its board of directors.

4336. The Statewide  Resources Consultant shall submit
progress reﬁtorts on ifs activities as required by the director. These
rep0rts shall include, but not be limited to, a suimary and evaluation
of the actjvities of the resqurce centers. Client, caregiver, service,
and cost data sha be r%rowded for each operatlng resource center.

The department, In consultation with the StateW|de
Resources Consultant shall report to the Leglslatureb annual P/on
the effectiveness of the resource centers. The regvort shal
submitted within three months after the end of each Calendar year.
The0 e\r/]aluatlon shall ‘include, but not be limited to, all of the
followi

1) A com arative assessment of the costs and effectiveness of
eac t pe of Service or combinations of services provided.

) An assessment of the nature and extent of the demand for
servmes thhllsc épnr]%\rn e respite, and an evaluation of their success in

meettn
R nanalgsw of the effectiveness of the Ero?ram in deterrln%
the nstitutionalization of brain-impaired adylts, aflowing caregiver
r]talntaln a normal routine, aHd tstromotlng the continuance of
qua ity care for brain-impaired adul
Recommendations for nsunnt%n that unmet needs ot
ra —|mgalred persons. and tneir fd |I|es arc identified an:
ddressed_with approp“iate programs and services.
functlo'ns The resource centers” shall serve all of the following

(@) Provide dlrectlry or assist families in secunng information,
advice, and referra se V|ces legal services andflnanu | consultation,
pIannlng and problem- sovmg consultatlon amltﬁl%)port SErvices,
and res ite care serviges, as Specified In Section

(1 rovide centralized access to information about, and referrals
to, 1dcal, state, and federal services and programs in order to assure

I3 160
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a comprehensive aporoach for hrain- |mparred adults their families,
and caregrvers Nothing in. this chaﬁter shall_prohibit access t0
services through other organizations which provrde srmrlarprograms
and services fo_brain-impaired adults and" their families, nor” shall
otnjer organizations be prevented from providing these programs
ang services,

¢) Assistin the identification and documentation of service needs
and the development of necessary programs and services to meet the
needs of brain-impajred adults in the” geographic area.

CooPerate with the Statewide Resources C nsultahnt anét the
Director o Mental Health In an actrvrtres w eem
necessa or the roper rmglemen ation, ﬁ this cha ter

r? cose ordinate wit organrz tions servrn%
braif-imp arred adults therr families, and carégivers in order t
ensure, consrstent with requirements for quality of services as may
be established b% the director, that the greatest number of persons
arc served an that th eo timal pumber of organizations participate,

. Agencies esr nated as resource centers by the director
after copsultation with the Statewide Resources Consultant shall
Include in their governing or advisory boards, or both, as required by
the_ director, pérsons who are representative of the ethnic and
socroeconomrc character of the area served and the client groups
serve In th egeeograp Ic frre

rrterra {0 be used |n se ecting resource centers shall include, but
not e |m|‘ o, the fol owrnag

Fiscal stability and sound financial management, including the
capa |Irtg of successful fundraising.
Ability to obtain community support for designation as a
res urce center with the region recommended by thedirector.

t) Demonstrated ability to carry out the functions specified in
Section 4337, particularly “in deIrverrno necessary JJrograms and
sseercrrrces4%)rarn impairéd adults as detined in subdivision (c) of

lon

. Resource centers shall car X out the functrons specified in
Section 4337 throuig teadmrnrstratro and provision of pro?rams
and services that reflect the maost progressrve care and treatment
alternatives avarlabe for brain-impairéd adults, therr famrlres and
caregivers, These Bro%ramsand Services ma%/ be provided directly or
throu h the establishment of subcontracts. as specrfred in their
contract and _within the limitations imposed by budget
approprratrons The department shall make efforts to achieve a goal
that not less than 90 percent of the funds appropriated through
contracts with resource centers shaII be utilized for direct servicés,
mcludrng out not limited to, the foll owrnga

[nformation, advice, and referral and family support services,
inc udrng but not limited to, all of the fol owrnﬂ
o rcesIn ormation and cotinseling about diaghostic procedures and
(
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2 o g term care Iannrn[g and consultation.
‘Lega nancra resources,  consultation, and
représe ttron

4 Mental health rnterventrons

(F:tse Ie”rr:]aretescernIcgseshr h the fle and creative use of

Vi Xi ive u
Iom% o resources rnc[l d)rng but notq ed to, YI of the
Wi

1 h
duIt day health and social day care services.
Foster and group care.
Tegrrr]gora gt}acement in a community or health facility.
ti

c Trarnrng and education programs for brain- rmparred adults

err amrg/ members, caregivers, and servjce providers that vill
Cea to thé high-quality, low-cost care and treatment of service

lents.
The director shall establish criterja for client eligibility,
rncludrng financial liability, pursuant to Section 4339.5. However,
ersons ligible for services provided by regional centers or the State
epartment of Developmental Servrces are not el 'ﬂ] le or servrces
provided under this chapter. Income shall not be esoe basis for
client_eligibility. The director shall assume responsibility for the
coordination o exrstrng funds and services for brain-impaired adults,
and for the purchase ofrespite care services, as defined in subdivision
(c). of Section 4331 and described in subdivision (b) of Section 4335,
wrth other de artments that may serve brain-impaired adults
includin epartment of Rehabilitation, the State Department
of Healt Servr s, th?StateDepartmentoﬁSocra Services, the State
Department of Deve opmenta Servroes t eDepartmentongrng,
an the State DerSJartmeht of Alcohol and Drug Abuse.
43395, Person recervrnP Services pursuant 0 this cha ter may
re% [ed to contBbute 0 the cosé of services deo Hdrnog uoﬁ
therr to pay, hut nrl)t to exceed the actual cos f.
criteria fo eter rnrngcrent contrr utions which may be paid to
the resource center under this ¢ aHoter and standards for thelr
utilization by the resource center in devel oprn? new programs and
services shall be determined by the director affer consultatron with
the Statewr e Resources Consultant.
6. Inconsrderrng total service f ndsavarlablefor theProgect
Jt irector shall utiliz fundrnﬂ avallable from aé)%ro riate state
eép rtments Inc ri but not fimite to the Sta urt:nent of
Health Services, the State Department of Socra Srvrces the
DePartment of Rehabrlriatron the De artment of Agrné; and the
State Department of Alcohol and Abuse. Irector In
conjunction with the Statewide Resources Consultant  shall
coordinate his or her activities with the implementation of the
Torres-Felando Long-Term Care Reform Act (Chapter 1435,
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Statutes of 1982) in order to further the goal of obtaining
comprehensive, coordinated public policy and™to maximize the
a\f/glnabflflllt% rof gH{demg for programs and services for persons with
In_Impai
30 rﬂe sum of one million seven hundred thousand dollars
%$],7(I)(DO1 Is hereby apgro riated for the 1984-85 fiscal year from
the General Fund to'the State Department of Mental Health for the
Pur poses of this act. Funding in subsequent years of programs under
his act is subject to the anntial appropriation of funds 1 the Budget

§EC 4. This act is an urgency stature necessary for_the
immediate preservatjon of the public peace, health, or safety within
the meaning of Article 1V of the Constitution and shall’go into
immediate effect The facts constltuélnog the necesm%/ are:

In order that certain fqreat needed” services to Hrain-impaired
adults may be provided at'the earliest possible time, it |sessent|al that
this act go mto immediate effect.

93 220



ALASKA TREATMENT CENTER

3710 E. 20th Avenue = Anchorage, AK 99508 = (907) 272-0586

HEAD INJURIES r%present a serious health problem in the United States — an
estimated 7 MILLION head injuries occur in the U.S. annually.

Head Injuries are felt to be a si%nifican,t problem in Alaska, given the fact that
the accident rate in Alaska has been estimated to be 2 to 3 times the national
average, with the rate 7 times the national average for the Native population.

The full extent of the problem of head in(juries in Alaska is not_known, hecause of
me well-known geographic obstacles, and of a lack of systematic reporting of
ese injuries.

Most head injuries affect fyoung persons — the majority of victims are young,
males between the ages of 18 and 30, A head injury can affect a person’s ability
to walk and talk, théir memory function, and r« 'sonality and intellectual
functmnmg. Persons who once functioned independently in society may become
unable to hold a job, become dependent on family, and not unfrequently. become
dependent on public assistance because of the impairments related totheir head
injury. Persons with head injuries _mafy have the potential for living, normal
lifespans, thus the amount of public funds expended on these individuals over the
course of their lives can be considerable.

Rehabilitation efforts far the head injured are being developed across the nation.
Need for addressing the problems of the head injured has been recognized by many
states. A few recent examples are listed below:

# COLORADO: The Colorado Division of Vocational Rehabilitation has funded 6
head injury vocational programs around the state with $200,000 in grant suppr. "t.

* MASSACHUSETTS: A Statewide Head Injury Program ﬁSHIP} of the -
Massachysetts Rehabilitation Commiss'on‘wds begun July 1,1985 with $2.1 million
to fund pilot programs for the rehabilitation needs of thé head injured.

# MISSOURI: The state legislature provided for an advisory council or. nead
Injury, a mandatory seat bélt law, and $500,000 to the Division of Health to
contract for rehabilitation services for the head injured.

* FLORIDA, NEW YORK, and VIRGINIA are among states which have mandated
reporting of head injuries,

The National Head Injury Foundation (NH_IFZ has associated state chapters or
support groups in all"50"states and the District of Columbia. In Alaska at the
Present Ime, a support group meets in Anchorage monthly. Head injured persons,
amily members and interested professionals comprise this ever-%{‘rowmg support
group. The hopes are to eventually become a full chapter of the NHIF.

More information on this subliect may be obtained from the National Head Injury
Foundation at P.O. Box 567, Framingham, MA, 01701,

Information regarding services for the head injured in Alaska may be obtained
from Paul Craig, PhD; or Shawn Hadley, M.D., c/o The Alaska Tredtment Center.
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. L . Minority Whip
Representative Virginia M. Collins
March 5, 1986
John R. Pugh, Commissioner
Department of Health & Social Services
Pouch H-01
Juneau, AK 99811
Dear Commissioner Pugh:
As you may recall, 1 met with /ou in January of this year for

the purpose of discussing the 1issues relating to head 1injuries
in the State of Alaska. My purpose in meeting with you at that
time was to determine if there was a mechanism at the present
time within the Deps"-tm"ent of Health and Social Services to
begin to identify the number of head-injured u3ople in the State
of Alaska and to address their needs. At that time, you
indicated to me that there was presently no mechanism within the
Department of Health and Social Services to adequately address
this issue and this need. I indicated to you at the time that |1
was not interested 1in establishing a new council and asked your
opinion whethir the medical advisory council could perform this

furction. Your indication to me at rhe time was that it could
not. Finally, vyou indicated to me tu.at you felt that the
Department of Vocational Rehabilitation could handle this
function.

Given our conversation, | was quite surprised to receive your
Department®s Position Paper on House Bill 661 prepared by
Elizabeth Ward. (I should say surprised and amused.) In that

Position Paper, Ms. Ward indicates that all of those things that
I requested that you said were not available 1in Health and
Social Services 1indeed are. In view of your position that the
Department of Health and Social Services does not support House
Bill 661 due to the increased costs associated with its mandates
and that the Department feels that this activity can be achieved
within the capabilities and budgets of existing advisory

councils, I request that your Department prepare for me a
detailed plan of how you plan to address these things that |1
brought to your attention. I would appreciate having this in my

office no later than March 30.



Commissioner Pugh
March 5, 1986
Page 2

Thank vou* Your affonfinn would be greatly



POSITION PAPER
HOUSE BILL 661

"An Acf't cr?atin th? Advisory Council on Head Injured Persons and
providing for an effective date.

This Bill mandates the establishment of an AdwsorY Council to the
Commissioner of the Department of Health and Social Services for the
purpose of addressm_g he social, mental health, research and education
Issues associated with head injuries. The seven member advisory council
will  be aP,pomted by the governor to represent the medjcal and social
services fields for terms of three years. Council members will not
receive salaries while serving in advisory capacity, but will be re-
imbursed for travel, per diem and other expenses authorized for boards
and commisssions.

While the department supports the intentions of prowdlngz an enhanced
focus on the problems of head |n{unes in Alaska, the establishment of
a separate advisory council for this sole purpose will lead to increased
expense and fragmentation of services. Currently the Department has .
two councils that can adequately advise the Commissioner regarding this
roblem. The Governors Council” on the Handicapped and Giftéd, and the
edical Care fdvisory Council have staff and operating funds which
could be utilized to” address the issues of head injurfes.

Pusition

The Department of Health and Social Services does not support HB 661
due to the increased cost a=sociated with its mandates. The department
does support an enhanced focus on head injuries, but feels that this .
activity can be achieved within the capabilities and budgets of existing
advisory councils.

Recommended _
Elizabeth Ward, MN.
Director _
Divsion of Public Health
Date:

Approved by:
P ) JobvyR. Pugh, Commissioner'
Department “of Health

and Social Services

Date:

POSITION m PER/bepartment o Health & Social Services
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FISCAL NOTE ANALYSIS
HOUSE BILL NO. 661

"An Act creating the Advisory Council on Head-Injured Persons; and Providing
for an Effective Date."

Assumptions
Not Applicable

Program Summary

HB 661 requires the establishment of a seven menber advisory council for the
Comnssioner of Health and Social Services to address medical, social, mental,
educational and research problems relating to head injuries. Implementation
of this bill during FY 87 will require initial research into the prevalence
of head injuries, and establishment of a council with permanent full time
staff. The associated cost for the council and its functions will be:

Personnel: .  Associate Coordinator, Juneau Range 18A, 10 nonths $39,940

Travel: 6 Council meetings Anchorage & Juneau 5,000
Staff travel for Council meetings, Interagency 5,000
Coordination and information
Head Injury Research 5,600
Total $15,600'
Contracutal: Medical Epidemiologist 4 months $22,248
Nurse Epidemiologist 4 months 13,852
Computer Programmer 3 months 10,389
Clerk Typist 111 2 months 3,386
Benefits 14,563
Staff/Council Communication,Office, Printing 3,500
Total $67,938
Commodities: Study supplies for computer anddata entry $5,000
Staff/Council office supplies 450
Total $5,450
Equipment:  Staff Desk 400
Desk Chair 250
File Cabinet 150
Office Chairs 200
Total $1,000
Totel Cost . $129,500

The study will be conducted during the first year with the subsequent -ears
costs being limited to the operational support of the council and stai,.

Economic Impact
Hot Applicable

Impact on Local Government
Not Applicable



BILL SHEFFIELD, GOVERNOR

(7TP r-— - - \\2-D
ULTU U Lb \ ) L
DEPT. OF HEALTH AND SOCIAL SERVICES 01" STREET. SUITE 50
DIVISION OF PUBLIC HEALTH ANCHORACE - ALASKA S0506-0553
EPIDEMIOLOGY OFFICE

EPIDEHIOLOGIC STUDY OF SPINAL CORD INJURIES/HEAD INJURIES IN ALASKA
PROPOSAL

John Middaugh, M.D.
State Epidemiologist *
February 10, 1986

[.Introduction: No central source exists in Alaska to provide accurate
information on the number of spinal cord/head injuries and descriptive
information about the victims, circumstances of injury, and disability.
Major effort will be required to obtain such information.

|1. Proposal: Information will need to be gathered on all occurrences.
Since spinal cord/head injuries may or may not be fatal, cause hospitalization,
or ref.ult in permanent disability, numerous data sources will have to be explored.

1. Case Ascertainment: All traumatic injuries will have to be
included, rangzlng from aircraft, motor vehicles, 3-wheeled ATVe, to
falls, assault, suicide, and occupational injuries.

Death certificates, autopsy reports, hospital records, and financial
payment records will need to be received to ascertain cases.

2. Case Definition: No single code or marker will identify :ase.»
for study. Numerous sources will have to be examined. HoSpital
records can be located by computer search usmﬁ ICD codes. Ot'oe
identified by computer search, each record will have to be reviewed
and appropriate data extracted. The following ICD codes, as a
minimum, will have to be searched:

Conditions ICD Codes
Fracture of skull 800-804
Fracture of neck and trunk 805-809
Other par.aI)(tlc.syndromes _ 344
Intracranial Injury, laceration and contusion 851
Intracranial Injury, concussion 50
Intracranial Injury, subarachnoid, subdural and
extradural hemorrhage 852
Intracranial injury, other 853-854

3, Descri td'ons: ata obtajned will include demogrthic facio[)s
chalractgr ed accor |n% to time, place, and person. {a WJ’ e
analyzed by pre-event occurrence, outcome, costs, and disability.



I11. BUDGET

Personnel: A medical epidemiologist will be required to oversee $22,243
and direct the study. Four month full-time effort
required equivalent.

A nurse epidemiologist needed for four full-time 13,852
months equivalent.

A computer programmer will be needed for three months, 10,389
full-time equivalent.

A clerk-typist 111 will be needed for two months full- 3,386

time equivalent 49,875
11,603 benefits
2,960 nealth

$64,438 "
Travel: Trips to Ketchikan (1) @ 3 days 692
Fairbanks (2) 6 3 days 984
Bethel (2) 0 3 days 1524
Juneau (4) 0 3 days 2368
Supplies: Computer discs, tapes, paper, data entry, key punching, 5,000
forms (printing) $75,006 TOTAL

1v. IMPLEMENTAT I0ON

Once funded, it will take 3-6 months to find qualified investigators and
to obtain clearances required to obtain medical and financial data. It should
be possible co complete a modest but accurate study in 12-18 months.
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JUSTIFICATIONS

House Bill No. 661 "An Act Creating the Advisory Council on
Head Injured Persons; and Providing for an Effective Date",
requires the establishment of a seven member council to advise
the Commissioner of Health and Social Services regarding
medical, mental health, social, educational and research
problems regarding head injuries. In order to conduct these
duties the council will require on going staff support to
organize and prepare for council meetings; provide interagency
coordination; information gathering and presentation; and
follow-up on directives of the council. Such activities will
require the abilities and expertise of an Associate Coordinato
Range 18, to be stationed in Juneau.

Services

|13 ﬁE%UFE)ayl:ﬁ)gN Bftu DHSS Administrative Support___ Pane of

COMPONENT Governor®s Council/Handicapped & Revised Date

OM1IM (Ymm-11

Gifted =’



BILL SHEFFIELD, GOMRNOR

DEPT. OF HEALTH AND SOCIAL SERVICES DOMERR Aska 90811

PHONE: 465-3030
(HECFHROMIR ooument No. 8645

March 24, 1986

The Honorable Virginia M Collins
Alaska State House

P.O. Box V

Juneau, AK 99811

Dear Representative Collins:

Thank you for your letter of March 5, 1986 regarding House Bill 661 |
will attempt to clarify what wes intended but apparently rot well stat*]
in our position paper.

| do not believe we need a separate council to address the problems of
persons with hea) ‘'juries in Alaska. Functions of advocacy, public
education and some aspects of monitoring and coordination can be handled
through existing boards and agencies such as the Governor's Council on
the Handicapped and Gifted and the Division of Vocational
Rehabilitation.

Ore of the things we cannot do, as | believe | indicated when we met, is
produce information on the extent of the problem: associated with head
Injury in Alaska. W have limited information as a by-product of other
studies such as the all-terrain vehicle investigation. Mortality data
could be extracted from death certificates. Perhaps some information on
industrial accidents could be obtained from the Department of Labor and
some idea of costs of acute and long term care could be obtained from
sources such as Medicaid, Catastrophic Iliness or General Relief
Medical. However, if nore precise information is needed on all head
injuries, then special studies would be required as indicated in Dr.
Middaugh's proposal which wes attached to our position paper.

One possibility which would avoid the need for a council might be the
convening of a small group of interested persons to pool their knowledge
of the prevalence of head injuries and their sequelae, the treatment and
rehabilitation needs of this group and the identifiable gaps in service.
The deliberations of such a group could help determine assignment of
priorities in a restrictive fiscal climate and future steps which are
jnéllic_ated. It might be possible to convene such a group during the
interim.



Representative Collins -2- March 24, 1986

If you would care to discuss this possibility, please let ne know

Sincerely,

John R Pugh
Commissioner



POSITION A PER/bepartment (F Health & Social Services

POSITION PAPER
HOUSE BILL 661

"An Act creating the Ac_IvisoQ/ Council on Head Injured Persons and
providing for an effective date.”

This Bill mandates the establishment of an Advisory Council to the
Commissioner of the Department of Health and Social Services for the
purpose of addressing the social, mental health, research and education
Issues associated with head injuries. The seven member advisory council
will be appointed by the governor to represent the medical and social
services fields for terms of three years. Council members will not
receive salaries while serving in advisory capacity, but will be re-
imbursed for travel, per diem and other expenses authorized for boards
and commisssions.

While the department supports the intentions of providing an enhanced
focus on the problems of head injuries in Alaska, the establishment of
a separate advisory council for this sole purpose will lead to increased
expense and fragmentation of services. Currently the Department has
two councils that can adequately advise the Commissioner regarding this
problem. The Governors Council on the Handicapped and Gifted, and the
Medical Care Advisory Council have staff and operating funds which
could be utilized to address the issues of head injuries.

Position

The Department of Health and Social Services does not support HB 661
due to the increased cost associated with its mandates. The department
does support an enhanced focus on head injuries, but feels that this
activity can be achieved within the capabilities and budgets of existing
advisory councils.

Recommended
ETi zabettr Ward7 NOT!
Director
Divsion of Public Health
Date:
Approved by:
Johf/R. Pugh, Commifssioner
Dd!partment of Health
and Social Services
Date:
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FISCAL NOTE ANALYSIS
HOUSE BILL NO. 661

“An Act creating the Advisory Council on Head-Injured Persons; and Providing
for an Effective Date."

Assumptions
Not Applicable

Program Sunmary

H3 661 requires the establishment of a seven menber advisory council for the
Commssioner of Health and Social Services to address medical, social, mental,
educational and research problems relating to head injuries. Implementation
of this bill during FY 87 will require initial research into the prevalence
of head injuries, and establishment of a council with permanent full time
staff. The associated cost for the council and its functions will be:

Personnel: . Associate Coordinator, Juneau Range 18A 10 months $39,940
Travel: 6 Council meetings Anchorage & Juneau 5,000
Staff travel for Council meetings, Interagency 5,000
Coordination and information
Head Injury Research 5,600
Total 515','600
Contracutal: Medical Epidemiologist 4 months $22,248
Nurse Epidemiologist 4 months 13,852
Computer Programmer 3 months 10,389
Clerk Typist Il 2 months ' 3,386
Benefits 14,563
Staff/Council Communication,Office, Printing 3,500
Total $67,938
Commodities: Study supplies for computer anddata entry $5,000
Staff/Council office supplies 450
Total $5,450
Equipment:  Staff Desk 400
Desk Chair 250
File Cabinet 150
Office Chairs 200
Total $1,000
Total Cost . $129,500

The study will be conducted during the first year with the subsequent years
costs being limited to the operational support of the council and staff.

Economic Inmpact
Not Applicabl e

Inpa, t on Local Government
Not Applicable

2/24/86
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EPIDEMIOLOGIC STUDY OF SPINAL CORD INJURIES/HEAD INJURIES IN ALASKA
PROPOSAL

John Middaugh, M.D.
State Epidemiologist ,
February 10, 1986

I. Introduction: No central source exists in Alaska to provide accurate
information on the number of spinal cord/liead injuries and descriptive
information about the victims, circumstances of injury, and disability.
Major effort will be required to obtain such information.

Il. Proposal: Information will need to be gathered on all occurrences.
Since spinal cord/head injuries may or may not be fatal, cause hospitalization,
or result in permanent disability, numerous data sources will have to be explored,

1. Case Ascertainment: All traumatic injuries will have to be
included, ranging from aircraft, motor vehicles, 3-wheeled ATVs, to
falls, assault, suicide, and occupational injuries.

Death certificates, autopsy reports, hospital records, and financial
payment records will need to be received to ascertain cases.

2. Case Definition: No single code or marker will identify cases
for study. Numerous sources will have to be examined. Hospital
records can be located by computer search using ICD codes. Once
identified by computer search, each reccrd will have to be reviewed
and appropriate data extracted. The following ICD codes, as a
minimum, will have to be searched:

Conditions ICD Codes
Fracture of skull 800-804
Fracture of neck and trunk 805-809

Other paralytic syndromes
Intracranial Injury, laceration and contusion 851

Intracranial Injury, concussion 850

Intracranial Injury, subarachnoid, subdural and
extradural hemorrhage 852

Intracranial injury, other 853-854

3. Descriptions: Data obtained will include demographic factors
characterized according to time, place, and person. Data will be
analyzed by pre-event occurrence, outcome, costs, and disability.



I11. BUDGET

Personnel: A medical epidemiologist will be required to oversee $22.243
and direct the study. Four month full-time effort
required equivalent.

A nurse epidemiologist needed for four full-time 13,852
months equivalent.

A computer programmer will be needed for three months, 10,389
full-time equivalent.

A clerk-typist 11l will be needed for two months full- 3,386
time equivalent 49,875
11,603 benefits
2,960 nealth
$64,438 -

Travel: Trips to Ketchikan (1) Q 3 days 692

Fairbanks (2) @ 3 days 984

Bethel (2) @ 3 days 1524

Juneau (4) 0 3 days 2368

Supplies: Computer discs, tapes, paper, data entry, key punching, 5,000
forms (printing) $75,006 TOTAL

V. IMPLEMENTATION

Once funded, it will take 3-6 months to find qualified iInvestigators and
to obtain clearances required to obtain medical and financial data. It should
be possible to complete a modest but accurate study in 12-18 months.
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JUSTIFICATION
House Bill No. 661 "An Act Creating the Advisory Council on
Head Injured Persons; and Providing for an Effective Date",
requires the establishment of a seven member council to advise
the Commissioner of Health and Social Services regarding
medical, mental health, social, educational and research
problems regarding head injuries. In order to conduct these
duties the council will require on going staff support to
organize and prepare for council meetings; provide interagency
coordination; information gathering and presentation; and
follow-up on directives of the council. Such activities will
require the abilities and expertise of an Associate Coordinatoi
Range 18, to be stationed in Juneau,

arfmty Health & Social Services
PROGRAM
BiiJ DHSS Administrative Support Paoe of
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TITLE:
HB661
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wM
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IN THE HOUSE
HOUSE BILL NCi. £61
IN THE LEGISLATURE OF THE STATE OF ALASKA
FOURTEENTH LEGISLATURE - SECOND SESSION

. A BILL
For an AcL entitled:
DOCUMENTS 1 OF 1 PAGE = 2 OF
“An Act creating the Advisory Council on He- ijured
Persons; and providing for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF AL ilA=
¥ Section AS 44.2? is amended by rridinj new sections
to read:
ARTICLE ADVISORY COUNCIL ON HFA2-1INJURED
PERSONS.

Sec. 44.29.160. ADVISORY COUNCIL ON HEAP-INJURED

PERSONS. There is established in the Department

of Health

and Social Services an Advisory Council on Head-Injured

Persons.

Sec. 44.29.170. COMPOSITION. The*

advisory

council consists of seven members, broadly representst;ve
of medical and social services fields, who are known for
*e-their expev icnce oi interest e*in  head injuries.--Members

sha 11 be appointed by the governor.
Sec. 44.29.100. TERM OF OFFICE. (a)
the advisory council serve staggered terms of th

Members of

"-ee years.

<b) A vacancy occurring in the membership of the

advisory council shall be filled by appointme

nt fcr the

DOCUMENT% 1 OF 1 PAGE % 7 OF
unexpired portion of the term.
(c) Advisory council member serve

pleasure of the governor.

(d) The governor shall replace advisory council
members who by poor attendance or lack of contribution to
the council’s work demonstrate their ineffeetiveness as

board members.

Sec. 44.2? 190. COMPENSATION, PER
EXPENSES. Members of the advisory counci
entitled to a salary, but are entitled to
reimbursement for travel, and other expenses au
law for boards and commissions under AS 39.20.100

DIEM, AND
1 are not
per diem,
thorized by

Sec. 44.29.200. DUTIES. The advisory council

slialL act in an advisory capacity to the comm

issioner of

hea 1th and soc al services in lho following matters:

<) special problems affecting mental
health that head injuries may present;

(2) educational research and public
informational activities conducted by the Department of

Healthand Social Services and others 1in respect to the

DOCUMENT® 1 OF 1 PAGE 4 OF 4
prohL ms presented by head injuries; and
A) social problems that affect
rehabilitation of head-- injured persons.
Sec. 44.29.210. DEFINITION. In AS 44.29.160
44.29.210 "advisory council”™ means Advisory Council
Head-Injured Persons.
X Sec. 2. This Act takes effect June 30, 1736.
R0601 *s END OF DOCUMENTS IN LIST - ENTER RETURN OR ANOTHER COMMAND.

B VS I



BILL SHEFFIELD, GOVERXOR

E@NI:CAHUHR}_ASKA 99811

OFFICE OF THE COMMISSIONER PHONE:  465-3030
DOCUMENT #85-24

February 18, 1986

The Honorable Virginia Collins
élgsk% HO\l)SG of Representatives
0. Box

Juneau, Aiaskc, 99811
Dear Representative Collins:

Dr. Middaugh has prepared, at your re(?ues,t, the attached proposal for
conducting~an epidemiological Study of spinal cord/head injuries.

|f you have questions or the need for ﬁi,ditional information, please
contact Elizabeth Ward. Director of Public Health.

Sincerely,

John R. Pugh
Commissioner

Enclosure



BILL SHEFFIELD. GOVERNOR

I>ED'T. OF HEALTBE ANID SOOAL SEBEVICES 3601 "C" STREET. SUITE 510

POUCH 6333
ANCHORAGE. ALASKA 99502-0333
DIVISION OF PUBLIC HEALTH
EPIDEMIOLOGY OFFICE

EPIDEMIOLOGIC STUDY OF SPINAL CORD INJURIES/HEAD INJURIES IN ALASKA
PROPOSAL

John Middaugh, M.D.
State Epidemiologist
February 10, 1986

I. Introduction: No central source exists in Alaska to provide accurate
information on the number of spinal cord/head injuries and descriptive
information about the victims, circumstances of injury, and disability.
Major effort will be required to obtain such information.

Il. Proposal: Information will need to be gathered on all occurrences.
Since spinal cord/head injuries may or may not be fatal, cause hospitalization,
or result in permanent disability, numerous data sources will have to be explored.

1. Case Ascertainment: All traumatic injuries will have to be
included, ranging from aircraft, motor vehicles, 3-wheeled ATVs, to
falls, assault, suicide,_and occupational injuries.

Death certificates, autopsy reports, hospital records, and financial
payment records will need to be received to ascertain cases.

2. Case Definition: No single code or marker will identify cases
for study. Numerous sources will have to be examined. Hospital
records can be located by computer search using ICD codes. Once
identified by computer search, each record will have to be reviewed
and appropriate data extracted. The following ICD codes, as a
minimum, will have to be searched:

Conditions ICD Codes
Fracture of skull 800-304
Fracture of neck and trunk 805-809
Other paralytic syndromes 344
Intracranial Injury, laceration and contusion 851
Intracranial Injury, concussion 850
Intracranial Injury, subarachnoid, subdural and
extradural hemorrhage 852
Intracranial injury, other 853-354

3. Descriptions: Data obtained will include demographic factors
characterized according to time, place, and person. Data will be
analyzed by pre-event occurrence, outcome, costs, and disability.



and direct the study. Four month full-time effort
required equivalent.

A nurse epidemiologist needed for four full-time 13,852
months equivalent.

A computer programmer will beneeded for three months, 10,389
full-time equivalent.

A clerk-typist 111 will be neededfor two months full- 3,386

time equivalent 49,875
11,603 benefits
2,960 health

$64,438

Travel: Trips to Ketchikan (1) @ 3 days 692

Fairbanks (2) @ 3 days 984

Bethel (2) @3 days 1524

Juneau (4) @3 days”® 2368

Supplies: Computer discs, tapes, paper, data entry, key punching, 5,000
forms (printing) $75,006 TOTAL

1v. IMPLEMENTATION

Once funded, it will take 3-6 months to find qualified investigators and
to obtain clearances required to obtain medical and financial data. It should
be possible to complete a modest but accurate study in 12-18 months.



POUCH V

"Alaska g>tate legislature

MEMBER

JUNEAU, ALASKA 99811 Labor and Commerce

(907)465-1818

DISTRICT 10

State Affairs
Special Committee on
Telecommunications

2600 Denali; Suite 501
ANCHORAGE. ALASKA 99503

(907) 276-7943

Minority Whip

Representative Virginia M. Collins

February 26, 1986

Dr. Shawn Hadley
Alaska Treatment Center
3710 E. 20th Avenue
Anchorage, AK 99508

Dear Dr. Hadley:

Representatijve Collins asked that | send you the
attached information. Would_¥ou please réeview it
and return your comments on it to her?

Thanks for your help on this.

Linda Gammill
Secretary
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fid BILL SHEFFIELD, GOVERNOR

DEPT. OF HEALTH AND SOCIAL SERVICES E’GWEXI\J-IR]LASKA 00811
FEFTHOMSEONR PHONE: ~ 465-3030
DOOUVENT #86-24

February 18, 1986

The Honorable Virginia Collins
Alaska House of Representatives
P.O. Box V

Juneau, Alaska 99811

Dear Representative Collins:

Dr. Middaugh has prepared, at your request, the attached proposal for
conducting an epidemiological study of spinal cord/head injuries.

If you have questions or the need for additional information, please
contact Elizabeth Ward, Director of Public Health.

Sincerely,

John R Pugh
Commissioner

Enclosure



BILL SHEFFIELD, COVERNOR

DEPT. OF HEALTH AND SOCIAL SERVICES 3601 ¢ street, suite sto

POUCH 6333
ANCHORAGE. ALASKA 99502-0333

N OF PUBLIC HEALTH

DIVISIO U
EPIDEMIOLOGY OFFICE

EPIDEMIOLOGIC STUDY OF SPINAL CORD INJUITIES/HEAD INJURIES IN ALASKA
PROPOSAL

John Middaugh, M.D.
State Epidemiologist
February 10, 1986

I. Introduction: No central source exists in Alaska to provide accurate
information on the number of spinal cord/head injuries and descriptive
information about the victims, circumstances of injury, and disability.
Major effort will be required to obtain such information.

Il. Proposal: Information will need to be gathered on all occurrences.
Since spinal cord/head injuries may or may not be fatal, cause hospitalization,
or result in permanent disability, numerous data sources will have to be explored.

1. Case Ascertainment: All traumatic injuries will have to be
included, ranging from aircraft, motor vehicles, 3-wheeled ATVs, to

falls, assault, suicide, and occupational injuries.

Death certificates, autopsy reports, hospital records, and financial
payment records will need to be received to ascertain cases.

2. Case Definition: No single code or marker will identify cases
for study. Numerous sources will have to be examined. Hospital
records can be located by computer search using ICD codes. Once
identified by computer search, each record will have to be reviewed
and appropriate data extracted. The following ICD codes, as a
minimum, will have to be searched:

Conditions ICD Codes
Fracture of skull 800-804
Fracture of neck and trunk 805-809
Other paralytic syndromes 344
Intracranial Injury, laceration and contusion 851
Intracranial Injury, concussion 850
Intracranial Injury, subarachnoid, subdural and
extradural hemorrhage 852
Intracranial injury, other 853-854

3. Descriptions: Data obtained will include demographic factors
characterized according to time, place, and person. Data will be
analyzed by pre-event occurrence, outcome, costs, and disability.



BUDGET

Personnel: A medical epidemiologist will be required to oversee $22,

and direct the study. Four month full-time effort
required equivalent.

243

A nurse epidemiologist needed for four full-time 13,852
months equivalent.
A computer programmer will be needed for three months, 10,389
full-time equivalent.
A clerk-typist 111 will be needed for two months full- 3,386
time equivalent 49,875
11,603 benefits
2,960 health
$64,438
Travel: Tripsto Ketchikan (1) @ 3 days 692
Fairbanks (2) @ 3 days 984
Bethel (2) @ 3 days 1524
Juneau (4) @ 3 days 2368
Supplies: Computer discs, tapes, paper, data entry, key punching, __ 5,000
forms (printing) $75,006 TOTAL
V. IMPLEMENTATION
Once funded, it will take 3-6 months to find qualified investigators and
to obtain clearances required to obtain medical and financial data. It should

be possible to complete a modest but accurate study in 12-13 months.



ALASKA TREATMENT CENTER ~ MRO3

3710 E. 20th Avenue » Anchorage, AK 99508 « (907) 272-0586

February 21, 1986

Representative Virginia M. Collins
Alaska State Legislature

Pouch V (MS 3100)

Juneau, Alaska 99811

The enclosed resolution was adopted by the Alaska Treatment Center Board
of Directors on February 20, 1986 expressing support for funding through
the Division of Vocational Rehabilitation to rehabilitate Alaskans
suffering from traumatic head injury. Also enclosed is an article from
the Anchorage Daily News reflecting the Center % involvement with Megan
Rust, an Alaskan head injury "success story".

Avis C. Hayden
Executive Director

For: Board of Directors

Frank Reed, SR. - President
Harry Brelsford - Vice President
Meredith Sykes - Secretary
Max Campbell - Treasurer
William Campbell - Member
Christine McAfee - Member
Gary McCarthy - Member
James O Tonnell - Member
Peter Partnow - Member
Lidia Selkregg - Member
William Nugent - Member



ALASKA TREATMENT CENTER

3710 E. 20th Avenue = Anchorage, AK 99508 » (907) 272-0586

WHEIiREAS the Alaska Treatment Center for Crippled Children and Adults, Inc
has continuously served the physically disabled/handicapped people of

the state of Alaska since 1946 by providing quality out-patient
therapeutic and vrehabilitative programs, and,

WHEREAS the Alaska Treatment Center has pri.dently managed 1its program
development grant funds so as to sustain programs on a fee-for-service
basis independent of ongoing state subsidy, and

WHEFEAS the Center seeks to develop a new and much needed program to serve
traumatically head-injured Alaskans through intensive cognitive
retraining and vocational rehabilitation,

BE IT RESOLVED THAT the Board of Directors of the Alaska Treatment Center
requests the members of the 1986 Alaska state legislature to consider
the desigation of $250,000 in the budget of the Division of Vocational
Rehabilitation to provide a means for eight Alaskans to receive
appropriate head-injury rehabilitation services and thereby return to
gainful employment.

Frank M. Reed, President
Alaska Treatment Center
Board of Directors

Corporate Seal

Alaska Treatment Center for
Crippled Children and
Adults, Incorporated
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Former pilot fights back
from serious head injury

ccomplished pil afRust waa struck bygmforkllft on a remote airlrip and has since had to struggle back from acoma In an effort to regain her former abilities.
O a I .
‘ \ | | |

By KIM RICH
Da*ty Ne*s reporter
u* on »hi*nmuny. Hip slender blue and
white Il.ear jets and the larger twin
engine Otters glisten in the hot sun.
miling broadly, Megan Rust walks
among the plnnos
a remote section of the Anchorage
International Airport runway. Rust is at
home

It was on another runway, a little over a
year ago, that Rust"s airborne dreams came
violently crashing to the ground.

It wns a day she can"t remember, but one
she will never forget

On June 9. I")X. as Rust walked away from
a Cessna 41)2 she hid just piloted into the
village of St. Marys, she was struck down by
a forkllIft

The driver never saw her. She saw him too
late to get out of the way.

For three weeks. Rust lay in a coma in an
Anchorage hospital while her parents, Henry
and Alberto, kept a steady, prayerful vigil.

The day Rust opened her eyes, the struggle
began to bring her back to the living world
shp once knew.

At 27. she Is a graduate nf the Florida
aeronautical university - Embry-Riddle.
Prior to her accident. Rust wns a commercial
airline pilot, licensed to fly multi-r.igine
aircraft.

“"Most people assume that after n coma, you
can walk and talk.” Rust says. “That"s just
not true."

Rust*s primary injury was to her brain
stem, which cornects the larger portion of the
brain to the spinal cord.

As a result. Rust"s physical coordination,
balance and strength were badly affected.

She also suffered a cerebral hemorrhage
and a fractured skull in the accident.

At the time, the prognosis for her full*
recovery was a blank check of unknowns. At
one point, a doctor told her mother that Rust
would never talk again. For several months
following her i al coma. Rust lay inncoma
arousal stage - a dream like stale where
fantasy and reality mesh. She could not speak
and barely recognized family and friends

around her.

One of her first tests in therapy consisted of
a doctor holding up pen and asking her if it
was a basketball.

Last November Rust wns transferred to
Craig Hospital In Denver. Colo . where she
underwent months of intensive rehabilitation.

Nowadays, she has speech and physical
therapy a half day each week at the Alaska
Treatment Center

While Rust wns told she was luckv to
survive the r.ccident, it has taken her a great
deal of effort to return to a normal life and
and her previous accomplishments

Rust was once rated as having an 1Q of 115.

Most head injuries are preventable

About 30 people In Alaska suffer from
serious head Injuries each year. sc/s Dr.
Shawn Hadley, medical director of the
Alaska Treatment Center.

Many an preventable.

"Most of them are from auto accidents,"
she said, adding that motorcycle and all-
terrain vehicle mishaps also rank high in
the causes of head injuries.

Hadley said the use of seatbelts and
helmets dramatically lowers the Incidence
of head Injury.

"l don"t think that there Is enough

awareness of the causes of head injuries,”
she said.

While a person®s broken = nbs usually
mend as good os new :he prognosis for the
complete recovery of a head-injured person
Isunknown .

The damage, difficult to measure, can be
permanent. Hadley says.

If after experiencing n loss of conscious,
a person continues to suffer from head—
aches, dizziness or unusual personal behav-

See Paoe J-3. MOST

fne is ardently striving to reach thnt mark
aga A recent 1Q test showed she was
nearing her mark.

"l have always worked hard all of my life.”
she says. "This (therapy) wasn"t difficult
nil. Itwas just a different way towork hard."”

Rust is employed, but because she canned
now fly as a pilot, she works In the mainte—
nance records section of a local airline.

Rust proudly points out thnt she drives her
own car and owns acondominium.

She is petite, cheerful and bright. The
lingering signs of her accident arc a sligh:
hobbling walk and a speech impairment due
to a partial paralysis of her upper lip.

The braces she wears were put on p lor to
her accident.

These days she frequently use-, n wn- *o
describe herself that used to be reserved for
ethers - handicapped.

"A lot of people assume that because J "an"t
talk well. I can® think well - tiIr .s not
true.”

But people with handicaps should not
hesitate to tell people about their limitations
or what they can accomplish, she snys

Flying used to be second nature to Rust.
Now when she thinks about it. she does so
carefully and methodically.

"Things that you used to do that would 40
fre.n point "A"™ to point "B". now have to be
re-routed from point "C"\" she says of her
thoughts.

See Pago J-3 FORMER



Former pilot now struggles with learning how to walk, talk

Continued from Page J-1 |

She used to be a "spend-
aholic." She says she is no
longer as spontaneous, or
compelled.

The study of the head-in-
jured patient is a new frontier
in medicine, says Dr. Shawn
Hadley, medical director with
the Alaska Treatment Center.

Little is known about head-
injured people because it has
only been through recent
medical advances that pa-
tients are now surviving what
used to kill them, sa/s Had-
ley.

Neurologists have some
ideas of what behavior and
intellectual functions are af-
fected depending on what side
of the brain is impacted, she
says.

But in most head injuries,
the damage is diffuse, affect-
ing the entire brain, she says.
Even less is known about how
information is transmitted
from one part of the brain to
other.

Depending on the degree of
injury and how long a patient
is in a coma, the effects range
from a drop in intellectual
capacity, to radical personali-
ty changes, or as in Rust's
case, physical impairments.

Someone who was once
-ild mannered can become
ill-tempered, and vice versa.
And a once-organized person
may find themselves battling
a Constance feeling of person-
al chaos.

Each head-injured patient
requires individualized treat-
ment involving a team of
medical professionals, includ-
ing among others, a neurolo-
gist, therapist *nd a psycholo-
gist, Hadley says.

But, according to Hadley,
an even greater challenge is
treating head-injured patients

6A lot of people
assume that
because | can’t
talk well, | can’t
think well —

that’s not true”™
Megan Rust

who don’t believe they need
help.

She says there are an un-
known number of people in
Alaska who are suffering
from the effects of a minor
head injury and aren't aware
of it.

"I think that there are a lot
of people out there who have
a problem and don't, know
wh”t it is," she says.

lv.e signs are subtle; unex-
plained bouts of headacnes,
dizziness, inatcentiveness,
lack of motivation and con-
centration, and loss of memo-
ry-

Hadley says that people
with minor head injuries will
often attribute the problems
to other sources such as their
marriage or job.

Diagnosis is difficult be-
cause a person can sit and
respond to questioning, giv-
ing the impression that every-
thing is all right.

"These are things that
aren't going to show up for a
long period of time," she
says. "The typical picture of
the head-injured patient is the
person who can’t initiate
things, or get things going.”

Changes in the person are
apparent to family and
friends, but the head-in'ured
person seldom reco/.nizes
their own problem, she says.

Rust knows -her physical

A rtim g a Doty NowfcMiSiod Pom

PhP/sicaI therapist Antonia Fowler watches as Megan Rust walks a
balance beam, one of her regular exercises.

liabilities and what she has to
overcome in order to fly
again.

Her speech will have to be
clear, her physical and mental
reflexes fine-tuned and sharp.

For now, she will have to

make do with a flight simula-
tor.

But she is hopeful and de-
termined to fly again.

"If you have a head inju-
ry,” she says, "Don't lock
yourself away."

Most head injuries can be prevented by using common sense

Continued from Page J-1

ior, Hadley says the person
may be suffering from a brain
injury.

A neurological assessment
can help measure what brain
functions have been affected.

Hadley plans to establish a
local chapter of the National

Head Injury Foundation to
increase public awareness
about head injuries.

The NHIF was established
to lend support to the head
injured and their families and
to help them find proper
treatment to return those
with injuries to their maxi-
mum functioning potential.

According to a newsletter
written by the NHIF, 100,000
people die annually as a re-
sult of head injuries. More
than 700,000 have injuries se-
vere enough to require hospi-
talization.

Out of this group, up to
90,000 people a year are left
with intellectual or behaviori-

al problems that prevent their
return to a normal life.

The tragic news, Hadley
says, is that two thirds of
them are below the age of 30.

To avoid the chances of
suffering a seri< us head inju-
ry, Hadley says, “Be atten-
tive to what you're doing."
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DEIPT. OF HEALTH AND SOCIAL SERVICES POUCH H-06C

JUNEAU. ALASKA 95811

DIVISIONOF PUBLICHEALTH
EMERGENCYMEDICAL SERVICESSECTION 465-3027

January 33, 1986

Representative Virginia Collins
Alaska State Legislature

P.0O. Box V

Juneau, Alaska 99811

Dear Representative Collins:

In response to your inquiry about the number of spinal cord/head injuries

in Alaska, we have had to gather information from several different sources.
The two sources which give information about head injuries and spinal cord
injuries are limited to those patients who were transported by air to hospitals
in 1981 (see Alaska Medevacs, attached) and those fatalities associated with
all-terrain vehicle fatalities in Alaska, 1983-1984 (see MMWR - Morbidity

and Mortality Weekly Report, attached). Since there are no statewide
statistics for a recent year specifically about spinal cord/head injuries,

we have attach jd pages from different sources which give figures about in-
juries to the head, neck and back.

The following materials are attached to provide information about spinal
cord/head injuries in Alaska:

Occupational Injury and Illness Information, Alaska 1982, Alaska
Department of Labor

1983 Annual Hospital Survey, Alaska Department of Health and Social
Services, Division of Planning

Alaska Medevacs; Descriptive Study, ldentification of Problems,
and Possible Solutions, 1983, South Central Health Planning
and Development

State of Alaska Ambulance Services Survey, 1984, EMS Section, Dept,
of Health and Social Services, Head/Spinal Injuries Reported by
Ambulance Services, calendar year 1984

MMWR - Morbidity and Mortality Weekly Report, April 19, 1985, Vol.

34, No. 15, "Injuries Associated with Three-Wheel All-Terrain Vehicles -
Alaska"

. 06-F46LH



Representative Collins -2- January 30, 1986

The lack of information on spinal cord/head injuries underscores the need for
a statewide injury surveillance system, as Dr. John Midaaugh, DHSS Office of
Epidemiology, has pointed out in his recent study of all-terrain vehicles.
With the surveillance system in place, statistics would be readily available.
Please let me know if we can be of further assistance.

Sincerely,
1
Coordinator
Enclosures (5)
MSJ/mw

cc: Elizabeth Ward, M.N., Director
Division of Public Health

John Middaugh, M.D.
State Epidemiologist



Occupational Injury and lliness Information
Alaska 1982

State of Alaska, Bill Sheffield, Governor
Department of Labor, Jim Robison, Commissioner

W(%kers Compensation Division, Ja quelm McCISntock Director

inis rat|ve Servmes D|V|3|on u KnP Director
Research 8/3|s ?cnon ? Cafdwell, Chiet
Researc Superws r, Sally Saddler

In cooperation with the Bureau of Labor Statistics, U.S. Department of Labor
August 1984

Prepared by:
James R"Wilson, Labor Economist
Jeff Hadland, Labor Economist
Ingnd Zaruba, Stat|st|ca| Clerk



o Figure 2-8
Work Injuries and |IIne5£?sk?y Part of Body Affected
a

1982
Back 1248
Trunk (exc back) 107
leg 1 58
Miltiple Parts M 93
Fingers J85
Upper Extrem (exc fing, hand) 185
Lower Extrem (exc leg, ankle) 164

Ankle «)1  J5.3

Hands 45
Eyes 39
Head (exc eyes) @ 138
TOTAL
Body Systems 02.4
WOMEN
Neck 18
Non- classifiable
-+
10 15 20 25
PERCENT

45



SUb
Code

200
210
220
230
25U
260

270
271
273
274
276

290
291
295

300
310
320
330

400

buu

b3U
bfu

"1 560
562

570
571
572
580

900
950
991
995
999

NOTE:

NUTE:

Tabls 2-1

Work Injuries and illnesses

By Nature of Injury or Illness

Alaska 1982

Number of
Nature of Injury or Illness Cases Percent
Total 1012b 1Uu.U
Amputation or Enucleation <4 4
Asphyzla, Strangulation, Drowning
Suffocation 11 1
Burn (Heat) 203 2.0
Burn (Chemical) 60 .6
Concussion 58 .5
Infective or Parasitic Oesese 15 1
Infective or Parasitic Disease, UNS 1 .0
Conjunctivitis and Ophthalmia 10
Tuberculosis 1
Other Infective or Parasitic Olsease 3
Contusion, Crushing, 8rulse 1459 14.4
Cut, laceration, Puncture 938 9.3
Dermatitis 42 4
Dermatitis, UNS 12 .1
Contact Dermatitis 10 1
Allergenic Dermatitis. 10 1
Primary Infections of the Skin 8 1
Skin Conditions 1 .0
Skin Condition, npt Specified 1 .0
Dislocation 110 1.i
Electric Shock, Electrocution 5 .0
Fracture 755 7.5
Effects of Exposure to Low Terp 35 .3
Hearing Loss, or Impairment 13 1
Hernia, Rupture 164 1.6
Inflammation or IrrilLv! lon of Joints,
Tendons, or Muscles 166 1.6
Poisoning, Systemic 75 7
Poisoning, Systemic, ONS 7 .1
Due to Toxic Materials 48 .5
Upper Respiratory Conditions 3 .0
Influenza, Pneumonia, Etc. 14 21
Other Diseases of the Gastrointestinal Tract 3 .0
Radiation Effects 35 .3
Radiation Effects Uns. 1 .0
Non-lonizing Radiation 4 .0
Welders Flash 30 ..3
Scratche*, Abrasions 290 2.9
Sprains, Strains 4677 *G.i
Hemorrhoids 6 .
Hepatitis (Serum and Infective) 17 .2
Multiple Injuries 655 6.5
Effects of Change In Atmospheric Pressure 6 .1
Cerebrovascular and Other Conditions of 5 .0
the Circulatory System
Eye, Other Olseases of the Eye 4 1
Mental Disorders 13 1
Nervous System, Conditions of 7 1
Nervous System, Conditions of, Uns. 5 .0
Olseases of the Nerves and Peripheral Ganglia 2 .0
Respiratory System, Conditions of 10 1
Respiratory System, Conditions of, UNS 4 .0
Upper Respiratory 3 .0
Influenza, Pneumonia, Bronchitis, Asthsma 19 .2
Symptoms and 111-Defined Conditions 45 4
No Injury or Illness 2 .0
Damage to Prosthetic Devices 10 1
Heart Conditions (Includes Heart Attack) 41 4
Other Injury, Nec 12 1
Non lassifiable 116 1.1
Uns * Unspecified. Information not available to classify at a more

detailed level.
Nec * Not. elsewhere classified.

Data Includes only those reported cases which occurred during 1982

Involving death or one or more lost workdays beyond the day of

bUUKCE: Alaska SOS Table 1U1.

55

injury.



Table 2-2
Work Injuries and Illnesses
by Part of Body Affected
Alaska 1982

sus Number of
Code Part of Body Affected Cases Percent
Total 1U125 100.0
Head 782 7.7
10U Head, Uns 68 .7
110 - Bratn 57 .6
Ear(s) 32 .3
12U Ear(s), Uhs. i .0
121 Ear(s), External % 1
124 Ear(s), Internal 24 .2
130 Eye(s) 397 3.9
Face ISA 1.5
140 Face, Uns 14 1
141 Jaw 7 1
144 Mouth 52 .5
146 Nose 17 2
143 Face, Multiple Parts 13 .2
149 Face, Hec 41 -4
150 Scalp 16 .2
160 Skull 7 1
198 Head, Multiple 37 .4
159 Head, Nec 12 1
200 Htck 186 1.8
Upper Extremities 2176 21.5
300 Upper Extremities, Uns 1 U
Arm(s) 401 4.0
31U Arm(s), Uns 100 1.0
311 Upper Arm 24 .2
313 Elbow 154 1.5
315 corearm 112 1.1
318 Arm, Multiple 1n 1
320 Wrist 298 2.9
330 Hand 451 4.5
340 Finger 860 8.5
398 Upper Extremities, Multiple 165 1.6
Trunk 3590 35.5
400 Trunk, Uns 2 .0
410 Abdomen 310 3.1
420 Back 2514 24.8
430 Chest 203 2.0
440 Hips 102 1.0
450 Shoulder(s) 323 3.2
498 Trunk, Multiple 134 1.3
499 Trunk, Nec 2 .0
Lower Extremities 2172 21.5
500 Lower Extremities, Uns 2 .0
Leg(s) 996 9.8
51U Leg(s), Uns 82 .8
511 Thigh 74 7
513 Knee 685 6.8
515 lower Leg 138 1.4
518 Leg, Multiple 16 .2
519 Leg, Nec 1 .0
520 Ankle 536 5.3
530 Foot 399 3.9
540 Toe(s) 147 1.5
598 Lower Extremities, Multiple 92 .9
599 Lower Extremities, Nec 2 .0
700 Multiple Parts 938 9.3
Body System 242 2.4
800 Body System, Uns * 45 4
801 Circulatory Systenm 44 4
810 Digestive System 27 .3
820 Excretory System 3 .0
840 Nervous System 24 2
850 Respiratory Systenm 99 1.0
999 Nonclasslflable 39 4
Note: Uns * Unspecified. Information not available to classify at a more

detailed level.
Nec < Not elsewhere classified
Note: Data Includes only those reported cases which occurred during 1982
Involving death, or one or more lost workdays beyond the day of Injury.
Source: Alaska SUS Table 102
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Nature of Injury or Illness
TOTAL

Amputation or Enucleation
Asphyxia, Strangulation, Etc.
Burn (Heat)

Burn (Chemical)

Concussion

Infective or Parasitic Olseases
Contusion, Crushing, Bruise
Cut, Laceration, Puncture
Dermatitis

Dislocation

Electric Shock, Electrocution
Fracture

Effects of Exposure to Low Temp
Hearing Loss, or Impairment
Hernia, Rupture

Inflanmatlon of Joints, Etc.
Poisoning, Systemic

Radiation Effects

Scratches, Abrasions

Sprains, Strains

Hemorrhoids
Hepatitis
Hultlple Injuries

Effects of Changes In Atmospheric Prs.

Cerebrovascular and Other Cond. of
the Circulatory Syrtern
Complications Pecu). = to
Medical Care
Eye, Other Olseases of the Eye
Mental Oisorders
Nervous System, Conditions of
Respiratory System, Conditions of

Symptoms and 111-Defined Conditions
No Injury or Illness
Oamage to Prosthetic Dev res

Heart Conditions (Inc. Hurt Attack)
Other Injury, Nec

Nonclassifiable

NOTE: Uns e Unspecified.

workdays beyond the day of Injury.

Source: Alaska S0S Table

Nature of

TOTAL*®

10125

44
1
203
60
55
15
1459
938
42
110

TABLE 2-11

TRUNK- LOWER

MULTI —
PLE NON

EXCEPT EXTREM- BOOY BOOY BOOY, CLAS

Work Injuries and Illnesses
Injury or Illness By Part of Body Affected
Alaska 1982
UPPER
HEAD, EXTREM.
NECK, IT1ES,
EXCLUD — EXCLUD —
ING ING
EYES EYES FINGERS FINGERS BACK BACK ITIES
397 571 860 1316 2514 1076 2172
m 4 2 1
8 13 3 97 1 38
36 2 12 2 5
55 <
1 1 - 1
11 94 153 331 82 189 524
15 71 411 245 14 176
4 3 14 4
2 4 35 51 15
61 137 162 25 95 265
3 1 4 - 9
13 © -
164
1 1 122 16 25
35 - ® -
268 2 2 8 © 7
2 175 45 258 2356 489 1021
6
5 38 44 39 1 31 52
6 - - - -
1 - - - -
4 - _ _
4 5 4 1
1 5 - 1
- - — 1
1 ® 3 6
1 19 4 17 2 1 20

Information not available to classify at a more detailed
Nec < Not elsewhere classified.
NOTE: Data inckdes only those reported cases which occurred during 1982 Involving

511.

75

PARTS SYSTEM NEC FIAB

938 242 - 39
11*
40
2
2
74 1
3 3
17
2 -
5
10
6 1 1
75
3
329 2
17 -
434 1
3
1 1
13 m
7 -
43 -
31
2
3
41
2 m
18 - 24
level.

death, or one or more lost



1983 ANNUAL HOSPITAL SURVEY

ALASKA ACUTE AND LONG-TERM HEALTH CARE FACILITIES

STATE OF ALASKA
DEPARTMENT OF HEALTH AND SOCIAL SERVICES
DIVISION OF PLANNING, POLICY AND PROGRAM EVALUATION

SECTION OF HEALTH PLANNING

July 1983

AK/DHSS/PPPE-83/23



TABLE 15.

1903 ANNUAL HOSPITAL SURVEY
ACUTE CARE FACILITIES
DISCHARGES BY ICD-9 DIAGNOSTIC GROUP
RATE PER 10000 POPULATION (ADJUSTEO)
HSA AND STATEWIDE

I1CD-9 MAJOR 1CD-9 RATE PER 10000 RATE PER 10000 RATE PER 10000 RATE PER 10000
CATEGORIES DETAIL POPULATION POPULATION POPULATION POPULATION
SE HSA SC HSA N HSA STATEWIDE
TOTAL 19.67 26.50 22.65 29.76
MUSCULOSKELETAL
MUSCULOSKEL-CONNECT . 97.09 92.59 80.29 83.59
TOTAL 97.09 92.59 80.29 83.59

CONGENITAL Ar, "_LIES

CONGENITAL ANOMALIES 7.70 15.83 13.26 19.19
TOTAL 7.70 15.83 13.26 19.19
PERINATAL MORBIDITY
PERINATAL MORBIDITY 8.39 22.36 8.09 17.33
TOTAL 8.39 L2.36 8.09 17.33
SYMPTOMSi ILL-DEFINED
SYMPTOMS41LL-DEFINED 67.78 79.78 91.52 80.60
TOTAL 67.78 79.78 91.52 80.60
EXTERNAL CAUSES
FRACTURES 57.30 59.77 £9.80 58.33
DISLOCATIONS 9.92 8.90 18.61 10.91
SPRAINS-STRAINS 12.19 16.91 17.35 16.39
INTRACRANIAL INJURY 9.19 10.01 8.18 9.51
* INTERNAL INJURY 2.3 9.89 9.09 9.36
X OPEN WOUNDS Of. Nenyj) NECK, 7EtWuc 20.1C 23.05 27.69 23.62
BURNS 9.28 6.75 6.35 6. 32
POISONING 15.18 10.93 13.11 11.67
TOXIC EFFECTS 2.99 2.65 3.38 .
COMPLIC.OF MEOICAL C 4.28 11.55 19.29 11.10
OTHER INJURIES s.30 25.10 29.26 25.0V
TOTAL 15 >.08 175.02 117.02 179.60

NOTE:  EXPLANATORY NOTES TO ALL TABLES FOLLOW TABLE OH.
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X INTRACRANTAL INJURY o ottt e e e e e e e e 850-854

INTERNAL INJURY OF CHEST,ABDOMENAND PELVIS............ 860-869
iISsOPEN WOUND OF HEAD, NECK AND TRUCK .. iiii i 870-879
U 940-949
POISONING BY DRUGS, MEDICAMENTS AND BIOLOGICAL
SUBSTANCES <ttt e e e e i e e e ce e 960-979
TOXIC EFFECT OF SUBSTANCES CHIEFLY NON-MEDICAL AS
TO SOURCE « i e e e e e e e e e e e e e e e 980-989
COMPLICATIONS OF SURGICAL AND MEDICAL CARE NOT
ELSEWHERE CLASSIFIED .. .. ocooiiiiiaaaaa L 996-999
OTHER INJURIES AND OTHER UNSPECIFIED EFFECTS OF
EXTERNAL CAUSES .o e iae e iaeaeaa s 880-93;
950-959,
990-995

m ALCOHOL ABUSE includes Alcoholic psychoses, Alcohol
dependence syndrome, and non-dependent abuse of alcohol.

2
DRUG ABUSE 1includes Drug psychoses, drug dependence, and
non-dependent abuse of drugs.

Source: Manual of the International Statistical Classification
of Diseases, Injuries, and Causes of Death, Volume 1,
World Health Organization, Geneva, 1977.

255



ALASKAN MEDEVACS

DESCRIPTIVE STUDY,

IDENTIFICATION OF PROBLEMS,
AND POSSIBLE SOLUTIONS

Prepared by

South Central Health Planning and Development, Inc.
1135 West Eighth Avenue, Suite 1
Anchorage, Alaska 99501

(907) 278-3631

Alaila-ble Stern  Ifie
Scchen  asts
S-30a7

May 1983



Year

The study year 1981 was selected for two reason”: (1) the contract
period was scheduled to begin December 1, 1982 and most services

and facilities could not have complete 1982 information; and (2) to
effectively utilize the 1977 and 1979 Southern Region studies, the
2-year interval could provide better information for projections.

In a number of instances (e.g., U.S. Coast Guard) 1981 data were not
available or easily retrievable, and therefore 1982 statistics were
collected. These cases are noted.

Definitions

The diagnoses (or suspected diagnoses 1in some cases) were categorized
into the following:

Cardiac: includes alj_cardiac patients.

High Risk Infants: includes any emergency patient under
1 year of age,

High Risk Mothers: includes problem pregnancies, suspected
problems with labor, and emergencies resulting from
problem births.

Thermal: includes burn, frostbite, and hypothermia.

Head Injuries: includes all head injuries resulting from
motor vehicle accidents, falls, other trauma.

Behavioral: includes suicide attempts, alcohol or drug
related violent actions, depression, psychotic behavior.

Trauma: includes fractures, stabbings, amputations, gunshot
wounds, multiple trauma. (Does not include head injuries
or spinal cord injuries.)

Spinal Cord Injuries: includes back fractures, heel fractures,
or back trauma. (Does not include back strain.)

Poison: includes intake of toxic substances.

Medical: includes such things as appendicitis, emphysema,
ga"stro-intestinal bleeding, etc.

In addition to coding the type of illness/injury, the following variables
were also retrieved and coded when available or applicable:

run number

date

age

sex

race

origin of incidence

transporting air service

escorts

insurance coverage

receiving hospital

"Severity" was also retrieved, but not used for analytical purposes.
Because most patients were stabilized before transport, few '"code
reds" from the airfields were noted.

The definition of medevac also varied from location to location. The
definition used for this study is "Any injury or illness requiring
immediate air transport to more definitive care. These conditions had
to be life-threatening, limb-threatening, a potential loss to sensory
organs, and/or special or unusual circumstance”. Because of the range
of service capabilities within Alaska, determination of what constituted
a medevac was made at the local level.
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Table 1V-2B

Patients Transported by Air into Anchorage
by EMS Region of Origin and by
Clinical Problem Category

1981
Southern South— North Other/

Dx Category Region east Interior NANA Slone Unknown Total
High Rink Infants 54 6 1 4 1 66
High Risk Mothers 41 6 5 7 3 1 63
Cardiac 57 3 2 3 14 3 82
Poiu ings 4 1 1 6
Trauma 155 6 21 14 24 17 237
Head Injuries 50 4 3 8 6 7
Spinal Cord Injuries 41 3 4 1 11 7 S/
Thermal 1 2 2 3 6 24
Behavioral 10 1 4 3 18
General Medical 153 10 9 13 24 19 228
Unknown 3 3 6

TOTAL 579 36 48 42 99 64 868

Source: Anchorage Paramedic Run Reports

Table 1V-2B shows the clinical category of medevac patients transported
into Anchorage from each of the EMS regions. Trauma and general medical
are major categories for all five regions. Southern and North Slope
experienced a high proportion of cardiac patients. Seve..ty-four percent
of all high risk infants and mothers originated within the Southern
Region.
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As Table 1V-3 indicates, of the three referral hospitals in Anchorage,
Providence Hospital received over 50" of the incoming oatients. The
number of emergency transports into Alaska Native Medical Center
remained the same from 1979 to 1981. Humana Hospital Alaska“s
admissions Increased from 72 in 1979 (then known as Alaska Hospital

and Medical Center) to 106 in 1981, nearing its 1977 admissions.

The most significant change in patient category is the continued
increase in the transport of high risk infants to Providence Hospital.
In 1981, the number increased to 42 over 27 in 1979. Other increases
for Providence were in cardiac and head injuries. Decreases were noted
in suspected spinal cord injuries and general medical. Other categories
remained at about the same level.

TABLE 1V-3

A COMPARISON OF AIR TRANSFERS OF PATIENTS
INTO ANCHORAGE BY CIVILIAN HOSPITAL AND BY PATIENT CATEGORY FOR 1977, 1979, 1981

PATIENT CATEGORY Humana Providence ANMC

77 79 81 77 79 81 77 79 < 81
Cardiac 23 5 9 57 38 49 18 16 23
High Risk Infants 5 2 2 20 27 42 12 26 23
High Risk Mothers 1 1 9 10 27 26 13 33 25
Thermal 2 1 2 9 15 16 2 9 5
Poison 0 0 0 0 4 4 0 5 3
Head Injuries 10 n 7 3235 4C 7. 16. _3.9
Spinal Cord Injuries 16 3 7 24 47 37 8 5 18
Behavioral 2 1 13 6 9 2 1 4
Trauma 46 26 38 173 99 102 74 97
General Medical 23 17 31 61 122 111 54 123 96
Unknown 0 1 2
SUBTOTAL 128 106 399 420 443 197 318 315

72

TOTAL 128 72 106 399 420 503* 197 318 315
Source: 1977 Air Transfers into Anchorage Hospital by Location, Date and

Patient Types
1979 study for SREMSC
Anchorage Paramedic Run Reports, 1981

*An additional estimated 60 patients/year are taken directly to Providence
through their heliport.
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Type of Transport

Most of the patients arrived in Anchorage via commercial airlines
(Wien and Alaska Airlines primarily) and air taxi services. Approx—
imately twenty percent arrived via air ambulance*, about ten percent
arrived via military, coast guard, public safety, or other (including
unidentified). It is believed that the percentage of arrivals via air
ambulance is now higher as one service was starting up in 1981, the
year, for which data were collected.

Fairbanks Memorial Hospital

Using the same approach and definitions as described earlier in this
chapter, research staff reviewed the 1981 Chena Goldstream Volunteer

Fire Department EMS records. Interior Region EMS Council had already
arranged the records involving medevacs by month. December information
was not available, so the average from the other 11 months was used

to estimate December statistics. Using this method, Fairbanks Memorial
Hospital received approximately 145 medevac patients during 19C1.

(Please note, however, that the "Chena-Goldstream Volunteer Fire Department
Progress Report on the Advanced Life Support Demonstration Project, April
1982" reported that 159 medevacs were received by Fairbanks Memorial
Hospital in 1981. This discrepancy can most likely be attributed to

a minor variation in methodology and/or an actual higher number of
December transports than what was projected.)

As illustrated by Table 1V-5, 35% of the medevacs into Fairbanks Memorial
were general medical, while 34% were trauma cases. Nine percent of all
medevacs involved head injuries. Other categories proved inconclusive
because of the small numbers, but it is interesting to note that although
10 high risk mothers were transported, only 1 high risk infant v/as
transported into Fairbanks Memorial Hospital. Other record sources show
that the high risk infants were transported via the high risk infant
transport team directly to Providence Hospital in Anchorage.

As with other emergency admissions, the number received at Fairbanks
Memorial peaked during the summer months, although March showed an
unusually high number of general medical cases.

Although severity indicators were noted (e.g., A/0, stable, etc.)

most patients were stabilized prior to transport. Only eight records
indicated a code red into Fairbanks Memorial.

information from air ambulance services.
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Table 1V-5

NUMBER OF EMERGENCY AIR TRANSPORTS

INTO FAIRBANKS MEMORIAL HOSPITAL VIA

CHENA-GOLDSTREAM VOLUNTEER FIRE DEPT.
BY MONTH & PATIENT CATEGORY
JANUARY 1 - NOVEMBER 30, 1981

month

Patient Categor7~-~_ J F M A M J J A 1s 0 N SUBTOTAL

High Risk Infant 1 1
High rtisk Mother 2 1 4 1 2 10
Burns 1 [
Trauma 1 1 5 5 5 5 8 1 4 5 5 45
head Injuries 1 1 3 2 4 1 12
Spinal Cord lInjuries 3 3 2 8
Poison 1 1 2
Behavioral 0
Cardiac 1 1 2 2 6
General Medical 5 6 8 3 5 5 6 3 2 2 2 47
Unknown 1 1
SUBTOTAL 7 9 17 1 15 16 14 12 10 10 7 133
TOTAL (Est. for December : 12)1 145

Source: Chena Goldstream Volunteer Fire Department EMS Records, 1981

Thirty-eight percent of the medevac patients wrve women and sixt.; -two
percent were men. Only 12 cases involved chilo/en under the ageof 14.

Seattle Hospitals

Most of the Alaskan medevac patients received by Seattle nosDitals
originate in Southeast Alaska and the Aleutian Chain (primarily
Dutch Harbor). In addition, the Seattle facilities are most often
the referral centers for the Anchorage and Fairbanks hospitals.

As illustrated by Table 1V-6 most of the medevacs originating in
Southeast are sent to Seattle facilities (Anchorage received 35
patients from Southeast). This is due primarily to established
patient flow patterns and more recently because of Airlift Northwest
serv"ng Southeast communities. Data from the Aleutian Chain are
incomplete, but during a one year period 45 patients were transferred
to Seattle facilities from the Iliuliuk Clinic in Unalaska. Other
major communities in the Aleutian Chain (inc luding Adak*) transfer
primarily to Anchorage faci ities.

¢Confirmed by conversation with Col. Lester Parker, Administrator,
Elmendorf Hospital
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Table 1V-6
PATIENT EMERGENCY AIR TRANSPORTS TO SEATTLE HOSPITALS
BY PATIENT ORIGIN (EXCLUDING ANCHORAGE AND FAIRBANKS)
AND PATIENT TYPE FOR A 1 YEAR PERIOD

Unalaska/
S.E. Alaska Dutch Harbor
Feb.l, 1982- Oct.l, 1980-
Feb.28, 1983 Seot.30, 1981
High Risk Infant 7 0
High Risk Mother 2 1
Trauma 15 12
Head Injury 3- _J-
Spinal Cord Injury 0 2
Thermal 3 0
Poisoning 0 0
Behavioral 0 3
Cardiac 14 0
General Medical 27 26
| TOTAL ... . 77 45

Sources: Airlift Northwest, Medevac Reports
Iliuliuk Clinic, Unalaska, Medical Evacuation Log

In 1981 at least 16 patients were air transferred to Seattle facilities
f.,om Anchorage and Fairbanks hospitals. These patients were transferred
for specialized or extended care or by patient request. An additional
14 pz.tients were transferred to other major referral centers as listed
in Taole 1V-7. Most referrals were in the categories of general medical
and spinal cord injuries.
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Hospital

ANMC

Humana

Providence

Fairbanks
Memorial

Table

V-7

PATIENT AIR TRANSPORTS FROM FAIRBANKS

AND ANCHORAGE HOSPITALS TO MORE DEFINITIVE CARE
BY PATIENT TYPE AND LOCATION OF RECEIVING FACILITY
JANUARY 1,

Patient Type

High Risk Infant
Spinal Cord Injury
High Risk Infant
Spinal Cord Injury
Medical

High Risk Infant
Spinal Cord Injury
Medical

Trauma

Cardiac

High Risk Infant
Spinal Cord Injury
Medical

Trauma

Cardiac

High Risk Mother

Head Injury

Sub Totals By Receiving Location

* December

Source:

Run Reports,
Run Reports,

1981

- DECEMBER 30,

Seattle

[N

16

Portland

__‘Recelvmg Location

Information not available for Fairbanks

Anchorage EMS
Chena-Goldstream
Vol. Ambulance Svc.

62

1981*

Texas

1

f:.:

Coast

E.

Colorado

Outside

Unknown

12

TOTAL

Anchorage

Sub
Total

42



Table 1V-8

AIR TRANSFERS FROM ANCHORAGE HOSPITALS
BY PATIENT TYPE FOR 1977, 1979 AND 1981

Category /ear

1977 1979 1981

Cardiac 22 3 1
High Risk Infant 10 6 4
High Risk Mother N/A N/A 0
Thermal 3 2 0
Head Injury 2 4 0
Spinal Cord Injury 6 5 7
Poi soni ng 0 0 0
Trauma 16 0 3
Medical 37 22 7
Total 96 42 22

The numbers of "outside"™ transfers has dramatically decreased as
illustrated by Table 1V-8. As Anchorage facilities increase their
capabilities in critical and specialized care, fewer transfers result.
Overall the transfers decreased by 48%. The only area showing no
decrease in transfers is spinal cord injuries.

Summary
A summary of emergency medical transports into the tertiary or major
referral centers of Anchorage, Fairbanks, and Seattle is shown in the
table below.
Table 1V-9
ESTIMATED NUMBER OF

EMERGENCY MEDICAL TRANSPORTS FROM ALASKAN COMMUNITIES
INTO MAJOR REFERRAL CENTERS

1981
Receiving Community Number of Patients
Transported In
Anchorage 928
Fairbanks 145
Seattle 138
TOTAL 1,211
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C. Emergency Air Transports To and From
Subregional Alaskan Hospitals and Clinics

Information on transfers into and from subarea Alaskan hospitals

is seriously lacking. This section provides a brief analysis on
the available data, but more detail is available in the regional
reports. Primary data sources include service unit travel records,
ambulance reports, clinic records and hospital survey data.

Transports into Subregional Alaskan Facilities

As shown by Table 1V-10, fewer than half of the regional hospitals were
able to provide statistics on transports Into their facility. Of the
ones able to provide data, many were not able to specify patient category.
For those receiving facilities/communities reporting by patient category,
the largest number of specified transports were in the trauma category
(35*). Most of the patients in the "all other™ category had a range of
medical problems. Other categories that were represented by over 0 of
the transports were high risk mothers and cardiac.

The available data were analyzed to determine whether any patterns emerged
that would enable the researchers to estimate subregional transfers for
those communities not supplying data. Different methods were reviewed

such as 1incoming transfers/population ratios, incoming/outgoing transfer
ratios. The methods were examined for use in groupings of similar hospitals.

Each method had substant..*" rawbacks. The major problem with each was that
there was a great varia. p. in the ratios, even within groupings of
communities/facilities with similar characteristics. Any resulting
estimates would be general. The reasons that there is such a variation
could include:

evarying policies across and within communities as tu

when patients should be transported;

ecavailability of local transport;

evariation in reporting practices (such as reporting those

air transports that were emergencies, versus reporting all

patients transported by air);

ecavailability of payment for transport;

eavailability of"alcernate means of transport (road system, etc.);

ecapability of clinic in referring community to treat patient.
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Table 1V-10

AIR. TRANSFERS INTO REGIONAL HOSPITAL CENTERS
AND TWO SUB-REGIONAL CENTERS BY CLINICAL CATEGORY

1981
v -
o
—-— (]
) [0+] o~
LOCATION 2 £ & b
=] o o = ¥
S o 2 S e = & °
X =) - 03-’ > '; -_ 5 T @ ;‘cu
CRITICAL CARE =S § <% 2 S 2 L% 8¢ = 3
CATEGORY \ s2 . ¥E N S 5T 8% BT E 5. =
L O - - O O © O L S5 S5 oo © O c
x O = w O 4 [an] wm > X OO LL = 0O )
Behavioral Health 3 n 2
Spinal Cord Injury 1 2 1 1
High Risk Infant 1 4 1 2 5
Cardiac 9 6 6 14 12
Burns/Thermal 3 5 1 1
High Risk Mother 1 7 13 43
Head Injury 1 9 1 1 14 1
Poisoning 1 12
All Other Trauma x 27 34 9 181 2 8 4
All Other 15 28 67 85 128 1 7 1
Est.
Total 63 51 16 87 128 123 419 53 3 15 6

N<te Information not available from: Petersburg, Wrangell, Bartlett, Kodiak
Island, Adak Naval, Bristol Bay.
No response from: Barrow PHS, Norton Sound, Seward General, USCG Kodiak,
Valdez Community, Valley Hospital, Cordova Community. ~

Source: [Individual hospital reports
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Despite the major drawbacks in the available data, a ball-park estimate

for number of air transfers into regional centers was arrived at for

purposes of this report. In order to arrive at an overall total,

estimates were derived by facility based on a review of data from similar
facilities/communities. The estimates were tallied to give a ball-park

figure for the civilian facilities in the state. The estimate is conservative.

Estimated Air Transfer Into Civilian Regional
Alaskan Hospital Centers, 1981
Patients Transported by Air 1,409

Transports Out of Subregional Facilities

Fifteen of twenty-one facilities, and two subregional centers, were able
to provide data on emergency air transports from the~r facilities.

Table 1V-11 portrays the data available by facility. The majority of

the transports were trauma patients. Another large number were patients
with a variety of general medical problems, showing up in the "all other"”
category. Other categories representing over 5% of the transports
included high risk mother, cardiac and head injury. Similar estimating
procedures were employed as described above to supplement the information
in Table I1V-11. Estimates for jtgoing air transports the 5 civilian
facilities not supplying data 0. shown below:

Barrow 63
Norton Sound 97
Seward 7
Cordova 10

Valley 0



Table 1V-11

AIR TRANSFERS OUT OF REGIONAL HOSPITAL CENTERS
AND TWO SUB-REGIONAL CENTERS BY CLINICAL CARE CATEGORY

1981
<5} wn
LOCATION o T
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CLINICAL - E8 2845 4 o8 9 c2 95 &%
CARE \ Eé o2 228 E . =2 8, BT ZE £3
CATEGORY W\ a2 28 2838 £ =8 i §& S8 22
Behavioral Health 2 4 1 2
Spinal Cord Injury 1 1 1 2
High Risk Infani 3 1 1 5 7 8
Cardiac 8 6 1 3 1 8
Burns/Thermal 1 1 1 2
High Risk Mother 1 4 3 5 10 1 15
Head Injury 1 1 4 1 3 7 9
Poisoning 1 1
AIl Other Trauma 25 17 8 12 21 23 1 50
All Other 58 19 9 16 50** 31 3 53
Total 108 98 43 32 25 35 89 90 7 150

* fata for FY 1982

** 14 DOA
Fokx Number of transports verified by Elmendorf

Note No Response from: Seward General, USCG, Kodiak; Valley Hospital;
Norton Sound.

Source: Individual facility reports
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96 36 33 324

Cordova Community;

25
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Sub-Reg.
B2)*
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25
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A total estimate for air transports from subarea facilities including
the 324 air transports from Adak (excluding the McGrath and Unalaska
air transfers) are shown dklc”.

Estimated Air Transfers Out of Regional
Alaskan Kosoitals, 1981
Patients TransDorted 1,413

This estimate 1is approximately 200 higher than the information shown
in the previous section on emergency medical transports into Anchorage,
Fairbanks, and Seattle. There are at least two reasons for the
discrepancy:

1) Not all transports reported as emergencies by subarea
facilities may be perceived as emergencies by the receiving
center. Alaska Native Me ical Center sends a van to pick up
non-emergency transfers; Close transports would not show up
in the paramedic reports. Friends or relatives may sometimes
provide transport from airport to referral center.

2) Transports out of a subregional center can be to another sub—
regional center.

Patients also are transported by air directly from communities without
hospitals. Data for two such communities, McGrath and Unalaska, were
collected to serve as prototypes and are shown in Table 1V-11. Coi.iunities
which have regular air connections with Anchorage or Fairbanks often refer
patients directly to those large referral centers rather than transporting
patients first to any subarea hospital that might serve the area.

McGrath transported 25 patients by air to Anchorage or Fairbnks during
fiscal year 1982. Statistics collected from 1979 to 1982 indicate that
nearly 85* of the patients are transported to Anchorage, the rest to
Fairbanks. Fifteen patients were transported into McGrath by air,
primarily from the su-rounding communities of Nikolai, Takotna, Telida,
and Lime Village.

Data were received for Unalaska from the Iliuliuk Family and Health Service
for the September 1980 to November 1981 period. Statistics analyzed for
the November, 1980 through October, 1981 show 153 air transports from
Unalaska.

Twenty-one patients were transported to Seattle, all the rest were
transported to Anchorage. Over one-third of the patients transported
were trauma patients. Another large group had medical problems.
Unalaska has a medevac rate that is very high in proportion to their
population due to the large number of injured crew members brought
into port for evacuation.

Summary

This section on transports into and out of subregional centers is limited
because of the incompleteness of the data. Many hospitals don"t keep the
information on a regular basis. In addition, patients transported by
commercial air carriers may or may not be met at the receiving airport

by transport services run by the subregional facilities. Patients are

then sometimes counted as residing in the subregional center who were
nevertheless transported in from another area. Nevertheless, it appears

that approximately the same number of emergency air transfers are transported
into subregional Alaskan facilities (1400) as are transported out of them to
the tertiary referral centers of Anchorage, Fairbanks, and Seattle (1200-1400).

58



Three air ambulance services currently operate
Alaska Medivac Systems,
the three were reviewed for a one-year period.

Northwest,

D.

Jet Alaska.

in
R

transports are presented by diagnostic category,

receiving facility,

at the end of this section.

Airlift Northwest

Airlift Northwest operates almost exclusively

In 1982,

however all

Juneau,

can be found

* 13 months were used since the service started February,
There were 2 southeast transports

Source:

and response times.

Summary

in

Utilization of Air Ambulance Services

Alaska: Airlift
ecords for each of

Data on numbers of

origin of transport,
information

Southeast Alaska.

chey transported one patient from Anchorage to Seattle,

other transports were from four towns

Airlift Northwest

Medivacs
February,
Diagnostic Cateqory
High risk infant
High risk mothers

Cardiac

Poisonings

Trauma
Head injuries
Spinal cord injuries
Thermal
Behavioral
General medical
Total

in the second month.

1982

69

Airlift Northwest records

in Southeast Alaska:

Sitka, Petersburg, Ketchikan. (Additional specific information
in the regional report.)
Table 1V-12

into Seattle By Diagnostic Category
inrough February 1983*

Southeast Region

7
2

14

15

27

77

in the

1

1982.

first month, none

is reviewed



Receiving facility for Airlift Northwest transports
physician to physician referral.

are listed in the table below.
other than the four forming the support group.

Table

Receiving Hospitals

Children s

February,

Diagnostic Category Orthopedic
High risk infant 4
High risk mother
Cardiac 1
Poisonings
Trauma 1
Head injuries
Spinal cord injuries
Thermal
Behavioral
General medical 8

Total 14

Source: Airlift Northwest records

Harborview

13

37

70

1V-13

in Seattle

for Airlift Northwest Transports
By Diagnostic Category

1982 through February,

Providence

is based on a

The receiving physician determines

the hospital admission. The four hospitals supporting Airlift Northwest
Patients are also transported to hospitals

University

13

Total

14

15

27

77



Alaska,Medivac Systems

Alaska Medtvac Systems transports patients from all parts of Alaska
though i;he vast majority are from the Southern EMS region. The table

beiow shows the number of transports by region by diagnostic category.

Table 1V-15

Alaska Medivac Systems
Medevacs by EMS Region of Origin
and Diagnostic Category

1982

i North

Diagnostic Category Southern Southeast Interior 1NANA SloDe
High risk infants 8 3 2 1 0
High risk mothers 12 1 0 0 0
Cardiac 7 0 2 0 0
Poisonings 2 0 0 0 0
Trauma 18 0 1 0 2
Head injuries 9 1 0 0 0
Spinal cord injuries 5 0 0 0 0
Thermal J 0 0 0 0
Behavioral 0 0 0 0 0
General medical 22 1 0 0 0
Unknown 1 0 0 0 0
Total 88 6 5 1 2

Source: AMS records
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Total
14
13

9
2
21
10

23
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Receiving facility for Alaska Medivac Systems transports
- physician referral.
the three Anchorage civilian hospitals.

on physician

OF the 102 transports,
Of the transports to facilities

other than the three civilian acute care medical

Diagnostice Category
High risk infant
High fisk mother
Cardiac
Poisonings
Trauma

Head injuries

Spinal cord injuries
Thermal

Behavioral

General medical

Unknown

Total

Source:

AMS records

Table

1V-16

Receiving Facilities
for Alaska Medivac Systems Transports
By Diagnostic Category

hospitals

two were back to the outlying subarea referring hospital,
were to Seattle.

is also based
84% were to

in Anchorage,
and the rest

1982
AK Native
Humana Providence  Medical Ctr Other  Unknown
0 3 1 8 2
0 9 2 2 0
0 8 0 1 0
1 0 1 0 0
5 1 4 1 0
3 5 2 0 0
1 4 0 0 0
0 3 1 0 0
0 0 0 0 0
8 13 1 1 0
0 0 0 1 0
1
18 56 i 12 14 2

73

Total
14

13

21
10

23

102



Jet Alaska

Jet Alaska also transports patients from all parts of Alaska. Again
the majority are from the southern region. The table below shows the
transports from each region by diagnostic category.

Table 1V-18

Jet Alaska
By EMS Region
and Diagnostic Category

1982
North

Diagnostic Cateqory Southern Southeast Interior NANA SloDe Total
High risk infant 51 6 5 1 1 64
High risk mothers 17 2 1 0 0 20
Cardiac 10 1 2 1 2 16
Poisonings 1 0 0 0 0 1
Trauma 22 1 3 0 4 30
Head injuries 15 0 0 1 0 16
Spinal cord injuries 4 1 1 0 4 10
Thermal 2 1 0 0 0 3
Behavioral 0 0 0 0 0 0
General medical 21 1 1 0 3 26

Total 143 13 13 3 14 186

Source: Jet Alaska records
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Receiving facilities for Jet Alaska are primarily
the 186 transports, 12 were taken to non-Anchorage facilities (primarily
but also other Alaskan facilities) and 3 are unknown.

over 92* of the Jet Alaska transports are to Anchorage facilities.

Seattle,
words,

Diagnostic Category
High risk infant
High risk mothers

Cardiac

Poisonings

Trauma

Head injuries

Spinal cord injuries
Thermal

Behavioral

General medical

Total

Source:

for Jet Alaska Transports

Table 1V-19

Receiving Facilities

By Diagnostic Category

in Anchorage.

1982
AK Native
Humana Providence Medical Ctr.
1 56 3
0 16 1
1 8 2
0 1 0
2 20 6
3 12 1
0 9 0
3 0 0
0 0 0
3 16 5
13 138 18

Jet Alaska records

76

of

In other

Other) Unknown

3

o

o o o

13

1
0

o o o

Total
64
20 =
16
1
30

16



Summary of Utilization and Response Times

A summary of utilization 0l the three ambulance services operating in

Alaska 1is shown

for 982.

Diaanostic Cateqory
High risk infant
High risk mothers
Cardiac

Poisonings

Trauma

Head Injuries
Spinal cord injuries
Thermal

Behavioral

General medical

Unknown

Total

in the tablv qgelow by region and diagnostic category

Table 1V-21

Medevac Transports by Air Ambulance Services

in Alaska by Region of Origin
and Diagnostic Category

1982

North

Southern Southeast Interior NANA Slodo
59 16 7 2 1
29 5 1 0 0
17 15 4 1 2
3 0 0 0 0
40 16 4 0 6
24 10 0 1 0
9 1 1 0 4
6 4 0 0 0
0 0 0 0 0
43 29 1 0 3
1 0 0 0 0
231 96 18 4 16

Total
85
35
39

3
66
35
15
10

0
76

1

365



A summary of the receiving facilities for Alaskan transports by the
in the following

three air ambulance services operating

table.

Di ;qgnostic Category
High risk infant
High risk mothers
Cardiac

Poisonings

Trauma

Head injuries

Spinal cord injuries
Thermal

Behavioral

General medical

Total

* Includes some within Alaskan,

Receiving Facilities

Table

1v-22

in Alaska

is shown

Alaskans Transported by Air Ambulances

ANMC

30

Anchorage

1982

Hr.mana Prov.

2
0

11

32

59
25
16

1
31
17

13

29

194

79

Children's

Seattle

Orthopedic Harborview Prov. Univ.

4

0

14

0
0

37

some to other Seattle facilities,

0 3
0 2
5 4
0 0
0 0
0 0
0 0
0 0
0 0
2 4
7 13

seme unknown.

Other Total

14

5

37

86
35
39

3
65
35
15
10

0

76

365



E. Military, Coast Guard, Other Public Agency
Involvement in Air Transport

The military groups 1in Alaska are involved in the emergency transport of
patients by air through the Alaskan Air Command Rescue Coordination Center.
Table T.V-24 shows that 69 medical evacuations were carried out in 1981

by U.S. Air Force units located at Elmendorf Air Force Base. Most of the
cases were transported from location of incident to Elmendorf Air Force
Base Hospital or Providence Hospital. In some cases, patients were
transported from the village to a regional center.

TABLE 1V-24
Alaska Air Command

Rescue Coordination Center Emergency Air Transports
By Lu"ation of Incident* and Diagnostic Category

1981

Diagnostic Cateqory NANA Southeast Southern Interior Total
High Risk Infants
High Risk Mothers ) 1 1
Cardiac 1 2 3
Poisonings 0
Trauma 2 20 5 27
Head Injuries 1 2 3
Spinal Cord Injuries 9 J 4 9
Thermal 3 9 2 14
Behavioral 1 1
General Medical 1 6 4 1

Total 9 1 40 19 59

*None reported for North Slope

Source: Alaska Air Command, Rescue Coordination Center
SAR Recapitulation



The Alaska State Troopers are also involved in rescue efforts. For

fiscal year 1981,

by air.

as shown in Table 1V-25, 37 people were transported

TABLE 1V-25

Alaska State Trooper
Emergency Air Transports

By Location of Patient and Diagnostic Category

Diagnost®"c Cateqory
High Risk Infant
High Risk Mothers
Cardiac

Poisonings

Trauma

Head Injuries

Spinal Cord Injun is
Thermal

Behavioral

General Medical

Total

FY 1981

Southeast Southern 1 North SloDe [Interior NANA

3 1
12 3
1
1 2
3 3 3 4
1
20 7 1 3 6

Source: Alaska State Troopers

Note - Trooper records were quite detailed and include information
on all incidents they participated in. When it appeared that
there was duplication between Medevacs actually made by Coast
Guard or Mast, and troopers primarily provided backup,
evacuations were counted elsewhere.

The United States Coast Guard plays a major role
through their coordination center 1in Juneau. In addition to providing
emergency transport for a large number of patients,

Total

15

13

37

those

in emergency air transports

the Coast Guard serves

as a communication link providing medical consultation services in some

cases and advice as to closest medical

but in some cases closest ship with a physician).

Records were reviewed for calendar year 1982.
164 resulted in emergency transport. While most transports
some were performed solely by boat. Most of the 164
however 19 were
some

files reviewed,

involved aircraft,
emergency transports were performed by the Coast Guard,
carried out by commercial aircraft, some organized by State Troopers,
Transports overseen by the Coast Guard are

by other local

residents.

service (in most cases closest port,

Of the 251 medevac/medico

shown by diagnostic category in Table 1V-26. Trauma and general medical
lead in categories of transports.
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TABLE 1V-26

U.S. Coast Guard

Emergency Transports*
By Diagnostic Category
1982
Diagnostic Cateqory . Transports
High Risk Infants 3
High Risk Mothers 3
Cardiac 14
Poisoni ngs 1
Trauma 55
Head Injuries 5
Spinal Cord Injuries 11
Thermal 7
Behavioral 8
General Medical 44
Unknown 13
Total 164

*Includes 19 transports conducted by
commercial carriers.
Source: Review of USCG files.

The originating locations of the transports are shown by region in Table 1V-27.
The vast majority occur in the Kodiak area and southeast Alaska where the
major Coast Guard installations are located.

TABLE 1V-27

U.S. Coast Guard

Emergency . Transports
By Origin of Patients
1982
Origin of Patients Transports
Southeast 51
Southern
Kodiak 71
Aleutians/St.Paul 18
Other 24
Total 164

Source: Review of USCG files.
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F. Summary of Utilization Information

In this chapter, data have been presented on numbers of emergency
medical air transports from subregional communities into regional
centers, from regional centers into the three tertiary referral
centers (Anchorage, Fairbanks, and Seattle), and from the two Alaska
tertiary referral centers to Seattle and other specialized centers
outside Alaska.

Table 1V-29 summarizes the data on the three major tertiary referral
centers by diagnostic category. Over half of the referrals in all
diagnostic categories are to Anchorage. In fact, over three-fourths
of the transports in all categories except cardiac and general medical
cases are into Anchorage.

Table 1V-29
Frequency and Percent of Medevac
Referrals to Anchorage, Fairbanks, and Seattle
By Diagnostic Category

Anchorage Fairbanks Seattle
a

" i # % 4 ¢
Cardiac 23 52.2 6 13.6 15 34.1
High Risk Infant 57 81.7 1.2 14 17.1
High Risk Mother 60 82.1 10 13.7 3 4.1
Thermal 23 85.2 1 3.7 3 111
Poison 7 77.8 2 22.2 0 0
Head 72 76.6 12 12.8 10 10.6
Spinal 62 84.9 8 10.9 3 4.1
Behavioral 14 82.3 0 3 17.6
Trauma 237 75.7 45 14.4 31 9.9
General Medical 238 69.8 47 13.8 56 16.4
Unknown 3 75.0 1 25.0 0 0
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Chapter 15

BEHAVIORAL CONSEQUENCES
OF CLOSED HEAD INJURY1

Arthur Bentos. M.D.*

I. Introduction

Cognitive defects, emotional disturbances and “personality change" have always been recognized
as salient and sometimes permanent sequelae to the acute phase of a head injury. Among the features
of this pobttraumatic symptom-complex are: (1) impairment in attention and concentration; (2)
fatigability: (3) disturbances in memory: (4) emotional instability and lowered tolerance of frustration
and noise; (5) personality alteration in the direction of either depression and withdrawal or disinfla-
tion and euphoria: (5) asphasit deficits: (7) basic and higher-level sensory deficits of various types.
Some symptoms occur wuh remarkably high frequency as late effects of head trauma. Caveness (1966)
found in a sample of 281 military men examined 5 sears after head injury .hat 41 percent complained
of inability to concentrate. 47 percent of excessive fatigability and 42 percent of impairment in
memory , the base rate for these complaints in a control group of non-injured military personnel being
about 10 percent. Forty percent of the men manifesting these features of the postiraumauc “syn-
drome" had failed ta make a satisfactory socioeconomic adjustment, as compared to 11 percent of the
controls.

Anv of these cognitive and emotional changes can occur after closed head injury from blunt
trauma as well as after penetrating brain wounds and it is somef.nes suggested that, in studying their
sequelae, a sharp distinction between the two types of trauma is not justified (cf. Teuber, 1969).
However, the modal posttraumatic behavioral pictures are different. Specific cognitive impairments
indicative of focal brain injury, such as aphasic disorders, sensorv defects and higher-level perceptual
deficits (i.e., "agnosias"), in combination with neurological signs of focal damage, occur much more
frequentlv after penetrating brain damage. The more common picture after closed head injury is a
constellation of relatively vague complaints of impairment in concentration, disturbances tn mem_; ,
and emotional instability with a paucity of specific neurological signs of cerebral abnormality . This set
of more general complaints or deficits, which may occur after relatively mild closed head injury, is
sufficiently distinctive to be often designated as "the" posttraumatic syndrome. Nevertheless, highly
specific cognitive deficits such as one or another form a aphasic disorder may occur as a persisting
consequence of blunt trauma, particularly in older individuals (Welle. 1948: Hilloom, 1960; Ota.
1966; Heilman et al.. 1971). Conversely, posttraumatic emotional instability with irritability is not an
uncommon sequela of penetrating missile injury (Lishman, 1968).

The question of the beha.ioral sequelae of head trauma in children presents is own peculiar
problems. The lack of firm eitablirhment of hemispheric specialization of function and the greater
possibilities for restitution of function after injury in the developing nervous system lead to the
expectation that the main consequence of trauma would be a general lowering of cognitive abilities
with a paucity of focal defects such as aphasia. Moreover, a swifter recovery of function might be
anticipated because of the greater "plasticity” of the immature nervous system. Yet psychiatric distur-
bance in various forms appears to be extraordinarily frequent (Lcischner. 1962: Klonoff S Paris.
1974: Shaffer et ah, 1975). However, systematic comparative studies of the consequences of head
trauma in adults and children, using the same methods of assessment and focusing on the same
cognitive and behavioral characteristics, have not been undertaken. It is possible that such controlled
sstudy would disclose fewer differences in the sympiom-piciure. course of recovery and outcome than

* Departments of Neurology and Psychology, I'niversuv of lowa
1lam gTeaUv indebted to Dr Harvey S. Levin for h’s valuable suggestions and cntictsmi.



HEAD INJURY REHABILITATION

Head injuries or intracranial injuries are a major ledical problem
affecting hundreds of Alaskans each year. A review of the 1984 State
Health Plan for Alaska attests to the severity of this disabling prob—
lem. In 1981, 344 acute care hospitalizations carried a primary diag—
nosis of intracranial 1injury. Four percent of all work-related injuries
reported during 1981 involved head trauma.

Accidents continue to be a leading cause of death in Alaska. In fact,
Alaska®"s accident-related mortality rate is 220%above the national
average. Motor vehicle accidents are the leading cause of accidental
death in Alaska. With improved emergency medical technology, an ever-
increasing proportion of severe injury victims survive. However, many
of these survivors suffer from life-long severe cognitive and psycho—
social impairment as a consequence of brain damage caused by closed or
penetrating head injuries suffered during accidents. Throughout the
nation, these individuals were previously ignored after they had re—
ceived acute medical treatment followed by traditional rehabilitation
services such as physical therapy, occupational therapy and speech
therapy. Insofar as the cognitive deficits are typically the most
debilitating consequence of a head injury (Levin, H.S., A.L. Benton &
R.G. Grossman, Neurobehavioral Consequences of Closed Head Injury. New
York: Oxford University Press, 1982), many head-injured patients v/ould
experience repeated failures when trying to function vocationally and
psychosocially. Eventually these victims usually retreated from society,
became depressed and vegetated day after day in front of a television.

During the past five years, a nation-wide interest in the appropriate
rehabilitation of head injury patients has emerged. The National Head
Injury Foundation, in collaboration with concerned professionals, has
fostered an increased awareness of the rehabilitation needs of this
unique population. Several outpatient post-acute rehabilitation pro—
grams have been established in the "Lower 48". Program evaluation data
indicate that these specialized treatment programs result in improved
functioning of head-injured participants, including a significant in—
crease in competitive employment when comparing treated patients with
similar head injury cases receiving only traditional rehabilitation
services (see Prigatano, G.P. et al., "Neuropsychological Rehabilitation
After Closed Head Injury in Young Adults™. Journal of Neurology, Neuro—
surgery and Psychiatry, May, 1984, pp. 505-513).

Head injury clients usually demonstrate a characteristic set of cogni—
tive and psychosocial changes following acute recovery, due to the
nature of the brain injury incurred. Typically, the frontal and tem—
poral lobes of the brain are contused or bruised due to the jarring of
the brain within the cranium. Similarly, diffuse tearing and shearing
of white matter deep in the cerebral hemispheres and brain stem is



typically involved. The neuropsychological consequences of these char—
acteristic injuries include impairments 1in memory, planning, judgment,
organizational skills, language, attention and concentration. Cognitive
processing of new information is notably slower than normal, and sig—
nificant organically-caused personality changes are frequently observed
(e.g., impulsivity, emotional lability, anger or lethargy). These
patients are often quite confused in their thinking and display anosag-
nosia (that is, a failure to recognize their cognitive impairments and

a failure to appreciate the implications of these deficits relative to
everyday functioning). Inasmuch as brain cells do not regenerate, these
deficits can be permanent. Given that the majority of head injuries
occur to individuals between the ages of 20 and 30 years, these victims
have a long but bleak future to look forward to unless they are success—
fully rehabilitated to maximize their post-injury functioning.

The Alaska Treatment Center is developing an outpatient head injury
rehabilitation program. This 1is the only program of its kind in Alaska
and is designed to meet an important human service need.. The Treatment
Center is a private nonprofit corporation, which derives financial
support for its programs through fee for service reimbursement.
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Ms. Heather Double

Denali Towers So., Suite 501
2600 Denali St.

Anchorage, AK 99503

Dear Ms. Double:

The enclosed article is sent at the request of Mrs,. Shirley Nodell,
Regional Vice-President of the National Head Injury Foundation, who
thought the material might be of interest to your group. It was
originally prepared for presentation at the Washington State Head
Injury Foundation Annual Meeting.

Please feel free to reproduce it if you wish but make sure that the
complete article 1is reproduced and that appropriate credit ,s given to
Rehabilitation Psychology Associates.

For those of you who maintain files on available treatment programs,
we have also included brochures describing our programs.

Good Uluck 1in your efforts.
Sincerely,

Ph.D.
Cl inica’” Neuropsychologi st

Enc.: Chemical Abuse and Head Injury
Brochure



CHEMICAL ABUSE AND HEAD INJURY
Judith A. Falconer, Ph.D. & Enriqueta Tercilla, Ph.D.
INTRODUCTION
Research studies have repeatedly demonstrated that a disproportionate

number of individuals who sustain head Injuries have histories of
recreational drug and alcohol abuse and, 1in many cases, had consumed

such substances Immediately prior to their accidents. Such abuse
clearly plays a significant role in contributing to or causlng

head injuries 1in this country. For example, Rumbaugh and Fang <1980)
state:

The 1importance of the interrelationship between head trauma
and drug abuse cannot be overemphasized. Trauma to the head
is a direct result of drug misuse in many of the patients
arriving at the hospital emergency room. This 1is
particularly true 1in the younger age group. The problem 1is
essentially the same as with alcohol abuse except that the
alcohol abuse patient 1is frequently older. Many misuse both
drugs and alcohol.

Although recreational drugs and alcohol are the substances most
frequently addressed in the professional literature, consideration
must also be given to abuse, misuse and mixing of prescription and
non-prescription drugs and other more common substances by Individuals
who have sustained head 1injuries.

SCOPE OF THE PROBLEM

Those studies which document the incidence of pre-injury drug and
alcohol abuse in head injured populations almost invariably fall to
state criteria for inclusion in such a category (e.g. how many drinks
per day, week, etc. constitute abuse). In addition, the sources of
information used to 1identify such abuse are usually stated in
extremely general terms (e.g. “FTamily reports"): the accuracy of the
data therefore becomes suspect. But, since family members and friends
are v.nl ikely to exaggerate the use pattern of such substances to
health care professionals, it is probably safe to assume that research
statistics underestimate the severity of the problem. For

example, Rimel & Jane (1983) report that 52% of their sample of
acutely head injured individuals were considered legally Intoxicated
(blood alcohol level >.10) at the time of injury; 25% lad received
some ty e- of profess ional..._treatment, .for alcohol .abuse md .%,.,.for. dr.ug
abuVAv-; >Tn"\|he S'cah(3ahaVi“n-p6ptrlai:i'b Ti\“3kiadled;:%y : Td&i

(1982), 51 of 75 patients had histories of excessive alcohol intake
and intoxication and were less than 20 years old; 29 tf them had
histories of drug use including marijuana as well as oral and
injectable drugs. 0Of the 63 patients “%amined by McLaughlin &
Schaffer (1985), 55% were involved with drugs or alcohol at the time
of the 1injury and 38% were known to have had alcohol or drug abuse
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problems pre-injury. Given the relatively young age distribution of
Individuals sustaining head Injuries, it 1is not surprising to discover
histories of marijuana use: as of 1979, 50% of people age 18-25
reported some use of marijuana (Schuckit, 1979).

For a variety of reasons, studies of prognosls and outcome

following head Injury frequently exclude individuals who abused
recreational drugs and/or alcohol prior to their accidents, even
though such a practice produces a significant distortion of the data.
Although it is unclear from research reports how often recreational
drug and alcohol abuse continues or arises after head injury, clinical
experience suggests it is a significant problem. It is important to
note that a pattern of substance use pre-Injury, even though

unchanged 1in quantity or frequency, may be one of substance

abuse after significant head injury because of physical,

cognitive, behavioral and emotional deficits. Thus, the individual
who consumed several glasses of beer or several "joints" per day 1is no
longer able to do so without significantly increasing post-injury
problems.

It is also critical to address problems in misuse, abuse or mixing of
prescription drugs after an individual has sustained a head 1injury.
Medical complications after sucl. an injury frequently result in the
need for multiple medications to control physical problems such as
seizures, neurogenic bladder, heterotopic ossification, tone and

spasticity. When such medications are prescribed by multiple
physicians, the possibility of drug interaction and increased
slde-effects may not be adequately explored. But even when such

powerful substances are appropriately prescribed, there is a
slgnficant risk that prescribed patterns of use will not be followed.
This 1is especially true of seizure medications but |Is also seen with
pychoactlve <anti-psychotics, anti-depressants, and anti-anxlety) and

pain medications. Individuals who have documented seizure disorders
commonly report that they take their medication only when they "feel a
seizure coming on." Family members frequently report failure to

administer prescribed psychoactive medications because of the
implication that their loved one 1is “trazy" or discontinue those
medications as soon as behavior control 13 established secondary to
the drug. When taking mo3t of the medications prescribed for head
injury related problems, consumption of alcohol and/or recreational
drugs 1is clearly contraindicated.

Misuse, abuse or mixing of non-prescription (O0TC) drugs may also play
a significant role in causing head injuries, may interfere with
recovery fTollowing a head injury, and/or may complicate long term

adjustment to residual deficits. The absence of a documented role of
such medications in accident reports, hospital data, or rehabilitation
progress ..ng.tes;do.es.;,np.t..preclude, .such an”ef feet,...,.In..our chepical ljr.,-

"o-LBn"ted"isocrl 6 ty? *dn e -idatirto™t \exC fude"vtheVpo s'sibl"i"VTy "~ f ;we=dfdatibn” ;%" frv;
interactions and potentiation contributing to the causes and outcome

of head Injury if the Injured Individual, in addition to prescribed
drugs, consumes OTC preparations for each minor discomfort or symptom.
For example, the common practice of taking aspirin for headache relief
frequently Increases the severity of ruptured brain aneurysms by
interfering with normal clotting times: bleeding becomes more
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difficult to control. Many OTC medications are known to cause
drowsiness, decrease cognition, and lead to confusion and lethargy
even when taken in recommended doses.

Clinical experience also suggests that head injured individuals may
abuse more common substances such as tobacco, caffeine and vitamins.
Given ""e known metabolic changes following head 1injury, it 1is unclear
what ejects may be experienced when such substances are used in
normal quantities much less when they are abused or used in

combination with medications, drugs and/or alcohol. Consumption of 10
- 15 cups of coffee per day may well cause significant agitation and
restlessness 1in an Individual who has sustained a head injury. Some

head injured individuals and their families engage in megavitamin
therapy in the belief such a practice will speed recovery; the effect
of such a practice 1is unknown but vitamins are powerful chemical
substances which can disrupt metabolism and, 1in large doses, are
clearly toxic.

Thus, although this; paper focusses primarily on abuse of recreational
drugs and alcohol, It 1is critical to keep 1in mind the possible role of
these other substances in complicating and confounding the total
picture 1in head Injury.

THE CHRONOLOGY OF SUBSTANCE ABUSE IN HEAD INJURY

Paving b5hfi-Way; Prqg-InJury ciiej".Ical,

Studies of individuals known to have abused chemical substances (e.g.
marijuana, cocaine, alcohol, etc.) document the negative effects of
such behavior on the brain. In addition to the observed social,
psychological and behavioral problems Involved in substance abuse,
pathological changes, some of which are 1irreversible, have been
demonstrated within the brain and central nervous system. The
absolute amount of brain damage sustained by the chemical abuser
depends to a large degree upon the drug(s) utilized, their purity and
the frequency and duration of abuse. When a head injury occurs after
chemical abuse, pre-existing biochemical and structural damage to the
brain is added to that caused by the head injury itself and
complicates the clinical picture. Rumbaugh & Fang (1980) make this
point very dramatically 1in their presentation of G case studies where
drug abuse directly caused head injuries.

As evidence accumulates, it is becoming clear that many individuals
who sustain head injuries have histories of other head Injuries. In
the Tobis et.al. study (1982), for example, 15 of 75 patients had a
previous history of head trauma. The Santa Clara Valley Head Injury
Rehabilitation Project (1982) reported 11.3% of their sample had
m<pre.vlo.us -.histo.rie"~.-of-;head :l;njury.. I1t. may .well _.be;-*tha.t the., previous.
head* injuVy-fied""fdirefctly :or- thd Irecfl y)" to chem icalv abuse- "or"th"at" =%:.>»"™
chemical abuse was 1implicated 1in causing previous or subsequent head
injuries. R

Confounding the Picture; Acute care

A number of studies have commented on the difficulty of making a
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differential diagnosis when a head Injury 1is accompanied by moderate
to high levels of blood alcohol or drugs at the time of the injury.
The behaviors noted following acute intoxication and overdose are very
similar to those following head Injury (lethargy or agitation,
confusion, disorientation, respiratory depression, etc.). It appears
that 1in some emergency roou3, patients may be discharged with a
diagnosis of intoxication when they have also sustained an undiagnosed
head injury. Gallagher & Browder (1968) noted that 1in one-third of
167 patients, alcohol obscured changes 1lu consciousness, leading to
misdiagnosis or delayed diagnosis. In 21 of the patients a subdural
hematoma was only diagnosed at post-mortem. Galbraith (1976) reports
similar diagnostic problems.

Once the acute medical emergency has passed, there 1is usually time to
collect background data on the Injured person. When the family and
significant others are Interviewed they may deny a history of chemical
abuse or. In such a stressful time, truly forget that the problem

existed. In some instances, the physician may fail to specifically
ask about chemical use or abuse; 1in other cases, the Tfamily may be
unaware of the extent of the problem or its very existence. In any

event, it is clear that many hospital records do not mention chemical
abuse histories where clear evidence for such exists.

Within the acute care setting, the stage nay inadvertently be set for
I.iter problems with chemical abuse. Individuals who experience
seizures (or who are at high risk to do so) may be started on seizure
prophylaxis. When combative or aggressive behavior 1is exhibited,
chemical restraints nay be used for control. Physicians may prescribe
medications to induce sleep or decrease pain. The sedative effect of
many nedicatlons nay significantly decrease levels of cognition and
make the head 1injury appear different and/or more serious than it
objectively 13.

Cracks in the Window: Acute Rehabilitation

By the time the head injured individual enters a rehabilitation
setting, physiological withdrawal from recreational drugs or alcohol,

if present at the time of injury, has been completed. Unfortunately,
psychological dependency has not been addressed so the problem
continues to pose an underground threat. The rehabilitation facility

may he unaware of pre-existing problems in this area since neither
patient- nor family members are likely tc voluntarily admit to such
problems for fear of making the patient appear a poorer candidate for
rehabilitation; accompanying medical records may not include this
inforraat ion.

m/coincides-
Ncat"ivnS -as-: _
such &S :se 1jZurd
control, continence and spasticity. Comprehensive medical, physical
and psychological assessments are completed and predictions about
prognosis are relayed to the |Injured individual and/or family.

In the rehabilitation setting the head injured individual 1interacts
with other individuals who may have histories of drug and alcohol
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abuse. In addition, the relative social freedom of many
rehabilitation settings allows drugs and alcohol to be introduced or
re-introduce”™ 1into the environment of the head Injured individual.
Home passes nay begin and peers may visit, some of whom may be
chemical wusers.

Of critical importance 1is the fact that a number of myths exist about
the positive effects of drugs, especially marijuana, on a variety of
medical problems experienced after head 1injury. The patient grapevine
frequently communicates that such substances decrease spasticity,
ataxia, and dysarthria. As a consequence, even the individual who has
no history of drug use may experiment with such substances in an
attempt to relieve troublesome symptoms. Despite the 1increased chance
of exposure, the rehabilitation setting is quite sheltered and
chemical abuse 1is unlikely to present a significant problem at this
point 1in recovery.

Resuming the Pattern?: Community Care

Once individuals who have sustained head injuries arc? discharged 1into
the community, opportunities to resume previous relationships and
behavior patterns surface. With the structure of the rehabilitation
setting withdrawn, the individual has significantly more free time to
fill and less activities with which to fill that time. In many cases,
former friends rarely visit. While family members eagerly fill the
time initially, many of them soon return to their own lives out of
economic and social necessity.

Physical, cognitive, ewotiona®". arid behavioral limitations frequently
preclude many favored pre-injury activities. Since the cognitive and
physical requirements for successful drug and alcohol abuse are
minimal, such behaviors are readily accessible to even severely
injured individuals and may well provide both a link with the past and
an entre 1into peer groups. Individuals who previously refused
marijuana, alcohol or other drugs may now accept such substances in an
attempt to be "one of the guys".

Since most moderately to severely head injured individuals are unable
to return to work for extended periods of time (if at all), role
reversals and decreased self-esteem become common problems. It is at
this point 1in the recovery process that depression, frustration and

boredom nay begin to surface. Within the unadapted home and community
environments, the full 1impact of various deficts may be experienced
for the first time. Rather than deal with the emotional consequences

of such awareness, the 1injured individual may well seek refuge 1in the
bottle, especially 1if such a pattern existed in the oast.

For most individuals, consumption of drugs and/or alcohol entails more
than an attempt to reach a physiological high: the social settings in
which drug and alcohol are consumed are far different from those of
the workplace and community at large. Of critical importance is the
fact that members of the drug culture are usually more accepting of
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cognitive and physical limitations than those In the mainstreanm
culture In sharp contrast to the rejection experienced by head
Injured individuals 1in other situations, members of the drug culture
extend a warm attd friendly welcome.

The Individual who |Is left with moderate to severe physical and
cognitive deficits is frequently unable to independently find sources
of drugs or alcohol. Family members, however, may feel uncomfortable
denying alcohol to an adult who was previously allowed to drink. The
rationale may be "everything else has been taken away; 1 can"t take
away that one remaining pleasure.”™ Which 1is understandable but
ignores the fact that tolerance for alcohol 1is decreased following a
head injury and that alcohol, even 1in small amounts, further decreases
cognitive and physical functioning and lowers the seizure threshold.
So the memory-impaired individual may rapidly forget consuming alcohol
and may have a seizure as a aide-effect. In this framework, it may be
easier for the caregiver to refuse alcohol.

Those individuals with less severe disabilities may well be able to
obtain drugs and alcohol independently. When unsupervised in the
community, such substances may be offered to the injured individual.
Since many individuals who have sustained head injuries have extremely
limited financial resources, they may be unable to purchase such items
or may do so at the expense of more essential resources. Head 1injured
individuals have been known to purchase a variety of harmless
substances in the mistaken belief that they were buying marijuana:
they fall easy prey to unscrupulous drug dealers and pushers.

It is also important to Aote that the deficits which commonly follow
head injury are such that the affected Individual may well be
questioned and/or arrested by local authorities as drunk or high:
slurred speech, unsteady gait, poor memory, and altered moods can
quite easily be misinterpreted by uninformed officers. If such
situations recur, individuals who have sustained head 1injuries may
soon feel “1 got the n;.«e, | wight as well have the game."

DETECTION

Given the memory deficits experienced by many individuals who have
sustained head 1injuries, expectations of accurate self-reporting of

chemical abuse may be unrealistic. The head injured individual may
truly not recall having consumed inappropriate chemical substances or
may underestimate amounts consumed. At the same time, however,

cognitive and behavioral limitations make it less likely that the
abusing individual will be able to successfully hide patterns of
chemical abuse. , e o

difficult: symptomatic behaviors following chemical abuse are very
similar to those seen in head Injured individuals (unsteady gait,
decreased memory, uninhibited behavior, euphoria, sleep disturbance,
altered appetite, visual disturbances, etc.). Nevertheless, any drug
or alcohol effects are superimposed upon the injured individual®s
typical post-injury cognitive, physical, emotional and behavioral
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patterns.

Therefore detection becomes a process of carefully noting decreases in
functional abilities which are not explainable on any other basis and
which coincide with time periods where alcohol or drugs might have
been consumed. It 13 critical, however, to ensure that such
functional decreases are not explainable in terms of acute illnesses
(e.g. respiratory infections, hydrocephalus, development of seizures)
or newly instituted medications.

On a less sophisticated level, one need only note the odor of alcohol
or marijuana on the breath of the injured person or episodic nasal
congestion and 1irritation combined with euphoria in the case of
cocaine, to detect abuse of those substances.

PREVENTION

Given the fact that it is extremely difficult to alter established
patterns of chemical abuse in individuals who have not sustained head
injuries, it 1is not suprising that the same problem is experienced

when working with individuals who are head injured. Since many
individuals who sustain head injuries are unable to be competitively
employed, the threat of job loss 1is an empty one. Given social norms

which exert strong pressure on family members to take care of
individuals who are 1ill, threats to remove family support are rarely
credible.

Repeated attempt” to "persuade"™ the injured individual to avoid
chemical substancesJare usually unsuccessful. This is largely
attributable to the kinds of cognitive And behavioral deficits
typically found after head Injury: decreased judgment and reasoning;
impaired abstraction; decreased generalization ability; and impaired
memory . Many individuals who have sustained moderate to severe head
injuries vehemently deny the existence of any disabilities and feel
attempts to change pre-injury behavior are unnecessary and
inappropriate.

Probably the best way to prevent chemical abuse following head injury
is to ensure sufficient meaningful relationships and activities to
maximize quality of life: 1if there are no voids, there will usually be
no attempts to fill them with chemicals. While it 1is impossible to
forcp others to interact with head injured individuals, caregivers can
decrease social 1isolation by using appropriate behavior management
e*-—~hniques to maximize the social behavior of the head injured

vidual. Exploration of community services such as support groups,
ViF A/YWCA, UCP, adapted recreational services, and community colleges,

should be-Involved 1in active rehabilitation attempts to remediate
deficits and to ensure maximal recovery. Once th"j individual's
medical status is 3table, continued reliance on the medical model may
encourage dependency upon medical approaches to deficit remediation,
including use of chemicals for behavior control. At that point 1in the
recovery process, cognitive and behavioral rehabilitation approaches
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are wore likely to be successful 1In preventing chemical abuse since
they require Injured individuals to accept responsibility for their
own behavior, provide consistent objective feedback on performance,
and more directly address the 1long term deficits which lead to
chemical abuse.

Although head Injured individuals almost invariably fall to recognize
the need for supervision, it is clear that such control over their
environment 1is often necessary. Caregivers who are aware of chemical
abuse problems need to ensure that cues to engage in such activity ara
withdrawn from the environment. Alcohol may need to be removed from
the house or stored in locations which are inaccessible to the 1injured
Individual. This may also include denying opportunities for soci?*!
relationships with pre-injury friends who are known to use and/or
abuse chemicals. Obviously, the caregiver becomes the "heavy"™ when
such tactics are required but there 1is no reasonable alternative in
such situations. Reasonable limitations on access to funds may be
necessary to prevent the purchase of chemical substances.

The physical and medical deficits following head injury are frequently
so wide-ranging that multiple physicians are Involved in diagnosis and
management. Therefore, to forestall the misuse or abusfi of
prescription drugs, it is critical that a single physician assume
responibllity for medication management. Such a practice minimizes
undesirable side-effects 02 powerful medications and ensures
continuity of care. Adequate monitoring of medication consumption to
ensure that prescribed schedules are followed, however, remains the
responsibility of the head injured individual or caregiver. This 1is
especially thue of seizure medications, which have been reported as
having a relatively high rate of non-compliance. Many head Injured
individuals reject these medications because of their sedative effect:
even when taken <n therapeutic doses, they are known to decrease
attention and Cc -ntration, impair memory, and otherwise negatively
affect cognition Nevertheless, there are multiple reports in the
literature which Implicate changes in or withdrawal from seizure
medications as precipitating seizures (including status epilepticus)
when alcohol is consumed. The nature of such events has been
well-stated by Victor (1979):

It should be noted that in patients with idiopathic and
posttraumatic epilepsy, the onset of which frequently
antedates the patient"s alcoholism, the seizures are made
worse and more frequent by drinking. In these patients,
seizures may be precipitated by a relatively short period of
intoxication, e.g. an evening or weekend of heavy social
drinking, but the factor of withdrawal 1is still operative,

In many instances, it will be necessary for family members to
administer and control prescription medication to ensure compliance.
When there |Is any possibility of non-compliance, it 1is worthwhile for
a responsible Individual to periodically count the a-otual number of
pills remaining and to monitor pre“tription refill?
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An area 1in which prevention 1is especially critical 1is abuse or misuse
of non-prescription drugr. With over 500,000 separate compounds
available, aany of which have not been carefully evaluated and which
have not been proven effective, the range of choices i3 almost

unlimited. Nevertheless, such products 3hould be avoided by
individuals who have sustained head injuries unless authorized by
their primary physician. Family members need to carefully supervise

such substances within the home to ensure that abuse doe3 not occur
and result in increased problems for the individual who has sustained
a head Injury.

CONCLUSION

Chemical abuse can frequently be prevented, even when it was present
prior to the injury. While aany 1individuals with a history c.f
chemical abuse may benefit from formal drug and alcohol rehabilitation
programs, such programs are not designed to directly address the
physical and cognitive limitations of those who have sustained head
Injury. Should enrollment 1in such a program be considered, it Iis
essential that program personnel be Ffully apprised of the medical
problems of the head injured individual to ensure that medical needs
are met.

Family members must, however, be aware that some individuals who
sustain head injuries will continue with or develop patterns of
chemical abuse which are intractable. While this is an unfortunate
situation, feelings of guilt and failure are not justified if
reasonable attempts, including enlisting professional assistance if
necessary, have been made. It is unrealistic to expect all
individuals who have sustained head injuries to avoid chemical abuse
when it 1is so prevalent in our society.

Although the professional literature has generally failed to address
the problem of chemical abuse in head injury populations, family
members and individuals who have sustained head injuries are painfully
aware of the magnitude of the problem. To a large extent, the failure
of the medical and rehabilitation community to recognize this problem
can be directly attributed to the lack of long term care and follow up
of individuals who have sustained head injuries and to the lack of

meaningful alternate activities in the community. Until those who are
intimately 1involved in head injury prevention, treatment and
rehabilitation become more aware of the problem, it 1is likely to

continue to be 1ignored, with potentially disastrous consequences.

problem does not make it go away.
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THE JOINT COMMITTEE ON HEAD INJURIES

State Legislators formed the Joint Committee on Head
Lajimles with the passage of Senate Concurrent Resolution No. 12
during the 32nd General Assembly, Second Regular Session, 1984.
Citing the need to recognize traumatic brain damage as a-
distinct category of disability, the resolution directed
committee members to study the extent and effects of head injury
in Missouri. The resolution further required the committee to
meet with interested groups, consider creating or expanding
services for head injured persons, and report its
recommendations to the 83rd General Assembly.

Chaired bv Senator Edwin L. Dirck, the joint committee was
composed or five senators, five state representatives, and four

officials representing state agencies and services. All were
chosen for their knowledge of issues and programs most likely to
affect head injured persons. Legislators, for example,

contributed their years of experience with state appropriations,
public health and welfare, 1insurance matters, education, and
employment practices. Agency officials complemented this
experience with their knowledge of rehabilitative, referral, and
social service delivery.

Assisted by the National Head Injury Foundation, Missouri
Association, the committee held oublic hearings in fiVve
different cities.

hugust 15 St. Louir - Forest Park Community College

August. 17 Cape Girardeau - Southeast Missouri State
University

August 22 Kansas City - Children®s Mercy Hospital

August 23 Springfield - Southwest Missouri State
University

September 4 Columbia - University of Missouri

Of the 9L witnesses who testified to the cor ;ittee, 42
percent were relatives .of head injured persons, 38 percent were
medical or other professionals, and 20 percent were head injured
individuals.



Problems of the Head Injured

Severe head injury is defined as" "serious traumatic injury
to the brain requiring extensive services over an extended
period of time."1 Although many injuries occur as results of
automobile or industrial accidents# brain damage also can be
caused by physical abuse, Tfalls or conditions that deprive the
brain of oxygen.

Witnesses testifying before the Joint Interim Committee
on Head Injury noted that each incident of brain trauma 1is

unique - severity of injury, cognitive and behavioral problems
suffered, and available financial and rehabilitation support
vary with each episode. Nevertheless, while individual

testimony varied with regard, to specific problems, a common
theme became evident during the committee®s investigation.

Those suffering head injuries are not provided with services and
programs which would maximize their recovery. In many cases,
this lack of services and programs prevents head injured
individuals from being reintegrated into the community as
productive citizens.

There are several reasons why appropriate programs to
maximize recovery are not available for victims of head
injuries.

Increased Number of Head Injury Victims

The improved ability of the health care system to treat
severe head trauma has contributed to the lack of programs by
increasing the number of people needing such programs. Before
the mid-19701s, few victims of severe head trauma survived.
Since then, an increasing percentage have been kept alive
through the use of Level One Trauma Centers equipped and staffed
to treat severe neurological damage.2 Better understanding of
the brain and new medical technology allow physicians to provide
better emergency and acute care Tfor victims of brain trauma.
Similar advances in the rehabilitation of physical problems
caused by brain injury also have increased che number of persons
who recover sufficiently to require further long-term
rehabilitation and community services. More people, therefore,
are being discharged from hospitals and rehabilitation centers
into the community.

Limited Availability of Specialized. Lonc-term
Rehabilitation

Acute care and physical rehabilitation for victims of severe
head trauma commonly last from three to eight months.
Unfortunately, discharge from medical or rehabilitation



facilities does not mean the head injured person 1is cured.
Additional long-term rehabilitation lasting from six months to
two years often is required. An important component of such
rehabilitation is cognitive retraining, a therapy which involves
teaching the uninjured parts of the brain to perform functions
formerly performed by the damaged tissue. It is a highly
specialized and relatively new form of rehabilitation.

Behavioral counseling and modification also may be necessary for
the rehabilitation of head injured individuals.

Cognitive retraining is scarce and expensive. 7\ccording to
testimony, few rehabilitation facilities in Missouri offer
long-term cognitive and behavioral therapy in conjunction with
residential programs. Those facilities which are available
generally must discharge their patinnts before rehabilitation is
completed because of inadequate funding by third-party payors or

governmental programs. Qut-of-state Tfacilities specializing in
the treatment of head injuries, according to witnesses"
testimony, can cost up to ?5,000 per month. Such treatment is

available only to those with extensive 1insurance coverage.

Existing State Programs are not Adequately Treating the
Head Iniured

Missouri®"s Department of Elementary and Secondary Education
and Department of Mental Health currently offer the state
programs most commonly used by the head injured individual.
Three complaints were commonly expressed regarding the services

provided by these agencies. First, programs are not designed
for the specialized deficiencies of the head injured and, as
such, are ineffective 1in improving those deficiencies. Second,

counselors, evaluators, caseworkers and special educ:ati?n
teachers do not have appropriate training or knowledge cf the
problems of head injured individuals. Third, state programs
have specific eligibility guidelines which often exclude the
head injured person.

For example, a child may be served by the education
department®s special education section. IT a head injured
person of school age is able to return to school, he or she
often is evaluated by those who are unfamiliar with head trauma
using tests designed for persons with mental or behavioral
disabilities. As a result, the child may be placed in a special
education program even though he or she may have a normal 1-Q.
The special education classroom, as a rule, 1is not equipped to
provide the kind of rehabilitation needed by the head injured
child. .Special education services, if received, may continue
until age 22.-* »

A head injured person may qualify for programs for the



developmentally disabled administered by the Department of
Mental Health if the injury originated before age 1IB. In
addition, the Department of Elementary and Secondary Education®s
Division of Vocational Rehabilitation may recommend placing
other head injured individuals in sheltered workshops designed
for the mentally retarded.

The only state program available for adults suffering
injuries is administered by the Division of Vocational
Rehabilitation. The division provides training and assistance
to the vocationally handicapped who appear to have a good chance
of success in learning the skills necessary tn hold a job.
Training is provided to the level that vocational rehabilitation
counselors think 1is appropriate; therefore, witnesses expressed
a need to educate counselors concerning head injury.

In general, state programs are not organized to provide a
coherent system of services which ensures that the head injured
person receives rehabilitation and training that are both
continuous and specialized enough to be effective. Program
eligibility guidelines, 1in fact, often preclude the delivery of
needed services.

It is possible, for example, to be too old for special
education services; injured too late in life to qualify for
developmental disability programs and services; too impaired for
vocational rehabilitation; not impaired enough for nursing care;
too poor to afford out-of-state rehabilitation; financially
ineligible for Medicaid; or have an 1.Q. too high to qualify for
programs for the mentally retarded. (See Appendix D for
eligibility requirements for state programs commonly used by the
head injured.)

Lack of awareness of the specialized needs of the head
injured is not exclusively a governmental problem. Witnesses
described similar shortcomings among some health care
professionals and hospitals. They felt that the health care
system should transmit information to head injured patients
about appropriate community services after discharge from acute
care and rehabilitation facilities. Some hospitals and doctors
do this already; some do not. Witnesses also expres jed a need
to discourage hospitals and physicians from discharc .ng head
injured patients from acute care facilities to nurs.r.g homes
without proper evaluative tests.

Lack of Financial Support
Head trauma almost invariably involves huge medical bills.

Patients may require many months of acute care and
rehabilitation; bills can total hundreds of thousands of



dollars. Witnesses indicated that financial support for head
injury victims and for their families 1is necessary to provide
services and help cover expenses.

Current Medicaid policies, witnesses te3tsified, limit the
head injured persons®s recovery opportunities to those found 1in
acute care settings or in rehabilitation facilities. .The
program does not reimburse the cost of outpatient speech or
occupational therapy, nor (unless a case 1is exceptional) does it
help pay for long-term, specialized rehabilitation in the home.
When the injured person does use these services as an inpatient,
Medicaid reimbursement normally is not adequate to cover the
extensive hospital charges associated with traumatic injury.

Some financial aid is available through Crippled Children®s
Services, a program administered by the Department of Social
Services"™ Division of Health. Established in L959, the program
helps financially eligible children under age 21 obtain medical,
rehabilitative and other services. To qualify, a child must be
crippled or suffer from a condition which leads to crippling.
These guidelines are broad enough to accommodate head 1injured
children, but program funding is limited.

Recent changes in state policy, however, will make more
resources available to disabled children under age 21. Because
of a waiver of federal Medicaid rules, Missouri will be able to
reimburse the cast of rehabilitative therapies in home as well
as in institutional settings. Eligible persons, including those
who are head injured, can remain in the program past age 21 as
long as they continue to meet income guidelines and if they
qualify as permanently and totally disabled.

Witnesses suggested that mandatory automobile liability
insurance could create more resources for persons injured by
uninsured motorists. But, although helpful, these initiatives
can reach only a fraction of Missouri®s head injured population.

Effects of the Current Service Delivery System

These are the reaso ™ for the lack of programs and services
to maximize recovery - what are the effects? Most head injured
Missourians find® that after physical rehabilitation has been
completed they have only a few options available to them.

First, they can be 3ent home to live with their families who
often must provide full-time care and rehabilitation for them.
Testimony indicated tha” this is a highly stressful situation -
there is little respite for families who must provide such
constant care. The head injured victim may want to live away
from his or her parents but is unempLoyable and incapable of

independent living.



— Second, head injured individuals occasionally go into
sheltered workshop settings designed for the mentally retarded.
This may be inappropriate because severe head trauma does not
necessarily impair the victim®"s 1.Q0.- "or his or her® ability to
remember personal capabilities prior to injury. Thus, head
injured persons or their families often resent placement in
programs designed for the mentally retarded.

Third, they can enter nursing homes or other residential or

long-term care Tacilities. But appropriate rehabilitation or
opportunities for developing socialization or independent living
skills may not be available. In geriatric settings, for

example, younger head injured persons are likely to suffer
psychological and social problems that further complicate their
conditions.

Failure to provide services that maximize recovery not only
creates personal hardship for head injury victims and their
families. The public also assumes a significant financial
burden when those affected by head injury lose or have no
capacity to regain their former productive capacities.

The head injury victim usually is under age 35. Without
opportunities for appropriate rehabilitation therapies, he may
be institutionalized in a nursing home or mental health facility
for the rest of his productive life. Unless he has adequate
insurance coverage or financial resources at his disposal, he
must turn to the state or federal government for medical
assistance.

Depending upon his level® of recovery, a head injured person
who can return to work may have to accept less responsibility,
work fewer hours and earn less pay than he did before his injury
occurred. Even these ventures can fail, however, when recurring
cognitive and behavioral problems prevent successful workplace
re-entry.

Families who care for head injured relatives in their homes
face similar problems. When professional nursing or
rehabilitative services are available or unaffordable, many
spouses and parents leave their jobs to cittend full time to the
injured person. Diminishing family resources, 1in turn, can lead
rapidly to a need for medical and other forms of public
assistance.

A"Definition from National Institute of Handicapped Research,
Office of Special Education and Rehabilitative Services, U. S.
Department of Education.



AThe Level Or Tra.uma Center 1is equipped and staffed to provide
or gain acca ““to all general and special medical services. It
has the capability of managing complicated fractures and head,
thoracic, visceral and vascular injuries. Facilities and
physicians certified by their respective professional

boards
are available 24 hours a day. Level One Trauma Ce .ters exi3t
in St. Loui3, Kansas City and Columbia. (Source: Missouri
Division of Health, Hospital Resources for Optimal Care of the
Injured Patient, February 1 9 8 1 ; ) |

N"Special education services are available under P.L. 94-142,
the federal Education for All Handicapped Children Act of 1975.



Witnesses"™ Proposals for Change

Witnesses discussed solutions as Well as problems during the

joint committee®s hearings. Suggestions ranged from subtle
matters affecting attitudes toward recovery, to comprehensive
changes 1in state rehabilitation programming. Although witnesses

described more than forty different needs to committee members,
a consistent thread of agreement and acceptance unified
testimony gathered at all sessions.

These needs and proposals for change fall into the eight
broad categories listed below. Their order, which indicates
their priority as generally expressed by witnesses, was measured
by the number of times such proposals were mentioned. (See
Appendix C.)

Appropriate Placement

Because it is likely to determine a head injured person®'s
potential for recovery, appropriate placement after hospital
dis>_:narge 1is critical. Proper testing and evaluation should
guide the person to specialized rehabilitation and away from
services intended for other groups. This specialized care must
include cognitive retraining and help for the memory, speech and
behavioral problems common to head injured persons.

A system of therapies, designed to move the head injured
person toward his highest level cf independence, should be
offered in a variety of settings. Acceptable options include: a
long-term rehabilitation center suitable for persons leaving
hospitals; 1in-home therapies for those rer.ay to re-enter family
settings; day programs for persons preparing to enter vocational
rehabilitation; and transitional living arrangements suitable
both for those needing continued guidance and for others
preparing for full independer-a.

The tate could test systematic therapies by establishing a
pilot project at the University of Missouri®s Rusk
Rehabilitation Center in Columbia. By cooperating with
affiliated medical and mental health care institutions, Rusk
could manage treatment, rehabilitation and counseling for head
injured persons and their fTamilies. Successful tests could lead
to permanent state plans and support.

Government Rowmoonse to Head I..jury

Missouri can improve 1its public response oy distinguishing
head injury from other behavioral, mental and developmental
disabilities and by adju'r-ing existing services to meet
different needs. Specially designated officials, either at a



central entry point or in each agency Likely to serve the head
injured, could guide persons to appropriate programs and monitor
the quality of their progress. A designee within the Department
of Elementary and Secondary Education, for example, could assure
that vocational rehabilitation counselors recognize the
characteristics of head injury; help administrators adjust
therapies; place persons in available slots; and counsel

families during the rehabilitation period.

The state must do more to finance the care of head injured
persons and must make resources available to more families. To
promote consistent eligibility for government assistance,
Missouri should adopt a clear, legal definition of "brain damage
secondary to head injury" for use by all appropriate state
agencies. Medicaid administrators should raise reimbursement
rates, extend coverage Tfor long-term therapies and expand the
program to include payment for cognitive, psychosocial and
life-skill retraining.

Legislators should support converting the Missouri State
Chest Hospital to a state rehabilitation center. Located in Mt.
Vernon, the facility is a well-maintained but under-used
resource that already serves patients with chronic conditions.
Adequately staffed and organized, the hospital could serve
Missourians and other head injured persons from bordering
states.

Prevention

The state can limit the need for costly services by
emphasizing the prevention of head injury. Since most traumatic
brain damage occurs as a result of automobile accidents,

Missouri should enact mandatory seat belt laws for all citizens
and should vigorously enforce existing child restraint laws.

State officials also should make persons aware of the
effects of head injury through continuing public information
campaigns. The Division of Health, which already reaches some
school age children with its spinal and head injury
presentations, should attempt to reach alschool districts.
The Department of Mental Health, in addition, should address
head injury in its alcohol and drug abuse prevention programs.

Others who can ease the effects of head injury include child
abuse and neglect administrators and juvenile court officials.
Caseworkers and other evaluators must recognize the signs of
head injury, monitor the pattern of this abuse and document its
persistence. Court officials must assure that children are not
left in environments where head injury can occur. >



Information and Education

Services for the head injured suffer because Missouri lacks
a base of accurate, epidemiologic data. To increase knowledge
of the extent of head injury in this state, the legislature
should enact a mandatory disability reporting system based on
the International Classification of Diseases (ICD).

The state must assure that medical professionals, public
administrators and educators recognize head injury and

appreciate the unusual problems it poses. College curricula
should include training in the specialized needs of the head
injured. Agencies should train their counselors and caseworkers

to administer appropriate tests, to assess neuropsychological
evaluations and to be aware of neurobehavioral abnormalities.
Special educators"should know how to teach injured adults and
should be trained in the methods of cognitive rehabilitation.

Proper training of medical professionals will guarantee
better recovery potential for many head injured persons.
Missouri should fund initiatives that help doctors recognize and
refer head injuries to appropriate specialists and that train
specialists in methods promoting improved, consistent
rehabilitation and recovery.

Support Services

There must be help for those who deal each day with the

pressures of recovery from head injury. Rehabilitation for the
injured person should include association with and support from
others who have similar needs. Services “uch as subsidized

transportation, educational tutoring and loan libraries of
communication devices can help, restore lost independence.

Families, economically and socially disrupted, need
thoughtful counseling during all phases of their loved one"s
recovery. Adequate referral networks should guide them to
assistance. Services such as temporary respite care and
temporary family housing during long rehabilitative stays can
ease some burdens.

Insurance Practices

Although some insurance plans can accommodate the expense of
head injury treatment and recovery, many policies lack flexible

coverage. Legislators should require third party payors to
offer coverage for cognitive retraining and other practices and
devices used to rehabilitate injured persons. Coverage shoulu

be available in outpatient settings and at levels that reflect
today"s health care costs.
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Research and Treatment . \
Because early intervention is so critical to recovery,
Missouri should see that Level One trauma centers are availabla
in all areas of the state. More resources must be diverted to
soecialized acute care and to research that focuses on improved

rehabilitation methods. The legislature should consider
requiring appropriate and 3pe*dy patient referrals to head
injury specialists.

Personal Riarfts

Even during recovery, head injured persons remain vulnerable
to abuse of their rights. The state should require that an
insurance settlement resulting from an injury claim be used only
for the benefit of the injured person. He should be protected
from discrimination in employment on the basis of physical or
emotional disability. IT under guardianship, the person®s
status should be reviewed regularly a3 his rehabilitative
progress continues.

At times, however, the injured person®"s rights may affect
the health and safety of others. For this reason, anyone known
to have suffered severe head trauma should reapply for his
vehicle operator®"s license and be tested for perceptual ability.

11



Committee Recommendations

The problems of the head injured are so diverse, and the
array of proposed solutions so broad, that it is difficult to
design a comprehensive legislative package at this time. In
fact, some 1ideas need thorough fiscal and technical analysis
before statutory or regulatory changes can be considered.

It is possible, however, to address some broad goals now
because appropriate mechanisms are in place, because timing is
favorable or because these initiatives would require relatively
little new money. The Joint Committee on Head Injury,
therefore, proposes actions that:

1) Initiate or expand efforts to prevent head injury;

2) Establish a framework for comprehensive, sequential
head injury rehabilitation; and

3) Assure access to continuing, informed e _vice on matters
affecting Missouri®s head injured population.

Head Injury Prevention

Preventive measures are, literally, the best medicine for
easing the suffering caused by head injury. Equipped with
knowledge and encouraged to adopt prudent habits, Missourians
actually can lower their chances of sustaining serious head or
brain damage. For each incident that does not-occur, one more
family can avoid the staggering personal and economic loss
associated with head injury.

Recommendation No. 1: The General Assembly should enact
legislation requiring persons to use safety belts when they
operate or ride in passenger cars on Missouri roads.

Of the disabling injuries that occur as a result of auto
accidents each year, it is estimated that one third involve

damage to the head or brain. In fact, in the United States,
injury sustained in auto accidents is the leading cause of
epilepsy. Research has shown, however, that safety belt use can

cut the number of serious injuries by 50 percent and can lower
fatalities by 60 to 70 percent.

These effective preventive tools are widely available and

cost-efficient. All cars manufactured since 1964 are equipped
with some sort of safety restraint device - either a lap belt
or, if built after 1968, a shoulder harness. It costs the

driver and passengers nothing to use their safety belts.

12



Recommendation Mo. 2: Missouri should continue to support
existing educational programs designed to prevent disabling
iniuries.

Missouri®s Spinal Cord and Head Injury Prevention Project
attempts to lower the incidence of disabling trauma. Because
these injuries are most likely to occur as results of auto
accidents involving teenagers and young adults, state health
educators .reach their audience by visiting junior high and high
schoolse

Since the project started in 1980, the consequences of
serious injury have been described to 31,150 teenagers, in 60
schools, in 35 counties. Missouri should maintain or increase
its current level of support to fulfill all requests for program
presentations and to reach all members of the target group every
three years.

Comprehensive Rehabilitation

Although preventive practices can reduce their frequency,
head injuries will continue to disable some Missourians each
year. It is necessary, therefore, to maintain rehabilitation
opportunities suited to all levels of patient recovery.

Missouri should establish a sequence of pilot projects, 1in a
variety of settings, that are designed to move the head injured
person toward his highest level of independence. Successful
programs, 1in turn, can be adopted by public and private service
providers in other locations.

Recommendation No. 3: Using the facilities and professional
resources available at the University of Missouri-Columoia
Hospital and Clinics, the state should support a pilot program
of systematic, short-term rehabilitation for head iniured
persons.

It is proven that early, skilled, professional intervention
lays a foundation for recovery of the seriously head injured

person. Because this trauma is so debilitating, the individual
needs access to cognitive, retraining and other specialized
therapies to regain his most basic skills. This rehabilitation

must begin upon hosptial discharge and continue until the
injured person 1is prepared to function in other settings.

Ru3k Rehabilitation Center, part of the University of
Missouri-Columbia medical complex, has the staff and experience

needed to study short-term intervention technologies. The
center now serves head injured persons whose average length of
stay is 60 days. Because this group is 1in place, Rusk can

13



quickly develop systematic methods for assessing patient and
family needs, testing therapy options, monitoring patient
progress and counseling after discharge. The project should
produce a model for serving patients and families during the
crucial, early rehabilitation period.

Recommendation No. 4; The General Assembly should enact
legislation that converts the Missouri State Chest Hospital into
the Missouri Rehabilitation Center, a facility that will be able
to provide transitional rehabilitation in a simulated work and
home environment.

Many persons who complete initial periods of rehabilitation
need more help before they can consider living independently.
During this transition from facility to community, an individual
might re-learn self-care and homemaking skills, adjust behavior
problems that could prevent employment or continue other
specialized therapies. Although a period of transitional living
greatly improves an injured person"s ability to resume
independence, this recovery option is not available in Missouri.

The Missouri State Chest Hospital, if converted to a
rehabilitation center, could Ffill this service deficiency.
Located in Mt. Vernon, the.complex includes a dormitory, single
residential units and other buildings which can be used to

simulate work and home environments. The hospital is equipped
to provide medical care, rehabilitation therapies and other
patient services. Professional staff is available on site or

can be drawn from larger labor pools in nearby Springfield or
Joplin. A 20-bed pilot project should be establisned now and
subsequently evaluated for further expansion.

Recomendation No. 5; To allow head injured persons to resume
independent living in their communities, Missouri should
contract for locally-based transitional services.

Although not based in a facility, transitional
rehabilitation opportunities in other settings may be available
in a community and its surrounding area. Often, however, head
injured persons and their families simply do not know where to
find help. A community transitional living center, staffed by
persons famil:.ar with 1local resources, could direct clients to
appropriate services. To avoid duplicating existing public and
private efforts, the center would arrange these services through
local provider contracts.

Columbia, Missouri is an appropriate trial ground for a

community-based pilot project. The transitional center could
help persons discharged from the Rusk facility and other local
hospitals implement individual rehabilitation plans. Center

14



staff, in addition, would attempt to manage physical, social,
vocational and other therapies for the client"s overall benefit.
Local contractual arrangements, similar to those used by other
state agencies, could result in small group residential programs
or in services at patient homes, at provider locations or in day
care settings.

Continuing Advice

Recommendation No. 6: To assure that Missouri continues to
address the needs of its head injured citrzens, the Governor
should establish, by Executive Order, a Heed In~jury Advisory
Council.

Because there is no statutory mandate on their behalf,
Missouri®s head injured have no true advocates. The General
Assembly has provided a forum for discussion, but others with
more knowledge and experience must transform discussion into
action. By forming a Head Injury Advisory Council, the Governor
can encourage these actions and guarantee the head injured the
same protection now enjoyed by other Missourians.

The council should be composed of 25 voting members
representing both public and private interests. A designee from
the Office of Administration could participate as a non-voting
member. Al members could serve until they resign or until they
lose the positions that qualify them for participation,

The Governor should appoint 15 members - five panels of
three appointees - drawn from the St. Louis, Kansas City,
southwest, southeast and central Missouri areas. Each panel

would include persons representing the head injured, Tfamily
members and professionals in the field.

The council also should include one member from each of the
fallowing entities: the Senate; the House of Representatives; -
the Department of Mental Health; the Division of Health; the
Division of Family Services-Medical Services section; the
Division of Vocational Rehabilitation; the Division of
Insurance; the Missouri Projection and Advocacy Council; the
Governor®"s Committee on the Employment of the Handicapped; and
the National Head Injury. Foundation-Missouri Association. These
persons would be selected by the bodies they represent.

As a working group, the council will initiate studies on
specific proposals related to head injury. Members can be
expected to thoroughly analyze advantages, disadvantages and
costs related to each proposal and to seek executive and
legislative support for the best ones.
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The council will studyand recommend action on the following
items and on others it may later seiect.

1. m Methods for identifying the extent of head injury in

- Missouri.
2. A statutory definition of "head injury".
3. Appropriate entrypoints for head injured persons

seeking services from state agencies.

4. Rehabilitative placement opportunities which can be
provided with public or private resources.

5. Methods for establishing and funding transitional
living centers for the head 1injured.

6. Methods for advancing the practice and availability of
cognitive retraining therapies.

7. Improved coverage by all third party payers for
treatment and rehabilitation in institutional, 1in home
and in other settings.

8. Protection c£ the personal and civil rights of head
injured persons.

9. Head injury preventive education.

10. Opportunities for obtaining federal funds through the
National Institute of Health Research (NIHR) .

The full council should meet quarterly. Members should
serve without pay but be reimbursed for costs they 1incur while
conducting council business. To maintain accountability, the
council should report annually to the Governor.



Appendix A

Senate Concurrent Resolution No. 12

WHEREAS, in the State of Missouri there are an estimated
10,000 head injuries annually which physically disable and
intellectually impair some of our citizens for a lifetime; and

WHEREAS, in addition to those injuries, many of which
produce physical, intellectual and emotional disabilities, more
than 700 persons each year will die as a result of head
injuries? and

WHEREAS, head injury 1is the major cause of death and
disability among Missourians under the age of 35; and

WHEREAS, those figures clearly reflect a problem now
recognized as the "Silent Epidemic"; and

WHEREAS, the state, federal and local government agencies,
while providing services technically available to head injured
persons, may not be meeting the needs of those so injured 1in
even a minimal way because _available service systems were
designed for other types of disability and are inappropriate for
head injury rehabilitation and care; and

WHEREAS, many head injured persons in Missouri are
inappropriately placed in mental institutions, schools for the
retarded, nursing homes or other programs or facilites that
cannot provide the services needed for adequate rehabilitation
achievement? and

WHEREAS, many head injury treatment programs are
unnecessarily expensive and might be structured to provide
better treatment at far less cost; and

WHEREAS, no statewide system exits to assist head injured
persons in making the transition from dependent to independent
living; and

WHEREAS, there is a need to recognize traumatic brain damage
due to head injury, disease and anoxia as a separate and
distinct category of disability;

NOW, THEREFORE, BE IT RESOLVED by the Senate, the House of
Representatives concurring therein, that a joint interim
committee be established to study and consider head injuries;
and
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BE IT FURTHER RESOLVED that the committee be composed of ten
legislative members, five of whom shall be appointed by the
President Pro Tempore of the Senate, five of whom shall be
appointed by the Speaker of the House, and the Commissioner of
Education or his designee, the Director of the Department of
Mental Health or his designee, the Director of the Department of
Social Services or his designee, and a member of the Missouri
Protection and Advocacy Council; and

BE IT FURTHER RESOLVED that this committee be authorized to
meet and act during the interim, to study the economic 1impact
and emotional hardship of head injuries to the citizens of this
state in order to carefully consider the need for additional or
expanded programs to provide care and rehabilitation for those
suffering from head injuries and for the families of such
persons, to the end that all may be returned to useful and
productive lives for the good of our state and nation; and

BE IT FURTHER RESOLVED that this committee be encouraged to
meet and confer with groups interested in this activity, and/or
to establish advisory groups who will gather and present
materials to be considered by the committee; and

BE IT -FURTHER RESOLVED that the committee be directed to
prepare a report, to be submitted to the Eighty-third General
Assembly, with recommendations for needed legislation or
appropriations to assist with the treatment of head injured
persons; and

BE IT FURTHER RESOLVED that the Senate members be reimbursed
for their actual and necessary expenses incurred in the
performance of their duty from the Senate Contingent Fund, that
House members be reimbursed from the House Contingent Fund, and
that the state officials be reimbursed from their respective
offices; and

BE IT FURTHER RESOLVED that the committee be authorized to
seek clerical, technical and bill drafting assistance from the
Senate Research office, the House Research office, the Committee
on Fiscal Affairs, or the Committee on Legislative Research.
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City

St. Louis

Cape Girardeau
Kansas City
Springfield

Columbia

Total

Appendix 3

Joint Committee on Head Injury

Witness Groups bv Hearing Location*

-Witness Groups

Professionals Head Injured Relatives
Persons
5 4 14
3 2 2
5 3 13
6 6 3
16 3 6
35 13 38
(33%) 20%) (42%)

Total
Witnesses

23

7
21
15

25

91
(100%)

“Includes only persons who attended hearings, who identified themselves as
witnesses, and who spoke to the committee.



Joint Committee on Head

Appendix C

Injury

ProDOsals for Change - Number of Times Mentioned by Witness Group

Proposal
Cateaorv

Professionals

Appropriate
Placement

Government
Response

Prevention

Education and
Information

Support
Services

Insurance
Practices

Research and
Treatment

Personal
Rights

No Specific
Recommendations

31

12

18

11

11

Witness Group

Head Injured
Persons

Relatives

Total Times
Mentioned

30

12

62

46

27

21

20

18

18

13



Appendix D

State Programs Commonly Used by the Head Injured:

Eliaibilitv Reauirementsand Statutory Definitions

Department of Elementary and Secondary Education
Division of Vocational Rehabilitation

A.  Must have a disability

B. Disability must be a handicap to employment

C. There must be a reasonable expectation that services
provided will lead to permanent employment

Division of Special Education

Must meet specific eligibility criteria in at least one of
the following areas

(a) Learning disabled

(b) Behaviorally disordered/emotionally disturbed
(c) Mentally retarded

(d) Physically impaired

(e) Other health impaired

(f) Visually impaired

(g) Hearing impaired

(h) Deaf/blind

(i) Autistic

Definition of "handicapped" relating to sheltered workshops
(8178.900, RSMO 1978)

Handicapped person: a lower range educable or
upper range trainable mentally retarded or other
handicapped person sixteen years of age or over
who has had school training and has a productive
work capacity in a sheltered environment adapted
to the abilities of the mentally retarded but
whose limited capabilities make him
nonemployable in competitive business and
industry and unsuited for vocational
rehabilitation training-

21



Department of Mental Health

Definition of "developmental disability” (&630.005, RSMo
Supp. 1983)

A disability:

(a) Which is "attributable to mental retardation,
cerebral palsy, autism, epilepsy, a learning
disability related to a brain dysfunction or a

““similar condition or conditions found by
comprehensive evaluation to be closely related
to such conditions or to require habilitation
similar to that required for mentally retarded
persons;

(b) Which originated before age eighteen; and

(c) Which can be expected to continue indefinitely.

Definition of "mental retardation”" (8630.005, RSMo Supp.
19 33)

Significantly subaverage general intellectual
functioning (1.Q. less than 69) which:

(a) originates before age" eighteen;

(b) 1is associated with a significant impairment
in adaptive behavior.
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EXECUTIVE. ORDER
85-6

WHEREAS. there are an estimated tO.CDO head injuries In the State or
Missouri'each year which physicall/ disahle_and intellectually impair some of

our citizens for a lifetime; and

WHEREAS, more than 700 persons each year will dk as a result of held
Injuries; and

WHEREAS, head injury is the major cause of death and disability among
Missourians under the age of 35; agd-

WHEREAS. the State of Missouri should assume a leadership rale in the
collection and dissemination of. information abouc head injuries and the appro-
priate response of government and private groups to prevent'them and treat those

who suffer them; and

WHEREAS, the State of Missouri offers a wide’range of services to persons
with head injuries, and appropriate placement of head injured persons in these
programs is critical to the individual's potential for recovery, and important
to the state's desire to provide appropriate service in a cost-effective manner,

HOW THEREFORE. |. JOHM ASHCROFT. GOVERNOR OF THE STATE OF MISSOURI. by
virture of the authorlty vested in me by the Constitution and laws of Hisscuri
hereby create and establish the Hisscuri Head Injury Advisory Council. The
.Council shall be composed of ZS members appointed as fallows: 2 members of the
Council shall be members of the House of Representatives and appointed by the
Spei.'*r of the House of Representatives, to serve for the remainder cf their
terms; 2 shall be memb-rs of the Missouri Senate and appointed by the President
Pro Tern of the.Missouri Senate, to serve for the remainder of their terms; and
21 members shall be’appointed by the Governor, representing persons with head
‘injuries, representing relatives of persons with head injuries, representing
proprietary schools, professional groups, health institutions,-private industry,
and state agencies which administer programs regarding mental health, education,
public health, public safety. Insurance and medicaid. The appointment of Indi-
viduals representing state agencier-shall be conditioned on their continued

employment in their respective agencies.

The Hissouri Head Injury Advise y Council is assigned to the Olvisfon of
General Services in Che Office of Administration. Members of Che Council shall
receive no comoensation for their service but shall be reimbursed for their
actual and necessary expenses incurred'in the performance of their duties.
Hembers of .the Council appointed by Che Governor shall serve at the pleasure’of

the Governor. S

* The Council may study and reeenrend action by private and public entities
* (]

on the foIIowmg items and on others it may select; Lo

1
e o0 ¥ e* *°

#
1. Methods for .ldentifying the extent of htad injury in Missouri..

2. A statutory definition of “head Injury*. A

3. «Appropriate entry points for head injured persons seeking services
from state agencies.

4. Rehabilitative placement opportunities which can be provided with
public or private resources. ’

Methods for establishing and funding transitional I|V|ng centers for
the head Injured. -

5. Hethods for advancing the practice and availability of cognitive
retraining therapies.

($a]
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7. Improved coverage by all third party payers far treatment and rehabil-
itation In institutional, in home and in other settings.

8. Protection of the personal and civil rights of head injured persons.

9. Head injury preventive education.

10. Opportu”i ies for obtaining federal funds through the National Institute
of Heai.h Research (HIHR).

The Council shall meet when called by Che Chairman, but at least quarterly.
The Council shall elect annually one of its members to serve as Chairman. The
Council shall adopt written procedures to govern its activities. Staff and
consultants shall be provided for the Council from apprr-iriations requested by
the Commissioner for such purposes.

The Council shall report annually to the Comnlssioner of Administration on
its activities, and on the results of its studies, and shall.include any recorrae.-:-
dacions in said report. This Order shall be effective July 1, 1985, and shall
expire on July 1, 1983 unless renewed by an Executive Order executed prior to

that date.

IN WITNESS WHEREQF. | have hereunto
set my hand and caused to be affixed
the Great Seal of the State of Missouri
in tie City of Jefferson, on this

"C day of ~flLi — , 1985,

ATTEST:

SECRETARY Oh.SIAIE'
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VIRGINIA HEAD INJURY FOUNDATION, INC.
H47 Sollbt Madiaorr 3cuicv*iU « Mulfaii, Viigniij~22"C1
-705/82M7*8

P.O. Box 24171
Richmond, VA 23224 (804) 355-5748

Contact: Alice Demichelis
(703) 821-1748 O (7.03) 860-5529

FOR IMMEDIATE RELEASE March 12, 1984

Governor Charles S. RoDb signed into law the Head Ir.jury Registry
Bill on March 7, 1984. The bill was introduced by Senator Clive DuVal,
(D) 32nd District and passed the Senate unanimously. Delegate Mary
Marshall, (D) 48th District (Arlington) handled the bill in the house of
Delegates, where it passed 95-1. Virginia Head Injury Foundation (VHIF),
its members state-wide, and the Department of Rehabilitative Services (DRS)
vigorously supported the bill.

The legislation will establish and maintain a Central Registry,
through the Department of Rehabilitative Services, of persons who sustain
Head Injuries. It is the first law of its kind to be enacted in the
United States. The bill was patterned after the Virginia Spinal L *°d
Registry Law. Under this new law, effective July 1, every hospital and

Under this new law, effective July 1, 1984, every hospital and attending
physician is required to report to the Commissioner by the most expeditious
means within 7 days after the identification of any persons sustaining a
head injury, "he objectives of the legislation are "to facilitate the
orovision of appropriate Rehabilitative Services by the Department and other
state agencies to such persons."”

"l appreciate the efforts of the VHIF and the Department in the assisting
in the passage of this measure. Virginia can truly be proud of its leadership
in recognizing the needs of its head injured population”, says Senator Clive

DuVal.
(nore)



-'[ejia Head Injury Foundation - Page 2

According to VHIF, this is the first step toward assessing the needs of
Head Injured persons in the Commonwealth of Virginia. "We are proud that
the Commonwealth of Virginia is the first state to enact such legislation.

In the long run, proper rehabilitation programs at the outset will save the
Virginia taxpayers hundreds of thousands of dollars" states Alice Oemicnelis,
State Vice-President of Virgir.a Head Injury Foundation.

Wayne M. Alves, Ph.D., Director of Clinical Research, Head Trauma Center,
D<oartment of Neurosurgery, University of Virginia School of Medicine stated
that "an aggressive, early effort to rehabilitate the brain injured seems to
promise the greatest chance for restoring social competence and allowing head

injured persons to resume a useful and productive life."

Virginia Head Injury Foundation is a non-profit organization, assisting
head injured persons and their families adjust to the changes in their
lives brought about by head injury. The chapters are located in the following
locations: Northern Virginia, Richmond Area, Central Virginia, Southwest
Virginia, Tidewater Area, and Virginia 8each Area.

Diane Huadle, M_A., LPC, Executive Oirector of VHIF, said, "on behalf of
all head injured and their family members, we express our heartfelt gratitude
to ail the members of the Virginia General Assembly, DRS Commissioner Altamont
Dickerson, and George Meeks, Director of DRS"s Legal legislative and Consumer
Affairs section. We also express special gratitude to the Honorable Joseph L.
Fisher, Secretary of Human Resources. Establishment of a central registry
is a major accomplishment for VHIF. We are now producing the nation"s first
film, expected to be released in April, about the head injured, stressing the
importance of prevention and early intervention. The film will reach one-

million Virginians before being distributed nationally.



VIRGINIA HEAD INJURY REGISTRY 31ILL

The Virginia Department of Rehabilitation has prepared a bill to
be introduced in the Virginia 1984 legislative session which will establ:
a state-wide register of head injured persons. The bill 1is patterned af:
t.he Spinal Cord Injury Registry currently in effect. ae Virginia Qead
Injury Foundation supports this bill. Enactment of the Head Injury Regi:
Bill will assist the Virginia Department of Rehabilitative Services 1in
developing appropriate programs and facilities for head injured persons.
In the long run, proper rehabilitation programs at the outset will save
the Virginia taxpayers hundreds of thousands of dollars. According to a
noted authority, Wayne M. Alves, Ph.d., Director of Clinical Research,
Head Trauma Center, Department of Neurosurgery, University of Virginia
School of Medicine, "an aggressive, early effort to rehabilitate the bra
injured seems to promise the greatest chance for restoring social c.ompet-
and allowing head injured persons to resume a useful and productive life

Head injury, primarily caused by automobile accidents, has reached
epidemic proportions and is a major health problem. A recent survey, ab-
to be released by the Virginia Head Injury Foundation, has revealed that
19S2 alone, 13,000 people in Virginia sustained a head injury. These
staggering figures were obtained from hospital reports throughout the st

At the present time, Virginia lacks-the needed Tfacilities for prope
rehabilitation of head injured persons. Once he/she reaches medical and
physical stability, acute rehabilitation facilities are often forced to
discharge them long before they are capable of resuming a useful and pro
ductive life. The head injured individual and his/her family have ncwhe
to turn for help.

Although Virginia does have a small program at Woodrow Wilson Rehab
ration Center 1in Stanton, the nearest rehabilitatiion centers for the he
injured persons are 1in Pennsylvania and Connecticut. Many Virginia fami
must travel out of state to receive necessary services, if they can Ilcca
appropriate services at all.

Six chapters of VHIF are located throughout the state. We are less

than a year old and are now directly serving hundreds of Virginia famili

We were most fortunate to recieve a grant from the Department of Pehabil

tation Services to conduct the survey w-hich identified those 13,000 who



VIRGINIA HEAD INJURY REGISTRY BILL

were head injured in 1982. This Bill will
permanent basis which will

establish a register on a ~
identify for the Department "" Rehabilitation,

the persons in need of rehabilitative programs on tbt

- ue basis as persons
with spinal cord injuries.

On behalf of the thousands of head injured persons and their families,

VHIF 1is asking for your support of the Head

Injury Registry Bill.
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SENATE BILL NO. 142
Offered January 17, 1984
A BILL toamend and reenact § 2.1-563 of theCode of Virginia, relating to a central
registry of persons sustaining head injuries.
Patrons-DuVai. Waddell. Saslaw. Gartlan. Colgan, Holland, E. M.. and Russell. J. W,
Delegates: Stambaugh. Cohen. Almand. Plum, Diamonstein, McDiarmid, Cody, Callahan.
Medico, Cunningham. Keating, and Gordy

Referred to the Committee on General Laws

Be it enacted by the General Assembly of Virginia:
1.That § 2.1-583 of the Code of Virginia is amended and reenacted as follows:

§ 2.1-583. Central registry.- = . The Commissioner shall establish and maintain a central
registry of persons who sustain spinal cord injury other than through disease, whether or
not permanent disability results, ir. order to facilitate the provision of appropriate
rehabilitative services by the Department and other state agencies to such persons.

Every hospital and attending physician shall report to the Commissioner by the most

expeditious means within.seven days after identification of any person sustaining such an

injury. The report shall contain the name, age and residence of the person, date and cause

of the injury, and such additional information as the Commissioner may deem necessary.
B. The Commissioner shall establish and maintain a central registry of persons who
sustain head injuries, if permanent disability is likely to result. Reporting requirements

shall be consistent with those set out in paragraph A of this section.

Official Use By Clerks
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Passed By The Senate The House of Delegates
without amendment O without amendment O
with amendment O with amendment O
substitute O substitute O
substitute w/amdt 0O substitute w/amdt O
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Clerk of the Senate Clerk of the House of Delegates



COMMONWEALTH OF VIRGINIA
Department of Rehabiltstlve Services
Comoined Head Injury/Soinal Card Injury Central Registry

Section 2.1-553. Code of Virginia, requires that injury se reccrtsd
within seven days after hosaital itaticn

PATIENT®S NAME Lo BIRTH OATE
last, first micai e

SOCIAL SECURITY NUMSE3
STREET CITY STATE

COUNTY ZIP cocE

SUPPORTIVE CONTACT (FAMILT/FRIENO)
ireiationsnipj

MATLING ACORESS

TELEPHONE f

PLEASE CIRCLE OR FILL IN THE APPROPRIATE ITEMS 3ELOW:

STATUS: LIVING OECEASE3 (IF SO. DATE

SEX: MALE FEMALE VETERAN: YES NO . UNKNOWN

CAUSE: MOTOR VEHICLE- DIVING GUNSHOT FALLS ASSAULT OTHER .
iplease speciry;

OATE OF INJURY: OATE OF ADMISSION
ATTENOING PHYSICIAN TELEPHONE /
rieao iniurv Soma i cord mjurv
Report onlv on these 1C0-9-C1 Codes. I1CD-9-CM Code (Circle)
iClrcle)
I- Fracture of vault of skull 344.0 - Quadraplggla
- Fracture of base of skull 344.1 - Paraplegia

- Fracture of face bones

- Other and unqualified skull
fractures

304 - Hjltiple fractures of skull and
face
I - Concussion

- Cerebral laceration and contusion

- Intercranial irjury of other and
unspecified nature, such as closec
head injury

Person Supplying Information
Hospital Nine
Address

Return to:

Spinal Cord/Head Injury

Central Registry

P. 0. Box 11045

Richmond, VA 23230 Date Fora Completed
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geographically regionally based fegtend resource nonprofit
commun ity agencies centers to provide specified services to
brain-impaired adults.

This bill would appiopriate $1,700,000 for the purpose of the
hfll.

~his bill would take effect immediately as an urgency
st e

vote: Y%e Appropriation: yes. Fiscal committee: yes.
State-mandated local program: no.

The people of the State of California do enact as follow™s:

SECTION 1. Chapter 4 (commencing with Section
4330) of Part 2 of Division 4 of the Welfare and
Institutions Code is repealed.

SEC. 2. Chapter 4 (commencing with Section 4330) is
added to Part 2 of Division 4 of the Welfare and
Institutions Code, to read:

Damage or Degenerative Brain Disease

4330. The Legislature finds all of the following:

(@ That state public policy discriminates against
13 adults with brain damage or degenerative brain disease,
14 such as Alzheimers disease, hereinafter called “brain
15 1impairments.””
16 (b) That the Legislature has declared state public
17 policy and accepted responsibility to ensure that persons
18 under the age of 18 years who are “fevelopmentally
19 disabled””pursuant to Division 4.5 (commencing with
20 Section 4500), receive services necessary to meet their
21 needs, which are often similar to those of persons who
22 suffer from brain impairments.
23  (¢) That persons over the age of 18 who sustain brain
24 impairment have avariety of program and service needs
25 for which there 1is no clearly defined, ultimate
26 responsibility vested in any single state agency and for
27 which there are currently a number of different
28 programs attempting to meet their needs.

1
2
3
4
5
6
7
8 Chapter 4. Services for Persons with Brain
9
10
11
12
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13
14
15
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18
19
20
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23
24
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26
27
28
29
30
31
32
33
34
35
06
37
38
39
40

—3— AB 2913

(d That the lack of clearly defined, ultimate
responsibility has resulted in severe financial liability and
physical and mental strain on brain-impaired persons,
their families, and caregivers.

(e) That terminology and nomenclature used to
describe brain impairments are varied and confusing, in
part Dbecause of different medical diagnoses and
professional opinions, as well as differences in
terminology used by the various funding sources for
programs and services. Uniformity isrequired in order to
ensure that appropriate programs and services are
available throughout the state to serve these persons.

@® That the term "brain damage™ covers a wide
range of organic and neurological disorders, and that
these disorders, asidentifiedbelow, arenotnecessarily to
be construedasmental illnesses. These disorders include,
but are not limited to, all of the following:

(D) Progressive, degenerative, and dementing
illnesses including, but not limited to, prcsenile and
senile dementias, Alzheimers disease, multi-infarct
disease, Picks disease, and Kreutzfeldt-Jakobs disease.

(2) Degenerative diseases of the central nervous
system that can lead to dementia or severe brain
impairment, including, but not limited to, epilepsy,
multiple sclerosis, Parkinson®s disease, amyotrophic
lateral sclerosis (ALS), and hereditary diseases such as
Huntington s disease.

(3 Permanent damage caused by cerebrovascular
accidents more commonly referred to as 'strokes, =™
including, but not limited to, cerebral hemorrhage,
aneurysm, and embolism.

(4) Post-traumatic, post-anoxic, and post-infectious
damage caused by incidents, including, but not limited
to, coma, accidental skulland closedhead injuries, lossof
oxygen (anoxia), and infections such as encephalitis,
herpes simplex, and tuberculosis.

(®) Permanent brain damage or temporary or
progressive dementia asa result of tumors (neoplasam),
hydrocephalus, abscesses, seizures, substance toxicityand
other disorders.



>
o

PO OWONODURWNER

2913 - 4-

(g) That braindamage frequentlyresultsin functional
impairments that adversely affect personality, behavior,
and ability toperform daily Zctivities. These impairments
cause dependency on others for care and
decisionmakmg. The manifestations of brain damage
include impairments of memory®", cognitive ability,
orientation, judgment, emotional response, and social
inhibition. Brain damage can strike anyone regardless of
age, race, sex, occupation, or economic status.

(h) That Family Survival Project for Brain-Damaged
Adults of San Francisco, a three-year pilot project
established pursuant to former Chapter 4 (commencing
with Section 4330), has demonstrated that the mos *
successful, cost-effective service model 1is one which
allows a nonprofit co. "mity agency to provide a full
array of support services milies that have amember
who suffers from a brai nnairment. This agency
provides direct services, cooro. *es existing resources,
and assists in the development o. ew pirgrams and
services on a regional basis.

«q)-

() That respite care services provide a combination
of time-limited, in-home, and out-of-home serviceswhich
significantly decrease the stress of family members and
increase their ability tomaintain abrain-impaired person
athome at less cost than other alternatives. This ability is
further increased when complemented by case planning,
care training, and other support services for family
members.

-fkf- That providing services te brain/impaired adults;
their families, &f}d earegivcrs requires the coordinated
services of many state departments and community
agencies to ensure thatno gaps eeeur incommunication,
m the availability of programs, or in the provision of
services.

-(if That, since iifil- the department

() That, since 1977, the State Department ofMental
Health has attempted to identify service gaps and
determine a cost-effective, feasible approach to funding
and providing services to brain damaged adults, their

O ~Noo O~ WN PR
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families, and caregivers. That department has the
experience of offering more 1in the continuum of
programs and services than any other state agency and is
willing to continue in the lead state agency capacity.

(k) That providing services to brain-impaired adults,
and to their families and caregivers, requires the
coordinated services of many state departments and
community agencies to ensure that no gaps occur in
communication, in the availability ofprograms, or in the
provision ofservices. Although the servicesmay include
mental health interventions, theycannotbeme t solelyby
services of the State Department ofMental Health.

4331. As used in this chapter:

(@ “Brain damage,”” “flegenerative brain diseases,””
and "brain impairment”™means significant destruction of
brain tissue with resultant loss of brain function.
Examples of causes of the impairments are degenerative
dcmcntoa; cerebrovascular disease end stroke;
degenerative diseases ef the nervous system, traumatic
brain mjary; lesiens end tumors; anoxia;and infectious
disease: Alzheimers disease, stroke, traumatic brain
injury*., and other impairments described in subdivision
(P of Section 4330.

(b) "Brain-impaired adult®>means a person whose
brainimpairment has occurred after the age of 18.

(c) “Respite care”means time-limited substitute care
or supervision in support of the caregiver for the
purposes of providing relief from the stresses of constant
care provision and so as to enable the caregiver to pursue
a normal routine ahd responsibilities. Respite care may
be provided in the home or in an out-of-home setting,
such as day care centers or short-term placements in
inpatient facilities.

4332. The director shall administer this chapter and
establish standards and procedures, as the director deems
necessary in carrying out the provisions of this chapter.
The standards and procedures are not required to be
adopted as regulations pursuant to the Administrative
Procedure Act (Chapter 3.5 (commencing with Section
11340) of Part 1 ofDivision 3 of Title 2 of the Government
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Code). 1
4333. The director shall do b~th of the following: 2
. (@ Contract with a nonprofit community agency 3
meeting the requirements of this chapter to act as *he 4
Statewde Coordinating Agency. 5
-b) With the advice of the Statewide Coordinating 6
Agcney and within four years from the effective date of ¢ 7
this chapter, eontraet w ith no mere than 49 nonprofit 8
commun ity agencies to establish geographically based 9
regional resource agencks iIn order to ensure the 10
existence of an array of appropriate programs and i
services far brainhmpnircd adtdtsr The regional resource 12
agencies shah plaeeahigh priorityon utilizing Statewide 13
Resources Consultant, to be selected through a Bfid 14
procedure. 15
(b) With the advice of" the Statewide Resources 16
Consultantand within four years from the effective date 17
of this chapter, contract with nonprofit community 18
resource agencies, selected in a manner determined by 19
the director, to establish regionally-based resource @) 20
centers in order to ensure the existence ofan array of 21
appropriate programs and services for brain-impaired 22
adults. The resource center shallplace ahighpriorityon 23
utilizingcommunity resources in creating opportunities 24
for families to maintain a brain-impaired adult at home C - 25
when possible and in other community-based 26
alternatives when necessary. 27
4334. The Statewide Coordinating Ageney Resources 28
Consultant shall do all of the following: 29
(@ Serve as the centralized information and technical 30
assistance clearinghouse for brain-impaired adults, their 31
families, caregivers, and service professionals service 32
professionals and agencies, and volunteer organizations. 33
() Work closelyand coordinate with organizations * j 34
serving brain-impaired adults, their families, and 35
caregivers in order to ensure, consistent with 36
requirements forqualityofservicesasmay be established 37
by the director, that the greatestnumber ofpersons are 38
served and that the optimal number of organizations 39

participate.

— [ — AB 2913

(c) Develop training packages which are appropriate
for a variety of persons, including, but not limited to, all
of the following:

"(1) Families.

(@) Caregivers and service professionals involved with
brain-impaired adults.

(3 Advocacy and self-help family and caregiver
support organizations.

(4 Educational institutions.

-te—

e (d Provide service and program development
consultation to regional resource agences resource
centers and to identity funding sources which are
available.

te

(e) Assistthe appropriate state agencies in identifying
and securing increased federal financial participation and
third party reimbursement, including, but not limited to,
Title XVI11 (42U.S.C. Sec. 1395 et seqg.) and TitleX1X (42
U.%.C. Sec. 1396 et seq.) of the federal Social Security Act.

e

(M Conduct public social policy research based upon
the recommendations of the Director of Mental Health.

- Arrange for and coordinate epidemiological
research through subcontracting w ith appropriate
agencies such as educational or medical research
institutions as approved by the director.

-(©)- Assist the director m establishing criteria for; and
in selecting; regbnal resource agencies.

-(h)- Establish amadvisory task force which will advise
the Statewide CoordinatingAgency en mattersrelated te
the implementation of thisehap terr Membership en this
task force shah be determined by the Statewide
Coordinating Agency based upon recommendations
which may be made by the follbwing the Directors of
M ental Health; Health Services; Social Services,
Developmental Serveeg Rehabilitation; Aging; and
Alcohol and Drug Al?use; the Secretary of Health end
Welfare; the Insurance Commi ssion; the President ore
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Assembly C o m m ittee Cft Health? the Senate C om m ittee
on Health aftd Human Services? and ether relevant
legislative subcommittees and select eem m ittecs as
deterffttned by the Statewide Goordinating Agency?

(@) Assist the director, as the directormay require, iIn

conducting directly, or through contract, research in n t

brain damage epidemiology™ and data collection, ond in
developing a uniform terminology® and nomenclature.

(h) Assist the director in establishing criteria for and
in selecting resource centers and in designing a
methodology" for the consistent assessment of resources
and needs within the geographic areas to be sendced by"
the resource centers.

(1) Conduct conferences, as required by the director,
for families, caregivers, sendee providers, advocc y
organizations, and educational institutions in order to
enhance the quality and availability of high-quality,
low-cost care and treatment of brain-impaired adults.

4335. In choosing an appropriate nonprofit )
community agency to act as the Statewide Coordinating
Agency Resources Consultant, the director shall "give
priority to an agency which meets both of the following:

(@ An agency which has a proven record of

experience in providing information, technical assistance ))
and direct services to adults with all types of brain
impairments, their families, and caregivers.

(b) An agency which includes family members and
caregivers of brain-impaired adults on its board of
directors.

4336. (@ The Statewide Coordinating Agency
Resources Consultant shall submit progress reports on its
activities as required by the director. These reports shall

include, but not be limited to, asummary and evaluation (1)
of the activities of the regional resource agencies
resource centers. Client, caregiver, service, and cost data
shall be provided for each operating regional resource
agency resource center.

(b) The edepartment, 1in consultation with the

Statewide Goordinating Agency ;aboil eonouct e-nennu it ,
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ovo luotioft of the effectiveness of the regional resource
agencies Resources Consultant, shall report to the
Legislature byJanuary 1,1987, on the effectiveness of the
resource centers. The evaluation shall include, but not be
limited to, all of the following:

(1 A comparative assessment of the costs and
effectiveness of each type of service or combinations of
services provided.

(2 An assessment of the nature and extent of the
demand for services which provide respite, and an
evaluation of their success in meeting this demand.

(3 An analysis of the effectiveness of the program in
deferring the institutionalization of bm in-impaired
adults, allowing caregivers to maintain a normal routine,
and promoting the continuance of quality care for
brain-impaired adults.

(4) Recommendations for ensuring thjtunmet needs
of brain-impaired persons and their fiunuies are
identified and addressed with appropriate programs and
services.

4337. The regional resource agencies resource
centers shall serve all of the following functions:*

(@ Provide directly or assist families in securing
information, advice, and referral services, legal services
and financial consultation, planning and problem-solving
consultation, family support services, and respite care
services, as specified in Section 4338.

(b) Provide single entry point eecess centralized
access to information atout and referrals to local, state,
and federal services and programs in order to assure a
comprehensive approach for brain-impaired adults, their
families, .and caregivers. Nothing in this chapter shall
prohibit access to sendees through other organizations
which proxdde similar programs and sendees to
brain-impaired adults and their families, nor snail other
organizations be prevented from proxdding these
programs and services.

(©) A sist in the identification and documentation of
service needs and the development of necessary
programs and services to meet the needs of
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brain-impaired adults in the geographic area.

(d) Cooperate with the Statewide Coordinating
Agency Resource Consultant and the Director of Mental
Health in any activities which they deem necessary for
the proper implementation of this chapter.

(e) Work closely and coordinate with organizations
serving brain-impaired adults, their families and
caregivers in order to ensure, consistent with
requirements forqualityofsendeesasmay be established
by the director, that the greatestnumber ofpersons are
served and that the optimal number or organizations
participate.

4338. Agencies designated as regional resource
ageneics vresource centers by the director after
consultation with the Statewide Goordinating Agency
shall Resources Consultant shall include in their
governing or ad\dsory boards, or both, asrequiredby the
director, persons who are representative of the ethnic
and socioeconomic character of the area served and the
client groups served in the geographic area. Resource
centers shall carry out the functions specified in Section

. 4337 through the administration and provision of

follow ing servicesprograms and services that reflect the
most progressive care and treatment alternatives
available for brain-impaired adults, their families, and
caregivers. These programs and services may be
provided directly or through the establishment of
subcontracts as specified in their contract and within the
limitations imposed by budget appropriations. The
department shallmake efforts to achieve a goal that not
less than 90 percent of the funds appropriated through
contracts wdth resource centersshallbe utilizedfor direct
sendees, including, but not limited to, the following.

(@) Information, advice, and referral and family
support services, including, but not limited to, all of the
following:

(D Information and counseling about diagnostic
procedures and resources.

(@ Long-term care planning and consultation.

(3 Legal and financial resources, consultation, and

OoO~NOoO O WDN
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representation.

(4) Mental health interventions.

(5) Caregiving techniques.

(b) Respite care services through the flexible and
creative use of existing local resources, including, but not
limited to, all of the following:

@ In-home care.

(2) Adult day health and social day careservices.

(3) Foster and group care.

@ Temporary placement in acommunity or health
facility.

(®) Transportation.

(¢) Training and education programs for
brain-impairedadults, their family members, caregivers,
ana ~J.rvice providers that will lead to the high-quality,
low™-cost care and treatment ofservice clients.

4339. The director shall establish criteria for client
eligibility, including financial liability, pursuant to
Section 4339.5. Income shall not be the sole basis for client
eligibility. The director shall assume responsibility ror the
coordination of existing funds and services for
brain-impaired adults, and for the purchase of respite
care services, as defined in subdivision (c) of Section 4331
and described in subdivision (b) of Section 4336, with
other departments that may serve brain-impaired adults,
including the Department of Rehabilitation, the State
Department ofHealth Services, the State Department of
Social Services, the State Department of Developmental
Services, the Department of Aging, and the State
Department of Alcohol and Drug Abuse.

4339.5. Persons receiving sendees pursuant to this
chapter may be required to contribute to the cost of
services depending upon their ability to pay, but not to
exceed the actual cost thereof. The criteria for
determining client contributions which may be paid .mm
the regional resource agency resource center under this
chapter and :tandards for their utilization by the regional
resource ugeney resource center in developing new
programs and services shall be determined by the
director after consultation with the Statewide
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Coordinating Agency Resources Consultant

4339.6. In considering total service funds available for
the project, the director shall utilize funding available
from appropriate state departments, including, but not
limited to: the State Department of Health Services, the
State Department of Social Services, the Department of
Rehabilitation, the Department of Aging, and the State
Department of Alcohol and Drug Abuse. The director in
conjunction with the Statewide C oordinating Agency
JIZ I XTVT 11 VATIVEIE) TTX TTTHT t7x TTrC IXGSOLITCGS
Consultant shall coordinate his or her activities with the
implementation of the Torres-Felando Long-Term Care
Reform Act (Chapter 1435, Statutes of 1982) in order to
further the goal of obtaining comprehensive, coordinated
public policy and to maximize the availability of funding

16 \for programs and sendees for persons with brain

17
18
19
20
21
22
23
24
25
26
27
28
29
30

impairment.

SEC. 3. The sum of one million seven hundred
thousand dollars ($1,700,000) is hereby appropriated
from the General Fund to the State Department of
Mental Health for the purposes of this act.

SEC. 4. This act is an urgency statute necessaryfor
the immediate preservation of the public peace, health,
or safety within the meaning of Article 1V of the
Constitution and shall go into immediate effect. The facts
constituting the necessity" are:

In order that certain greatly-needed services to
brain-impaired adults may be provided at the earliest
-possible time, itisessential that thisact go into immediate
effect

ml-N



MISSOURI SENATE
JEFFERSON CITY

Edwttt TL. Dracm

JENATOR. 24TH QLSTRICT 10740 ST. XAVIER

ST. ANN. MISSOURI 93074

CAPITOL BUILDINa TELEPHONC (314> 439.7101
ID'TCTSON Cmr. MISSOURI 93101 |

TELEPHONE (314) 731-2340

TO: Senator James Murphy Representative Marvin Proffer
Senator Harry Wiggins ™ presentative Sheila Lumpe
Senator Phil Curls epresentative Sandra Reeves
Senator Ralph Uthlaut .epresentative Derek Holland

Representative Jay Russell

Directors: Dr. Arthur Mallory, Secondary Education
Dr. Paul Ahr, Mental Health
Barrett A. Toan, Social Services

Rich Heiser, Missouri Protection and Advocacy
Council

Research Analysts: House - Dan Landon
Senate - Toni Messina

Supervisor, Administrative Secretaries - Mary Lou Scott

FROM: Senator Edwin L. Dirck
Chairman, Head Injury Committee

SUBJECT: Senate Concurrent Resolution No. 12
"Joint Committee on Head Injuries.”

DATE: July 17, 19134

Pursuant to SCR No. 12, the joint committee on head injury
is assigned the task of studying the economic impact and emotional
hardships of head injured victims across the state. We are also
to prepare a report of findings and to prepare recommendations
for submission to the 83rd General Assembly.

In conjunction with the National Head Injury Foundation,
Missouri Chapter, 1Inc., we have scheduled a series of hearings
during- the months of August and September. (Schedule attached)
Also enclosed is a packet of information from the National Head
Injury Foundation which 1 believe will give committee members
a good overview of our task.

Each committee member and staff person should arrange for
their own lodging and transportation. If you have any questions,
please notify my office.

ELD/DbT



TRAUMATIC BRAIN INJURY PACKETS INCLUDE:

Connecticut Medicaid Regulations for Traumatic Brain Injury - 1984
Santa Clara Valley Medical Center Community Low Cost Day Program - 1982
Florida Head Injury Registry Bill - 1985

Virginia Head Injury Registry Bill - 1984

Acute Standards of Care for Brain Injury Programs (C.A.R.F.) - 1985
Insurance Serious Injury Medical Costs - 1983

RSA Memorandum on Trauratic Brain Injury - 1984

California Assembly Bill #2913 Regional Brain Damage Center - 1984
Impact of Head Trauma on Society, Canadian J. Neurol. Sci. - 1984

Missouri Legislative Resolution Creating Head Injury Task Force,
Services, Prevention

180 E. Hampden Suite 104  Englewood. CO 80110 (303) 161-8552
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An act relating to the Department al kttlch and
Rehabilitative Services; creating as. 413,(11
and 413.(12, r.S.i providing intent; craating a
cantral registry for raports of haad Injuries;
providing definitions: requiring eartain
raports of haad injurias; craating an advisory
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providing an affective data.

11 WHEREAS. thara is sn absanct of (actual information

04 12 conctrning tha scopa and the significance of haad Injury in
5%)\,@ 13 the stata.and
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s;—nr 14 WHEREAS, this absanca of information has inhibitad tha
cFe

<<, IS development of proper csra and rehabilitative programs and
.5« It proper funding in both tha privata aaetor and in government
4th 17 agencies, and

- 18 WHEREAS, this absanca of information has slso Inhibitad

?r: 19 the development of programs for tha prevention of haad Injury,

!;Vn.« 20 how, therefore.
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XE#% 22 Dc It Enacted by the Legislature of the State of riorida:
%
24 Section 1. Section 413.(11, riorida Statutes, Iis
25 crested to read:
2t e 413.611 Head-Injured persons; Isgislative intsnt.- It
27 is tha Intent of the Legislature to establish a central
28 registry for the collection of such information to facilitate
29 the development of these programs. It is the further
30 legislative intent that tha registry ensure the referral of

31 head-injured persons to the Department of Health and

cooihGiw*I»u — L »r* U»r oWr*—

Received
"MAY 2 91955

nsmec

ADMINISTRATION



81-538-3-5

Rehabilitative Services by appropriate Individuals or public

and private agencies In order thst such persons night obtain

81-528-1-5

members shall be Initially appointed to terms of 2 years.

The

council shall meet at least 4 times annually and members shall

2
1 the appropriate rehabill titlve services rendered by the be entitled to per diem and travel expenses |In accordanca with
4 department and other providers. t© i provisions of s. 112.0(1. Tha council thall provlda
5 Section 2. Section 411.(12, Florida Statutes, s advlea and expertise to the department In the preparation.
( crested to read! Implementation, and periodic review of a coordinated
7 411.(12 Central registry (or head-injured persons; rehat. Illtation program (or head-injured Individual* In
8 advisory council.-- riorida. Tha council shall asitat tha department In
9 1) As used In this section! g developing a coordinated multilevel plan of car* which will be
10 (al "Department* means the Department of Health and 10 presented to the secretary fcr review and approval by July 1,
11 Rehabilitative Services. 11 1988.
12 (b) “Head Injury" means an Insult to the skull, brain, 12 Section 1. Subsection (5) of s. 411.(12, Florida
11 or Its covering, resulting from external trauma which produces 11 statute*, as crtatcd by this act, la repealed on October I,
14 sn altered state of coniclousnes* or enatomle, motor, sensory, 14 1995, and Tht Advisory Council on Head Injury ahall be
15 or cognltlve/behivlorel deficits. 15 reviewed by the Legislature pursuant to s. 11.(11, Florida
1( (2) The department thall establish and maintain m 1( Statute*.
17 central registry of persona suffering - head Injury. 17 Section (. This act shall taka effect upon becoming a
18 (1) Every public or private health and social agency 18 lav
19 and attending physician shall report to the department within 19
20 5 days after Identification of sny head-injured person. The 20
21 consent of such person shall not be required. 21 hOUSB SUKHART
22 (4) The report shall contain the name, age, residence, 22 Itequlres the Deptrtment of Health and Rehabilitative
Services to create a central registry (or head-injured
21 diagnosis of the person, and such additional Information as Al persons. Requires health agencies and physicians to
report head Injurlea to the department. Creates an
21 may be deemed necessary by the department. 24 Advisor§ Council on Heag Injury._ Providg! th? mem?erfhip
and duties of tha council. Provides legislative findings
25 (5) There 1Is crested vithln the department a 1l1-meuler 25 and intent. Provides for rcvlev and repeal.
26 Advisory Council on Hesd Injury. The council shall be 26
27 composed of phyelclins, other allied health professionals, 27
78 administrators of hesd-Injury program, representatives fronm 28
29 support groups and the riorida Heurosurglcal Society, Hembers 29
20 of the council shall bt appointed by the secretary of ths 10
11 department and thall serva for terms of 4 years, except thst | ]1
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TO S STATE REHABILITATION AGENCIES (GZNE2AL)
STATS BEEABHITATICN ATZNCIZS (BLIND).
ESA REGIONAL CQMISSIOFfiRS (REGIONS 1-X)
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SUBJECT: Traumatic Brain Injury

CONTENT: Thar* la increasing national concern about the problems =*po3ed
by traumatic brain injury And the vocational rehabilitation
program haa an opportunity to become more actively involved
in tha resolution of these problems.

t
The Ccmmittee on Appropriations of the U.S. House of
Representatives submitted a report to the whole House on Che
State of Che Union, July 26, 1984, which stated:

"The. Committee i* encouraged by recent eff~rts in agencies
like the National Institute for Handicapped Research to
address the needs or people suffering brain injury due to
trauma. With 50,000-90,000 people suffering sue.” injury
due to car accidents and other causes, tha Ccmnittae re—
mains conr.irned abouc whether their needs are being ade—
quately addressed. The Ccaaittaa would like tha Rehabili—
tation Services Adainistracton. in conjunction with ail
other agencies in the Departments of Education and Health
and Human Services involved with issues relating to betd
injury, as well aa outside experts and support groups, to
report to Che Committee before next Jear*s hudzcc hearings
on tha fonowmg 1issues; Che currant research and servira
deliver** arrtvities relative to head injury now being
carried auc by Che various federal agencies: the-

need3 1in researtn, training and service delivery; Che

most current techniques In acuta care ana renaollitaciqg

at nead injured persons; and a plan for the future direstion
Chat head injury research *.nd service, delivery should take.
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la addition, tha report should addreaa tha designation or
a. 3pacific category or disability for tha head iajured and

tha utilisation of chat category by tha relevant federal
and itncn igencies."”

Tha cncera of Chis Committee is welcomed by 3SA. It is noted
that while aach year from 50,000 to 90,000 parsons vha have
savers residual impairments caused by ttnumntie brain dassage,
relatively few of these parsons ars served by vocational
rehabilitation agendas.

It is therefore suggested that Stats vocational rehabilitation
agendas re-examine cneir policies and practices in serving this
group or inaividuals ""with nost severe handicaps'i1with a view
towarns raxing a significant contribution Co the resolution of
vocational rehabilitation problems imposed by this disorder.

Associate Commissioner of Program Operations

Attachment: Medical Bulletin Ho. 3

CC:

CSAVa Executive Director



"A. Hiysical

Aphasia Spasticity
Visual Impairment Hemiparesis
Hearing Paraplegia
Physical Disability Seizures

a) Orthopedic involvement

£3. Cognitive

Memory Deficit- short and long term Lack of foresight
Perception Planning- sequencing
Concsncration Judgement
eAttention Headache*

"C. Psycho-Social-Behavioral-Emotional

?aciguaabilitz Anxiety

Euphoria Baselessness

Denial Lack or Motivation - inability
Egocenericity to self-monitor

Lack of self-esteenm Emotional Lability
Pisinhibition Inability to Cope

Jepresaion Agitation

Sexual Dysfunction

"Tha above impairments, any or all, may occur in varying degrees. The
severely impaired may encsapasa all of the above, but it is Important to
noca that with early and ongoing therapeutic intervention, Che degree of
"these'" sympcsns aignt decrease. ~

"Intellectual ability aignt not irroyovc after a period of time, buc social
end benaviorai aspects and memory could improve over long periods of tima.

"Increasing the return to a higher functional level should be a continuing
goal.™

V. Soma viewpoints from RSA

1) Eligibility: Persons who have incurred significant traumatic brain
injury in virtually every cnse have a physical or mental disability which
constitutes a significant handicap to employment. At issue is wuecher or
noc vocational rehabilitation services win oenefit the inaivicual in
terms or emoioyaoiiicy.

2) Evaluation: It is vital that the evaluation of an aoolicanc be
provided bv qualiilad prarassiona:. persons vno ere sxilled in the under—
standing ana mar.-_;ament or perrons wnc have suscainea craumacic brain
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injury. It is recommended that States which have not dona so, identify
ceucars wtaara services of a high quality are avallabla for these persons.
TheiRational Head Injury Foundation. Inc., ISA Vermont Street, Framinghanm,
Massachusetts 01701, is *.capiling a nacionwida directory of such resources
for evaluation, treatment and nanagester.c vnich should be helpful.

The .fational Tn~.rnt* pf vandicaoned Research ha* supported the Traumatic
Brain Damage Project at .Hew York University Medical Cancar, the Severs
Head Trauma project at Santa Clara Valley Medical Canter in San Jose, °
California, and four Research and Training Centers in 3rain Injury and
Stroke, where more chan 75 related projects are currently being supported.
These centars are locatad at Hew York University, Emory University in
Atlanta, Georgia, Washington University in Seattle, Washington, and
Northwestern University in Chicago, Illinois. These canters should be
looked to for the provision of evaluation and therapeutic services for
vocational rehabilitation clients end for recommendations concerning

ocher centers of excellence within States.

University medical centars with strong departments of neurosensory and
reuropsychology may provide such services and/or know where such services
are provided®.

The minimum work-un should include an evaluation by a clinical psychologist

or a neuroosvchologist. Eanhasis should be given to wnac cne “.naivicual

can do, not 4usc what cannot be done. Included in Che evaluation should

be consideration of prsmornia personality, social, educational, and work."
jea, the nature or aencits, and the need for continuing therapy.

Because tha passage of time in itself may enhance tha potential of as
individual for work, consideration may be given to tha use of tha authority
for extended evaluation.

3) Coordinated service*: ldeally, persons with traumatic brain injury
should have available to them a coo?grh3"C5a IVjfem oi cate comparable to
the National Soinal Card Injury Service system, rresenciy, seme ajaccent2
of 3ucn a system are in operation. Acuta car* is provided at trauma
centers; brain injury units of medical centars provide intansiva care*
with subsequent care provided at brain injury centers in rehabilitation
units at the center or at related rehabilitation hospitals. But these
elements do not fora a "systemI because they are nop ny
araTaUa3n A vocational ranaoiiitatloa counselor may carry out such an
activity far his or h«r clients.

It is assumed chat vocational rehabilitation services in general would
be initiated, after the person®s condition has become relatively stable,
possibly some six months aosc-liHurr. A major focus of such services
would likely be cognitive services provided, 1Tich the leadership of a



ncuroosvchologisc. neurological services (for Che concrol of complicating
medical conditions such as seizures), physical rescoiacion services as
indicaced, and vocational counseling, prsvocacional and vocational- 7-
services aimed at job placement.

Because of the devastating natur* of this disorder, an Individual** family
eav also need services vnich aav be arranged for bv the vocational rehaoi.ll-
cation counselor. Many families are heinea by scec-ngs with other similarly
atiactaa persons. The national Heaa Injury founaaeianaas a list of
organized support groups and NHL? chapters by Stata.

References:

Handbook of Severs Disability, Stolov and Clovers, editors, 1931. U.S.
Department of Education, Renahilitacion Services Administration, Wasniugtaa,
D. C. 20202.

Rehabilitation Brief - Bringing Research into Effective Focus, Volume V,
No. 5, U.S. Department of Education, National Institute of Handicapped

Research, Washington, D. C. 20202.

Neurology Clinics, Volume 1V, Number 3, 3aylor College of Medicine/The
Methodise Hospital, Houston, Texas 77030.

Programs for the Handicaooed, Novemoer/Decemoer 1981. U.S. Department
of Education, Cieari.ngnousa on the Handicapped, Washington, D., C. 20202.

Prepared as an attachment to
enfcrmaticn MEMORANDUM
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SEX AGE
F 33
M 29
M 24
M 34
M 22
M 23
F 29
M 19
M 20
F 26
M 24
M 36
M 37
M o** 27
F 24

[f0 ™ -

DATE OF
INJURY

Anoxic
4/82

2 years

ago

2 years
ago

1977

8/79

1982

1980

Nov.

1982

1980

1981

1981

1980

1980

1980

1979

DOCUMENTATION OF HEAD-INJURED VICTIMS
WITH SEVERE BEHAVIORAL PROBLEMS

CURRENT
LIVING
SITUATION

Psych.
cu

Hosp.

Nursing Home
Keller Cty

Regency

Mounclair
Nursing Home
in Denver

At home
(Denver)

Home
(Denver)

Hospital,
Pueblo

Rehab.
Denver

Hosp.
Home in

Denver

Pueblo Hosp.
Home

Grand Junction

Home
Grand Junction

Home with
parents

Colorado
nursing home

Home with
parents

BEHAVIORAL
PROBLEMS

Organic
anger,

lability,
depression

Sexually, socially
inappropriate,
wanders

Impulsive, combative
at times, inappro—

priate socially and

sexually

Passive,
Constant Supervision

Constant Supervision,
Suicidal

Suicidal,
Constant Supervision

Physically aggressive,
non-cooperative

Abusive, Constant
Supervision

Psychosis,
Suicidal gestures

Aggressive
physically

Aggressive
physically

Physically
abusive

Verbally
explosive

Sexual acting out

IN COLORADO

PHYSICAL
STATUS

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

wheelchair

wheelchair

wheelchair

mobile

INSURANCE

John Hancock Group
Health & Accident

Colo. XIX

Trust Fund &

Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo.
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Medicare
.Colo. XIX

private- insurance

No-fit Auto



Zi.

12.

21

24.

25.

26.

27.

28.

29.

30.

31.

DATE OF

SEX AGE INJURY
F 26 1982

M 39 1982

M 18 1980

F 21 1980

m 30 1981

M 22 -7/81

N 36 1981

M 33 5780

F 18 5780

M 30 12/81

M 24 8/82

M 30 12/80
M 31 1975

M 33 9/81

M 27 1977

M 22 6/79

DOCUMENTATION OF HEAD-INJURED VICTIMS

IN COLORADO

WITH SEVERE BEHAVIORAL PRO3LEMS

CURRENT
LIVING
SITUATION

Nursing home

Home with
sister

Home with
parents

Home with

Parents

deceased

home

home

home

home

Jail

home

home

home

home
Nursing home
Denver

psychiatric
ward

BEHAVIORAL
PROBLEMS

Physically aggressive

Alcohol abuse &
Physically aggressive

Alcohol abuse &
Physically aggressive

Impulsive, non-
cooperative,
suicidal
Suicide

Verbally abusive, "
Lack of cooperation

Alcohol abuse,
Anti-social

Verbally abusive,
Physically abusive

Verbally abusive,
Physically aggressive

Alcohol abuse,
Physically abusive,
Multiple car
accidents

Lack of cooperation,
Substance abuse

Withdrawn

Substance abuse,
Uncooperative

Uncooperative

Suicidal,
Uncooperative

Physically and
verbal ly-
abusive

PHYSICAL
STATUS

wheelchair

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

mobile

wheelchair

wheelchair

INSURANCE

Colo. XIX

Workers
Compensation

Private
insurance

No-fit,

Private Health &

accident
Colo. XIX
Colo. No-fit.,
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX
Colo. XIX

$8,000



SEX

36

42

43

25

29

65

DOCUMENTATION OF HEAD-INJURED VICTIMS IN COLORADO
WITH SEVERE BEHAVIORAL PROBLEMS

CURRENT
DATE OF LIVING BEHAVIORAL PHYSICAL.
INJURY SITUATION PROBLEMS STATUS
3/80 Nursing home Physically abusive, wheelchair
Acting out
3/83 Psychiatric Wanders, chronic mobile
hospital alcoholic, impaired
judgement, gravely
disabled mentally
4/77 Home Violent with Kkids mobile
1983 Hospital mobile
1983 Home Verbally abusive, mobile
gravely disabled
1981 Home Physically abusive, mobile

needs constant
supervision

INSURANCE

CJo. XIX

XVIIl and
Insurance

Colo. XIX

Workman®"s Comp

Medicare &
Supplement
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The Impact of Head Trauma on Soclety

Leslie P. lvan, President, Canadian Neurosurgical Society

in this address | shall discuss head trauma from an angle
iich may be unusual for neuroscientists. Our preoccupations
. diagnostic challenges and management problems, but that
ich we experience at the bedside is only a narrow segment of
ontinuum which started with trauma somewhere r awar. on
:road, at home, on the football field, in the boxir, ring, and
many other distinct locations. When our role is over, there
:only three places where head trauma victims can be found:
cemeteries, where every year. 5,000 new graves are made to
:ommodatefaial head injuriesinCanada: inchronic hospitals,
Jich are already overloaded with victims of various insults to
. brain, and, of course, within society, which accepts the
ly recovered or tolerates the subtle and not so suotle conse-
enccs of so-called ‘minor- head injuries.
To begin. I shall focus on trauma itself and wilt try to define
:magnitude ofthe problem and match the response ofsociety
t. The magnitude ofa health problem, can bejudged from the
idence. mortality, and morbidity figures and from the finan-
1costs to society (Waller, 1980). A major epidemic is a
aster in continuity which keeps decimating the population
i saps the financial resources of society. But, according to
ian Jennctt: “Head injured patients are so common place
itthey often fail loattracttheattention they deserve." (Jennctt
iTeasdale, 1981)
Let us examine the facts, more closely. Reliable data are
leer J regularly and come from a number of sources. The
tional Head and Spinal Cord Injury Survey (Anderson and
:Launn, 1980), a supplement to the Journal of Neurosurgery,
Ithe Central Nervous System Trauma Research Status Report
Jom. 1979) remain excellent documents which can be updated
m the World Health Organization Vital Statistics. From
:se, and other published statistics (Canadian 1982; Causes
77.19S0; Hospital 1978; World Almanac 1970-1983), it can be
abiished that the annual incidence of serious head trauma is
rv high, and affects as many as 20,000 to 30,000 people in
nada. The variation of I00to 700 per 100.000 population is
specific, and a tragic peak occuis betwe m 15and 19years
tee. This should be noted and imprinted on "he conscience oF
parents of the world.
\bout 100.000 people die in the United States every year
a usc of accidents. Half of these deaths are related to road"
tidents: 70% offatal injuries occur because ofhead trauma. In
nada. the situation is not much better, despite the fact that
passed the highest peak in 1973. when road fatalities alone
imed nearly 7.000 lives. In the 1970’s sharing the distinction
M West Germany, and surpassing the United States, WE

Can. J. Neurol. Sci. 19R4: 11:417-420

were the world leaders in highway fatalities and WE had the
highest percentage of accidental deaths in the world. There is
overwhelming proof from excellent studies covering several
geographic locations, that roa*! accidents are the single most
common cause of head injuries (51%), surpassing the home,
which nevertheless, maintains the distinction of being the sec-
ond most dangerous place for the head.

L1 ikingatmorbidity, the picture remains equally distressing.
Figures for the United States show that there were 9 million
disabling injuries in 1981, resisting in 350,000 cases of perma-
nent disability. We don’t have reliable figures in Canada, but as
a rough estimate. 10% would probably be realistic.

Translating the morbidity and mortality figuresto dollars and
cents, the cost of accidents ha? grown from 18.2 billion dollars
in 1970to 78.4 billion dollars in 1v32 in the United .Slates. Motor
vehicle accidents account for nearly half of these ex;enses.
Head injuries, therefore, in Canada, cost at least 4 billion
dollars per year.

At a recant Trauma Conference in Calgary, Professor John
Read stated, "One in twenty Canadian children bom today will
be killed or severely injured before reaching the age of 15
(Read, 1984). The majority of these injury events will occur in
traffic." Just think about it for a minute. The world’s popula-
tion will be about 6 billion in the year 2000. 2.5 billion of which
will be children under 14 years of age. Ifall countries on earth
were as advanced as we are technologically, 1.25 million chil-
dren would die in the year 2001 because of head injuries alone.

In this frightening shadow of an Orwellian forecast, my sec-
ond concern in this address is to examine society's response to
the vastness of the problem and ask:

1. Isitreally true that accident is a natural phenomenon?

2. Do head injury patients fail to attract the attention they
deserve?

3. Isitreally tenable that in 15 years, accidents will contin’ie
decimating the children of this country?

Allow me to illustrate the "Vital Signs” of society or the
"Coma Scale”, if you wish, whereby the response of society
can be assessed. Whether a society is alert or in coma may be
gaugedbytestingculturalandorganizational phenomena, check-
ing what industry, government and the law do about a noxious
reality, and testing how society propagates new knowledge,
processes newinformation, and implements the neededchange.

Let us lo'ik first at Canadian and American agencies con-
cerned with trauma. These organizations which represent the
medical profession, business, industry, government and citi-

ms; reqest! to: L.P. fen, M.D. Professorand Chairman, Division of Neurosurgery. Lhiversity ofOuawa. Head. DivisionofNeurosurgery, Children™s Hospital of

m"enOntario. 401 Swyills Road. Ottana. Ontario KI1H *L1
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zen groups are listed in Table 1. These are only about 40% of the
agencies concerned internationally with trauma and head injuries,

Organized medicine should be proud of the leadership of the
American College of Surgeons which has been a powerhouse of
resources on how to establish and maintain effective structural
and high professional standards in the management of trauma
victims. The number of brocnures, pamphlets and symposia,
reflect the profound concern of the American College about
this epidemic ofcivilized living which can be subdued by improv-
ing every phase of trauma management.

In Canada. I must confess, there has been a slow awakening,
but within the past few years, from the Royal College to the
Canadian Medical Association, the activity has been very
impressive.

Time prevents me from checking the "Vital Signs" of society
systematically and exhaustively. | shall, however, touch upon
a few issues which I consider important because they reflect
Canadian concern. These arc: 1. Head protection, 2. Injuries to
children, 3. Alcohol and youth, 4. Seat-belt and restraint, 5.
Trauma research funding.

Head Protection

Great events in history have hinged on head protection. It is
no secret that Goliath had a helmet of brass upon his head and
that his helmet ‘tad a rather substandard construction for David
“smote the Philistine, the s'.one sunk into his forehead and .te
fell upon his face to the earth." The Romans and Greeks had
excellent helmets. Alexander the Great (330 B.C.) had a fluted
helmet which successfully deflected blows to his head, and
saved his life in many battles. Obviously, a man ahead of his
time, he decreed 'hat in all campaigns, horse soldiers should
wear helmets. The current trend is in agreement with him. as
protective devices in transport, sport, and leisure activity are
showing a resurgence today.

The excellent posters of the Ontario Easter Seal Society uses
the best psychology to reinforce the use of sports helmets. The
improvement ofexisting helmets is very important, as is shown
by a study covering five years of foothall injuries in the United
States (Schneider, 1982) In this study, 69 subdural haematomas
with 28 deaths occurred because the helmets did not properly
absorb the energy from severe impact. This prompted research
to improve helmet design and reduce injury.

In our study, we found bicycle injuries the single most com-
mon cause of head injury in children (lvan et al., 1983; Lapner
and lvan, 1981). We suggest the use of helmets for cyclists and
bicycles that are CSA (Canadian Standards Association)
approved. We hope that legislation will deal with these issues.

Concerning motorcycle helmets, in the United States. 35
states repealed mandatory motorcycle helmet legislation in
May of 1976 (Watson et al., 1980). The result, an increase in
head injuries anU deattvTand a 200% increase in medical cost
and disability (McSwain and Petrucelli. 1984).

This might be the time to reflect on boxing. The World
Federation of Neurosurgeons and the Canadian Neurosurgical
Society have been fighting this s-vage sport for a long time.
Last year, our view was presented (by Dr. J. Stratford) to the
Canadian Medical Association. Inarecent letter, lwas informed
that the Canadian Medical Association has made a resolution
that boxing be banned in Canada, while the Ontario Medical
Association, at its annual meeting, indicated that all boxing
need not be banned (Rich. 1984). Dr. George Lundberg, in a
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recent editorial, stated that blows to the head should b
illegal, as have blows to the testes (Newshnefs, 1984) *

Injuries to Children

Injuries to children is a special issue because of the enor-
of the mortality figures compared to other causes of dai-
childhood (Accidents. 1981). Interestingly, the most reve-
figurescome from the CancerJournal forQinicians (Silve- T
1982), which clearly shows that accidents in the United Sr
killed more children between land 14years ofage, than carv
congenital anomalies, heart disease, meningitis, cerebral p-
and cystic fibrosis, altogether. Forchildren. the road isdea.
but for toddlers and infants, the home remains the common
place of head trauma, and through the C-inada Safety Cour
and the Canadian Institute of Child Health, we have convire
the government to modify safety standards for stairs, walk,
and home?.

Alcohol and Youth

Drinking and driving is a serious problem in all age grc.
(Simpson, 1982:Zuskaet al., 1983). The Canadian Automor
Association tells us that in 1981, from the 641 persons killee
traffic accidents, 376 had been dnnking. The Bulletin of:
American College of Surgeons states, and | quote, “ Moreir
2 million Americans died in wars since 1775" (Connaugh:.
1983). Since approximately 50% of motor vehicle deaths -
alcohol related, it becomes apparent that drinking and driv
has killed more on ihe streets and hiehwavs than we havel.i--
all wars as a nation.” Alcohol abuse and road trauma combir
are the leading causes of death between 17and 21 years ofa.
Arecentstudy inthe province of Ontario revealed that from -
fatally injured drivers and oaedestrians in one year. only32
had neither alcohol nordrugin their blood samples (Warren j
Simpson, 1980).

The Ontario Radical Association Committee on Accider.
Injuries has n ide specific recommendations for strategie'
decrease dri.v ,ing and driving (Committe. 1984). This may u
mately result in provincial legislation. The Law Reform G.
mission of Canada has already forwarded a report to Pariiam-
with specific recommendations about alcohol related iss.
(Report, 1983).

One of the best documents | had in my hands, revea.
society’sconcern is the booklet Task Force ofthe Govemm
of Ontario on Drinking and Driving (Discussion. 1983). Itd.
with the problem in d 'pth. both nationally and intemationu
At the request of a citizen's group, a Task Force was es
lished by Premier W. Davis in the fall of 1982. in order to sp
new assault on the problem. The Task Force made sev
recommendations in this study which should surface soo
Parliamentary debate.

The Traffic Injury Research Foundation has an equally v
able document in which the emphasis is again on youth -
specific reference to changing social behaviour ?r.d attitu
towards drinking and driving (Alcohol. 1983). This leport
emphasizes the development of community based strateg
Examples of these are M.A.D.D. (Mothers Against Dr
Driving). S.A.D.D. (Students Against Drunk Driving). Mar.
these voices reach the media quite frequently, and some?*,
cem appear on such things as shopping baas issued b>
LiquorControl Board of Ontario. In magazines, unfortunai
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Lzchol is a frequent object of beautiful advertisements. In the
uistinguished Canadian Geographic (Canadian. 1984), | found
xe excellent ads. promoting aicohol. The one wpich caught
-y eye was Seagrams, which says “When we say don't drink
jid drive we're nut just talking about liquor. Twelve ounces of
reer. a 5'i or. glass of wine and I'/: oz. of spirits — they all
remain the same amount of alcohol. So they're all equally
arongto mix with driving, and for that matter, just as wrong to
buse at any time". Moral or immoral, conformist or not. it is
ceod to know that at least one of the merchants of this lethal
rembinauon feels some societal pressure.

S'libelts and Restraining

There has been a remarkable decrease in deaths and injuries
unceJanuary 1st, 1976. when seatbelts became mandatory in
Ontario. In 1975, the year before seatbelt legislation, 1314
slivers and passengers were killed in motor vehicle accidents in
uniano. Iri 1982, Canadian Road Fatality Statistics show that
~ie number had dropped to 783, a drop of 40%: the lowest
numberofdeaths and injuries since 1965. Unfortunately, seatbelt
uws in many countries are not enforced, or if they are. the
.ompliance may be low. A recent blitz in Ottawa showed only
*%adultand 60% child restraint compliance wh ch improved
r. 10% after a second blitz (Surveys, 1984). Child restraint
legislationisnow in affectinOnu”o. Quebec, Manitoba, Nova
scutia. Newfoundland. Saskatchewan and 4 1states ofthe United
vates. It remains, however, a matter of education and legisla-
t'd to protect little citizens who cannot make the decision to
meet themselves.

Someresearchers believe that a passive restraint system will
--.rrovetiie problem and industrial research remains very active
*mis field. The U.S,. government has recently legislated that
-+ hags and automatic scat belts will be phased into new cars by
'8 manufacturers.

Trauma Research

Finally, I would like to touch upon trauma research. In spite
the improvement of mortality with agressive treatment of
v headinjuries, we seem to have reached a plateau where
»~TiTimprovement remains questionable. Maybe it is true,
a scrambled brain cannot be unscrambled; but, there is

Jd:*>ofroom for research. (Ghent. 1981)
vsruin .uerapeutic vacuums exist which may effect society
** man in a rather insidious manner. Probably the two most
cTviam areas which deserve more research are from the
1- ment of the 'accident' to the earliest possible managemer t
€ -vTO. and the subtle consequences of head injuries. As an
m—mole: a 15 year old b; \y suffered a slight heaa injury while
the influence of ai:ohol, when he fell backwards and
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struck his head on the floor. He had a Glasgow cot. ascale of 12
at admission and left the hospital in less then a week. The CT
scar, showed, to our astonishment, a dozen small contre-coup
haemorrhages in the frontal and temporal areas. He went back
to school, but dropped out before graduating, and now works as
a painter's helper.

I recently saw him again when he was painting the walls of
the hospital where he was treated. He isjolly, uninhibited, calls
himselfa paintologist and is reintegrated to productive life: but
is he really? Can we measure his loss? What else could he have
painted? Why did he drop out of schooi?

Nobody can answer these questions for we don't know the
value of lost neurons, and how can we know, when such a small
amount of money is spent on head injury research. The figures
are embarrassing for only one percent or less of the grant
dollars support head injury research. People who suffer from
incurable diseases have my deepest sympathy and I am happy
forthe millions of dollars governments will spend to attempt to
solve their problems, but I also have healthy children and three
of them are teenage drivers. From the depth of my heart I am
crying for all teenagers of Canada and the world, that we may
find the wisdom and the money to stop their slaughter on the
roads.

Prevention should be the solution, but prevention comes
from education and education is the transfer of knowlrage.
Knowledge can be based only on experienc; and resear.n. and
education and research together are the key issues to the solu-
tion of the problem of head trauma.

Neuroscientists should be the champions of this cause, for
they know best that the greatest treasure of evolution is the
human brain. There should be a new line ofevolution insociety,
not the fittest, but the wisest. An evolution which brings deeper
maturity and wisdom to human behaviour, a changed attitude
which will protect man from self-destruction. Head injury is not
a natural phenomenon. It comes from a hostile environment
which is man made and it should be controlled by man.

According to my analysis, the vital signs of our society are
quite stable. We are making progress and the scores are quite
high on the responsiveness scale. The two weak areas, research
and education, are strongly dependent on government support
and  we know, it takes a long time before the fixed pupils of
some government agencies start responding to light.
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TO ! STATE REHABILITATION AGENCIES (GENERAL)
STATE REHABILITATION AGENCIES (BLIND)
ESA REGIONAL COMMISSIONERS (REGIONS 1-X)
RSA SENIOR STAFF

SUBJECT: Traumatic Brain Injury

CONTENT: Thera 1is increasing national concern about the problems imposed
by traumatic brain injury and the vocational rehabilitation
program has an opportunity to become more actively involved
in Cb"e resolution or these problems.

t
The Vcmaitttee on Appropriations of the U.S. House of
Representatives submitted a report to the whole House on Che
State of the Union, July 26, 1984, which stated;

"The. Committee is encouraged by recent efforts in agencies
like the National Institute for Handicapped Research to
address the needs of people suffering brain injury due to
trauma. With 50,000-90,000 people suffering such injury
due to c&r accidents and other causes, the Committee re—
mains concerned about whether their needs are being ade—
quately addressed. The Committee would like the Rehabili—
tation Services Admi“nl3tracion. in conjunction with all
other agencies in Che Departments of Education and Health
and Human Services involved with issues relating to heaki
injury, as well as outside experts and support groups, to
report to Che Committee before next"year"s budget hearings
on the following issues: the current research and service
delivery aetiviti.-a relative to head injury now being
carried out by the various fc-leral agencies: the image
needs 1In research, training and service delivery; the

most current techniques 1in acute care and renabllitatiqg

of head inlured persons; and a plan for tha future direct.-on
that head injury research and service-delivery should cake.



In Addition, the report should addri as the designation of
a specific category of disability fec the head injured and
the utilization of chat category by tha relevant; federal
and Stats agencies*"

The concern of this Connitrea is welcomed by RSA. Tt is noted
that while each year from 50,000 Co 90,000 parsons who have
severe residual impairments caused by traumatic brain da*age,

relatively few of these persons are served by vocational
rehabilitation agencies.

It is thsrexora suggested that Stats vocational rehabilitation
agencies re-examine their policies and practices in serving this
grouu or individuals "with most severe handicaps®® with a view
tovaras matting a significant contribution to the resolution of
vocational rehabilitation problems imp*Jed by this disorder.

Associate Commissioner of Program Operations

Attachment: Medical Bulletin ho. 3

Cc:
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"A.

"B.

IIC-

Physical

Aphasia
Visual Impairment
Hearing
Physical Disability
a) Orthopedic involvement

Cognitive
Memory Deficit- sh"irt and long term

Perception
Concentrr.tion

. Attention

Psycho-Social-Behavioral-Emotioaal

FatiguasbiliCz?
Euphoria

Denial
Egocentricity

Lade of self-esteem
DIsinhibition
Depression

Sexual Dysfunction

Spasticity
Hemiparesis
Paraplegia
Seizures

Lade of foresight
Planning— sequencing
Judgement

Headaches

Anxiety

Restlessness

Lack of Motivation - inability
to self-monitor

Emotional Lability

Inability to Cope

Agitation

"Tha above impairments, any or all, may occur in varying degrees. The
severely impaired may encompass all of tha above, but it is Important to

note that with early and ongoing therapeutic

intervention, the degree of

"these symptoms might decreased

"Intellectual ability might not imnrove after a period ~f time, but social
»nri beaSviqgtii aapngca end mcury could improve over long periods of"time.

"Increasing tha return to s higher functional level should be a continuing
goal."

V. Seme viewpoints from RSA

1) Eligibility: Persons who have incurred significant traumatic brain
injury in virtually” every case have a physical or mental disability which
constitutes a significant handicap to employment. Ac Issue is wnechcr or

rgeecionai rehabilitation services will benefit the individual in!
termi~ol enpioyaoiiicy. ~ “

2) Evaluation: It is vital that the evaluation of an applicant be
provided by qualified prorassionai carscns wno are skilled in the under-
scanding and mar.igemenc or perrons vac have sustained craumacic brain



injury. It is recommended that States which hav« noc don* so, ldentify
centers vhera services of a high quality are available for Chesa persons.
ffleryai:ion*l Head Injury Foundation. Inc., 18A Vermont Street, Framingham,
Massachusetts 01701, 1la compiling a nationwide directory or such resources
for evaluation, treacaent and management which should ba helpful.

The National Tn~r<*vtga of ManHicaoned Research has supported the Traumaxic
Brain Damage Project at New York University Medical Center, the Severe
Head Trauma Project at Santa Clara Valley Medical Center in San Jose,
California, and four Research and Training Centers in Brain Injury and
Stroke, where store than 75 related projects are currently being supported.
These centars are located at New York University, Emory University in
Atlanta, Georgia, Washington University in Seattle, Washington, and
Northwestern University in Chicago, Illinois. These canters should be
looked to for the provision of evaluation and therapeutic services for
vocational rehabilitation clients and for recommendations concerning
othor centers of excellence within States.

University medical centers with strong departments of neurosensory and
neuropsychology may provide such services and/or know where such services
are provided-. -— - - ~

The minimum work-un should include an evaluation by a clinical psychologist
or £ neuropsvcholozlst. F.nnhaais should be given to whac can 'ncivicuai
can do, noc lust whac cannot be done. Included in the evaluation should

be conjiderccion of pr~nroid personality, social, educational . and work,
experience, the nature or aexicit3, and the need for continuing therapy.

Because the passage of time in itself may enhance the potential of an
individual for work, consideration may be given to tha use of the authority
for extended evaluation.

3) Coordinated service*; Ideally, persons with traumatic brain Injury
should have available co then a cddfSrharafl system or care ccmparaole jco
the National Spinal Cord Injury Service .System. Presently, some aiaaent.;
of such a system are 1in operation. Acuta cart is provided at trauma
centers; brain injury units of medical centars provide intensive care,
with subsequent care provided at brain injury centers in rehabilitation
units at the center or at related rehabilitation hospitals. But these
elements do noc fora a "systeml* because they are nnr Nt
orPlanted. A vocational renatTCl)" ration counselor may carry out such an
activity for his or her client*.

It is assumed that vocational rehabilitation services in general would
be initiated after Che person™ condition has becama relatively stable,
posaibly soma six months sosc-Inwur7 . A major focus of such services
would likely be cognitive services provided with the leadership of a



5-

ncuroosvchologlst . neurological services (for Che control of complicating
medical conditions such as seizures), physical restoration services as
indicated, and vocational counseling, prevocacional and vocational
services aimed at job placement.

Because of the devastating nature of this disorder, an individual 5 family
may also need services which aav be arranged for bv the vocational rehaotli-
tacion counselor. Many families are helped by meetings with other similarly
atfectftd persons. The National Head Injury Founaacion has a list of
organized support groups and NHIF chapters by State.

References:

Handbook of Severe Disability, Stolov and Clowers, editors, 1981. U.S,
Department of Education, Rehabilitation Services Administration, Washington,

0. C. 20202.

Rehabilitation Brief - Bringing Research into Effecti/e Focus, Volume V,
No. 5, C.S. Department of Education, National Institute of Handicapped
Research. Washington, D. C. 20202.

Neurolov/ Clinics. Volume 1V, Number 3, 3aylor College of Medicine/The
Methodist Hospital, Houston, Texas 77030.

Progr™s for the Handicapped, November /December 1981. U.S. Department
of Education, Clearinghouse on the Handicapped, Washington, D. C. 20202.
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State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171.2B.XVI. - 171.2B.XVII.

B. Definitions (con"t.)
XVI. Traumatic Brain Injury (TBI) Day Treatment Program

"Traumatic Bj-aifl-Injury (TBI) Da”" >eatment Program*, means
periodic jshort-temr, skilled me . rehabilitation services
.— prescribed by a physician (H.D.) ? Individuals who have
sustained injury which 1s neurologically-based and has resulted
from the Interaction of any single or repetative external
forces and the body resulting in any combination of focal and
diffuse central nervous system (brain) dysfunctions, both
immediate and delayed, occuring at the brain stem level and
above. The injury results in a loss of living and working
skills, in that, the individual evidences cognitive emotional
behavioral, physical, perceptual or Jlanguage deficits which
Interfere with restoring tha individual to their former living
and work situations. Treatment employs a system of coginitive
remediation, and other rehabilitative services as required:

speech, language, psychological, occupational and physical
.therapies. These services are uniquely individualized foreach
participant as apart of a total plan of care. Services a* j

eprovided on a one-to-one cr group treatment basis following an
individualized plan of care established by an interdisciplinary

team.
XVII. Interdisciplinary Team - TBI Program
"Interdisciplinary Team - TBI Program" means medical
rehabilitation professionals such as: speech pathologist;
physical therapist; occupational therapist;
__clinical/neuropsychologist; and social worker under the

i direction of a physician (M.D.) who is the primary member of

i the team. The physician provides medical supervision of the
team professionalsf The team 1is responsible for assessing the
recipient™s appropriateness for TBl program services and
development of acoordinated individual treatment plan of care.
The team is alsoresponsible for the ongoing review of the- plan

of care, revaluating the continued need for medical
rehabilitation services and adjusting the treatment goal as
necessary. .

ISSUED BY PT83-32



State of Connecticut
Department of Income Mainte'ance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171 2B.X1V. - 171.2B.XV.

B. Definitions (con"t.)

XCSv.

XV.

Partial Evaluation

"Partial Evaluation™ means a re-evaluatlon or assessment of a
patient, in person which will occur within one (1) year from

the

date a complete evaluation was performed by the same pro—

vider clinic. In order to receive payment for this proced«rifr;
the following medical developments must exist:

a significant change 1n the patient"s condition which
occurs in elation to the current treatment plan;

readmission to a treatment program interrupted by a period
of hospitalization;

a new diagnosis requiring a new treatment plan for the
same treatment modality.

Medical Check-up

"Medical Check-up" means an evaluation of a patient, in person,

who

has received maximum benefits and has been discharged from

a program of treatment and may require a medical status review
for the following medical developments only;

a.

b.

Degenerative conditions

Assessment of a home program recommended and developed by
a clinic health professional as part of the parent®"s
discharge plan.

ISSUED BY PT82-47
SUPERSEDES PT82-12



State of Connecticut
Department of Income Maintenance
Medical Care Administration

________________ — l_______
MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2B_XVIII. - 171.2B, XVIII_f.
B. Definitions (con"t.)
XVILI. Cognitive Remediation
"Cognitive Remediation” means a rehabilitative treatment
program designed to improve an Individual®s verbal and

visual-perceptual abilities which are impaired. Specific areas
that may require treatment Include:

a. Ability to sustain attention and mental focus on given
tasks in order to work effectively in the completion of
such tasks.

b. Ability to retain, retrieve and/or recognize infor ition
acquired through hearing.

C. Ability to organize information 1n a logical jrdet to
facilitate its analysis and comprehension.

d.. . Ability to organize visual information within a given
physical space, in order to understand, comprehend, and

make use of such information.

e. Ability to use fine motor muscles to perform such tasks as
manipulation of small objects and/or writing.

f. Ability to integrate visual and fine motor stimuli in a
coordinated fashion (i.e. copying, writing).

ISSUED BY PT83-32



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

B.

XVILI.

XIX.

171.2B.XVIIlI.g. - 171.2B_XIX.

Definitions (con"t.)

Cognitive Remediation (con"t.)

g. Ability to discriminate, visually, among different
distracting stimuli.

h. The ability to formulate a problem within context, to
analyze its conditions and to develop a strategy and a
plan of approach to its solution and verification.

1. The ability to produce accurate retention and integration
of wverbal information and analysis of linguistic
relationships.

]- The ability * to evaluate and select appropriate
alternatives of action to a given situation.

The individual suffering head trauma may evidence deficits 1in
any or all of these areas. A program of cognitive remediation
is constructed to address each participant®s particular
coginitive deficit(s). The goal .of such a program is to
improve the individual®s function level of cognitive abilities,
and/or to train the individual 1in appropriate compensations for
permanent deficits.

Services are performed by a speech pathologist or occupational

therapist in cognitive areas most applicable to their
professional skills and training. Occupational therapy
assistants may carry outthe 1implementation of cognitive

remediation functioning under the general supervision of the
occcupational therapist.

Home

"Home"™ means the recipient®s place of residence which Includes
a boarding home or home for the aged. Hcnie does not include a
hospital skilled nursing facility, or intermediate care
facility.

ISSUED BY PT83-32



MEDICAL SERVICES POLICY

o W

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS
171.2B.VIl. - 171.2B.IX.

B. Definitions (con"t.)

VII.

VIII.

v |

Speech Pathologist

"Speech Pathologist” means a person who is licensed to practice
speech pathology under Chapter 399 of the State Statutes. -

Audiological Services 1

"Audiological Services"™ means the application of principles,
methods and procedures of measurement, testing, appraisal,
prediction, consultation, counseling and the determination and
use of appropriate amplification related to hearing and disor—
ders of hearing, for the purpose of modifying communicative
disorders involving speech, language, auditory function or
other aberrant behavior related in hearing loss. Services are
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State of Connecticut
Department of Income Maintenance
Medical Care Administration

‘{}f %, MEDICAL SERVICES POLICY

» owee st v BT T et
L - "
- Y

B. . Definitions (con"i.)

medical and/or psychological

REHABILITATION CLINICS
171.2B.V. - 171.2B.VI.
i) 'Cl. #* o

V. W.i— = Fe

oe \

short terpy therapeutic rehabilita-
maj~r~coniponent is the treatment of a
condition of disabled of handi—

capped adolescents eor adults who have been determined to have

v - no vocational objective.
anH co-ordinated and

The program is individually planned
includes, participation 1n work activity

services concurrent with the medical services and 1s designed

rAFrBY: 1", enhance the--individual®s

.rnw. - aWtvmz ssi. activity services are. provided

W R o ek

VI. Speech Pathology Services

daily living skills. The work
in a medical sheltered workshop

facility which performs such service...s=

"Speech Pathology Ser/ices"™ mean the application of principles,
methods and procedures for the measurement, testing, diagnosis,
prediction, counseling or instruction relating to the develop—

ment and disorders of speech,
of diagnosing, preventing,
.such disorders and conditions.

speech pathologist.

voice or language for the purpose
treating, ameliorating or modifying

Services are provided- by a

ISSUED 11y PT82-47
SUPERSEDES PT82-12



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
-171.2-171.2B.1il.

171.2 RehabilitationClinics

.Covered 1n this Section are: .Independent comprehensive rehabilitation
facilities; speech, hearing and language clinics affiliated with health
- centers; and other Independent rehabilitation clinics providing
diagnostic, therapeutic and restorative services to |Injured, 111 or

* disabled Individuals." x oo - r . - . . I
. - | > - « A~ S
ogilt
QZELK™ . Leqal_Bases T L e
I .~ Federal Regulations:" 42 CFR 440.130d, 440.110, 440.90
n. State Statute:"17-134d, 17-313 a.b.c"- v -
- — — L X J I_ _.
* *111. A_P.A. Regulation: None - r
B. Definitions . .
l. Rehabilitation o "

"Rehabilitation"™ means the process of restoring an Individual
to useful life, who has been 1ill or, who is handicapped and has
a potential for improvement.

1. Rehabilitation Services *

"Rehabilitation Services” means medical and remedial services
provided to an outpatient, the purpose of which, 1is the maximum
reduction of physical or mental disabilities and restoration of
eligible recipients to their best possible functional level.
The services are performed under the direction of a licensed
physician (M.D.) and shall be provided only at the
rehabilitation facility except as allowed for Medical Shelicrsd
Workshops.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171.2B.111. - 171.2B.1IV.

B. Definitions (con"t.)

ICrv & e-
"K o ovti

-V/v.

"By or under the direction of a physician”

"By or unde* the direction of a physician"means: a free—
standing rehabilitation clinic"s services may be provided by
allied heal".h professionals, Including: audiologists, speech
patliologistr., occupational therapists, and other medical staff
whether or not a physician 1sphysically present 1n the clinic
at the time that medical services are provided. The physician:

a. must assume professional responsibility for the services
provided;

b. assure that the services are medically appropriate, i.e.,
the services are intended to meet a medical or medically-
related need, as opposed to needs which are clearly only
social, recreational or educational;

e - /
:c. need not be on the premises, but must be readily avail-—
able, meaning within fifteen (15) minutes.

Medical and Remedial Services XK.
"Medical and Remedial Services™ mean those services orders by

or under the direction of a physician or other licensed practi-
"tioner of the healing arts within the scope of his ,,/actice as

"-Ajra.defined by State law and required for the diagnosis and treat-

U
o;>_ .

> ment of some physical or psychological problem which affects

the health of an individual. .G3e

ISSUED BY PT82-47
SUPERSEDES PT82-12



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2B.X1. - 171.2B.XI1I.

Jo— < g

B. Definitions (con"t.)

X1.  Occupational Therapist or Occupational Therapy Assistant

"Occupational Therapist or Occupational Therapy Assistant”

/. . means a person who is licensed to practice occupational therapy
/ , . under Chapter 376a of the State Statutes. DT
X1l. Physical Therapy Services v

Physical Therapy Services means: (1) diagnostic services to
determine an Individual®s level of functioning, employing such

- performance tests; as measurements of strength, balance,
endurance, and range of motion; (2) treatment services which
utH-""e therapeutic exercises and modalities of heat, cold,
water, and electricity, for the purpose of preventing,
restoring, or alleviating a lost or impaired physical function.
Services are performed by a licensed physical therapist who
developes a written individual program of treatment.. The term
Jphysical therapy” does not include the use of cauterization or
the wuse® of Roentgen rays or vradium for diagnostic or

- therapeutic purposes.

X1 Physical Therapist

"Physical Therapist: means a person who is licensed to practice
physical therapy under Chapter 376 of the State Statutes.

ISSUED BY PT83-32
SUPERSEDES PT82-47



MEDICAL SERVICES POLICY

B.

*

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS
171.2B.X. - 171.2B.X.

Definitions (con"t.)

X.

Occupational Therapy Services

"Occupational Therapy Services"™ means services prescribed by a
physician for the evaluation, planning, and Implementation of a
program of purposeful activities to deyelop or maintain adap—
tive skills necessary to achieve the maximal physical and men—
tal functioning of the individual 1n his daily pursuits. The
practice of "occupational therapy" Includes, but is not limited
to, evaluation and treatment of Individuals whose abilities to

- cope with the tasks of living are threatened or impaired by

physical 1illness or injury, emotional disorder, congenital or
development disability, using (1) such treatment techniques as
task-oriented activities to prevent or correct physical or
emotional deficits or to minimize the disabling effect of these
deficits in the life of the individual, (2) such evaluation
techniques as assessment of sensory motor abilities, assessment
of the development of self-care activities and capacity for
independence, assessment of the physical capacity for
prevocational and work tasks, assessment of play and leisure
performance, and appraisal of living areas for the handicapped,
(3) specific occupational therapy techniques such \s activities

;reof daily living skills, the fabrication and abdication of

splinting devices, sensory motor activities, the us/* of specif—
ically designed manual and creative activities, guicance in the
selection and use of adaptive equipment, specific exercises to
enhance functional performance, and treatment techniques for
physical capabilities for work activities.

Services are performed by an occupational therapist to evaluate
the patient®s level of functioning and develop a plan of treat—
ment. The implementation of the plan may be carried out by an
occupational therapy assistant functioning under the general
super/ision of the occupational therapist. < .

ISSUED 8Y PT82-47
SUPERSEDES PT82-12



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2E.1.J. - 171.2E.1l.a.
E. services Covered and Limitations (con't.)
T Services
J- Functional therapy, must |Include at least one of the

K.

1.

following:

1. Physical therapy

2. Speech therapy

3.  Occupational therapy

4. Audiological services

5. Psychiatric and/or psychological services

6. Other medical services

Social Services may also be covered with any of the above
medical rehabilitation services. The Social Services must
be included in the plan of treatment and contribute to the
improvement of the individual®s condition.

Early Childhood Intervention Programs

Traumatic Brain Injury Day Treatment Program

Limitations

a.

All  services, treatments, and therapy which are contained
-1n the individual®s plan of care must be provided at the
facility except for medical services for participants in
sheltered workshop facilities providing functional therapy
which do not furnish the required medical services at the
facility. These facilities must contract with licensed and
Department of Health Services recognized professionals in
private practice or in clinics to treat the participant’s

medical need.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2E.11.b. - 171.2E.1l.e.

E. Services Covered and Limitations (con"t.)
IT! Limitations (con"t.)

b. Evaluations and Diagnostic Testing

m——— e 1. Only one (1) complete evaluation per recipient will
be paid for per year |Involving the same treatment
\ modality by the same provider.

2. Only one (1) tympanometry test, full 1impedance
battery, or electronystagmography per recipient will
be paid for per year by the same provider. (Rojfer to
Section H.).

c. Sheltered workshop services for Individuals who are
primarily diagnosed as developmentally disabled are
covered only if their need for this type of program stans
from an etiology vreadily identifiable as medical or
psychological in orgin.

d. Treatment services are limited to one (1) unit of service
per day for the same procedure and the same patient,
regardless of the length of time it takes to compiete the
procedure, except those clinics providing speech therapy
reimbursed in half (%) hour increments, as approved by the
Department. These clinics will not be reimbursed for more
than three (3) half-hour units of service per day for the
same patient.

e. T.B.l. treatment programs are limited to individuals who
have sustained injury from interaction of any external
forces resulting 1n the central nervous system (brain)
dysfunctions. Developmental . impairment primarily
contributing to brain dysfunction is not included. The
impairment must be readily identifiable as having been
sustained through injury.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2E_111.b. - 171.2E.111l.e.

E. Services Covered and Limitations (*.on"t.)
1Tl Services Not Covered (con"t.)

b. Concurrent services for the same client involving similar
services or procedures

C. Periodic follow-up visits upon completion of treatment
services except as limited to services involving "medical
check-up"™ (See Section B)

d. Speech services Involving non-diagnostic, non-therapeutlc,
routine, repetitive, and reinforced procedures or services
for the patient®"s general good and welfare; e.g., the
practicing of word drills. Such services do not
constitute speech pathology services for Medicaid purposes
and would not be covered since they do not require
performance by or the supervision of a qualified speech
pathologist.

e. Services as described 1n section E.l. and E.ll. are not
N covered 1f an individual®s expected restoration potential
would be insigniflcart in relation to the extent and
duration of rehabilitation services vrequired to achieve

such potential.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2E.11.F. - 171_.2E.1l1l.a.

E. Services Covered and Limitations (con"t.)
Limitations (con"t.)

f. The TBI program 1is primarily as medical rehabilitation

program, however, vocational, social and educational

» Services may be covered only when these services are (1)

related to the individual®s injury, (2) are r”~isonable and

necessary for the diagnosis or treatment of the injury,

t3) a part of the recipient"s written individual plan of
care.

g. Services covered are limited to those listed 1in the
Department®s Fee Schedule.

h. Programs relating to the learning of basic living or
social skills, or other activities of daily living are
limited to individuals who have lost or have had impaired
functions of daily [living and vrequire retraining to
maximize restoration of these skills.

1. Services Not Covered

X a. Services provided by the facility"'s professional staff
which are related solely to specific employment
2 opportunities, workskills, work settings, and/or academic
- - skills (reading, writing, mathematics) and are not
reasonable or necessary for the diagnosis or treatment of
.an illness or injury are not covered.

ISSUED BY PT33-32
SUPERSEDES PT82-47
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F*

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS

171.2F.1.b.1. - 171.2F.1.b.2.(a)

Need for Service and Authorization Process (con"t.)
T. Need for Service (con"t.)
b. Functional Therapy Program
1. A recipient may participate in afunctional therapy
prc am at amedical sheltered workshop*
(a) The recipient has a condition which is
appropriate for the workshop, and
.. (b) The workshop 1is able to provide the services

which the recipient®s physician (M.D.) orders and
which are deemed appropriate by the Department”s

Medical Consultant.

(c) The recipient has a substantial,

documented,

medical or psychological condition which can be

expected to Improve or provide

functional

improvement through services provided by the
medical sheltered workshop.
2. For functional therapy participants, a written plan of

care and a written agreement of participation must be

executed by the vrecipient and/or the

guardian or conservator, prior to
1.3 W= . admission into the program.

**** (@) "Plan of Care

The plan of care is based upon

from the individual®s physician, the
progress as determined by workshop
other supportive services approved

Department®s medical consultant.

care shall be coordinated with a total t

, - - care.

recipient”s
the recipient”s

recommendations
Individual"s
staff,

Td

¥ <e
f-an of

of

ISSUED BY PT83-32
= SUPERSEDES PT82-31



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY:-" ..r . . _ REHABILITATION CLINICS
WL, e 1O 171.2E. 111 .f« = 171.2F.1.a.

vt
VT-He v YA N

Z. Services Covered and Limitations (con"t.)
1111 Services Not Covered (con"t.)

e f.“ wnen maximum benefits from any treatment program are
reached, the service will no longer be covered, 1n other
- < > words, there 1sno payment for services providing

myv—_;"-V maintenance at maximum functional levels.

| .% L]

WStpN- :g- v: Cancelled clinic visits or appointments not kept or other
.*?- lack of attendance for services.
Ne-Hfy STV e VAT L s om -
v'- h. Services provided to a hospital®inpatient.
| -
Payment for hearing aid orientation services by facilities

“ " e licensed to dispensehearing aids. The dispensing fee
- Includes this service.
F. Need for Service and Authorization Process
l. Need for Service =
a. Any Medicaideligible person requiring medical or
medically related treatment necessary to improve daily
functioning due to a disabling mental-or physical
condition may receive rehabilitation services as

prescribed by a physician.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2E.1. - 171.2E.1.1.

E. Services Covered and Limitations (con"t.)

l. Services covered:
a. Physical Therapy
b. Speech and Language
C. Audiological
d. Hearing Aid
e. Occupational Therapy
. Electronystagmography
g. Inhalation Therapy
" h. Psychological

i. Physician

ISSUED BY PT82-47
SUPERSEDES PT82-12



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2C, - 171.2E.

C. Provider Participation

l. The provider must meet all applicable licensing and certifica—
tion requirements.

1. The provider must meet all departmental enrollment require—
ments.

t D. Eligiblity

Payment for clinics providing rehabilitation services is available
for all persons eligible for Medicaid subject to the conditions and
limitations which apply to these service-"..

E. Services Covered and Limitations

Except for the limitations and exclusions listed below, the Depart—
ment will pay Tor rehabilitation services which conform to accepted
— methods of diagnosis and treatment, but will not pay for anything of
\ an unproven, experimental or research nature or for services in
/excess of those deemed medically necessary by the Department to
treat the recipient®s condition or for services not directly related
to the recipient™s diagnosis, symptoms or medical history.

ISSUED BY PT82-47
SUPERSEDES PT82-12



State of Connecticut

Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171.2F.1.b.2.(b) - 171.2F.1.c.1.(a)

F. Need for Service and Authorization Process (con"t.)

"H Need for Service (con"t.)
be Functional Therapy Program
2. (con"t.)
(b) The admission agreement shall Include:

(1) Any nonflnanclal obligations of the
Individual to the  workshop, (e.g. a
committment from the Individual to attend
the workshop a specified number of days per

week) .

(2) The days and hours the program operates
(3) A schedule of holidays when the workshop 1s
- closed, and j oo
(4) The announcement procedures for unexpected
closing due to disaster or inclement
. & © weather. y
L ?
C. Traumatic Brain Injury Day Treatment Program ol e
t 1. A recipient may participate in a TBlI Day Treatment
.Program, i f

(a) the recipient”s impairment results in an
identifiable medical, physical and psycho-social
need for medical rehabilitation services to the
extent that the recipient may be expected to be
restored to a level of daily functioning that
they may enter a traditional vocational program,
and/or educational program, and/or have attained
an / optimalN level of independent 1living as

possible. A

J

‘v

ISSUED BY PT83-32
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State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY

F.

rehabilitation clinics

171.2F.1.c.1.(b) - 171.2F.1.c.1.(d)

Need for Service and Authorization Process (con"t.)
Need for Servic?: (con"t.) ;

Traumatic irain Injury Day Treatment Program
(con"t.)

C.

1.

(b)

Sc*e*

©

(D

The services are a part of an individual®s plan
of care which primarily includes any of the
following skilled medical rehabilitation
modalities: (¢H) physical therapy; @)
occupational therapy; (3) speech and language
therapy; 4) cognitive retraining; ©)
psychological/psychiatric services. Concurrent
to the medical rehabilitative services,
subordinate vocational, social and educational
services may be provided as a part of the written
plan of care, (see subsection E.1l. end E.III.
for program limitations)

The plan of care must contain the diagnosis, the
type, amount, frequency and duration of services
to be given and the anticipated program goals.

The plan of care emust be reviewed by the
interdisciplinary team under the direction of the
team physician at least every sixty (60) days.
Following the review, the team physician should
certify that the plan of care is being followed
and that the patient 1s making progress in
attaining the established rehabilitation goals.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY : . .. ~REHABILITATION CLINJCS
: < i71.2E.m.t. - 171.2F.l.a.
E. Services Covered and Llmltatlors (con"t.) * -
1Tl Services Not Covered (con t.)

f. When maximum benef1ld <from any treatmen program are
reached, the service will no longer be covered, In other
words, there 1s no payment for services providing
maintenance at maximum functional levels.

T g Cancelled clinic visits or appointments not kept or other
v.-" * lack of attendance for services.
h. Services provided to a hospital®Inpatient,
N 1. Payment for hearing aid orientation services by facilities
licensed to dispense hearing aids. The dispensing fee
Includes this service.
F. Need for Service and Authorization Process

1, Need for Service

Any Medicaideligible person requiring medical or
medically related treatment necessary to 1improve daily
functioning due to a disabling mental-or physical

condition may recZive rehabilitation services as
prescribed by a physician.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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F.

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS

171.2F.1.b.1,, - 171.2F.1.b.2.(a)

Need for Service and Authorization Process (con"t.)
"H Need for Service (con"t.)
b. Functional Therapy Program

1. A recipient may participate in a functional

program at a medical sheltered workshop,

(@ The recipient has a condition

appropriate for the workshop, and

if

which

therapy

is

(b) The workshop 1s able to provide the services
which the recipient®s physician (M.D.) orders and
which are deemed appropriate by the Department®s

Medical Consultant.

(c) The recipient has a substantial,

documented,

medical or psychological condition which can be

expected to Improve or provide

Improvement through services provided by the
medical sheltered workshop.
2. For functional therapy participants, a written plan of

functional

care and a written agreement of participation must be

executed by the recipient and/or the

recipient’s

guardian or conservator, prior to the recipient”s

admission®into the program.

(@) Plan of Care

The plan of care is based upon recommendations
Individual s
staff, and

from the individual®s physician, the
progress as determined by workshop
ot”er supportive services approved
The

care shall be coordinated with a total

Department®s medical consultant.

plan

by the
of
plan of

ISSUED BY PT83-32
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State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS
171.2F.111.b. - 171.2F.111.b.2.

F. Need for Service and Authorization Process (con"t.)
il Prior Autnorization (con"t.)
b. The initial authorization period for ongoing rehabilitation

services will Dbe up to three (3) months except functional
therapy and TBI treatment programs which shall be
\authorized up to six (6) months.

All evaluation reports shall include the Individual
treatment goals, short and long term, and evidence of the
medical need fraa rehabilitation services.

1. The authorization request shall include a copy of the
written clinical evaluation report for each treatment
modality for which prior authorization is requested.

2. The authorization request for a TBI day treatment
prof mi shall include the Interdisciplinary team"s
wrii.ten clinical assessment of the recipient’s
condition which evidences the need for medical
rehabilitation services and any other clincal reports
the team may dean to be important supportive evidence
of need. Such reports n.ust result from an evaluation
by other rehabilitation professionals-, clinics, or
physicians, .occurring wi"nin the immediate three (3)
months prior to the date the recipient is to enter the
TBlI Day Treatment Program.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY ,, REHABILITATION CLINICS
- 171.2F.111.C. - 1/1.2F_111.e.
' AR B S
F. Need for Service and Authorlzatlon Process (con"t.) v
1. Authorlzatlon Procedure (ccn t.)
nx nre* i - - S
'"lCrvv W r’> o Hr criiwo-roe foox

c."™ A" reassessment by the vrehabilitation professional or
interdisciplinary team (for- TBl program participants)
evidencing continued need for treatment 1is required at

V/Vv , least once during each period m of departmental
t* authorization. -
% * aFdbe o e 'yem N ) .»e | e | - -

If the findings of the reassessment disclose the need for
* further services, the reassessment, in written summary
form, signed by a physician (M.D.) together with any other
written clinical evidence relating to the recipient®s need
- - for further services, is attached to Form W-626, "Request
for Prior Authorization for Private Cinics". The new
authorization request shall be submitted to the Department
not le-s than fourteen (14) days prior to the expiration of
the current authorization period. The reassessment shall
describe the further treatment required, progress of the
participant to date with goals achieved, and further
treatment program goals and is submitted to:

State Department of Income Maintenance
Medical Consultant

110 Bartholomew Avenue

Hartford, Connecticut 06106

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY : REHABILITATION CLINICS
m e - 171.2F. 111 .b* - 171.2F.111.b.2.

F. Need for Service and Authorization Process (con"t.)
i, Prior Authorization (con"t.)

b. The initial authorization period for ongoing rehabilitation
1, e services will be up to three (3) months except functional
therapy and TBI treatment programs which shall be
it \ authorized up to six (6) months.
All evaluation ¢ re”jrts shall include the individual
treatment goals, short and long term, and evidence of the
medical need from rehabilitation services.

1» The authorization request shall include > copy of the
written clinical evaluation report for each treatment
modality for which prior authorization 1s requested.

2. The authorization request Tfor a TBI day treatment
program shall include the interdisciplinary team"s
written clinical assessment of the recipient’s
condition which evidences the need for medical
rehabilitation services and any other clincal reports
the team may deem to be important supportive evidence
of need. Such reports must result from an evaluation
by other rehabilitation professionals, clinics, or
physicians, occurring within the immediate thre® (3)
months prior to the date the recipient is to enter the
TB1 Day Treatment Program.

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2F 11, - 171.2F.111l.a.
F. Need for Service ard Authorization Process (con"t.)
XI. Prior Authorization

The following services require prior authorization from the
Department:

a. All individual therapy or treatment services and day
treatment program services;

b. Partial Evaluations 1n excess of ana (1) 1n ninety (90)
days from the date of a complete evaluation, medical
check-up, or another partial evaluation, Involving the same
treatment modality and provider;

1= C. Medical Check-up in excess of one (1) In ninety (90) days
from the date of a complete evaluation, partial evaluation,
or another medical check-up. Involving the same treatment

- mnodality and provider.

d. Complete evaluations which occur within ninety (90) days
" me"_e_fron the date a partial -evaluation or medical check-up
.17 = involving tht same treatment modality and provider.
. -Mrx=
I1l. vAuthorization Proce
- J .im

For services prior authorized, the procedure or course of
treatment must be initiated within six (i) months from the date
of authorization.

a. Form W-626 "Authorization Request for Private Clinics" is
used to obtain prior authorization and is submitted to:

Department of Income Maintenance
110 Bartholomew Aven e
Hartford, Connecticut 06106

ISSUED BY PT83-32
SUPERSEDES PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.2F_111.d. - 171.2F.111.f-

F. Need for Service and Authorization Process (con"t.)
TT Authorization Procedure (con"t.)

d. All requests requiring authorization must also include:

l. The name of the physician, and/or clinic making the

2. The spedfie number of visits required
3. ..The period of time by dates covered by the request
i =
4. The specific type of service required and a

description of the service to be rendered.

5. The complete diagnosis and other conditions for which
the recipient needs services.

e. A request for a partial evaluation or medical check-up 1in
excess of one (1) in a ninety (90) day period as described
in Section F.ll. shall document the specific medical need
for such additional services.

f. To request additional services or other changes in . the
treatment plan within a period already authorized, a copy
of the authorized form W-626 for that time period mustl be
submitted with justification for the additi®--?! request and
the statement "Additional Services™ should be written on
the form.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

6.

Other

171.2G. - 171.26.11.

Payment to a Salaried Physician

Physicians who are fully or partially salaried by a clinic may
not receive payment from the Department wunless the physician
maintains an office for private practice at a separate location
from the clinic.

Physicians who are solely clinic-based either on full time or
part time salary are not entitled to individual payment from the
Department for services rendered to Title XIX recipients.
Services are to be billed by thr. provider clinic.

Physicians who maintain an office for private practice separate
from the clinic may bill for services provided at the private
practice location or for services provided to the physician®s
private practice patients at the g[inic only 1f the patient is
not & clinic patient.

Rehabilitation services must relate directly and specifically to
& written individualized treatment plan established by or under

.. tre direction of a licensed physician. The written plan of

treatment shall be part of the individual®s record on file in
the clinic, and shall be reviewed periodically by the
appropriate facility health professional(s) to reassess goals
and objectives of treatment making changes in the treatment plan
as necessary.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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Department of Income Maintenance
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MEDICAL SERVICES POLICY REHABILITATION CLINICS

1701.2S.1vV. - 171.2G.V.d.

G. Other (con"t.)

The functional therapy program and TBI Day Treatment shall be
subject to periodic monitoring by the Department of |Income
Maintenance staff. The purpose of monitoring shall be to:

a. Assess the quality and appropriateness of participant®s
plan of care

b. Determine the effectiveness of the program
C. Determine adherance to provider ellglblityrequirements and
other program requirements contained 1ln the medical

services policy.

Procedure for discharge from the functional therapy and TBI
treatment programs.

The facility is required to document in writing the following
information which shall be placed in the participant®s record:

a. A discharge summary (rinal reassessment)

b. Recommendations for continuing sources of treatment, if
appropriate

C. Referrals to other agencies or facilities for continuing
treatment or service, if appropriate

d. Written notification to the participant and, if
appropriate, to the participant™s guardian or conservator
if the facility"s Intent 1ls to discharge the participant
from the program.

ISSUED BY' PT83-32
SUPERSEDES PT82-47
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Department of Income Maintenance
Medical Care Administration

MEDICAL. SERVICES POLICY REHABILITATION CLINICS
171.2G.111. - 171.2G.111_F.

G. Other (con"t.)

. The functional therapy ‘“participant®s record must contain at
least the following:

a. Basic ldentifying formation e.g. name, address, date of
birth, sex, source of referral, date(s) of admission into
the workshop and Medicaid case number

b. Emergency contact (name and telephone number)

C. The name and telephone number of the participant®s physi—
cian or medical provider

d. A signed order by the physician specifying the need for
medical sheltered workshop, with findings and recommenda—
tions

e. The prior authorizations (W-626) for the Initial and
extended periods of attendance at the workshop beyond the
initial authorization

r A copy of the written agreement between the participant
“*;/r IX- J and the workshop.

g .J
-)'Jit

ISSUED BY PT82-47
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Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

H.

\ e

: 171.2H.1V. - 171.21.1.d.

Bmino Procedure (con"t.)

v,

Except for services which are all-inclusive, an evaluation
performed outside the rehabilitation clinic must be billed by
the licensed professional actually providing the service.
(Refer to section E.IIl.)

For an evaluation or-test which is not completed on *%e same
day, the provider should bill for services as of the date the
evaluation or test has been completed.

a. the usual and customary charge tothe public, or,
b. the Medicare rate, or
C. the fee as contained in theindividual clinic®"s fee sche”

ule published by the Department, or

d. the amount billed

ISSUED BY PT82-47
SUPERSEDES PT82-31



State of Connecticut

Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171.2H. - 171.2H.V.

H. Billing Procedure

%I1.

m" V.

Form HCFA 1500 "Health Insurance Claim Form"™ is used for billing
all clinic services. The bill Is mailed to the Department®s
fiscal agent:

Electronic Data Systems Federal
P.0. Box 2941
Hartford, Connecticut 06104

All  claims submitted for payment which include prior authorized
procedures must include the authorization number from the
current authorization.

-Claims submitted for services not requiring prior authorization
must include the name of the physician, or clinic making the
referral.

-Except for services which are all-inclusive, an evaluation
performed outside the rehabilitation clinic must be billed by
the licensed professional actually providing the service.
(Refer to section E.IIl.) - ,

For an evaluation or test which is not completed on the same
day, the provider should bill for services as of the datethe
evaluation or test has been completed.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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Payment

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS
171.21. - 171.21.11.b.

Payment will be made at th * lower of:

a.

b.

d.

the usual and customary charge to the public, or,
the Medicare rate, or

the fee as contained 1n the Individual clinic"s fee
schedule published by the Department, or

the amount billed

Payment Rate

a.

In-State Clinics

The Commissioner of- the Department of Income Maintenance
establishes the fees as contained 1n the ln-state
rehabilitation facility"s individual fee schedule. The
fees are based on reasonable costs in the respective
facility where the service 1s rendered.

Qut-of-State Clinics

ANThe fees as contained in the out-of-state rehabilitation

facility"s individual fee schedule are based on the
Medicaid rate established by the appropriate rate setting

m jagency in the respective state where the clinic is located.

ISSUED BY PT83-32
SUPERSEDES PT82-47
SUPERSEDES PT82-31



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
1 171.21.01010. - 171.21.111.a.4.
* 1. Payment (con"t.)
. Payment Limitations ) * 0" z
a. The rate 1s determined annually by the Commissioner of

Income Maintenance for the following facilities in
accordance with Section 17-313 of the General Statutes:

1. Rehabilitation centers affiliated with Easter Seal
Society for Crippled Children and Adults of Conn.,
Inc.

2. The association affiliated with United Cerebral Palsy

of Conn., Inc.

3. The facilities affiliated with the Association for
Retarded lUtizens.

4. Any private non-profit agency providing such programs
for autistic or neurologically impaired persons for
services tj clients referred by any State agency.

ISSUED BY PT83-32
SUPERSEDES PT82-31



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY
< .

REHABILITATION CLINICS
171.21.11l.c. - 171.21.111.9g.

Payment (con"t.)
IITT Payment Limitations (con"t.)

cC. The fee for an evaluation of

any individual
modality includes a written report.

treatment

d. The cost of electronystagmography includes interpretation
unless otherwise approved by the Department.

e. No payment is *made for periodic reassessment of an
individual®s treatment goals and objectives, except for
partial evaluations and medical check-ups as defined in
Section B. »

f. If the facility provides transportation as a part of it"s
fee, no separate payment for transporation will be made.

g. Payment for TBlI day treatment services will
when the TBI program

discontinue

interdisciplinary team determines
recipient to be eligible

the

for vocational training. A

referral shall be made to an appropriat**  vocational
training program by the team.

ISSUED BY PT83-32
SUPERSEDES PT82-47
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Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS

171.21.1011.b. - 171.21._111.b.4.

Payment (con"t.)

Tt

Payment Limitations (con"t.)

The rates for the following medical rehabilitation programs
are all-inclusive and represent the maximum amount payable
for any recipient from all sources of necessary
rehabilitation services. The all-inclusive rate 1s
comprised of services which are: (1) certified by a
physician vM.D.) that the recipient requires skilled
rehabilitation services, (2) furnished under a written plan
of care developed by the facility"s professional staff,
and, (3) a service directly relating to the recipient"s
Impairment and treatment goals as established by the staff.

These services Include, but are not limited to: therapy,
evaluations, psychological/psychiatric services, other
medical rehabilitation services, and transportation
services:

"l Functional Therapy

2. Ripple Program- -
3. Early Childhood Intervention Programs

4. Traumatic Brain Injury Day Treatment Program

ISSUED BY PT83-32
SUPERSEDES EJ82—47



MEDICAL SERVICES POLICY

J.

02630

02700

02701

02710

02711

02730

02850

03110

03120

92541

92556

92557

94664

State of Connecticut
Department of Income Maintenance
Medical Care Administration

REHABILITATION CLINICS

171.23.1. - 171.2J3.1.

Fee Schedule (con"t.)

Proceoure Code and Description of Service Summary (con"t.)

Speech, Language & Hearing Therapy
Speech & Language Evaluation - Complete
Speech and Language Evaluation - Partial
Speech & Hearing Evaluation - Complete
Speech and Hearing Evaluation - Partial
Aural Rehabilitation

Psychological/Psychiatric Evaluation Related to
Therapy

Transportation - One Way

Transportation - Round Trip
Electronystagmography (includes interpretation)
Impedance Testing

Tympanometry

Inhalation Therapy

Rehab

ISSUED BY PT82-47



I State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINICS
171.23.1. - 171.2J3.1.
J. Fee Schedule (cont.)
l. Proceaure Code and Descriotion of Service Summary (con"t.)
02161 Medical Evaluation - Partial
02190 Individual Psychotherapy Related To Rehab. Therapy
02200 Group Psychotherapy Related to Rehab. Theraoy
02250 Functional Therapy
02255 Transitional Renabilitation Services
02300 Early Childhood Intervention Program
02320 Ripple Diagnostic Evaluation
02330 Ripple Program Transdisci piirtary Team
02340 CDEC Diagnostic Evaluation
02350 CDEC Diagnostic Evaluation (mini)
02500 Speech Evaluation
02510 Speech Therapy
02511 Speech and Language Medical Check-up
02530 Hearing Therapy
02531 Hearing Thenpy Medical Check-up
02570 Hearing Training

ISSUED BY PT82-47



State of Connecticut
Department of Income Maintenance
Medical Care Administration

MEDICAL SERVICES POLICY REHABILITATION CLINI%S

17100 - 1710]

J. Fee Schedule

1. Procedure Code and Description of Service Sumnary

The following are procedure codes that can be wused by
free-standing Rehabilitation Clinli Not all providers can
bill for all of these services.

02010 Occupational Therapy Evaluation - Complete
02011 Occupational Therapy Evaluation - Partial
02020 Occupational Therapy

02021 Occupational Therapy Medical Check-up
02030 Traumatic Brain Injury Day Treatment Program
02060 Physical Therapy Evaluation - Complete
02061 Physical Therapy Evaluation - Partial
02070 Physical Therapy

02071 Physical Therapy Medical Check-up

02080 Hearing Evaluation - Complete

02081 Hearing Evaluation - Partial

02100 Hearing Aid Evaluation

02150 Speech & Hearing Therapy

02151 Speech and Hearing Medical Check-up

02160 Medical Evaluation - Complete

ISSUED BY PT83-32
SUPERSEDES PT82-47





