




• ' ■ ... ■ .

1 9 9 9  
COMPREHENSIVE INTEGRATED 

MENTAL HEALTH PLAN

^ 4 t Tk

T o n y  K n o w le s , G o v ern o r  
S ta te  o f  A la sk a

K aren  P erdue, C o m m is s io n e r  
A la s k a  D e p a r tm e n t o f  H ealth  a n d  S o c ia l  S e r v ic e s

June, 1999



DEPT. OF HEALTH AND SOCIAL SERVICES

OFFICE OF THE COMMISSIONER

TONY KNOWLES, GOVERNOR

P .O . B O X  1 1 0 6 0 1  
J U N E A U ,  A L A S K A  9 9 8 1 1 - 0 6 0 1  
P H O N E :  ( 9 0 7 ) 4 6 5 - 3 0 3 0  
F A X :  (9 0 7 )  4 6 5 - 3 0 6 8

June 1999

Dear Alaskan:

I am pleased to present the 1999 Comprehensive Integrated Mental Health Plan (CIMHP). 
In mandating this plan, the Alaska Legislature envisioned a practical document that would 
guide program funding decisions. The 1999 CIMHP represents the mid-point of a five 
year effort to realize this vision using a results based budgeting approach. The 1999 
CIMHP also marks a significant milestone because it is the first plan to be used as a basis 
for justifying requests for program funding.

The 1999 CIMHP reflects two major enhancements over the previous year’s document. 
First, this document contains new sections on strategies for achieving the desired results. 
These strategies are recommendations of the plan development team and reflect new or 
expanded efforts that should be considered by departments of the Executive Branch of 
State government, the Alaska Mental Health Trust Authority, the legislature and other 
agencies of State government. While the recommended strategies do not represent 
current policy of the Department, Trust, or legislature they hold promise of improving the 
health, safety, economic security and the quality of life of Alaskans and merit 
consideration for future direction. Second, a Data Development Agenda has been added 
to help identify and prioritize steps that need to be taken to strengthen our ability to 
measure need and understand the results our programs achieve.

I am very grateful to the generous commitment of time, expertise, information and effort 
to development of this plan by members of the public and the staff of many agencies and 
organizations. I would especially like to thank the multi-agency CIMHP Work which has 
worked with great deliberation to blend their diverse concerns into an increasingly more 
practical vision of how to improve the lives Trust beneficiaries.

A coordinated planning and evaluation process is essential to improving the li ves of 
beneficiaries. As this comprehensive integrated planning process matures, we will 
continue to see improvements in the programs and in outcomes for Alaskans.

Sipeerely,

Karen Perdue 
Commissioner
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IN TRODUCTION

The Comprehensive Integrated Mental Health Program provides services and supports to Alaskans who 
are beneficiaries of the Mental Health Trust and to some individuals at risk of becoming beneficiaries. The 
beneficiaries include people with mental illness, developmental disabilities, Alzheimer's disease and related 
disorders, and chronic alcoholism with psychosis. During territorial days individuals with these conditions 
were often sent out of state for treatment provided for by the federal government. In 1956 Congress 
passed the Alaska Mental Health Enabling Act in 1956, which granted Alaska the administrative and fiscal 
authority to administer its own mental health program. This Enabling Act also included an endowment of a 
1 million-acre Mental Health Lands Trust to address beneficiary needs.

In 1994 the Alaska Legislature created the Alaska Mental Health Trust Authority. This act gives the Trust 
Authority responsibility to "submit to the governor and the Legislative Budget and Audit Committee a budget 
for the next fiscal year and a proposed plan of implementation based on the integrated comprehensive 
mental health program plan." The act assigned responsibility for the development of this plan, the CIMHP, 
to the Department of Health and Social Services in conjunction with the Trust Authority. In addition, the law 
assigns to Alaska Mental Health Board, Governor's Council on Disabilities and Special Education, Advisory 
Board on Alcohol and Drug Abuse, and the Alaska Commission on Aging the responsibility to contribute to 
the CIMHP.

The Department of Health and Social Services and the Alaska Mental Health Trust Authority have adopted 
a results based budgeting approach to the Comprehensive Integrated Health Plan. This approach which 
focuses on the effectiveness with which programs improve the lives of beneficiaries, is expected to require 
five years to fully implement. The 1999 CIMHP is the third year of this process. Prior year efforts have led 
to the identification of five broad result areas which provide focus and direction to a program for improving 
the lives of beneficiaries. These result areas are:

• Health
• Safety
• Economic Security
• Productively engaged, employed, contributing
• Living with dignity, to be valued members of society

Building on prior year efforts, this 1999 CIMHP presents an enhanced list of indicators that help monitor 
and measure the extent to which the overall program is achieving the desired results. Each set of 
indicators is accompanied by a discussion of the data and current efforts to achieve the desired results.
The plan also outlines the expansion of existing strategies or the addition of existing strategies for 
consideration by departments of the Executive Branch, Alaska Mental Health Trust Authority and the 
Alaska State Legislature. These recommended strategies are do not reflect the current policy of the 
Department of Health and social Services. Finally a Data Development Agenda points to the most pressing 
needs in the area of gathering and managing data to better identify, understand and evaluate program 
efforts.
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R esu lt  # 1 : HEALTH

Indicator Baseline:

Very Low Birth Weight Babies: Alaska
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The Story Beh ind the Baselines: Information on birth weight is 
collected from birth certificates by the Vital Statistics Section of the 
Department of Health and Social Services. Alaska has the lowest 
percentage of low birth weight babies in the nation. The percentage of 
babies born weighing less than 2,500 grams (5.5 pounds) was under 
5.0% for the past ten years, although it has been increasing slightly 
each year since 1992. Children who are born with very low birth weights 
(<1,500 grams or 3.5 pounds) are a' ~reater risk of experiencing 
developmental disabilities. In 1995, \ i Center for the Future of 
Children reported that very low birth weight babies experience the 
following long-term effects:

School Age Intelligence: 30% - IQ score of less than 85
Neurosensory Impairments: 14% -17% (cerebral palsy, blindness,

deafness, etc.)
Behavioral Outcomes: 28% experience behavior problems
Health Outcomes: 37% will have had at least one surgery

by age 8

Drinking during pregnancy is strongly linked to Fetal Alcohol Syndrome 
and Fetal Alcohol Effects, which tesult in a range of physical and 
behavioral disabilities.

An encouraging trend can be seen in the percentage of women 
reporting alcohol use during pregnancy. Between 1991 and 1996, the 
percentage of women reporting alcohol use dropped by more than 50%, 
from 9.0% to 4.4%. It is not clear whether the decrease is due to an 
actual decline in drinking during pregnancy. Alcohol use is a self- 
reported item on the birth certificate so the decrease may also be in 
part due to the growing awareness of the dangers of drinking during 
pregnancy and the stigma this may now cause. Alaskan businesses 
that sell liquor were required to display signs warning about drinking 
during pregnancy in the early 1990s.

Current Efforts to Turn the Curve: Alaska has a number of 
programs that have been addressing these public health problems, 
including the FAS Prevention Project, Supplemental Food Program for 
Women, Infants and Children (WIC), Healthy Families Alaska, Medicaid 
(EPSDT), and Public Health Nursing. Recent expansions in Medicaid 
eligibility have made it possible for more women to get prenatal care. 
Programs for women at risk of alcohol use during pregnancy include 
alcohol in-patient and outpatient treatment programs, specialized 
treatment programs for pregnant women and children, Healthy 
Families, and alcohol public education efforts. Public awareness efforts, 
including signs in bars and liquor stores and public service advertising



Recommended Strategies:

E xp a n sio n  o f  C urrent E fforts

1. Media and public education campaigns directed at young women of 
childbearing age emphasizing the importance of good nutrition and 
not drinking or abusing drugs while pregnant or while trying to 
become pregnant.

2. Education programs for physicians and other health care providers 
emphasizing the importance of talking to pregnant women about 
the dangers of drinking and abusing drugs while pregnant.

in the media also impact drinking behavior.



Resu lt  # 1 : HEALTH

Indicator Baselines: 

Per Capita Consumption of Taxable A lcoho l 
by Persons 15 and O lder

Annual Report, State of Alaska Advisory Board on Alcoholism and Drug Abuse, 1997
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The Story Beh ind the Baselines: Alcohol use in Alaska is higher 
than the national norm but the overall trend in consumption is 
downward. While there have been periodic upswings in total 
consumption, per capita consumption has dropped over the past twenty 
years. This decrease is surprising considering the growth of the tourism 
industry in Alaska (1.2 million visitors in 1996). Alcohol consumption 
figures are calculated using state population and in-stafe sales of 
alcoholic beverages. It is expected that this trend will continue through 
the year 2000.

The percent of Alaskans who are acute or binge drinkers seems to vary 
from one year to the next. Using 1992-1995 data on Alaskans who are 
acute or binge drinkers as a base, it appears that we can expect 
approximately 22% of Alaskans (18 and older) to fall into this category 
over the next five years. The percent of adults who are chronic drinkers 
remained at 5% from 1992 to 1994, then dropped to 3% in 1995. Data 
on acute and chronic drinkers is collected as part of the Behavioral Risk 
Factor Surveillance System (BRFSS). The purpose of BRFSS is to 
measure behavioral risk factors in the general population through a 
random sample telephone interview survey that is conducted monthly. 
The sample size is approximately 1,500 annually. In the BRFSS, acute 
drinking is defined as five or more drinks on an occasion, one or more 
times in the past month. Chronic drinking is defined as an average of 60 
or more alcoholic drinks a month. Trends in acute and chronic drinking 
will become more apparent as more data is collected by the BRFSS.

In 1997 and 1998, the Gallup Organization conducted a household 
telephone survey for the Alaska Division of Alcoholism and Drug Abuse. 
More than 8,000 interviews were conducted. The study found that 9.7% 
of Alaskans 18 and older were dependent on alcohol and another 4.1% 
were alcohol abusers. In addition, the study found that there are 
differences in the level of alcohol abuse by region, as can be seen on 
the table below:

A'cohol Alcohol
REGION Dependent Abusers
Urban 9.4% 4.1%
Gulf Coast 8.5% 3.9%
Southeast 10.5% 4.9%
Bush 11.9% 3.2%

The link between alcohol use and the development of chronic 
alcoholism is clear. Alcohol abuse is also associated with child abuse, 
crime, suicide, birth defects, occupational injury, accidental death, and 
the development of dementia. National mental health data indicates that 
more than 50% of individuals experiencing psychiatric disorder have a 
substance abuse disorder. In Alaska, data indicate that 80% to 90% of

"I tried to reach out to my 
family and tell then, "Look I 
have a problem, I need help." 
They blew me off. They said, 
"Oh well, you have a problem, 
deal with it."

Beneficiary 
1998 Beneficiary Survey

"Public attitudes have 
changed. When I first came 
out here, if you talked about 
drinking or sobriety, people 
thought you called them 
something nasty and didn't 
want to hear about it. But now 
there are celebrations of 
sobriety and sober dances. 
And people are willing to talk 
about something that's a 
problem. But they talk - not 
just saying it's a problem and 
everything's bad, but this is 
something that can be 
solved."

Beneficiary 
1998 Beneficiary Survey
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those experiencing psychiatric disorder have a co-occurring substance 
abuse disorder. The estimated number of adults with serious mental 
illness is 29,800.

Current Efforts to Turn the Curve: Reducing the number of 
people in the late stages of alcohol addiction requires a multi-faceted 
approach. At the individual treatment level, programs providing long­
term services and support are essential. Correctional system treatment 
programs for alcohol and drug abuse can reduce post-release 
criminality and alcohol/drug abuse relapse. At the policy level, alcohol 
sales and consumption can be regulated to lower abusive drinking 
within the state or community. Strategies include prevention programs 
for young people (peer helpers, community suicide prevention 
programs, school health curriculum), alcohol taxation, and reducing 
alcohol-related problems by limiting access or availability of alcohol 
through pricing, zoning laws or license requirements.

Recommended Strategies:

N ew  Initiatives

1. Require that tourism liquor licenses be seasonal unless it can be 
demonstrated that the year-round population of the community 
meets the population to license ratio established in Title 4.

2. Buy back licenses, as they go on the market, in communities where 
the number of licenses exceeds the number allowable based on 
population.

3. Increase state tax on alcohol sales.



R esu lt  # 1 : HEALTH

Ind icator Baselines:

Age Adjusted Injury Deaths 
U.S. and Alaska: 1989-1996
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The Story Beh ind the Baselines: Information on cause of death 
is collected and published annually by the Department of Health and 
Social Services Vital Statistics Section. Accidental deaths include motor 
vehicle accidents and all other accidents.

In Alaska, accidents are the leading cause of death for all age groups 
from one year up to 45 years. Children (between one and 14 years old) 
most often die due to motor vehicle accidents and drowning. The cause 
of death for adults is most frequently motor vehicle and air transport 
accidents. The Alaska age adjusted rate of death due to injury is 
consistently higher I an the U. S. rate.

Accident survivors sometimes have life-long disabilities for which they 
will require support and services, in 1997, there were 621 traumatic 
brain injuries (TBI) in Alaska. TBI is often associated with long-term 
physical, emotional and financial costs.

Suicide was the fifth leading cause of death in Alaska in 1995. Suicide 
is the second leading cause of death for teenagers between the ages of 
15 and 19. Accidents and suicides combined account for 60% of the 
deaths in this age group. The teen suicide rate is highest among young 
Alaska Native men. In 1995, the suicide rate dropped to 19.5 deaths 
per 100,000 population, down from 26.0 per 100,000 in 1994. This is 
the lowest age-adjusted suicide rate for Alaska since the beginning of 
the 1990s.

Information on cause of death for all Trust beneficiaries is not yet 
available.

Current Efforts to Turn the Curve: Some of the programs that 
are working to improve the safety of children are peer counselors and 
student assistance programs, community suicide prevention programs, 
mental health and substance abuse programs, and child protective 
services. Public health programs promoting, infant car seats, personal 
floatation devices, bicycle and motorcycle helmets, and other sports 
and outdoor safety gear, help reduce the number of children and adults 
who are injured or die in accidents. In communities, local Public Health 
Nurses, Community Health Aides and Public Safety Officers play an 
important role in community education and in responding to accidents, 
injuries or reports of harm.



E xp a n sio n  o f  Current Efforts

1. Expand public education programs on the importance of bike 
helmets, personal floatation devices, seat belts, etc.

2. Provide training to public safety officers on identifying people at-risk 
of attempting or committing suicide.

3. Expand peer helper programs in middle and high schools.

4. Increase the number of in-school clinics in high schools.

N ew  Initiatives

1. Develop in-state traumatic brain injury programs to provide early 
and appropriate rehabilitation for adults and children.

2. Explore the feasibility of developing a Medicaid Waiver for people 
with traumatic brain injuries and chronic mental illness (TBI/CMI 
Waiver)

R e com m en de d S tra te g ie s :



Result #1: HEALTH

Indicator Baselines:

Uninsured Full-time Workers and Dependents (%) 
Alaska and U.S.
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The Story Behind the Baselines: Access to health care in 
Alaska is a complicated issue. In 1992, the Health Resources and 
Access Task Force reported to the Alaska Legislature that there were 
90,000 uninsured Alaskans and that many of those with insurance had 
inadequate coverage. In 1995,13.1% of Alaskan workers and their 
dependents did not have health insurance. Even with health insurance 
or Medicaid, access to health can be limited by other factors. 
Physicians often limit the number of Medicaid or Medicare patients they 
treat because the reimbursement for services does not meet the usual 
fee charged for the health care. Access is also sometimes limited by 
geographic factors. People living in remote areas of the state often 
have to fly to an urban area to get medical or dental care. Private 

insurers do not cover or adequately cover behavioral health and 
substance abuse services.

Medicaid is an important health care payment source for many Mental 
Health Trust beneficiaries. Even with medical coverage, beneficiaries 
often can not find physicians willing to treat them. While Medicaid pays 
for the full range of medical services, it only pays for acute dental 

service for adults.

Information on access to health care for Trust beneficiaries is not yet 
available. However, 'he Beneficiary Survey asked beneficiaries if they 
had postponed or gone without medical care in the previous 12 months. 
Mental health (46%) and alcoholics with psychosis (46%) beneficiaries 
were .re most likely to have postponed or gone without care. Survey 
respondent's with Alzheimer's or related dementia (23%) were the least 
likely to postpone medical services, probably because most of these 
beneficiaries are over 65 and eligible for Medicare.

Current Efforts to Turn the Curve: Medicaid income eligibility 

for children was recently expanded in Alaska through Denali KidCare. 
Other efforts that provide access to health care for beneficiaries are pro 
bono dental programs (Anchorage and Fairbanks), and sliding fee 
medical services through Section 330 Community Health Centers 
(Fairbanks and Anchorage). In 1999, a bill was introduced in the 
Legislature to provide for parity between physical and mental health 

coverage.

"Before, the argument was, if 
you got to see the doctor for 
free, everyone was going to 
see the doctor every other 
day. But now the argument is 
the opposite. A lot of people 
who need to see the doctor 
run out of money so they don't 
see the doctor when they 
need to, because they don't 
have any money to pay."

Consumer 
1998 Beneficiary Survey

"We have no decent dental 
care. You can go get a tooth 
pulled if you are in pain. But to 
maintain, you can't get a teeth 
cleaning, you can't get caps."

Consumer 
1998 Beneficiary Survey

"My health insurance pays for 
about 10% of my medical bills, 
and then they wonder why 
mental health people are not 
getting their medical care,
They wonder why we. don't get 
better. I never did have 
Medicaid."

Consumer 
1998 Beneficiary Survey
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Recommended Strategies:

Expansion of Current Efforts

1. Include screening for mental health disorders in EPSDT 
screenings.

2. Expand Medicaid coverage of dental services for adults to include 
preventive care.

New Initiatives

1. Monitor the expansion of Medicaid income eligibility for children's 
health services.

2. Develop affordable health plans for young adults who may not be in 
school or working.

3. Implement the recommendations of the Parity Task Force.



Result #2: SAFETY

Indicator Baselines:

Child Protection Services: Rate of 
Reports of Abuse and Neglect (Alaska)
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The Story Behind the Baselines: The Division of Family and 
Youth Services collects information on reports of harm to children. 
Reports of harm doubled between FY89 and FYS7, increasing from 
7,876 to 15,547. In 1997, there were 8,990 reports of neglected 
children, 4,123 reports of physical harm, 2,094 reports of sexual abuse 
and 340 'other' reports (abandonment and mental injury). A child may 
be the subject of more than one report of harm. Reports of neglect are 
continuing to increase while physical and sexual abuse reports began 
io level off in FY95. Abuse and neglect are major risk factors for 
emotional disorders, substance abuse, suicide and involvement with the 
correctional system. Many children who experience abuse and neglect 
repeat the pattern as adults by abusing and neglecting their own 
children. A recent study by the University of Alaska Justice Center 
(1998) shows that 82% of Alaska's long-term prisoner population 
reported that they experienced some form of sexual or physical abuse 
prior to their thirteenth birthday. Two-thirds (66%) reported being 
neglected as children. Another 1998 Department of Corrections study of 
the needs of female offenders found that 84% of women inmates 
experienced physical, sexual or emotional abuse at sometime in their 
lives. Information on reports of harm for Trust beneficiaries is not yet 
available.

Current Efforts to Turn the Curve: The Healthy Families 

Program, supported parenting programs for people with developmental 
disabilities, and other early intervention programs are aimed at 
intervening with families at risk of child abuse and neglect. Other 
programs that can impact abuse and neglect of children are domestic 
violence programs, emergency medical services, Public Health Nurses, 
Community Health Aides and Public Safety Officers, and homemaker 
and chore services.

Recommended Strategies:

Expansion of Current Efforts
1. Increase the availability of in-home early intervention programs for 

at-risk families.

2. Increase the availability of parent training and support services.

3. Increase the availability of emergency respite care for children and 
adults.

4. Increase the availability of before and after school programs for 
children.

"We need counseling services 
for the whole family, because 
anger comes into this a lot, 
because your whole life is 
gone, and now you’re this 
other person. But counseling, 
because it's not only affecting 
you but it affects your kids, 
your significant other or 
husband, or your 
grandparents, or your aunts."

Consumer 
1998 Beneficiary Survey
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Result #2: SAFETY

Indicator Baselines:
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The Story Behind the Baselines: The Division of Senior 

Services in (he Department of Administration receives and tracks 
reports of harm to seniors and other dependent adults, including adult 
Alaska Mental Health Trust beneficiaries. The rate of reports increased 
from 14.3 reports for every 1,000 Alaskans 65 and older in 1994 to 
25.3/1,000 in 1997. The increase can be attributed, to some extent, to 
the reorganization of Adult Protection Services in the Division of Senior 
Services in July '994. The Division developed a public information 
campaign about elder abuse and was able to focus greater staff 
resources at responding to and following up on reports.

Information on reports of harm for Trust beneficiaries is not yet 
available.

In a 1998 study of the relationship between guardianship and safety by 
the McDowell Group, it is estimated that 95% of adults who have 
guardians are beneficiaries of the Mental Health Trust. The Alaska 
guardianship system serves an estimated 2,700 protected persons. 
Approximately 2,000 of these individuals have private guardians, 
usually family members. The study estimates that the major reasons for 
guardianship care for adults are:

Alzheimer's’ and related demenlia 40 - 50%
Mental illness 25 - 35%
Developmental disabilities 20 - 25%
Chronic substance abuse with psychosis 5 -15%
Other 5-10%

Current Efforts to Turn the Curve: Programs that can impact 

abuse and neglect of seniors are domestic violence programs, 
emergency medical services, Public Health Nurses, Community Health 
Aides and Public Safety Officers, homemaker and chore services, care 
coordination, substance abuse services, and outreach services to 
seniors with mental illness.

Recommended Strategies:

Expansion of Current Efforts

1. Increasing respite care for caretakers of vulnerable adults.

2. Improve the quality of personal care and home health services 

through direct care provider training.

"Legal Services and Disability 
Center is good, but there’s not 
enough money to have them 
help us for all of the problems. 
There either needs to be more 
money for those agencies or 
ways that private attorneys 
would benefit, because they 
can only do so much pro 
bono.”

Consumer 
1998 Beneficiary Survey

"I don't want to be by myself, 
but I want to take care of my 
own money."

Consumer 
1998 Beneficiary Survey

"I was so involved and so 
worn out by the time I went to 
get help that I think that I 
wasn't thinking things through 
very well. But it seemed like I 
would hear about one thing 
and would go to that agency 
and somehow they never 
made it clear what groups did 
what things."

Consumer 
1998 Beneficiary Survey
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3. Provide family support and counseling services to families 
supporting vulnerable adults.)

4. Increase the number of public guardians.

New Initiatives

1. Increase Personal Care Attendant (PCA) and assisted living rates, 
including augmented rates for people with mental illness or 

substance abuse problems.

2. Provide treatment opportunities for those who abuse and neglect 
dependent adults.)



Result #2: SAFETY

Indicator Baselines:

Alaska Adult Inmate Population and 
Incarceration Rates: 1971-1996
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The Story Behind the Baselines: Alaska has one of tne highest 
incarceration rates in the nation. In 1971,1.5 of every 1,000 Alaskans 
was in prison. By 1996, the rate had more than tripled to 5.5 per 1,000. 
Between 1971 and 1996, the total incarcerated population increased 
from 482 to 3,648, or by 657%. Over this same period, the state 
population increased by only 104%. Some of the factors affecting the 
increase in the incarceration rate are:

• rise in the violent crime rate
• increases in police forces
• 1980 revision of the Criminal Code, including establishment of 

presumptive sentencing
• 1982 and 1983 Criminal Code revisions expanding presumptive 

sentencing
• mandatory minimum sentences for DWI offenders
• rise in serious juvenile crime and the 1994 juvenile waiver law requiring 

juveniles convicted of certain felonies be automatically waived to the adult 
system

• lack of emergency psychiatric services in the community to deal with 
violent mentally ill clients

• lack of transitional/supported housing in the community for displaced or 
discharged de-institutionalized mentally ill patients

• reduction in support services for ex-offenders

Alcohol abuse has a significant impact on incarceration rates in Alaska 
and nationally. The National Center for Addiction and Substance Abuse 
reported that 80% of the men and women behind bars in the nation's 
prisons are seriously involved in alcohol and drugs. In Alaska, the 
Criminal Justice Work Group reported in 1994 that alcohol is the 
primary or contributing factor in 80% to 95% of all criminal offenses 
committed.

In March through July 1997, the Division of Alcohol and Drug Abuse 
conducted interviews and collected urine samples from inmates at the 
Fairbanks, Bethel, Cook Inlet Pre-Trail Facility (CIPT), and 6th Avenue 
correctional facilities. The prisoners participating in the study were 
volunteers and had been arrested within 48 hours of their interview. The 
study found that 48% were abusing or dependent on alcohol, 18.5 on 
cocaine and 13.1% on marijuana.

In FY97, there were 8,163 juveniles (or 96.9 referrals per 1,000 youth 
aged 10 to 17) referred to the youth corrections program in the Alaska 
Department of Health and Social Services. A 1996 survey at the 
McLaughlin Youth Center in Anchorage indicated that 65% of residents 
had a DSMIII/IV diagnosis and 9% had severe emotional disorders. The 
New York Times recently reported that nationally up to 20% of 
incarcerated juveniles are seriously emotionally disturbed and that,

'A  few times my symptoms 
have been really bad, and I've 
called for help and the Juneau 
Police Department showed up 
at my door to take me in, and 
that’s not what I needed. I just 
needed the support and help 
though. I didn't need the police 
there."

Consumer 
1998 Beneficiary Survey
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often, going to jail is the only way for many to get treatment.

Current Efforts to Turn the Curve: Some of the programs that 
are working to reduce adult and youth incarceration and recidivism are 
alternative sentencing and specialized probation officers, Community 
Residential Centers and electronic monitoring. Programs developed for 
Trust beneficiaries in the correctional system include treatment 
programs for prisoners with mental illness or alcoholism, diversion and 
the Institutional Discharge Program. Programs and activities aimed at 
preventing incarceration are Youth Court, Smart Start, alcohol and 
substance abuse treatment programs, community mental health 
programs, and child abuse and neglect programs.

Recommended Strategies:

Expansion of Current Efforts

1. Increase the availability of discharge programs, including transition 
planning, designed to support the transition of beneficiaries from 
the correctional system to the community.

2. Stricter interpretation and sanctions (including youth oriented 
alcohol treatment services) for young people charged with minor 
consuming.

3. School-based alcohol and drug support for adolescents.

New Initiatives

1. Increase the number of communities with Youth Courts and other 
diversion programs (including Mental Health and Drug Courts) for 
youth.

2. Provide misdemeanant diversion programs.

3. Pilot a community based, single point of entry for behavioral health 
emergencies as an alternative to placement in the correctional 
system.

4. Provide support services and housing to youth transitioning from 
the juvenile correctional system.

5. Allow youth treatment programs flexibility in extending services past 
the youth’s 18th birthday.

6. Provide early intervention services to high-risk youth, e.g. siblings 
of youth already in jail.



Result #3: ECONOMIC SECURITY

Indicator Baselines:

Poverty in Alaska: 1980 ■ 1996

Government Information Sharing Project, Oregon State University, http://govinfo.kerr.orst.edu/

1998 Beneficiary Survey 
(Self-selected Sample of 821 Alaska Mental Health Trust Beneficiaries) 

Beneficiary and General Population Income: 1998
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The Story Behind the Baselines: Income and poverty levels are 
measured every ten years as part of the federal census and updated 
annually by the US Census Bureau. The current method of determining 
the official poverty rate is based solely on income and family size. 
Families with incomes low enough to qualify for cash benefits also 
qualify for other programs that reduce their need for cash. Such families 
can receive subsidized housing at reduced rents, free medical care 
through Medicare and Medicaid, food assistance with Food Stamps, 
and childcare. As part of the planning process for the 2000 census, the 
US Census Bureau is considering including income and non-cash 
benefits in the determination of poverty.

According to the US Census Bureau, the Alaska poverty rate is equal to 
125% of the U. S. poverty rate. The only source of Alaska poverty rate 
data is a special report prepared for the Division of Public Health by the 
Census Bureau from the 1990 Census, which included analysis of 
poverty by census area/borough, age group and ethnicity. Over the past 
16 years, the percentage of Alaskans below 100% US poverty has 
varied from year to year, but averaged approximately 10% of the 
population. In 1990, nearly 30% of Alaska Natives were living at or 
below the poverty level. At the same time, nearly 1 in 5 children under 5 
years old was living under the Alaska poverty level.

The US Census Bureau reported that in 1994-95, people with 
disabilities were at greater risk of having a low income than other 
Americans. They found that for people between the ages of 22 and 64, 
13.3% of those who had no disability were classified as low income, 
compared to 19.3% of those with non-severe disabilities and 42.2% of 
those with severe disabilities. Consumer fraud of seniors is a national 
trend that is negatively impacting the limited incomes of people over 65.

The Beneficiary Survey, conducted by the Alaska Mental Health Trust 
Authority in 1998, asked beneficiaries for information about their 
household income. Survey participants reported incomes that contrast 
drastically with the household income for the general population. Nearly 
two-thirds (64%) of the beneficiaries participating in the survey reported 
household incomes of less than $20,000 while on 15% of Alaskan 
Households fell in this income group. Conversely, 59% of all Alaskan 
households reported incomes of more than $40,000, while only 19% of 
beneficiaries reported similar household incomes. Alaska Psychiatric 
Institute reported that 90% of adults admitted had income below 
$20,000 while 80% of adults receiving services from community mental 
health centers reported incomes below $40,000.

"On the housing programs and 
the Dividends, our rents 
should not go up. They're 
charging us one-third of our 
income, and if we have a child 
in the house, then they count 
it as income and raise the 
rent."

Beneficiary 
1998 Beneficiary Survey

"They're doing a good job of 
keeping us at poverty level."

Beneficiary 
19S8 Beneficiary Survey

"We can't afford to go bowling, 
or to the movies, or out to 
dinner. We don't have the 
extra money to do any of 
these things."

Beneficiary 
1998 Beneficiary Survey
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Current Efforts to Turn the Curve: Some of the strategies that 
are proving effective at increasing the incomes of beneficiaries are 
employment training programs like those provided by the Division of 
Vocational Rehabilitation and the Private Industry Council. 
Developmental disability and mental health employment support 
programs provide on-the-job employment readiness training and 
support for workers. On-going support after acquiring employment is a 
determining factor in job retention for many beneficiaries. Senior 
employment programs provide many seniors with jobs as senior 
volunteers and help train seniors to acquire unsubsidized employment.

Recommended Strategies:

Expansion of Current Efforts

1. Educate seniors about consumer fraud.

2. Increase respite or day care funding so that caregivers can 
continues working while caring for a beneficiary.

New Initiative

1. Establish a consumer credit union specifically for beneficiaries.



Result #3; ECONOMIC SECURITY

Indicator Baselines:

ATAP Recipients as a % of Alaska Population
7.0% i

FY94 FY95 FY96 FY97 FY98

Alaska Division of Public Assistance, Department of health and Social Services, August 1998

1998 Beneficiary Survey 
(Self-selected Sample of 821 Alaska Mental Health Trust Beneficiaries)

Reported Use of Financial Assistance Programs

SOI, SDA, Medicaid Medicare Housing Tribal Programs
Social Security Assistance



The Story Behind the Baselines: The Alaska Temporary 
Assistance Program (ATAP) was signed into law in 19S6. The goal of 
welfare reform is to: move Alaskans from welfare to jobs so they can 
support their families, while maintaining a safety net for those truly in 
need.

The first year of ATAP brought significant changes to the welfare 
caseload, including:

. The welfare caseload declined by 15%

- Welfare savings for FY98 were more than $24 million

. The welfare caseload dropped to under 11,000 for the first time 
since 1992

The Division of Public Assistance estimates that 5% to 10% of those 
receiving ATAP are Alaska Metfal Health Trust beneficiaries. One of 
the most significant changes brought about by welfare reform is the 
five-year lifetime limit of ATAP benefits. Most of the people who came 
off the welfare rolls during the first year were the most ready-to-work. 
There is currently no safety-net for recipients who complete five years 
of ATAP benefits and who are unable or unwilling to work. There are an 
unknown number of beneficiaries on ATAP for whom the goal of 
employment is unrealistic.

Other financial assistance programs provide support for Mental Health 
Trust beneficiaries. Many of the beneficiaries who participated in the 
Beneficiary Survey repoi ted that they receive assistance through Social 
Security (64%) and Medicaid (61%), Medicare (35%), housing 
assistance (24%) and tribal assistance programs (11%). Eight thousand 
(8,000) adults with disabilities receive Adult Public Assistance, about 
45% of whom have a psychiatric disability.

Current Efforts to Turn the Curve: Some of the strategies that 
are proving effective at increasing the number of people leaving public 
assistance are child care subsidies, job readiness programs, job 
training, and case management.

"I used to make more money 
in a day than I have in 
allowance for one week now, 
and I paid more taxes than I 
get in benefits today."

Beneficiary 
1998 Beneficiary Survey

"I'm a single parent with two 
kids at home. And it's hard. 
One of my children has a 
disability, and it's hard to try to 
go out and work without the 
support I need for my kids, the 
childcare."

Beneficiary 
1998 Beneficiary Survey
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Recommended Strategies:

Expansion of Current Efforts

1. Case management to assist with access to public assistance and 
services.

2. Provide employer incentives for training and hiring hard to place 
ATAP and APA recipients.

3. Collect and analyze information collected about beneficiaries who 
use public assistance (disability, use of public assistance services, 
use over time)

4. Support legislation and funding for programs that provide 
beneficiaries with home and community based alternatives to 
institutional care.

5. Increase access to guardians, conservators, representative payees 
and provide assistance with paperwork.

New Initiative

6. Develop strategies to assure beneficiaries access to public 
assistance services even if they have received Alaska Temporary 
Assistance Programs (ATAP) services for five years. [New policy 
initiative)



RESULT #4: PRODUCTIVELY ENGAGED, EMPLOYED,CONTRIBUTING

Indicator Baselines:

Unemployment: Alaska and U.S.
12.0% -I

Government Information Sharing Project, Oregon State University, http://govinfo.kerr.orst.edu/

1998 Beneficiary Survey 
(Self-selected Sample of 821 Alaska Mental Health Trust Beneficiaries)

Unemployment by Beneficiary Group
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The Story Behind the Baselines: Data on employment, 
unemployment, hours and wages are collected and published monthly 
by the Alaska Department of Labor.

Unemployment in Alaska varies greatly with the season. In 1996, the 
statewide rate of unemployment ranged from 9.7% in January to 5.5% 
in August. Unemployed rates also vary according to region or 
community, Traditional methodologies for determining unemployment 
do not work well in Alaska's smaller, more remote villages, where few 
jobs are available. Many people in these communities rely on a 
traditional subsistence lifestyle. Hunting, fishing ana gathering wild 
foods form the basis of a non-cash economy. Often, people living in 
these communities have given up on actively seeking employment and 
are not counted in local or state statistics. In many of these 
communities, it is estimated that more than 75% of the adults are not 
working at cash jobs.

National sources estimate that up to 65% of adults with a variety of 
disabilities are unemployed. The Mental Health Trust Beneficiary 
Survey found similar rates of unemployment in Alaska. Of those who 
took part in the telephone survey, 69% of those with mental illness and 
68% of those with developmental disabilities reported that they were 
unemployed. Fifty-five percent (55%) of alcoholics with psychosis and 
97% of those with Alzheimer's or other dementia, most of whom are 60 
or older, said that they were not employed.

Even when Trust beneficiaries are employed, they are often in part- 
time, low paying jobs. Beneficiaries may remain in these jobs because, 
if they worked longer hours or made more money, they would lose their 
eligibility for Medicaid, which is often their only source of health 
insurance. Loss of medical benefits was the most commonly cited 
reason given for not seeking work by unemployed beneficiaries. The 
cost of some psychotropic drugs which make it possible for mentally ill 
people to work can cost $900 per month. Other frequently cited reasons 
were discrimination, inability to find a job, and lack of training.

Current Efforts to Turn the Curve: Some of the strategies that 

are proving effective at increasing employment opportunities for 
beneficiaries are employment training programs like those provided by 
the Division of Vocational Rehabilitation and the Private Industry 
Council. Developmental disability and mental health employment 
support programs provide on-the-job employment readiness training 
and support for workers. The Governor's Council on Disabilities and 
Special Education recently received federal funding for a five-year 
employment initiative (Alaska Works). Senior employment programs 
provide many seniors with jobs as senior volunteers and helps train

"That's the only reason why I 
haven't gone out to look for 
work--to keep my medical 
coveiage."

Consumer 
1998 Beneficiary Survey

"I refuse to quit (job). My four 
hour day is all I get, and that is 
the most wonderful thing in my 
whole life, besides my 
children."

Consumer 
1998 Beneficiary Survey

■Vocational Rehabilitation has 
helped me find a job."

Consumer 
1998 Beneficiary Survey
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seniors to acquire unsubsidized employment. During their 1998 
session, the Alaska Legislature passed a bill that would allow people 
with disabilities to retain Medicaid coverage while working. Programs 
like elder care and respite make it possible for caregivers of people with 
Alzheimer's Disease to continue working.

Recommended Strategies:

Expansion of Current Efforts
1. Increase Division of Vocational Rehabilitation transition services to 

beneficiaries 18 to 21 years old, including those in alternative 
schools.

2. Increase the number of school districts that support beneficiaries in 

inclusive settings.

3. Increase the number of beneficiaries, including those in the juvenile 
justice system, who complete school and pass high school 
qualifying exams or complete a GED.

4. Provide access to educational resources to juveniles in the adult 
correctional system.

New Initiatives
5. Provide cross-beneficiarv job support services.

6. Create work opportunities for beneficiaries in the adult correctional 
system.

7. Monitor implementation of new employment initiatives, including 
Alaska Works and changes to Medicaid, to determine whether they 
provide expanded employment opportunities for beneficiaries.

8. Develop a strategic plan for the education of Trust beneficiaries.

"Job coaching takes people 
out and helps people get a 
job; they are helpful. They 
give you good information. 
They help you out."

Consumer 
1998 Beneficiary Survey
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Result #4: PRODUCTIVELY ENGAGED, EMPLOYED, CONTRIBUTING

Indicator Baseline:

A la s ka  and  U.S.

High School Completion Rate

Government Information Sharing Project, Oregon State University, http://Qovinfo.kerr.orst.edu/
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The Story Behind the Baselines: Each October, the US Census 
Bureau conducts the Current Population Survey, Among the information 
collected is "high school completion rates for 18 through 24-year-olds 
not currently enrolled in high school". This information is collected for 
each state and is computed based on data spanning three years. In the 
years 1993-95, the Alaska high school completion rate was 90.5%, 
compared to a national rate of 85.5%.

The Mental Health Trust Beneficiary Survey found similar rates for high 
school graduation or GED completion for two beneficiary groups, 
alcoholics with psychosis (85.6%) and those with mental illness 
(85.4%). Approximately two-thirds (68.3%) of the survey participants 
with developmental disabilities had graduated from high school or 
completed a GED. Beneficiaries who have Alzheimer's or related 
dementia had the lowest high school completion rate (64.6%), which is 
probably a function of growing up at a time when many young people 

left high school to work or join the military.

The National Center for Education Statistics reported that in 1995, the 
percentage of young adults with disabilities (16 to 24 years) who 
dropout was 14.6%. The percentage of non-disabled young adults who 
dropped out was 11.8%. Students with mental illness are the most likely 

to dropout (56.1%), followed by those with mental retardation (31.1%), 
serious emotional disturbances (23.6%), and specific learning 
disabilities (15.8%). Learning disabilities were the most commonly 
reported disability in the study, affecting 2.2% of the population or one- 
third of the youths with disabilities in the age group.

Current Efforts to Turn the Curve: Some of the programs and 

initiatives proving to be effective at improving the educational outcomes 
for beneficiaries are education in regular classrooms, transition 
planning, mental health treatment services linked with special education 
programs, and support programs like peer counseling.

Recommended Strategies:

Expansion of Current Efforts
1. Increase the number of children in inclusive classrooms.

2. The Department of Health and Social Services and the Alaska 
Mental Health Trust Authority develop collaborative relationship 
with the Department of Education.

"When I was going to high 
school, I had a teacher who 
said I wouldn't be able to 
graduate from high school. He 
said, "You'll never make it to 
college." I graduated from high 
school with honors, and I 
enrolled in college for an 
Associates degree. I have 
three more credits and I'll 
have an Associates degree."

Consumer 
1998 Beneficiary Survey

“We need more adult basic 
centers in villages for school; 
for GED, ABE (Adult Basic 
Education). They quit the ABE 
program in my village."

Consumer 
1998 Beneficiary Survey
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3. Increase the number of beneficiaries, including those in the juvenile 
justice system, who complete school and pass high school 
qualifying exams or complete a Graduate Equivalency Diploma 
(GED). *

4. Increase access to educational resources for juveniles in the adult 
and juvenile correctional systems.

New Initiatives
1. Fund periodic audits of lEPs and make recommendations based on 

findings^

2. Develop an education strategic plan for beneficiaries.



Result #5: LIVE WITH DIGNITY I VALUED MEMBERS OF SOCIETY

Indicator Baseline:

1998 Beneficiary Survey 
(Self-selected Sample of 821 Alaska Mental Health Trust Beneficiaries)
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The Story Behind the Baselines: Until recently, people with 
mental illness, developmental disabilities, chronic alcoholism and 
dementia were routinely removed from their homes and communities 
and placed in institutions. Until the late 1950s, hundreds of children and 
adults were sent to Morningside (Oregon) and other institutions 
thousand of miles from their homes and families. After statehood, 
beneficiaries received services in Alaska, but generally in centrally 
located institutions. As a result, people with disabilities were rare in 
communities and were often viewed with suspicion and mistrust. It is 
only in recent years, that local, community-based services have begun 
to spread across the state. Part of the mission of the Trust is to assist 
beneficiaries in becoming valued and contributing members of their 
communities.

Beneficiaries who participated in the Alaska Mental Health Trust 
Beneficiary Survey were questioned about problem areas they 
encountered in community living. Some of the problem areas noted 
were having enough money (57%), finding satisfying work (46%), 
finding the right services in the community (41%), finding affordable 
housing (35%), and getting transportation (29%).

Beneficiaries participating in the survey were also asked about some of 
the issues they faced in community integration and acceptance. The 

most common problems were having a decent social life (43%), feeling 
left out of things (41%), facing prejudice (37%), being able to control 
their own lives and making decisions (35%), and feeling unsafe when 
out (30%).

There is currently no comparable general population data.

Current Efforts to Turn the Curve: Some of the programs that 

have proven to be effective at providing beneficiaries with community 
living and home ownership support are HUD Section 8 and Supported 
Housing Programs, HUD 811 and 202 programs, the developmental 
disabilities and mental health housing grants, transitional housing and 
domicilary care, supported living, and in-home support programs. In 
addition, there are general relief and housing assistance programs for 
elders. Advocacy groups, such as NAMI Alaska, the Alzheimer's 
Association, and the Key Coalition play important roles in educating the 
public, changing attitudes, and advocating for community options for 
people with disabilities.

"Everyone should be 
guaranteed a place to live. 
Nobody should be homeless."

Consumer 
1998 Beneficiary Survey

"I like having a roof over my 
head and money coming in. 
And I'm at a level that I'm 
feeling O.K. and can get back 
out in the community."

Consumer 
1998 Beneficiary Survey

"I don't have things to do. I'm 
not a street roamer, I do not 
drink, and I am very isolated. I 
need friends."

Consumer 
1998 Beneficiary Survey

"I like volunteering,"
Consumer 

1998 Beneficiary Survey

"I like to go drumming. One of 
my plans is working at a music 
store and being a drum 
teacher and beginning a band. 
And I'm really good. I was in 
the newspaper for Artist of the 
Week."

Consumer 
1998 Beneficiary Survey

"Anything is possible. I went 
skydiving a year and a half 
ago."

Consumer 
1998 Beneficiary Survey

"Maybe I'd think about getting 
married and finding a girlfriend 
someday."

Consumer 
1998 Beneficiary Survey
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Recommended Strategies:

Expansion of Current Efforts

1. Ensure compliance with standards of care for facilities providing 
home and community based services for beneficiaries.

2. Provide training opportunities for community emergency services 
personnel (police, EMTs, hospital staff) on dealing with 
beneficiaries in crisis situations.

3. Support efforts to integrate beneficiaries into their communities.

4. Promote the participation of beneficiaries on policy-making boards 
and commissions.

New Initiatives
1. Re-capture the savings from the longevity bonus and reinvest it in 

senior services as a means of supporting seniors in their own 
homes and communities.

2. Explore a "universal" Medicaid waiver for home and community 
based care that is based on functional assessment rather than a 
specific disability.

3. Provide Alzheimer's and related dementia diagnostic and 

consultation services.

"I'd like to be able to get out 
more. Our transportation 
system only taker us to 
doctor's appointments but not 
anyplace else."

Consumer 
1998 Beneficiary Survey

"Having knowledgeable fnmily 
members makes a difference 
in how easily services are 
accessed or situations are 
handled."

Caregiver 
1998 Beneficiary Survey

"We had a program with after 
hours that we could go to 
anytime-do crafts, and I liked 
that program. Everybody liked 
it. Then they cut that piogram. 
It's confusing."

Consumer 
1998 Beneficiary Survey

"When you open up the 
newspaper, our Anchorage 
paper, there is, maybe once a 
week, an article about 
Alzheimer's in there, even if 
it's just a short little note. It's 
educating the general public."

Caregiver 
1998 Beneficiary Survey
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Data Development Agenda

In Results Based Budgeting, results and indicators are used to establish baselines for the development of strategies and performance measures. 
Much of the information included in the Comprehensive Integrated Mentai Health Plan (CMIHP) reflects the broader statewide population and are not 
specific to Mental Health Trust beneficiaries. Part of the CIMHP development process is identifying information gaps and moving forward with a data 
development agenda. The purpose of the data development agenda is to improve the quality and reliability of information on beneficiaries, thereby 
improving Department of Health and Social Services and AMHTA planning and budget development. The indicators below are currently not 
available. There are funding implications for most of the recommendations below. Each requires further analysis to determine the complexity, costs 

or potential legal barriers for each action or change.

Overarching Data Development Needs:

DATA Why its important Action or Change Required

1. Consistent definition of beneficiaries across information 
systems (i.e. ARORA, DDIANA, PROBER, Senior 
Services, ADA, DOC, DOE, DVR, etc.).

2. Unduplicated count of beneficiaries to establish Alaska 
specific prevalence rates.

3.

4.

6.

Consistent definition of descriptive data elements 
(income, ethnicity, educational attainment, living situation) 
across data systems.

New information systems funded by the Mental Health 
Trust. Authority must include a determination of 
beneficiary status.

Regular survey of beneficiaries to determine income and 
living conditions.

Identify DHSS and other department information systems 
that collect information on beneficiaries and include them 
as sources of data for the data warehouse.

It is important to compare the number of beneficiaries 
served by different programs and across systems.

Current estimates of the number of beneficiaries are 
based on national prevalence data that may or may not 
be applicable to Alaska.

Standardized method of describing beneficiaries.

Standardized beneficiary count by program.

It will be important to see how the status of beneficiaries 
changes over time.

May provide a more complete picture of how 
beneficiaries use state-funded services.

Policy Change
Addition/Revision to Existing Systems 

Survey Research - New Primary Data Source

Policy Change
Addition/Revision to Existing Systems 

Policy Change

Survey Research - New Primary Data Source 

Policy Change
Addition/Revision to Existing Systems
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Result #1: HEALTH 
DATA Why Its important Action or Change Required

1. # and rate of suicide attempts. Indicator of need for mental health and substance abuse 
services.

2. % of low-birth weight babies with long-term disabilities. Estimating future impact on service systems.

3. Hospital discharge data by diagnosis as defined by ICD9 
code.

4. Hospital emergency room data by diagnosis as defined 
by ICD9 code.

5. % of beneficiaries who are uninsured (do not have a 
public or private third party payer).

6. % of beneficiaries with health insurance that includes 
behavioral health coverage.

7. % of beneficiaries who are unable to access needed 
medical, dental, mental health, long-term care or 
substance abuse treatment services.

8. % of physicians enrolled in and accepting Medicare/ 
Medicaid reimbursement.

Indicator of use of medical acute care facilities by 
beneficiaries.

Indicator of use of medical emergency care facilities by 
beneficiaries.

Indicator of beneficiary access to health care.

Indicator of beneficiary access to mental health and 
substance abuse treatment services.

Indicator of beneficiary access to health care and mental 
health treatment services.

New Primary Data Source

Survey Research - New Primary Data Source

Policy Change - Legislation 
Addition/Revision to Existing Systems

Policy Change - Legislation 
Addition/Revision to Existing Systems

Beneficiary Survey - New Primary Data 
Source

Survey Research - New Primary Data Source

Survey Research - New Primary Data Source

Indicator of beneficiary access to health care and mental Survey Research - New Primary Data Source 
health treatment services.
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DATA_____________________________________________

1. Retrospeclive studies: % of adults in correctional system, 
on Adult Public Assistance or in substance abuse 
treatment who were contacted by DFYS as children.

2. # and percentages of beneficiaries in the correctional 
system.

3. Recidivism rate for beneficiaries involved in the 
correctional system.

4. # of beneficiaries with guardians, including reason for 
guardianship and type of guardian (guardians, 
conservators, representative payees).

5.

Result #2: SAFETY

_______________ Why its important______________

Indicator of future impacts on service systems and the 
need for future services.

Indicator of future impacts on correctional system and 
the need for future community services.

Indicator of future impacts on service systems and the 
need for ire services.

Indicator of the levd cf support required by beneficiaries 
and provides a means of monitoring the guardianship 
services. Safety indicator.

% of beneficiaries living in safe neighborhoods (based on Quality of life indicator.
neighborhood crime rates, existence of neighborhood
watch programs, availability of alcohol through liquor
licenses or local option, presence of law
enforcement/VPSOs).

Result #3: ECONOMIC SECURITY

DATA_____________________________________________

1. Income of beneficiaries.

2. Standardize methodology for collecting income 
information across databases.

3. Rate of employment for caregivers: before and after they 
become caregivers.

4. Availability of affordable specialized, transitional and 
assisted living housing.

5. % of beneficiaries who are homeless.

_______________ Why its important_____________

Indicator of beneficiary quality of life - comparable to 
population.

Indicator of beneficiary quality of life - comparable to 
population.

Indicator of care giver well-being and the availability of 
home and community services for beneficiaries.

Indicator of access to services.

Safety and quality of life indicator.

 Action or Change Required______

Survey Research - New Primary Data Source

Addition/Revision to Existing System 

Addition/Revision to Existing System

New Information System

Survey Research - New Primary Data Source

_______ Action or Change Required

Addition/Revision to Existing System 
Survey Research - New Primary Data Source

Policy Change
Addition/Revision to Existing Systems 

Survey Research - New Primary Data Source

Survey Research - New Primary Data Source

Survey Research - New Primary Data Source
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Result 4: PRODUCTIVELY ENGAGED, EMPLOYED, CONTRIBUTING

DATA_______________________________________________________________ Why its important Action or Change Required

1. # of beneficiaries on ATAP and % neariny 5 year limit. Indicator of the # of beneficiaries who may need 
alternatives to ATAP at some point.

Addition/Revision to Existing Systems

2. Hours worked per week for beneficiaries. Indicator of the economic status of beneficiaries as 
compared to population.

Addition/Revision to Existing Systems 
Survjy Research - New Primary Data Source

3. Wages per hour for beneficiaries. Indicator of the economic status of beneficiaries as 
compared to population.

Addition/Revision to Existing Systems 
Survey Research - New Primary Data Source

4. % of beneficiaries who receive a diploma or GED. Indicator of the future economic status of beneficiaries. Addition/Revision to Existing Systems

5. % of juvenile offenders who are beneficiaries and who 
receive a diploma/GED.

Indicator of the future economic status of beneficiaries 
and recidivism potential.

Addition/Revision to Existing Systems

Result 5: LIVING WITH DIGNITY / VALUED MEMBER OF SOCIETY

DATA Why its important Action or Change Required

1. Number of people living in nursing homes by age and 
diagnosis.

Indicator of the availability of community based 
alternatives to nursing home care.

Addition/Revision to Existing Systems

2. % of seniors (60+) living in nursing homes. Indicator of the availability of community based 
alternatives to nursing home care.

Addition/Revision to Existing Systems

3. Number of complaints against nursing homes and 
assisted living homes.

Status of the service system and quality of care, Addition/Revision to Existing Systems

4. Number (or %) of beneficiaries using public transportation 
and para-transit (municipal or service provider)

Indicator of access to the community. Addition/Revision to Existing Systems 
Survey Research - New Primary Data Source

5. % of beneficiaries living in the community or home of their 
choice.

Indicator of choice and quality of life. Survey Research

6. Community support or treatment service availability index Method of comparing the availability of community 
capacity to provide home and community based
con/iroQ

Analysis of Existing Service System
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DEPARTMENT OF HEALTH & SOCIAL SERVICES

Highlights

Down

>  Infant mortality: neonatal and post-neonatal

>  Teen pregnancy rates

>  juven ile  crime

>  W elfare dependency for able-bodied people

>  Per capita consumption o f  alcohol, alm ost a gallon per person in 20 years

>  N um ber o f  people who live in institutions for the m entally retarded to zero

>  N um ber o f  people being hospitalized for long periods for m ental illness

Up or Even

>  Im m unization rates for 2-year-olds

>  N um ber o f  children who have health insurance

>  Health o f  babies being bom  (higher birth rate)

>  N um ber o f  child abuse reports have leveled o ff

Challenges

>  Rate o f  children dying in A laska is still one o f  the highest in the nation: intentional 

injuries and accidents, drowning, fire, dog bites, firearms, child abuse

>  Levels o f  physical activity

>  Obesity

>  Tobacco use
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Department Mission

To promote and protect the health and well-being o f  Alaskans.

Key Performance Measures 

Division of Juvenile Justice

M ission: To protect and restore com m unities and victims w hile holding juvenile 
offenders accountable for correcting their behavior.

M easure: Youth and Justice - The percentage o f  restitution paid will be at least 82% o f  
the amount ordered. The num ber o f  com m unity w ork service hours w ill be 92% o f  the 
amount ordered.

Current Status: ___________________ In FY 99, 86% o f  the am ount o f
restitution ordered w as collected 
from juvenile offenders and paid to 
victims. During the sam e period,
95%  o f  the com m unity work service 
hours ordered was completed.

Benchm ark:______________________ Baseline used is the 1st quarter for
FY1999. Restitution paid 79% and 
com m unity work service 83%.

Background and Strategies: ________It is the belief o f  D JJ that an essential
aspect o f  rehabilitation o f  juvenile 

nders is being held accountable 
for their actions, and m aking amends 
to the victim.

Highlights

>  Juvenile arrests down
>  Relieving facility overcrowding
>  Accreditation
>  Youth Courts/Com munity Response
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M ission: To protect children who are abused and neglected or at risk o f  abuse and neglect.

Division of Family & Youth Services

M easure: The percentage o f  child protective services legitimate reports o f  harm assigned 
for an investigation w ill increase to 90% for FY2001.

Current Status: ____________________FY2000: From July  1 through
O ctober 31, 1999, the total num ber 
o f  legitimate reports o f  harm 
assigned for investigation was 90%. 
Note: Due to the seasonality 
involved in Reports o f  Harm, data 
for a full fiscal year w ill be used for 
com parison purposes.

B enchm ark:_______________________In FY1997, 73.6% o f  legitimate
reports o f  harm were assigned for 
investigation.

Background and Strategies: ________ Increased num ber o f  child protection
w orkers to respond to more reports; 
better training and less turnover 
among these workers.

FY1997: 73.6% o f  legitim ate reports 
o f  harm v/ere assigned for 
investigation

FY199S: 77.3% o f  legitim ate reports 
o f  harm were assigned for 
investigation

FY1999: 78.1% o f  legitim ate reports 
o f  harm were assigned for 
investigation. Set targets for 
assigning reports.

Highlights

>  M ore Response to Reports O f Harm (ROFI)
*> Dual track

>  W ork Force Issues
❖ Training
❖ Safety still an issue
❖ Turnover

DH&SS Reviews o f  Department Accomplishments 3



A 
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A

>  Children in Custody Longest are M oving into Perm anent Homes
❖ Adoption

>  Foster Care Improvem ents
❖ Foster-a-Future
❖ Safety still an issue

Residential Care Im provem ents 
Legal system for perm anent placem ent is working 
Risk assessm ent tool
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M ission: To preserve and prom ote the state's public health.

Division of Public Health

M easure: Child H ealth Improvem ents - Increase the num ber o f  2-year-olds fully 
im m unized to 90% by the year 2001.

Current Status:

Benchm ark:

B ackground and Strategies:

_The percentage o f  fully immunized 
2-year-olds for calendar year 1998 
was 81.3%. This is up from 69% in 
1996 and 75% in 1997.

The department has gone from 48 th

to 22nd in ranking for the nation from 
1997 to 1999.

_ In  1997, the D epartm ent launched a 
major initiative to increase the rate o f  
frilly immunized two-year-olds. In 
two years we have gone from 48th to 
22nd in the ranking for the nation. 
This com prehensive public-private 
initiative to increase the awareness 
o f  the need for im m unizations and 
ensure access for fam ilies to the 
needed im m unizations will be 
extended through 2000, in order to 
obtain the highest level o f  
immunizations possible by the end o f  
the Y ear 2000, hopefully the 90% 
goal. After this date, im m unizaf’on 
activities will rem ain a priority to 
ensure the rate does not fall as new 
children are bom  or m ove to the 
state.
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M easure: Child Health Improvem ents - Reduce youth sm oking and smokeless tobacco 
use rates by 10% by the end o f  FY2001.

Current Status: ____________________Prelim inary results from the Youth
Risk Behavior Survey (YRBS) 
suggest that youth sm oking has 
decreased, especially am ong younger 
youth.

B enchm ark:______________________ Percent o f participants in the Youth
Risk B ehavior Survey sponsored by 
Centers for D isease Control and 
Prevention and co-adm inistered by 
the State o f  A laska and individual 
school districts.

Background and Strategies: ________ The YRBS is a random, anonymous
school survey, sponsored by Centers 
for D isease Control and Prevention 
(CD C) and co-adm inistered by the 
State o f  A laska and individual school 
districts. In 1995, 36.5%  o f  Alaskan 
high school students reported current 
cigarette use and 72.1% reported that 
they had ever sm oked a cigarette. 
M iddle school student cigarette use 
in 1995 was reported at 58.3% ever 
sm oked and 24.8%  current cigarette 
use. Prelim inary results from the 
1999 YRBS suggest that youth 
sm oking has decreased, especially 
am ong younger youth. The 
differences do not reach statistical 
significance, and it will take several 
years o f  data collection to be sure 
that sm oking is declining among 
youth.

Research indicates that a 
com prehensive approach is the most 
effective method o f  reducing youth 
tobacco use rates. Therefore 
A laska's Tobacco Prevention and 
Control Program is targeting both 
adults and youth.
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Highlights

Child Death Investigations/M edical Exam iner 
Denali KidCare 
Em ergency M edical Services 
Breast and Cervical Cancer 
New Public Health Lab, Kenai Health Center 
Healthy Alaskans 2010
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 :

' Alaska's Behavioral Risk 
Factor Surveillance System

Tony Knowles State of Alaska Karen Perdue
Governor Department of Health and Social Services Commissioner

1991-1996

Alaska's Progress Towards the 
Goals of Healthy People 2000
A.b o u t half of all dea ths occurring an n u ­
ally can ■ 4 a ttribu ted  to m odifiable behavioral 
risk factors (M cGinnis an d  Foege, 1993). These 
risk factors are associated w ith  lifestyle and 
include such things as poo r diet, physical 
inactivity, sm oking, overw eight, no t using 
safety belts and  not taking preven tive health 
m easures. M any diseases an d  prem ature 
deaths could be p revented  th rough  m odified 
behavior and  lifestyle.

In 1991, the publication H ealthy  People 2000: 
N ational H ealth  Prom otion and  Disease 
P revention Objectives w as produced . This 
docum eitt outlines a national stra tegy  to 
reduce the risks associated w ith  d isease and  
prem ature death  and  im prove the nation 's 
health  by the year 2000.

The Behavioral Risk Factor 
Surveillance System
The A laska D epartm ent of H ealth  and  Social 
Services im plem ented the Behavioral Risk 
Factor Surveillance System  (BRFSS) in 1990 in 
cooperation w ith  the Federal C enters for 
Disease C ontrol and Prevention. The system

gathers inform ation about the health  related 
lifestyle choices of A laskan adu lts related to 
leading causes of death  such  as heart disease, 
cancer and  injury. The p rogram  is p a r t of an 
ongoing national data collection system . 
Results are analyzed each y ear to im prove 
ou r understand ing  of A laskan health  habits 
and  to m easure progress tow ard  national 
and  state health  objectives.

In A laska, 128 health  in terview s are con­
ducted each m onth  u tiliz ing  a standard ized  
BRFSS questionnaire. The in terview s are 
conducted over the te lephone using ran ­
dom ly selected te lephone num bers. Respon­
dents are random ly  selected from the adu lt 
m em bers of the household  (18 years of age 
and older). A total of 1,536 in terview s are 
com pleted annually. These data  are analyzed 
by the Centers for Disease C ontrol an d  
P revention and  w eighted to adjust the 
sam ple to represent the state  population.

This report sum marizes su rvey  findings from 
1991 to 1996 and com pares the results to 
selected national health  objectives presented  
in the H ealthy People 2000 publication.



Alaska Behavioral Risk Fa cto r  Survey, 1991-1996

Overweight
H e a l t h y  P e o p l e  2 0 0 0  O b j e c t iv e  1 .2  -  n o t  m e t

Reduce the prevalence o f overw eigh t to a prevalence o f  no more than 20 percen t a m o n g  people 
aged 20  and older.

O verw eight people are at 
increased risk for heart disease, 
diabetes and for certain types 
of cancer.

Survey results indicate that 
Alaska has no t m et this goal 
and  that typically m ore than 
20% of A laskan adults are 
overweight.

Definition used for this survey: 
Body Mass Index (BMI): Females 
xuith body mass index (weight in 
kilograms divided by height in 
meters squared (w/h **2)>=27.3 
and males w ith body mass 
index >= 27.8.

Overweight
50%

40%

30%

20%

10%

o% I I I I I I
1991 1992 1993 1994 1995 1996 Year 2000

95% Confidence
Interval 22-28 21-28 21-27 25-32 28-35 26-33

Physical Activity
H e a l t h y  P e o p l e  2 0 0 0  O b j e c t iv e  1 . 5 - n o t  m e t

Reduce to no more than 15 percen t the proportion o f  people aged 6 and  older w ho  engage in  no  
leisure-tim e physica l a c tiv ity ; reduce to no more than 22 percent the proportion  o f  people aged 65  
and older w ho  engage in  no le isure-tim e physical ac tiv ity .

The Surgeon G eneral recom m ends 
regular (preferably daily) physical 
activity for better health. R egular 
physical activity reduces the risk of 
prem ature death  an d  enhances 
hed th .

The proportion of A laskan adu lt 
respondents w ho report no leisure 
time activity has rem ained 
unfavorably above the Year 2000 
goal of 15%.

1992 1994 1996 Year 2000
95% Confidence

Interval 19-26 20-26 22-29

♦  data not collected during missing years

No Physical Activity ♦

■ n
,25%

|  23%

I
23% ■

I H
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Prevalence of Obesity* among U.S. Adults 
BRFSS, 1991

^Approximately 30 pounds overweight)

Source: Mokdad AH, et al. J Am Med Assoc 1999;282:16. CDCcon ms r ox mcasc cornua.At€3 WCVO/ION



Prevalence of Obesity* among U.S. Adults 
BRFSS, 1998

^Approximately 30 pounds overweight)

Source: Mokdad AH, et al. J Am Med Assoc 1999;282:16. CDC



Healthy People 2010 Understanding and Improving Health Page 24 o f  64

Source: C o lo n s  la: D wuase Ccxitroi artel Prevoulion. National Cenfw for Heallh Slalrtlics. Noiionil Vdai SAMjehct
Syslorro . 1009.

Leading Health Indicators

The Leading Health Indicators reflect the major public health 
concerns in the United States and were chosen based on their ability 
to motivate action, the availability o f data to measure their 
progress, and the.r relevance as broad public health issues.

The Leading Health Indicators illuminate individual behaviors, 
physical and social environmental factors, and important health 
system issues that greatly affect the health o f individuals and 
communities. Underlying each o f these indicators is the significant 
influence o f income and education (see Income and Education, 
page 12).

The process o f selecting the Leading Health Indicators mirrored the 
collaborative and extensive efforts undertaken to develop Healthy 
People 2010. The process was led by an interagency work group 
within the U.S. Department of Health and Human Services. 
Individuals and organizations provided comments at national and 
regional meetings or via mail and the Internet. A report by the 
Institute of Medicine, National Academy o f Sciences, provided 
several scientific models on which to support a set of indicators. 
Focus groups were used to ensure that the indicators are meaningful 
and motivating to the public.

Leading 

Health Indicators
■ Physical activity

■ Overweight and obesity

■ Tobacco use
■ Substance abuse
■ Responsible sexual

behavior

■ Mental health

■ Injury and violence
■ Environmental quality

■ Immunization

■ Access to health care

For each of the Leading F  ,alth Indicators, specific objectives derived from Healthy People 2010 will be used 
to track progress. This small set of measures will provide a snapshot of the health of the Nation. Tracking and 
communicating progress on the Leading Health Indicators through national- and State-level report cards will 
spotlight achievements and challenges in the next decade. The Leading Health Indicators serve as a link to the 
467 objectives in Healthy People 20 JO: Objectives fo r  Improving Health and can become the basic 
building blocks for community health initiatives.

http://www .health.gov/liealthypeople/D ocum ent/H TM L /V olum el/O pening.htm 1/25/2000

http://www.health.gov/liealthypeople/Document/HTML


Division of Mental Health & Developmental Disabilities

M ission’ To im prove and enhance the cjurdity o f  life for consum ers im pacted by mental 
disorders or developmental disabilities.

M easure: API 2000 Comm unity Implementation P lan-D ecrease  the num ber o f  
psychiatric hospital days used per person that are publicly funded.

Current S ta tu s :___________________ As offiioL ha lf o fF Y I9 9 9 , 12 days
expresses the average num ber o f  
days per p e rs^ '1 •• '  are publicly 
funded.

B enchm ark:______________________ The benchm ark is 13 days based on
the second h a lf o f  FY1998.

Highlights

>  API 2000/Com m unity Psychiatric Services
>  Developm ental Disabilities waiting list
>  Comprehensive Integrated Plan
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Division of Alcoholism & Drug Abuse

Mission: To reduce alcoholism  and substance abuse.

Measure: Reduce the annual per capita alcohol consum ption by people aged 14 and over 
from 2.55 to 2.25 gallons by FY2001.

Current Status:

Benchmark:

Background and Strategies:

 The numbers currently indicate that
Alaska's consum ption rate is 
declining. Since FY90 A laska has 
experienced a steady decline with the 
m ost recent years rates o f  2.64 and 
2.51 gallons per capita for FY97 and 
FY98 respectively.

_ A n n u a l per capita alcohol 
consum ption for ages 14 and over 
was 3.46 gallons in FY85.

_ T h e  prevalence and severity o f  
alcohol-related problem s am ong 
Alaskans is directly related to the 
am ount o f  alcohol consum ed. The 
data, as collected, are based on total 
alcohol purchased at the w holesale 
level and the num ber o f  Alaskans 
who are 14 years o f  age and older 
but does not acknowledge the state's 
significant (and increasing) visitor 
population. The strategies that 
impact this indicator most readily are 
those that address public policy 
issues such as the num ber o f  licensed 
outlets and their hours o f  operation.
In relation to this strategy the 
departm ent advocates for positive 
change through legal and regulatory 
initiatives. O ther strategies include 
but are not limited to: encourage 
activities and initiatives that will 
change com m unity standards and 
em phasize healthy lifestyles; 
encourage traditional and alternative 
social activities that are alcohol and 
drug free.
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This age group w as selected by the 
D ivision in order to have a valid 
com parison o f  the state's 
consum ption levels w ith the national 
level.

Highlights

>  Progress tow ard outcom es/audit issues
>  Title 47
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A Sum m ary o f  Recent Findings Regarding Substance A buse in Alaska

The Division o f  A lcoholism  and D rug Abuse (ADA) is about to make public a report which 
summarizes six recently-com pleted research reports. These research findings, developed with 
the collaboration o f  the Division o f  Public H ealth’s Section o f  Epidemiology, provide science 
based inform ation related to the success o f  treatment and intervention as well as inform ation 
about the prevalence o f  alcohol and dnig  abuse in Alaska.

Among the inform ation learned from this research are:

•  O f A laskan outpatients surveyed, 56 percent abstained from alcohol for one year after treatment.

•  O f Alaskans in residential program s surveyed, 42 percent abstained from alcohol for one year after 
treatment.

• 36 percent o f  A laskan residential clients surveyed w ere hospitalized before treatm ent and 15 
percent after treatment.

• 28 percent o f  A laskan outpatient clients surveyed w ere hospitalized before treatment and 7 percent 
after treatment.

• 66 percent o f  the m isdem eanor offenders referred to the ASAP did not re-offend during a 
subsequent 3 year period.

• A total o f  13.85 percent o f  A laskans are in need o f  treatm ent for alcohol and/or substance abuse. 
The studies show that 12.6 percent o f  Alaskan residents are in need o f  treatm ent for dependence 
upon or abuse o f  alcohol. An additional 1.2 percent o f  Alaskan residents need treatm ent for drug 
abuse or dependence and .05 percent o f  Alaskan adults are in need o f  treatm ent for drug abuse or 
dependence only.

• Survey respondents to Substance Abuse Need for Treatm ent Am ong Arrestees Survey showed that 
37.3 perrent o f  this population are in need o f  treatment. O f this total 32.9 percent are m lie and 50 
percent are female.

If  you are interested in com plete copies or other inform ation regarding these reports please contact 
ADA at 1-800-478-2072 or the Division o f  Public H ealth’s Section o f  Epidem iology at (907)269-S000.
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Division of Public Assistance

M ission: To provide basic living expenses and self-sufficiency services to Alaskans in need.

M easure: M ove 50%  o f  welfare recipients into work activities by  the end ofFY 20001.

Current S ta tu s :____________________The percentage o f  all Tem porary
A ssistance fam ilies participating in 
federally countable work activities 
was 45%  in January 1999.

B enchm ark:_______________________Federal law requires that states meet
work participation requirements:

FFY1997 25%  o f  all families

FFY1998 30%

FFY1999 35%

FFY2000 40%

FFY2001 45%

FFY2002 50%

Background and Strategies: ________ The Tem porary A ssistance program
is a work-focused program  to help 
A laskans plan for self-sufficiency 
and to make a successful transition 
from welfare-to-work. Federal 
w elfare reform law requires the state 
to m eet work participation 
requirem ents. Failure to meet 
federal participation rates results in 
fiscal penalties. In FY2001 federal 
law requires 45%  o f  all families and 
90% o f  ail two parent families to 
participate in a defined "work 
activity".

Highlights

>  A dult Public Assistance
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M ission: To maintain access to quality health care for all A laskans and to provide health 
coverage for Alaskans in need.

Division of Medical Assistance

M easure: Percentage o f  Alaskan providers participating in the M edical Assistance 
program, by type and region.

Current Status: ___________________ FY 1999 Sum m ary Data

Enrolled Participating

Physicians 84.9%  52.5%

Dentists 82.8%  59.0%

Pharmacies 75.8%  75.0%

Hospitals 100.0% 95.7%

Nursing Homes 100.0% 100.0%

B enchm ark:_______________________ The D ivision has measured
participation by physicians, 
pharmacies, dentists, inpatient 
hospitals, and nursing homes during 
FY1999. Participation rates compare 
licensed Alaskan providers with 
M edicaid enrolled and participating 
providers (i.e., those providers 
reim bursed for services).
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Department Goals and Strategies for FY 2091

Help children stay healthy and safe.

» Improve the slate's response to child abuse and neglect by responding 
to more reports o f  harm, ensuring that children in state care are placed 
in safe, quality homes, and moving children in foster care to 
perm anent homes more quickly.

• Develop a system to improve surveillance, treatm ent and prevention o f  
alcohol-related birth defects.

•  Fully implement Denali KidCare - health care coverage for low- 
incom e children and pregnant women.

•  Implement strategies to reach statewide im munization target: 90 
percent o f  all 2-year-old children.

•  Improve access to pediatric dental services.

Help Alaskans live healthier and have access to basic health care to reduce chronic and 
preventable disease.

• Improve access to health care for Alaskans in rural areas.

• Assist in the efficient development o f  telemedicine in Alaska.

•  Efficiently manage the M edicaid program and gain the necessary
federal and state resources to deliver a com prehensive program.
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Assist Alaskans who experience developmental disabilities and/or mental illnesses to live 
independently and remain econom ically secure.

• Refine Comprehensive Integrated M ental Health Plan in conjunction 
w ith consumers, policy boards and the Alaska M ental H ealth Trust 
Authority.

• Promote self-sufficiency for adults w ith disabilities through work 
incentives.

• Replace aging A laska Psychiatric Institute, improve treatm ent services 
at new API, and strengthen com m unity services to prevent 
inappropriate hospitalization.

• Review status and operation o f  adult assisted living homes and the 
clients they serve. A ssist in strengthening guardianship and adult 
protective services.

•  Develop and im plem ent a plan for im proving services for special 
needs children.

• Continue mental health program improvements.

• Eliminate the waiting list for infants needing diagnosis and treatm ent 
o f  developmental disabilities or delays.

Increase incentives and opportunities for com m unities to collaborate with the departm ent 
to improve results for children and families

• Implement tribal Tem porary Assistance for N eedy Families (TANF) 
partnerships.

• Prom ote self-sufficiency for families on public assistance.

• Continue collaboration with com m unities and private organizations on 
service integration projects.

•  Improve regulatory framework and processes for awarding, monitoring 
and implementing departmental grants for services to assist A laskans.
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Establish an integrated statew ide system for data collection, analysis and reporting that 
improves services to Alaskans

•  Continue to link and integrate data from a variety o f  existing systems, 
including state and grantee client and managem ent inform ation 
systems.

•  Develop and refine a system to evaluate welfare reform outcomes.

Promote efficient stream lined systems where em ployees value their w ork and m eet 
customers needs

• Continue effort to integrate systematic perform ance m easurem ent into 
the department's program  planning, budgeting and ongoing operations.

• Improve process for internal and external com munications.
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Major Department Accomplishments for FY1999

• Launched D enali K idCare, expanding health care coverage to 
uninsured children and pregnant women. As o f  Septem ber, the 
program  had reached its goal o f  enrolling nearly 12,000 children and 
w as close to reaching its goal o f  signing up 800 pregnant women,

• Im proved the response to reports o f  child abuse and neglect. ,

• Com pleted first fiill year o f  operation o f  Fam ily Services Training 
A cadem y; all new w orkers trained before receiving caseloads; more 
than 260 social workers trained in first year.

• Increased training for child protection workers; reduced s ta ff turnover; 
successfully filled approxim ately 22 vacant positions to provide 
increased protection.

• Launched statew ide "Foster a Future" foster care recruitm ent 
cam paign. A dded m ore than 200 foster hom es since FY  97.

• Provide services to additional 169 consumers who had been on the 
developm ental disabilities waitlist for services, and provided 
developm ental disability services to a total o f  1,900 persons.

• Reduced overcrow ding in juvenile detention and treatm ent facilities by 
opening a new 22-bed treatment unit addition to the existing Johnson 
Y outh Facility  in Juneau and adding 20 new detention beds at 
M cLaughlin Y outh Center in Anchorage.

•  Im plem ented an aggressive im m unization campaign at the state and 
local level, that sim ultaneously increased dram atically the num ber o f  
two year olds w ho are adequately im munized, ensured that all A laskan 
school age children are adequately immunized against m easles to 
prevent another m easles outbreak from occurring and significantly 
increased the im m unization levels for young children against Hepatitis 
A  and B.

•  Reduced Tem porary Assistance caseload to 8,721 families, the lowest 
point since 1991 when two-parent families were added to the old 
A FDC program , 34%  below the historical peak in 1994.

•  Reduced expenditures for Tem porary Assistance paym ents from S90.9 
m illion in FY98 to $74.3 m illion in FY99. This 18% saving 
contributes to a 35%  saving over the past two years. These savings are 
from  reduced paym ents due to earnings and from case closures.
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• Initiated a successful program  to assure that all "mission-critical" 
systems are Y 2K  compliant.

•  Expanded state's response to fetal alcohol syndrom e by conducting 
m ore than 200 m edical chart reviews as part o f  FAS Surveillance 
Project and by establishing and training three FAS M ultidisciplinary 
Com m unity Team s - in Bethel, D illingham  and Copper Center.
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Overview

Since 1994 the State of Alaska, Division o f Alcohol and Drug Abuse has been conducting and 
participating in a significant level of federal and state funded research, with resources provided by 
the Department o f Health and Human Services, Center for Substance Abuse Treatm ent Agency as 
well as by the State.

The federally funded research efforts, or needs assessm ent, have been designed to determ ine the 
prevalence, severity and needs for treatment of A laska’s substance abuse problems. This research 
has been conducted by the Division o f Alcoholism and Drug Abuse in close collaboration with 
the Division o f Public Health, Section of Epidemiology. The needs assessment research has 
assessed the situation State-wide, as well as am ong dem ographic and geographic groupings within 
the State. We have also compared findings from this research with findings from sim ilar research 
efforts conducted by or about other slates. W hile our needs assessm ent efforts are still ongoing a 
key finding has been the limits imposed by many o f our current data sources, and while the on­
going research includes efforts to address these data source constraints it is important to note that 
the findings mentioned herein are preliminary in nature. However, our efforts so far have 
produced results that either (a) appear to be confirm ed from several sources or (b) raise questions 
that point toward further investigation.

Additionally, this report summarizes state funded research conducted by the University of Alaska 
Anchorage, Institute for Circumpolar Health Studies, on the Alcohol Safety Action Program, as 
well as a chem ical dependency treatment outcome study conducted by New Standards, Inc. on 
over 1600 Alaskan residential and outpatient clients. The intent of the Alcohol Safety Action 
Program study was to measure the effectiveness o f the program in reducing the number o f re- 
offenses o f alcohol related offenders. The outcome study provides information about the State’s 
residential and outpatient clients from their admission to a treatment program to one year 
following admission.

W hile we sum m arize our research efforts o f the last 5 years in this publication, researchers and 
others interested in complete copies of these reports should contact the Division o f Alcoholism 
and Drug Abuse at 1(800)478-2072 or the Division of Public H ealth’s Section of Epidemiology 
(907)269-S000.

Needs Assessment Data Sources and Research M ethods:

Needs assessm ent information has been compiled from two broad categories of data: interstate 
data sources that are available regarding all or many states, and intrastate data sources that have 
been collected solely for A laska’s analytic and program planning purposes. Both categories relied 
upon data sources presumed to have high face validity. As we have proceeded through our 
analyses, we have discovered some limits to these assumptions that are inherent to the data; these 
limits will be noted.

Interstate data sources to dale have included:
(i) the National Drug and Alcohol Treatment Unit Survey (NDATUS) to determine persons 

in treatment;
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(ii) the National Institute of A lcoholism and Alcohol Abuse (NIAAA) County Alcohol 
Problem Indicators to determine m ortality, using data with specific mentions o f alcohol 
as a cause of death;

(iii) the Center for Disease C ontrol’s Behavioral Risk Factor Survey (BRFSS) and

(iv) the FB I’s Uniform Crime Reporting (UCR) Arrest Statistics for all drug abuse violations 
and for arrests for driving under the influence o f alcohol.

Intrastate substance abuse and dependence research to date has included

(i) a statewide residential telephone survey o f 8,167 households over an approxim ately four 
month span of time;

(ii) a voluntary survey and urinalysis of 658 arrestees from four booking sites in Anchorage, 
Fairbanks and Bethel, and

(iii) a review o f existing stale databases for treatment, mortality and arrest data from 1990-95 
regarding alcohol and drug arrests, accident injury and mortality, and treatment.

(iv) A small area (borough level) estimates o f substance abuse prevalence and dependence 
based on synthetic estimates from the household telephone survey data.

This research sum m ary includes an Interstate Substance Abuse m dicator Chartbook that com pares 
Alaska Statewide data with that of other states, and executive sum m anes from the four intrastate 
studies described above.

Please note that due to limits in data availability from the several states the interstate data is 
several years older than, and different from, much o f the intra-state data. It also should be 
mentioned that our recent in-Slate studies have used nationally accepted operational definitions 
for substance dependence or abuse used by other slates in sim ilar research efforts. In our 
interview studies for example, an individual is defined as having a lifetime diagnosis of substance 
dependence or abuse who has both used and had a symptom as defined by DSM -III-R within the 
last eighteen months. These particular study respondents have also been considered persons who 
may have needed treatment within the last year.

Independent reviews of the various studies have found their methods and conclusions sufficient to 
support the m ajor findings presented in the attached executive summaries. Highlights from the 
reports can be briefly describes as follows:

Prevalence Findings:
A. Alcohol:

“Need for substance abuse treatm ent” is defined as being in a state of substance abuse or 
dependence, and requiring help to stop or reduce substance use, to prevent relapse, or to recover 
from the effects of abuse. The operational definition of treatment need is a diagnosis o f a 
substance use disorder, either abuse or dependence. A ccording to these definitions, the survey 
found 12.6 % o f residents in need o f treatment for dependence upon or abuse of alcohol, with an



additional 1.2% also in need for treatment for drug abuse o r dependence. In com parison, the 
survey finds 0.5% of adults are estim ated to be in need for treatment o f drug dependence o r abuse 
only.

Data from all other studies support the finding that alcohol is A laska’s problem substance of 
choice. Interstate < m iparative data is consistent with these findings. The attached interstate 
indicator analysis finds that Alaska is am ong the states with the nation’s most severe rates of 
alcohol problems; with problems of alcohol abuse and dependence and need for treatm ent far 
exceeds the problem s of dependence, abuse and need for treatm ent associated with all other drugs. 
According to this data Alaska experiences the fifth m ost severe rate o f alcohol problem s in the 
nation, based on death, arrest and treatm ent data. A laska holds the dubious distinction o f being 
ranked first in deaths with an explicit mention of alcohol, and thirteenth for deaths due to 
alcoholic cirrhosis. Alaska ranked tenth nationally in DUI arrests, and thirteenth in m otor vehicle 
fatalities with blood alcohol levels greater than .10%. The 1993 BRFSS Alaska survey data used 
for national com parisons am ong states found Alaska to rank first nationally in mothers of 
newborns who admitted to having 3-4 drinks per week; fourth in “binge drinking” (5 o r more 
drinks at least once in the past month); and second in “chronic” drinking (60 or m ore drinks per 
month).

W hile it is  to early to determine if there is a trend it is encouraging that more recent BRFSS 
survey data includes: an estimate that over the 1993-95 time period Alaska adults estim ated to be 
at risk for chronic drinking declined from 5.3% to 2.9% (national median = 2.77%); the percent o f 
A laska adult males who reported having 60 or more drinks in the month prior to the survey 
declined from 8.6% to 4.6% over the 1993-95 time period and am ong adult A laska females the 
reported decline was from 1.6% to 1.1%; the per cent o f Alaska adults who reported they had 
been drinking and driving in the month prior to the survey declined over the 1993-95 time period 
from 2.5% to 1.3%

O ur recent telephone survey has produced an estimate o f 9.7% of all Alaska adults as having a 
lifetime alcohol dependency, with another 4.1% identified as alcohol abusers. The need for 
treatment appears greatest among adults from 25 to 44 years o f age. Alcohol and dependency 
pioblem s appear to be ost severe in the BRFSS regions identified as Southeast and Bush 
Alaska. Alcohol depenc. -,_y and abuse rales are found to be twice as high among men as am ong 
women, and lifetime dependency is estim ated as approxim ately 50% higher among Alaska 
Natives and N ative Americans than am ong whites.

The substance abuse indicator analysis of five available States data indicators show that while the 
problems remain extremely severe, overall the alcohol and drug abuse problem in Alaska showed 
some significant improvement by the mid-1990s compared to the early 1990s. Overall treatment 
admissions increased, at the same time that mortality rates and injury rates from accidents declined. 
While difficulties with the data are noted within the full reports, as well as in the attached review of 
the reports, nonetheless this can be regarded as an indicator o f progress in providing treatment 
identified in the reports as clearly needed.
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3 . Controlled Drugs:

Alaska, according to interstate indicator data from 1991-93, is am ong the stales with the lowest 
rales o f controlled drug problems (ranked 40lh according to the “Drug Problem Index” described 
in the included Interstate Substance Abuse Chartbook, am ong the 50 states). This finding is 
supported through the household telephone survey and the urinalysis results from our arrestee 
study. Dependence on controlled substances seems most problematic among the two youngest age 
groups o f A laska adults (18-24 and 25-44 years of age). Am ong controlled substances marijuana 
dependence is, by far, the controlled substance most subject to user dependence in Alaska 
according to the household telephone survey. M arijuana dependence appears to be most 
pronounced in the roadless areas o f the State described as “ the Bush” region -  one o f the four 
Alaska dem ographic subdivisions used for studies routinely conducted for the Center for Disease 
Control and other agencies by the Alaska Section of Epidemiology. (The other regions are 
described as “Urban”, G ulf Coast” and Southeast”. However, the substance abuse indicator study 
found arrest rates for controlled substances to be greatest in the G ulf Coast region. The survey 
found approxim ately 2.5% of Bush residents can be described as having a lifetime diagnosis of 
m arijuana dependence or abuse, while Statewide tiie diagnosis is estim ated to apply to 1.1% of 
the population. (It should be noted that the “ lifetime” diagnosis includes anyone who both used a 
controlled substance and had a symptom as defined by DSM-II1R diagnostic criteria within the 
last 18 months prior to the household telephone survey.)

The m arijuana problem is most pronounced among the 18-24 year age group (4.2% estim ated as 
dependent, and an additional 1.0% as abusers), and is three times as likely to be found among 
men (1.7%) than among women (0.5%). Race and ethnicity also appear to impact the diagnosis: 
Alaska Natives and Native Americans evidenced marijuana dependency (1.9%) at a rate nearly 
double that o f whites (1.0%). These dem ographic results were generally supported through 
urinalysis findings of the arrestee study, and through the NDATUS Alaska marijuana treatment 
data (Alaska ranked 811' in per capita persons receiving marijuana treatment, with 1.3 times more 
persons being ‘rented than arrested).

Cocaine was identified by the household survey as the second most serious controlled substance 
subject to abuse and dependence among adult Alaskans. However, the num ber of individuals so 
diagnosed is small, with 0.2% receiving a current dependency diagnosis, the largest proportion 
(0.3%) in the urban part of the State, and with men predom inating in this diagnosis by four to one 
over women. However, in the arrestee study, 18.5% of those volunteering for the study were 
diagnosed as abusing or dependent upon cocaine, and women were more likely than men to be 
diagnosed with cocaine dependence or abuse. Among A laska’s arrestees, whites were diagnosed 
with cocaine dependency at a rate more than twice as great as found among Alaska Natives while 
the survey data indicated a prevalence among whites only about 50% greater than that found 
among Alaska Natives. The majority o f those identified as dependent were found to be severely 
dependent.

A caution regarding drug-related disease findings should be noted: Homelessness and the levels 
o f four contagious diseases- H1V-AIDS, TB, hepatitis and syphilis- are associated with drug use. 
Their levels frequently correlate well with the levels o f drug dependency and abuse estim ated 
from survey, treatment and arrest data. This is not the case in Alaska. No HIV-AEDS data is
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available from Alaska, but A laska’s TB rates are very high, and hepatitis-B rates are higher than 
would be expected according to drug-related data. This may result from (a) the inherent 
constraints imposed by a household telephone survey that will not reach the homeless or those 
without telephones, or (b) non-drug factors associated with public health or geographic conditions 
that may account for the contagious disease variance.

The household survey found 0.1% of adult household residents Statewide evidenced a 
dependency on am phetam ines, and 0.1% on hallucinogens, with dependence concentrated among 
the 18-24 year age group. A m ong this group 0.6% were diagnosed as dependent upon 
am phetam ines, except for a lower rate in the Bush region, and 0.3% were diagnosed for 
hallucinogen dependence - except in the G ulf Coast region where the prevalence was indicated to 
be 0.9%). A lthough the percentage is small, Native Alaskans showed a prevalence of 
am phetam ine dependency four times greater than among whites.

C. Need For Treatment

Findings fror ese studies as well as on-going studies are intended to be used for policy 
planning and program adjustment purposes. Among the key findings revealed through the survey 
regarding the need for treatment are that while need exceeded 14% among adults in all four 
BRFSS regions of the Slate, the estim ated need for alcohol and drug treatment are greatest in the 
Bush and Southeast BRFSS regions. These regions are where in excess of 16% of the adult 
population is in need of treatment. Again, the greatest need for treatment among adults was found 
to be for alcohol dependency and abuse. Statewide 12.6% of adults are estimated to be in need of 
treatment for alcohol dependency or abuse, while only 0.5% are estimated to be in need of 
treatment for drug dependency; and an additional 1.2% in need o f treatment for both alcohol and 
drug dependency. The need for drug or com bined dependency treatment appears to be greatest in 
the Bush BRFSS regions, in which 1.1% of the adult population is estimated to need treatment for 
com bined or drug dependency or abuse. A diagnosis of marijuana dependence contributed 
significantly to the formulation o f this Bush regional estimate, as the estimated marijuana 
dependence/abuse rate o f 1.3% was more tlv "> double that found in any other region of the State.

State funded research conducted by the Institute for C ircum polar Health Studies assisted the 
Division o f A lcoholism and Drug Abuse in measuring the effectiveness of the ASAP program in 
reducing the num ber o f re-offenses o f ;ohol/drug related offenders in several sites throughout 
the state - Juneau, Anchorage, Fairbanks & M at-Su. A significant finding o f the study was that 
65-66 percent o f the clients referred to the ASAP program on their first DWI did not re-offend 
during a subsequent 3 year period.

The chemical dependency treatment outcome study, or New Standards report, provides data on 
1024 residential patients and 510 outpatients who consented to the follow-up study. The 
researchers were successful in contacting 42%  of the eligible residential patients and 54% of the 
eligible outpatients one year after admission to treatment. The one-year outcome results provide a 
psychosocial and clinical profile o f the residential and outpatient groups, as well as important job, 
medical, and legal cost-offscis im pacted by treatment.

The attached executive summaries and reviews, along with the accompanying Interstate 
Substance Abuse Indicator Charlbook, provide a clear, detailed overview of the condition ol
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substance abuse and the needs for treatment within the State. The cooperation received in the data 
collection efforts from Alaska’s public treatment programs, the Departm ent o f Public Safety, and 
the Departm ent o f Corrections were crucial to the accomplishm ent o f these reports, and is greatly 
appreciated.
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EXECUTIVE SUMMARY

The resources that have been made available by the Center for Substance Abuse 
Treatment (CSAT) and the Alaska D epartm ent of Health and Social Services, Division o f 
Alcoholism and Drug Abuse (ADA ), for conducting the Alaska adult household survey 
have expanded needs assessment efforts in Alaska during the 1997-1998 time period. The 
Gallup Organization has been pleased to jo in  ADA in collecting data for a statewide 
adult household survey, administered by telephone in the state o f Alaska, as part of 
A laska’s family o f studies to develop needs assessm ent capabilities in the area of 
substance abuse and need for treatment. Substate planning regions in A laska are the 
Urban, G ulf Coast, Southeast, and Bush regions.

The purpose o f the adult household telephone survey was: To provide inform ation on 
substance dependence, abuse, prevalence and the extent of unmet need and dem and for 
substance abuse treatment services for adults in A laska at the state and substate planning 
region level.

Sample Methodology

For the purpose of sampling, the adult population was stratified into four regions. 
Sampling was accomplished independently within each region using the truncated 
Casady-Lepkowski method o f telephone sampling. The goal o f G allup’s sampling 
scheme was to estimate treatment reeds for adult alcohol and other drug users aged 18 
and older. Gallup also oversam plcd persons in the 18 to 44 age group by subslate 
planning region since this is the age group with relatively higher rates o f illicit drug use. 
Specific efforts were made to estimate treatment needs for alcohol and other drugs among 
injection drug users and women o f childbearing age.

Maximization o f  Data Quality

Two critical aspects of maxim izing data quality for this project were maintaining 
respondent, confidentiality and maintaining quality control over interview ers’ work. In 
order to ensure confidentiality: 1) all Gallup personnel who worked on this project
signed a statement promising that they would maintain the confidentiality of all survey 
data; and 2) no personal identifying inform ation was delivered to ADA with the final 
adult survey data set. To maintain quality control over interview ers’ work, supervisors 
silently monitored the interview ers’ work and checked interview ers’ com pleted work for 
accuracy and completeness.

Characteristics o f  the Sample

Dem ographic data for persons who participated in the study provide the following 
information about the sample by county:

•  68.3% of the respondents were ages 18-44 with s 'ightly  more than half (55.9% ) of
the respondents found in the 25 to 44 years o f age category.
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• In all regions over 64% of the respondents were 18-44 years of age. This was due
to the oversampling o f persons o f this age group.

•  Females com prised 54.1% of the sample. For all regions, over half o f the sample
was female.

• More than seven in ten (72.7%) o f the sample was white and 21.1% was Native 
American or Alaskan Native. “O ther races” made up 6.2% of the sample.

• Most of the respondents had a high school education or greater (92%).

• 42.3% reported an income o f less than $40,000.

SU BSTANTIVE A N A L YSIS  AN D  FIND ING S  

Diagnosis Estimates fo r Dependence and Abuse

To determ ine whether a person should be diagnosed as dependent on or abusing a 
particular substance, the diagnosis criteria of the American Psychiatric A ssociation’s 
D iagnostic and Statistical Manual of Mental Disorders, 3rd revised edition (DSM-ILI-R), 
was used. To make a diagnosis, a respondent is asked :: series of nine questions about his 
or her use of alcohol or a particular drug. A diagnosis of substance dependence requires 
m eeting three of the nine DSM-I1I-R criteria and having some of the symptoms of 
disturbance that have persisted for at least one month, or have occurred repeatedly over 
lime. The three criteria for dependence measure: 1) undesired excessive use, including 
resulting tolerance and withdrawal sickness; 2) problem s in the critical realms of a 
person’s life that are a result o f excessive use; and 3) failed attempts to control substance 
use without help.

A diagnosis for substance abuse requires that two criteria are met: 1) continued use 
despite having recurrent social, occupational, psychological or physical problems 
exacerbated by it; and 2) recurrent use in situations where it is physically hazardous. 
Sum m ary Tables la-3 present lifetime and current dependence and abuse estimates as 
well as estimates of lifetime treatment needs. All estim ates are based on current (1997) 
estim ates o f census data. The weighting o f the Alaska household survey data was done in 
early 1998, and the Claritas 1997 estimates were the most current estimates at the time.

A nalysis o f the Alaska adult household survey data produced the following lifetime 
diagnosis estimates for dependence and abuse.

• 9.7% (approximately 41,108) o f adult A laska residents were dependent on
alcohol, and another 4.1% (approxim ately 17,294) were alcohol abusers.

•  The proportion of alcohol dependence varied across all regions ranging from 
8.5% to 11.9% for the G ulf Coast and Bush regions respectively.
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• Alcohol abuse estimates ranged from 3.2% for the Bush region to 4.9%  in the 
Southeast region.

• Diagnosis estimates of alcohol dependence and abuse were twice as high among 
men compared to women.

• Native Americans and Alaskan Natives had the highest lifetim e estim ates of 
alcohol dependence (14.9%) while the estim ate for whites was 9.2%.

•  The rate o f marijuana dependence (1.1% ) was about one-tenth o f the estim ated 
alcohol dependence (9.7%) A buse of marijuana was low (0.4%  at approxim ately 
1,761 adults).

• Low rates of hallucinogen, cocaine, and am phetam ine dependence (0.1%, 0.2%, 
and 0.1% respectively) were found in Alaska.

• No respondents were diagnosed as dependent on heroin or inhalants.

• Statewide abuse of hallucinogens was 0.1% , while no respondents were diagnosed 
as abusers of cocaine, heroin, inhalants, or am phetam ines.

• Adults under 65 years o f age were much more likely than those 65 or older to be 
dependent on or abusing drugs and alcohol.

Summary Table 1: Lifetime Estimates of Dependence and Abuse o f Alcohol and Illicit 
Substances, Statewide and by Substate Planning Region_____________________________

Percentage diagnosed as

Alaska
Substate Planning Region

Urban G ulf Coast Southeast Bush
N=423,997 
(n=S, 167)

N=277,071
(n=2,543)

N=50,796
(n=l,587)

N=52,538
(n=2,017)

N=43,592
(n=2,020)

Dependent on:
Alcohol 9.7 9.4 8.5 10.5 11.9
Marijuana 1.1 1.0 1.0 1.1 2.5
Hallucinogens 0.1 0.0 0.1 0.1 0.1
Cocaine 0.2 0.3 0.1 0.2 0.1
Heroin 0.0 0.0 0.0 0.0 0.0
Inhalants 0.0 0.0 0.0 0.0 0.0
Amphetamines 0.1 0.1 0.2 0.1 0.0

Abusing:
Alcohol 4.1 4.1 3.9 4.9 3.2
Marijuana 0.4 0.4 0.5 0.4 0.2
Hallucinogens 0.1 0.1 0.0 0.0 0.0
Cocaine 0.0 0.0 0.0 0.0 0.0
Heroin 0.0 0.0 0.0 0.0 0.0
Inhalants 0.0 0.0 0.0 0.0 0.0
Amphetamines 0.0 0.0 0.0 0.0 0.0
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Summary Table 2: Current Estimates of D ependence and A buse o f Alcohol and Illicit
Substances, Statewide and by Substate Planning Region

Percentage diagnosed as

Alaska
Substate Planning Region

Urban G ulf Coast Southeast Bush
N=423,997 
(n=8,167)

N=277,071 
(n=2,543)

N=50,796
(n=l,587)

N=52,538
(n=2,017)

N=43,592
(n=2,020)

Dependent on:
Alcohol 5.2 5.2 3.5 5.1 6.8
Marijuana 0.4 0.4 0.1 0.3 1.1
Hallucinogens 0.0 0.0 0.0 0.1 0.1
Cocaine 0.1 0.1 0.1 0.1 0.0
Heroin 0.0 0.0 0.0 0.0 0.0
Inhalants 0.0 0.0 0.1 0.0 0.0
Amphetamines 0.1 0.1 0.1 0.1 0.0

Abusing:
Alcohol 2.1 1.9 1.8 3.5 2.0
Marijuana 0.1 0.1 0.1 0.2 0.1
Hallucinogens 0.0 0.0 0.0 0.0 0.0
Cocaine 0.0 0.0 0.0 0.0 0.0
Heroin 0.0 0.0 0.0 0.0 0.0
Inhalants 0.0 0.0 0.0 0.0 0.0
Amphetamines 0.0 0.0 0.0 0.0 0.0

Treatment Needs Based on Diagnoses

“Need for treatment” is defined as being in a state o f substance abuse or dependence and 
requiring help to stop or cut down on substance use, to prevent relapse, or to recover from 
the effects o f use. The operational definition o f treatm ent need is a diagnosis of a 
substance use disorder, either abuse or dependence. Indeterm inate diagnoses were not 
included in the definition of the need for treatment. Using the diagnoses for dependence 
and abuse of substances, the number of persons who need treatment for alcohol only, 
drugs only, and both alcohol and drugs were determined.

• 12.6% of adults (about 53,26S persons) in A laska need treatment for alcohol only. 
A nother 1.2% (approximately 5,134 persons) need treatment for both drugs and 
alcohol. 0.5% (approximately 2,270 persons) need treatm ent for drugs only.

• The proportion of persons who need alcohol treatm ent varies across the substate 
planning regions.

•  The estimated need for alcohol treatment was found prim arily in the 18-64 year 
old segment of the population (more than 10%). About half this rate, 5.1%, was 
reported by the 65 and older age group.

• A pronounced need for alcohol treatment only (48%) as well as both drug and 
alcohol treatment (14.5%) was found among injection drug users.
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Summary Table 3: Lifetime Estimates o f Need for Alcohol and Other Drug Treatment, 
Statewide and by Substate Planning Region

Need fo r:

Substate Planning Region
Alaska

N=423,997
(n=8,167)

Urban 
N=277,071 
(n=2,543)

G ulf Coast
N=50,796
(n=l,587)

Southeast
N=52,538
(n=2,017)

Bush
N=43,592
(n=2,020)

Alcohol Treatment Only 12.6 12.3 11.3 14.4 13.5
Drug Treatment Only 0.5 0.4 0.7 0.6 1.1
Both Alcohol cmd Drug

Treatment 1.2 1.2 1.0 1.0 1.6

Unmet Demand for Self-Reported Treatment Needs

For policy planning purposes, the m easurem ent o f unmet demand is a key objective of 
needs assessment. “Unmet dem and” is defined as the number o f people who need and 
want treatment, but who have not received it because it was unavailable. Presumably, 
unmet demand is the prime reason for seeking additional funds, changing allocations of 
existing funds, and developing new programs that are appropriate for underserved 
populations. In the adult household survey, respondents were asked if they received 
treatment in the last year and, if so, what kind they obtained and if they had a desire for 
more treatment. For those who did not receive treatment in the past year, respondents 
were asked w hether they needed treatment in the past year, whether they would h a .e  
obtained treatment if it had been available, what type o f treatment they would have 
wanted, and what obstacles, if any, prevented them from receiving treatment.

Among those who received treatment in the past 12 m onths and desired more 
treatment... (N= 1,093)

The vast majority o f A laska adults who desired more treatm ent for their substance use problem 
were found to be aged 25 to 44 (79%). These persons were residents of all regions.

• 50.3% of the persons who desired more treatm ent for their substance use problem were
women. Again, these persons were residents of all regions, with the largest proportions 
in the Urban and Southeast regions (55.4% and 54.7%  respectively).

• Over two-thirds (72.8%) of the persons who desired more treatment were white.

• A m ong women of childbearing age, 50.3% desired additional treatment. These women 
were found in all regions except the G ulf Coast.

• Am ong injection drug users, 21% desired more treatment. These individuals were 
found in all regions, with the largest proportion (26.9% ) in the Urban region.

A m o n g  those who desired treatm ent but d id  no t obtain treatm ent in  the past 12 
m o uths...(N = l,622)
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• All adults (100%) who desired treatment but had not obtained treatment in the past 12 
months were ages 18 to 64. More than three-quarters (79%) o f the adults who desired 
treatment were ages 25 to 44.

• 59.6% of the adults who desired treatment but had not obtained treatment in the past 12 
months, were men. This proportion of men was not uniform throughout the state. It 
ranged from 59.0% in the Urban region to 90.4% in the Bush region.

• More than two-thirds o f adults who desired treatm ent but had not received treatment 
were white.

•  Among those who did not receive treatm ent in the past 12 m onths, but desired 
treatment, the largest proportion were women o f childbearing age (40.4%).

• O f the adults who desired treatment, 12.7% were injection drug users, and all o f these 
drug users were in the Urban region.

Obstacles to Treatment

A m o n g  those who received treatm ent in the p ast 12 m onths a n d  desired m ore  
treatm ent... (7V=7,093)

Adults who received treatment in the past 12 m onths and who cited obstacles to receiving 
more treatment were found in all regions. The following obstacles were reported by 25% 
or more o f these respondents on a statewide basis:

•  Lack of insurance or other means to pay for treatment

• Specific treatment type was not available

• Program did not have the special services they needed.

A m ong  those who desired treatm ent bu t did no t receive treatm ent in the past 12 
m onths...(N = l,622)

Adults who cited obstacles to obtaining treatment in the past 12 months were found in all 
regions. The following obstacles were reported by 25%  or more of these respondents on a 
statewide basis:

•  Lack of insurance or other means to pay for treatment

• Programs put them through too much red tape

• Long distance between them and the nearest treatment facilities

• Treatment facilities were full, and

• Could not get the type of treatment they wanted.
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Conclusions

• 9.7% of adult Alaska residents w ere dependent on alcohol and another 4.1%  were 
diagnosed as alcohol abusers. This translates into approxim ately 58,402 adult 
Alaska residents in need o f treatment for alcohol.

•  Looking at persons who are abusing or dependent on drugs only, 0.5% percent are 
in need of treatment. This translates into 2,270 persons needing treatment for 
drugs only.

• Among the defined age groups, the need for alcohol treatment is most pronounced 
in adults ages 25 - 44 (14.9%).

• 21% of the persons who had received treatment in the past 12 months and desired 
more treatment were injection drug users.

• The major obstacles to receiving treatment reported by persons who had received 
treatment in the past 12 m onths and desired more treatm ent were: lack of
insurance or other means to pay, specific treatment type was not available, and the 
programs did not have the special services they needed.

• 40.4%  of persons who desired treatment but had not received treatment in the past
12 months were women o f childbearing age. Slightly more than one in eight
(12.7%) were injection drug users.

•  Obstacles to receiving treatment cited by those who desired it but had not
received any treatment in the past 12 months included: lack of insurance or other
means to pay, the program s put them through too much red tape, the nearest 
treatment facilities were too far away, the treatm ent programs were full, and 
respondents could not get the type o f treatment they wanted.

• The data show that alcohol treatm ent needs varied across the four defined substate 
planning regions in Alaska.
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Executive Summary

The Alaska Substance Abuse Indicator Study (SAIS) v.-S designed tc allow the Alaska Division 
of Alcohol and Drug Abuse and Division of Public Health (ADA /D PH ) to coordinate and 
compile related data within the state of Alaska on substance abuse; to develop substance abuse 
indicator models for application to allocate treatment service resources in the stale of Alaska; and 
to understand the context o f substance use in the state by looking at the trends o f common 
indicators. In addition, the SAIS was also expected to improve com m unication linkages between 
ADA /DPH and those public and private agencies which m onitor direct and indirect substance 
abuse indicators in order to further expand the utility o f existing inform ation.

Background

ADA /DPH currently takes into consideration the existing substance abuse indicator data at best 
marginally when determ ining substance abuse treatment resource allocation. ADA /DPH 
attempts to put core substance abuse services in each region. ADA /D PH  requires needs 
assessment data to assess the proportion o f the population in need o f treatm ent which is able to 
receive treatment and the num ber o f persons still in need of treatm ent in order to guide planning 
efforts. The division guides its treatment services resource allocation decisions on the basis o f 
the population size, substance abuse prevalence and the need for core services in each region. 
ADA /DPH sought to address scientifically treatment planning needs, and received funding by 
the Center for Substance Abuse and Treatment (CSAT) to contract with The G allup Organization 
(Gallup) to explore alternative approaches for resource allocation decisions.

The SAL' com pared and contrasted three categories o f treatment resource allocation models: 1) 
population-based m odel, 2) indicator-based m odel, and 3) household survey-based model.

The population-based model typically considers only the population size o f the geographic unit 
in allocating resources. This approach may consider the variations in local cost index, but would 
hardly consider the data on local treatment service need.

The household and indicator-based models, in contrast to the population-based model, consider 
the local treatment need in allocating treatment resources. The household survey-based model 
considers the locally estim ated need for treatment services. Treatm ent need, as measured in the 
latest Gallup adult household survey, is defined as those adults who were diagnosed as 
dependent on alcohol, drugs, or both drugs and alcohol, and those diagnosed as abusing one or 
more substances, as measured by the Diagnostic Statistical Manuai (DSM -UI-R) criteria. The 
main limitation in assessing treatment need with the household survey is that the data are 
expensive to collect and are not collected routinely by the state.

The indicator-based model offers a promising alternative approach, which is not only less costly 
but also promotes using the existing data from other state agencies. The indicator-based model 
The indicator-based model offers a promising alternative approach, which is not only less costly 
out also promotes using the existing data from other state agencies, uses the secondary data to 
determine the prevalence of substance abuse at the region level.
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M ethod

The study was implemented from July 1996 to Decem ber 1998 in three phases: 1) data collection 
and coordination, 2) indicator selection and validation, and 3) modeling and resource allocation. 
Gallup, with assistance from ADA /D PH, collected substance abuse indicator data for the five 
year period of 1990 to 1994. The data were subjected to modeling efforts in a series of steps:

Step 1: Data on the substance abuse indicators were described as the rates (per
100,000 population) to allow for com parisons across the boroughs. The 
rates were calculated by using the region level data on each substance 
abuse indicator (such as num ber o f arrests, m ortality etc.) as the 
num erator  and the six year (1990-95) average o f A laska Population or 
1995 Alaska Population as the denominator.

Step 2: These rates were used to calculate the severity indices for each indicator
and each region. Severity Indices were expressed on a scale of 0 to 100, 
where score o f 100 fixes the top o f the range o f substance abuse problem. 
A region with the highest rate on a given indicator will have 100 as its 
severity index for that indicator. All other severity indices within a given 
region are expressed as a percentage of the largest problem.

Step 3: Severity indices were combined to develop a composite severity index
(CSI) for each region. The CSIs score remains on a scale of 0 to 100 and is 
derived by taking an average of all severity indices for each region.

Step 4: ^ h e  CSIs were multiplied with the adult region population to estimate the
region’s problem  size. The problem size is an estim ate o f the substance 
abuse problem  derived by multiplying the CSI with the region’s five 
(1990-94) year population average.

Step 5: Allocation fa c to rs , in proportion to the region’s problem size, were
established to guide the treatment resource allocation decisions. The sum 
o f the problem sizes of each region represents the total problem size for 
the slate of A laska and was used to establish the proportional resource 
allocation factor for each region in the state of Alaska.

Limits o f  the Data

The data on arrests and treatm ent cover the period 1990 to 1 °94, while the data on accident 
injuries accident fatalities, and m ortality cover the period 1991-1995. In addition to different dales 
for the indicator data, two of the indicator data sets -  for accident injuries and accident fatalities -  
do not include either the race or geographical variables.

The lack of a geographical variable is particularly important when considering the modeling to 
determine resource allocation. The purpose o f resource allocation is to assess what proportion of 
resources are needed in each o f the four regions in Alaska, and thus the lack of the geographical
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variable for two of the indicators means that those indicators cannot be used to make those resource 
allocation estimates.

Trends in Rales o f  Treatment, Arrests, Mortality, Accident Injuries and  Accident 
Fatalities

A comparison of the five indicators across the five years for which they are available shows that 
overall the alcohol and drug abuse problem in Alaska showed some significant improvement by the 
mid-1990s compared to the early 1990s. Overall treatment increased, at the same time that mortality 
rates and injury rates from accidents declined. There was little change in accident fatality rates, 
however, which were quite low. Arrests related to alcohol and drug abuse increased slightly across 
the state as a whole over the five-year period.

Alaska Treatment Resource Allocation Model

O f all the substance abuse indicator data elements included in the Alaska SAIS database, only two 
were chosen for modeling purposes because complete data grouped by region, race, gender were 
available. Others (accidents and injuries data) could not be included because o f incomplete data sets. 
The two indicators chosen for modeling were the following:

• Total alcohol and drug related arrests

• Total drug and alcohol related mortality

Gallup’s analysis showed that the indicator-based model emerges as a promising approach for 
allocating treatment resources among boroughs. Gallup developed two indicator-based models, a 
telephone survey model, and a population model for ADA /DPH to guide its treatment resource 
allocation decisions. M odel One includes both the indicators but calculates the rates using the 
average of 1990-95 populations. M odel Two considers both the indicators but calculates the rates 
based on the 1995 Alaska population. M odel Three is based on the results o f the telephone survey, 
while M odel Four is based on the size of population. The treatment resource allocation factors, 
using these models, are shown in Table 1.______________________________________________________

Table 1. Treatment Resource Allocation Factors Among the Various Models

Urban Region Gulf Coast Region Southeast Region Bush Region

Indicator Model #1 57.6% 13.8% 13.5% 15.1%

Indicator Model #2 58.0% 14.1% 13.4% 14.5%

Telephone Survey 
Model

63.7% 10.4% 13.9% 12.0%

Population Model 64.4% 11.6% 12.3% 11.7%
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Recommendations

Gallup believes that the experience gained by ADA /DPH in designing and im plem enting the 
SAIS produced prom ising results. G allup’s recommendations focus on using the indicator-based 
model, updating the SAIS database, and meeting methodological challenges.

Using Indicator-B ased M odel

Gallup believes that ADA /D PH  can achieve cost-effectivcncss in resource allocation by guiding 
its decisions with the indicator-based model presented in this report. This approach not only 
takes into account the size o f the population, but also the severity of the substance abuse problem 
in the region.

U pdating the S A IS  D atabase

Gallup encourages ADA /D PH  to make arrangements to update the 1990 to 1994 SAIS database 
from cooperating agencies on an annual basis. In this way, any changes in the statistical 
relationships within and am ong social indicators can be determ ined. This would allow ADA 
/DPH to provide timely social indicator information to other public and private organizations 
with an interest in substance abuse prevention, treatment and related activities.
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EXECUTIVE SUMMARY
Introduction

The small area estimation study for the state or Alaska was undertaken as a follow-up task of the 
statewide Adult Household Survey conducted by the Gallup Organization in 1997-98. The main 
objective o f the small area estimation study was to improve the overall precision of some of the 
key household study estim ates at the ‘small area’ level. The resources provided by the Center for 
Substance Abuse Treatm ent (CSAT) and the Alaska Departm ent o f H ealth and Social Services, 
Division of Alcoholism and Drug Abuse (ADA ) have expanded needs assessm ent efforts in 
Alaska during the 1997-1998 time period. The goal o f the adult household survey was to provide 
information on substance dependence, abuse, preva'cnce and treatm ent needs for adults in the 
state of Alaska mainly at the stale and the sub-state planning region level. For small areas, 
however, the traditional direct survey estimators based solely on the household study may have 
relatively large standard errors because o f inadequate sample size at the ‘small area1 level. The 
objective o f the small area estim ation task, therefore, was to im prove the precision o f such small 
area estimates by taking advantage of relevant information at the small area level.

Methodology

In the state o f Alaska, the boroughs within each sub-state planning region w ere chosen as ‘small 
area1 for the purpose o f this small area estimation analysis. Estim ates were com puted to provide 
information on dependence, abuse, severity and treatment need for A lcohol, M arijuana and other 
drugs. Estimates for both lifetime and current diagnosis were derived. T he analysis was carried 
out following the methodology proposed by Chattopadhyay et al. (1996). A detailed description 
of the estimation method is discussed in Section 2 of this report. Em pirical Bayes estimates were 
computed at the small area (borough) level. In order to evaluate the appropriateness of the small 
area estimation methodology, Section 3 tables also include both the direct survey estimates 
(based on adult household survey data) and the small area estim ates at the borough level. As 
expected, the small area estim ates were, in general, found to be more precise than the direct 
survey estimates at the borough level.

Section 3 o f this report presents the small area estimates for each borough. The estimates were 
computed for the following variables: (i) Diagnosis o f alcohol dependence, abuse, and severity 
of alcohol dependence (ii) D iagnosis of marijuana dependence, abuse, and severity of marijuana 
dependence and (iii) D iagnosis of other drugs dependence, abuse, and severity o f other drugs 
dependence. The ‘other drugs’ included the following five drugs: Hallucinogen, Cocaine,
Heroin/Opiate, Amphetamine and Inhalants. Since very few respondents were diagnosed as 
dependent or abusers o f these drugs particularly at the borough level, these drugs were pul 
together in the ‘other drugs’ category. Respondents with diagnosis o f dependence on any one of 
the five drugs, for exam ple, were treated as diagnosed for dependence on ‘other drugs.’ For the 
severity variable, all respondents with diagnosis o f severe dependence (on alcohol, marijuana or 
other drugs) were treated as being diagnosed for severity. The rem aining (no severity, mild 
severity or moderate severity) were treated as being not diagnosed for severity. Besides the 
lifetime diagnosis variables mentioned above, small area estim ates w ere also computed for
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current diagnosis variables for alcohol, marijuana and other drugs. U sing the diagnoses for 
dependence and abuse o f substances, small area estim ates of the percentage o f adults who need 
treatment for alcohol only, drugs only, and both alcohol and drugs were also derived at the 
borough level. The definitions of diagnosis of dependence, abuse o r severity according to the 
DSM -IIIR are available in the adult household study report.

The small area estim ation analysis was based on the Alaska adult household survey data and 
current census data. For details of the methodology, definition of terms and data collection 
procedures used in the adult household study, please refer to the adult household survey report 
(1998) subm itted by the Gallup Organization. The current estim ates o f the census data were 
obtained from the on-line database called CLARITAS if Ithaca, New York.

Major Findings

The small area estim ation was carried out using the sample data o f the A laska Adult household 
Study. The sam ple size (# of com pleted interviews) at the borough level varied significantly. The 
maximum sample size was (1534) in Anchorage whereas the m inim um  size (49) was in Bristol 
Bay and Lake and Peninsula. Besides Anchorage, the boroughs with relatively higher sample 
size were Kenai Peninsula (1062), Juneau (855), Fairbanks N orthstar (548), Bethel (483) and 
Ketchikan Gateway (412). Some other boroughs with relatively sm aller sam ple size were Haines 
(67), Aleutians East (77) and Aleutians W est (99). Use of small area estim ation techniques 
become particularly im portant for the boroughs with sm aller sam ple size.

As explained in this report, the boroughs were chosen as the ‘small areas’ for this analysis. It is 
found that the proposed small area estim ates (the em pirical bayes estim ates) arc more reliable (in 
terms of sam pling error or precision) as com pared to the direct survey estim ators (based on the 
adult study) at the borough level. The empirical bayes estim ates are, therefore, recommended at 
the borough level particularly for boroughs with sm aller sam ple size.

The following findings arc based on data presented in T ab lel through Table 15 o f Section 3 of 
this report.

Lifetime Diagnosis of Alcohol Dependence: The estim ated percentage o f adults with lifetime 
diagnosis of alcohol dependence varied across boroughs. Based on the em pirical bayes estimates, 
the percentages ranged from 7.75 to 13.78. The top three boroughs were Yukon-Koyukuk 
(13.78), North Slope (13.78), Bethel (12.94). The bottom three boroughs were Kodiak Island 
(7.75), Kenai Peninsula (S.47), M atanuska-Susitna (8.96). The sam pling error as measured by the 
square root of mean square error (m se) for the estimates were in the range o f  0.75 to 2.76. The 
margin of error (precision) calculated as 1.96 times the square root of m se is always found to be 
less than 5 percent.

Lifetime Diagnosis of Alcohol Abuse: The estim ated percentage of adults with lifetime
diagnosis of alcohol abuse varied across boroughs. Based on the em pirical bayes estimates, the 
percentages ranged from 2.33 to 6.67. The top three boroughs were A leutians W est (6.67), 
Prince of W ales (5.75)and Juneau (5.18). The bottom three boroughs were Bethel (2.33), 
Dillingham (2.83) and Wade Hampton (2.86). The sam pling error as m easured by the square root 
of mean square error (mse) for the estim ates were in the range o f 0.52 to 1.54. The maximum



Lifetime Diagnosis o f M arijuana Dependence: The estim ated percentage o f  adults with lifetime 
diagnosis of m arijuana dependence varied across boroughs. Based on the em pirical bayes 
estimates, the percentages ranged from 0.59 to 2.88. The top three boroughs w ere North Slope 
(2 88), W ade Hampton (2.81) and Norhwcst Arctic (2.70). The bottom three boroughs were 
M atanuska-Susitna (0.59), Sitka (0.85) and Haines (0.85). The sam pling error as m easured by the 
square root o f mean square error (mse) for the estimates were in the range o f 0.25 to 0.89. The 
maximum margin of error (precision) c.’lculated as 1.96 times the square root o f mse is only 
about 1.74 percent.

Lifetime Diagnosis o f M arijuana Abuse: m e estimated percentage o f .dults with lifetime
diagnosis of m arijuana abuse did not vary much across boroughs. Based on the em pirical bayes 
estimates, the percentages ranged from 0.13 to 0.59. The top three boroughs w ere Kodiak Island 
(0.59), Valdez-Cordova (0.53) and Kenai Peninsula (0.51) where as the bottom  three bor »• ;hs 
were Wade Hampton (0.13), Northwest Arctic (0.14) and Bethel (0.14). The sam pling error as 
measured by the square root o f mean square error (mse) for the estim ates were in the range of 
0.05 to 0.23. The m aximum margin o f error (precision) calculated as 1.96 times the square root 
o f mse is less than .5 percent.

Lifetime Diagnosis o f ‘O ther drugs' dependence and abuse: The estim ated percentage o f adults 
with lifetime diagnosis of dependence or abuse on ‘other drugs’ did not vary much across 
boroughs. There were very few cases reported in these categories and the maxim um  percentage 
estimate for dependence and abuse was only about 0.59 and 0.12 percent respectively. The 
margin o f error (precision) calculated as 1.96 times the square root o f mse was also very small 
(less than 0.5 percent).

Any Current Alcohol Diagnosis: The estimated percentage o f adults with any current alcohol 
diagnosis varied across boroughs. Based on the empirical bayes estim ates, the percentages 
ranged from 5.07 to 10.03. The top three boroughs were Prince o f W ales (10.03), Lake and 
Peninsula (9.90) and Nome (9.54). The bottom three boroughs were Kenai Peninsula (5.07), 
Valdez-Cordova (5.23) and Kodiak Island (5.52). The sam pling error as m easured by the square 
root of mean square error (mse) for the estimates were in the range o f  0.66 to 2.15. The 
maximum margin o f error (precision) calculated as 1.96 times the square rx>t o f  mse is always 
less than 5 percent.

Any Current M arijuana Diagnosis: The estimated percentage o f adults with any current
marijuana diagnosis did not vary significantly across boroughs. Based on the em pirical bayes 
estimates, the percentages ranged from 0.24 to 1.40. The sam pling error as m easured by the 
square root o f mean square error (mse) for the estimates were in the range o f 0.10 to 0.47. The 
maximum margin ov error (precision) calculated as 1.96 times the square root o f m se is less than 
1 percent.

Any Current O ther Drug Diagnosis: The estim ated percentage o f adults with any current ‘other 
Drugs’ diagnosis did not vary significantly across boroughs. There w ere very few cases reported 
in this category and the percentages ranged from 0.05 to 0.37. The margin o f error (precision)

margin o f error (precision) calculated as 1.96 times the square root of mse is found to be only
about 3 percent.
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Need for Alcohol Treatm ent only: The estimated percentage o f adults needing alcohol treatment 
only varied across boroughs. Based on the empirical bayes estim ates, the percentages ranged 
from 10.04 to 17.77. The top three boroughs were Prince o f W ales (17.77), Aleutians West 
(16.95) and Ketchikan Gateway (15.59). The bottom three boroughs were W ade Hampton 
(10.04), V aldez-Cordova (10.95) and Kodiak Island (11.12). The sam pling error as measured by 
the square root o f  mean square eiro r (mse) for the estimates were in the range o f 0.85 to 3.08. 
The margin o f error (precision) calculated as 1.96 times the square root o f mse is found to be 
about 6 percent.

Need for Drug Treatm ent only: The estimated percentage of adults needing drug treatment only 
did not vary significantly across boroughs. Based on the empirical bayes estimates, the 
percentages ranged from 0.34 to 1.30. The sampling error as measured by the square root of 
mean square error (mse) for the estimates were in the range of 0.10 to 0.56. The margin of error 
(precision) calculated as 1.96 times the square root of mse is found to be only about 1 percent.

Need for both Alcohol and D rug Treatm ent: The estim ated percentage of adults needing both 
alcohol and drug treatment did not vary significantly across boroughs. Based on the empirical 
bayes estim ates, the percentages ranged from 0.77 to 2.01. The sam pling error as measured by 
the square root o f  mean square error (mse) for the estimates were in the range o f 0.24 to 0.57. 
The margin of error (precision) calculated as 1.96 limes the square root of mse is found to be 
only about 1 percent.

In summary, the num ber of adults diagnosed for dependence or abuse was significantly higher 
for alcohol as com pared to other drugs. Among drugs excluding alcohol, marijuana had the 
maximum num ber o f diagnosed cases. There were very few cases o f diagnosis for other drugs 
consisting o f Hallucinogen, Cocaine, Heroin/Opiate, Am phetam ine and Inhalants. The pattern 
was sim ilar for both lifetime and current diagnosis variables. The num ber o f adults needing 
treatment was also much higher for alcohol as compared to other drugs.

calculated as 1.96 times the square root of mse was also very small (less than 0.5 percent).
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E X E C U T IV E  SU M M A R Y

The Federal Center for Substance Abuse Treatm ent (CSAT) provided several State agencies with 
funding to perform a family o f studies to estimate statewide need for substance abuse and 
dependency treatment. One m em ber of the family o f studies is the Substance Abuse Need for 
Treatment among A rrestees (SANTA). As its name implies, SANTA is designed to provide 
preliminary estimates o f treatm ent need among arrestees. Arrestees are targeted for special study 
because substance use and abuse are especially higii in this population and because substance use 
is often associated with the com mission of other crimes. The six objective o f the Alaska 
SANTA study were to: (1) profile arrestees who met DSM -III-R diagnc ic criteria for 
substance abuse or dependence; (2) profile arrestees whose urinalyses were positi /e  for at least 1 
of 10 drugs tested; (3) com pare results of self-report data and urinalyses; (4) describe the 
substance abuse treatm ent histories of arrestees who had positive urinalyses as well as treatment 
histories of arrestees with D SM -III-R substance abuse/dependence diagnoses; (5) identify factors 
associated with chemical detection and DSM -III-R diagnoses o f substance abuse or dependence; 
and, (6) com pare current SANTA results with previous Drug Use Forecasting (DUF) survey 
results.

The study participants were 658 adult arrestees from four ja ils at three sites: Anchorage,
Fairbanks, and Y-\kon/Kuskokwim. Sites were selected for ethnic diversity, degree o f urbanicily, 
high flow rates, and relatively high numbers o f female arrestees. Participants were asked to 
complete a modified DUF interview, which measures DSM -III-R substance abuse and 
dependence diagnostic criteria, treatment history, and dem ographics. Participants also were 
asked to provide a urine sample, which provided chemical evidence o f recent ingestion of 10 
drugs. Eligibility requirem ents included arrest within the previous 48 hours, so that urinalysis 
results would indicate w hether the arrestee was under the irT uence at the lime o f arrest.

Interviews were conducted by local college students with criminal justice or social science 
training or other relevant experience. Interviewers were trained by staff from the Center for 
Substance Abuse Research (CESAR). Urinalysis was conducted by Q uest D iagnostics, Inc. Data 
were analyzed by JBS. M ore than half o f study participants received a substance abuse or 
dependence diagnosis. Also, more than half tested positive for at least one drug. Alcohol was the 
substance most frequently associated with an abuse/dependence diagnosis. Cocaine was the illicit 
drug most frequently associated with a DSM -III-R substance abuse/dependence diagnosis, 
followed by marijuana. M arijuana was the illicit drug most frequently associated with a positive 
urine lest, followed by cocaine. M ales were more likely than females to be diagnosed with 
marijuana abuse/dependence or test positive for marijuana. Females were more likely than males 
to be diagnosed with cocaine abuse/dependence or test positive for cocaine. Arrestees who were 
older were more likely than those who were younger to receive an alcohol or cocaine 
abuse/dependence diagnosis. O lder arrestees were also more likely than younger ones to have a 
urine test indicating cocaine use. Younger arrestees were more likely than older ones to test 
positive for marijuana or to be diagnosed as abusing or dependent on marijuana. Alcohol abuse 
and dependence were more prevalent among Alaskan Natives than other ethnic groups, while 
Alaskan Natives were less likely than other ethnic groups to be diagnosed with cocaine 
abuse/dependence.
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For m arijuana and cocaine there was a higher rate o f positive urinalySiS than DSM-III-R 
diagnosis. This indicates that some arrestees who use these drugs either do not currently meet the 
criteria for an abuse/dependence diagnosis, or that they arc not honestly reporting their 
symptoms. For narcotics and am phetam ines, more arrestees were diagnosed with abuse/ 
dependence than tested positive. Thus, many arrestees who are in need of substance use 
treatment for narcotics or am phetam ine abuse/dependence either had not used their problem 
substance recently before arrest, or received a false negative urine test.

Urinalysis results and self-reports o f last 3 days’ use were often discrepant. W ith the exception of 
amphetamines, most arrestees who tested positive denied using the corresponding drug. In the 
case o f am phetam ines, the same proportion who tested positive reported using them within the 
last 3 days. Discrepant results may be due to resistance to giving socially undesirable responses, 
m isunderstanding or procedural errors during the interview, or measurem ent error in the 
interview or urine tests.

Nearly three-fourths o f those who tested positive for drug use had not received treatment within 
the past year. O ver 60 percent o f those with positive urinalyses who had not received treatment 
within the past year also did not perceive that they needed treatment for their substance use, 
indicating that this population is unlikely to seek or participate in treatment voluntarily. Just over 
70 percent o f arrestees with DSM -III-R substance abuse/dependence diagnoses did not report 
that they had received substance abuse treatment during the past year. Just under half of those 
with diagnoses who had not received treatment also did not perceive that llicv needed treatment. 
These findings suggest that efforts to treat this problem should include not only providing 
adequate treatment slots, but also outreach efforts to encourage participation.

Need for treatment may be predicted bv ethnicity, sex, and type of crim e com m itted. Logistic 
regression results indicate that white arrestees are more likely than others to test positive for drug 
use. A DSM -III-R diagnosis o f illicit drug abuse/dependence was predicted by being white, 
female, or a felon. A D SM -III-R diagnosis of alcohol abuse/dependence was predicted by being 
non-white, over 25 years old, or a non-felon. DSM -III-R diagnoses o f abuse or dependence on 
both alcohol and drugs were predicted by being while.

In general, A laska SANTA study participants were less likely to test positive for drug use than 
1996 DUF study participants. This was especially true for cocaine, opiates/narcotics and multiple 
drugs.

Current results are derived from a convenience sample, and therefore cannot be generalized to 
A laska’s population of adult arrestees. M ore precise estim ates can be derived from further 
research on the num ber o f arrestees in the State, and from estimates of need am ong a random, 
representative sample of arrestees.

The current prelim inary finding that a total o f 397 (60.3% ) out of 65S arrestees meet criteria for a 
DSM-III-R diagnosis of substance abuse/dependence suggests that a large proportion, possibly 
the majority, o f arrestees in A laska may be in need o f substance abuse treatment services
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Introduction

This report provides a sum m ary o f the study conducted by the North Charles Research and 
Planning Group (NCRPG) that produced, the appended critical reviews o f  treatment needs 
assessment studies conducted for the State of Alaska. The State invested its State Treatment 
Needs A ssessment Project (STNAP) round one support in three studies: 1) a survey of
substance abuse treatment needs in the general household population, 2) a survey o f recent 
arrestees that featured a com puter-assisted personal interview concerning treatm ent needs and 
collected urine specim ens to confirm  the self-reported use o f illicit drugs, and 3) a substance 
abuse indicator study. The substance abuse indicator study also included the use of a new 
methodology for distributing survey inform ation com piled for four large geo-political groups of 
Alaska com m unities to sm aller areas within the major groups. The survey contractors submitted 
draft final reports for the household survey (The Gallup Organization, Inc.), the Substance Abuse 
and Need for Treatm ent among Arrestees (SANTA ) study (JBS, Inc.) and a Substance Abuse 
Indicator Study for Treatm ent Resource Allocation (Gallup). The contractors also subm itted the 
data sets resulting from com pleted interviews in the household and arrestee studies along with 
information describing the process o f the studies. The data collected from reporting agencies that 
were used in the indicator study were provided to NCRPG.

Alaska contracted with NCRPG to help evaluate the work o f the contractors and to insure that 
the studies’ methodologies and data are in adequate condition for the com prehensive substantive 
analyses that NCRPG will perform in round two of A laska’s STNAP. It is very important that 
these checks be conducted soon after the data collection is completed. If there are problems in 
the data sets, fixing those problem s may be possible if they are discovered immediately. The 
evaluation o f the materials delivered by the contractors will help assure that the contractors were 
compliant with the conditions of their contracts with Alaska. NCRPG evaluated the quality o f the 
data and the adequacy oi the doer -Mentation o f the data and data collection procedures.

In many other lields, it is com m onplace to have an independent expert advise the project sponsor 
regarding the technical adequacy of the work being com pleted. NCRPG used its unique 
background and general technical expertise to evaluate the studies conducted under contract with 
Gallup and JBS. As the CSAT technical assistance contractor for five years, NCRPG designed 
the data collection studies conducted by A laska’s contractors. NCRPG also reviewed final 
reports from many states with sim ilar studies conducted by Gallup and JBS as well as by other 
state contractors. Frequently, NCRPG advised states about the technical adequacy o f the finished 
product.

Household Survey

NCRPG evaluated the household telephone survey by reviewing analyzing the survey database 
ar e adequacy (e.g., com pleteness) o f the draft final report and the data collection procedures 
anu outcome. I’hc evaluation is included as Appendix A to this final report. The evaluation 
focused on the m ajor concerns of how the response rate was defined, the com ponents o f the 
response rate including process measures such as the success in converting respondents who 
initially refused to participate into com pleted interviews, the sampling design, and procedures for 
weighting the sample to the population of the state.
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N CRPG’s overall evaluation o f the telephone survey was that the inform ation base accurately 
describes the current need for substance abuse treatm ent am ong people living in Alaskan 
households. Some o f the strengths o f the household survey conducted for A laska include a 
satisfactory response rale, the use o f an effective procedure for allocating more interviews to 
geographic areas where problem s with substances were more prevalent, and estimates of the 
level of need for treatm ent that were consistent with estim ates from other sources including the 
NCRPG substance abuse problem index and current levels o f m et dem and for treatment. The 
information produced by the survey should make an im portant contribution to further efforts by 
ADA to im prove treatm ent services.

The review pointed out the need for further processing o f the data set that would recode 
responses now designated as “addition'll responses” that should be included into existing 
response categories. A num ber o f interviews identified by the interview ers as o f poor quality or 
self-reported by the respondents to be less than truthful needed to be exam ined and the results of 
the survey adjusted for any im pact these cases might have on the outcomes. The procedure for 
weighting survey results to represent the population o f A laska needed to be better defined in the 
report, but we concluded that the m ethod used fewer than the necessary num ber o f age groups to 
compute population weights. N C R PG ’s review yielded several suggestions for improving 
G allup’s report o f survey outcom es including the need to present need estim ates based on the 
actual survey sample as well as after the survey statistics were applied to the state population.

SANTA Study

The evaluation o f the SANTA study included topics sim ilar to those used for the evaluation of 
the household survey, e.g., the quality o f the data, and topics that are unique to SANTA studies. 
The evaluation o f the SANTA study is included as Appendix B of this repoit. Among the 
concerns unique to SANTA studies that were considered in N C R PG ’s evaluation was the 
contractor’s success in obtaining biological specimens (urine) for testing, the length of time 
between arrest and acquisition o f a urine sample, the com pleteness of the report o f the SANTA 
study with respect to docum enting differences among sites, across arrest types, by the day and 
time of the arrests, and the differences between respondents w ho provided specim ens and those 
who did not.

N CRPG’s review of the draft report and inspection o f the collected information set indicated that 
the SANTA study w as conducted using procedures that were consistent with the study protocol. 
The information base resulting from the study seemed to be devoid of m ajor flaws. We did find 
errors in the data definitions that suggested the need for a careful review of the data dictionary. 
Despite a high rate o f refusal to provide biological samples and a high rate of underreporting of 
drug use (e.g., 60% of the arrestees who denied using m arijuana in the last three days tested 
positive for the drug and 47%  of arrestees who denied using cocaine had traces in their urine) the 
lindings from the SANTA study show  rates o f recent drug use that are much higher than rates 
observed in the general population. For cxan.ple, 58% of the SANTA respondents who 
submitted a urine sam ple tested positive for at least one drug.

The practical uses o f the SANTA data prim arily involve the crim inal justice system. Features of 
the SANTA study design and questionnaire limit the study’s ability to add to A laska’s 
knowledge about the statewide prevalence of current need for treatment. However, the SANTA
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study outcomes could be profitably used to alert constituencies o f the need to develop policies 
and strategies that would incorporate substance abuse treatment into the crim inal justice system 
at the point o f arrest. Providing treatment instead of or as part o f  im prisonm ent has become a 
major national agenda. The econom y o f providing treatment rather than incarceration merits 
further efforts in this area. The SANTA data on treatment need outcom es can be used to 
demonstrate just how large that econom y might be in Alaska

Substance Abuse Indicator Study

The substance abuse indicator study was subjected to a review that focused on the selection of 
variables used in the estimation model, the documentation o f the data, the quality o f the data in 
the database, and the contractor’s methods for determining reliability and validity for the 
estimation model. The review o f the substance abuse indicator study is included in this report as 
Appendix C.

Gallup produced a social indicator model that estimated need for com bined alcohol and drug 
treatment in four geo-political areas of Alaska using alcohol- and drug-related arrests and 
alcohol- and drug-related deaths. NCRPG concluded that other indicators besides those two 
could have been used profitably in the study. Using just the four m ajor regions as the unit of 
analysis instead of the sm aller census boroughs reduced the usefulness of the needs estimates for 
planning. Similarly, Gallup used dem ographic variables aggregated to the regional level with the 
result that demographic characteristics have little variance across regions. N C R PG ’s review of 
the Gallup study was critical o f the lack o f separate models for alcohol and drug treat nen t needs. 
We also noted that Gallup perform ed no tests o f the validity or reliability o f the social indicator 
model. Our review strongly suggested Gallup should give more attention to its report 
presentation. The graphs were hard to read and the formatting o f tables included a confusing use 
of line numbers. In many displays, numbers were expressed in tens rather than units, but not 
labeled as such; no reason was provided for using a non-standard metric. There w ere many 
syntactical errors and inconsistencies in the body of the report. The explications o f such key 
points as variable selection procedures and the current allocation criteria should have been 
clearer than they were.

In addition to the social indicator analysis, Gallup included a sm aller study that applied a 
statistical method for using survey information available from large areas to estim ate values in 
communities whose populations were too small to provide enough observations for reliable 
information. The discussion of the small area estimation procedure at the contractors conference 
in January concluded that the procedure, when applied to the unique geography of Alaska and 
the structure of Alaskan com m unities, did not produce small area estimates that were consistent 
with other models and experiential evidence.

The State of A laska recognized the need for an effective method o f projecting treatment need 
information across both time and com munities. The initial effort to produce a social indicator 
based model was inform ative, particularly in pointing out the inform ation needs o f an effective 
model and the level of com m itm ent necessary to develop a social indicator system that can be 
applied year after year. The Alaska STN A P studies funded by CSAT include the developm ent of 
a permanent Alaska-based social indicator system.
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Interstate A nalysis

In addition to reviewing the reports o f studies conducted in round one o f  the STNAP program, 
Alaska asked NCRPG to com pare the prelim inary results of the studies with sim ilar findings 
from other states. The household survey review (Appendix A) and the SANTA study review 
(Appendix B) both include com parisons between A laska’s results and those observed in other 
states. The com parison among stales o f surveys of the general household population does help to 
place A laska’s substance abuse treatment needs in a stale-level framework. For example, we 
found that A laska had higher substance use rates than M ontana and North Dakota, even though 
the dem ographic characteristics of the three slates are sim ilar in many respects. M arijuana 
treatment need estimates for A laska were slightly lower than the e s t a t e s  for M ontana but much 
higher than the estimates for North Dakota. Comparisons among SA >TA surveys do not support 
meaningful com parisons because the SANTA studies lack com parable methodologies for 
sampling and data collection. W e reported the results of the severity o f substance use related 
problems among arrestees in a num ber o f other states in our SANTA study review (Appendix B) 
with a caution against over-interpreting differences between Alaska and other states.

The Slate wanted to know how Alaska com pares to other states with regard to deaths, arrests, 
diseases, and treatm ent services related to substance abuse. Most o f the funds for treatment 
services in A laska come from State, rather than federal, sources. By docum enting that A laska’s 
problems are especially severe and that other states may be doing more to com bat the problems, 
planners can advise the legislature that more resources arc needed. A laska felt that the state-level 
com parative analyses should be done as soon as possible to spark interest in A laska’s STNAP 
and to open discussions am ong decision makers about changes in the am ount o f resources 
available and how the resources should be allocated. NCRPG included an interstate analysis in 
this small contract. That analysis, “How Docs Alaska Stack Up? An Interstate Substance Abuse 
Indicator A nal; sis” is provided as A.ppcndix D o f this report.{EDITO R”S NOTE: This
document has been replaced by an updated “ Interstate Substance Abuse Indicator Chartbook” 
provided herein}

Contractors Conference

The Division o f Alcoholism and Drug Abuse (ADA ) accelerated the project schedule in order to 
be able to take advantage o f opportunities in January and February to present information on the 
progress of the STNAP studies and findings from those studies to other agencies and governing 
bodies. In November, ADA requested that preliminary reviews of all the round one studies 
would be presented at a conference with the contractors that would take place on January 7'1' and 
8lh in Anchorage. NCRPG agreed adjust its schedule to satisfy A D A ’s request.

At the meeting in A nchorage, the contractors presented their preliminary final reports of the 
studies to representatives or ADA and the Epidemiology Group o f the Departm ent o f Health and 
Social Services. The Gallup Organization was present at the meeting to discuss the household 
survey and the substance abuse indicator study. JBS staff participated by telephone. N CRPG ’s 
critical review o f the prelim inary final reports was represented by Dr. Richard LaBrie. The 
ensuing discussion provided clear direction to the contractors regarding how the reports needed 
to be revised to achieve an accurate and complete documentation of the study materials for 
transfer to ADA .
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NCRPG also presented the results o f their interstate analysis at this meeting. The demonstration 
of how Alaska compares to other states on important indicators o f need for alcohol and drug 
treatment, how the contrasts am ong states can be clearly expressed using models that produce 
comprehensive indexes o f both alcohol and drug treatment need, and how A laska’s treatment 
system is responding to the need for treatment were very well received. It was agreed at that 
meeting that NCRPG would make available the raw data used in the interstate analysis to assist 
ADA in its presentations of the STNAP program.

Summary o f Tasks and Deliverables

NCRPG completed ail o f the tasks defined in the study protocol and subm itted ail the 
deliverables itemized in its agreem ent with ADA . NCRPG expended effort and resources in 
order to satisfy requests made by ADA . The major adjustments to ADA ’s interests and needs 
were, I) accelerating the reviews o f prelim inary reports of round one studies in order to present 
the reviews at the beginning o f January, 2) traveling to A nchorage to attend the two-day 
contractors meeting, 3) expanding the comparisons o f round one studies to results from other 
states to include a separate interstate model o f alcohol and treatment need and met demand for 
services, and 4) providing the detailed state-level information used in the interstate model to 
ADA to assist in their presentations.

The following is a brief sum m ary o f the study activities organized a ’ list o f benchm ark events. 

Date Benchmark Event

9/11/98 Contract between Alaska '.DA an.: North Charles signed by both parties.

10/5/98 Conference on study tasks: NCRPG, Clay McDowall, and Loren Jones (by phone)

10/19/98 Monthly report sent to ADA .

11/2/98 Revised tasks, timeline, and deliverables defined.

11/3/98 Monthly report sent to ADA .

11/9/98 Study protocol sent to ADA .

11/10/98 January meeting date set and preliminary agenda defined.

12/1/98 Monthly report sent to ADA .

12/7/98 SANTA preliminary report received by NCRPG and ADA .

12/8/98 SANTA questionnaire and data dictionary received by NCRPG and ADA .

12/10/98 Substance abuse indicator study preliminary report received by NCRPG and ADA .

12/31/98 Final agenda for January meeting.

1/4/99 Draft review of household survey completed and sent to ADA .

1/5/99 Draft review of substance abuse indicator study completed and sent to ADA .
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Date Benchmark Event
1/6/99 Draft review of SANTA study completed. Report delivered at January 7th meeting.

1/7/99 First day of meeting in Anchorage. Reviews presented to contractors and discussed.

1/8/99 Second day of meeting in Anchorage. Interstate analysis presented and discussed.
Monthly report presented. Planning for round two studies took place.

1/31/99 Monthly report accompanied transfer of interstate data to ADA .

2/26/99 Final reports on all reviewed studies and report of interstate analysis sent to ADA .

3/10/99 Final report sent to ADA .
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A laska’s Alcohol Safety Action Program (ASAP) is based on a national model that seeks to 
reduce the frequency of alcohol-related traffic accidents through early identification o f problem- 
dri nkers and the initiation o f appropriate interventions to deter alcohol-related drinking behavior.

The Institute for Circum polar Health Studies assisted the state o f A laska Division of A lcoholism 
and Drug Abuse to update data which measures the effectiveness of the A SA P program in 
reducing the number of re-offenses of alcohol-related offenders. It is im portant to note that 65 to 
66 percent o f the client population included in this study did not have a recorded re-offence of 
any kind within three years of the first DWI offense. This report, as directed by the Division of 
Alcoholism and Drug Abuse Services, is intended to gain further insight into the adjudication 
and treatment characteristics of the 34 to 35 percent o f the cases that dir] re-offend.

This descriptive study intended to first collect and merge alcohol offender and treatm ent data 
from selected ASAP locations throughout Alaska in order to gain an understanding of the arrest, 
adjudication, intake, and treatm ent processes across the state. Second, the study evaluated ASAP 
client characteristics within populated and urban areas and com pared the data to the earlier 
studies of Kelso (19S0) and Araji (1994). Third, the study evaluated the data to determine 
differences across the selected ASAP sites. Fourth, the study assessed and identified significant 
determinants for becom ing a re-offendcr. Fifth, the length o f  time for an A SA P client to re­
offend and the variables associated with moderating that time was evaluated. Finally, 
recommendations were provided regarding intake data protocol enhancem ent, process 
improvement strategies, and identification of the high-risk problem drinker.

The recommendations include:

• Evaluate and redesign (possibly simplify) intake processes and data collection protocols by 
specifying common practices and identifying required data fields.

• Evaluate the issues and characteristics (e.g. socioeconomic, cultural, judicial, treatment 
environment, etc) that delineate the differences between the four ASA P sites, and modify 
intervention and treatment processes that are consistent with the com m unity environm ents.

•  Initiate process improvement activities to evaluate and redesign the ASAP client activities 
and functions that take place during the times from arrest to conviction and conviction to 
assignment. Include law enforcem ent, courts, ASAP, and treatment providers in the process 
improvement and redesign efforts.

• Establish a high-risk ASAP client profile and redesign the identification, adjudication, 
intake, and treatment processes to target this population and then evaluate the efficacy o f  the 
modifications.

• Develop and refine predicative models that can be used by ASAP staff in the field that will 
facilitate the identification o f high-risk  clients as early as possible in the arrest, conviction, 
assignment and treatment process.

Executive S u m m ary
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Results from a study of A laska’s chemical dependency treatment programs show that the state’s 
efforts are succeeding on several fronts. Follow-up interviews with participants in both inpatient 
and outpatient treatment program s indicate that, after one year, arrests and hospitalization 
decreased, while participants’ em ploym ent rates and work attendance increased.

The Alaska Division o f Alcoholism and Drug Abuse com m issioned the treatm ent outcom e study 
to measure the effectiveness o f publicly funded residential and outpatient treatm ent programs. 
Beginning in February 1994, the study surveyed 1024 residential/step-down patients and 510 
outpatients who consented to assessm ents at admission, discharge, and six and 12 months after 
admission to treatment. The findings were collected by New Standards Inc., a M innesota-based 
authority in studying treatment programs.

The study will provide inform ation to help policymakers design the best treatm ent and after-care 
programs for Alaskans.

The outcome study found:

• O f Alaskan patients surveyed, 56 percent of those in outpatient program s abstained from 
alcohol for one year after treatment, com pared to 42 percent o f  residential patients. 
Outpatients in the study received an average of 59 hours o f care, while patients in residential 
programs received an average o f 39 days o f inpatient care.

• The study also found there is a strong association between abstinence rates and post­
treatment levels of care and peer support groups like Alcoholics A nonym ous. For 75 percent 
o f residential patients, formal aftercare taken for a year resulted in a year o f sobriety. Formal 
aftercare during the first six months appears to have the strongest im pact on recovery among 
outpatients, with 71 to 77 percent reporting sobriety.

• Both residential and outpatient program participants reported substantial decreases in legal 
problems one year posttreatmcnt. Criminal arrests, traffic arrests and m otor vehicle accidents 
dropped. This yields overall societal benefits as a result of chemical dependency treatm ent by 
easing demands on already overburdened legal and insurance systems.

•  Docum ented reductions in hospitalizations and em ergency care and outpatient care for 
chemical dependency program patients support the notion that, following treatm ent there is a 
shifting away from costly hospital and em ergency room “crisis” or urgent care, toward more 
timely and appropriate preventive or routine outpatient treatment.

•  Em ployment rates changed dram atically from pretreatment through one year after treatment. 
Full-time employment increased from 30 percent before treatment to 45 percent at 12 
months. Conversely, unem ploym ent rates dropped from 45 percent to 24 percent.

Executive S u m m ary
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* Both residential and outpatients reported significant reductions in tardiness and missing 
work. Outpatients in particular reported fewer problems with supervisors and fewer mistakes 
on the job.

• A significant num ber o f patients surveyed reported sexual and physical abuse; 10 percent of 
the residential patients ancl 8 percent of the outpatients indicated incest by a male relative. 
Twenty-eight percent o f the outpatients and 29 percent o f the residential patients reported 
physical abuse prior to age 18.
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This report describes the results o f  an analysis o f  interstate indicators to determine how 
states compare with each other with regard to alcohol and controlled drug problems. While 
including all states in the analyses, the study focused especially on nine states with which North 
Charles is working: Alaska, Colorado, M ontana, Nebraska, Nevada, North D akota, Rhode Island, 
South Carolina, and Virginia. This interstate investigation is important because substance abuse 
and the substance ?buse treatment system are partially national in scope and partially unique to 
each state and its region.

The study employed existing substance abuse indicator data gathered from national 
sources. We selected only those variables which had high face validity, reliability, and evidence o f  
construct validity. To summarize these data, w e created tw o composites: the D rug Problem Index 
(DPI) and the Alcohol Problem Index (API) (McAulifle et al. 1999a, b). These com posite indexes 
included state rates o f  controlled drug- and alcohol-related deaths, arrests, and treat ment clients in 
the years 1991 to 1993—the most recent years for which data were available on all indicators when 
we conducted the index research upon which the findings depend. The report describes more 
recent information when available. W e also analyzed substance abuse problem indicators that 
could not be included in the composite indexes but nevertheless help suppoit and amplify the 
study’s conclusions.

Analysis o f  the DPI and API revealed that, states varied widely in the extent o f  their 
substance abuse problems, and that the severity o f  alcohol and drug related problems w ere not 
strongly correlated. Consequently, we analyzed the indicators separately.

According to the Drug Problem Index, the states with the most severe controlled drug- 
related index problems were in the N ortheast and the W est Coast, while the states with the least 
severe drug problems were in the N orthern Plains and F ockies. New York and California had the 
most severe drug problems. Rhode Island and Nevada w ere also among the states m ost plagued 
by drug abuse, ranking 5th and 7th respectively. Colorado ranked 15th in the country, while the 
drug problems in Virginia, South Carolina and Nebraska ranked slightly below average—29th, 34* 
and 37th most severe. Among the states with the lowest rates o f  controlled-drug-related problems 
were Alaska (ranked 40th), M ontana (47th), and N orth Dakota (50th). Nevada was one o f  the states 
that had relatively few drug treatm ent admissions compared to drug-related deaths and arrests.

According to the Alcohol Problem Index (API), the states with the most severe alcohol- 
related index problems (deaths with explicit mention o f  alcohol, arrests for drunk driving, and 
alcohol-only treatment clients) w ere in the W est: New  M exico, Colorado, and California. Alaska 
was also near the top o f  the list, ranked 5U| in the country. M ontana was in the top third o f  the 
states, ranked 13*, while Nebraska and N orth D akota w ere in the upper half o f  the distribution, 
ranked 19,h and 20th respectively. N evada’s alcohol problems were in the middle o f  the 
distribution, ranked 27* most severe. Rhode Island’s alcohol problems ranked 32nd and Virginia’s 
ranked 33rd most severe nationally. Residents o f  Hawaii had the least severe alcohol problems in 
the country.

Executive Sum m ary
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In some states there w ere severe controlled drug problems, but relatively m oderate alcohol 
related problems; in other states the reverse was true. The states with the w orst combination o f 
relative problems stemming from alcohol use and controlled drug use were California, N ew 
Mexico, N orth Carolina, Colorado, Oregon, and Nevada. Whereas California and Nevada had 
relatively severe drug problems, the other four states had more severe alcohol problems. Located 
in the upper middle o f  the range for combined substance abuse problems, South Carolina, Alaska, 
and M ontana had more severe alcohol problems than controlled drug problems. Rhode Island was 
further down in the range o f  combined problems, and it had more severe controlled drug problems 
than alcohol problems. Compared to  Rhode Island, Virginia’s alcohol and controlled drug 
problems ranked lower in the range and were more evenly balanced between alcohol and 
controlled drugs. North Dakota had moderately severe relative alcohol problems, while its 
controlled drug problems ranked near the bottom nationally. North Dakota ranked among the 
states with the least severe combined substance abuse problems: Hawaii, U tah, Pennsylvania,
West Virginia, Alabama, Indiana, and Iowa.

These rankings helped explain some o f  the differences among llie states in the percentage 
o f  their citizens who received substance abuse treatment. States with the highest levels o f  need, 
such as Colorado, were most likely to  have the highest levels o f  services as well. South Carolina 
had a moderately high level o f  treatm ent services to  match its moderately high level o f  treatment 
needs. There was less correspondence between need and utilization in Nevada, M ontana, and 
Alaska. Nevada had an average level o f  services utilization, even though it had one o f  the highest 
combined levels o f  alcohol and controlled drug treatment needs. The other states with the greatest 
gaps between needs and services appeared to be in Mississippi and Georgia. M ontana and Alaska 
were also in the group o f  relatively underserved states, but the gap did not appear to  be as great 
as for som e states.

N orth  D akota stood out as a state with a relatively high level o f  treatm ent utilization, 
despite having a relatively low level o f  need, especially with regard to drug use disorders. Other 
states that were above average in the ratio o f  treatm ent to need included R hode Island, Nebraska, 
and Virginia. Because these favorable statistics are relative to other states, one should not assume 
that some states were “overserved.” Evidence from surveys, that are designed to  measure 
absolute levels o f  met and unmet need, have routinely found that most states have a substantial 
amount o f  unmet demand for serv ices. It is therefore important to confirm these findings for 
individual states with analyses o f  state survey data.



Introduction

This report describes the results o f  a study o f  how states com pare with each other with 
regard to substance abuse. The analysis focuses on drug- and alcohol-related mortality, arrests, 
and morbidity statistics. The study also assesses how each State’s treatment services per capita 
compared to the treatment rates in other states, especially those states that have similar substance 
abuse problems.

The Fam ily o f  Studies. This investigation is part o f  the integration o f  the state treatm ent 
needs assessment family o f  studies. With funding and technical support from the federal Center 
for Substance Abuse Treatment (CSAT), each state has undertaken a family o f  studies to assess 
the extent o f  its substance abuse problems and to plan the S tate’s response to them. The family o f  
studies seeks to assess the S tates’ treatm ent service needs, identify gaps in services, and make 
recommendations for the future resource allocations and modifications o f  the treatm ent system ’s 
design. The backbone o f  the family o f  studies is a telephone survey o f  the general household 
population. Supplementary surveys cover the nonhousehold segments o f  the population. The adult 
nonhousehold population consists o f  the homeless, prisoners, and residents o f  long-term  treatm ent 
facilities and nursing homes. One key supplementary study uses existing indicator data to 
supplement the survey data collected in the family o f  studies. The social indicator data may focus 
on variations in substance abuse among the S tate’s counties or its cities and towns. A  second type 
o f  social indicator analysis focuses on differences among states. This report presents the results o f 
the interstate comparisons.

The interstate analysis plays a special role in the family o f  studies. The interstate study 
takes a comparative perspective, whereas the other studies in the family o f  studies focus on the 
absolute level o f  a State’s treatment service needs and its response to  them. The com parative 
analysis is important because substance abuse and the substance abuse treatm ent system are 
partially national in scope and partially unique to  each state and its region. This study type helps 
state officials assess how the severity and nature o f  the sta te’s substance abuse problem s com pare 
to the substance abuse problems o f  other states in the region and in other parts o f  the country.
The study focuses on a special subset o f  states with which the N orth Charles R esearch and 
Planning Group is working. In the report, w e refer to  this group as the “Focus S tates.”

Fortunately, the Focus States represent a broad range o f  alcohol and controlled drug 
problems. As this report will show, in some states the primary substance abuse concern stems 
from illicit drug use disorders, whereas in o ther states the primary concern stems from  alcohol use 
disorders. Each state’s response to its unique substance use disorder problem depends partly on 
its own history, policy perspectives, and priorities. A state’s response also depends partly on 
national scientific developments, regulations, and funding for substance abuse services. By 
examining how a state differs from other states nationally and regionally with regard to  both its 
problems and responses, the study will help reveal each o f  the Focus S tates’ uniqueness.

Readers should bear in mind that a s ta te ’s relative status may say surprisingly little about 
the absolute severity o f  its substance abuse problem s or the state’s absolute success in meeting its 
goals with respect to the supply o f  substance abuse services. For example, while R hode Island’s 
alcohol-related traffic arrest and death rates are among the lowest in the country, traffic arrests 
and deaths are primary causes o f  arrests and deaths in the State (Buechner 1997). Previous 
studies have shown that even states which have provided relatively high levels o f  treatm ent 
services may nevertheless have a substantial am ount o f  unmet demand for services (Schlesinger et



al. 1991). Thus, it is essential that the family o f  studies examines both the relative and the absolute 
levels o f  substance abuse problems and services.

R esearch M ethods

This section describes technical aspects o f  our methodology. Readers may wish 10 skip to 
"Drug Abuse Problems" on page 5 and return to this section only if questions arise.

Indicator Selection. Because no “gold standard” exists for measuring the severity o f  
substance abuse problems among states, our methodology emphasized validity during both the 
selection o f  indicators and the construction and assessment o f  composite indexes. W e employed 
theory and empirical evidence o f  validity to select substantially reliable and valid component 
variables. Inevitably, all measurement hinges on theoretical assumptions regarding the 
correspondence between the candidate measure(s) and the concept o f  interest. Accordingly, for 
our key indexes, we selected only variables that we termed “drug- or alcohol-defined” o r “drug- 
or alcohol-coded,” where the original data collection process clearly identified the presence o f  
alcohol or drug abuse or the most closely associated problem behaviors. For example, in our 
index we included only “drug-defined arrests” (possession and sales, where there usually is a 
tested sample o f  drugs) rather than all arrests or even the categories o f  arrests (e.g., prostitution 
or burglary) in which large percentages o f  arrestees are drug users. After selecting only indicators 
that possessed high “face” validity, w e reviewed published literature in order to retain only 
indicators for which there was also empirical evidence o f  validity (see below and McAuIiffe et al. 
1999a, b for a review o f  the evidence).

To summarize the information in the several selected indicators, we created two 
composite indexes: The Drug Problem Index (DPI) and the Alcohol Problem Index (API) 
(McAuIiffe et al. 1999a, b). These com posite indexes included measures o f  deaths, arrests and 
treatment clients in the years 1991 to  1993. The specific indicators were the rates per 100,000 o f  
deaths coded as having an explicit mention o f  alcohol or controlled drugs (deaths coded with at 
least one multiple cause from a list o f  diagnoses with an explicit mention o f  alcohol or other 
drugs), drug abuse violation arrests (possession or sale o f  controlled drugs) and driving under the 
influence (DUI) arrests, and drug-only and alcohol-only treatm ent clients. W e selected these three 
components because they were available for all states (McAuIiffe et al. 1999a, b)1 and because 
there were parallel indicators for both alcohol and controlled drugs. Having tw o sets o f  parallel 
measures was highly useful from a methodological perspective. W e assessed the reliability and 
validity o f  each o f  the composite indexes and found them to meet stringent scientific measurement 
standards. McAuIiffe et al. (1999a, b) have presented a detailed description o f  the construction 
and validation o f  these indexes.

Treatm ent. O f the tw o available sources o f  national treatment data, we decided to  use the 
National Drug and Alcohol Treatment Unit Survey (NDATUS) client measure instead o f  the

'As explained in the Appendix, three states had missing data for one year o f  arrest 
statistics. These observations were estimated from the other two years o f  data for those states.
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National Association o f  State Alcohol and Drug Abuse Directors, Inc. (NASADAD) admissions 
statistics because the NDATUS survey counts individuals in treatment on a single day in both 
public and private facilities, whereas the NASADAD measure counts annual admissions in only 
publicly funded facilities. Since the same individuals may be admitted multiple times, admissions 
may overestimate the extent o f  the problem in some states. Also, the NASADAD data were 
missing for Oregon (1992), Washington (1991, 1992), and Wyoming (1991-93).

M ortality. As our alcohol mortality indicator, we used a composite o f  cases having 
diagnoses with explicit mentions o f  alcohol as a cause o f  death rather than a much longer list that 
also included many causes indirectly related to  alcohol use. W e chose this direct-cause or 
“Explicit M ention” mortality measure on theoretical grounds because we felt that it captures a 
sufficiently broad spectrum o f cases, but is not too broad. This choice was consistent with our 
preference for theoreiically unambiguous measures.

Using data from the National Institute on Alcoholism and Alcohol Abuse (NIAAA) 
County A lcohol Problem Indicators (1994, p. 4), we conducted methodological and empirical 
analyses o f  this choice. We examined tw o candidate measures from the NIAAA volume: 1) total 
alcohol mortality that included “all alcohol-related causes o f  death,” and 2) one o f  its three 
constituents, “causes o f  death with explicit mention o f  alcohol.” In this analysis, we focused on 
our concern that the total measure was too broad because its other tw o com ponents w ere far too  
inclusive. In particular, the “other alcohol-related diseases” (O ther Diseases for short) com ponent 
included all deaths due to stroke, high blood pressure, diabetes, tuberculosis, pneumonia and 
influenza, and a number o f  cancers. According to the “alcohol-attributable fractions” (AAFs) 
presented in the NIAAA volume, these deaths were due primarily to  causes besides alcohol. 
Although the counts were weighted by the AAFs, the weights are constant over states. Thus, the 
values for each state are simply a constant fraction o f  a com posite o f  deaths primarily due mainly 
to causes other than alcohol. As a result, we hypothesized that the interstate variance o f  an 
indicator based on the O ther Diseases component is m ore likely to  reflect general health rather 
than just the health effects o f  alcohol use disorders. The third com ponent o f  total alcohol-related 
mortality included “other alcohol-related injuries and adverse effects” (O ther Injuries). W e 
hypothesized that it may suffer from the same shortcom ing as the O ther Diseases data, although 
perhaps somewhat less so because the AAFs are generally higher in the O ther Injuries measure. In 
the country as a whole and every state, the combination o f  the Other Disease and O ther Injuries 
components far outnumbered the Explicit M ention component. I f  our concerns were correct, the 
total mortality measure would not be as useful as the Explicit M entions m easure for our purpose 
o f  estimating the relative prevalence o f  alcohol use disorders among states.

Analysis o f  the NIAAA data seemed to confirm our concerns. The Other Diseases alcohol 
mortality rate correlated negatively (-.22) with the Explicit M entions rate and with the Other 
Injuries rate (-. 14). The Other Diseases component also correlated negatively with DUI arrest 
rates (-.50, p<.05), NDATUS alcohol-only client rate (-.17), and m otor vehicle mortality in which 
the blood alcohol level exceeded .10 (-.23). Because the O ther Injuries rate included all traffic 
accidents, w e were not surprised that it correlated strongly positively with the DUI and traffic 
accident variables, but it had a low, negative correlation (-.03) with the NDATUS alcohol-only 
client rate. The Explicit Mentions variable correlated positively with all o f  these variables (.23 
with DUIs, .48 with NDATUS alcohol c lien ts ,. 18 with traffic accidents with BAC greater than 
.10, and .37, p < 0 5 , with O ther Injuries mortality), except the O ther Diseases measure. Age-
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adjustments had little effect on these measures or relationships. These empirical results suggested 
that the Explicit Mentions mortality indicator was our better choice.

Uniform Crime Report (UCR) Arrest Statistics. For the DPI, we used all arrests for drug 
abuse violations (possession and sales/manufacturing), but for the API w e focused on only DUI 
arrests. W e selected the State DUI arrest rate from the available UCR alcohol-defined arrest 
statistics because DUI rates are associated with problem drinking and severe consequences o f  
drinking, including m otor vehicle accidents and fatalities (Borges and Hansen 1993; Yu and 
Williford 1993; Centers for Disease Control and Prevention (CDC) 1994b; Kennedy et al. 1996; 
Mancino et al. 1996; Duncan 1997). The exact proportion o f  DUI offenders who have an alcohol 
use disorders is difficult to measure due to underreporting by arrestees and differences in 
diagnostic methods used in published studies (Chalmers et al. 1993; Lapham et al. 1995; Chang 
and Lapham 1996). Lapham and colleagues (1995) found that the rate o f  alcohol-related problems 
among drunk drivers varied depending on how one measured them. Using the Michigan 
Alcoholism Screening Test (MAST), these researchers placed 48 percent o f  male D UI offenders 
and 37 percent o f  female DUI olfcnders in the “alcoholic” category. The same study found that 
when substance abuse counselors assigned the offenders a D SM -III-R  diagnosis (American 
Psychiatric Association 1987), 21 percent received a diagnosis o f  alcohol abuse and 19 percent 
received a diagnosis o f  alcohol dependence. W e decided not to  use arrests for dam kenness in the 
index because several States did not have this category o f  arrest, and they record this offense as 
disorderly conduct or as a liquor law violation (Sterne et al. 1967; Royce 1981, p. 310). W e also 
did not use arrests for disorderly conduct in the API because disorderly conduct encompasses 
more than alcohol abuse problems, and we decided against using liquor law violations because 
they reflected retailers and other individuals that may not necessarily reflect an alcohol use 
disorder (e.g., bootlegging or furnishing liquor to a minor).

D ata Sources. This study employs existing substance abuse indicator data that the study 
team gathered from a variety o f  sources (see Appendix). The sources o f  data for the interstate 
analysis differ in some respects from the sources for intrastate indicator analyses. In particular, we 
have used data available from national sources rather than local sources in order to  achieve 
greater comparability (e.g., we used arrest statistics from the FBI rather than from each state’s 
Uniform Crime Reports offices). Before using the nationally obtained data, we examined each 
data set for the presence o f  outliers. An example o f  an outlier would be an annual rate that is as 
much as ten times higher than the previous years or subsequent years, especially when the annual 
change is not consistent with previous or subsequent changes in the data from other states during 
the same years. In such cases, we contacted the responsible state or federal agency about the 
outlying values. I f  corrected values were available, we used them. As a general protection against 
undetected or uncoirected random errors, we combined three years o f  data (1991 to 1993) in 
order to obtain more reliable composite indicators. Those years were the last three for which all 
the required data were available when the study team conducted its research on the alcohol and 
controlled drug indexes (McAuIiffe et al. 1999a, b). Also, several key national studies o f  
substance use disorder variations have employed data from those years (Folsom et al. 1996;
Bumam et al. 1997). When more recent years w ere available for individual variables, w e have 
used them where possible in descriptive analyses. Correlational analyses have shown that the 
relative position o f  states does not change very much from year to  year (McAuIiffe et al. 1999a, 
b). Consequently, we are confident that the study’s basic findings generalize to more recent years.
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Analysis. When reporting these indicators, we have frequently focused on the com parative 
nature o f  the analysis by reporting the State’s rank in the country. In all cases, the state with the 
most severe substance abuse problem is ranked Is', and the state with the least severe problem is 
ranked 50"'. W e have noted when fewer than 50 states provided data for an indicator. For our key 
alcohol and drug problem indexes, we have presented charts containing data from all states. For 
less critical confirmatory indicators, we have attempted to reduce data “overload” in the graphs by 
presenting data for states with the highest and lowest values, the median value (i.e., 50"' 
percentile, which is useful as a measure o f  central tendency for skewed distributions), and the nine 
Focus States. Because these states are heterogeneous with regard to substance use problems, they 
provide readers with a picture o f  the broad range o f problems among all states. For comparative 
purposes, w e have also occasionally included other states that are neighbors o f  the Focus States.

D rug A buse Problem s

D rug Probiwn Index (DPI). Our graph o f  the DPI reveals the wide variation among states 
in problems related to drug use disorders (Figure 1). The states with more severe drug abuse 
problems w ere New York, California, Maryland, and N ew  Jersey-all states long known to have 
acute drug problems. Mississippi and Ohio were in the middle o f  the DPI distribution, ranking 25"' 
and 26"' respectively. North D akota, Iowa, South D akota, and M ontana had the lowest drug 
index scores in the country.

The most severe drug problems w ere found in tw o clusters: the Northeastern urban states 
and the West Coast and Southwest (Figure 2). A member o f  the N ortheast cluster, Rhode Island 
had the 5m m ost severe drug abuse problem in the nation during 1991 to 1993. Neighboring 
Connecticut and M assachusetts also had high DPI scores. Nevada (ranked 7"') was part o f  the 
West Coast/Southwest high-rate cluster o f  states, along with California, New Mexico, Arizona, 
and Oregon. Colorado ranked 15"' in the country, ju s t a few DPI points below the cutoff-for the 
states in the most severe quartile. C olorado’s DPI was substantially higher than the other plains 
and mountain states that border it, although C olorado’s DPI was lower than New M exico’s. In 
the middle o f  the DPI range were Virginia, South Carolina and Nebraska, having the 29"', 34"' and 
37th most severe drug problems nationally. South Carolina arid Virginia ranked lower on the DPI 
than their neighboring states, while Nebraska, like Colorado, appears to be in a transitional area 
with neighboring states having both higher and low er rankings. Alaska was one o f  the states with 
relatively less severe diug problems (40"’). A laska’s D PI score, like M ontana’s and North 
D akota’s, reflected its rural nature. M ontana and N orth  D akota are surrounded by states in the 
lowest quartile on this measure.
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Figure 1. Drug Problem Index, 1991-93
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D rug-coded M ortality . A key component o f  the D PI counted deaths in which at least one 
o f  the multiple causes included drug dependence, nondependent drug abuse or accidental 
poisoning. New Y ork’s mean drug-coded mortality in 1991-93 (12 per 100,000) was the highest 
in the country and was more than 40 times as great as N orth D akota’s (0.3 per 100,000), which 
was the lowest. Rhode Island’s rate (4.4 per 100,000) ranked seventh in the country. The rate was
4.0 for N evada (10th), 3.2 for Colorado (1 5 %  2.0 for South Carolina (23rd), 1.9 for Virginia 
(25th), 1.5 for M ontana (29lh), 1.4 for Alaska (3 l !tt), and 0.6 for N ebraska (47lh).

D rug-defined Arrests. California had the highest drug-defined arrest rate (733 arrests for 
possession, sale, and manufacturing per 100,000 during 1991 to 1993). M ontana had the lowest 
rate, wliile N orth Dakota had the tliird lowest in the country (57 and 77 per 100,000 
respectively). The comparable rates w ere two to three times higher in Alaska (157; ranked 41sl) 
and South Carolina (163; 40th). In contrast with Rhode Island’s high drug mortality rate, its mean 
arrest rate o f  293 per 100,000 was average-2511’ most serious in the country and slightly higher

Figure 2. Drug Problem Index Scores

than N ebraska’s f264; 30th) but low er than Virginia’s (299; 24th). Rhode Island’s neighboring 
states, such as New York (675), Connecticut (556), and M assachusetts (412). had substantially 
higher drug-defined arrest rates. N evada’s drug arrest rate (583) was the fourth highest in the 
country and was rivaled by no other s ta te ’s rate in the West except California’s.
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It is also noteworthy that in low -drug-arrest-rate rural states a majority o f  the arrests 
involved marijuana, whereas in high-rate urban states a majority o f  the arrests involved cocaine 
and opiates. N evada was an exception when synthetic narcotics were included w ith cocaine and 
opiates. Arrests for sales instead o f  possession are also far m ore common in the urban than rural 
states (GAO 1990, Table VI.9).

D rug Treatment Clients a nd  Admissions. As with drug-coded mortality, N ew  Y ork had 
the country’s highest mean NDATUS drug-only client admission rate (269 per 100,000), while 
N orth D akota had the lowest rate (9 per 100,000). Rhode Island (192 per 100,000) ranked 
second in the nation behind N ew  York. Comparable rates w ere 91 for Colorado (11th), 65 for 
Nevada (17th), 57 for Virginia (20th), 48 for South Carolina (26th), 38 for N ebraska (36th), 30 for 
Alaska (40th), and 14 for M ontana (47th).

NDATUS also reports statistics on clients who were being treated for both  drug and 
alcohol use disorders (Figure 3). In 1993, there appeared to  be a trend among states with high 
rates o f  clients receiving treatm ent for drug use only to  have relatively low rates o f  cases with 
both alcohol and drug use disorders. By contrast, states such as Colorado, N orth  D akota, 
Montana, Alaska, Virginia and N ebraska had a substantial percentage o f  their treatm ent clients 
who were receiving treatment for both drugs and alcohol. As w e will show later, these states 
often have high rates o f  alcohol-related problems.

As was true for the arrest statistics, rural states have higher rates o f  persons receiving 
treatment for a marijuana use disorder, whereas urban states have higher rates o f  persons 
receiving treatment for heroin use disorders. The states with the largest percentage o f  marijuana 
treatment admissions o f  all drug use disorder admissions w ere M aine (62% ; I '1), N orth  D akota 
(55%; 2nd), Idaho (51%; 3rd), and M ontana (51%; 4 th). Above average percentages on this 
measure were also evident in Alaska (8th), Colorado (15th), and N ebraska (18th). In  the middle 
were South Carolina, Rhode Island, and Nevada, ranked 30th, S T 1, and 33rd respectively on this 
statistic. At the bottom  o f the continuum, M assachusetts, N ew  Jersey, Delaware and Georgia had 
fewer than 10% o f  their admissions for marijuana treatment.

In contrast with marijuana admissions, the states with the highest percentage o f  their 
admissions for heroin and other opiates w ere N ew  Jersey (55% ), M assachusetts (48% ), 
Connecticut (47%), and Rhode Island (47%). In the upper third w ere N evada (22% ), Colorado 
(19%), and Virginia (18%). In the middle o f  the range were M ontana (9% ) and South Carolina 
(8%). Those with the lowest percentage o f  heroin admissions included Alaska (6% ), Nebraska 
(5%), North D akota (3%), and South D akota (1%).

States with the highest percentages o f  cocaine admissions w ere in the South: N orth and 
South Carolina had more than tw o thirds o f  their drug admissions for cocaine use disorders (1st 
and 3rd nationally). N orth D akota had the smallest percentage (0.3% ) in the country, and M ontana 
was among the states with the small percentages (46th out o f  49). C olorado w as at the median 
(25th), and Nevada was slightly below  that (27th).
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Figure 3. Drug Treatment Clients
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Figure 4. Responses to Drug Abuse, 1993
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States varied in the nature o f their responses to drug dependence (see Figure 4). W hereas 
some states seem to  emphasize a treatment-services approach, other states seem to  stress a 
criminal-justice approach. To construct Figure 4, we summed UCR drug-defined arrests per
100,000 and the number o f  NASADAD drug treatment admissions per 100,000 for 1993; the 
figure describes the proportion o f  arrests and admissions for each state sum. States at the bottom  
of the graph have more admissions than arrests. South Carolina and M ontana had the largest 
percentage o f  treatment admissions. Comparing the ratio o f  NASADAD drug-related admissions 
to UCR drug-defined arrests, w e found that South Carolina had 2.8 admissions to  each arrest and 
Montana had a ratio o f  2.6 admissions for each arrest.2 Rhode Island (1.3), and Alaska (1.3) w ere 
also among the fourteen states that had more NASADAD drug treatm ent admissions than drug- 
defined arrests in 1993. Colorado (0.9) had 49 fewer admissions than arrests (295 versus 344), 
while N orth D akota (0.7), Nebraska (0.7), and Virginia (0.6) had approximately two admissions 
for every three arrests. Nevada (0.26) had one drug admission for every four drug arrests, ranking 
it 47th out o f  49 states. One possible explanation for the low ratio o f  treatm ent admissions to 
arrests is that tourists who use controlled drugs may be arrested but are unlikely to  seek treatment 
in the state. Also, Nevada ranked 34th in the per capita funds for drug abuse treatm ent allocated to 
the state from the Substance Abuse Prevention and Treatment Block Grant formula. Oklahoma, 
Tennessee, Mississippi, California, and Arizona also had many more drug arrests than drug 
treatment admissions.

The magnitude o f  the differences among the states in the ratio o f  admissions to arrests 
suggests the need for further needs assessment research and possibly new programming in the 
states with relatively few treatment admissions compared to  arrests. Responding to  concerns 
about the growing number o f  drug arrests, Arizona initiated a diversion program  in 1997 that 
sends all nonviolent first- and second-time drug offenders to treatment rather than prison 
(Substance Abuse Funding News 1999). In close coordination with the S ta te’s probation 
department, the program seeks to reduce costs and reduce recidivism.

Another perspective results when the number o f  drug treatm ent admissions is compared to 
the number o f  deaths associated with d iug dependence. A major difference between deaths and 
arrests appears to be the impact o f  marijuana. Few drug deaths result from marijuana use 
disorders, but arrests are common. Rural states such as South and N orth D akota (1st and 3rd 
respectively), Nebraska (4th), and Alaska (5th) had the highest ratios o f  treatm ent admissions to  
drug deaths. At the other end o f  the spectrum, states such as New M exico, N ew  York and 
Nevada had the lowest ratios in the country (49 states had data). This finding, as well as the 
disease and crime statistics reported below, reinforces the importance o f  N evada’s further 
research on its need for drug treatm ent services. In middle o f  the range on this measure o f  
admissions per drug-coded death were Virginia (28th), Rhode Island (29th), South Carolina (30th), 
Colorado (3 r ') ,  and M ontana (33rd).

Surveys o f  D rug Abuse. There w ere surprisingly little available survey data on drug 
dependence among the 50 states. The National Household Survey on D rug Abuse (NHSDA)

2South Carolina’s UCR daig-defined arrests declined sharply from 1991 (13,701) to 1992 
(1,223), and then increased in 1993 (2,415). These figures should therefore be interpreted only in 
conjunction with confirmation from other data sources.
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currently plans to  expand its sample to include all states. In a recent study, Folsom et al. (1996) 
estimated state-level drug dependence rates for the 26 states that were most represented in the 
N HSDA’s sample during 1991 to 1993. Each o f  the 26 states contributed at least 300 cases to the 
three year sample. The model used NHSDA data, social indicator data (deaths, arrests), and 
census statistics. Unfortunately, among the states upon which this report focuses, only Virginia 
and South Carolina were covered sufficiently by the NHSDA during 1991 to  1993 in order to be 
included in the study. Both states were estimated to have past-year drug dependence rates (1.18% 
for South Carolina and 1.11% for Virginia) that were below the national estimate (1.24%). For 
sake o f  comparison, we should note that Virginia’s DPI ranked slightly higher than South 
Carolina’s (29th and 34th respectively). Oregon had the highest Folsom drug dependence estimate 
(1.99%), while W est Virginia had the lowest (0.84%).

Although based on some o f the same indicator data, the DPI and the Folsom et al. drug 
dependence estimates were not significantly correlated with each other (McAuIiffe et al. 1999a). 
One key difference between the DPI and the Folsom et al. estimates is that the N H SD A ’s drug 
dependence measurements, upon which the Folsom et al. estimates depend most, overwhelmingly 
reflect marijuana use disorders rather than cocaine and opiate use disorders. For example, in our 
own analyses o f  the 1995 NFISDA, we found that there were 409 persons who met criteria for 
current dependence on marijuana and 94 w ho met criteria for cocaine dependence. The 
comparable statistics for 1996 were 456 and 104 respectively. In 1995 and 1996, about half as 
many subjects reported using heroin in the last year as were dependent on cocaine in the last year. 
Thus, the NHSDA estimates are likely to be good predictors o f  treatm ent needs only in rural 
states, where treatm ent for marijuana abuse is predominant.

In the absence o f  adequate survey data for half o f  the states, Bum am  et al. (1997) recently 
developed synthetic estimates o f  the drug dependence rates in all states (Figure 5). In this effort, 
Bumam et al. developed a statistical model o f  1991 to 1993 NHSDA data. The statistical model 
related demographic characteristics to  drug dependence as measured by the “Rand Criteria,” an 
approximation o f  the dependence criteria o f  the American Psychiatric Association’s D iagnostic 
and Statistical Manual, 3rd edition revised (DSM -III-R). The authors applied this equation to  
census statistics to estimate the percentage o f  people in each state that w ere drug dependent.

Unfortunately, the resulting synthetic state drug dependence estimates failed to  correlate 
with the DPI estimates (r=-.03) (see McAuIiffe et al. 1999a), and many o f  the Rand synthetic drug 
dependence estimates appeared to  be somewhat implausible (e.g., W yoming ranked 6lh, M ontana 
ranked 9th, Utah ranked 11"1, and Vermont ranked 13th in the country, whereas N ew  Y ork ranked 
46th, Illinois ranked 47U|, and N ew  Jersey ranked 49th). M oreover, comparison o f  Figures 2 and 5 
reveals that the regional patterns o f  drug use disorders differ markedly depending on whether the 
DPI or the Rand estimates are used. W hereas the DPI identified the coasts as the major areas 
where drug problems are found, the Rand estimates suggest that all o f  the states with severe drug 
problems are in the W est (including Alaska, Nevada, Montana, and Colorado), even though most 
o f  those states did not contribute an average o f  100 cases to the N HSDA  sample in each o f  the 
three years. Also, the m ost severe drug problems exist only in the West. Similarly, the 
inadequately sampled New England states w ere also estimated to have above average drug 
dependence rates. Because o f  the dominance o f  marijuana in the N H SD A  data, the obvious 
impact o f  regional factors on the synthetic estimates, and the extrapolation required for states that 
are not well represented in the NHSDA sample, these estimates must be interpreted w ith care.
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According to the synthetic estimates, the rates o f  drug dependence in the Focus States 
were highest for Alaska (2.71% ), N evada (2.57% ), and Colorado (2.50)%. M ontana’s estimate 
was 2.30%. Rhode Island’s rate o f  drug dependence was 1.79%, ranking it 16th in the country. 
Although Rhode Island’s ranking w as lower than it was for the other drug indicators reviewed so

Figure 5. Synthetic Estimates of Percent of 
Population Meeting RAND Criteria for Drug

Dependence
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far, the Rand estimate o f  the percentage o f  drug dependent persons in Rhode Island is in the 
upper third o f  all states with regard to  severity and is one o f  the highest o f  any East Coast state 
according to this measure. Virginia’s synthetic estimate ranked above average (22nd), whereas 
South Carolina’s ranked just below average (27"'). Nebraska and N orth D akota w ere ranked 36th 
and 37"' respectively.

Drug-relatecl Diseases. S tates with high rates o f  drug use disorders, especially with regard
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to drugs such as heroin, cocaine and other injectable drugs and drugs that are commonly 
exchanged for sex, should be at risk o f  outbreaks o f the contagious diseases associated with drug 
abuse. Our correlational analyses showed that the state mean IV-AIDS case rate for 1991 to 1993 
correlated strongly with the D PI and each o f its components (McAuIiffe et al. 1999a). The DPI 
was also significantly correlated with tuberculosis, syphilis, and hepatitis B. Although only a 
portion o f  the infections due to  these three diseases stem from drug use, they may be used as a 
gauge o f  the public health impact o f  drug dependence on states.

Between 1991 and 1993, the mean rate o f injection-related AIDS cases was highest in 
New York, New Jersey, Connecticut, and Maryland; it was lowest in M ontana (44m), N orth

Figure 6. Contagious Diseases Associated with Drug Abuse
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Dakota (45Ul), Idaho 46Ul), and South D akota (47lh) (Figure 6). Alaska was not one o f  the 47 
states for which IV-AIDS data were available. For reasons that are not entirely understood by the 
scientific community, the risk o f  AIDS has been lower in California than one might expect. 
California’s rate ranked 11"' in the country, even though California’s DPI was 2nd highest in the 
country. N evada’s rate was eighth highest in the country and the highest rate in the West. Rhode 
Island’s rate ranked 10lh most severe in the country, while C olorado’s ranked 18th and Virginia’s 
ranked 20"‘.

The other reportable diseases that are known to occur as a result o f drug abuse follow the
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same trends among the states, although each disease has its unique features. After IV-AIDS, 
tuberculosis had the highest correlation with D PI (f =.59, p<.05). The rate o f  tuberculosis in 1995 
was highest for New York, and N orth D akota was second lowest behind Vermont. H owever, 
some states had higher or low er rates than would be predicted by their DPI scores. F o r example, 
Alaska’s 1995 TB rate was fourth in the country, and South Carolina’s rate w as 13a' in the 
country, even though their D PI rankings w ere not as high. Colorado’s and N ebraska’s TB rates 
w ere 38“' and 46U| nationally, despite their higher DPI rankings.

Syphilis is known to  be associated with injection drug use and the exchange o f  drugs, 
especL..y crack cocaine, for sex. However, inspection o f  the interstate distribution o f  1995 
syphilis rates reveals that the disease is endemic in the southern United States. The correlation 
between syphilis and DPI w as .32. When southern states are removed, the ordering o f  the syphilis 
rates o f  the remaining 34 states resembled the D PI distribution. New Y ork had the highest syphilis 
rate, while N orth Dakota had the lowest rate. Nevada, Rhode Island and Colorado w ere in the 
upper half o f  the distribution; Alaska, Nebraska, and M ontana were in the low er half o f  the 
distribution.

O f the four contagious diseases, the 1991-93 hepatitis B had the low est correlation with 
DPI (r=.27, p<.05) (McAuIiffe et al. 1999a). All nine o f  the states with the highest rates o f  
hepatitis B in 1995 were located in the W est o r South, with the highest ra tes o f  hepatitis B 
occurring in N ew  Mexico and Tennessee. As is evident in Figure 6, N ew  Y ork’s hepatitis B rate 
was lower than its rates for o ther drug-related indicators. The other states upon which we are 
focusing and their hepatitis B ranks were N evada (15Ul), Colorado (21flt), M ontana (25th),
Nebraska (31), Alaska (32), Virginia (38), South Carolina (41st), Rhode Island (46th), and North 
D akota (48th). M ontana’s and Alaska’s ranks w ere somewhat higher than would be expected from 
their DPI scores, whereas Rhode Island’s rank was low er than its drug problem rates would lead 
one to  expect.

D rug-related Crimes. Certain categories o f  property crimes have long been linked to drug 
abuse. Recent studies o f  arrestees have found that a large percentage o f  the persons arrested for 
robbery, burglary, and prostitution test positive for drugs o f  abuse, and a large percentage o f 
arrestees self-report symptoms that meet the criteria for a diagnosis o f  substance abuse or 
dependence (McAuIiffe et al. 1999a). S tate rates o f  these crimes correlate significantly with the 
DPI rates. Like drug-related contagious diseases, these associated arrests may be used as an 
indicator o f  the impact o f  drug use disorders on a state. Although the prostitution rate for Nevada 
reflects its unique character, these crime rates appear to  confirm the D PI scores o f  the Focus 
States.
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Figure 7. A rrest Rates for Drug-related Crimes, 1993 
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Homelessness. Drug abuse is known to be prevalent among the homeless. In many cases, 
drug abuse caused the person to become homeless, while in other cases it appears that homeless 
people began using drugs because they felt that they had nothing to lose. The DPI scores 
correlated significantly with the states’1990 Census rates o f  homeless persons living in shelters 
(r=.69, p< 05) and on the street (r=. 48, p< 05). States with the most severe drug abuse problems 
(e.g., New York, California, and Nevada) have large homeless populations both in the street and 
in shelters. The smallest homeless populations w ere in Mississippi, Arkansas, and South Carolina. 
The only states that w ere surprises in Figure 8 w ere Rhode Island (relatively low rate o f  
homelessness despite a high rate o f  drug dependence), as well as Alaska and M ontana (the 
opposite).
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Figure 8. Homeless in Shelters and on Street
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Summary: Drug Dependence
According to the Drug Problem Index, the states with the most severe controlled drug- 

related problems were in the N ortheast and the W est Coast, while the states with the least severe 
drug problems were in the Northern Plains and Rockies. New York and California had the most 
severe problems caused by the population’s use o f  controlled drugs. Rhode fsland and Nevada 
were also among the states most plagued by drug use disorders, ranking 5"' and 7"' respectively. 
However, the two states differed noticeably in the number o f  drug treatment admissions versus 
arrests and with regard to the consequences o f drug dependence such as contagious diseases, 
property crimes, and homelessness. C olorado’s DPI ranked the state’s daig problems 15"' in the 
country, while Virginia’s, South Carolina’s and N ebraska’s drug problems ranked 291'1, 34m and 
37"' most severe. Among the states ranked lowest with regard to controlled daig  problems were 
Alaska (ranked 40"1), M ontana (47lh), and North Dakota (50"'). These DPI scores were confirmed 
by similar rankings on drug-related rates o f  diseases and crimes. M ontana and South Carolina had 
the highest ratios o f  daig  treatm ent admissions per drug arrest in the nation. Virginia, Nebraska 
and North Dakota were in the middle o f  the range on that statistic. The analysis o f  these statistics 
suggests that Nevada has a relatively severe daig  problem compared to other states, and Nevada 
may have the clearest opportunity to respond by increasing the utilization o f  treatment services.
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Alcohol Problem Index (API). According to McAuIiffe et al.’s (1999b) validated Alcohol 
Problems Index (based on deaths with explicit mention o f  alcohol, drunk driving arrests, and 
alcohol-only cFrnts), N ew  Mexico had the nation’s most severe alcohol problems, while Hawaii 
had the least severe alcohol problems. With some notable exceptions, the states in the highest 
quartile were primarily rural and in the West. Relative to other states, the Focus States had more 
severe alcohol problems than drug problems. C olorado’s alcohol problems ranked second in the

Alcohol Problems

Figure 9. Alcohol Problem Index
1991-93
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country, while A laska’s ranked fifth. N one o f  the Focus States ranked near the bottom , with 
Virginia (ranked 33rd) and Rhode Island (ranked 32nd) having the group’s lowest rates during 
1991 to 1993 (Figure 9). Nevada ranked 27th, ju s t tw o API points below the midpoint o f  the 
distribution. The remaining Focus States ranked above the median: South Carolina (10Ul),
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M ontana (13lh), Nebraska (19th), and N orth D akota (20th)

Figure 10. Explicit Alcohol 
Mortality Rate, 1991-93
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Causes o f  Death with Explicit M ention o f  Alcohol. A key component o f  the API, alcohol 
mortality has long been used as an indicator 'th e  severity o f  an area’s alcohol problems. Our 
own research suggests that deaths with explic: mention o f  alcohol are the best available indicator 
(see above and McAuIiffe et al. 1999b). Inspection o f the distribution o f  this indicator in Figure 
10 reveals that Alaska had the highest rate in the country, and closely behind it w ere Colorado 
(ranked 3rd), M ontana (5th), and South Carolina (6th). Nevada and North D akota were also high in 
the distribution o f  deaths with explicit mention o f  alcohol (10th and 13th), Rhode Island ranked 29th 
with regard to our alcohol mortality indicator. Rhode Island ranked 25th for deaths due to alcohol 
dependence and 19th for deaths due to alcoholic cirrhosis in 199. to 1993. With regard to the 
latter variable, N evada (2nd), South Carolina (3rd), Colorado (6th), N orth D akota (9th), Alaska 
(13th), and Nebraska (16th) also had disturbingly high relative rates. O f the Focus States, Nebraska
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(37,h) and Virginia (40th) had the lowest rates o f  deaths explicitly caused by alcohol. Hawaii had 
the lowest explicit alcohol mortality rate in the country. C olorado’s 1991-93 mean death rate due 
to alcohol dependence was more than four times as great as H aw aii’s (11.6 versus 2.5).

D riving Under the Influence Arrests. For our problem index, we wanted to include a 
m easure o f  arrests and decided to focus on drunk-driving arrests. D runk driving is one o f  the most 
com mon causes o f  arrest in the United States, and a large percentage o f  drunk drivers have been 
found to have alcohol use disorders according to a variety o f  standardized measurements 
(McAuIiffe et al. 1999b). O ther alcohol-related arrest statistics, such as drunkenness and liquor 
law violations, were not used because o f  the inconsistency among states with regard to these 
offenses (e.g., some states report drunkenness arrests, others do not).

Figure 11. Driving Under the Influence 
Arrests, 1991-1993
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The highest rate o f  drunk driving arrests was in New M exico, and the lowest was in Rhode 
Island. N orth Dakota, M ontana, and Virginia were about average. Colorado, Alaska, and 
Nebraska had the highest drunk driving rates among the Focus States. Nevada and South Carolina 
were below average on this statistic. As a highly urban state, Rhode Island’s drunk-driving arrest 
statistics ranked dead last, even though the State ranked 10,h nationally according to  the Centers 
for Disease Control’s Behavioral Risk Factor Surveillance Survey (BRFSS) statistics on the 
percentage o f  the population that reported driving after drinking (Figure 12). Comparison o f  
Figures 11 and 12 reveals other similar, if  smaller discrepancies between the DUI arrests and the 
relevant telephone survey data for Alaska, Colorado, N orth D akota, and Nevada. For example, 
Nevada ranked 31st on DUI arrest rate but 3rd on the BRFSS statistics. Because o f  the wording o f  
the BRFSS question, it is possible that the survey and arrest statistics focus on different parts o f  
the drinking and driving picture.

Figure 12. % BRFSS Respondents Who Drove After Drinking
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The state rates o f  m otor vehicle fatalities where drivers or non-occupants had a blood alcohol 
concentration exceeding .10 are presented in Figure 13. M ontana’s m otor vehicle fatality rate with 
BAC>. 10 was one o f  the highest in the country, substantially higher than its DUI rate. The 
reverse was true for Nebraska. Rhode Island’s relatively low D U I statistics were confirmed by the 
State’s ranking o f  46lh lowest with regard to motor vehicle fatalities in which the blood alcohol 
content was at least .10. Rhode Island’s overall m otor vehicle fatality rate was 50"' in the country 
for 1993.

Figure 13. Motor Vehicle Fatalities with B A O .1 0
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Survey Statistics. As we found when discussing drunk driving measures, the BRFSS survey 
estimates o f  binge drinking and chronic drinking were not strongly related to the API and other 
alcohol indicators. Similarly, N HSDA drug dependence estimates were not strongly related to the 
DPI. Wilson et al. (1983) has argued that surveys and indicators measure different aspects o f
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substance abuse. Surveys are thought to measure less severe aspects o f  alcohol abuse. The 
BRFSS’s definitions o f  “chronic”  (60 or more drinks a month) and “binge” (5 or more drinks at 
least once in the last month) drinking may not be as severe as the usual meaning attached to these 
terms. For example, in the Diagnostic Interview Schedule (Robins et al. 1989) binge drinking is 
defined as drinking without stopping for at least several days. Presumably, such a binge would 
involve substantially more than five drinks. Consequently, readers may interpret these survey 
statistics as including moderate to  heavy drinking as well as problem drinking. Further research is 
needed to clarify this lack o f  association between key alcohol measures.

Figure 14. 1993 BRFSS Survey Drinking Estimates

Percent

States (rank binge, chronic)

To illustrate the practical impact o f  this statistical concern on our interstate comparisons, we 
examined Rhode Island’s, North D ako ta’s and M ontana’s measures. Although Rhode Island was 
among the states with the lowest rates o f  DUJs and alcohol mortality, Rhode Islanders ranked 5lh 
in the country in the percentage o f  household residents that reported drinking in last 30 days in 
the 1993 BRFSS survey. In the same study, the percentage o f  respondents in the State reporting 
“chronic use” ranked 5Ul in country, and the percentage o f  Rhode Island residents who reported 
“binge” drinking ranked 7'1' (Figure 14). By contrast, North D akota and M ontana had low rates o f  
“chronic” drinking, even though both states have high rates o f  m otor vehicle fatalities, explicit 
alcohol mortality, and DUI arrests. The binge drinking survey statistics for those two states were
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higher and therefore more in line w ith other indicators. These anomalies are less evident for the 
other Focus States, where the relative order among the states is reasonably consistent with the 
ranks observed for other indicators. South Carolina and Virginia had relatively lower rates than 
Alaska, Nevada, and Colorado. N ebraska’s binge drinking rate was high, but its clironic use rate 
was low. That divergence may reflect the sta te’s variability on the other indicators such as alcohol 
mortality (low) and DUI rates (high).

Figure 15. Mothers Who Had 3-4 Drinks per Week
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D iseases with Explicit M ention o f  Alcohol. According to 1992 birth certificate information, 
the percentages o f  mothers o f  newborns who admit drinking 3-4 drinks per week were relatively 
high in most o f  the Focus States (Figure 15). Somewhat surprising was that Rhode Island ranked 
19"' highest in the country.

The CDC has begun collecting data on risk factors, including alcohol, for tuberculosis cases. 
In 1996, 49 states had reported TB risk-factor data. Alaska and South Carolina had the highest 
rates in the country with regard to the TB rate in which the disease was associated v/ith excessive 
alcohol consumption. Nevada ranked 15"', M ontana 17"*, Colorado 18"', Virginia 22"d, and Rhode 
Island 23rd out o f  40.
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Figure 16. Clients in Treatment 
for Alcohol Problems, 1993
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A lcohol Treatment Services. A lthough the Focus States were at or near the top o f  the ranks 
among states for nearly every alcohol indicator, including the API, they had somewhat lower 
rankings with regard to alcohol-only treatm ent clients. W j jng  had the country’s highest rate 
for this indicator, and the highest rates for Focus States w ere C olorado’s (41'1) and South 
Carolina’s (9th). It is noteworthy that C olorado’s rate o f  treatment clients exceeded W yoming’s 
when we considered clients receiving treatm ent for alcohol only as well those receiving treatment 
for both alcohol and drugs. Several states, including Alaska, Colorado, Nebraska, and N orth 
Dakota, also had substantial numbers o f  clients who were being treated for both alcohol and 
controlled drugs. For example, N orth D akota ranked 2 l sl on the alcohol-only variable, but it 
ranked 9Ul with regard to persons being treated for both drugs and alcohol. Even when persons 
who are being treated for both alcohol and drugs are included, Nevada and M ontana did not have 
as many alcohol treatm ent clients as one might expect based on need indicators such as alcohol 
mortality. N evada’s alcohol-only client rate ranked 46"' in the nation despite the S tate’s relatively
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high alcohol mortality rate, maternal drinking, motor vehicle fatalities associated with 
drunkenness, chronic and binge drinking, and DUI rates. An exception is R hode Island, which 
ranked 13* even though its other alcohol indicators suggest that its alcohol problem s are not as 
severe as its controlled drug problems, o r as alcohol problems found in other states. As with drug 
problems, Rhode Island has done a relatively good job providing treatm ent services to  its 
residents. Virginia was about average with regard to the alcohol-only clients (24th for alcohol only 
and 291)1 for alcohol and drugs).

Summary Alcohol Problems
Analysis o f  the Alcohol Problem Index and related measures showed tha t the Focus States as 

a group had relatively severe rates o f  alcohol problems. W hereas several o f  these states had low 
DPI scores, the lowest API scores for the group were Virginia’s (33rd) and R hode Island’s (32nd). 
Colorado, Alaska, South Carolina, M ontana, Nevada, and N orth D akota had API scores 
indicating some o f  the most severe alcohol problems in the nation. These index scores were 
generally confirmed by other alcohol-related indicators, with the possible exception o f  some 
survey indicators. Some o f  the states, especially Nevada and, to  a lesser degree, M ontana, 
appeared to lack alcohol treatm ent services to  meet this level o f  need.

Conclusions

Summary o f  Indicator Findings

According to  the Drug Problem Index, the states with the most severe controlled drug-related 
problems w ere in the N ortheast and on the W est Coast, while the states with the least severe drug 
problems w ere in the Northern Plains. N ew  York and California had the m ost severe problems 
caused by the population’s use o f  controlled drugs. Rhode Island and N evada w ere also among 
the states most plagued by drug abuse, ranking 5* and 7* respectively. Colorado ranked 15th in 
the country, while Virginia, South Carolina and Nebraska ranked 29*, 34* and 37* most severe. 
Among the states with the lowest controlled drug related problems w ere Alaska (ranked 40*), 
Montana (47*), and North D akota (50*). Nevada had relatively few treatm ent admissions 
compared to deaths and arrests related to drug use disorders.

According to  our Alcohol Problem Index (API) for 1991 to  1993, the states with the most 
severe alcohol-related problems (deaths with explicit mention o f  alcohol, arrests for drunk driving, 
and alcohol-only treatment clients) w ere in the West: N ew  M exico, Colorado, and California. 
Alaska was also near the top o f  the list, ranking 5* in the country. M ontana w as in the top o f  the 
distribution, ranking 13*, while Nebraska and N orth D akota w ere in the upper half o f  the 
distribution, ranking 19* and 20* respectively. N evada’s alcohol problems w ere in the middle o f  
the distribution, ranking 27* most severe. Rhode Island’s alcohol problems ranked 32nd and 
Virginia’s ranked 33rd most severe nationally.

How Well Do Treatment Services M atch Treatment Need?

A critical question is whether a state’s treatment services are in line with the relative severity 
o f  its substance abuse needs. A lthough social indicator studies can address this issue only on a 
relative basis, such information is useful for both scientists, policy m akers and state officials.
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Inspection o f  the combined alcohol and drug treatment per capita utilization data from the 1993 
NDATUS surveys presented in Figure 17 shows that some states appear to be providing 
substance abuse services at much higher rates chan others. For example, there was nearly a seven-

Figure 17. Substance Abuse 
Treatment Clients
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fold difference between Washington State and Arkansas in that year. The mix o f  treatm ent for 
controlled drugs, alcohol or both also varies substantially from state to state, and the mix appears 
to be unrelated to  the overall per capita rate o f clients in treatment.

To understand the variance in the supply and mix o f services, we compared the differences in 
utilization to differences in state needs during the previous three years. For our measure o f  need, 
we combined the state rankings on alcohol and drug arrests and deaths for 1991 to  1993 (see 
Figure 18). In this graph, the smaller the bars, the m ore severe the problem.

These ranks show that states vary widely in both the overall severity o f  their substance abuse 
problems and in the mix o f  relative alcohol and controlled drug problems. Some states had severe 
controlled drug problems compared to  other states, but relatively moderate alcohol related 
problems; the reverse was also true. The states with the most severe problems stemming from  
both alcohol use and controlled drug use were California, N ew  Mexico, N orth Carolina,
Colorado, Oregon, and Nevada. W hereas California and Nevada have relatively severe drug 

problems, the other four states have relatively severe alcohol problems compared to  other states. 
In the upper middle o f  the range o f  need, South Carolina, Alaska, and M ontana had more severe 
alcohol problems compared to other states, while their controlled daig  problems w ere less severe 
than in other states. Rhode Island’s treatm ent service needs stemmed more from its relatively 
severe controlled drug problems than its relatively moderate alcohol problems. Compared to  
Rhode Island, Virginia’s alcohol and controlled drug problems ranked lower in the need range and 
were more evenly balanced between alcohol and controlled drugs. N orth D akota had m oderately 
severe relative alcohol problems, but its drug death and arrest ra te : m ked near the bottom  
nationally. Consequently, N orth D akota’s combined substance abuse need indicators placed it 
among the states with the least severe overall problems: Hawaii, Utah, Pennsylvania, W est 
Virginia, Alabama, Indiana, and Iowa.

These need rankings appeared to  explain some o f  the differences among the states in the 
percentage o f  their citizens who w ere receiving treatment in 1993, but the relationship was only 
moderately strong. In Table 1, w e divided the 1991-93 need rankings and 1993 utilization 
rankings into quintiles and then cross-tabulated the tw o quintile measures. S tates with the highest 
levels o f  need, such as Colorado, w ere m ost likely to  have the highest levels o f  services as well, 
South Carolina also had a high level o f  treatm ent services to match its high level o f  treatm ent 
needs. Two exceptions were N orth Carolina and Nevada, which had services ranking them as 
about average, even though they both had the highest combined levels o f  alcohol and controlled 
drug treatment needs. The other states with the greatest gaps between needs and services w ere 
Mississippi and Georgia. M ontana and Alaska appeared to in the group o f  relatively underserved 
states.

North D akota appeared to stand out as a state with a low level o f  need, especially with regard 
to drug use disorders, and a relatively high level o f  treatm ent utilization. O ther states that had 
relatively favorable ratios o f  services to  need included Rhode Island, Nebi arka, and Virginia. As 
noted earlier, these favorable statistics are relative to other states. Evidence from surveys tha t are 
designed to measure absolute levels o f  met and unmet need have routinely found that m ost states 
have a substantial amount o f  unmet demand for services. Consequently, it is im portant to  confirm 
the findings o f  these social indicator analyses by examining state-level survey data on treatm ent 
need and unmet demand.
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Figure 18. Substance Abuse Treatment Need 
Ranks of Deaths and Arrests, 1991-93
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Table 1. Substance Abuse Treatm ent N eed and Utilization o f  Treatment Services

Treatment
Utilization
(1993) Treatm ent Need (1991-93)

Low est (V) Low  (IV) M oderate
(III)

H igh (II) H ighest (1)

H ighest(I)
M L, Rl, DM Ml

W A , NY, |
O R , C O , I 
M I). CA  S

High (2)
M ) M A VVY, FI., KS

C T , N J, K Y ,|
s c  t NM

M oderate (3)
I IT, PA, IN

N ik  VVL 
O H , VA. II, \ K AZ

Low (4)
VT. \Y V O K

LA, 
SI), TX TN, M O NO, NV

Lowest (5) ID, 10 , AL, 
H I

N H , M N , 
A R

M T MS, CA

Note: Treatment Utilization is the total number o f clients in treatment as measured by the NDATUS surveys in 1991 to 
1993. Treatment Need is the sum o f the ranks for the state rates o f drug mortality, dnig arrests, DUI arrests, and alcohol 
mortality (explicit mention).

Placing Alaska’s Controlled Drug and Alcohol Problems in Perspective

Alaska’s residents had severe alcohol problems during the study period o f  1991-1993. 
According to the com posite Alcohol Problem Index, the S tate’s alcohol problems ranked 5lh in the 
country. Alaska’s alcohol mortality rate was Is' in the country, and the BRFSS survey ranked the 
State 2nd in percentage o f  its residents w ho are chronic drinkers. Further supporting evidence o f  
alcohol problems was Alaska’s rank o f  1st in percentage o f  newborns whose m others had 3-4 
drinks per week, and the S tate’s rank o f  1st in fetal alcohol syndrome rate.

Alaska’s drug abuse problems appeared to be less severe than those found in m ost other 
states. Accoruing to the Drug Problem Index, the S tate’s drug problems ranked 40m in the 
country. The low D PI scores were confirmed by Alaska’s relatively low ranking with regards to 
crimes and diseases associated with drug abuse. For example, the State had a low ranking for 
Robbery (32nd), Prostitution (33rd), H epatitis B (32nd), and Syphilis (38th).
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An exception among the series o f  drug indicators was the Rand Corporation’s synthetic 
estimate o f  the percentage o f  A laska’s residents meeting diagnostic criteria for “drug 
dependence.” According to the Rand estimate, the State’s drug dependence rate  ranked l sl in the 
country. However, many o f  the Rand synthetic estimates appeared to be som ewhat implausible. 
Rand estimates suggested that all o f  the states in the West had severe drug problem s even though 
most o f  these states, including Alaska, were inadequately sampled. M ost o f  the cases o f  drug 
dependence interviewed in the National Household Survey on Drug Abuse (N H SD A ) reflect a 
marijuana use disorder. Because the synthetic estimates are based on N H SD A  data, the Rand 
estimates are probably dominated by marijuana disorders as well. Alaska ranked 8th in percentage 
o f  treatment admissions primarily for marijuana use disorders.

Overall, Alaska ranked 12th with regard to the sum o f  ranks for alcohol and drug deaths and 
arrests (Figure 18). However, the number o f  residents receiving treatment ranked low er than the 
need indicators would suggest. The NDATUS treatment client survey ranked Alaska 23rd in the 
country with regard to the proportion o f  residents in substance abuser treat ment at a single point 
in time (Figure 17). Therefore, it can be hypothesized that the State’s residents w ere relatively 
underserved because o f  the severity o f  alcohol problems (Table 1).
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Table 2. Summary of Drag and Alcohol Statistics for Alaska

Indicator (rale/100,000) Alaska's Value* Rank Nationally'

Drug Indicators:

Drag Problem Index (DPI) (91-93) 10 40

Drug-coded Mortality (91-93) 1.4 31

UCR Drag-defined Arrests (91 -93) 157 41

NDATUS Drag-only Client (91-93) 30 40

NASADAD Treatment Admissions per drag arTcsts (91-93) 1.31 11

Rand Drug Dependence Synthetic Survey Estimates (91-93) 2.7 1

Drag Related Diseases:

Hepatitis B(n=49)( 1995) 2.2 32

TB (1995) 13 4

Syphilis (1995) 3 38

Drag-related Crimes:

Robbery (n=48) (1993) 31 32

Burglary (n=48) (1993) 198 9

Prostitution (n=48) (1993) 17.50 33

Homeless in shelters (1990) .09 10

Block Grant Drag Need Index per capita (1995) 1.82 39

Alcohol Indicators:

Alcohol Problem Index (API) (91-93) 78 5

Alcohol Mortality, Explicit Mctitiixi (91-93) 28 1

UCR DUI arrests (91-93) 928 10

NDATUS Alcohol-only Client (91-93) 104 25

BRFSS

% Chronic Drinkers (1993) 5.3 2

% Binge Drinkers (1993) 19.3 4

Fetal Alcohol (1992) .10 1

% Mothers who drank 3-1 drinks/tveck per 100 live births (1992) .70 1

Motor Vehicle Fatalities, BAC>. 10 (1993) 7.9 13

Block Grant Alcohol Need Index per capita (1995)__________________________________ 2.33________________ 3________
•Whereas a low rate is guierally Favorable, a high rank is favorable. The most severe problems have a rank o fl; the least severe have a rank of
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Alcohol- a n d  D rug-coded M ortality Rates: The National Center lor Health Statistics (NCHS) 
o f the Centers for Disease Control and Prevention published the Multiple Cause o f  D eath Files for 
1991, 1992, and 1993 on CD-rom (NCHS 1997a, b, c). Coded by state or NCHS nosologists 
from death certificates (Hopkins et al. 1989), each record contains multiple causes (up to  20) and 
demographic characteristics including residence for each death. We identified all death records 
thai included at least one alcobol-abuse-coded or drug-abuse-coded cause.

Because our study’s purpose differed from studies that seek to  determine the total impact o f  
alcohol use, we included in our index only causes o f  death with explicit mention o f  alcohol (direct 
causes) according to the coding scheme used by the N IA A A ’s (1994) County Alcohol Problem  
Indicators. The International Classification o f  Diseases, Ninth Revision, Clinical M odification 
(ICD-9-CM) (U.S. Department o f  Health and Human Services, 1980) diagnoses with explicit 
mention o f  alcohol included alcoholic psychoses (ICD-9-CM  code 291), alcohol dependence 
syndrome (303), nondependeni abuse o f  alcohol (305.0), alcoholic polyneuropathy (357.5), 
alcoholic cardiomyopathy (425.5), alcoholic gastritis (535.3), alcoholic fatty liver (571.1), acute 
alcoholic hepatitis (571.0), alcoholic cirrhosis o f  the liver (571.2), unspecified alcoholic liver 
damage (571.3), excess blood alcohol level (790.3), and accidental poisoning by ethyl alcohol 
(E860.0, E 860 .1). We >. jun ted  only alcohol-related deaths for persons 12 or older in order to 
eliminate accidental deaths by non-abusers. The denom inator o f  the Alcohol-coded M ortality Rate 
is based on the entire population.

We defined “drug-coded” deaths as including drug dependence (304.0 to  304.9), 
nondependent abuse o f  drugs (305.2 to 305.9), and accidental poisoning. The largest proportion 
o f cases w ere due to  accidental poisoning. W e excluded poisoning cases that were coded as 
purposely inflicted. We defined a “drug-coded accidental poisoning” as any accidental poisoning 
involving commonly abused drugs. The ICD-9-CM  code for accidental poisoning includes 
accidental overdose, drug taking in error, and accidents in the use o f  drugs in medical and surgical 
procedures. To create our drug-coded accidental poisoning measure, we selected cases which had 
a poisoning “N” code for the drugs o f  interest and an “E” code which indicated that the 
poisoning was either accidental (E850.0 to  E858.9) or o f  undetermined intent (E980.0 to  
E980.9). W e included the undetermined category on the assumption that a majority o f  those 
cases were accidental overdoses associated with the abuse o f  those drugs. The “drug-coded 
accidental poisoning” category thus included deaths associated with ingestion o f  opiates 
(N965.0), surface anaesthetics (N968.5), other specified analgesics (N965.8), barbiturates 
(N967.0), psychodysleptics (N969.6), psychostimulants (N969.7), benzodiazepines (N969.4), 
chloral hydrates (N967.1), gluthemide (N967.5) and unspecified sedative o r hypnotics (N967.9) 
that were also assigned an accidental or undetermined intent E code (E850 to  E858.9 and E980 to 
E980.9).

We counted only drug-coded deaths that occurred in persons 12 to  64 in an effort to  eliminate 
accidental poisoning o f  children nd the elderly-groups that rarely if  ever need drug abuse 
treatment. However, the D rug-coded M ortality Rate employed the entire population in the 
denominator (see below). It was possible for a case that was counted as having a drug-coded 
death also to have one or more alcohol-coded reasons as well, and vice versa.

Appendix: Data Sources
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ND ATU S Treatment Client Rates: The Office o f  Aoplied Studies (OAS) o f  the Substance 
Abuse and Mental Health Services Administration has conduced  an annual survey o f  treatment 
providers to assess the number o f  persons in specialty substance tbuse treatm ent at one point in 
time (Office o f  Applied Studies 1993, 1995a, b). In the years used in this report, the sampling 
frame included 12,303 specialty providers o f substance abuse treatment, including public and 
private free-standing units and units in multi-purpose institutions. Identified mostly by state and 
federal agencies, these providers report information about all active clients in treatm ent on a 
specific reference day in the previous year (September 30, 1991 and 1992, and O ctober 1, 1993). 
Mailed questionnaires sent out on September 15U' collect the data. The response rate was 93% in 
the 1993 survey (Office o f  Applied Studies 1995b).

NASADAD  Alcohol Treatment Admission Rates: The National Association o f  State Alcohol 
and Drug Abuse Directors, Inc. reports treatment admissions data annually from state agencies 
(Butynkski et al. 1994; Gustafson et al. 1995; SAM IISA 1993). This survey includes data from 
only those programs that received at least some funds administered by the'sxate alcohol and drug 
agency. The admissions statistics were derived from the Client Data System (CDS), and state 
officials had an opportunity to  review the statistics for accuracy prior to their publication by 
NASADAD. The NASADAD Alcohol Treatment Admissions Rate included the number o f  
admissions per 100,000 state residents.

Alcohol- a n d  D rug-defined Arrest Rates: The Federal Bureau o f  Investigation’s (FBI) 
Uniform Crime Reporting (UCR) system reports statistics on arrests foi violations o f  state and 
local laws that are associated with alcohol abuse, including DUI arrests, drunkenness, disorderly 
conduct, and liquor-law violations (FBI 1994). The arrest statistics count only those cases in 
which the alcohol charge was the most serious (GAO 1990). Because the number o f  units within a 
state reporting to the UCR varies from year to year, the alcohol-related arrest rates w ere defined 
as these arrests per 100,000 state residents covered by the statistics for the year in question. W hen 
several apparent discrepancies were noted in the published U CR DUI data, w e called the state 
offices handling the UCR statistics. Entries were corrected for three state*. In one state 
(Delaware), all three years were corrected. In both 1991 and 1993, there w ere tw o states with 
missing data. Since they are different states, all four states reported data for at least tw o out o f  
three years. Because there were high correlations among the years (see McAuIiffe et al. 1999a, b), 
we used regression analysis to estimate the four missing observations from adjacent years.

The UCR also reports statistics on arrests for violations o f  state and local laws pertaining to 
possession, sale, growing, manufacturing, and making o f  narcotic drugs (FBI, 1994). In both 
1991 and 1993, two states had missing observations, although every state had data for at least 
two out o f  three years. As with the DUI arrests, we employed regression analysis to  estimate the 
missing observations.

Population Size Estimates: The rates analyzed in this report are based on Census estimates o f  
the entire population for 1991, 1992 and 1993 (U.S. Bureau o f  the Census 1996). W e used the 
entire population as the base o f  rates instead o f  the drug-using population because the primary 
interest for this analysis is to measure the burden o f  drug abuse on the entire state. O ther things 
held constant, states with large elderly populations have lower rates o f  abuse than states with
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small elderly populations. I f  the elderly population w ere removed from the denom inator, the 
resulting rate would overestimate the burden o f  drug dependence on the entire state (e.g., costs 
for treatm ent sendees). Age structure is a relevant cause o f  the variations in the rates o f  drug 
dependence over states. The goal o f  the present investigation is to  estimate the magnitude o f  these 
variations rather than to control them.

D rinking during Pregnancy Rates: W e obtained unpublished birth certificate data from the 
National Center for Health Statistics. The number o f  birth certificates which noted that the 
mother drank three or four drinks per week in 1992 was available for 47 states. The denom inator 
o f  this m easure was the total state populations.

D rug-related Disease Rates'. Statistics on state rates o f  IV-AIDS are reported to  the CDC 
(1994a). To verify the meaning o f the missing data and obtain corrected values if  they w ere 
avail;'.ble, w e called states with missing values. D rug-related diseases, including hepatitis B, 
tuberculosis, and syphilis, are reported to the CD C’s National Notifiable Diseases Surveillance 
System (CDC 1992, 1993, 1994d, 1995). There w ere no missing observations in the 1991, 1992, 
and 1993 hepatitis B, syphilis, and TB series. H owever, a new hepatitis case definition published 
by CDC in 1990 was not immediately adopted by all states. By calling three states to  verify large 
annual variations in their counts o f  hepatitis cases, w e obtained corrected data in one case 
(Delaware).

Alcohol-related Traffic Fatalities: Using data from the Fatal Accident Reporting System 
(FARS), the National Highway Traffic Safety Administration (NHTSA) published state- level 
estimates o f  alcohol involvement in fatal crashes for 1993 (U.S. Departm ent o f  Transportation 
1993). The NHTSA enhanced the FARS data on the blood alcohol concentration (BAC) o f  
drivers and non-occupants by estimating missing blood alcohol levels. W e used the N H T SA ’s 
estimates o f  the number o f  drivers involved in fatal crashes with a blood alcohol concentration o f  
.10 or greater. We divided these statistics by the total state population to obtain the sta te’s rate.

Block Grant A lcohol N eed  Allocation Index p e r  Capita: The Block Grant allocation formula's 
population-at-risk-of-alcohol-abuse index is expressed as a proportion o f  the total Block Grant 
funds that should go to the state. The formula equals the proportion o f  the national population 
aged 25 to  64 that resides in the state. For this paper, w e used 1992 population data, which is 
what we inferred that the government used to  calculate 1995 Block Grant allocations. The Block 
Grant allocations are based on the latest available data, which usually has sever al years o f  lag. W e 
guessed therefore that the need measures that w e used in this chapter would have been used for 
the 1995 allocation. We excluded the District o f  Columbia. To make this measure com parable to  
the other rate-based measures in this study, w e multiplied each state's proportion by half o f  the 
current total Block Grant amount and divided the dollars by the size o f  the state's total population 
in 1995. Because these population estimates are periodically updated, there may be small 
differences between the population figures that we used and those used in the actual calculation o f  
the Block Grant formula in 1995. Our index ignores adjustments for cost o f  living and state fiscal 
capacity that also determine the actual Block Grant allocations.
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B R F SS 1993 D rinking Statistics: W e used data from 1993 on “chronic use,” which CD C has 
defined as 60 or more drinks during the previous month (CDC 1994c). W e also analyzed data on 
driving after drinking and "binge drinking," which CDC defined as 5 or more drinks at least once 
in the last month.

NHSDA D irect and Bayesian M odel Estimates'. Folsom et al. (1996; Folsom  and Judkins,
1997) reported “direct” survey estimates o f  past-year drug treatment for 26 states based on the 
combined NHSDA data from 1991 to 1993. The authors also reported the model-based estimates 
o f  a range o f  variables, including dependence on illicit drugs.

R and  Criteria Synthetic Estimates: Bumam et al. (1994, figures estimated from Table 4.4) 
reported estimates o f  the percentage o f  each state’s population that met the “Rand criteria” for 
drug dependence. The Rand criteria were Bumam et al.’s (1994, p. 67) attem pt to  approxim ate the 
criteria for drug dependence o f  American Psychiatric Association’s (1987) D iagnostic and 
Statistical Manual o f  Mental Disorders, third edition (DSM -III-R). This step was necessary 
because the study used NHSDA data that covered only one o f  the nine D SM -III-R  criteria for a 
current diagnosis and partially covered four more (Epstein and Gfroerer, 1995). To satisfy the 
Rand drug dependence criteria, subjects must have reported having three o r m ore o f  eight 
“problems” in the past year with regard to a specific drug. Tne problems included 1) tried to  cut 
down or unable to cut down, 2) tolerance, 3) feeling sick as a result o f  drug use, 4) psychological 
problems due to drug use, 5) social problems due to drug use, 6) physical health problems, 7) used 
the drug daily for two weeks or more, and 8) felt dependent on the drug.
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Message from the Chair

DT: January 1999

TO: Fellow Alaskans

FR: Cheryl Mann, Chair
Advisory Board on Alcoholism and Drug Abuse

RE: Partnerships for a Healthy Alaska

There is no greater foundation for the implementation of this new state plan for 
delivery of alcohol and drug abuse services than partnerships at the local, regional 
or state level. You will find the creation of partnerships and the nurturing of new 
coalitions to be a common thread throughout this plan.

One of the enduring values of partnership development is that frequently more 
intangible resources are required than funding resources. Commitment, time and 
sharing of leadership are some of the most vital requirements. When Alaskans give 
freely of these assets, from themselves and their organizations, we will be able to 
stretch existing resources and focus new resources on our most urgent needs in the 
most beneficial and cost effective ways.

The Advisory Board can take great pride in its ground-breaking work in establishing 
treatment outcomes and raising awareness among providers and allied health 
professionals. Over the next decade we will continue to firmly embrace our 
mission to significantly reduce the devastating consequences of substance abuse on 
individual Alaskans, families and communities.

We invite each of you to find ways in which you can be a partner in achieving that 
desired result. If we can help you to identify other individuals and organizations that 
share your concerns please be sure to ask for our assistance.

Adv iso ry  Board o n  A lc o h o l ism  and  D ru g  Abuse  
P O  Box 1106U8 
Juneau A K  99811-0608

The Advisory Board's toll free telephone number is 1-808-464-8920. Assistance 
may also be requested by e.mail to A n n e  S c l iu l t z@ heaU h .s t . i t e .a k .u s

mailto:Scliultz@heaUh.st.ite.ak.us


Advisory Board Roster

As of January 1999, the Advisory Board on Alcoholism and Drug Abuse is 
composed of the following members, appointed by the Governor:

Cheryl Mann, Anchorage c h a i r  

Gerry Kasiak, Ketchikan c h a i r -e l e c t  

Delfin Lopez, Sterling r e c o r d e r -t r e a s u r e r  

Sebastian Cowboy, St. Marys

C. Joe DiMattCO, Anchorage, appointed December 1990

Donna R. Galbreath, Fairbanks

Alice Johnstone, Sitka

Loren Jones, Juneau

Anne Kinter, Juneau, appointed December 1998

Banarsi Lai, Fairbanks

Henrietta Nugen, Wasilla

Don Peter, Fort Yukon

Valerie M. Therrien, Fairbanks

Eric Tomasino, Palmer

Cristy Wilier Tilden, Dillingham

T h e  A d v is o ry  Board  a ck n ow le d g e s  the c on t r ib u t io n s  m a d e  to the  strategic p l a n n in g  process by  
m em b e r s  w h o s e  terms e x p i r e d  or w h o  m o v e d  from Alaska be fo re  the p la n  w a s  c om p le t e d :  
R o s ea n n e  Tu rne r , A n cho rage ;  a nd  S u z a n n e  D rapeaux , Juneau .
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Mission and Guiding Principles

MISSION

In partnership with the public, the Advisory Board on Alcoholism and Drug Abuse 
plans and advocates for policies, programs and services that help Alaskans 

achieve healthy and productive lives, free from the devastating effects 
of the abuse of alcohol and other substances.

♦♦♦♦♦

GUIDING PRINCIPLES

The ph i losophy of the Advisory Board on A lcoholism and Drug Abuse is to create an environment in wh ich  
ind iv idua ls can explore and expand their human potential by recogn iz ing that:

1. Alaskans have the right to seek a life free of the devastating effects of a lcohol and substance abuse.

2. The fatal diseases of a lcoholism and drug addiction are both preventable and treatable.

3. Sobriety is a posit ive lifestyle cho ice for Alaskans.

4. Prevention is as important a pub l ic  health concern as treatment is.

5. Services must respect personal and community needs in a holistic way that acknowledges cultural and
gender differences.

6. Rights and dignity of the c lient must be respected at all times.

7. Best practice standards must be used by those w ho  provide treatment and prevention services.

8. Success w i l l  be measured by improvement in health and well-being and by the e l im inat ion of substance 
abuse and the harm it causes.

9. Partnerships between commun it ic : , pub l ic  and private organizations, families and ind iv iduals are the key to 
success in fulf il ling our mission.

10. A l l decis ions and actions must focus on positive impacts on future generations.

Stale of Alaska
Advisory Board on Alcoholism and Drug Abuse
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Executive Summary

R esults that will significantly reduce the negative consequences of alcohol use by 
Alaskans is the focus of Results Within Our Reach, the Alaska state plan for 
alcohol and drug abuse services. The plan covers the years 1999-2003.

A statewide work group with expertise from many disciplines joined the Advisory 
Board as stakeholders in this planning effort. They brought commitment and 
urgency to the development of this plan. The group was able to build upon the solid 
foundation laid in Meeting the Challenge, the strategic plan for the Division of 
Alcoholism and Drug Abuse published in 1994.

This plan reflects the Advisory Board's commitment to results-based service 
delivery. It incorporates the use of indicators, strategies and performance measures 
that w ill help to monitor service delivery effectiveness.

The Advisory Board framed the process by identifying its mission and guiding 
principles. These emphasize the necessity for public awareness of the scope of the 
problem, a broad range of partnerships and personal responsibility. To ascertain 
attitudes of key informants throughout the state, the Advisory Board asked more 
than 1,000 stakeholders to indicate their level of agreement with statements about 
alcohol and drug abuse issues. More than fifty percent responded, with remarkably 
favorable levels of agreement. The Board is confident that this plan is well 
grounded and reflects community awareness of the scope of the problem it seeks to 
remedy.

T
his plan focuses on the overarching result desired for all Alaskans: that they live 
free from the negative consequences of alcohol and other drug use. It identifies 
six indicators that will be used to track progress over the coming years. Each is 

supported by sufficient data collection to calculate trends over time. The Advisory 
Board looked to staff of the Division of Alcoholism and Drug Abuse for the 
collaborative development of strategies and performance measures with which to 
implement the plan. Public testimony was solicited. Eighteen strategies emerged, 
each with a set of performance measures. The strategies recognize the essential role 
partnerships play in changing altitudes, behaviors, and community norms. The 
strategies identify special populations that require greater service capacity, 
accessibility and intensity. A specific strategy addresses the needs of chronic 
alcoholics with psychosis, who are beneficiaries of the Alaska Mental Health Trust.

In order to walk the walk that is talked about in the plan, continuous attention must 
be paid to data development. The Data Agenda section gives a comprehensive 
review of the benefits and constraints of data collection and spells out the additional

State of Alaska
Advisory Board on Alcoholism and Drug Abuse
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data tha t w il l  be required in the future. This ongo ing  data co lle c tio n  e ffo rt is 

im p e ra tive  if  the plan is to achieve its desired level o f acco u n ta b ility .

The p reven tion  and treatm ent strategies id e n tifie d  in the p lan w ill be im p lem e n ted  

b y  the D iv is io n  o f A lco h o lism  and D rug Abuse, w h ic h  has re sp on s ib ility  fo r 

m anag ing  service d e live ry  in Alaska. The D iv is io n 's  Request for Proposals (RFP) 

process w i l l  incorpora te  strategies im p lem en ta tion  in to  fun d in g  a llo ca tio n  decis ions. 

Successful grantees w i l l  deve lop  proposals tha t reflect the D iv is io n 's  g u ide lines  and 

th is p lan.

Both  the A dv iso ry  Board and the D iv is io n  w i l l  w o rk  assertively to ensure w id e  

d is tr ib u tio n  o f the plan d u rin g  the co m in g  m onths.

The D iv is io n  w il l  m o n ito r perform ance measures to assess the level, q u a lity  and 

effectiveness o f effort. O ver the next several years the D iv is io n  and the Board w i l l  

be ab le  to  ascertain the effectiveness o f selected strategies. This m o n ito r in g  w i l l  

g u ide  course corrections d u rin g  the updating  o f the p lan as the year 2003 

approaches.

E ach year the A d v iso ry  Board w il l  co lle c t the requ ired  in d ica to r data to d e te rm ine  

the exten t to w h ic h  the strategies have in fluenced  desired results. The Board 

undertakes this process being m ind fu l that it w il l  be necessary to v ie w  data ove r 

tim e  before  d e fin it iv e ly  assessing effectiveness over the long term .

The A d v iso ry  Board w i l l  w o rk  w ith  the D epartm ent o f H ea lth  and Social Services, 

A laska M e n ta l H ealth  Trust A u th o rity  and the Trust's o th e r ben e fic ia ry  advocacy 

boards to ensure an e ffective  in tegration o f this p lan in to  the C om prehensive  

Integra ted  M enta l H ealth  Plan for the state.

Slate of Alaska
Advisory Board on Alcoholism and Druy Abuse
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Background

tra teg ic  p lann ing  is an o ng o in g  process. Each phase bu ilds  on p revious w o rk

v J  and lays the founda tion  fo r fu ture  p la n n in g  efforts. In 1994, the A laska D iv is io n  

o f  A lc o h o lis m  and D rug A buse pub lished  a com prehensive  strategic p lan, Meeting 
the Challenge: A Strategic Plan for the Division of Alcoholism and Drug Abuse. This 

p lan  id e n tif ie d  trends in the externa l e n v iro n m e n t as w e ll as goals and strategies for 

the  D iv is io n  in the 1990s.

The 1994 p lan focused on fou r m a jo r trends that w o u ld  affect the D iv is io n  and 

serv ice  d e liv e ry  through the end o f the decade.

•  Level and extent o f a lcoho l, o th e r drug, and inha lan t abuse in A laska;

•  Special needs and barriers fo r specific  p op u la tion s  such as rura l residents, 

p regnant w o m e n, persons w ith  co-ex is ting  m ental illness, and w o m e n  w ith  

d ep e nd e n t ch ild re n ;

•  F und ing  sources and restric tions; and

• Increased emphasis on service d e live ry  outcom es.

A  series o f  strategies and goals w ere  deve lop ed  to address the needs o f A laskans 

w ith in  the  context o f these trends. As p red ic ted , these trends have p layed a m a jo r 

ro le  in p rogram  d eve lopm ent and service d e liv e ry  in the la tter part o f the decade. 

F urthe rm ore , these factors are p red ic ted  to p la y  an even greater ro le  in the future.

f the fo u r m a jo r trends, the em phasis on outcom es is a p ivo ta l facto r in bo th

p rogram  d eve lo p m e nt and fun d in g  a llo ca tion . In 1996, the D iv is io n  o f 

A lc o h o lis m  and Drue Abuse and the A d v iso ry  Board on A lco h o lism  and D rug 

A buse b ro u g h t together a w o rk g ro u p  to id e n tify  desired outcom es fo r bo th  trea tm en t 

and p re ve n tio n  efforts. In the Request For Proposals (RFP) issued in 1997, the 

D iv is io n  m andated the use o f ou tcom e  targets a long  w ith  m ore tra d itio n a l process 

measures. To support this m ove, s tandardized o u tcom e measures w ere  deve loped . 

They are cu rre n tly  being inco rpora ted  in to  the D iv is io n 's  m anagem ent in fo rm a tio n  

system  (MIS).

In 1994, the  M enta l H ea lth  Lands Trust c la im s w ere  settled after years o f 

lit ig a tio n . The Alaska M enta l H ealth  Trust A u th o r ity  was form ed. Its Trustees are 

charged by statute w ith  m anaging the assets o f the Trust, and p ro v id in g  resources fo r 

services to benefic iaries. Trust benefic ia ries are d e fined  as Alaskans w h o  

e xpe rien ce  one  o r m ore o f the fo llo w in g :

•  a m en ta l illness;

•  m enta l re tardation o r s im ila r d isa b ility ;

•  A lz h e im e r's  disease o r re lated dem entia ;

•  c h ro n ic  a lcoho lism  w ith  psychosis.

Stale of Alaska
Advisury Board on Alcoholism and Druy, Abuse
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Fo u r boards are responsib le  fo r addressing the needs o f these b en e fic ia ry  g roups: 

the A laska M e n ta l H e a lth  Board, the G o v e rn o r's  C o u n c il on D is a b ilit ie s  and 

Special Education, the A laska C om m ission  on A g ing  and the A d v is o ry  Board  on 

A lc o h o lis m  and D ru g  Abuse.

The A dv iso ry  Board on A lco h o lism  and D rug  Abuse plans and advocates fo r the 

needs o f ch ro n ic  a lcoho lics  w ith  psychosis. It also plans and advocates fo r 

substance abuse service needs o f all A laskans. To fu lf i l l  these respon s ib ilitie s , the 

A d v iso ry  Board has com p le ted  this 12-m onth  strategic p la nn in g  effo rt. M a n y  

A laskans have m ade va luab le  co n trib u tio n s  to  the process.

F irst, the Board in v ited  a g roup  o f 25 A laskans w ith  special in terest and expertise  

in subsf ^ e  abuse issues to partic ipa te  in the Strategic P lann ing  W o rk  G ro up . 

They m et i i i i i .u lly  in Septem ber 1997 fo r o rie n ta tio n  to the A d v iso ry  Board 's g u id in g  

p rin c ip le s  and m ission, and to becom e acqua in ted  w ith  the results-based m o de l 

deve lop ed  by M ark  Friedm an. M r. Friedm an is a p o lic y  consu ltan t to the A laska 

Legislature, the O ffice  o f M anagem ent and Budget, and the A laska M e n ta l H ea lth  

Trust A u th o rity . The w o rk  g roup  partic ipan ts  are g ra te fu lly  a cknow ledg ed  in 

A p p e n d ix  A.

To test the assum ptions on w h ic h  to  base the revised plan, the A d v iso ry  Board 

sent a fifteen-question  survey to m ore than 1 ,000 key in form ants  th ro u g h o u t the 

state. W ith  a response rate o f 51 %, the results ind ica ted  an o v e rw h e lm in g  sense 

that substance abuse, p a rticu la rly  a lco ho lism , is the most pressing health  p ro b le m  in

he W o rk  G roup  form ed three teams: the Results Team, the Ind ica tors Team , and

the Strategies and Perform ance M easures Team . O ve r a seven-m onth  p e rio d , 

the teams deve loped  a set o f desired results and ind ica tors, each team b u ild in g  on 

the w o rk  o f the previous group. In Jy 1998, the fu ll A d v iso ry  Board, D iv is io n  o f 

A lc o h o lis m  and D rug Abuse staff, and o the r key stakeholders jo in t ly  d e ve lo p e d  

strategies and perform ance measures.

In this m anner, the desired results, ind ica to rs  o f the ir ach ievem ent, strategies for 

success and perform ance measures w e re  id e n tified . W ith  these key e lem ents in 

p lace, sources o f re liab le  data w ere  exam ined  and baseline data co lle c tio n  began. 

The draft plan was rev iew ed  by the o rig in a l W o rk  G roup  in Septem ber 1998. P u b lic  

tes tim o ny  and co m m en t w e re  received in N o ve m b e r and D ecem ber 1998. This 

fina l d o cu m e n t reflects the A dv iso ry  Board 's p lan based on those th o u g h tfu l and 

co lla b o ra tive  efforts.

the state.

Stale of Alaska
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About this plan...

This stra teg ic plan w ill serve a nu m be r o f purposes over the next fou r years. M o st 

im p o rta n tly , it w il l  gu ide  the A d v iso ry  Board and the D iv is io n  in p la n n in g  efforts to 

e lim in a te  the negative consequences o f a lcoho l and o ther d rug  use. It is the 

fra m e w o rk  fo r co n tin u in g  assessment o f service needs th rou g ho u t A laska. It w i l l  

he lp  track the  extent and q u a lity  o f o u r efforts. F ina lly , it offers strategies that 

encourage stakeholders, c lients, and co m m u n itie s  to address issues fo r th r ig h tly  in 

w ays that w i l l  achieve and sustain loca l benefits.

This p lan is o rgan ized in the fo llo w in g  m anner:

The M odel. The m odel was deve loped  by M a rk  Friedm an, o f the Fiscal P o licy  

Institu te , B altim ore , M ary land . O ne  o f the c o m p e llin g  reasons fo r using this m odel 

is that it is also be ing  used by o the r State agencies and the Legislature as a m ethod  

fo r d e ve lo p in g  budgets and program s based on desired results.

R esults and  Ind icato rs. Desired results are in this section. The ind ica to rs  w i l l  

m easure progress tow ard  ach iev ing  these results. Each in d ica to r inc ludes a g raph ic  

representation  o f recent trends and the source o f the data used to create the chart o r 

graph.

S tra teg ies and  P erfo rm an ce  M easures. The strategies that have been selected to 

m ove  us tow ard  desired results are in this section. Each strategy inc ludes a series o f 

perfo rm ance  measures that w il l  he lp  chart progress.

D ata  A genda. Some va luab le  data are not ava ilab le . The data agenda id e n tifies  

des irab le  data that support ex is ting  ind ica to rs and data that w o u ld  support o th e r 

p o te n tia lly  advantageous ind ica tors.

Im p lem en ta tio n . This section identifies  the fou r d is tin c t im p le m e n ta tio n  efforts that 

are requ ired  in o rde r for the p lan to rem ain a useful too l ove r tim e.

Sialo of Alaska
Advisory Board on Alcoholism and Druy Abuse

9



Results and Indicators1

The b eg in n in g  p o in t fo r d e ve lo p m e n t o f the strategic plan fo r a lco h o l and d ru g  

abuse services is to id e n tify  the desired results o r outcom es. A p p ro p ria te  strategies 

and perfo rm ance  measures f lo w  from  those results.

Results  are c o n d itio n s  o f  w e ll b e ing  in  in d iv id u a ls , fam ilies , a n d  c o m m u n itie s ,

a cco rd in g  to Friedm an. D esired results are abstract and not easily  m easurable.

T hey are also o f an e n d u rin g  nature. They are not expected to  change q u ic k ly . 

These desired results w i l l  be the focus fo r the p la n n in g  and service d e liv e ry  e ffo rt at 

the state level o ve r a p e rio d  o f years.

In d ic a to rs  a re  m a rke rs  th a t g ive  som e d is t in c t in d ic a tio n  o f  p rogress. These are 

measures fo r w h ic h  data are re ad ily  ava ilab le . W h ile  there arc m any sources and 

types o f ava ilab le  data, o n ly  those measures that score h igh in data pow er, p ro x y  

po w e r, and co m m u n ic a tio n  p o w e r are used.

D a ta  p o w e r  is an in d ic a tio n  o f the accuracy, a va ila b ility , and consis tency o f data 

across the d iverse  reg ions o f the stale. It also takes in to  accoun t the re g u la rity  w ith  

w h ic h  the data is co lle c te d .

P ro xy  p o w e r  is an in d ic a tio n  o f h o w  w e ll the data says so m eth ing  o f centra l 

im p o rta n ce  about the result.

C o m m u n ica tio n  p o w e r  is an in d ica tio n  o f h o w  w e ll the in d ica to r is und e rs too d  b y  

the  desired aud ience. W h e n  the ind ica to rs  are pub lished , dec is ion-m akers as w e ll 

as the general p u b lic  m ust be ab le  to  m ake the co nne c tion  be tw een the results tha t 

are desired and the data reported .

1 Mark Friedman, Fiscal Policy Institute, Turnim; the Curve. 1996
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Desired Results

A laskans liv e  fre e  fro m  the  nega tive  consequences o f  a lc o h o l a nd  o th e r  d ru g  
use.

The A d v iso ry  Board's v is ion  o f a healthy, p rodu ctive , and happy soc ie ty  is one 

that is free from  the negative consequences o f a lcoho l and o th e r d ru g  use. The 

fo u n d a tio n  o f this p lan rests on the Board's co m m itm en t to s ign ifican t re d uc tio n  in 

those negative  consequences. The consequences are apparent in per capita  

co nsu m p tio n , D U I co n v ic tion s , a lco ho l o r d rug  related conv ic tions , a lco h o l-re la te d  

in ju ries, 12-hour p ro tec tive  custody holds and the rate o f b inge  o r c h ro n ic  d rin k in g  

by adults.

O th e r  desired  results:

•  A laskans are  p h y s ic a lly m e n ta lly , s p ir itu a lly / a nd  e m o tio n a lly  h e a lth y  a n d  are  
engaged in  hea lth  life s ty le s  to  susta in  w e ll be ing .

•  A laskans are safe in  th e ir  hom es a nd  com m un ities .

•  A laskans ach ieve  th e ir  h ighes t poss ib le  le v e l o f  se lf-su ffic iency .

• A laskans liv e  w ith  d ig n ity  a nd  respec t as va lued  m em bers o f  th e ir  fa m ilie s  a n d  
co m m u n ities .

Stale of Alaska
Advisor/ Board on Alcoholism and Drug Abuse
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Indicator One

Per capita consumption o f alcohol.

The rate o f co nsu m p tio n  per person, 14 years and o lder, based on excise taxes 

co lle c te d  at the w h o le sa le  level.

The story behind the indicator headline...

T he p reva lence  and severity  o f a lcoho l-re la ted  prob lem s am ong A laskans is 

d ire c tly  re lated to the am oun t o f a lcoho l consum ed. The data, as co lle c te d , are 

based on tota l a lco h o l purchased at the w ho lesa le  level and the n um be r o f  A laskans 

w h o  are 14 years o f age and o lder. If this n um ber w ere  adjusted d o w n w a rd  to 

rem ove  those w h o  co m p le te ly  abstain from  a lcoho l, then per capita  co nsu m p tio n  

w o u ld  be greater. A lth o u g h  the figure fo r Alaska is h igher than the nationa l 

average, bo th  sets o f data ind ica te  that consu m ption  is decreasing. The p o p u la tio n  

data does no t a ckno w le d g e  the state's s ign ifican t v is ito r p o p u la tio n . The 

co nsu m p tio n  decrease by Alaska residents m ay be even greater than show n. The 

strategies that im pact this in d ica to r most read ily  are those that address p u b lic  p o lic y  

issues such as the n u m be r o f licensed outle ts and the ir hours o f ope ra tio n .

State of Alaska
Advisory Board on Alcoholism and Drug Abuse



Indicator Two

Number o f convictions fo r D riving Under the Influence o f a lcohol (DUI).

The n um be r o f co n v ic tio n s  in state d is tric t and superio r courts on charges o f d r iv in g  

w h ile  u nd e r the in flu e n ce  o f a lcoho l.

DUI Convictions 1993-1997
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F ig u r e  2 Source: A laska Court System

The story behind the indicator headline...

D r iv in g  w h ile  under the in flu ence  o f a lcoho l is one o f the strongest in d ica to rs  o f 

the negative  consequences associated w ith  a lcoho l m isuse. Data fo r 1997 

show  that 30  percent o f a ll a u to m o b ile  acc iden t fa ta lities had a lco h o l o r d rugs as the 

m a jo r c o n tr ib u tin g  fa c to r .  There are m any variables that im pa c t this data, in c lu d in g  

en fo rcem e nt e ffo rt and p rosecu to r case loads. The data co rre la te  w ith  successful 

p reven tion  efforts, p a rticu la r ly  in terms o f p u b lic  awareness o f the consequences o f 

D riv in g  U n d e r the In fluence  (D U I). D riv in g  under the in flu e n ce  o f a lco h o l im pacts 

lives, not o n ly  in accidents, in ju ries, and deaths, but also in fa m ily  su ffe ring , 

e m p lo y m e n t p rob lem s, and socia l fu n c tio n in g . Persons co n v ic te d  o f D U I also 

represent one o f o u r m ost w e ll de fined  target popu la tion s: in d iv id u a ls  w hose  use o f 

a lcoho l has d ire c tly  caused negative consequences. D U I c o n v ic tio n s  are 

ca tegorized  by both  fe lo n y  and m isdem eanor offenses.

2 Alaska Department ofTransportation and Public Facilities, 1997 Alaska Traffic Accidents. July 1998
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Indicator Three

Num ber o f state crim inal convictions on alcohol or drug-related charges.

The n u m b e r o f co n v ic tio n s  on charges w h ic h  in c lu d e  possession o r d is tr ib u tio n  o f 

drugs, m isco n d u c t in v o lv in g  a lco ho l o r o the r drugs, and fa ilu re  to take a breath test. 

The ind ica to rs  are based on data pub lished  by the state co u rt system and d o  not 

in c lu d e  arrest data that does n o t result in co nv ic tio n s .

F ig u r e  3 Source: A laska Cour t  System

The story behind the indicator headline...

C o n v ic tio n s  fo r d rug  and a lcoho l-re la ted  offenses, like  D U I c o n v ic tio n s , o ffe r a 

c lear p ic tu re  o f the negative consequences o f use o f a lco ho l and o th e r drugs. 

B etw een fiscal years 1993 and 1997, fe lon y  co n v ic tio n s  increased from  4 78  to 791. 

M isdem eanors have varied  bu t show  no c lear increase o r decrease trends. There 

are a n u m b e r o f factors that m ay im pact this in d ica to r in c lu d in g  State T ro o p e r and 

loca l p o lic e  dep a rtm ent en fo rcem ent, changes in laws, and p rosecu tion  efforts. 

In te rve n tion  and treatm ent services p lay a m a jo r ro le  in decreasing the am oun t o f 

a lco h o l and d rug-re la ted  crim e. C o llabo ra tive  efforts have dem onstra ted  that early 

in te rve n tio n  and approp ria te , tim e ly  treatm ent fo r o ffenders can reduce the num be r 

o f a lco h o l and d rug-re la ted  crim es.

Stale of Alaska
Advisory Board on Alcoholism and Drug Abuse
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Indicator Four

Alcohol-related injuries requiring hospitalization.

In ju ries  treated in a hosp ita l fo r w h ic h  a lcoho l was d e te rm ine d  to be a c o n tr ib u tin g  

factor.

Figure 4

The story behind the indicator headline...

I n ju ries  in v o lv in g  the use o f a lcoho l represent a s ig n ifica n t and co s tly  negative  

consequence. The A laska Traum a Registry, w h ic h  co llec ts  in fo rm a tio n  from  

every  hosp ita l in the stale, tracks all in ju ries  re q u irin g  h o sp ita liza tio n . It has special 

fie lds w ith in  its database to  ind ica te  the in vo lve m e n t o f  a lco h o l. The n u m b e r o f 

in ju rie s  seem ed to peak in 1993 and start a d o w n w a rd  trend . H o w e ve r, the n um b e r 

o f in ju rie s  in 1996 show ed a sharp increase. These in ju ries  ty p ic a lly  in v o lv e  young  

peop le . T h ey  affect the in ju re d  in d iv id u a ls , fam ilies, and som etim es e n tire  v illages. 

They re q u ire  the m ost expensive  level o f m ed ica l care: that p ro v id e d  in an 

em ergency d ep a rtm en t o r traum a center. The efforts that are m ost lik e ly  to im paci 

this in d ic a to r are those w h ic h  seek to restrict access to a lco ho l o r o th e r drugs 

th rough  p u b lic  p o lic y  advocacy. A  recent study in d ica te d  that A laska N atives liv in g  

in "w e t"  v illages w ere  a lm ost three tim es m ore lik e ly  to  d ie  from  an a lco ho l-re la te d  

in ju ry  than those liv in g  in "d ry "  v illages3. Early in te rve n tio n  and trea tm en t services 

have also been show n to have a pos itive  im pact on th is in d ica to r.

3 Alaska Child Protection Review Team, Report to the Governor. 1997

State of Alaska
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Indicator Five

The number o f 12-hour protective custody holds.

The n u m b e r o f a lcoho l-incapac ita ted  persons he ld  in p ro te c tive  cu sto dy  fo r up to 12 

hours at State co rre c tiona l fac ilities o r c o m m u n ity  ja ils .

Figure 5 Source: A laska Department o f  Corrections

The story behind the indicator headline...

A laska Statute 4 7 .3 7  provides that persons incapacita ted  b y  a lco h o l m ay be 

taken in to  custody in o rder to p ro tect them  and others fro m  the negative 

consequences o f th e ir incapacita tion . If su itab le  d e to x ific a tio n  fac ilitie s  are not 

ava ilab le , they are taken to  D epartm ent o f C orrections fac ilities . T hey are he ld  un til 

p ro te c tive  custody is no  longer necessary o r up to tw e lve  hours. As treatm ent 

p rogram s w o rk  w ith  co m m u n itie s  to p ro v id e  m ore a pp ro p ria te  services and tim e ly  

in te rven tio n s , the n um be r o f p ro tective  custody ho lds decreases. D u rin g  1995 and 

1996, the D iv is io n  o f A lco h o lism  and D rug A busr began to p lace  m ore  em phasis 

on early  in te rve n tio n  fo r late stage, ch ro n ic  a lco ho lics . This is the p o p u la tio n  most 

lik e ly  to  requ ire  p ro te c tive  custody. A d d itio n a l resources fo r d e to x ific a tio n  have 

expanded c o m m u n ity  response. As a result, the n u m b e r o f p ro te c tive  custody holds 

has begun to  decrease. D u rin g  this period, the A d v iso ry  Board co nd u c te d  tra in in g  

on the use o f in v o lu n ta ry  co m m itm en t o f persons w hose  a lco h o lism  is life- 

th rea ten ing . C o m m u n ity  partnerships, resource expansion  and c o m m u n ity  tra in in g  

in in v o lu n ta ry  co m m itm e n t procedures are c o n tr ib u tin g  to the  re d u c tio n  in 

1 2 -ho u r p ro te c tive  custody holds.

State of Alaska
Advisory Board on Alcoholism and Drug Abuse
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Indicator Six

The rate o f binge or chronic drinking by adults.

The percentage o f A laskans w h o  se lf report acute o r b inge  d rin k in g  in response to 

the annua l B eha v io r Risk Factor Survey.

Rate of Binge/Chronic Drinking 1994-1996
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F ig u r e  6 Source: Alaska Behav iora l R isk Factor Surve i l lance  System

The story behind the indicator headline...

E ach year, the State o f Alaska conducts a te lep hon e  survey to ob ta in  in fo rm a tio n  

on b eh av io ra l risks preva len t am ong Alaskans. The in te rv ie w s are conducted  

w ith  a ran do m  sam ple o f 1,535 residents, 18 years o f age o r o ld e r. O ne  o f the 

ca tegories is the percentage o f pop u la tion  engaged in b inge  o r c h ro n ic  d rin k in g . 

Binge drinking, fo r purposes o f this survey, refers to d r in k in g  five  o r m ore  d rinks  on 

one  occasion , at least once in the m onth  p reced ing  the survey. Chronic drinking 
refers to  d r in k in g  an average o f GO or m ore a lc o h o lic  d rin ks  in the m on th  p reced ing  

the survey. There is a h igh corre la tion  betw een these d rin k in g  patterns and m any o f 

the negative  consequences associated w ith  a lco ho l abuse -  p a rticu la rly  m ed ica l, 

fa m ily , and e m p lo ym e n t problem s. The strategies that w il l  have the most 

im m e d ia te  im pa ct on this in d ica to r w i l l  be those that p ro v id e  in te rve n tio n  and 

tre a tm en t services to ch ron ic , late stage a lco ho lics . Early in te rven tio n  services are 

also re q u ire d  to im pact in d iv id u a ls  w hose disease progression has not reached the 

p o in t o f c h ro n ic  o r b inge  d rin k in g .

Stale of Alaska
Advisory Board on Alcoholism and Driiy Abuse
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T hree sets o f strategies converge to d rive  the p lan 's  im p le m e n ta tio n . N o  s ing le  

strategy is m ost im porta n t. The overarch ing  focus is on  partnersh ips, bo th  

com m un ity -b ase d  and statew ide. Partnerships p lay a key ro le  in  the d e liv e ry  o f bo th  

p re ven tio n  and trea tm en t services. There is a m a jo r c o m m itm e n t to decreasing  the 

negative  consequences o f  a lco h o l and drug abuse b y  ensuring  access to  the 

app rop ria te  range o f q u a lity  treatm ent services fo r aH A laskans w h o  need them . 

A d d it io n a lly , w e  k n o w  tha t m u ltip le  strategies consis ten tly  ta rge ting  various 

po p u la tion s  o ve r periods o f tim e  are m ore  e ffective  than strategies w ith  a s ing le  

focus.

Strategy One

Support community-based processes that build partnerships and provide more 
effective prevention and treatment services.

What this means...

Partnerships and c o lla b o ra tio n  are the keys to success in a ch iev in g  desired  results. 

If partnersh ips and co lla b o ra tio n  are to  becom e m ore  than lo fty  goals, then 

c o m m u n itie s  must p ro v id e  processes tha t nurtu re  them . These processes in c lu d e  

needs assessments, p la n n in g  fo r  services, in tegrated activ ities , and broad-based 

eva lua tio n . Programs and activ ities  m ust be re levant to the  p a rtic u la r c o m m u n ity . 

T hey m ust be cond ucte d  in  a m anner that respects c o m m u n ity  norm s and values.

How w ill we measure our perfoi mance?

Perfo rmance  M e a s u re  1: N u m b er o f agencies and groups p a rtic ip a tin g .

Perfo rmance  M eas u re  2: Extent o f p a rtic ip a tio n  in e ffo rt.

Perfo rmance  M eas u re  3: N u m b er o f  new  in itia tives .

Perfo rmance  M easu re  4: Percentage change in desired  c o m m u n ity  results.

State of Alaska
Advisory Board on Alcoholism and Dr-jj; Abuse
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Strategy Two

Encourage activities and initiatives that w ill change com m unity standards and 
emphasize healthy lifestyles.

W hat this means...

C o m m u n ity  behaviors and activ ities  usua lly re flect loca l standards and attitudes. 

These are "u n w ritte n  ru les" that de fine  w h a t is appropria te  o r to le rab le . Shaping 

these norm s and values is an e vo lu tio n a ry  process. O ne  o f the m ost fa m ilia r results 

o f such a strategy is the d e c lin e  in to lerance fo r d r iv in g  under (he in flu e n c e  o f 

a lco ho l. M o thers  against D ru n k  D rivers (M A D D ) started out as a sm all loca l 

advocacy group. Thousands o f loca l in itia tives have b rough t about sustained 

p os itive  change because o f M A D D 's  v is ion  and persistence. The A d v is o ry  Board 

w i l l  support and nurtu re  program s that seek to in fluen ce  the standards and attitudes 

o f co m m u n itie s  by encourag ing  and p rom o ting  sobrie ty  as a hea lthy  lifes ty le  cho ice .

How w ill we measure our performance?

Per fo rmance  M easu re  1:

P er fo rmance  M easu re  2: 

Per fo rmance  M easu re  3:

N u m b e r o f agencies, groups, and in d iv id u a ls  

in vo lve d  in p roactive  partnerships.

Extent o f pa rtic ip a tio n  in e ffort.

N u m b e r o f n ew  in itia tive s  and d iv e rs ity  o f 

support.

Per fo rmance  M easu re  4: Percentage change in desired c o m m u n ity  results

Slate of Alaska
Advisory Board on Alcoholism and Drug Abuse
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Strategy T faree

D istrib u te  useful and  effec tiv e  in form ation  to  ta rg e te d  p o p u la tio n s .

W h a t th is m eans...

The A d v is o ry  Board w i l l  encourage d is trib u tio n  o f accurate and re levant in fo rm a tio n  

to h e lp  p o lic y  makers, in d iv id u a ls , fam ilies, and co m m u n itie s  m ake w ise  decis ions. 

A ll a va ila b le  research ind ica tes that fo r in fo rm a tio n  to be e ffective  its message m ust 

address a sp ec ific  aud ience. It must be re levant fo r p a rticu la r age groups and 

cu ltures. It must be deve lo ped  w ith  a clear understand ing  o f the desired response. 

Exam ples o f this strategy are d is trib u tio n  o f new  research fin d ing s  and ou tcom e  

in fo rm a tio n  to  p o lic y  makers, p ro m o tio n  and advertis ing  o f ava ila b le  treatm ent 

services, and p u b lic  in fo rm a tio n  cam paigns targeted to w o m e n  o f c h ild b e a rin g  age.

H ow  w ill w e  m e asu re  o u r  p erfo rm ance?

Per fo rm ance  M easu re  1:

P er fo rm ance  M eas u re  2:

P er fo rm ance  M eas u re  3: 

P er fo rm ance  M easu re  4:

Q u a n tity  o f m ateria l d eve lo p ed  a nd /o r 

d is tribu ted .

Q u a lity  o f m ateria l fo r a p a rticu la r 

target aud ience.

N u m b er o f target g ro up  m em bers reached.

Percent o f target g ro u p  w ith  increased 

awareness.

Stale of Alaska
Advisory Board on Alcoholism and Drui; Abuse
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Strategy Four

Promote the benefits o'" treatment, recovery, and sober lifestyle.

What this means...

D espite  best efforts and pos itive  outcom es fo r treatm ent services, m em bers o f the 

general p u b lic  often have negative attitudes about the va lue  and appropria teness o f 

ch em ica l depe nd ency treatm ent. The A dv iso ry  Board w il l  support e fforts and 

strategies that raise p u b lic  awareness o f the pos itive  benefits  o f chem ica l 

d e p e n d e n cy  treatm ent, recovery, and a life  o f sobrie ty. The Board w i l l  w o rk  to  

e lim in a te  stigm a and den ia l. Examples o f these strategies in c lu d e  p rogram  a lu m n i 

o rgan iza tions, p u b lic  awareness cam paigns, and advocacy fo r re co gn itio n  o f the 

c o n tr ib u tio n  the sober lifesty le  makes to the w e lfa re  o f a ll A laskans.

How w ill we measure our performance?

Per fo rm ance  M easu re  1:

P er fo rm ance  M easu re  2:

P er fo rmance  M easu re  3:

P er fo rm ance  M easu re  4:

N um ber o f self-referrals.

Increased n um b e r o f advocacy groups.

Cost-benefit data.

Positive benefits o f treatm ent -

in life  dom ain  areas o f health,

fam ily , se lf-su ffic iency, and transporta tion .

Sialu of Alaska
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Strategy Five

Encourage trad itional and alternative social activities that are alcohol and drug 
free.

W hat this means...

Alaskans are fre q u e n tly  encouraged to consum e a lco ho l and o th e r substances at 

soc ia l, a th le tic  and o th e r co m m u n ity  events. In a d d itio n  to p ro v id in g  safer and 

h e a lth ie r a lternatives fo r you th , a lcoho l and d rug  free ac tiv ities  can also he lp  

rede fine  c o m m u n ity  norm s and values to those that support sobrie ty . The A dv iso ry  

Board w i l l  support e fforts that o ffer organ ized a lco ho l-fre e  and drug-free activ ities  

in v o lv in g  a broad spectrum  o f the co m m u n ity .

How w ill we measure our performance?

Per fo rm ance  M easu re  1:

P e r fo rm ance  M easu re  2:

P er fo rm ance  M easu re  3:

P er fo rm ance  M easu re  A:

N u m b e r o f a lte rna tive  a c tiv ities  d eve loped  and 

de live red .

Percent o f target p o p u la tio n  p a rtic ip a tin g .

N u m b e r o f target g ro up  in v o lv e d  in p la nn in g  

and im p le m e n ta tio n .

Percent o f ac tiv ities  in itia te d  a nd /o r led by target 

group.

Stale of Alaska
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Strategy Six

A d v o ca te  for positive ch an g e  th rough  legal an d  reg u la to ry  in itia tives.

W h a t th is m eans...

A ll a va ila b le  research po in ts to the co nc lus ion  that p u b lic  p o lic y  decis ions regard ing  

a lc o h o l and o the r substances have a m a jo r im p a c t on the preva lence  and severity  o f 

substance abuse p rob lem s in com m un itie s . Exam ples o f such p o lic y  decis ions are 

ra is ing  the m in im u m  legal d rin k in g  age to 21 and lo w e rin g  b lo o d  a lco h o l legal 

lim its  fo r drivers. O th e r legal and regu la to ry  in itia tive s  in c lu d e  lim it in g  bar and 

tavern hours, restric ting  the n um ber o f a lc o h o lic  beverage outle ts  in an area, 

s u p p o rtin g  en fo rcem ent o f ex isting  laws, and consis ten t consequences fo r yo u th  

w h o  engage in use o f a lcoho l o r o ther drugs. A  less o bv iou s  ben e fit o f  these 

strategies is the pos itive  im pact on c o m m u n ity  norm s and values. As these 

in itia tiv e s  im pact p u b lic  p o lic y  decis ions, co m m u n itie s  becom e m ore  aw are o f the 

nega tive  consequences associated w ith  a lco h o l and d rug  abuse.

H ow  w ill w e m easu re  o u r p erfo rm ance?

Performance Measure 1:

Perform ance Measure 2:

P erfo rm ance  M easure  3: 

P e rfo rm ance  M easure

N um ber o f in itia tive s  in tro d u ce d  as leg is la tion  o r 

local ord inances.

V arie ty  o f  responses that in d ica te  support, such 

as p u b lic  o p in io n  messages, letters, te lephone  

calls.

N u m b e r o f such in itia tive s  passed.

Percentage change in desired c o m m u n ity  results.
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Strategy Seven

Ensure the delivery of quality services by offering appropriate continuing 
education and training for chemical dependency treatment professionals.

What this means...

H ig h  q u a lity  service d e live ry  depends on re cru itm e n t and re ten tion  o f w e ll-q u a lif ie d  

tre a tm en t professionals. The A dv isory  Board w i l l  support fu n d in g  for tra in in g  

program s, a sta tew ide  tra in ing  co o rd in a tio n  agency, program s w h ic h  p ro v id e  

tra in in g  com ponents, and annual tra in in g  events. The Board w il l  support the 

c e rtifica tio n  process fo r chem ica l dependency professionals to ensure that persons 

p ro v id in g  services ho ld  the highest q ua lifica tion s . The Board w i l l  also supp o rt an 

accre d ita tio n  process for program s w h ic h  m andates h igh levels o f q u a lific a tio n  for 

pro fessional staff.

How w ill we measure our performance?

Perfo rm ance  M easure  1:

P erfo rm ance  M easure  2:

Perfo rm ance  M easure  3:

P erform ance M easure  4:

P erform ance M easure  5:

P erform ance M easure  6:

Increase in the n um be r o f ce rtifie d  counse lo rs  in 

A laska.

Increase in the n um b e r o f ce rtified  counse lo rs  

w o rk in g  in the fie ld .

Salaries fo r chem ica l dep ende ncy professionals 

that are com parab le  to others pe rfo rm in g  

com parab le  w o rk .

R eduction in rate o f staff turnover.

Increase in staff tra in in g  o pp o rtun itie s .

G reater co lla b o ra tio n  w ith  post-secondary and 

o the r tra in in g  systems.
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Strategy Eight

Expand awareness of substance abuse issues for allied health professionals, 
educators and other helping agents.

W hat this means...

If re la ted service o r educa tion  p roviders are to d e liv e r cons is tt. appropria te , and

accurate  in fo rm a tion  to target popu la tions, they m ust first recei he m ost recent

factua l in fo rm a tio n . Programs to im p le m e n t this strategy range from  an o rgan ized  

reg im en o f in-service tra in in g  to ca re fu lly  designed form al course cu rricu la  fo r 

p rofessionals. W ith  a strong em phasis on co lla b o ra tio n , it is c ritica l to  cons ide r a 

w id e  d iv e rs ity  o f professionals in c lu d in g

•  m e d ica l staff and o the r health  care professionals;

•  d o m e s tic  v io le n ce  advocates;

•  educators, teachers and aides

• m enta l health  professionals;

•  se n io r services providers;

•  d is a b ility  services p roviders;

•  p u b lic  assistance casew orkers and e m p lo ym e n t specialists

•  ju v e n ile  and a du lt co rrec tions  staff;

•  fa m ily  service w orkers.

How w ill we measure our performance?

P erfo rm ance  M easure  1: 

Perfo rm ance  M easure  2: 

P erfo rm ance  M easure  3:

P erfo rm ance  M easure  A :

N u m b e r o f target g roup  p a rtic ip a tin g  in tra in ing .

Percentage o f target g roup  co m p le tin g  tra in in g .

N u m b e r o f target g roup  show ing  increased 

kn ow le d g e  and awareness.

Percent o f target g roup  p o s itive ly  im pacted  as 

showr, by  pre/post tests.
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Strategy Nine

Use education strategies to help youth improve critica l life  and social skills.

W hat this means...

Research ind icates that d eve lo p m e n t o f life  and social sk ills  is m ore  e ffe c tive  than 

d id a c tic  drug and a lco ho l educa tion  in h e lp in g  youn g  peop le  avo id  h igh  risk 

behaviors. The A dv iso ry  Board w i l l  support program s that o ffe r e d u ca tion  and s k ill-  

b u ild in g  activ ities targeted to yo u th . These program s w il l  he lp  yo u th  m ake 

app ro p ria te  decis ions and avo id  activ ities  and behaviors w ith  negative 

consequences. M u lt ip le  strategies that are age, cu ltu re , and gender sp ec ific  are 

m ore  e ffe c tive  than single, broad strategies. The educa tion , in fo rm a tio n  and 

messages targeted at you th  m ust evo lve  w ith  them  as they m ature.

How w ill we measure our performance?

Perfo rm ance  M easure 1: 

Perfo rm ance  M easure 2: 

P erfo rm ance  M easure  3:

Perform ance M easure  4:

N u m b e r o f  target g roup  p a rtic ip a tin g .

N u m b e r o f target g roup  co m p le ting .

N u m b er o f target g roup  sh o w in g  p o s itive  change 

o r decrease in risk factors/increase in  p ro te c tive  

factors.

Percent o f target g roup  learn ing  n e w  skills , as 

show n by pre/post tests.
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Strategy Ten

Identify  people w ith  problems as early as possible and refe them for appropriate 
services.

W hat this means...

This strategy is based on the prem ise that early  p ro b le m  id e n tifica tio n  and p ro m p t 

ac tion  g reatly  enhances the lik e lih o o d  o f successful in te rven tio n . Program s that 

supp o rt this strategy w o u ld  be located w ith in  o rgan iza tions and agencies that are 

m ost lik e ly  to contact "a t-risk" in d iv id u a ls  at an early  stage. Examples are schools, 

places o f em p lo ym ent, and fa m ily  and you th  services. In these program s, 

in d iv id u a ls  w h o  are id e n tifie d  as "a t-risk" fo r d e ve lo p in g  prob lem s, o r are engaging 

in behaviors that p roduce  negative consequences, w i l l  be assessed and re ferred  for 

ap p ro p ria te  services.

How  w ill we measure our performance?

P erfo rm ance  M o.v-ure i : N u m b e r o f at-risk in d iv id u a ls  id e n tified .

P erfo rm ance  M easure  2: Percent o f target g l 'O U p  C O I l t '  Cted.

P erfo rm ance  M easure  3: N u m b e r o f appropria te  referrals made.
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Strategy Eleven

Im prove interdisciplinary coordination and collaboration at local, regional and 
statewide levels.

W hat that means...

Substance abuse professionals have a great stake in early  p ro b lem  id e n tif ic a tio n . 

They re co gn ize  that they are usua lly  no t in the best p os ition  to id e n tify  these 

p rob lem s and in tervene  early. They depend on the a b ilitie s  and c o lla b o ra tio n  o f 

c o m m u n ity  m em bers, h e lp in g  agents, and o th e r professionals to reco gn ize  the 

behavio rs  and sym ptom s and m ake p ro m p t approp ria te  referrals. The A d v is o ry  

Board w i l l  support efforts that foster co lla b o ra tio n  am ong the various groups o f 

professionals and program s in co m m u n itie s . These efforts w i ' lead to e a rlie r 

in te rve n tio n  and m ore  app ro p ria te  treatm ent plans fo r c lien ts.

How w ill we measure our performance?

P erfo rm ance  M easure  1: Increase in n um b e r o f referrals to and from

providers.

P erfo rm ance  M easure  2: Increase in n u m b e r o f referral services to and

from  prov iders .

P erfo rm ance  M easure  3: Referral sources report im p rove d  ou tcom es.
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Strategy Twelve

Support a continuum of ''are for chronic alcoholics with psychosis that focuses on 
intervention, treatment and the client's long term life domain requirements.

What that means...

C h ro n ic  a lcoho lics  w ith  psychosis are benefic ia ries o f the A laska M e n ta l H ea lth  

Trust, established in A laska Statute 47.30.056(b)(3). The A d v iso ry  Board on 

A lc o h o lis m  and D rug A buse has a special re sp o n s ib ility  to this g roup , described  in 

AS 4 4 .2 9 .1 4 0 . The A d v is o ry  Board m ust p ro v id e  the Alaska M en ta l H ea lth  Trust 

A u th o r ity  w ith  spec ific  recom m enda tions  to ensure that the service needs o f c h ro n ic  

a lco h o lics  w ith  psychosis are met.

C h ro n ic  a lcoho lism  is a p ro b lem  that pervades every part o f A laskan life . It p laces 

an excessive burden on scarce m edica l, legal and p u b lic  safety resources. Use o f 

a lco ho l by c h ro n ic  a lco h o lics  w ith  psychosis destroys th e ir physica l hea lth  and 

e m o tio n a l and sp iritua l w e ll-b e in g . It se rious ly  damages fa m ily  and c o m m u n ity  life. 

This p o p u la tio n  has tra d itio n a lly  been underserved by health and socia l service 

agencies. Tne state has both  a legal and m oral re sp o n s ib ility  to p ro v id e  

com p re he ns ive  and co ord ina ted  services for this p o p u la tio n . These services m ust 

be d e live re d  w ith  respect fo r clients and the ir fam ilies, in a m a nner that ensures 

pos itive , m easurable results.

How will we measure our performance?

P erfo rm ance  M easure  1:

Perfo rm ance  M easure  2:

P erfo rm ance  M easure 3:

P erfo rm ance  M easure -1:

Increase in treatm ent capacity  and services for 

c h ro n ic  a lcoho lics  w ith  psychosis.

Increase in adm issions to treatm ent fo r c h ro n ic  

a lcoho lics  w ith  psychosis.

Im proved treatm ent re ten tion  and outcom es fo r 

ch ro n ic  a lco ho lics  w ith  psychosis.

Increased a v a ila b ility  o f long term  support 

services in life  d om a in  areas o f hea lth , housing, 

transporta tion  and se lf-su ffic iency.
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Strategy Thirteen

Develop sufficient resources to  meet com m unity needs for appropriate levels o f 
treatm ent fo r adults, youth and special populations.

W hat that means...

It is n o t possib le  to  d e liv e r every  service co m p o n e n t in every c o m m u n ity .

H o w e ver, it is possible  to  have access to all com ponents  in a fu ll c o n tin u u m  o f care. 

E ffective service d e liv e ry  at the c o m m u n ity  level is d e te rm ined  by p ro b le m  
preva lence , dem and, and service u tiliz a tio n . Examples o f this strategy in c lu d e  

es tab lishm ent o f d e to x ific a tio n  fac ilities  in hub com m u n itie s , stra teg ic p lacem en t o f 

long term  and d o m ic ilia ry  care fac ilities around  the state, and d e ve lo p m e n t o f 

special program s such as in h a lan t abuse treatm ent w h e re  app rop ria te . It is also 

c ritica l that a ll p rov iders  understand the e n tire  service d e liv e ry  system and u tiliz e  

the a va ila b le  resources in the best interests o f c lien ts  and th e ir fam ilies .

How w ill we measure our performance?

P erfo rm ance  M easure  1:

P erfo rm ance  M easure  2:

Increase in n ew  services d eve lop ed  w h e re  

needed.

Increase in n um b e r o f co m m u n itie s  seeking 

a dd itio n a l resources o r services (fina nc ia l o r 

o therw ise) using in n o va tive  approaches.
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Strategy Fourteen

Identify  and remove barriers that prevent clients from entering treatm ent. 

W hat this means...

W h ile  som e peop le  are u n w ill in g  to seek treatm ent, m any barrie rs p reven t 

others fro m  rece iv ing  the services that they w a n t and need. Som e o f these 

barriers are present fo r a ll c lien ts, such as w a ilin g  lists and fin an c ia l resources. 

O th e r barriers re flect the lack o f program s to address the needs o f special 
p o p u la tion s . The A d v iso ry  Board w il l  support those program s that im p le m e n t 

strategies designed to rem ove barriers fo r those seeking treatm ent. Exam ples 

o f these efforts in c lu d e  stream lined  intake procedures, increased ca pac ity  

based on p reva lence  and dem and, and special program s w h e re  ind ica ted .

How w ill we measure our performance?

P erfo rm ance  M easure  1:

P erfo rm ance  M easure  2:

P erfo rm ance  M easure  3:

P erfo rm ance  M easure  4:

Im proved access, as reported  in c lie n t 

satisfaction surveys.

Decreased tim e  betw een first co n ta c t and 

adm ission to treatm ent.

C apacity to ensure that everyone  w h o  asks 

fo r treatm ent receives it.

Increased n u m b e r o f c lie n t adm issions.
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Strategy Fifteen

Support community efforts to establish involuntary commitment procedures and 
to use them when appropriate.

What this means...

For a sm all nu m be r o f ch e m ica lly  dependent persons, tim e ly  and in tens ive  services 

are necessary in o rd e r to p reven t death. For this special p o p u la tio n , in v o lu n ta ry  

c o m m itm e n t to  treatm ent is the o n ly  rem ain ing  a lternative . In o rd e r to use the 

in v o lu n ta ry  co m m itm e n t procedures defined  by A laska Statute 4 7 .3 7 , co m m u n itie s  

need to w o rk  toge ther in co lla bora tive  partnerships. The A d v is o ry  Board w i l l  

c o n tin u e  to support c o m m u n ity  efforts to o rgan ize  and d e ve lo p  Iccal p lans and 

p rocedures fo r in itia tin g  in vo lu n ta ry  com m itm ents . These efforts in c lu d e  

c o m m u n ity  tra in ing , fu n d in g  for legal assistance, travel and transporta tion  

assistance, and techn ica l assistance.

How w ill we measure our performance?

P erfo rm ance  M easure  i : Increased n um b e r o f in v o lu n ta ry  com m itm en ts .

P erfo rm ance  M easure  2:

P erfo rm ance  M easure  3:

P erfo rm ance  M easure  A :

P erfo rm ance  M easure  5:

Im proved treatm ent ou tcom es fo r those 

co m m itte d  in v o lu n ta rily .

Increased n um ber o f  co m m u n itie s  using 

in vo lu n ta ry  co m m itm e n t p rocedure  w h e n  

necessary.

M easurable reduction  in in a pp ro p ria te  

em ergency services fo r p u b lic  inebria tes.

iv d uc tio n  in n um be r o f 12-hour p ro te c tive  

custody holds.
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Strategy Sixteen

Provide appropriate services for underserved Alaskans.

W hat tha t means...

There  are a w id e  va rie ty  o f program s that address the chem ica l depe nd ency 

trea tm en t needs o f Alaskans. H ow ever, a substantial n u m b e r o f special p op u la tions  

are n o t a deq ua te ly  served. These groups in c lu de :

•  A laska N atives;

•  yo u th ;

•  w o m e n  w ith  ch ild re n ;

•  seniors;

•  d ua lly -d ia gn osed  clients;

•  c lien ts  w ith  d isab ilities .

T re a tm en t success w ith  these popu la tions  depends on p rogram  design u n iq u e ly  

app ro p ria te  to th e ir  needs. Examples o f such program s in c lu d e  special services for 

po ly -d ia gno sed  c lien ts, special program s fo r w o m e n  w ith  ch ild re n , and Alaska 

N atives.

How w ill we measure our performance?

Performance Measure i : Increased capacity  fo r underserved Alaskans.

Performance Measure 2 : Increased adm issions o f underserved Alaskans.

Performance Measure 3: Im proved treatm ent ou tcom es fo r underserved

Alaskans.
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Strategy Seventeen

Use relevant research to identify and incorporate key variables that contribute to 
successful treatm ent outcomes.

W hat this means...

It is o ften d if f ic u lt  to p re d ic t h o w  any p a rticu la r in d iv id u a l w ith  c h ro n ic  disease w il l  

respond to treatm ent. For m any clients, certa in  variab les are s ig n ifica n t ind ica to rs 

fo r success. Examples o f such variables are a strong post-treatm ent support system, 

e m p lo y m e n t opp o rtu n itie s , and a lco ho l/d ru g  free housing. M o n ito r in g  em erg ing  

research and assessing the c lie n t w ith  regard to key variab les w i l l  increase the 

p ro b a b ility  o f c lie n t success. This strategy w i l l  requ ire  co lla b o ra tive  re la tionsh ips 

w ith  o th e r h e lp in g  professions. M an y  o f the variab les in vo lve  services and issues not 

d ire c tly  p ro v id ed  by chem ica l dependency trea tm ent program s. Exam ples o f these 

e ffo rts  in c lu d e  d rug  and a lcoho l-free  trans itiona l housing, vo ca tio na l and 

e du ca tio n a l referrals, and services designed to  strengthen fam ilies.

How  w ill we measure our performance?

Performance Measure i : Decrease in relapse rates.

Performance Measure 2: Percentage o f c lien ts  w ith  im p ro ve m e n t in life

dom ains.
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Strategy Eighteen

Address the treatm ent needs o f persons in the crim inal justice system.

W hat this means...

A ll a va ila b le  data and research ind ica te  that drugs and a lcoho l are p re va ilin g  factors 

in  c rim e  in A laska. The vast m a jo rity  o f the incarcerated p o p u la tio n  has d rug  a nd /o r 

a lco h o l p rob lem s. In o rde r to  decrease rec id iv ism  in this p o p u la tio n , d ru g  and 

a lc o h o l treatm ent needs m ust be addressed. D rug courts and o the r d ive rs ion  

strategies id e n tify  and p ro v id e  approp ria te  services to in d iv id u a ls  be fore  they  are 

incarcera ted . D e pend ing  on the nature o f the offense, treatm ent can be o rd ered  in 

lieu  o f  inca rce ra tion . This approach leads to a m ore appropria te  a llo ca tio n  o f  scarce 

co rre c tio ns  resources.

H ow w ill we measure our performance?

increased percent o f o ffen de r p o p u la tio n  w ith  

substance abuse prob lem s accessing treatm ent 

services.

Decreased rec id iv ism  am ong a lco ho l and drug- 

related c rim in a l offenders.

Increased num ber o f inm ates in treatm ent 

program s.

Increased n um ber o f treatm ent op tions  fo r 

o ffender pop u la tion .

Increased percentage o f treatm ent c o m p le tio n  

and im prove m e nt in treatm ent ou tcom es

Increased n um ber o f d rug  courts and o th e r 

d ivers ion  program s.

Perfo rm ance  M easure  1:

P erfo rm ance  M easure  2:

P erfo rm ance  M easure  3:

P erfo rm ance  M easure  4:

P erfo rm ance  M easure  5:

P erfo rm ance  M easure  C
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Data Agenda

I. In troduction . C onsistent and re liab le  data are a key e le m e nt in the p la n n in g  

process. In fo rm a tio n  abou t existing c o n d itio n s  helps to d e ve lo p  baselines o r 

reference po in ts . As this p lan is im p lem en ted , re liab le  and cons is ten t data 

w i l l  be used to  measure perfo rm ance  and results. C arefu l ana lysis o f 

inchcator and perfo rm ance  measure data w i l l  he lp  dec is ion-m akers  m o d ify  

strategies to ach ieve  the best results.

II. General Data Agenda. There are a n um be r o f  issues regard ing  data 

c o lle c tio n  and analysis that a pp ly  to the entire  p la n n in g  process.

A. Timeliness o f Data. M u ch  o f the data to  be used as in d ica to rs  is 

c o lle c te d  and p ub lished  a nn u a lly  by state agencies. W h ile  th is makes 

data c o lle c tio n  som ew hat s tra igh tfo rw ard , e ffectiveness is 

co m p ro m ise d  by the tim e  lag betw een events and data  p u b lic a tio n . 

M o s t data is ty p ic a lly  ava ilab le  tw o  years after the fact. Efforts w i l l  be 

m ade to  o b ta in  the data p r io r  to its norm a l p u b lic a tio n  schedu le  

w h e n e v e r possible. Patience w il l  be requ ired . Data that in d ica te  

effectiveness w i l l  no t be a va ilab le  u n til at least tw o  years a fte r the 

im p le m e n ta tio n  o f a strategy. For som e strategies tha t seek to im pact 

c o m m u n ity  norm s and v a lu '" ,  this tim e  period  m ay be even longer.

B. Data Storage and Maintenance. P lann ing  is an o ng o in g  process.

Data m ust co ns is ten tly  support this process. There m ust be an 

o rgan ized , re liab le  system for data storage and m a in tenance . The 

data, if  p ro p e rly  m a in ta ined , w ill be useful in the o n g o in g  stra teg ic 

p la n n in g  process and in the annual p la nn in g  processes o f the 

A d v iso ry  Board and the D iv is io n . The greater the d e ta il o f co lle c te d  

data, the m ore  d iverse  and useful its a pp lica tion s  w i l l  be.

C. Data Analyses. The degree o f e ffo rt requ ired  to  co lle c t, store, and 

m a in ta in  data w i l l  be d rive n , in large part, by the analyses desired.

The use o f spreadsheets, databases, or statistical program s to  ana lyze  

data requires rigorous fo rm atting . The e ffo rt is even greater i f  data 

from  d iffe re n t sources are to  be in tegrated for analyses. D u rin g  the 

first year o f th is  p lan a data c o lle c tio n , m a in tenance and analysis p lan 

w i l l  be d e ve lo p e d  to support this e ffo rt. This p lan  w i l l  id e n tify  data 

sources and form at, in tegra tion  and analyses desired and app ro p ria te  

co m p u te r so ftw are  app lica tions.
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III. Indicator Data Agenda. Each o f the six hea d lin e  in d ica to rs  is supported  by 

data that rate h igh  in p roxy, data, and c o m m u n ica tio n  p o w e r. D esp ite  this, 

each o f the  in d ica to r data sets has variables that shou ld  be ackno w le d g e d  

d u rin g  the analysis.

A . Per Capita Consumption o f Alcohol. The per cap ita  co nsu m p tio n  o f 

a lco ho l data is s tra ightfo rw ard . There are som e factors, how ever, 

w h ic h  d im in is h  its usefulness.
1. A ge A p p lic a b ility  -  The per capita  co n su m p tio n  data are 

based on total pop u la tion , 14 years o f age and o ld e r. They do  

no t account fo r d rin k in g  by you th  under age 14.

2. Persons W h o  Absta in  from  A lc o h o l -  The data do  n o t take 

in to  account those in d iv id u a ls  w h o  choose to abstain from  

a lc o h o l. As this pop u la tion  segm ent grow s, it w i l l  lo w e r per 

cap ita l co nsum ption . It is possible  that those w h o  d rin k  
a lc o h o lic  beverages m ay be d rin k in g  m ore  w h ile  the data 

ind ica tes a decrease in per capita  co nsu m p tio n .

3. C o nsum p tion  b y  V is ito rs -  The per cap ita  con u m p tio n  data 

are based on state p o p u la tion . If v is ito rs s ig n ific a n tly  im pact 

the am oun t o f a lcoho l consum ed, the p e r cap ita  co nsu m p tio n  

data co u ld  show  an increase w hen, in fact, there  was no 

increase in co nsu m p tion  by Alaska residents.

4. Effects o f W ho lesa le  D is tr ib u tio n  vs. C o n su m p tio n  -  The per 

cap ita  consu m p tion  data are based on state excise tax co lle c ted  

at the w ho lesa le  p o in t in the a lco ho l d is tr ib u tio n  cha in . W h ile  

this is considered a good surrogate m arker fo r co n su m p tio n , 

there are sales that do  not result in A laska co n su m p tio n . Some 

residents purchase A laska-brew ed beer as gifts that are sh ipped 

o u t o f state. A lth o u g h  this is p ro ba b ly  no t s ign ifica n t, w e  do  

n o t k n o w  the exact extent o f this practice.

B. DUI Convictions. D riv in g  U nder the In fluence  (D U I) c o n v ic tio n  data 

are co lle c te d  and m a in ta ined by the State o f A laska C o urt System. 

Fe lony D U I data are inc lu ded  as a separate c o n v ic tio n  category in 

re gu la rly  p ub lished  reports. M isdem ea nor D U I c o n v ic tio n  data, 

how ever, are in c lu d e d  w ith  o the r m isdem eanor tra ffic  v io la tio n  

co n v ic tio n s . In o rder to obta in  these data, a special request m ust be 

m ade to the C ourt System. An agenda item  for the first year o f this 

p lan is to  ask the C ourt System to begin separating m isdem eanor D U I 

co n v ic tio n s  in th e ir pub lished  reports. A n o th e r p ro b le m  w ith  these 

data is tha t they d o  not inc lude  arrests that do no t resu lt in 

co n v ic tio n s . Enforcem ent e ffort, p rosecu tion  w o rk lo a d  and strategies, 

and trends tow ard  plea bargains for o the r charges also im pa ct these 

data.
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C. Drug and A lcohol Related Convictions. This data set has som e o f the 

same lim ita tio n s  present in D U I c o n v ic tio n  data. It does not re flect 

arrests fo r w h ic h  there is no c o n v ic tio n , o r p lea bargains to o the r 

charges. A n  a d d itio n a l c o m p lica tio n  is tha t m any d rug  charges are 

prosecuted  in federal court as v io la tio n s  o f federal law. R egularly 

p ub lished  reports show  drug and a lco h o l co n v ic tio n s  at the nationa l 

leve l and o ve ra ll federal co nv ic tio n s  at the state level. S pecific  drug 

and a lco h o l co n v ic tio n  data fo r spec ific  states req u ire  a special data 

run at the federal level. A  data agenda item  w i l l  be to w o rk  w ith  the 

federal co u rt system to encourage re p o rtin g  o f data in a useful form at.

D. A ko h o l Related Injuries. The State o f A laska Em ergency M e d ica l 

Services Section m ainta ins the A laska T raum a Registry. The registry 

co llects  data re la ting  to in ju ries  that are treated at hospita ls th rou g ho u t 

the state. There are fie lds w ith in  the reg istry that id e n tify  w h e th e r or 

not a lco h o l was in vo lve d . A lth o u g h  there is no t a standard pub lished  

report, the staff that m ainta ins the reg istry  can p roduce  a custom  

report that inc ludes desired in fo rm a tio n . In ju ries  that are not treated in 

an em ergency room  are not in c lu d ed  in the registry. The data agenda 

item  re la ting  to th is in d ica to r is to d e te rm in e  e xactly  w h a t in fo rm a tio n  

is desired from  the registry each year and to w o rk  w ith  the Em ergency 

M e d ica l Services staff to obta in  that data.

E. 12-Hour Protective Custody Holds, Data fo r 12 -h ou r p ro te c tive  

custody  ho lds are co llected  b y  the State D ep artm en t o f C orrections. 

These data re flect the num ber o f T itle  47  n o n -c rim in a l holds in state 

c o rre c tio n a l fac ilities . A t present, c o m m u n ity  ja ils , operated by 

m u n ic ip a lit ie s  and boroughs, are not c o n tra c tu a lly  requ ired  to record 

data on 12-hour p ro te c tive  custody holds. The data agenda item  for 

this in d ic a to r is to  w o rk  w ith  the D e partm en t o f C orrections to 

d eve lo p  a standard annual report that inc ludes a ll C orrections 

fa c ilities  and c o m m u n ity  jails.

F. Rate o f Binge/Chronic Drinking. The percentage o f A laskans 

re p o rtin g  b in ge  o r ch ro n ic  d rin k in g  is o b ta ined  from  the annual 

B ehav io r Risk Factor S urve illance  Survey. It is con d u c te d  using a 

random  sam ple  o f 1,535 a du lt A laskans. The survey results are 

pub lishe d  a n n u a lly  by the Alaska D iv is io n  o f P u b lic  H ea lth . O ne  o f 

the c o n tr ib u tin g  factors to the re lia b ility  o f this data set is that the 

survey questions w ere  rigo ro u s ly  d eve loped  at the nationa l level.

These same questions are also used in a na tiona l survey. This 

in d ic a to r can be tracked over tim e  fo r trend analysis.
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IV , P e rfo rm a n ce  M easures. Each strategy selected by the strategic p la n n in g  

w o rk  g ro up  has a series o f measures fo r eva lua ting  perfo rm ance . The data 

fo r these measures are co llected  and ana lyzed b y  the D iv is io n  o f A lco h o lism  

and D ru g  Abuse and used to assess the level and q u a lity  o f e ffo rt. M ost o f 

the data w i l l  be co lle c ted  from  grantees that are requ ired  to  su bm it data 

re le va n t to t h e i r ; >rograms. The data from  in d iv id u a l grantees w i l l  be 

co nso lid a ted  to p ro v id e  an assessment o f  s ta tew ide  e ffo rt. M ost data com e 

from  tw o  sources: q u a rte rly  reports on goals and o b jec tives  and program  

reports to the D iv is io n 's  M anagem ent In fo rm a tio n  System (MIS). D espite  this 

e ffo rt, there  are som e measures fo r w h ic h  data are no t n o w  re a d ily  available. 

The data agenda fo r the D iv is io n  o f A lc o h o lis m  and D rug  A buse o ve r the 

next tw o  years is to exam ine  these spec ific  measures and exp lo re  means for 

o b ta in in g  supp o rtin g  data.

V. O th e r  D ata  A ge nda . Beyond those ind ica to rs se lected to m easure progress 

tow ard  '’esults and the perfo rm ance measures fo r  strategies, there are o th e r 

data and in fo rm a tio n  that w o u ld  be useful in assessing needs and eva lua ting  

p rogram  perfo rm ance. For a va rie ty  o f reasons those data are not useable at 

present. Th is p rov ides  yet ano ther set o f issues fo r the  data agenda.

A . Y ou th  B e h a v io r Risk Survey. Every tw o  years, the Stale o f Alaska o f

conducts  a survey in the educa tion  system to assess a ltitudes and 

behaviors that constitu te  risks to health. W h ile  this survey p rovides 

useful data, it is not adm in istered  in all areas o f the state. P artic ipa tion  

is de te rm ine d  by local' School Boards and is v o lu n ta ry . The areas not 

p a rtic ip a tin g  are s ign ifican t enough that the results m ay not be 

genera lized  to  the entire  stale. The data agenda fo r the next tw o  years

is to advocate  w ith  the Legislature and the D ep artm en t o f Education to 

requ ire  s ta tew ide  p a rtic ip a tio n  in this va lu a b le  survey effo rt.

B. P revalence Studies. D u rin g  1997 and 1998 the D iv is io n  o f 

A lc o h o lis m  and D rug Abuse p a rtic ip a te d  in a fed era lly -funded  

co m prehe ns ive  effort to measure preva lence  o f a lco ho lism  and 

a lco ho l abuse in the general p o p u la tio n . This massive, expensive  

e ffo rt in v o lv e d  random  sam ple te lep hon e  surveys using rigo rou s ly  

d eve lo ped  survey instrum ents. The results o b ta ined  from  this e ffo rt 

have p roven  ex trem ely  va luab le  in assessing needs and barriers to 

m ee ting  those needs. A lth oug h  it is no t p ractica l to undertake  every 

year, such a survey conducted  al five -year in tervals w o u ld  be very 

useful in assessing results. The data agenda item  for this issue is to 

advocate at bo th  state and federal levels fo r consistent p e rio d ic  

surveys o f this nature.
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C. Consumption o f Alcohol by Pregnant W omen. The Alaska D iv is io n  

o f  P ub lic  H ealth, Section o f M a terna l and F am ily  Health, conducts an 
annual survey o f w om en w h o  g ive  b irth  d u rin g  the year. This survey 

uses an instrum ent deve loped  by the  U. S. Centers fo r Disease 

C on tro l. The survey is conducted  b y  m a il using a stratified random  

sam ple m ethodo logy. The response rate fo r this survey has 

tra d itio n a lly  been extrem ely high, w h ic h  makes it a va luab le  too l. 

A m o ng  the questions in the survey are a series on a lcoho l use d u rin g  

pregnancy. G iven  the s ign ifican t negative  consequences associated 

w ith  d rin k in g  d u rin g  pregnancy (Fetal A lc o h o l S yndrom e and Fetal 

A lc o h o l Effect), the trends in this area w o u ld  be m ost useful in 

assessing preven tion  efforts. A lth o u g h  ro u tin e  reports are not 

pub lished , the staff responsib le  fo r this e ffo rt is able to produce 

custom  reports. The data agenda item  fo r this issue is to w o rk  w ith  

the Section o f E p idem io logy to id e n tify  key in fo rm a tion  from  the 

survey that can be p rov ided  annua lly .

D. Alcohol-Related Deaths. C onsistent data on a lcoho l-re la ted  deaths is 

n o t rea d ily  available. This is p r im a rily  because o f the m any ways in 

w h ic h  a lcoho l and o ther drugs can cause death. The cause o f death 

usua lly  associated w ith  a lcoho l co nsu m p tio n  :s c irrhosis o f the liver. 

H ow ever, there are o ther fatal m ed ica l c o n d itio n s  related to a lcoho l 

consu m p tio n  such as heart disease and esophageal cancer. M an y  

accidents and hom ic ides are also associated w ith  a lcoho l abuse. This 

is co m poun ded  by the fact that these causes o f death are associated 

w ith  o th e r factors as w e ll as a lco ho l co nsu m p tio n . The same 

d iff ic u ltie s  are present w ith  co nsu m p tio n  o f o th e r drugs. The Slate o f 

A laska Bureau o f V ita l Statistics reports on  causes o f death annua lly .

In 1996, fo r exam ple, the Bureau o f V ita l Statistics reported a total o f

110 deaths due to a lcoho l use o r abuse'1. The Bureau also reports 

separately for deaths due to c irrhos is  and o th e r diseases. The data 

agenda item  for this issue is to w o rk  w ith  the Bureau o f V ita l Statistics 

o ve r the next five  years to d eve lo p  a useable m ethod o f id e n tify in g  

death due to a lcoho l o r o ther d rug  co n su m p tio n .

E. Department of Health and Social Services Data Warehouse. The

Alaska D epartm ent o f H ealth  and Social Services is cu rre n tly  w o rk in g  

on a p ro je c t to p rov ide  easier access to data across D iv is ions. The 

A dv iso ry  Board on A lco h o lism  and D rug  A buse w il l  m o n ito r these 

efforts and assist as appropria te  in d e ve lo p in g  a system that w i l l  m eet 

the data needs o f the State and p rov iders  as w e ll as p ro tec ting  the 

p riva cy  and c o n fid e n tia lity  o f consum ers.

4 A laska Bureau o f  V ita l Statistics, 1996 Annua l Report. 1998 

S id le  o f  A la s k a

Advisory Board on Alcoholism and Drug Abuse



Implementation

This stra teg ic  plan w i l l  succeed to  the extent tha t it is cons is ten tly  im p lem e n ted  and 

upd a te d . Four d is tin c t im p lem en ta tio n  efforts are re q u ire d  in o rd e r fo r the p lan  to 

rem ain  a useful too l over t in e .

1. Implementation o f Strategies. The p re ve n tio n  and treatm ent strategies 

id e n tifie d  in  this p lan w i l l  be im p lem en ted  by the D iv is io n  o f A lc o h o lis m  

and D rug  Abuse, w h ic h  has re sp o n s ib ility  fo r m anaging service d e liv e ry  in 

A laska. The A d v iso ry  Board on A lc o h o lis m  and D rug  A buse and the 

D iv is io n  w il l  share re sp on s ib ility  fo r im p le m e n ta tio n  o f strategies that 

address p u b lic  p o licy , advocacy and lega l/leg is la tive  in itia tives . The 

im p le m e n ta tio n  o f service d e live ry  strategies w i l l  be accom p lished  p rim a rily  

th rou gh  the Request for Proposals (RFP) process. This process leads to 

fu n d in g  a llo ca tion  to support specific  strategies. Successful grantees w i l l  

d e ve lo p  proposals that re flect the D iv is io n 's  g u ide line s  and this p lan. Future 

Requests For Proposals (RFPs) from  the D iv is io n  w i l l  inco rp ora te  experience  

and kn ow le d g e  gained by m o n ito r in g  ind ica to rs  and perfo rm ance  measures 

as w e ll as em erg ing  research. Both the D iv is io n  and the A d v iso ry  Board w il l  

share re sp on s ib ility  fo r w id e  d is tr ib u tio n  o f the p lan. Each w il l  w o rk  

assertive ly  to educate providers, stakeholders, and the p u b lic  abou t the 

p lan 's  contents and s ign ificance  in re duc ing  negative  consequences o f 

a lco h o lism  and d rug abuse for a ll A laskans.

2. M onito ring  o f Performance. As strategies are im p lem en ted , the D iv is io n  

w i l l  m o n ito r perfo rm ance  measures to assess the leve l, q u a lity , and 

effectiveness o f e ffo rt. The data requ ired  fo r m o n ito r in g  perfo rm ance  w i l l  be 

reported  by program s and co llec ted  in d e p e n d e n tly  by the D iv is io n . By 

m o n ito r in g  perfo rm ance  in a tim e ly  m anner, the D iv is io n  and the A dv iso ry  

Board w i l l  be able to gauge w h e th e r the  selected strategies are the rig h t ones 

and w h e th e r the leve l o f e ffo rt is su ffic ie n t to im pa ct the ind ica to rs  as 

desired.

3. M onito ring  o f In d ica to rs . Each year, the A d v is o ry  Board w i l l  co lle c t the 

requ ire d  in d ica to r data to de te rm ine  the extent to w h ic h  the strategies have 

in flu e n ce d  the desired results. There are several c o n fo u n d in g  factors in this 

task. First, in d ica to r data are im pacted  by variab les beyond  the co n tro l o f the 

D iv is io n  o r the A d v iso ry  Board. Care m ust be exercised w he n  d e c id in g  how  

m uch  the data have been im pacted by the strategies and h o w  m any 

in te rve n in g  variab les have im pacted  them . Second, the data re flected  in  the 

in d ica to rs  are often one to tw o  years o ld  be fore  p u b lic a tio n . There co u ld  be

a lag o f three o r fou r years after the im p le m e n ta tio n  o f a strategy before  

in d ic a to r data are ava ilab le  from  w h ic h  to d ra w  conclus ions. O n ce  the data
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are available, it w i l l  be necessary to v ie w  several years o f data before  

assessing effectiveness.

4. Ongoing Planning. O n ly  one desired result w as exam ined  d u r in g  this 

p la n n in g  phase. The p la n n in g  w o rk  g ro up  id e n tifie d  fou r o th e r desired 

results fo r a ll A laskans. The o ng o ing  p la n n in g  e ffo rt w il l  fo llo w  tw o  para lle l 

tracks. The first track focuses on re v ie w  o f the perfo rm ance  m easure and 

in d ic a to r data and re fin em en t o f the strategies as necessary. The second 

track focuses on d e ve lo p in g  in d ica to r data, strategies and perfo rm ance  

measures for the o the r results. It is re com m ended  that the p la n n in g  w o rk  

g roup  convene every th ird  year to  update  the p lan, b u ild in g  on the  o n g o in g  

efforts ind ica ted  above.

5. Integration into the Comprehensive Integrated Mental Health Plan. The

A d v iso ry  Board w i l l  w o rk  w ith  the D ep artm en t o f H ea lth  and Social Services, 

the M enta l H ea lth  Trust A u th o rity , and the three  o th e r b en e fic ia ry  boards to  

ensure a sm ooth in tegra tion  o f this p lan in to  the C om prehensive  Integrated 

M e n ta l H ea lth  Plan.
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Glossary

Abuse of alcohol, other drugs, or inha lan ts : A  persistent pattern o f use o f a lco h o l, 

o th e r drugs o r inhalants w ith  w h ic h  health consequences a nd /o r im p a irm e n t in 

socia l fu n c tio n in g  are associated. This is d iffe ren t from  dependence, w h ic h  has such 

m an ifesta tions as craving, to le rance  and physical dependence. Abuse is any use o f a 

legal o r illega l drug o r substance that causes physical, m ental, e m o tion a l o r socia l 

harm , w h e th e r m ild  o r severe.

Accountability: R esponsib ility  fo r perfo rm ance and results; h o ld in g  p o lit ic a l leaders 

and agency managers accountab le  fo r results a ccord ing  to agreed upon p erfo rm ance  

standards.

Addict: A  person w h o  is phys ica lly  dependent on one o r m ore psychoactive  

substances, w hose  ch ro n ic  use has p roduced to lerance, w h o  cannot co n tro l his o r 

her in take, and w h o  w o u ld  have w ith d ra w a l sym ptom s if drug use w ere  

d isco n tin u e d .

Alaska Mental Health Trust Authority (AMHTA): The Alaska M en ta l H ea lth  Trust 

A u th o r ity  adm inisters the M en ta l H ealth  Trust established in pe rpe tu ity . It has a 

fid u c ia ry  re spon s ib ility  to its benefic ia ries to enhance and pro tect the Trust and to 

p ro v id e  leadersh ip  in advocacy, p lann ing , im p lem en ting , and fun d in g  o f a 

co m prehens ive  integrated m ental health program  to im p ro ve  the lives and 

circum stances o f its benefic ia ries.

Alcohol: The active  ingred ien t in beer, w in e  and d is tille d  spirits; e thy l a lco h o l o r 

e thano l.

Alcohol Dependence: A  p sych ic  and usua lly physical state resu lting  from  taking  

a lco ho l. It is characterized  by behaviora l and o th e r responses that a lw ays in c lu d e  

co m p u ls io n  to take a lco ho l on a con tinu ou s o r p e rio d ic  basis in o rd e r to expe rience  

its psych ic  effects, and som etim es to  avoid  ti. d isco m fo rt o f its absence. The 

person m ay o r m ay not have deve loped  a to lerance for a lco ho l. A  person m ay be 

dep ende n t on a lcoho l and o the r drugs. "A lc o h o l dependence" is o ften used 

in te rchangeab ly  w ith  the te rm  "a lco h o lism ."

Alcoholism: A primary, c h ro n ic  disease w ith  genetic, psychosocia l and 

e n v iro n m en ta l factors in flu e n c in g  its d eve lop m e nt and m anifestations. The disease 

is often progressive and fatal. It is characterized by con tinuous o r p e r io d ic  impaired 
control ove r d rin k in g , preoccupation w ith  the drug  a lco ho l, use o f a lco h o l desp ite  

adverse consequences, and d is to rtions  in th ink ing , m ost no tab ly  denial. Each o f 

these sym ptom s m ay be con tinu ous  o r period ic .
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• Primary refers to the nature  o f a lco h o lism  as a disease en tity , in a d d itio n  to, and 

separate from  o th e r p a th o p h ys io lo g ic  states w h ic h  m ay be associated w ith  it. It 

suggests that a lco h o lism , as an a d d ic tio n , is no t a sym ptom  o f an u n d e rly in g  

disease state.

•  D isease means an in v o lu n ta ry  d isa b ility . It represents the sum  o f the abnorm a l 
phenom ena  d isp la yed  by a g roup  o f in d iv id u a ls . These phenom ena are 

associated w ith  a sp e c ific  co m m o n  set o f characteristics by w h ic h  these 

in d iv id u a ls  d iffe r from  the norm , and w h ic h  places them  at a d isadvantage. Use 

o f  the term  in v o lu n ta ry  in d e fin in g  disease is descrip tive  o f this state as a 

d iscre te  e n tity  that is no t d e lib e ra te ly  pursued. It does not suggest passiv ity in 

the recovery  process n o r does use o f the term  im p ly  the abroga tion  o f 

re sp o n s ib ility  in the  legal sense.

• Often progressive and fatal m eans that the disease persists ove r tim e  w ith  

p hys ica l, e m o tion a l, and socia l changes that are o ften c u m u la tive  and m ay 

progress as d r in k in g  con tinues. A lc o h o lis m  causes prem ature  death th rough  

overdose , o rgan ic  c o m p lica tio n s  in v o lv in g  the bra in , liver, heart and m any o the r 

organs, and by c o n tr ib u tin g  to su ic ide , h o m ic id e , m o to r ve h ic le  crashes and 

o th e r tra um a tic  events.

• Impaired control means the in a b ility  to  lim it  a lcoho l use o r to co ns is te n tly  lim it, 

on d rin k in g  occasions, the d u ra tio n  o f the d r in k in g  episode, the q u a n tity  o f 

a lco h o l consum ed, a nd /o r the behavio ra l consequences.

• Preoccupation used in association w ith  a lco h o l use ind icates excessive, focused 

a tte n tion  g iven to the d rug  a lco h o l, its effects, a nd /o r its use. The re la tive  value 

thus assigned by the in d iv id u a l o ften  leads to a d ive rs ion  o f energies aw ay from  

im p o rta n t life  concerns.

• Adverse consequences are a lcoho l-re la te d  p rob lem s o r im pa irm en ts  in such 

areas as physical health  (e.g., a lcoho l w ith d ra w a l syndrom es, liv e r disease, 

gastritis, anem ia, and n eu ro lo g ica l d isorders,) p sych o lo g ic  fu n c tio n in g  (e.g., 

im pa irm en ts  in c o g n itio n , changes in m ood  and behavior,) in terpersonal 

fu n c tio n in g  (e.g., m arita l p rob lem s, c h ild  abuse, tro ub le d  social re la tionsh ips,) 

occu p a tio n a l fu n c tio n in g  (e.g., scho lastic  o r jo b  prob lem s,) and legal, fin a n c ia l 

o r sp iritu a l p rob lem s.

•  D e n ia l is used here not in the  p sycho ana ly tic  sense o f a s ingle psycho lo g ica l 

defense m echanism  d isa vo w in g  the s ign ificance  o f events, but m ore  b ro a d ly  to 

in c lu d e  a range o f p sycho lo g ica l m aneuvers that decrease awareness o f the fact 

tha t a lco h o l use is the cause o f a person 's p rob lem s rather than a so lu tion  to 

those p rob lem s. D en ia l becom es an in tegra l part o f the disease and is nearly  

a lw ays a m a jo r obstacle  to recovery.
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ASAM: The A m erican  Society o f A d d ic tio n  M e d ic in e , a na tiona l m e d ica l spec ia lty  

soc ie ty  o f physic ians ded ica ted  to im p ro v in g  the treatm ent o f a lco h o lism  and o th e r 

d rug  dependencies.

ASAM Placement Criteria: A m erican  Society o f A d d ic tio n  M e d ic in e  Patient 

P lacem ent C rite ria  fo r the T reatm ent o f Psychoaclive Substance Use D isorders, a 

c lin ic a l g u ide  fo r m a tch ing  patients d iagnosed as hav ing  a substance use d is o rd e r to 

app rop ria te  levels o f care based on an assessment of:

1. acute in to x ica tio n  a nd /o r w ith d ra w a l po ten tia l;

2. b io m e d ica l c o n d itio n s  and com p lica tions ;

3. e m o tion a l/b eh a v io ra l co n d itio n s  and co m p lica tio ns ;

4. treatm ent acceptance/resistance;

5. relapse p o ten tia l;

6. recovery e n v iro n m en t.

Beneficiary (AMHTA): The benefic ia ries o f the A laska M en ta l H ea lth  Trust A u th o r ity  

are A laskans w h o  experience  m ental illness; m ental re tarda tion  o r s im ila r 

d isa b ilities ; ch ro n ic  a lco h o lism  w ith  psychosis a nd /o r A lzh e im e r's  disease o r re lated 

dem entia .

Binge Drinking: H aving  five  o r m ore d rinks on an occasion one o r m ore  tim es in 

the past m on th .

Chemical Dependency: P hysio log ica l o r physical dependence  on a p sychoa c tive  

substance.

Chronic Alcoholic w ith Psychosis: As defined  in AS 4 7 .30 .05 6(b )(3 ), this g roup  

inc ludes persons w ith  the fo llo w in g  disorders:

1. a lcoho l w ith d ra w a l d e lir iu m  (d e lir iu m  tremens);

2. a lco ho l ha lluc inos is ;

3. a lcoho l am nesiac d isorder;

4. dem entia  associated w ith  a lcoho lism ;

5. a lco ho l- in du ce d  o rgan ic  m ental d isorder;

6. a lc o h o lic  depressive d isorder;

7. o ther severe and persistent d isorders associated w ith  a h is to ry  o f 

p ro longed  o r excessive d rin k in g  o r episodes o f d r in k in g  ou t o f co n tro l 

and m anifested by behavio ra l changes and sym ptom s s im ila r to those 

m anifested by persons w ith  d isorders listed in this subsection.

Chronic Drinking: An average o f 60  o r m ore  d rinks  a m onth .

Culturally Sensitive: Awareness o f un iqu e  aspects and nuances o f one 's  o w n  c u ltu re  

and o f o th e r cultures.
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Detoxification: T rea tm ent to restore p h ys io lo g ic  fu n c tio n  a fter it has been serious ly  

d is tu rbe d  by the  overuse o f  a lco ho l o r o the r drugs.

Drug Dependence: A  p sych ic  and som etim es physical state resu lting  from  tak ing  a 

d rug. It is characte rized  by  behavio ra l and o the r responses. These a lw ays in c lu d e  a 

co m p u ls io n  to  take a d ru g  on a co n tin uous o r p e rio d ic  basis in o rd e r to experience  

its psych ic  effects, and som etim es to avo id  the d iscom fo rt o f  its absence. The person 

m ay o r m ay not have deve lo ped  a to lerance fo r the drug. A  person m ay be 

de pe nd en t on m ore than one  drug.

D u a lly -D ia g n o se d : Persons su ffe ring  fro m  co-ex is ting  m enta l illness and a lco h o l o r 

d ru g  dependence.

Early Intervention: Services designed to id e n tify  in d iv id u a ls  w h o  are at h igh risk for 

d e v e lo p in g  a lco h o l o r o th e r d rug-re lated p rob lem s. These services are also d irec ted  

to w a rd  persons w h o  are e xpe rien c in g  adverse effects o f a lco ho l o r o th e r d rug  use 

but are n o t dependent. Services seek to m o d ify  a lco ho l o r d rug  use behaviors and 

attitudes.

Fetal Alcohol Syndrome (FAS): Fetal A lc o h o l S yndrom e and o th e r a lcoho l-re la ted  

b ir th  defects re fer to a g ro u p  o f physical and m ental b irth  defects resu lting  from  a 

* , Oman's a lco h o l co n su m p tio n  d u rin g  pregnancy. FAS is the lead ing  kn o w n  cause 

o f  m enta l re tarda tion  and is 100 percent preventab le .

Fetal Alcohol Effect (FAE): FAE is s im ila r to FAS but lacks the physica l sym ptom s 

o f FAS. FAE n e u ro lo g ica l a bnorm a lities , d e ve lo p m e n t delays, in te lle c tua l 

im pa irm en ts  and le a rn in g /b e h a v io r d isab ilities  are s im ila r to, and som etim es m ore  

severe than, those o f FAS.

Guiding Principles: These d e fin e  w hat the o rgan iza tion  stands fo r and are used as 

the fo u n da tio n  on w h ic h  to d eve lo p  a strategic p lan o f action .

Inhalants: A n y  v o la tile  substance that can p roduce  an in to x ica tin g  state w hen  

in h a led . A  v o la tile  substance becom es a gas at norm a l room  tem perature. Exam ples 

in c lu d e  co m m o n  househo ld  p roducts such as fast-drying g lues and cem ents; paints, 

lacquers and varnishes; th in n e r and rem overs; ligh te r and d ry  c le an ing  flu ids; 

kerosene, gasoline, lan tern  and stove fue l; finge rna il, shoe and fu rn itu re  p o lish ; 

ty p e w rite r co rre c tio n  flu ids; fe lt-tip  pens; aerosol products; re frigerants such as 

freon.

Involuntary Commitment: A legal process de fined  in A laska law  (AS 4 7 .3 7 .1 9 0 ) 

w h e re b y  a person add ic ted  to a lcoho l m ay be co m m itte d  to a trea tm ent fa c ility  

w ith o u t the person 's perm iss ion  if  the person lacks se lf co n tro l in using a lco h o l and 

presents a danger to others o r is incapacita ted  by a lcoho l.
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Indicator or Benchmark: A measure, fo r w h ic h  data is a va ilab le , that helps to 

q u a n tify  the ach ievem ent o f a desired result o r ou tcom e.

Mission Statement: This states the purposes served by an o rg a n iza tio n 's  m iss ion .

By d e fin in g  its m ission, an o rgan iza tion  can dec ide  upon  app ro p ria te  ou tcom es and 

perfo rm ance  measures.

Misuse of alcohol, drugs or inhalants: Use o f a lcoho l, o th e r drugs, o r inhalan ts in a 

w a y that is illega l o r deviates from  m e d ica lly  accepted use.

Performance Measure: A  m easure o f effectiveness o f agency o r p rogram  service 

d e live ry .

Results-oriented Government: A governm ent that va lues results and q u a lita tiv e  

outcom es o ve r expend itu res and inputs. It is concerned  w ith  a c c o u n ta b ility  and 

perfo rm ance  m easurem ent.

Result o r  O u tc o m e : A c o n d itio n  o f w e ll-b e in g  fo r ch ild re n , fam ilies  o r 

co m m u n itie s .

S ob rie ty : A  positive , hea lthy and p rodu c tive  w a y  o f life , free fro m  the  negative  

effects o f a lco h o l o r o th e r d rug  misuse o r abuse.

S tra teg ic  P lann ing : A  process o f d e fin in g  the v is ion , m iss ion, goals and ob jec tive s  o f 

an o rg an iza tio n . T hrough  the p la n n in g  process the o rg an iza tio n  id e n tifies  the results 

it seeks to  ach ieve th rough  its program s and the sp ec ific  means b y  w h ic h  it in tends 

to ach ieve  these results.

Tolerance: P hys io log ic  adapta tion  to the effect o f a drug, d im in is h in g  the e ffect o f 

constant dosages.

Treatment Capacity: The am oun t o f substance abuse services that are re a d ily  

accessible.

Vision: The ideal m ission o f a governm enta l ju r is d ic tio n  a n d /o r agency, and the 

ideal w a y  it m ust operate  to  accom plish  its m ission and best serve its c lien ts .
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Selected Resources and References

The ft M owing are o n ly  a few  the ve ry  board range o f  references and resources 

a va ila u le  to those w ith  an interest in e lim in a tin g  the negative  consequences o f 

a lc o h o l and d rug  abuse.

Advisory Board on Alcoholism and Drug Abuse. A nn ua l reports o f the A d v is o ry  

Board 's activ ities , and selected reports on program s and p ro jects, as w e ll as 

a d d itio n a l copies o f  this p lan. (907) 4 65 -89 20  or 1 -888 -4 64-89 20 .

Alaska State library b ib lio g ra p h y  on A lco h o l and D ru g  A buse T rea tm ent.

C all 9 0 7  4 6 5 -2 9 16  to  request a free copy. A lso  a va ila b le  from
httpi/Avww.edi ic .state.ak.iis/lam/lihrnrv. l itm l.

Alcoholics Anonymous. htlir/Avw w .a lcoho lics-anonvm ous.oru /

Center for Science in the Public Interest "Booze News" http:/Avw\v.cspinet.oru

Center for Substance Abuse Prevention m ain ta ins a C lea ringhouse  on A lc o h o l and 

D rug  In fo rm a tio n  at 1 -800-729-6686. Its w ebsite  m ay be reached al 
httn:/Avw\v.hcallh.or».

Division on Alcoholism and Drug Abuse. In the c o m in g  m onths, the fina l reports o f 

fe d e ra lly -fu n d e d  research pro jects re la ting  to p reva lence  in A laska w i l l  becom e 

ava ila b le . (907) 465-2071  o r 1 -800-478-2072.

Dual Diagnosis Website, focuses on m enta l illness, d ru g  a d d ic tio n  and a lco h o lism . 
h ttir /A v w w . erols.com /ksciaccti/

Higher Education Center for Alcohol and other Drug Prevention, sponsored by the U. S. 
D e p a rtm e n t o f  Education. httpi/Avww.edc.oru/hec/

Join Together Online Organizations w o rk in g  together to  co m b at substance abuse and 
v io le n c e . httn:/Avvvw.iointot»ether.om/

National Institute on Alcohol Abuse and Alcoholism. O ffe rs  a w e a lth  o f in fo rm a tio n , 

p u b lic a tio n s  and databases on both  treatm ent and p re ve n tio n . 
Iu to ://s ilk .n ili.u o v /n ia n a l/

The National Library of Medicine, PubMcd. A ve ry  large range o f m ed ica l top ics, 

in c lu d in g  C lin ica l A le rts  o f the N ationa l Institutes o f H e a lth , a jo u rn a l database 
b ro w se r and links to  m any o ther sources. h tin :/A v\vw .ncbi.n lm .n ih .uov/nuhm ed/

National Organization for Fetal Alcohol Syndrome. hUn:/Avww.noHis.ort’/
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1999 Status Update
Alaska’s response to Fetal Alcohol Syndrome

Alaska Department of Health and Social Services
P.O. B ox 110601 

J u n e a u , A K  99811-0601

K aren  P erdue , C o m m iss io n e r

L. D ia rie  W orley, S ta te w id e  FAS C o o rd in a to r

'When spider webs unite, they can tie up a Hon. '
-A frican  proverb
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What is Fetal Alcohol Syndrome?
Fetal Alcohol Syndrom e (FAS) and other alcohol-related birth defects 
refer to a group o f physical and mental birth defects resulting from a 
w om an’s drinking alcohol during pregnancy.

“FAS is a perm anent birth defect syndrome caused by maternal 
consumption o f  alcohol during pregnancy. The definition o f  
the fe ta l alcohol syndrome has changed little since the 1970s 
when the condition was firs t described and refined. The condi­
tion has been broadly characterized by pre-and /o r  postnatal 
growth deficiency, a characteristic set o f  m inor fa c ia l anom a­
lies, and evidence o f  prenatal alteration in brain function  such  
as microcephaly fro m  birth, neurologic problems without 
postnatal antecedents, or complex patterns o f  func tiona l dis­
ability. ”

Dr. Sterling Clarren and Dr. Susan Astley 
University o f  Washington FAS Diagnostic and Prevention Network

Drinking during pregnancy causes not only FAS, but a wide range o f 
harmful effects to children. These effects can range from a characteristic 
pattern o f physical features and mental impairment to more subtle 
cognitive and behavioral dysfunction. O ther terms often used to define 

individuals with prenatal exposure to alcohol that do not 
meet the medical diagnosis o f FAS include fetal alcohol 
effects (FAE), static encephalopathy, alcohol-related 
neurodevelopmental disorders - \RN D ), alcohol-related 
birth defects (ARBD),and fetal alcohol-related condi­
tions (FARC). W hile it is often assumed that FAE and 
these other alcohol-related conditions are less severe 
than FAS, this is not always the case. The neurological 
abnormalities, delays in development, intellectual im pair­
ments and learning/behavior disabilities that accompany 
FAE are similar, and sometimes more severe, than with 
FAS.

Alcohol-related birth defects can occur only when a 
woman consumes alcohol during pregnancy. It is 100%  
preventable. Since there is no known safe amount o f  
alcohol consumption during pregnancy, the American  
Academ y o f  Pediatrics recommends abstinence from  
alcohol fo r  women who are pregnant or who are p lan­
ning pregnancy.

Rachel, age 9 and diagnosed 

with FAS, proudly displays the 

snails she collected from the 

stream at Chena Hot Springs 

Resort during the annual FAS/ 

FAE Family Summer Camp.

State of Alaska -2- November, 1999



Alaska’s FAS Agenda
Alaska has the highest docu­
mented rate o f fetal alcohol 
syndrome in the nation. Because 
prenatal exposure to alcohol 
affects a wide range of social, 
educational and health services 
across the stale, and because the 
estimated life-time cost for 
services to an individual with FAS 
is $ 1.4 million, the state o f Alaska 
is committed to a statewide 
agenda focused on FAS preven­
tion, intervention and support.

FAS and other alcohol-related 
birth defects cause permanent, 
life-long disabilities that require 
a range o f services and supports 
for the individual and their 
families.

Scottie and Will, both age 7 and both diagnosed with FAS, enjoy a 
swim at the FAS/FAE Family Summer Camp in August.

Research shows that early screening, diagnosis and individualized 
services reduce the likelihood that affected individuals will develop 
secondary disabilities associated with FAS and FAE, including mental 
health problems, problems with em ployment, school difficulty, involve­
ment with the criminal justice system /incarceration, substance abuse 
problems and inappropriate sexual behavior.

Because FAS is preventable, one o f our top priorities must be primary 
and secondary prevention programm ing. Increased efforts to improve 
service delivery and support to women at-risk for giving birth to an 
alcohol-affected child are essential to reducing and eventually eliminat­
ing this devastating birth defect.

In an effort to address these issues, the state o f Alaska has developed a 
com prehensive, multidisciplinary approach to FAS prevention and 
intervention with projects, state initiatives and com munity partnerships 
across the state.

Because FAS is 
preventable, one of 
our top priorities 
must be primary 
and secondary 
prevention.

• . ;■* .. «• ,.v'•»:*
p .  \ ' 1
r .  : V ' ' . 
■      ______
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How can we develop 
an appropriate 
approach to pre­
venting and treating 
FAS if we don't 
know the full 
extent of the 
problem?

The Alaska FAS Surveillance Project
The A laska Fetal Alcohol Syndrome Surveillance Project (AFASSP) is 
a collaborative effort between the state’s Section of M aternal, Child and 
Fam ily Health and the federal Centers for Disease Control and Preven­
tion (CDC). Through this collaborative effort, A laska is one o f five 
sites in the United States participating in a 5-year population-based 
FAS surveillance project funded by the CDC. The other sites are 
Colorado, Arizona, W isconsin and New York.

Together, the Five sites and the CDC have formed the National FAS 
Surveillance Network (FASSNet). It is the network’s goal to:

♦  Determ ine the number of children with FAS in each state
♦  Improve documentation in medical records to increase the 

potential o f finding cases
♦  Evaluate the system used to collect the data
♦  Provide information to health care providers
♦  Serve as a clearinghouse for scientific data related to FAS

In order to address a situation, you need to know what you are dealing 
with. Currently, we do not have adequate and timely data regarding the 
rate o f FAS births in our state. How can we develop an appropriate 
approach to preventing and treating FAS if we don’t know the full 
extent o f  the problem?

O btaining specific data on FAS is a complex process with many chal­
lenges that must be addressed. For example, at this time:

♦  The method o f diagnosing the syndrome is not standardized
♦  The diagnosis code (ICD-9) for reporting the syndrome is 

not specific to FAS
♦  Characteristics associated with the syndrom e vary from 

child to child
♦  Characteristics o f the syndrome may change as the child 

gets older
♦  Documentation in the medical record may be incomplete
♦  Availability o f medical providers to evaluate and report 

children is limited
♦  Reviewing records statewide requires many resources 

(travel, personnel, etc.)

The state FAS Surveillance Project has ju s t entered its third year o f a 
five-year project. A summary o f preliminary data is included in this 
publication.
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Alaska Birth Defects Registry
Because birth defects are the leading causes of infant mortality and 
morbidity in the United States, the Alaska Birth Defects Registry 
(ABDR) was created in 1996 as a tool for tracking and analyzing data 
to assist is making im provements in our state’s public health programs. 
The registry is a passive surveillance system. Hospitals, physicians, 
early intervention programs, pediatric clinics and other health care 
providers serving children from birth through age six are required to 
report contacts involving the diagnosis o f a congenital anomaly.

The specific purposes o f the A laska Birth Defects Registry are to:
♦  Perform epidemiological surveillance-m onitoring to learn 

more about the occurrence o f birth defects in A laska
♦  Prevent secondary disabilities by making recommendations 

concerning special services needed in local communities
♦  Provide an accurate, unduplicated count o f 

children with birth defects to other programs 
and agencies

♦  Provide statistics to other researchers study­
ing the causes/risks o f birth defects

♦  Identify potential areas o f unmet need

To be included in the registry, a child must have been 
born to a woman who was a resident o f A laska at the 
time of the child’s birth, and be diagnosed as having one 
o f the eligible conditions. G uidelines for reporting are 
available in the booklet, “Conditions Reportable to 
Public Health,’
Health.

’ available through the Division o f Public

Currently, 22 out o f 24 Alaska hospitals are reporting, 
representing approximately 92% o f 1997 births. In 
addition, there are seven physician/health clinics report­
ing, which represents approxim ately 65 physicians 
statewide. All information collected is kept confidential. 
Employees involved in the registry are subject to Alaska 
Administrative Code 27.890: “Confidentiality o f Re­
quired Reports and Medical Records.” Identity o f 
individuals is not used in any report or publication. The 
Alaska Birth Defects Registry is a program of the Sec­
tion of M aternal, Child and Family Health within the 
Division o f Public Health.

“FAS is a reportable condition in
Alaska. Reportable birth defects  
associated with maternal alcohol 
consumption or o ther noxious 
substances include: Fetal A lcohol 
Syndrome, A lcohol-related Neuro­
logical Deficits, Fetal A lcohol 
Effects, Possible/Suspected Fetal 
Alcohol Effects, microcephaly, and  
any other conditions which may 
have been caused by alcohol or 
drug use during pregnancy. This 
means that hospitals, physicians, 
surgeons, and  other health care 
facilities or practitioners diagnos­
ing or providing treatment to a 
patient less than six  years old  
affected by m aternal consumption  
o f  alcohol or other noxious sub­
stances are legally required to 
report information about the patient 
to the Alaska D epartm ent o f  Public 
Health. ”

7 Alaska Administrative 
Code (AAC) 27.012
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'Once an individual is 
diagnosed with FAS/ 
FAE, family members 
and social services 
workers can customize 
developmental ap­
proaches and goals to 
ensure that the indi­
vidual reaches his or 
her personal po tentiai 
Diagnosis provides 
visibility, and visibility 
prompts solutions. '

Dr. Ann Streissguth 
University o f Washington 
Fetal Alcohol <S Drug Unit

Ardyce Turner is one of six team 
members from the Yukon 
Kuskokwim Fetal Alcohol Syn­
drome Multidisciplinary Com­
munity Team. Ardyce and 17 
other Alaskans traveled to Se­
attle to attend a 3-day training 
at the University of Washington 
FAS Diagnostic and Prevention 
Network. Ardyce is the FAS 
Coordinator for the Yukon 
Kuskokwim Health Corporation 
in Bethel.

Multidisciplinary Community Team Network
In a 1996 study, Dr. Ann Streissguth, University o f W ashington Fetal 
Alcohol and Drug Unit, found that being diagnosed with an alcohol- 
related birth defect before the age of six years v, as a key protective  

fa c to r ’ helping to minimize secondary disabilities and improving long­
term outcomes. One o f A laska’s major challenges has been to improve 
and increase the state’s capacity to identify, screen and diagnose fetal 
alcohol syndrome and other alcohol-related birth defects. The lack of 
diagnostic services has also hampered our ability to improve service 
delivery for affected individuals and their families.

Working toward the goal o f increasing our state’s FAS diagnostic 
capacity, the state has developed a Network  o f  statewide FAS 
M ultidisciplinary Community Teams. With funding provided by the 
Alaska M ental Health Trust Authority, com munity teams are being 
developed and selected for training in identification, screening, diagno­
sis and service planning at the University o f W ashington’s FAS Diag­
nostic and Prevention Network. Selection to receive this training is 
through a competitive statewide RFP process. Selected communities 
must indicate a clear understanding o f the problem in their community, 
readiness to begin screening and diagnosis o f FAS/FAE, and a true 
collaborative/multidisciplinary approach to addressing the problem in 
their community.

The Network  currently consists o f three teams that received training last 
May. Those teams represent the Bristol Bay Area (Dillingham); the 
Copper Valley Region (Glennallen/Copper Center); and the Yukon 
Kuskokwim Area (Bethel). Since returning from the training, each 
team has developed a “model” that best meets the needs o f their indi­
vidual community. Each model includes a process for both identifica­
tion/diagnosis and the development of an individualized service plan for 
the affected individual and their family. Developing a service plan 
based on the availability of local resources is key to the success o f this 
project. Each model also includes a strong parent advocacy component, 
utilizing a parent navigator/parent advocate model, like that developed 
through the Stone Soup Group in Anchorage. Ongoing support, coor­
dination and consultation for the network o f teams is provided through 
quarterly teleconferences, annual in-service training and an internal 
network for consultation and support.

Three additional teams will be selected for training in February o f 2000, 
with a final 3 teams selected and trained in 2001. Information on how 
to contact a team for a diagnostic referral is listed in the FAS Diagnos­
tic Resources section o f this booklet.
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Surveillance project releases preliminary data
The num ber o f children born with fetal alcoho1 syndrome and other 
alcohol-related birth defects, in A laska and nationwide, remains some­
what a mystery. M ost o f the available data is based on estimates, 
limited data pools, and inconsistent diagnostic and surveillance criteria.

In Alaska, there is considerable interest in knowing the num ber of 
children with FAS and FAE and the characteristics associated with 
these conditions. National FAS prevalence rates range from 0.1 to 0.7 
per 1,000 live births (CDC, 1995). In Alaska, a previous study found 
FAS prevalence am ong children age 0-17 years to range from 0.5 to 0.8 
per 1,000 births (Egland, et al, 1998).

Preliminary data from the Alaska FAS Surveillance Project suggests an 
estimated FAS Prevalence rate o f 1.0 -  1.4 cases per 1,000 live births 
for children age 0-3 years. This estimate is based on reviews o f  children 
born between 1995-1997, and include those with a confirm ed or  
probable case o f  fe ta l alcohol syndrome according to the FAS surveil­
lance case deflation. It does not include other fe ta l alcohol-related  
conditions.

How FAS Surveillance Works in Alaska
The FAS Surveillance Project works hand-in-hand with the Alaska 
Birth Defects Registry. Once a potential case has been reported to the 
registry, the registry coordinator notifies the FAS Surveillance Project 
and provides the necessary inform ation for identification. Potential 
cases include any children that have been reported with the ICD-9 
diagnosis code “760.71.” This code refers to any alcohol-related 
conditions including FAS, ARND, FAE, etc. The surveillance coordina­
tor is responsible for reviewing and collecting information from each 
identified medical record to determ ine if they meet the case definition.

Limitations and Biases of the FAS Surveillance Project
Potential cases are referred from those that have been reported to the 
Alaska Birth Defects Registry with the ICD-9 diagnosis codes 760.71. 
The definition o f the 760.71 code is “Fetus or newborn affected by 
alcohol” and it is used to describe fetal alcohol syndrome, fetal alcohol 
effects, alcohol-related birth defects, and any other alcohol-related 
conditions. A fter reviewing records o f children reported with this code, 
it is apparent this code is also used to report drinking during pregnancy, 
even when there is no docum ented effect to the child.

Continued on Page 8

FAS Surveillance 
Case Definition

The diagnosis o f FAS is 
subjective, w ith a wide 
range o f physical and 
functional features. No 
standard definition of 
FAS exists. This makes 
i t  very d iff ic u lt to 
compare numbers 
between d iffe re n t 
regions across the 
S ta te  and even medical 
fac ilities  within the 
same community. S ur­
veillance case defin i­
tions are used to  stan­
dardize information. 
Currently the  Alaska 
surveillance p ro ject is 
using a case defin ition 
developed by a m ulti­
s ta te  surveillance 
network so th a t 
Alaska's numbers can 
be compared to  o ther 
states.
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F igure 1:
Reports of Alcoho l-Related C o nd it io n s  or Maternal A lc o ho l Use 

to the A laska Birth Defects Reg istry

19915 1S96 1997 1998
Child s Birth Year (There can bo multiple reports lor one child)
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For this reason, it cannot be assumed that every child reported with 760.71 has an 
alcohol-related birth defect. However, the code may be used to identify children 
who potentially have alcohol-related conditions.
Tnere are limitations inherent in the methods used to identify cases. These include 
not receiving reports from all medical facilities/providers statewide, and having 
differences in the way providers across the state evaluate and report cases. The 
limitations are addressed in part because there is the potential for multiple facilities/ 
providers to report the same child.

'
Preliminary Information Gathered
As shown in Figure 1, the reports o f alcohol-related conditions and maternal 
alcohol use increased steadily between 1995 and 1998. This may indicate:

♦  An increase in the awareness o f medical providers to note alcohol- 
related conditions or exposure in the medical record

♦  An increase in the awareness o f medical facilities and providers to 
report to the Birth Defects Registry

[ •,» t ■ '•.•......  y\ •>. j
O f children bom between 1995-97, 180 with alcohol-related conditions or expo- 
sure were reported to the Alaska Birth Delects Registry as o f September 1999
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F A S S u r v
(see Table 1). O f these, 133 medical records were reviewed, representing 96 children 
(multiple records at different facilities were reviewed on several children in order to get 
a more complete picture). O f the children whose charts were reviewed, 21 (22%) met 
the FASSNet Surveillance Case Definition for Confirmed or Probable FAS.

... .

Egg]

v.fi;

Table 1: Potential FA S  Cases, Charts Abstracted, and Case  Status as o f September 1999

Because only 53% 
o f the 1995-1997 
births reported 
with maternal 
alcohol exposure 
have been re­
viewed to date,
FAS prevalence 
among children in 
this age group 
cannot be directly 
calculated. How­
ever, FAS preva­
lence can be 
estimated if the
assumption is made that cases abstracted to date are representative o f all cases re­
ported with alcohol-related conditions or maternal alcohol use. Using the percentages 
associated with the Confirmed, Probable and Combined values shown in Table l , an 
estimated number o f cases per birth year was calculated (see Table 2).

•  ̂f  U'.' 
■rVv

Child's
Birth
Year

Reported 
w/AJcohol- 

Related 
Condition or 

Exposure

# Children 
Whose 
Charts 
Were 

Reviewed

Abstracted Confirmed & 
Probable % 

of
Abstracted

Records
Confirmed FA S  Case' Probable FA S  Case2

# Children % of Total #Chlldron % of Total
1995 41 18 4 22% 2 11% 33%
1996 59 35 6 17% 1 3% 20%
1997 60 43 6 14% 2 5% 19%
Total 180 96 16 17% 5 5% 22%

’Confirmed FAS Case = Met all four of the categories defined by FASSNet Surveillance Case Definition. 
2Probable FAS Case = Met facial feature and alcohol criteria defined by FASSNet Surveillance Case 
Definition and at least 1 of the other 2 categories (CNS anomaly or growth delay)

Source: State of Alaska/DHSS/DPH/MCFH/MCH Epidemiology - November 1999

The estimated num ber o f confirm ed FAS cases and number o f total estimated cases 
was applied to the actual num ber o f Alaska live births, giving an estimated FAS 
prevalence rate o f 1.0 - 1.4 per 1,000 births. It is important to note here that this is 
an estimate made using sm all and possibly unstable numbers. These are prelim i­
nary rates; however 
they are consistent 
with previously p u b ­
lished rates and more 
reliable rates w ill be 
calculated once report­
ing to the Alaska Birth  
Defects Registry is 
complete, and all 
medical records have 
been reviewed.
Data from the records 
reviewed also provided 
information about

Table 2: Estimated Prevalence of FAS Among Alaskan Children, Age 0-3, 
Based on Extrapolating Information from Abstracted Records

Birth Year

Estimated # 
of Confirmed 
FAS Cases

Estimated # 
of Probable 
FAS Cases

Total#
Estimated

Cases
Alaska 

Live Births

Estimated 
Prevalence Rate 
per 1,000 Births

1995 9 5 14 - -

1996 10 2 12 - -

1997 11 4 15 - -

Total 30 11 41 30,219 1.0-1.4

Source: State of Alaska/DHSS/DPH/MCFH/MCH Epidemiology-November 1999
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Sowed SU:o or AJoIkalDI ISSJDPH/MCFH/MCH Cpldanlology - 
HovwnOw 1093

Flguro 2 : %  of C h a rts  R eview ed with a  P h y sic ia n  E va luation  
o f A lcohol-R olatod C ond itions  

(n=219)

No Phj 
Evaluation 

81%

Physician Evaluation 
19%

documented alcohol use 
Quring pregnancy and 
physician diagnosis of 
alcohol-related conditions. 
Ninety-seven percent (97%) 
of the children had records 
documenting maternal 
alcohol use, and 29% 
showed alcohol use during at 
least 2 trimesters o f the 
pregnancy. Only 19% of the 
records reviewed had a 
physician evaluation of 
alcohol-related conditions 
(see Figure 2). This was 
lower than expected, but is 
consistent with the knowl­
edge that medical diagnosis

o f FAS and other fetal alcohol-related conditions is not readily available in 
Alaska.

Future Goals of the FAS Surveillance Project
Over the remaining 3-1/2 years o f this project, all records that have 
been reported to the Alaska Birth Defects Registry (for children born in 
1995 forward with alcohol-related conditions or maternal alcohol use) 
will be reviewed. Once a larger sample o f these records has been 
reviewed, information will be available, including:

♦  How Alaska FAS prevalence rates com pare to other states
♦  How the FAS prevalence varies by race and maternal age
♦  How the FAS prevalence varies between geographic regions 

in Alaska
♦  W ho the children with FAS are living with
♦  How many mothers o f children with FAS used other drugs 

and/or smoked during pregnancy
♦  W hat types o f services are children with FAS referred to
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Fetal Alcohol Consultation 
and Training Services (FACTS)
Alcohol-related birth defects have a major impact on an individual’s 
ability to learn and to control their behavior. Students with FAS or FAE 
are impulsive, hyperactive, and overstim ulated. They have difficulty 
with abstract concepts, memory, cause and effect, and social skills.

All o f these deficits lead to difficulty in school— difficulty in learning, 
socializing and controlling daily behavior.- Yet, many individuals with 
FAS or FAE have normal intelligence, they are exceptionally verbal, 
and eager to please so their resulting behavior appears to be deliberate, 
non-compliant, and out-of-control.

Fetal alcohol syndrom e is a medical diagnosis. O ther alcohol-related 
birth defects [FAE, ARBD and ARND] are not official diagnoses. FAS 
is not identified specifically as a developmental disability, is not a 
specific mental health category or a behavioral disorder. For these 
reasons, it is often difficult for schools to identify and provide appropri­
ate services for children and youth with FAS or FAE. These individuals 
often fall through the cracks, leaving teachers, adm inistrators, families 
and affected individuals frustrated and without adequate support.

The Fetal A lcohol Consultation and Training Services ( FACTS) project 
was developed to address this need. The goal o f  FACTS is to provide 
statewide assistance through training, technical assistance and support 
to schools, individuals, families and communities working with children 
and youth affected by FAS and other alcohol-related birth defects.

The question being addressed is “what is needed to im prove and maxi­
mize the educational potential o f children and youth impacted by birth 
defects related to prenatal exposure to alcohol?”

Services include consultation, education and training for developing 
effective methods and strategies to teach and maximize learning in 
children prenatally exposed to alcohol. Services are available to public 
schools, private schools, preschools and parents who home-school their 
children. In addition, services are available to other com munity agen­
cies and individuals who work directly with affected children in settings 
outside, but in collaboration with, the school arena. This includes 
program s such as Infant Learning, mental health counselors, child 
protective services, respite care and others.

Continued on Page 12

Sixty-eight percent 
o f the children 
served through the 
Division o f Family and 
Youth Services' subsi­
dized adoption and 
guardianship program 
are affected by FAS 
or prenatal drug or 
alcohol exposure.

Division o f Family 
and Youth Services
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E ffo r ts  to  reduce 
alcohol consumption 
among teenagers and 
young women may 
b en e fit fro m  concerted 
programs focusing on 
fam ily planning and the 
prevention o f  polydrug 
use and sexually trans­
m itte d  diseases.

CDC Study on Binge 
Drinking in Women

The long-term goal o f  the FACTS project: is to build community capac­
ity to support children with FAS and other alcohol-related birth defects 
both in the schools and in their communities.

FACTS is a program o f the U niversity o f Alaska Fairbanks, Northern 
Studies Department. During fiscal year 2000 the project will target six 
com munities for intensive on-site consultation, training and support. 
These communities are Bethel, Barrow, Fairbanks, G lennallen/Copper 
Center, D illingham and Ketchikan. In addition, statewide services will 
be available in the form o f training, resource materials, phone consulta­
tion, a web site and a com puter listserver for ongoing discussions about 
educating children with prenatal exposure to alcohol.

Motivational Interviewing/ 
Services for High-Risk Women
The Fetal Alcohol Syndrome M otivational Inter' :ewing Project was 
developed to help special populations at risk o f having children with 
fetal alcohol syndrome. Through the Section o f M aternal, Child and 
Family Health within the Division o f Public Health and in cooperation 
with the D epartm ent o f Corrections, this project focuses on the “high 
turn-around” population o f women who enter and exit the Hiland 
M ountain Correctional Facility in Anchorage.

The goal o f the project is to intervene with female offenders who are 
released from Hiland M ountain Correctional Facility into the com m u­
nity offering family planning services and referral to other appropriate 
services such as substance abuse treatment. The project is being carried 
out as a pilot project in A nchorage with the intent o f expanding the 
project in the future.

Women in prison have been identified as a population at risk for pro­
ducing children with fetal alcohol syndrome. The Assessm ent o f  the 
Needs o f  Women Offenders in Custody o f  the Alaska Department o f  
Corrections, Final Report, March 31, 1998, indicates that 66% of 
women offenders who responded to their survey were under the influ­
ence o f drugs or alcohol at the time they committed their offense. 
A ggregate information available in the report reflects that 45% of the 
respondents felt that their female health needs were not being met. It is 
unknown w hether they would have sought medical care for these 
conditions if  not incarcerated; however, these figures point to a popula­
tion potentially in need o f health and substance abuse treatment ser­
vices.
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The M otivational Interviewing Project will fund a health care provider 
to be the site o f family planning and other supportive services. It is 
anticipated that the provider will offer the needed health care services, 
focusing on family planning methods. Additionally, a case m anager 
within this health care setting will provide ongoing assistance to the 
women, including referral to substance abuse treatment services 
through a motivational interviewing process.

The M otivational Interviewing process is an approach designed to help 
people bui.?d commitment and reach a decision to change. It draws on 
strategies from client-centered counseling, cognitive therapy, systems 
theory and the social psychology o f persuasion. From a theoretical 
perspective, motivational interviewing lies in two areas: it draws 
heavily on the construct o f ambivalence and the conflict between 
indulgence and restraint (M iller & Rollnick, 1991). This approach will 
be piloted through this project on a variety o f issues that are pertinent 
to the intended population. It is anticipated that motivational interview­
ing will contribute to an increase in enrollment in substance abuse 
treatment services when appropriate. The project is currently in the 
contract solicitation process. Project start-up is expected in early 
January 2000.

Consumer Boards Respond to FAS Agenda
In A laska’s planning and advocacy system, responsibility for children 
and youth with neurological disorders are shared by the G overnor’s 
Council on Disabilities and Special Education, the Advisory Board on 
Alcoholism and Drug Abuse and the Alaska Mental Health Board. All 
three consum er boards have taken an active role in developing a long­
term, com prehensive FAS agenda for the stale o f  Alaska.

Governor’s Council on Disabilities and Special Education
The mission o f the G overnor’s Council on Disabilities and Special 
Education is to create change that improves the lives o f A laskans with 
disabilities. This year the Council is focused on a num ber o f major 
initiatives in planning, evaluating and promoting services that will 
benefit people with FAS/FAE.

The council is working to streamline the Developmental Disability 
Home and Community-Based Services Waiver. This will make it easier 
to use the system and to assist individuals and families in being better 
consumers o f services funded through the DD waivers.

Continued on Page 14

Brandon, age 12 and diag­

nosed with FAE, loves 

baseball. This year Bran­

don and his team, the 

Ketchikan All Stars, won the 

Alaska State Championship 

in Sitka and went on to San 

Bernadino, Calif., for the 

Western Regional tourna­

ment. While he is the tiniest 

kid on the team he is often 

referred to as “the kid with 

the biggest heart."

‘I
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Screening <S treatment 
services for women

Between FY 98  and FY 
2000, A laska increased 

funding o f  tre a tm e n t 
services fo r  women by 

4 0  pe rcen t - -  fro m  $1.3 
million to  $ 2 .2  million.

Both res identia l and o u t­
patient tre a tm e n t ser­
vices spe c if ically fo r 

women and th e ir  children 
are  now available in 

Anchorage, Fairbanks, 
M a t-S u , Dillingham, 

S itka  and Juneau. D ur­
ing FY 99 , nearly 3 ,00 0 

women received such 
services.

/v

O n-s ite  substance abuse 
screening services are 
available fo r  h igh -risk 

women through s ta te 
child p ro te c tio n  and 

public assistance offices 
in Anchorage, Fairbanks 

and M at-S u . This in­
creases tim e ly  and 

appropria te  re fe rra ls .

In early developm ent and education, the council is incorporating the 
concepts o f the Individual Family Service Plan used to provide Infant 
Learning Program services into the Individual Education Plan in 
school-based special education. Expanding statewide Fetal Alcohol 
Consultation and Training Services that collaborate with school dis­
tricts, school personnel, parents, and community resources to deliver 
appropriate education o f students with FAS/FAE is also a top priority.

The council is attempting to increase employment opportunities for 
individuals with disabilities through economic development and small 
business ownership. With resources provided by a five-year federal 
grant, the council is designing a system o f Alaska-specific employment 
incentives for people with disabilities to get and keep jobs.

Advisory Board on Alcoholism and Drug Abuse
As part o f its overall mission to combat alcohol abuse, the Advisory 
Board on Alcoholism and Drug Abuse is committed to the elimination 
o f FAS/FAE births in Alaska. The board:

♦  Advocates for funding that provides education, early intervention 
and treatment to pregnant women and those o f child-bearing age 
who abuse alcohol.

♦  Advocates for expanding transitional housing capacity for women 
and women with children who have completed substance abuse 
treatment and are working toward successful transition back to 
their communities.

♦  Collaborates in the sponsorship o f FAS/FAE forums and summits.

In addition, the board included numerous references to FAS initiatives 
in “Results Within O ur Reach”, the State Plan for Alcohol and Drug 
Abuse Services, 1999-2003. Each o f the 18 strategies offer practical 
support for reducing fetal alcohol syndrome and other alcohol-related 
birth defects.

Alaska Mental Health Board
In an effort to focus on the needs o f individuals with FAS or FAE, the 
Alaska M ental Health Board (AMHB) has become involved in several 
collaborative projects. These coordinated approaches will help ensure 
that children and youth with FAS/FAE receive appropriate early diag­
nosis, support and treatment.

The Transition Services Task Force  is a subcommittee o f the AMHB 
Children’s Workgroup. The workgroup has selected three priorities for
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action— out-of-state placements, transition services for children entering the 
adult mental health system and integration and collaboration within the 
department. The goal for this group is to develop an effective system that 
brings together the youth, their family, friends, natural supports, service 
providers and the legal system to actively support the youth in meeting 
developmental challenges, achieving personal goals and establish supportive 
relationships.

The M enta l H ealth  Stabilization H om es  are a collaborative effort by 
several DHSS agencies to provide a five-bed, short term residential 
facility that will serve children with mental health issues, who are in 
state custody. This service will allow fam ilies, com m unities and provid­
ers time to prepare a child’s perm anent placement in a therapeutic 
environm ent that is less restrictive than hospitalization or an institute.

The Young „ hild  B ehavioral H ealth  Initiative  has three components 
aimed at addressing prevention and early intervention. Those com po­
nents are: training and support for providers o f services to families of 
young children; parenting resources and support; and coordination of 
and access to systems that impact young children and their families.

What’s next?
Alaska in line for $5.8 million federal FAS grant
Thanks to the support and efforts o f Sen. Ted Stevens, Alaska is in line to 
receive $5.8 million in federal funds to increase state efforts to prevent and 
treat fetal alcohol syndrome and other alcohol-related birth defects.

Increased funding will provide Alaska with the opportunity to develop a 
more coherent, integrated and comprehensive state agenda on fetal alcohol 
syndrome. Strategies to strengthen Alaska’s response to FAS include:

♦  Create a comprehensive, community-based approach to preventing 
fetal alcohol-related birth defects.

♦  Establish statewide data collection, analysis and research related to 
substance abuse and pregnancy so we can better measure improve­
ments in our prevention and service efforts.

♦  Establish a statewide system to identify, screen and diagnose 
individuals affected by prenatal exposure to alcohol.

♦  Prevent FAS by increasing our state’s existing system o f care for 
substance-abusing women at risk o f pregnancy.

♦  Increase services to meet the needs of individuals impacted by 
prenatal exposure to alcohol.

Governor’s Council on 
Disabilities <& Special 

Education 
269-8990

Advisory Board on 
Alcoholism <& Drug 

Abuse
4 65-89 20

***

Alaska Mental Health 
Board 

4 65-30 7 1
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FAS/FAE Resources in Alaska
FAS Diagnoses

Alaska Genetics & Birth Defects Clinics
1-800-799-7570 (statewide)
907/269-3430 (Anchorage)

Alaska Native Medical Center— Pediatrics
907/729-1000 (Anchorage)

Alaska Neurodevelopmental Clinics
1-800-799-7570 (statewide)
907/269-3460 (Anchorage)

Bristol Bay Area FAS Community Team
Joy Crow at 907/842-4139 or 
1-800-478-4139 ex. 356

Copper Valley Region FAS Community Team
Gay Wellman at 907/822-5241

Providence Pediatric Neurodevelopmental Clinic
907/562-9212

Yukon Kuskokwim FAS Community Team
Dr. Eric Noble at 907/543-6300

University of Washington
FAS Diagnostic & Prevention Network 
206/526-2000

FAS/FAE Parent Support

Alaska Foster Parent Training Center
1-800-478-7307

Anchorage Parent Education Group (PEG) for 
Families of Children with FAS/FAE
907/694-6644 or 907/345-4808

Bethel FAS Parent Support Group
907/543-6486

Fairbanks FAS/FAE Parent Support Group
907/479-6584

Fetal Alcohol Consultation and Training Services 
(FACTS)
1-877-393-2287 (statewide)

PARENTS, Inc.
1-800-478-7678 (statewide)
907/337-7678 (Anchorage)

Parents Resource Network
1-877-786-7327 (statewide)
907/344-1997 (Anchorage)

Stone Soup Group
907/561-3701

ct
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Alcohol Syndrome and an update on the status o f A laska’s response to FAS. This 
document was printed in Juneau, Alaska.


