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proper li*n Lo the joss of advert ising revcaiue Iran the liquor industry. I we
assure tlie Juttor to be a probable, if temporary, adjustment bo our suggesbod
restr in on advertising, tlie State must determine whether or not this is an
acceptuole trade-off. It is our belief tliat the extra increment of programming
or publication funded by liquor industry ads is not worth subjecting ourselves
to regular appeals to drink. The restriction we propose would limit tlie
aggressiveness of tlie seller, not tlie purchasing options of the buyer, and is
similar to putting up a "No Soliciting"” sign in an apartment building.
D. Drinking Age

Though very little information is available on the effect of lowering the
drinking age on the consumption levels of “oung people, there is considerable
evidence on the concurrent increase in traffic accidents involving young drivers.
In a report from MIT entitled "The effect of the 18-year old drinking age on auto
accidents"” in Massachusetts, it was found that the lowered drinking age led to a
50c increase in fatal accidents for young drivers. Another study* comparing
three jurisdictions tliat lowered the drinking age (Michigan, Wisconsin, and
Ontario) with three others tliat did not (Indiana, Illinois, and Minnesota), found
significant increases among drivers under 21 in the rates of fatal crashes,
especially single car crashes at night, in areas that changed the drinking age as
compared with areas tint did not. A third study** on the effect of lowered
drinking age, this tine in London, Ontario, found that alcohol-related collisions
among 18 and 19 year old male drivers increased by more than 340c after the
change in drinking age, and tliat the corresponding rates for 20 year olds
increased 156¢c. It was also found tliat rates of alcohol-related collisions among
16 and 17 year olds increased by 162%. Though the .lowered drinking age was not
tlie only factor contributing to the increase, it is believed to have had a

sizeable independent effect. Similar "before and after" data is not available

for Alaska.

*Williams et al. "Tlie legal Minimum Drinking Age and Fatal Motor Vehicle Crashes,"

**Whitehead et al. "Tlie Impact of the Change in the Drinking Age on the Collission
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on life:*." various finding:-;, we believe there is little question that
lowering tlie drinking aye in Alaska Iran 21 to 19 has resulted in increased
consumption by those under 21; i.e., lowering the age did more tlian legalize the
drinking already going on - it resulted in an increase. There is equally
little doubt tliat raising tlie drinking age back up to 21 would result in
decreased consumption, and presumably fewer auto accidents among this group of
drivers. We do not presently have tlie data to estimate how much of a decrease
might, at a minimum, be expected.

In spite of these various findings, the following table on the incidence of

OMVI arrests by age group snould give pause to any movement to raise tlie drinking

age back to 21.

AGE AND OMVI ARRESTS IN ALASKA, 1975

No. of OMVI Arrests
No. of OMVI Licensed Per 1000

Age Arrests> Drivers** Licensed Drivers

18 77 6003 12.8

19 91 6266 14.5

20 92 6945 13.2

21 97 7779 12.5

22 110 7962 13.8

23 100 8247 11.1

24 94 8302 11.3
25-2.9 433 39072 11.1
30-34 387 30906 12.5
35-39 342 23767 14.4

*From Uniform Crime Report, 1975
**Frorn Division of Motor Vehicles, effective 12/31/75

It appears that the proportion of licensed drivers under 2]. arrested for
OMVI in Alas. \ is not significantly different from tlie proportion of drivers over
21 who get into similar trouble. Though we would expect tliat raising the drinking
age to 21 would result in a significant lowering of consumption and QMVI arrests
for tlie affected age group, the same argument could be used to raise the drinking
age to 23, 25, or 35. Our information, sparse though it is, does not indicate
that people under 21 in Alaska are abusing alcohol significantly more or less

than any other age grc up.



In addj Lion, jL should to remoirtorod that 13 year olds are voters, serve

ixi Liio atrrod forces, are held accountable in adult courts for crimes cenmittcd,

can legally marry without parental permission, etc. In view of this and the

information currently available, tlie Connittee recommends that no change be

proposed regarding the legal drinking age in Alaska.

E. Closing Hours
It is often assumed that, by limiting tlie hours of sale for tors and liquoc
storcs, per capita consumption can be reduced. This may or may not be true - we

can fina very little evidence on the subject. One relevant study was performed

in Victoria, Australia, concerning the; extension of closing time for tors from

6 p.m. to 10 p.m. The overall total of personal injury accidents did not change,

though the peak shifted from 6 -7 p.m. to 10 - 11 p.m. This is hardly conclusive,

though it leads one to suspect that, allowing for a period of adjustment,

limiting closing hours may change patterns of consumption but not be effective

in reducing total consumption.

The chart on the next page, shaving prohibited hours of sale in other license

stotes, is offered for comparison.

The "gut reaction" of the Committee was that further limitations on hours of

Scale in Alaska would probably result in some lowering of total consumption,

some modification of attitude concerning the wide open acceptability of drinking

in Alaska, and at least: might serve to punctuate moire effectively some of the

round-the-clock, continuous drinking tliat occurs among some fraction of the

drinking population; i.e., that there might be some benefit in encouraging a

longer "drying out." period each day. For these reasons, the Committee considered

proposing that statewide closing hours for tors and other establishments of

"on-premise"” consumption be changed to 3 a.m. to 10 a.m., and tliat closing
hairs for package stores be changed to 1 a.m. to 10a.m. Current closing hours
for all retail outlets are 5 a.m. to 8 a.m.

However, we believe that if policy is to be based on "gut reaction" in the



PKOHiaiTlin Hours or SALE FIXED BY staik Law==

___________ ]

No. Hours No. Hours

Li cense On-Premise Consumption Off-Prerai™w Consumption Closure Closure

States (Bars, Restaurants, etc.) (Package Stores) On-Premise Off-Premi.

|

A laska 5am - 8 am 5anm - 8 aa 3 3
Arizona lan - 6 am lanm - 6 ana 5 5
Arkansas lan - 7 am 1 am - 7 am 6 6
California 2an - 0 an 2 an - 6 anm 4 4
Colorado 2 ara - 7 am Midnight - 8 am 5 S
~Connecticut 1 am - 9 am pm - 8 am 8 ].2
Delaware laa- 9 an 1 ara—-. 9 am 8 8
*D.C. 2am - 8 anm 9 pm - 10 am 6 13
Florida Midnight - 7 am Midnight - 7 ara 7 7
Indiana 3 an - 7 ara 3 ara- 7 am 4 4
Kansas 11 pra - 9 am 11 pra - 9 am 10 10
Kentucky Midnight - 8 am Midnight - 8 am 8 8
l.ouisiana None None 0 0
*Maryl and 2 ara - 0 anm Midnight - 6 am 4 6
AMinnesota lanm - 8 anm 1 pm - 8 am 7 10
*Mississippi Midnight -10 am 10 pm - 10 anm 10 12

Missouri . 1:30 am - 0 anm 1:30 am - 0 anm 4 172 4 1/2
Neoi liska lam- 6 am lam - 6 anm 5 5
Nevada None None 0 0
New Mexico 2 ara- 7 ana 2 am - 7 am 5 3
*New York 3am - 8 am Midnight - 8 am 5 8
North Dakota lam - 8 anm lam - 8 anm 7 7
Oklahoma 10 pm - 10 am 10 pm - 10 anm 12 12
South Carolina Sundown - Sunrise Sundown - Sunrise 32 12
South Dakota 2 amn - 7 ama 2 am - 7 am 5 3
<"'mTennessee 3aa- 8 aa 11 pm - 8 am 3 9
"eTexas 2 am - 7 am 9 pm - 10 ara 3 13
a-.Jjsconsin 2an - 8 am 9 pm - 8 am 6 11
Wyoming 2 am - 6 anm 2 ara - 0 anm 4 4

Average of States
Listed Above 6 7
Other
License States

Ge< rglci Fixed Locally Midnight - 8 am . 8
Hawai i Hrs. Set By Counties Hrs. Set By Counties - .
illinois Fixed Locally Fixed Locally - -
Massachusetts Fixed Locally Fixed Locally - -
New Jersey Fixed Locally Fixed Locally - -
Riitode Island 1l am -6 anm Fixed Locally 3 -

$States requiring closure of package stores prior to closure of on-premisu outlets
**jixcluding Sundays and holidays



absence of useful, i.mpirleal information, such reaction should come dirccriy
from the people of the State. We therefore reccnrend tliat the question of
further statewide limitations on hours of sale be included in the public survey
to be conducted within tlie next year by tlie Criminal Justice Planning Agency
(Tlie survey will focus on standards and goals of the criminal justice system.)
Results of the survey will bo presented to the Governor, who may then wish to
»

sponsor a referendum on the subject of statewide closing hours at tlie next
general election.
F. Alcohol in tlie Bush - Mai l Order and Telephone Sales

Bethel voted to go dry two years ago. The Police Chief of Bethel has stated
tliat his department v/as averaging 600 caUs per month before the dry vote, almost
all alcohol-related and with a high incidence of violence. After going dry, calls
dropped to approximately 150-200 per month but have since climbed slowly back
almost to pre-dry levels, still almost all alcohol-related. It is believed that
bootlegging is the major contributor to the re-emergence of alcohol as a
destructive influence in the community.

It is against State lav/ to sell liquor without a license. However, it is
legal for an individual to purchase up to 20 wine gallons of liquor per order
by mail (there is no limitation on tlie number of orders), have it sent to Bethel
(or any other coirnunity) on scheduled airlines, pick it up and take it homo.
Once tlie liguor disappears inro tlie community, neither (lie local, police, the State
troopers, nor the ABC Board investigators arc able to trace its possible progress
into eventual resale. This means that State law against bootlegging liquor is
largely unenforceable under current conditions. Ha/ever, it is unlikely that
a town, having taken the major step of voting itself dry, intended simply to
substitute ready availability fran a bootlegger for ready availability from a
licensed outlet. The idea of going dry is to seriously reduce availability.

It is unlikely that tlie measures thus far proposed in this report would have a
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significant effect in those areas where bootlegging is currently cannon.

Oar first reco.TTTiendati.on to address this problem is that a lav? be enacted
to prohibit retail licenses frcrn accepting any orders by mail or by telephone.
This is predicated on the definition of alcohol as a potentially dangerous drug.
This would be effective in reducing consumption in areas where a liquor outlet
does not exist, for the only legal means of procurement for either a resident or
a bootlegger would lie to carry in his own supply.

Tlie Committee considered a variation of this proposal which , .Id specifically
proliibit retail licensees from accepting telephone or mail orders originating from
a dry coornunity. TIliis was rejected in favor of the general ban due primarily to
the administrative and enforcement problems the "variation”™ would entail. In
order for the ban to apply only to those orders®originating in a "dry" community, the
ABC Board would have to ensure that 1) all retail licenses in tlie State were in
possession of an updated list of dry communities, and 2) that only those telephone
and ma.il orders originating from "wet" ccmrranities were being honored by the
licensees. In addition, it would seem relatively easy for a bootlegger to place
orders from a nearby "wet" community and then transport his supply to the "dry"
commuriity for resale. The Committee was opposed to reoarmending any law that
J) would be difficult to administer, 2) would be much more difficult to enforce,
and 3) would still leave ample opportunity for its intent to be subverted.

The general mail order and telephone sales ban that we propose will in ~olve
greater inconvenience and expense in tlie purchase of alcohol even in those >h
locations that are not formally "dry"” but lack a local outlet. However, there
are costs and benefits of living in tlie bush, and we believe tliat adding K iced
availability of alcohol to the cost side of the ledger does not: outweigh i€
benefit of shutting off tiiis source of alcohol flowing into a community that
does not. want it.

We believe tliat this proposal will help considerably in seeing to it that,
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if a bush camnuni tv really wants to be "dry" and votes accordingly, conditions

in tlie town really will resemble "dry" irore closely than "wet." There are at

least tv.o problems related to this proposal which are addressed in the next two
sections of this report. First, although a telephone and mail order ban should
significantly curtail bootlegging, it would be foolish to think that this alone v/ill
somehow put an end to it. One or a few local residents in a "dry" town could quite
easily and legally hop in a plane, scheduled or non-scheduled, fly to tlie nearest
licensed package store, purchase and fly back with any number of cases, and

take them heme. Eventual resale in the "dry" caimunity would be as difficult to
trace as it is now. Though tlie incidence of bootlegging should go down and the
price of bootlegged liquor should go up as a result of the proposal, there is

no question that a significant amount of bootlegging will still occur. Second,
we arc told that those residents of a "dry" town who order alcohol by mail for
their own personal consumption are much less likely to be involved in alcohol-
related problems than are those v/ho buy from the bootlegger, who may have secured
his "inventory" through mail orders. In the context of a mail order and
telephone sales ban, the condition "dry" may be: perceived by these residents

to be too inconvenient or "too dry" to gain their support. Our proposal may
therefore make it less likely that some villages will vote "dry" in the first
place, 'though we believe our proposal is a necessary step in bringing about a

genuinely "dry" condition in those carmunities that desire it, we believe tliat a
workable middle option should be provided for those communities tliat wish to
reduce their alcohol problems but are unwilling to vote ''dry", in..the .context of
a general telephone and mail order ban.

G. Limitation on Possession in a Pry Ccmn ,-nity

Bootlegging will continue to same extent Iin "dry" carmunities. It is
extremely difficult at present to "catch" a bootlegger and successfully prosecute

.him. Though enforcement officers may know who the individuals are, it is extremely
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r/jrc for Uitm to actually witness die money changing hands, difficult to find

other willing witnesses to the transaction, and therefore nearly impossible to

enforce the law against sellina without a license as the laws are currently

written. However, tlie intent of the law is clear and the need to niake that

intent enforceable,, especially in "dry" communities, is equally clear.

We therefore recommend that it be illegal for an individual to possess more
than two wine gallons of alcoholic beverages in a "dry" community. (Two wine
gallons translates into ten fifths of liquor.) It is tlie judgment of the

Committee tliat possession of more than that amount in a "dry" community indicates
an intent to sell. Ten fifths of liquor does not seem to be an intolerably lav
ceiling on possession for personal, or even social, consumption, particularly

in a "dry" community. However, we expect that those bootleggers <ho do the most
business must keep more than that on hand. We have no doubt tliat such a law
would be far easier to enforce than is tlie current law against selling without

a license by itself.

In addition, v/ie recommend that this proposed, be forwarded to and.-reviewed by

the Hush Justice Contort ice, which will meet frcxn October 7 to October 9 this
year. Their input should be useful and will be appreciated.
If. Middle Option - "Semi-Dry"

We recommend that the following option be available for an incorporated

community to adopt by majority vote:

When tlie "middle option"” has been chosen by a community, all private
licenses will expire within a maximum of 3 months after the election (liquor
license fees to be refunded in proportion to the time remaining on the license
at tlie end of this period). At the end of three months, the State will issue
the community a "community liquor license" for package sales only, defined as
follavs: The community liquor outlet will operate on a non-profit basis (i.e.,
charging only what is needed to cover expenses) and will subscribe to at least
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two 0l*.u;aLional rules: (1) Air liquor orders must be placed at least, two weeks
in advance of being picked up, and (2) no mure than two (as opposed to twenty)
wine gallons of liquor r.uy be ordered on any one day. A third rule that might
lie considered would be a limitation on the number of orders allowable within a
week. However, it may be that such a rule would be unnecessary and might simply
involve confusion and paperwork.. Tlie fewer rules tire better - thus we suggest

holding off on tire third until experience is gained. (This definition would place

the current "community liquor license"” concept already on the books.)
This would accomplish several objectives: (1) Time-lag sales from government
outlets were first instituted in Frobisher Bay, Canada, in 1962. (Frobisher Bay

had a population at tixat time of approximately 2,000, including 900 Eskimo and
1,100 whites, and is located in the C nadian arctic). It was demonstrated there
that time-lag ssd.es can be very effective Iin reducing total consumption, exces-
sive drinking, and related social problems¥*. (2) The Frobisher Bay experience
indicates that time-lag sales are particularly effective in reducing the incidence
of highly spontaneous "binge drinking." (3) If tlie public outlet were run for
profit and used as si source of revenue for tlie town, we feel there may be a tendency
to encourage sales. A local sales tax on alcohol, as discussed previously, would
bo a more appropriate means of generating revenue. Also, it is expected that

a non-profit operation, even with a local, sal.es tax added to tlie price of

retail sales, would effectively under-price bootlegged liquor. 4) This arrange-
ment still allows individuals to order up to two wine gallons of liquor at a

time at going prices, which again seems more than sufficient for personal
consumption and not too inconvenient for a town that has voted to seriously
reduce its alcohol problems.

It is further recommended that the two wine gallon limit on possession

*Honigman, "How Baffin Island Eskimo Have Learned to Use Alcohol”
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apply to iwn:: choosing the "middle option" as well as towns tliat have voted
dry.Finally, we suggest that the law provide that the "middle option" remain in
effect for at least one year after the community outlet begins operation, in
order to give the new system a chance to function for a sustained period.
l. OMVI Statutes
1. Medical evidence exists to demonstrate the validity of blood alcohol
concentrations as an index of level of impairment due to alcohol.
Further, loth medical and associated scientific research information
demonstrates the reliability of the blood, urine, and breath testing

procedure to ascertain blood concentrations.

2. According to research tests, the risk of a person becoming involved
in an automobile accident begins to increase at -053 RAC. At .101
a person is approximately seven times more likely to to involved in a

crash than if sober, and at .153 BAC tlie risk of accident involvement
is increased 25 times.*

3. Additional research findings and demonstration programs show that
persons identified as problem drinker-drivers as a result of convic-
tion for OMVI and presentence investigation are primary Candidates
for alcohol treatment and rehabilitation systems as well as for the
criminal justice System. Further, recent treatment rehabilfcation
evaluation information shows tliat the recovery rate for perse. . treated
as problem drinker-drivers is much higher than tlie conventional
treatment rate for voluntary self-admissions to treatment pPrograms.
This result is considered to be due to the increased potential of
treatment when problem drinker-drivers are identified early in the
progressive cycle of alcoholism. Tlie important contribution of

screening all convicted drunk drivers is the early identification of

*U. S. Dept, of Transporation, National Highway Traffic Safety Administration



problems drinkers aid early intervention into the progressive cycle
of alcoholism.
Oar first and, at this point, our only recartrendaticn is to change statutes
to make it illegal to drive with a blood alcohol cc icentration of .10 or
higher (see chart on next page). Currently, a BAC of .10 constitutes evidence
of intoxication, but by itself is insufficient to ensure an OMVI conviction.
We believe this aspect of the law should be strengthened as suggested above.
Additional recommendations on this subject are still, being developed.
Specifically, the costs and benefits of establishing mandatory presentence

investigations for all OMVI anders, and tlie costs and benefits of increased
police enforcement, are still under review. The idea of presentence investiga—
tions would be to screen the pool of persons convicted of OMVI, for early identi—
fication of problem drinker-drivers, and possible referral for treatment or
rehabilitation in lieu of traditional court sanctions.
J . Public Education

A rocutfiiendation on public education will be made later. “Hie Department

of Education will present specific proposals for the Corrmittee to review in early

October.



ESTIMATED AMOUNT OF 8u PnOOF UUUOH NEEDED TO
Hi.ACM APHHI*X!IYJAIL M*Vr.N LEVELS Or ALCOHOL iN THE BLOOU

"IMPTY STOMACH™"

Durta>n a one-hour period- wvirn iin 1l
Cu WO FOOD INTAKE PRIOR TO DRFNKING

Dura «»of . itrrLir.
e..,!, 80 ftoci lilocd ili Oli0l
(Lrs) Ligjoi Consumed Concentration
240 In Oile Hoi.r % 8y Wt
!—512’%. 1(.
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- -le: - - 0.2
- 210 13 0.10
-1~ 200 0.13
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0 9 0.15
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\ - 0.12
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-4
-110 — 0.10
-100 -3 — 009
\
—0.03
-2
Adapted froma chart 0.07
by U.S. Department ol '
Health. Education and Welfare
000
[ilistate- .

Tlio examples above show the appioximah; avera
amount of 80 proof liquor a 150-pcund person would
have to consume in a one-hour period to reach 0.10%,
the purcentage-weight of alcohol In Ino bloodstream that
is presumptive of intoxication.

0 Jetermino the approximalo average number of
ounces of 00 proof liquor needed in a ono-hour period to
reach 0.10%, draw a lino from BODY WEIGHT to 0.10% .
Thu line will intersect tlio average number of ounces
needed _to produce 0.10%. Follow the same procedure to
determine the amount of liquor needed to reach.other

"FLUI STOMACH™

DURING A c-.YC-lIiCK=T I-'EillCiu* OcCdlUn'Ji.
BtTIVLtW OWL AT..) TWO HOJitS AF i;is
AN AVLHAGh MEAL

Oc.SC_eS of
Body 80 Pioo! Pio. i aiccErl
V\t:l._gg.t Liquor Consumed Concni.-L.t.oii
(Lbs) In One Hour % hy Wt
| ~ idu
«240 : -01io
< — 0.18
- 210 8 o1t
- 180 >-10 _00-11;
- 170 L 611
160, L e
<-<50- _7____ h 010
- 0 - 0.09
130 - 003
120 - 007
-110 -0 06
- -100 -4—0.05
-0
Adapted from a chart A
by Royal Canadian —
Mourted Police -0.03

blood-alcohol concentrations, such as 3.05%. 0 15%. etc.
Charts showrougn averages only. factors alfect
the rate of alcohol absorption into Lré bloodstream.
Amount of food consumed. Kind of food and drink con-
sumed. and percentage of fatty tissuu in the body, for
examples, can vary blood-alcohol concentration values.
The ralu of elimination of alcohol from the blood-
stream is approximately 0015% per hour. Therefore,
sublract 0015% from blood-alcohol concentrahon indi-
((:ja_te% on above charts for each hour after the start of
rinking.
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GOAL
Tin* ictlucL Icmi of the Incidence of ulcoholism and alcohol-related social

problems in Alaska through programs of preventive education.

CONSIDERATIONS
"Primary Prevention" has been, defined as those strategics or efforts
which are directed at the totality of a population and designed to
reduce the unquestioned use and the. social acceptance of a substance
which has been demonstrated to be harmful to a significant proportion of
that population. It differs from secondary and tertiary prevention
efforts in that the latter are more expressly directed at the treatment
of the alcoholic and the detection of cases in their earlier and more

manageable stages.

Primary preventive education, then, is essentially concerned with the
formation of realistic attitudes and the consequent creation of a climate
of acceptance among all groups and levels toward whatever steps may be
taken uy a concerned public to reduce the prevalence of the substance or

disfunctional social situation in question.

The concerned public in general and the educators in particular must be
totally aware that educational (information-bearing) programs operating
unilaterally can never be as efiactive as they might be conceived to be.
Preventive programs are expected to function as a strong spur to community
action; there must be brought into existence simultaneously some systems
or avenues of action that the citizenry may utilize for the carrying

into effect the value-changes which result from the introduction of the

new concepts.



Jnt, program? of alcohol an! drug education have been relatively ineffective
due 1in purl to the use of scare tactics, the exclusive use of objective
information, and concentration on the disease alcoholism. Nev; programs
should be broader in scope, including the promotion of alternative and

healthier lifestyles.

An effective prevention programs must not only impart objective information,
it must also lead to the development of positive attitudes about and

skills for working with the problems surrounding alcohol use and abuse.

The sub-committee recognizes that for maximum effectiveness, any educational
program must be flexible and appropriate for the various social groups
with differing and sometimes opposing needs and special interests that

exist in Alaska.

An educational program of professional design which is broad enough in
scope to address all sectors of the Alaskan public and which can be
carried forward over a sufficient time-span to achieve effectiveness 1in
depth, will require re-allocation of existing resources and the addition

of new resources.

The outcome of prevention efforts through education which attempt to
create lasting changes of social attitudes, customs and values, must be

assumed to require continued effort over a considerable period of time.



RKCOMMEz\"1)A_T iONS
TIyfi cfwii®, (k* Huh* adtil 1l »"c & Hducui Inn ivroiiiiucnlu that ooin. IHerat lon
ke? given to tr*, luruul.iclon and implementation of all of ihe following
projects, for boLh the education of Lhe general public and those in the

schools.

l. TOWARD THE EDUCATION OF THE GENERAL PUBLIC

GOALS

1. The public will be made aware of the true extent of the socio—
economic problems at State, community, family and individual

levels, which emerge from the current levels and patterns of
alcohol consumption use.

2. The public will be aware of the concept that alcohol is a drug in
the true sense of the definition, that intoxication means being
functionally incapacitated to some degree, and that such a state is

not to be approached with impunity or humor.

3. The public will be disabused of the traditional misconceptions
associated witli alcohol.

4. The public will be aware of alternatives to drinking which at more
rewarding ar.d less physically dangerous.

5. The public will be aware of the purpose and direction of counter—
media campaigns originated by the alcohol beverage industry.

6. The general public will sustain a measurable decrease in over-all
consumption of alcoholic beverages.

Project A

To develop and implement a long-term on-go ing program of public informaljion
and education, utilizing all available media. The focus will be concerned
with the above goals.

To insure the maximum efficiency of such a media program, the committee
recommends that materials be developed which are appropriate to the

needs of age and interest groups (i.e., urban/rural, natrve/non-- ativc,

aging/ young adults, etc.).



1.

TIME FRAME

Twelve months will bo necessary to effectively design and begin to
implement tlie complete public education program. This program
should be assessed at definite intervals, and its continuation

based on objective evaluation.

RESPONSIBILITY BASE

The Department of Health and Social Services should be responsible
for designing and operating the public education program. Within
this department, responsibility might be assigned to The Office of
Alcoholism and/or The Health Education Section of Public Health.
State Departments must coordinate efforts with non-state agencies
(e.g-, National Council on Alcoholism/Alaska Region; ANCADA, etc.)
so that duplication and gaps in public education do not occur. The
Department may elect to fill temporary positions and/or sub-contract
for the 12 months of some segments of tlie project, rather than
establish permanent professional positions and personnel to accom—

plish this task.

FUNDING SOURCE

Those expenditures which are necessitated should be, as directly as
possible, derived from an increase in revenue generated by additional
taxes imposed on he sale and distribution of alcoholic beverages.

11 is recognized that such taxes may not be specifically dedicated,
but the additional revenue which may accrue r the State General

Fund should be borne in mind as a potential funding base.

LEGISLATIVE BACK-UP

Support budget requests of involved State Departments.



Projcct It

Je”_promoie within c.iiuiiniitic-f;, their development of affirmativo action
plan;, lur preventive education, by providing technical assistance on
possible. altcrnati vn programs and funding sources.

Professionals knowledgeable in community organization skills; types of
preventive education programs; and planning, funding and evaluation
strategies would use their skills by motivating and assisting local
communities in developing and implementing affirmative action plans and
programs for identifying causes and solutions to preventing their alcohol
problems through educational means. One funding source for communities

to use for the programs they design would be made available by creating

a new category for this purpose in the Municipal Revenue-Sharing Act.

1m TIMK PRAHK
A pilot program, involving several communities, should be accomplished
and evaluated for effectiveness within 2 years, The total effort

in community education will become an on-going service.

2 RESPONSIBILITY MSS
Community guidance and support for alcohol education should be the
duty of a Community Preventive Education Specialist located in each
of tlie three Health Service Areas. Community Preventive Education
Specialists may be based in either the Department of Health and

Social Services or Community and Regional Affairs.

3e FUNDING sources
From the increased revenue which may be generated into the State
General Fund by additional taxes on alcoholic beverages, an alcohol-

abuse prevention categorical base for municipal revenue-sharing



requests (under AS A3.18.0JD.0L@) should be formulated, which will
provide Lunds by which the concerned community may implement; alcohol
education on a local level. A minimum of $2.00 per capita may be
sufficient. Follow-up analysis should be useful in determining
whether a different dollar amount 5s necessary. Unincorporated
areas should receive funds by special legislation. State General

Funds will be needed for three new positions.

A. LEGISLATIVE NEED
a. Legislation which will provide authorization for a new category
for alcohol education under the municipal revenue-sharing
plan.
b. Legislation which will provide State personnel positions and

funding for three community preventive education specialists.

Project C

To design a program or_plejc c.ducat501l which will provide information,
elicit public response and issue feedback to the public, concerning

all proposed alcohol rclaicd legislative measures and considerations.
This section of the total program, in addition to the formulation,
implementation and analysis of public opinion polls and surveys, may

utilize the Alaska Public Forum, the TV program "Alaskan Advocates" and

other existing media channels.

1. TIME FRAME
This project is expected to be employed each time significant
legislation on alcohol is proposed. This project should commence

with the Governor®s projected legislation resulting from the 1.C.C.

report.



2e KKSPOMS 11111 ITY BASE

The program will stem basically from the Office of the Governor,

which will provide material on projected legislation and coordinate

informaLion-gathering and dissemination.

3. FUNDING SOURCES

The Office of the Governor.

A_. LEGISLATIVE NEED
Favorable budgetary review of requests for expanded services, if

necessary, which may arise as a result of needed support.

Project D

To promoLe the establ.ishncnt of an Informed policy on alcohol use
by the leadership of govarnment, business, inrustry and labor, and
the dissemination of such policies to the generaj public.

The committee feels that the leadership of Alaskan government and industry

are in a position, by Lhe. use of public statements and by the force of
example, to become a strong influence toward setting tlie tone of public

acceptance of preventive efforts in the field of alcohol-use.

1« TIME I'KAME

The elicitation of supportive statements and policies should begin

immediately and become a permanent factor.

2. KESPONSTIITEITY BASE

The Department of Health and Social Services, working with individual

business leaders and union officials, will be responsible for the

elicitation and public dissemination of policy.



3. FUND IKG SOURCES

Department of Health and Social Services.

A. LEGISLATIVE NEED
The passage of a Joint Resolution by the State Legislature, accompanied
by a strong statement of support from The Office of The Governor

(see Appendix).

11. TOWARD A SYSTEMAND POLICY OF EDUCATION IN THE SCHOOLS
GOALS
By completion of the elementary grades:

1. Students will know and demonstrate the importance of asking a
responsible adult before eating or drinking anything unknown; and
know dangers of putting foreign objects into mouth or other body
orifices.

2. Students will be able to identify substances commonly used by
individuals that may modify mood and behavior (e.g., candy, soft
drinks, tea, coffee, cigarettes, alcohol); and know there are
differences between alcoholic beverages and other beverages.

3. Medicines are helpful for maintaining health and should be treated
with respect.

A. Medicines and other substances that are commonly used can be harmful
if misused; know a variety of conditions which contribute to the
misuse of medicines; are able to identify substances that can be
harmful if misused; know dangers resulting from use of combinations

of drugs.

5. Misuse of drugs often starts early in life. Individuals react
differently to alcohol and other drugs. One can live a normal,
full and happy life without misusing drugs. Personal goals and

practices established early in life (e.g., self-respect for one"s
body, healthy standards of behavior and sound personal decisions)
can help one to avoid the misuse of drugs. A positive self-image
can be a factor in finding alternatives to the abuse of alcohol and
other drugs.

6. Students will know some sources and results of authoritative research
concerning the effects of alcohol use on the body; identify reasons
individuals drink or refrain from drinking and ways that drinking
can affect the performance of an athlete, hunter or fishing person,
and know some of tlie ways alcohol advertising contributes to the
use of alcohols.



1. Well-adjusted individual*; are able to interact with others in a
variety of situations. Various behaviors can produce various good
and bad feelings in others. People react in different ways to
various situations. Other people can affect one ™ self-image.

8. SLudents will be able to identify the qualities in themselves which
they appreciate and those they would like to change; will be able
to analyze their own feelings of pride; and will be able to describe
ways to improve qualities and how to maintain those they value.

9. Students will be able to recognize and disscuss effects of emotions
on behavior; will be able to identify alternative methods of dealing
with stress in one"s own culture.

By the completion of junior high:

1. Students will know general physiological and psychological effects
of drugs; know about alcohol, its history, nature, uses and abuses,
and physical effects on the individual, the family and society;
know reasons why individuals refrain from drinking; and can identify
cultural similarities and differences in our society and how this
pertains to alcoholism. Students can identify dynamics of decision
making concerning use of alcohol and are able to list sources of
social pressures which affect decisions; are able to evaluate
alternate solutions to such problems and to name legal, psycho—
logical and physical consequences of given incidents involving use
and abuse of alcohol. Students will know methods of discouraging
illegal alcohol and other drug suppliers and ways in which indi—
viduals can be influential in the control of alcohol and other drug
usage.

2. Alcohol an*l other drugs may cause immediate and harmful long-range
effects. Many major health problems may be aggravated by misuse of
these substances. Students know effects on pregnant women and
new-born infants. Students know some social and economic problems
resulting from substance misuse.

3. Students know basic physiological and psychological needs of human
beings and are able to list ways substances have been used and
misused to meet basic needs; know ways of avoiding alcohol and
other drug abuse.

4. Students will understand that anxiety, fatigue, frustration and
mild depression arc normal tolerable parts of everyday life; know
ways in which pressures can help or hinder behavior; know ways that
the effects of pressure can be re-channeled; know ways in which
trust in one"s self and in others can serve as relief from anxiety;
know how a crisis situation may affect the individual; and that
individuals vary in their abilities to adjust to the demands of
living.



Ncl f-accept;«rtw* <md an esimice of unc 7i eullural framework 1in
fmidhiuriii.nl. in s.mud health; know. :o<lai.ly appropriate ways of
itii-c-1 lup, cino®i. own einntionaj needs tliat will be well regarded by
others, both within immediate peer or cultural group and within the
larger society, and ways of meeting those needs that will not be so
regarded. Self-respect is built upon complex factors, including
the concept of self in relation to "important others" and is
related to the ability to accept success, Tfailure and/or criticisnm.

Students will demonstrate basic steps in dealing with a problem;
know ways in which feelings such as anger and fear may affect an
individual®s ability to cope with problems; will be able to identify
acceptable ways in society to release and deal with hostility and
anxiety; and know local resources that can assist individuals in
solving complex problems.

Students will know ways in which self-discipline helps to adjust
behavior and regulate emotions in a manner acceptable to oneself
and to one"s own culture.

the completion of high school:

Students will know the historical background, characteristics and
scope of the substance abuse problem in their immediate family,
village or city, state, nation and world.

Various treatments and sources that are available for substance
abuses will be known.

Students will be able to analyze alcohol and drug advertising for
such qualities as subtle inferences, scientific accuracy and emotional,
appeal.

The essences of major state, federal and international laws and
regulations relating to alcohol and other drugs will be known.

Students will be able to identify defense mechanisms which they and
others use in adjusting and adpating to situations and experiences;
will identify defense mechanisms which may be used in maladjustive
behavior.

Values include the beliefs, ideals, rules and standards which guide
one % actions. Influences in one"s physical or social environment
which help shape one®s values are recognizable. Values influence
human behavior in many ways.

Vocational and avocational interests and activities can fulfill
psychological and creative needs.

Students will know ways 1in which major changes (e.g., changing
jobs, marrying, having children, death in the family) can affect
the individual™s overall well-being.



IjfrojnclL_A

JI=C=r 3LtTan elementary and secondary .school alcohol education
curri_cu.luin package, which, while having an its centra] locus objective
iiiform.it inn about the substance, its use and abuse, will achieve its
goal through helping young Alaskans learn to understand their valuer,,
needs ami desires; to resist peer pressures; control impulses; make
rational decisions; raid learn problem-solving skills.

Such a program must be designed with great sensitivity to the variation
in need and the capacity to assimilate that exists in any student body
and particularly in Alaska. It must lie constantly borne in mind thit
the youngest students are not so much in need of objective information
about the substance as they are in need of the development of personal
skills and ego-strengths to enable them to cope with the decisions and
evaluations that they will face at later levels of socialization. Learning
from drug education programs in the past, it must be recognized that as
the older sLudents arrive at the point of decision, they must also be
armed with objective and factual information concerning alcohol and
other drug substances which neither contains any element of coercion nor
attempts to promote unrealistic goals or elicit unreasonable decisions.

Such a program must be developed in a man ler tliat is conducive to integration

into a school®"s comprehensive health educ ition curriculum.

1. TIME FRAME
An effective academic curriculum package which will address the
specific demands of students as they progress from one level of
need Lo another, will take one year to design and another year to

field test, evaluate and adjust.

2. RESPONSIBILITY MSB
The State Department of Education may designate and assign appropriate

experienced personnel to devise, test and evaluate the curriculum



guide, which will necessitate n temporary expansion of Lheir present
personnel and budgetary structure or funding allowing for such

services to be performed on a contractual basis.

3. FUNDING SOURCES
Total cost of design, testing, evaluation and implementation of a
curriculum package will be approximately $100,000 (includes the
make-up and distribution of teaching and resource kits for each of
the 52 school districts). The funds should derive from State

General Fund monies.

/(= LEGISLATIVE NEED

Budgetary support for this special-purpose project.

Project B

To develop and__imp_ Icincut aj>rogram for trainlng teachers, school admi.n-
istrators and school counselors in the purposes and methodologies of the
alcohol education curriculum package.

There is a need to provide teachers with training courses which will
provide them with up-to-date information and teaching skills, and will

assist them in arriving at sound personal attitude-bases from which to

operate.7".

The University of Alaska is tlie natural place to develop and offer

courses which will meet both these needs of teachers and school counselors.

The Sub-Committee on Education strongly recommends that the Department
of Education and the University give consideration to establishing a
minimum of a three credit-hour course in alcohol education as a requisite

to teacher certification or re-certification in this state.



1. TIME FRAME
This course (or courses) should parallel the development of and be
aligned with the curriculum package. Tlie Sub-Committee recommends
that the Governor®s Office recommend to the University of Alaska
Lhat this project be undertaken, in cooperation wilLh the Department

of Education, no later than September 1, 1977.

2. RESPONSIBILITY EASE
The responsibility should lie with a tri-partite cooperative group
consisting of the Department of Education, Health and Social Services
(e.g., Office of Alcoholism) and tlie University of Alaska (e.g.,

Departments of Education and Center for Alcohol and Addiction

Studies).

3. HUHDING SOURCES

Cooperative State Departmental funding.

A. LEGISLATIVE NEED
Budgetary consideration to the requests of the. University of Alaska,
the Department of Education and Department of Health and Social

Services, for additional funds for this training effort.

Project C
To develop a promotion.-!'l program, di.rected to scliool boards and school
adminlst,rators, which will insure Lhe use of tle alcohol education

curriculum package.

1. TIME FRAME

par .sons,,-"his effort should be continuous in time-span with the

projecLs for curriculum package development and training efforts.



2. RESFDNbHEILLTY HA3K
The Department of Education should be the lead agency, requesting

and utilizing the services of others as may be indicated.

3. FUNDING SOURCES

No special funding is necessary.

4. LEGISLATIVE NEED

No special legislative back-up is foreseen presently.



Tlio seven projects outlined above are designed to reach the general
public Lhrough top-quality media programs; community programs promoting
self-responsibility; and the publicity of examples set by government,
business, industry and labor policies; and they will reach the school-
age population through the development of an appropriate curriculum
package and the motivation and training of school personnel who will

implement it.

None or very few of the necessary mechanisms (fiscal capacity or per—
sonnel) presently exist to a near-requisite degree in the Alaskan
governmental structure or in Alaska itself. liven allowing for an
extensive cooperative effort that may be extended by the involved state
agencies, iL will be necessary to allocate, to an extent not now fully
determined, money and specialized personnel in order to implement this

total set of projects.

It is tlie Sub-Committee™s recommendation that in addition to the above,
th&b at least twenty percent of all future state funding ior the State
Office of Alcoholism be specifically a,o 1 ~nal
activities for primary prevention.

the State Office of Alcoholism receive additional tundsv-"The prevention
activities currently on-going through the State Office of Alcoholism are
concentrated at tlie secondary level of prevention. The Sub-Committee
members believe that a shift tov/ard the direction of education and

primary prevention will be more effective in the long term.



lii order to successfui ly carry out. rliif; toLal program, there must be
(leiiiom:! rated 1 high istnndaid of cooperative effort among involved inter—
ned -intra state and community agencies at all levels, in order to avoid
duplication and dilution of effort and to offer necessary understanding
and support. All preventive education projects must be ultimately
coordinated with a central agency in order that this occur. That the
State Office of Alcoholism be the coordinating body for preventive

education 1is a possibility.



SUMMARY OF PROPOSAL FOR THE PRIMARY PREVENTION OF
ALCOHOL-ASSOCIATED PROBLEMS THROUGH EDUCATION

APPROACHES TIKE FRAME RESPONSIBILITY EASE FUNDING

I. Education of the General Public

A. Public Ir.forr.ation and on-going MSS; coordinate, with State General
Education through the media non-state agencies Fund
B. Community affirmative action on-going HSS or CRA State General
Fund
C. Public involvement in on-going Office of the Office of
legislation Governor the Governor
D. Government, business on-going HSS HSS (no
industry and labor new funds)
policy on alcohol use.
"y
\
-

Il1. Education in the Schools

A. Development of Curriculum 2 years DOE State General
Packages Fund

B. Training teachers, school on-going University of University of
administrators and school Alaska, DOE and Alaska, DOE,
counselors HSS and HSS

C. Promotional program for on-going DOE None

school boards and school
administrators

«

LEGISLATIVE NEED

Support budget
requests

a. New revenue-sharing
category
b. 3 new state positions

Joint Resolution

Support budget requests



Problcns
A. rule Iipilorn Act
The Uniform Alcoholism and Intoxication Treatment Act (A.S.
47.57.010-.270) establishes:-

1. The State"s policy concerning alcoholism and public intoxication;

2. The Office of Alcoholism and its functions;

5. The elements of a comprehensive program for treatment;

4. Regulations for committment of alcoholics for treatment.

However, the Uniform Act (Sec. 47.37.010) does not distinguish
between the alcoholic and the alcohol abuser (or publicly intoxicated
person) for the purposes of treatment.

It is essential for planning and implementation of treatment and
rehabilitation programs that an adequate distinction be made between
alcoholics and alcohol abusers.

The requirements for effective intervention for each of these groups
are of a very different nature. The addicted individual is afflicted with
a psychological, physiological and social problem which requires the
attention of skilled professionals applying established treatment principles
and methods. The individual referred to here as the "alcohol abuser"™, the
"alcohol-relatrd offender”, the publicly intoxicated individual, the OMVI
offender, etc., may or may not be suffering from a demonstrab[e addictive

n
condition and may therefore, not need all the services appropriate to the
treatment of alcoholism. Though treatment and rehabilitation, and the present
discussion of these areas,primarily addresses the alcoholic, there are
some areas in the range of treatment components tliat may appropriately be
geared toward dealing with the alcohol abuser, for example emergency

medical crisis intervention sleep-off services and educational outpatient

counseling.



Il. Data Ac.quisiton and Analysis
There is insufficient data upon which to formulate a complete,
definitive plan for;

1. the distribution of monetary resources;

2. the selection and location of alcoholism treatment components; and

3. the success of treatment programs in meeting the assumed or

verified need for treatment services.
The types of data which may be relevant to #1-3 above include the
following;

1. Population distribution by region, district and local community.

2. Size of target population (number of alcoholics and alcohol

abusers).

3. Existing alcoholism treatment resources in the region, district

and local community.

4. Unit cost of care for each treatment component.

5. Maximum amount of State, Federal and local dollars available for

alcoholism services.

6. Cost effectiveness of existing alcoholism services.

Number of clients successfully completing the program.

8. Long-term reduction in alcohol-related impacts (e.g., arrests

and convictions, deaths, child abuse, emergency room services).

9. Client recidivism rates for alcoholism treatment programs.

10. Demographic profiles of geographical districts, local communities

and target population.

Current efforts to acquire and analyze potential relevant data
include the Office cf Alcoholism™s "Systems Analysis of Alcohol Problems™
project, the Interdepartmental Coordinating Committee Task Force, the
computer analysis of Client Data Base Forms and Monthly Program Activity

Reports, and Office of Alcoholism program evaluations.

5-2



C. The Grant-in-Aid Funding Mechanism

We believe that grants-in-aid, unless used principally as initial seed
money for limited periods of time,are counter-productive in the effort
to develop and maintain quality alcoholism treatment and rehabilitation
services. This view is supported by the statements and experiences of
the Directors of Valley Hope Treatment Center (Norton, Kansas) and Chit-
Chat Foundation (Wemersville, Pennsylvania). The Valley Hope and Chit-
Chat alcoholism treatment programs are widely recognized as two of the
oldest and most successful alcoholism rehabilitation services in the
United States.

Third-party (insurance) reimbursements and client fees account for
approximately 70% of the revenues generated by these two programs.
Both of these programs generate sufficient income to not only meet
their opci-ational cost but also to expand their services and facilities.

The grant-in-aid statute, A.S. 47.30.475-477 as amended (1975)
requires that grants be awarded in a ratio of 75% State money to 25%
community money, except for those communities officially designated as
poverty areas. The required ratio for these poverty areas is 90%
State money to 10% community money. The current poverty areas as
determined by the Department of Community and Regional Affairs are

as follows:

Aniak Betties Ft. Yukon Kotzebue&
Barrow Cold Bay Galena McGrath
Bethel Dillingham Glennallen Nome

Tok

The grant-in-aid regulations (7AAC 10.050) provide for the use of
in-kind contributions in meeting the non-State sharing of project costs.

It should also be noted (AS 47.30.475 d) tliat other non-State (e.g.,



Federal) grants may be used to meet tlio required r.iatch.

iherefore, it can be seen that the grant-in-aid statute places

the burden ot financial support for program operation on the State.

In other words, a project is eligible for and may receive State grant-

ih aid for an indefinite number of years at the 75:25 or 90:10 State/
local ratio. This is in contrast to most Federal grants (NIAAA staffing,
special projects, and public inebriate grants), which generally provide
funding in decreasing yearly amounts for from three to five years.

This mechanism provides the opportunity for the Federal government
to assist in establishing a greater number of alcoholism treatment
programs. It also provides an incentive for existing programs to
develop alternative financial resources and achieve a greater degree
of self-sufficiency.

Decreasing, time-limited funding recognizes and encourages the local
community®s and the consumer®s responsibility and authority in selecting
and maintaining health care services. It also provides sufficient time
for a program to establish the relevance and viability of its services
and allows for an opportunity to develop the financial resources which will
be required for its continuing existence.

Evidence for the contention that State grant-in-aid funding passively
or actively encourages programs to rely on State monies may be deduced
from the following table (FY 76):

Project location State funds Other Cash or In-Kind Ratio Stato/Non-Statc

Nome 85,dM0 40,697 2.09
Dillingham 22,100 9,405 2.35
Kotzebue 36,507 15,719 2.32
Juneau 90,360 233,864 0.39
Wrangell 26,860 8,980 2.99

Unalaska 33,800 66,110 0.51



Seward 27,600 . 9,200 5.00

Petersburg 27,070 9,025 3.00
Yakutat 13,875 4,625 3.00
Anchorage 767.978 724,682 1.06
Fairbanks 309,546 156,740 1.97
Tofc 13,700 114,900 0.12
NCA-AR 78,484 656,580 0.12
Bethel 93,500 38,714 2.42
Galena 14,000 4,667 3.00
Sitka 78,388 26,071 3.00
Kodiak 119,548 29,666 4.03
Ketchikan 74,474 84,046 0.89

The contention that the State"s grant-in-aid mechanism discourages
funding of new programs is reflected in the following tables.

Number of Programs/

Fiscal year Number of Communities Total State-administered dollars
1974 18/14 1,762,100
1975 20/18 1,958,300
1976 18/17 2,170,000
1977 17/16 2,056,700
Program FY 74 FY 75 FY 76 FY 77
University of Alaska X X
City/Borough of Juneau X X

Rural Alaska Community

Action Program X
Yukutat X X X X
Petersburg X X X X

GAAB/Municipality of
Anchorage Health Department X X X X

Seward X X X X

Bethel X



Kodiak X X X X

.Sitka X X X X
Koine X X X X
Kotzebue X X X X
Fairbanks X X X X

National Council on Alcoholism
Alaska Region X X X X

Upper Tanana Regional

Council on Alcoholism (<K -- X X X
Unalaska X X X
Wrangell X X X X

Gastinoau Council/ Gastineau
Manor -— X X X

Alaska Native Commission

on Alcohol ancl Drug Abuse -- X
Dillingham - X X X
Fort Yukon -- X
Galena X X
X = Funded
-- - Not Funded

D. Other Problems

1. Manpower and Staff development

Program evaluations conducted by the State Office of Alcoholism during
FY 76 consistently®identify the need for improvements in the level of
alcoholism programs staff training and expertise. Staff training has also
been consistently cited as a high priority need by the program staff
themselves. The University of Alaska Center for Alcohol and addictions
studies does not have resources sufficient to allow it to address the alcoho
related training needs in the State.

2. Administrative and Fiscal Management of Programs

State Office of Alcoholism program evaluations and DHSS fiscal audits



identify significant problems in tlio administration and financial management
of local alcoholism treatment programs. These problems (e.g. , improper
billing, over and under-expenditure of line item budgets, inadequate
bookkeeping and accounting systems, improper intermingling of funds)
have resulted in numerous audit exceptions and program instability
resulting from past due accounts, delayed billings and late payroll
payments.
3. Public attitude and awareness
Little or no public survey data is available which measures community
attitudes toward alcoholism or alcoholism treatment programs. However,
there appears be a variety of public concerns and misconceptions which
impact on the funding and effectiveness of alcoholism treatment programs.
These concerns and misconceptions center around the following issues:
a. The acceptance of alcoholism as a treatable illness.
b. The success of alcoholism treatment programs in reducing tlie
number of visible alcoholics.
c. The fundamental nature, limitations and capabilities of treatment
programs for the alcoholic.
d. The distinction between the alcoholic and the alcohol abuser and
the treatment modalities appropriate to each.

basic treatment and rehabilitation components

The following definition of treatment is quoted from the Uniform Alcoholisn

and Intoxication Treatment Act (AS 47.37.270 (12) ): o
"Treatment" means the broad range of emergency, outpatient,
intermediate, and inpatient services and care which may be
extended to alcoholics and intoxicated persons, including
diagnostic evaluation, medical, psychiatric, psychological

and social service care, vocational rehabilitation and

career counseling.



hmergeu®/ inp."iti ciu , interlace!i ate mi! outpatient care may be f~rtner
eJabnr_ii ei! according to the Joint Co."-mussion on Accreditation of Hospitals*
sugge.-:ted Standards for Alcoholism Programs, as follows:
A. Emergency care: Shall provide for twenty-four hour availability ot the
following services to all persons and their families with problems related
to alcohol use and abuse: (1) immediate medical evaluation and care;
(2) supervision of persons by properly trained staff until they are no
longer incapacitated by the effects of alcohol; (3) evaluation of medical,
psychological, ;nd sucial needs, leading to the development of a plan for
continuing care; and (4) -effective transporation services.
B. Inpatient care: Shall provide twenty-four hour supervised care
under the direction of a physician in a hospital or other suitably
equipped medical setting designed for the diagnosis and/or treatment
of medical and/or psychiatric illnesses derived from or associated
with alcuhoi abuse and/or alcoholism.
C. Intermediate care: Shall be designed to facilitate the rehabilitation
of the alcoholic person by placing him in an organized therapeutic environ
meat in which lie may receive diagnostic services, counseling, vocational
rehabilitation and/or work therapy while benefiting from the support which
a full or partial residential setting can provide.
i). Outpatient care: Shall be designed to provide a variety of diagnostic
and primary alcoholism services on both a scheduled basis and nonschcdulcd
basis in a nonresidential setting to alcoholic persons and their families
whose physical and emotional status allows them to function in their usual
enviionment.

Additional treatment components may be designated as outreach, information
and referral, drop-in, slecp-off, crisis center, halfway house or quarter
way house.

"Hie following services (or facilities) represent a comprehensive

continuum of care for the alcoholic, according to the structure provided



above (A-D).
A. Hm?r .cncy Care

1. Hinergcncy Medical Services

The State currently provides for emergency medical services through
the federally funded CMS program.

These services are typically provided on an as-needed basis by local
community hospitals. It is important to note that most alcoholism programs
do not have contracts or working arrangements with these hospitals to
provide services necessary for their client population. The level and
extent of emergency medical services for either the alcoholic or non-—
alcoholic, intoxicated individual appear to be inadequate.

2. Sleep-0ff Center

Sleep-off centers should provide for the immediate care and custody
of those individuals who are intoxicated and/or incapacitated by alcohol.
These units should address themselves to acute prob. “ms that would require
clients to stay no longer than 72 hours and should also provide triage,
crisis intervention, case planning and disposition, motivation counseling
and referral--particularly as a primary stage in the court commitment
process. Tlie staffing of such units would be provided by personnel
trained in the acute care of alcohol (and/or alcohol/drug) problems.
Sleep-off centers should not bo confused witli medical or non-medical
detoxification services (see B below).

At present, comparable centers exist only in Juneau, Anchorage,
Fairbanks, and Kodiak.

B. Inpatient care

1. Medical detoxification describes the hospital procedures applied
in the treatment of alcoholic or intoxicated person required for the
withdrawal from the physio-chemical presence and effects of alcohol in

the system. The process of detoxification requires an average of from

three to five days treatment. This treatment may require the administration



of sedatives, tranquilizing drugs, anti-convulsive medications, and thera-—
peutic vitanin prescriptions.

There arc at present no hospital-based or medical detoxification
programs 1in the State. For the most part detoxification is offered by
hospitals only for patients suffering from delirium tremens or purely
medical problems incidental to addiction or intoxication. The State
Office does provide funding for a number of programs which have been notably
unsuccessful in obtaining third-party payments, client fees or other
reimbursement for services. They have also been plagued by a variety
of problems and dangers associated with the inability to provide medical
coverage for clients needing such services. In addition, these non-medical
detoxification programs have unfortunatlcy had considerable difficulty
in maintaining distinct client populations and distinct treatment components.
C. Intermediate Caro

1. Thirty-day residential rehabilitation and treatment services.

This short-term, intensive treatment program is designed to provide
education about alcohol and alcoholism and group and individual coun-

V
soling or therapy within a highly structured and supportive environment.
This type of service 1is designed to provide maximum exposure to the
principles and practices required for the maintenance of sobriety.

The following chart lists those programs presently providing short—

term residential treatment services.

Program location Number of available beds
Fairbanks 29 -
Anchorage 30
Sitka 7 (Mt. Fdgecumbe IMS Hospital program)
Ketchikan 12
Kodiak G.
84 Beds

2. Halfway house services

A halfway house unit is a community-based intermediate residential



c.arc facil.ty. It provides room and board, informal counseling, and
referral services to the recovering alcoholic in a sober environment.

Tlie average length of stay should be 90 days for halfway house clients.
Since the major goal is the successful transition to fully independent
community living, clients are encouraged and assisted to obtain employment
and to arrange for medical, vocational, counseling, and other

services as provided in the community (rather than in the halfway house,
unit itself.) It. is expected that the halfway house will not attempt to
duplicate the efforts of inpatient rehabilitation or outpatient counseling
services.

The list of existing halfway house programs is as follows:

Program Location Number of available beds
Anchorage

Studio Club 15

Phoenix House 17
Fairbanks 8
Juneau 15
Ketchikan 7
Kodiak 10
Sitka 10

Total 82 Beds

D). Outpatient care

1. Outpatient services

Outpatient services typically include client evaluation and referral,
individual and group counseling or therapy, after-care, family counseling,
crisis intervention, consultation, and court-related programs such as Driver
Alcohol Information Schools.

Most of the programs funded by the State Office, and the majority of

its funding, is devoted to programs offering a combination of outpatient,

information and referral, and education services. Reliance on State grants



has been and continues to be even more typical of these programs than of
those already mentioned. This relates to a number of factors, including
the current limitation of Blue Cross and other medical insurance coverage
and the problems associated v/ith the State grant-in-aid mechanism as
elaborated earlier.

2. Information and Referral services

Information and referral may be distinguished from outpatient services
in that the former responds to requests for information about alcoholism,
alcohol abuse, and alcoholism treatment services available in the community.

3. Education

Education activities have been a service traditionally offered by
alcoholism treatment programs although such activities may be more appro—
priately considered to fall within the category of prevention or preventive

education.

Alcoholism education efforts may be classified generally as one of
three types:

1. Alcoholism education as part of the public school curriculum

2. Special lectures to interested groups within the community.

5. Communications media presentations.

E. Long-term Domiciliary Care

“i"llere are a variety of individuals requiring either long-term care or an
indefinite period of care in a facility other than those already mentioned.
These individuals include the older and/or severely debilitated, chronic
alcoholic with serious organic and/or social impairment who has not responded
favorably to other forms of treatment or care. Some of the individuals
appropriate for placement in a long-term care facility are those with a

very poor prognosis for recovery or for tlie ability to maintain themselves

independentJy in the community and those who arc chronic public inebriate



committed by thecourts. This facility would also be appropriate for
individuals with a better prognosis, but requiring a more extended length of
stay (6-12 months) in a structured environment then is available in

a rehabilitation program.

Applying the formula used in the "Allocation of Adult Alcoholics in
Alaska"™, a 1973 study conducted by the State Office of Alcoholism, 9.2%
of the state"s adult population arc alcoholics. Based on 1975 census figures
of 40*1,000 total state population, we can estimate that there arc 20,500
alcoholics in Alaska. According to accepted national standards, tlie
chronic, "skid row"™, alcoholic constitutes 3-5% of the alcoholic population.
It is primarily this group (approximately 1,000 persons) that would be
appropriate for placement in a long-term care facility.

There is no long-termresidential care facility for alcoholics currently
operating in theState of Alaska.

Essential elements of such a program wculd include the following: work
therapy (for example an institutional industrial program, production
contracts, etc.); vocational rehabilitation including work evaluation, skill,
training, vocational testing, and job placement; resocialization; referral
to group or foster homes; physical therapy and rehabilitation; and affiliation
with service and treatment resources in the community such as Vocational
Rehabilitation, mental health, Alcoholics Anonymous, alcoholism treatment
agencies, social services, etc.

Services emphasizing resocialization and physical and vocational rehabi—

litation arc of primary importance for a client population whose occupational

skills and general health and adjustment have deteriorated to a marginal level.



Recommendations
A. Bused on the preceding elaboration of needs, problems, available treat—
ment resources and the services necessary for the prevention and treatment of

alcoholism and alcohol abuse, the following policy recommendations are offered.

* Amend the Uniform Alcoholism and Intoxication Treatment Act (AS 47.57.010-270%)
for the purposes of: distinguising more adequately between the alcoholic

and intoxicated individual (alcohol abuser); establishing separate policies
for the alcoholic and the alcohol abuser; defining the responsibility of the
State Office of Alcoholism and the service providers with whom the office
contracts with regard to tlie treatment ol: the alcoholic and the alcohol
abuser; and simplifying tlie court procedure for involuntary commitment

of alcoholics to inpatient treatment for SO to 1SO days after sleep-off.

(Tlie present Uniform Act contains provisions which are fare too costly,
cumbersome and unwieldy with regard to involuntary commitment. Consequently,
there have been considerable problems with implementation of this provision
by the Courts.)

* Continue and complete the "Systems Analysis of Alcohol Problems””project
in the Office of Alcohol ism.

* Continue and augment the State Office of Alcoholism®s program evaluation
and data collection/analysis efforts.

* Amend the State Grant-in-aid Statute, AS 47.30.475-477, for tlie purposes
of: establishing a progressively decreasing state/non-state funding ratio
for grants, limited to a four year period from the date of program inception,
establishing a reimbursement for services contract mechanism to provide
funding for those alcoholism treatment services which fail to qualify for

or have exhausted the grant alternative (such reimbursement should be
provided for those services for which alternative funding or reimbursement 1is

available); requiring that all match contributions be in the form of cash.



* Recommend use of local sales taxes (either current possible or raised fronm

a special tax) to provide increasing amounts of local support for programs.

* Require that communities receiving revenue-sharing money from the Department
of Community and Regional Affairs for "alcoholism program beds"™ match their

SGF Office of Alcoholism Grant with an amount of cash equivalent to that

revenue sharing support.

* Allow an amount equivalent to 10% of the State 3 grant as "in-kind" match, for
all years of State Grant-in-Aid financial support to local programs,to help
offset local indirect cost expenses for local management of grants.

* Alter existingTitle XIX, Private Insurance and Vocational Rehabilitation

regulation:, to provide coverage for treatment of alcoholisnm.

B. The followingGrant-in-Aid schedules are recommended:
* Fund programs,already in existence, beginning in FY 78 at the following
schedule:

FY 73 60% State; 40% Other (cash)

FY 79 40% State; 60% Other (cash)

FY 80 .25% State; 754 Other (cash)

Fy 81 State fee for service support only for those patients not
covered by other resources.

* Fund new programs at the following schedule:

Year 1 75% State; 25% Other
Year 2 60% State; 40% Other
Year 3 40% State; 60% Other
Year 4 25Y% State; 75 % Other
Year 4 State "fee for service" support only for those patients not
covered by other resources
C. Emergency Care (
1. Emergency Medical Services

The present Uniform Act requires that persons be afforded a continuum



of treatment beginning with Emergency Care. The required resources arc not
available to adequately provide that care. The Uniform Act also implies
that severe medical emergencies induced by the abuse of alcohol will be
treated by physicians in hospitals; yet physicians and hospitals are often
reluctant to provide care for these persons.

* Amend state law that physicans and hospitals are required to meet their

obligations to provide emergency care to those individuals with acute medical

conditions.

* Recommend that alcoholism treatment agencies or community health

authorities establish work agreements or contractual arrangements with
public or private hospitals for the provision of emergency medical services.
2. Sleep-off Center Services
The public safety, health welfare risks and costs associated with
alcohol intoxication, alcohol abuse, and alcoholism in Alaska are so
great that adequate measures must be taken to protect the community and the
individual from those present and recurring behaviors which represent
immediate and long-term threats.
* Amend the Uniform Act (AS 47.37) to allow sleep-off facilities to hold

"intoxicated persons” and/or "incapacitated persons"™ for up to 72 hours

involuntarily.

*

Provide the funds to operate a statewide network of slcep-off facilities
of the kind described.

* Require all slcep-off facilities to employ at least one person with
Emergency Medical Training on each shift seven days a week.

* Require an initial medical examination within 24 hours.

* Require hospitals and physicians to admit intoxicated persons to
hospitals if they also present other severe complicating medical problems.
* Require sleep-off facilities to conduct an evaluation for the purpose

of disposition and referral of the patient prior to his release at the

end of 72 hours.



* Slcep-off centers arc- recommended for the following communities:

Juneau Wrangell Cordova
Ketchikan Petershburg Kotzebue
Valdez Seward Barrow
Yakutat Unalaska Kenai

Sitak, Kodiak, Anchorage, Fairbanks, Bethel, and Nome have facilities
suitable for a sleep-off service.
Capital expenditure estimates are based on the approximate purchase
and installation price for new double-wide trailers for Ketchikan,
Juneau and Valdez and for new single-wide trailers in the remaining locations.
The smaller units should be able to accomodate up to 10 beds and the
larger units up to 15 beds. An estimate covering the cost of furnishing
and equipping these units are included in the following figures:
Capital Expenditures = $439,050 (estimated)
Operating expenses (per annum) = $2,195,750 (estimated)

(includes total staffing of 117)

* Slcep-off centers might be recommended for Dillingham,Galena, Fort Yukon
and Glennallen-Copper Center depending upon the results of a needs assessment
and the availability of funds. Estimated capital expenditures for these
four additional units would be $119,275 and the estimated operating expenses
would be $675,000.

It can be anticipated, or conservatively assumed, that the, probable
levels of need, utilization, and/or required resources in mgst rural villages
would not justify or allow for the establishment of sleep-off centers at
this time. There probably would be, therefore, a number of communities with
some level of need, which would have to depend upon the use of local jail
or transporation to the nearest community with a sleep-off center.

*

Encourage communities without jails or slcep-off centers to develop

statistics which could be used by the State to assess the need for and the



probable util ir.ciition of a slccp-off facility.
Source of fur,ding
* The proposed slcep-off programs should be funded in the following manner:
A. For Capital Expenditures: State General Fund
B. For Operating Expenses:
1. Poverty area communities: renewable yearly grant-in-aid, 90/10
State to local cash ratio.
1. Non-poverty area communities: progressively decreasing State/
local grant-in-aid for four years (75/2S; 60/40; 40/60; 25/75)
and "fee for service" reimbursement starting at year five for
those clients not covered by other resources.
* Tlie Division of Corrections should provide slccp-off capability through
cxisting rural jails where feasible and necessary.
* The Division of Corrections should keep records of the degree of association
between crimes of which their inmates were convicted and a history of alcohol
abuse and/or altohollsm.
* Tlie Division of Corrections should provide treatment for alcoholism within
the Corrections system.
* The Division of Corrections should provide a counseling program for
alcohol abusers within the Corrections system.
* The Divis_ion of Correct ions should ensure that appropriate after-care
and follow-up are provided for all alcoholic inmates upon their parole.
* Referral (or after-care and follow-up should be made available to those
inmates who have completed their full sentence.
These recommendations are made in view of the following considerations:
An alcoholic is, by definition, a person physically and/or psychologically
addicted to ethyl alcohol. (A person who cannot control his drinking
behavior).

A person who is alcoholic and commits a serious crime because of his



alcoholism, will be a continuing recidivism risk.

An alcoholic offender will be less of a continuing recidivism risk if,
while in custody, he received treatment for his alcoholism.

A paroled alcoholic offender must be afforded some protection from his
addiction at lease during the initial stages of his parole. This should
continue until he has succcssully re-integrated into society. Otherwise,
the chances are great that lie will relapse into his former active addictive
condi tion.

Alcohol abuser offenders, upon parole, will most likely not need
protective rehabilitative care but should be provided continuing out—
patient counseling for a period of time.

2. Inpatient Care
A. Medical detoxification

There are a variety of potential medical problems such as cardiovascular
arrest, convulsions , respiratory failure, diabetic coma, delerium tremens,
or other severe withdrawal symptoms associated with the process of detoxification.
Because these-medical risks and the difficulties with attendant liability
are greatest with the operation of a nonmedical service by para-professionals.
* The State should encourage establishment and participate in the funding
of medical detoxification services whenever possible.

* Medical detoxification services should be located in a hospital or in a
facility that has tlie capahility of responsible medical management. A
major advantage of medical (rather than nonmedical) detoxification, in
addition to quality patient care, 1is the potential for reimbursement
through Title XIX, social security, and private medical insurance.

3. Intermediate Care
A. Thirty day residential treatment services

There 1is evidence nationwide that many of the most viable and most
effective rehabilitation programs (for example Chit-Chat, Valley Hope,

Hazelden) are those that do not use government grants for funding but which



rely primarily on reimbursement for services given.

The size and stability of currently existing rehabilitation programs
in the state arc not adequate to meet the needs of this type of service.
Patients who can pay and/or who have insurance coverage for this kind of
care are typically transported "outside", it would be a functional and
economic benefit to the State to have such a facility/program available
within Alaska. It would afford existing smaller local programs with an
inpatient resource within the State. It would also keep the money paid for
treatment within the State.

It should be noted that the cost of care for approximately 70% of
those clients participating in the Valley Hope and Chit-Chat treatment programs
is provided by private health insurance payments and the cost of care for tlie
remaining 30% is provided by other third-party payments (Veterans Administration,
Medicaid, etc.) or absorbed by tlie program at no cost to the client (approx—
imately 10% of all clients.)
* The State should provide funding for the establishment of a quality,
short term residential, intensive treatment program which is directed primarily
toward those rural and urban clients who are covered by public or private
insurance or .able to pay their own way.
* This facility should be centrally located but not" directly adjacent to a
large metropolitan area. There is ample evidence nationwide that far
from being necessary to locate such a program in an urban area", it is a
decided advantage to have this type of program situated at some distance
from a major population center.
* This facility should not exceed 70 beds and should have an average
patient stay of 30 days.
* This program should be available to residents from throughout Alaska

and serve both urban and rural populations.



* This program should also serve as a practicum training center for
alcoholism and other professionals.

The Valley Hope and Chit-Chat alcoholism treatment programs, which are
located in relatively remote rural areas, report that they have experienced
no problem: relating to referial or physical accessability because of their
location. To the contrary this location provides an attraction for those
clients wishing to minimize the visibility of their being in treatment.
Moreover, sucli location decreases the temptation and potential for leaving
the program prior to the completion of treatment. It has also been the
experience of Valley Hope, Chit-Chat and other comparable programs, that the
independence from local government control considered to be essential for
maintaining program integrity can be assured only by being located outside
the boundaries of a large municipality.

The set of needs and conditions that a program of this size is designed

to meet and the therapeutic modalities which are necessary for meeting these
needs determines that;
* 30 day residential treatment services should he provided exclusively
for the alcoholic and for tlie cross-addictcd individual. The necessary
goals and therapeutic functions required for the treatment of drug addicts
drug abusers, the mentally ill and the emotionally disturbed who may
require inpatient treatment are not the same as those required for the treat—
ment of alcoholism.

Those 30-day treatment programs (Valley Hope, Chit-Chat, 5etc.) which
have attempted to include drug addicts whave experienced a significant
lack of success in working effectively with these clients. They report
that the subcultural background, the life style, and the greater incidence
of sociopathic pathology were not at all amenable to the kind of treat—
ment they were able to provide. In addition, the drug addicted client

was consistently found to disrupt the rest of the client community.
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Residential treatment programs for drug addicts and abusers (Day
Top Village; Freedom House, Inc.; Synanon; etc.) support this contention
that distinct residential programs are required for the drug addict.

It would be inappropriate to include the mentally ill or the
emotionally disturbed for the following reasons: 1) The average lenght
of stay in an inpatient facility for psychiatric patients (e.g., at
Alaska Psychiatric Institute) is at least fifty days, as opposed to
thirty days. 2) The administration of psychoactive drugs (tranquilizers,
anti-depressants, amphetamines, barbituates, etc.) is the most prevalent
therapy of choice or therapeutic adjunct used by inpatient psychiatric
programs. Chemotherapy, and the principles underlying its application, are
antithetical to and/or incompatible with the drug-free environment of
alcoholism treatment programs. 3) Most psychiatric patients requiring
hospitalization suffer from acute (and often chronic) and severe mental and
emotional disorders (e.g., paranoid schizophrenia, manic-depressive
psychosis, and other diagnoses associated with symptoms of gross disorientation
and dysfunction, e.g., hallucinations, delusions, and thought disorder).
Most alcoholics, however, are well-oriented and psychologically unimpaired
beyond the context of their addiction. 4) Successful thirty-day alcoholism
treatment programs rely heavily on a variety of treatment modalities
such as educational lectures on the nature of alcohol and alcoholism, the
principles of recover, and an orientation to the principles and methods of
Alcoholics Anonymous. These modalities are inappropriate and irrelevant for
the treatment of psychiatric disorders. Moreover, the traditional approach
of indepth psychotherapy views behavior as a symptom of underlying intrapsychic
phenomena. This approach is greatly in contrast to the prevailing and
accepted view that for the alcoholic, psychological (intraps>cni.c phenomena)
and behavioral dysfunctions are symptoms of the underlying addiction.

/
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* State support for this particular program should be provided on
the following basis:
FY 7S 75%State; 25% Other
FY 79 50%State; SO5 Other
FY SO 25% State; 75% Other
Fy Sl 0% State; 100 Other
The annual operating expense for this 50-day treatment program is
estimated at $894,250. This figure is based on a $35/duy cost at full
occupancy (70 beds) and includes rental expenses estimated at approx—
imately $7,000/month.
If new construction were required, the Department of Health and
Social Services estimates the costs at approximately $100,000/bed for a
nursing-home type facility located in areas adjacent to the greater
Anchorage vicinity. Additional cost estimates will be made, however, 1in an
attempt to discover a less costly alternative.
The construction cost based on this figure for a 70-bed facility
would amount to $7,000,000. Purchase of an existing facility of adequate
size and design might well reduce the necessary capital investment by orie-
ha 1f.
Halfway House Services - It is possible to determine, on the basis
of available data, which communities need to establish halfwgy%house
facilities.
* The projected number of clients and the availability of resources should
be evaluated in order to determine the locus and extent of State financial
support required to provide appropriate numbers and types of halfway house_ _
services.
Outpatient Care:

A.  Outpatient Services - The Division of Mental Health®"s July 1975,
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Mental Health Service "Provider Survey" study reports that alcoholism (in
terms of "additional services needed” and "most pressing problem™) accounts
for 62.3% of all areas of programmatic concern.

Because of the predominance of alcoholism problems in rural communities,
because of the limitation on available resources in rural communities,
and because of the importance of skilled help for the alcoholic:
= It is recommended tliat. the primary direction and identity of the Community
Mental Health outpatient program be that of an alcoholism treatment service
* Rural alcoholism, drug abuse, and Mental Health professionals and para-
profcssionals should be cross-trained in all three areas.

There 1is .insufficient information at this time upon which to determine
the justification for combined versus separate outpatient units for each
program area (alcoholism, drug abuse, and mental health) in larger (nonrural)
communities. There are a number of considerations, however, in favor of
combining these program areas or colocating the separate services wherever
appropriate and feasible, for example, the inclusion of alcoholism, drug
abuse, and mental health professionals within a single physical setting
should facilitate and improve effective screening, case assignment and
client referral. Continuing education across disciplinary lines and the
availability of specialized consultation should also result from this
arrangement.

* It is our recommendation that rural alcohol, drug abuse and mental health
outpatient services maintain their separate ident tics and budgets but that
they colocate in order to facilitate cooperation in patient care and facilitaro
cross-training for personnel in all three areas.

Information and referral services

* The major responsibility for the local dissemination of information
about alcoholism and alcoholism services should be in the hands of volunteer

organizations (i.e. Local NCA affiliates).



* The State should function nr. a clearing-house for research, treatment,

and training information pertinent to alcoholism.

* Existing local community alcoholism programs should provide inFormation
and referral services on an ongoing basis as part of their normal activities.
* Existing local community alcoholism programs should be required to

develop formal referral networks with all health, social services, judicial
and law enforcement agencies in their local catchment area.

Long Term Care
* The State should fund, and initially operate, a long-term domiciliary
care and rehabilitation facility for the chronic public inebriate.

* The primary client population for this program should be the court
committed chronic public inebriate and/or those addicted individuals 1in

need of long-term in-residence care who chose to commit themselves voluntarily
for a period of 90 days or longer.

* The State should initiate and operate this facility for a period of at
least five years.

RATIONALE:

The major purpose of this program would be to care for those who are
presently a public burden. State operation would ensure quality control and
close supervision of the organization of the facility and the program and
personnel necessary to implement this recommendation.

1. Trained management personnel will have to be recruited.

2. Other personnel will have to be trained. A

3. Close cooperation will have to be maintained with the Alaska

Court System. A state operated facility could more easily accomodate court

referrals.

* The program should have the capacity to care for at least 70 persons

initially.



* A decision should lie made at the end of five years of operation as to

whet)ler tlie- program .should be- contracted to tlie private sector.
RATIONALE:

This decision should be based upon projections, information and statistical
data relating to such considerations as the following:

1. The availability of third-party reimbursements for cost of care for
a program of this sort.

2. The direct and indirect costs likely to be incurred by various state
agencies (e.g., Vocational Rehabilitation, Public Safety, Corrections,
Judicial System) 1in using tlie services of this facility.

3. The willingness and capability of a community agency to effectively
operate such a facility and to provide the required administrative and
fiscal management.

* It is recommended that this long-term facility be operated exclusively for
tlie alcoholic.
RATIONALE:

There are different and distinct medical needs of the chronically
mentally ill (chemotherapy, psychotherapy, etc.), and the State currently
operates a facility capable of meeting these needs. The population of
drug addicts requiring or suitable for this kind of care is minimal.

* It is recommended that this facility be located in close proximity
to a major metropolitan area.
RATIONALE: - *

This facility would serve as a statewide resource and might require
the services of various community vocational, health, and social service
agencies available only in the larger population centers.

The annual operating expense for this 90 day treatment program Iis
estimated at $894,250. This figure is based on a $35/day cost at full

occupancy (70 beds) and includes rental expenses estimated at approximately

t;_os



$7,000/mp.anth.

The Department of Health and Social Services estimates construction
costs at approximately $100,000/bed for a nursing home facility located
in areas adjacent to the greater Anchorage vicinity.

The construction cost based on this figure for a 70-bed facility would
amount to $7,000,000. Purchase of an existing facility of adequate size and
design might well reduce the necessary capital invesment by one-half.

Additional cost projections will be made in order to determine the last
expensive alternative.
REVENUE PROJECTIONS FOR LOCAL COMMUNITY ALCOHOLISM PROGRAM

With the implementation of annually decreasing state-grant support to
local alcoholism programs, local programs will be required to provide an
increasing percentage of total project costs. Traditionally, project income
when available has been used to reduce the total project costs to a net project
cost upon which the required local match is determined. Funds used to meet
the required match have been federal grant funds, local government contributions,
and community donations. Matching requirements have allowed for either hard
cash or in-kind contributions.

A.  Project Income: Project income is basically divided into client fees

for services and third party reimbursement for services provided to eligible
clients. Tlie most generally available sources for third party reimbursement

arc Veterans Administration (VA), bureau of Indian Affairs (BIA), Vocational
Rehabilitation (V-R), Blue Cross/Blue Shield (BC/S), and Medicaid (Title XIX).
However, the amount of income available from these sources is represented in
general by an inverse relationship to progx-am size and services offered.
Therefore, generally only those programs sufficiently large to provide a
comprehensive range of services recoup third party payments. Such payments

are not available to those programs offering only sleep-off information, referral

educational, and preventive services. Outpatient counseling, intermediate



generate this type of income. It is established that reimbursement for
outpatient and long-term care is more limited (restrictive) than for
intermediate care.

The charts below rclect the total amount of project income payments
received by state-funded alcoholism programs in FY 76, amount by program
projected for FY 77, anil the projected FY 78 income based upon a minimal

10"; 1increase.

Income Source FY 76 FY 77 FY 78 (105 Inc.)
Client Fees $83,000 $ 65,000 $ 71,500
Third Party 83,000 223,500 245,850
Miscellaneous 19,000 23,000 25,300

Based on the second quarter information available from the VA, we can
estimate that a substantial dollar investment is already being made in
third party payment to various Alaska alcoholism treatment providers. The
VA indicates a total of $358,673 was spent on alcoholism treatment services
in Alaska during the second quarter of FY 76. The VA estimates that 50 to
60% of these paymmts have gone for medical care, including doctors"visits
and hospitalization for alcoholics. The current VA policy is to pay for
30-day alcohol rehabilitation services.

The Blue Cross of Washington and Alaska only reimburses for treatment
in a state approved treatment facility or hospital. Since slate licensure
will be a reality in FY 78, we can anticipate that a portion of the money
now going to hospitals will be used for treatment in State licensed alcoholi
facilities. Blue Cross was unable to provide cost estimates for the amount
of reimbursements made to hospitals for physicians for alcoholism treatment
in Alaska. The State Division of Vocational Rehabilitation was unable to
provide us with cost estimates for expenditures made in alcoholism treatment

services.



B. Local Matching Bunds: Local matching funds arc generally comprised of
federal grants, local government contributions, and contributions from the
community itself. The following chart compares FY 76 and FY 77 contributions

and projects a minimal X5- increase for FY 78.

Funding Source FY 76 FY 77 FY 78

Federal Grants $ 485,190 $ 607,821 $ 66%$,603
Local Govt. 502,076 693,522 762,874
Community 10,000 122,753* 135,028
Sub-Tolal 995,266 1,424,096 1,566,505
In-Kincl 383,244 252,410 277,651
Total 1,378,490 1,676,506 1,844,156

* Includes $111,150 contributed by Salvation Army which was not contributed

last year.

The availability of federal grants, local community donations and in-kind
contributions to local community alcoholism programs might be expected to
increase in the amount of funding available to local programs 1in many communities
would be substantially greater if local community goverments would utilize more
substanital portions of the local retail alcohol beverage sales tax
revenues to defray costs of their local alcoholism programs.

Tlie following chart shows the estimated amount of locally taxed retail
sales in 1975:

VOLUME/SALES (1975)*

Consumption Wholesale Retail Sales
No. of Gals. Sales (Millions) Million) (EST.)
Liquor 1,236,976 27.5 66.7
Wine 801,665 5.9 14.9
Beer 8,451,841 24 .4 59.2
10,490,482 Gals $57.8 $140.8

*(from: "economic Benefits of Sale and Consumption of Beverage Alcohol™

SAAP Report, 1976)



No study has yet been able to determine the actual amount of retail
beverage sales tax revenues realized by local communities for 1975. The following
chart displays possible amounts based upon the assumption that local communities

collectively may be taxing up to tlie local limit of 3%

Fst. 1975
1975 Retail Local Sales Tax Revenues (Pi"ojected
Gallons Sales in Millions)
Volume (Millions) 1% 2% 3%
Liquor 1,256,976 $66.7 0.670 1.330 2.001
Wine 801,665 $14.9 0.149 0.298 0.447
Beer 8,451,841 $59.2 0.592 1.184 1.776
Total 10,490,482 $140.8 $1,411 $2,812 $4,224

In other words, local communites collected somewhere between $1.4
million and $4,224 million from local retail sales taxes on beverage
alcohol 1in 1975. Local community General Fund cash contribution to
alcoholism program grants for FY 76 by contrast was $366,186.

Based on distribution increases during 1974-75/1975-76 for Liquor (21%),
Wine (32.7%), and Beer (22%) projected revenues for 1976 from sales taxes,

if adjusted, become:

Est. 1976 Est 1976 Sales Tax Revenues (Projected in
Gallons e Retail Sales Millions)
%lnc Volume (Millions)
01% 02% 23%
Liquor (21%) 1,496,741 $81.07 0.8107 1.609 2,420
Wine (32.7%) 1,063,809 19.8 0.198 0.395 0.593
Beer (22%) 10,311,246 72.2 0.722 1.444 o 2.167
12,871,796 $173.07 $1.7307 $3,448 $5,180

In 1976 therefore, local communities will collect somewhere between
$1,730 million and $5.18 million in local retail sales taxes o.i beverage
alcohol. Total local General fund cash antribution to local alcoholism

programs for FY 77 is $501,484.



We there fore recommend that: the deficits created by our proposed
decreasing schedule of SGF; grant support be made up locally in the following
ways:

* An attempt should be made to alter the 3% sales tax limitations so that
local communities could tax beverage alcohol at a higher rate.

IT local communities had been avle to tax retail sales at 4% or 5%

during FY 75 or FY 76, the total revenue locally available would have been:

1975 1976
4% 5% 4% 5%
$2,668 $3,335 $3,230 $4.04
0.560 0.745 0.743 0.99
2.368 2.960 2.588 5.61
$5,596 $7.04 $6,861 $8.64

* In the meantime, Jlocal communities should be encouraged to tax retail
alcoho; sales at the 3% level allowed by law.
* In cither case, local communities should be expected to utilize a
portion of their local general fund revenue realized from local retail
sales on beverage alcohol to maintain their alcoholism programs during and
after state support declines at the rates proposed earlier in this paper.
E. Troubled Employees Program
* The State of Alaska should immediately design andimplement a Troubled
Employees Program for state employees. This program would assist in the
early identification, evaluation, referral, and treatment of, state employees
experiencing social, health, and behavioral problems. The program should
concern itself solely with problems in the employee®s work performance. The
program should be designed to reduceturnover of personnel,maintain
productively, and reduce the use ofsick time.

Similar state programs have been demonstrated to be of major importance
in terms of employee retention, morale, and productivity and have been proven

to result in a net cost savings in those organizations in which they have been



implemented.

Data from existing troubled employee programs indicate that over 50%
of all clients referred into tlie programs have alcohol or alcohol-related
problems. The National Institute of Alcohol Abuse and Alcoholism estimates
that 95% of the individuals who are alcoholic or who have £*}cohol-related
problemg are family centered and employgg. Until recently most of the help
#
and attention in the area of alcohol abuse has been given to those visible
alcoholics who are unemployed and have chronic drinking problems. The
national trend is now shifting toward prevention and early identification
for the employed and family centered population.
Since 2t is within the job function of the personnel departmegt to
concern itself with the development of policies and procedures, adminstration
of fringe benefits, employee relations programs, and the maintenance of
personnel records.
* The Division of Personnel should develop and administer the troubled employees
program.
Since the Bmphasis of a troubled employees program is in th~ recognition,
prevention, and treatment of alcohol and other social and health problems,
it would be unrealistic to limit a troubled employees program solely to the
area of alcohol abuse. It should also be emphasized that this program is not
designed to "keep alcoholic individuals on the job". It is a program to
assist employees with problems that cause job impairment and loss of efficiency
in job performance. Unfavorable changes in work habits or beh;bior should
be the indicator to the supervisor that the employee has problems that
warrant, attention.
J.t is Tessential when discussing the development and implementation of a
troubled employees program tliat there be a clear understanding of the provisions

of the group health insurance pclicy within the agency or agencies considering

a program.



* The State should provide insurance coverage that ensures that treatment

of alcoholism and other social health problems receive the same coverage
provided any other illness.

* The treatment services covered by insurance should be all-inclusive, so that
treatment can be provided on an outpatient as well as inpatient basis.

The following elements are basic to any sound troubled employee program:

1.7 Constructive Confrontation

The key to any successful troubled employee program is the supervisor®s
confrontation with his employee regarding unsatisfactory job performance.
Evidence of the sub-standard job performance should be substantiated and
serve as the sole criteria of an employee"s referral to the program. The
confrontation should be structured by the supervisor to be constructive
rather than punitive. The supervisor should make known to the employee
experiencing difficulties tliat a program of specialized referral for treatment
is available.

IT the supervisor®s confrontation corrects the employee™s deficient work
performance, no further action 1is needed. But if the confrontation fails to
restore performance to its previous level, the supervisor may feel that it is
time for the intervention of a professional Employee Assistance Counselor.

The troubled employees program isnot a "witch hunt” to identify alcoholics
nor is it designed to make detectives or diagnosticiansout of supervisors. The
program relies on the supervisor®s managerial skills and his ability to confront
his subordinates with evidence of poor job performance. The supervisor should
not be expected to investigate or analyze the cause of the impaired
performance. This is the responsibility of the Employee Assistance Counselor
and the community treatment resources. Although an inherent advantage of
this program is its ability to structure and direct the employee®s referral for

treatment, it should be emphasized that a troubled employees program in



noway prevents the employee from going directly to the treatment resource

of his choice.

2. Employee Assistance Counselor

The Employee Assistance Counselor is the professional individual who

is responsible for counseling the troubled employee. He receives the referral

from the employee®™s supervisor, counsels the employee, and may refer that
employee into an existing treatment resource within the community. He should
serve as the coordinator between employee, supervisor, and treatment resource.

He must be familiar with the community treatment resources in order tomake
knowledgeable referrals. The Employee Assistance Counselor monitors the
employee®™s progress during his treatment and maintains contact with the supervisor
regarding the employee™s job performance. Ifongoing "treatment is necessary,

he is responsible for making appropriate arrangements wit ithe employee”s

supervisor. He is also responsible for follow-up and coordination of inter-agency

referrals.

It is essential that the Employee Assistance Counselor be adequately trained in
the human relations field. In selecting this individual, consideration should be

given to the following elements:

A. Academic background - basic course work in the social sciences.
B. Area of experience - social work pastoral counseling, counseling

psycholggy, personnel counseling, and experience in a public or
L d L d



private occupational program.

C. Ability to relate to others and to conduct oneself in a professional manner,
be objective, non-judgemental, maintain professional distance, and be
experienced in the area of evaluation of behavioral problems including

alcoholism.

The Employee Assistance Counselor should have the ability to conduct short—
term counseling with employees and understand current treatment techniques
and modalities. Confidentiality must be guaranteed to the troubled employee
He must view the counselor as an empalhetic person and have confidence in

his ability.

3. Community Resources

Each community will have some, ifnot all, of the social and health services
needed to implement a troubled employee program. One of the initial steps

in program development is the coordination of these services to serve as referral
sources. Utilization of existing community resources eliminates the need for
adding treatment personnel to the staff.

*

4. . Policy Statement

Any bureau or agency, whether at the state or municipal level, should have a

policy statement explaining their troubled employee program. The policy
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stutement is the nucleus and the framework of the program . Itestablishes the
guidelines from which the program operates.

9
The following concepts and ideas present some general principles tobe considered

when an agency 1is developing a policy statement:

— That alcoholism and other social, health-related problems affect

employee work performance.

— that these conditions arc treatable and that there is help available for

the troubled employee

— that the agency"s concern is limited strictly to an employee®s job
performance and that there is no intent to intrude upon the employee”s

private life.

— that the agency will not penalize any employee for seeking help for
social health problems which are affecting his job performance and that
he will receive the same consideration given an employee with any other
illness.

wB
— that management is responsible to initiate and implement the policy.
Management has the responsibility to protect the confidentiality, job

security, and promotional opportunities of the employee.
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— that management is not responsible for diagnosis, but is responsible

for making appropriate referral of an employee with deteriorating job

performance. .

--that the responsibility of the employee is to comply with the referral
and make necessary corrections in his job performance and his behavior.
Failure to do so may result in appropriate corrective or administrative

disciplinary action, including dismissal.

— that alcoholism and other social health problems should receive the

same insurance coverage provided for other illnesses.

— that the agency encourages an enlightened attitude and realistic
acceptance of alcoholism and other social/health problems to motivate

the employee to voluntarily seek help.

A State Troubled Employees Program would require the hiring of a counselor
and secretarial position in the regional personnel offices in Fairbanks, Juneau
and Anchorage. |Ifthe counselor were hired at range 20 and the secretarial
position was a Clerk Typist Il, the costs including $10 ,000 travel for each
counselor would total $170,884 per annum. A $10,000 travel budget for euch
regional counselor would allow for travel to outlying areas in their respective

region to conduct supervisory training sessions and to consult with clients.

The possibility exists that an additional expense might be charged by Blue Cross

for increased insurance coverage. This cost in other states has been minimal and



would depend upon the amount of coverage, length of stay, and re-admission
stipulations. The present alcoholism treatment group coverage insurance

plan for employees in the State of Washington costs 35%- per month per family
group and 1&fF per month for an individual. Blue Cross reimburses so® of total
cost to a maximum of $1,000 for residential alcoholism treatment. This 1is

the total amount of treatment allowable for one calendar year. The relatively
low cost of residential alcoholism treatment cost in Washington results from
the use of alcoholism treatment facilities rather than hospitals for the
majority of alcoholism treatment. The State of Washington also has a law that

requires all group health insurance plans to include alcoholism treatment.

* The State should provide funds through the Office of Alcoholism for
the establishment and operation of a statewide in-service training

program on alcoholism and its treatment and prevention.

RATIONAL!::

An in-service training program on alcohol abuse and alcoholism should be
established for all judges, prosecutors, law enforcement officers, social
workers, physicians, nurses, related health professionals, teachers,
psychologists, counselors, and other human services personnel currently
practising in the State of Alaska. This training program should focus on: the
psychology, physiology, sociology, and pharmacology of alcoholism and alcohol
abuse; the manner in which alcohol abuse and alcoholism impact upon the law

enforcement, judicial, health, mental health,social services, and corrections,
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systems in Alaska; appropriate intervention, treatment, support and
rehabilitation roles that can be assumed by persons currently employed in
these fields.
* A program of higher education, leading to degrees in and/or a major emphasis
(1 alcohol abuse and alcoholism, should be established through the Office of
Alcoholism in negotiation with the University of Alaska Center for Alcohol
and addiction studies. This program should be funded by the State.

The thrust of this program would be to provide students with incentives
to enter the field of alcoholism rehabilitation/treatment upon graduation,
and to provide them with.legitimate academic credentials for future certification
as professionals in the area of addictions.
Counselor Training and Counselor Certification
* The Offices of Alcoholism and Drug Abuse working with the University of
Alaska Center for Alcohol and Addictions Studies, should develop an "Alcohol
and Drug Dependency Counselor Competence and Assessment Program.™

Because of the unique problems posed by Alaska®s geography of scattered,
remote and small native villages and since there are but a few population
centers spread hundreds of miles apart, counselor training and counselor cert—
ification procedures and standards are most difficult to establish.

The problem is two fold: (1) what standards should apply to counselors
serving in various capacities throughout the state? and (2) how is training

[

to be accomplished?

Tlie counselor training and certification plan would be as follows: It 1is

the responsibility of the State Office of Alcoholism along with the Office of Drug



Abuse to establish and operate through the University of Alaska and its community
colleges the decree training program which provides the range of skills, knowledge,
and attitudes demanded of the various people providing all levels of alcoholism and
drug abuse services in the greatly divergent areas of the State, As an integral
part of this degree program, the Office of Alcoholism and the Office of Drug

Abuse working through the University of Alaska will develop an "Alcohol and

Drug Dependency Counselor Competence Assessment Program" which provides
state recognition of- (1) individuals trained in and demonstrating competency in
counseling alcohol and drug dependent persons and also (2) other individuals
without prior formalized training but demonstrating "entry-level competency" in
counseling alcohol and drug-dependent persons. Such a combination training
program and counselor competency assessment program would be designed

similar to the plan developed and implemented by the Minnesota Department of

Public Welfare and State Merit System through Metropolitan State University. 1

Standards for training and for counselor certification would be agreed upon by a
consortium of alcoholism and drug abuse professionals and certain other health

care and social service providers working in various parts of Alaska and in
consultation with certain professionals who have developed training and certification
programs in other states with bicultural constituencies. Such standards would
include an inventory or list of about ten major areas of competency (knowledge,
skills, attitudes) that graduates of the training program should possess in order

to function adequately in entry-level positions in the field. These professional

1. Metropolitan State University Chemical Dependency Competence Assessment
Program, Minnesota Department of Welfare, December 1975.



entry-level competencies having been identified, the Counselor Competency

Assessment Program would provide a mechanism whereby persons who had attained

the same professional competencies through a variety of work and life experiences could
be appropriately assessed, granted university recognition, and thereby be

gualified under State certification standards. The ten major areas of competency

would focus around the following:

1. Knows the interrelated physical, psychological, social, and spiritual
dynamics of addiction-alcoholism and drug dependency as they relate to
individual clients and the family social structure, and general approaches to the

tasks of prevention and treatment.

w

'**-..-_ N T-

2. Knows the "continuum of care™ concept as a prevention and treatment
strategy for addressing the problems of addiction and substance abuse in the
community and in the overall State system, including specific treatment modalities,

and is committed to using and expanding his knowledge.

3. Knows and can apply the basic principles and techniques of intervention,
assessment (diagnostic) interviewing, and referral within the "continuum of

care".

4. Knows the legal, ethical, and confidentiality considerations involved in
the treatment of alcohol-(and drug) dependent clients and the processes relating

to same.



5. Knows and cnn apply the principles apd techniques of individual and

group counseling within the alcoholism (and drug-depcndcncy) treatment program.

G. Knows and can apply the principles and techniques of family (significant

other) counseling.

7. Knows and can apply interpersonal communication principles and techniques

in relation to bicnltural (Eskimo, Indian, and Aleut) populations.

S. Knows and can apply written communication principles and skills in
relation to developing client treatment plans, progress notes, and discharge

summaries.

9. Knows and can apply oral communication principles and skills in relation

to clients and other human service professionals.

10. Knows one 3 personal attitudes in relation to the alcoholism and drug-dependency
treatment system and the clients it serves; knows how to develop effective

attitudes and approaches and is committed tobeing an effective worker._**

Each of the ten major areas of competency would include a breakdown of
those specific skills, knowledge, and attitudes (at least five in each area)

required in order to demonstrate competency in that major area.

2. Minnesota Department of Welfare, "Chemical Dependency Specialist Competencies
December 18, 1975. Provided by Art Deegan, Ph.D.,Management by Objectives,

an approach to hospital management.



j-lie assessment mechanism would follow the following procedure: The counselor
candidate seeking recognition for life-work experiences and demonstrated
competencies is asked to take the list of the ten major competency areas and for
each area describe the significant life experiences (including work, volunteer
activities, independent reading, workshops, papers, etc.) in which the candidate
has engaged that have provided the opportunity for the candidate to obtain the
competency. Then for each competency the candidate is to propose two persons
(approved by the University training program) to evaluate the candidate in
relation to the competency. The candidate is also asked to propose assessment
procedures (measurement techniques) to be used by the evaluators. Such
procedures may include any of the following: observation of the candidate in
the work setting, simulation or role-playing exercises, oral examinations or
interviews, reviews of reports by the candidate, objective or essay tests, etc.
At least two assessment techniques should be offered for each of the specific

skills cited under each of the ten major competencies.

Once the assessment procedures arc approved, the candidate proceeds with
the collection of evidence lo support his claim to each of the ten competencies.
Many candidates will be able to verify some but not all of the ten competencies.
In such cases diagnostic feedback will be provided so that the candidate will

be able to engage in appropriate training activities. At first it will be difficult
to insure consistency in the objectivity of evaluators, but as the training and
assessment program matures, a pool of expert evaluators will evolve who will

meet periodically to discuss the standards and assessment procedures which
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they are employing. In like manner the ten major competency area statements

will be refined by the State Office of Alcoholism and by the State Office of Drug

. Abuse as a result of feedback offered by the training program teachers, the
counselor competency evaluators, and the program evaluators from these two

offices. Within two years, efforts to develop an advanced level of competencies

for Alaska®s alcoholism and drug abuse programs including supervisory competencic

will be realized, and certification along these levels will be instituted.

Information about the training program and the *Counselor Competency Assessment
Program will be distributed widely in the small villager as well as in the larger
population centers in order to attract awide range of individuals into training

and ~nto jobs providing direct services in the local communities.

The framework of the University of Alaska training program would provide

for training in three parts: (1) All alcoholism and drng-dependency workers
would receive some training at one of the University of Alaska community colleges
and at the two centralized treatment facilities: the inpatient intensive treatment
facility and the long-term care facility. (2) In-service training would be
provided in the local programs by progn.® training Staff. (3) Local program
directors who have been intensively trained would take responsibility for

providing certain levels of training for alcoholism and drug-dependency service

providers in their local areas.”-4

3. Training program of State of Colorado Alcohol and Drug Abuse Office,which
includes training for Indian counselors serving in a large number of Indian
communities throughout Colorado.

4. The local alcoholism services program in Nome, Alaska, administered by the
Norton Sound HealthCorporation provides for on going, jtraining for counselors

serving a network of fifteen small Eskimo villages plus Nome on sueh a training
program framework with favorable results reported. ng



POLICY RECOMMENDATIONS POR MANAG)-MENT
A.  MANAGEMENT PROBLEMS
l. There 1is currently no state mechanism in place which will allow
us to routinely continue to monitor alcohol related costs in increas—
ingly more sophisticated and reliable ways or to determine the
reasonableness of costs either as a whole or in individual Budget
Request Units (BRU"S).

However, the State"s "PPBS"™ budgeting system does hold potential
for more sophisticated and continual cost - revenue comparisons.

It is apparent that the state®"s alcohol related "cost center”

have never been considered as parts of a programmatic or budgetary
whole, nor have they been realistically related to the annual revenue
available from the sale and distribution of beverage alcohol, federal
funds, local contributions, private third party payments, public
third party payments or other potential sources of revenue.

There is no overall budget policy for alcohol related programs.
There is no set of budget directives reflecting that policy.
Individual alcohol related BRU"s are treated as discrete units and
not as a programmatic whole, reflective of an overall policy.
Therefore, there is no routine and accurate way for the state to
measure its alcohol related costs/revenues, nor the 6f.ficacy and
interrelation of its. countermeasures.

N

This state has been not unlike many others in that it has suf—

fered from a severe deficiency in both baseline and operational data

from which to derive adequate and accurate measures of "where it is"

and "where 1t going" in the area of alcohol abuse and alcoholism.



The Executive Budget Act (AS 37.07.080) attempts to set up a
rational data base and planning mechanism for the development of
state programs. Wo are given to believe that it is largely not
functioning as intended.

All departments and division with alcohol related BRU"s are
required to submit annual budgets in compliance with the Executi_vu

Budget Act which requires statements of "Public Needs To Be Addressed”
"Agency Goals and Objective™ (to meet those needs), "Agency Activitie
(to execute the goals and objectives)and "Progress measures which
show whether the need is in fact being met by the execution of
goals and objectives at the projected levels of accomplishment
and within the projected costs. In fact, this system does nut appear
tu ensure that alcohol related agencies are working toward the
accomplishment of a policy, through agreed upon goals, in a cooper—
ative and coordinated manner. Hardly any reliable base-line or
management information (M.1.S.) data is available to or generated
by agencies that would allow them to make this system function.

In addition to the data needed by agencies to properly execute
the state budgetary system, individual alcohol related agencies
frequently have to develop non-comparable data sets to comply with
different federal reporting requirements [there are both base line
data planning requirements and MIS data reporting requirements mandat
in different forms and contents bu different federal qgencies for:

.. S

Si ;ial Services Division, Office of Alcoholism,- Corrections, Traffic
Safety, Criminal Justice Planning, Medical Assistance Division, Offic
of Drug Abuse, the Judicial System, Comprehensive Health Planning
(Office of Planning and Research), and others

Baseline data for these plan requirements is often incomplete

to the degree that is is useless for realistic piaiming and programmi
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purposes. M.1.S. data collected by various agencies is non-comparable
and incomplete and therefore of limited value for program monitoring
or cost evaluation purposes. Annual and Quarterly Performance Reports
required of each BRU are usually useless for the purpose of measuring
program effectiveness, mutual support toward agreed upon goals, or
cost efficiency.
I1. The field of "health planning™ is no more chaotic anywhere than
in Alaska. Much of the chaos is the result of various federal laws
and activities which have created disparate organizations, mutually
independent, but each with some level of health planning authority
and responsibility. Trying to make sence of the current situation is
a trying task. ,

i

For example, the following federally mandated agencies, over
which the st.-"e has very I:ttle, if any, control, have ailcohol-related
health planning and/or programming responsibilities: The Alaskan
Area Native Health Services;"The Alaskan Federation of Natives
(Health Affairs Division); The Veteran®s Administration; The Regional
Health Corporations (non-profit branch of AFN); The Regional
Emergency Medical Services Systems and the Regional Health Services
Agencies (areas and boards).

The Federal Government funds directly, through its National
Institute on Alcohol Abuse and Alcoholism grant-in-aid program, the
following: The Alaskan Native Commission on Alcoholigéoand Drug Abuse,
The National Council on Alcoholism - Alaska Region, local alcoholism
treatment programs in Anchorage.,, Juneau, Ketchikan, Fairbanks and
Tok and the Center for Alcohol and Addictions Studies at the U. of A.
in Anchorage. There are local horoughs and municipalities in Alaska

' 1
which have either assumed health powers, (planning and programming)
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within their domain under Alaska State Law, or developed into the
principal managerial agency for alcoholism treatment programs (as
in Anchorage and Juneau).

Finally, the State, through the Department of Community and
Regional Affairs, the Office of Alcoholism, the Office of Drug
Abuse, the Division of Mental Health, the Division of Traffic
Safety, the Divison of Corrections, the Criminal Justice Planning
Agency, the Manpower Office and the Division of Social Services
and Medical Assistance, fund local community alcoholism programs
either directly or indirectly through grants-in-aid and/or
reimbursable fee payments.

I1l. There is no state organization at present with sufficient
resources and authority to coordinate the activities of the disperate
organizations within Alaska that will plan for, fund, or provide
alcohol - related services.

Given the conditions described above, the management problems
inherent in coordinating the thrust and direction of alcohol related
programming in Alaska are relatively complex. Additional complexity
inherent in Alcoholism programming is added by tlie heavy involvement
of the Judicial and hnforcement Systems of both the State and local
communities, considerable involvement of the private medical prof—
ession and hospitals who provide most of the emergency and trauma care
Management Recommendations: - -

* Adopt the policy that alcohol abuse and alcoholism are inextricably
linked to the per“capita consumption of beverage alcohol, tlie sales and
distribution of beverage alcohol and public attitudes toward its use.
A. Require that an annual state plan be developed that recognizes

these relationships and"addresses each of them an its proposed

countermeasures.



* Retain an identifiable state "lead agency"™ for the coordination
of prevention treatment and control of alcoholism and alcohol
abuse for at. least five more years. (Hither the Office of Alcoholisnm
or an Office of Substance Abuse)
* Alter the composition of the Interdepartmental Coordinating Committee:
The following persons should be members:
Commissioner of Health and Social Services
Director of Division of Policy Development and Planning
Director of Budget and Management
Commissioner of Administration
Commissioner of Public Safety
Commissioncrl®of Community and Regional Affairs
Commissioner of Education
Commissioner of Revenue
Commissioner of Labor
Director of Criminal Justice Planning Agency
Department of Law
Representative from the Alaska Court System
* Charge the Interdepartmental Coordinating Committee with monitoring
responsibility for all alcohol-related state government efforts.
A.  Monitor the preparation and content of an Annual State Alcohol
Abuse Countermeasures Plan. N
B Ensure interdepartmental and interdivisional cooperation and
coordination in the implementation of the Annual State Alcohol
Abuse Countermeasures Plan.
Require all affected State BRU"s to develop a combined annual
alcohol abuse contermeasures plan through the annual budget process.
A. In those Division and Department where significant levels of

activity related to alcohol abuse have been identified, budgets



i>hould bo developed which specifically address chose problems and
coordinate with related activities in other Divisions and Departments.
B. The ICC, DPDP, and Budget and Management should review annual
alcohol-related budgets and plans as a programmatic whole.

* Implement a contralired management information system that allows
the State to measure the volume, effectiveness, costs and benefits

of all its alcohol-related activitics through time.

A. develop and implement a centralized data system that can gather,
analyte- and synthesize reports on all alcohol-related activities and
problems affecting State government. (Could pull together data

from Revenu, AJIS, Corrections, Department of Health & Social Services,
Traffic Safety, etc.,,on a routine basis.)

= Amend the Uniform Act: (AS 47.57) to create a permanent "federal-
Stale Coordinating Council for Alcohols Abuse:

A. Council to provide liaison between the State and Federal agencies
for the purpose of coordinating alcohol-related policy development,
planning, and program implementation statewide.

B. Membership to include members of the ICC, a representative from
the National Institute of Alcohol Abuse and Alcoholism, Director

of the VA, Director of IMS, representatives from the Military

(Const. Cuard, Army, Air Force), AFN, NCA-AR, ANCADA, The Regional
USA"s and The State Health Coordinating Council (SIICC).»

* Tin.- Scute should provide the ABC Board with staff and dollar
resources ;-efficient to allow it to fulfill its regulatory mission.
A. Budget and Management should immediately review the ABC Board
budget request for FY 7B and ensure that appropriate resources will

be provided to upgrade the ABC Board function.



