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Alaska Native Health Board

4201 Tudor CePtre Dr, Suite 1056 Phone; 907% 562-6006
Anchorage, Alaska 99508 FAX: f90 ) 563-2001

February 18. 1997

Dear Legislator.

... This publication provides information concern'n? the statewide legislative
priorities identified by the Alaska Native Health Board for the 1997 session of the

Alaska State Legislature.

The Alaska Native Health Board aPpreC|ates this opportunity to communi-
cate these issues of great |mgortance to the Alaska Native community. As an
elected representative in the State legislature, you are ina position to accomg-
lish a great deal for the residents of our state, including Alaska's over 100.00

Indigenous people.

We have worked diligently to develop partnerships between the Alaska
Native health agencies and the State's Departments of Health and Social
Services and Environmental Conservation to improve coordination of services
and realize financial efficiencies where possible. We would like to work with you
to further investigate the issues Presented here and develop plans for contiriued
improvements instate health policy and services.

For further information on any material included in this publication please
contact our Executive Director. Anne M. Walker.

Sincorely,
L:ncoln Bean. Sr
Chairman
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Alaska Native Health Board
FY1998 State Legislative Priorities

ALASKA NATIVE HEALTH BOARD'S VISION FOR THE YEAR 2002
LISTING OF ANHB BOARD OF DIRECTORS

PRIORITY ISSUE STATEMENTS:

. VILLAGE WATER AND SANITATION

A. Village Water and Sanitation Facilities Construction

B. Rural Water and Sanitation Facility Operations and
Maintenance

C. Water and Sanitation Services for all Village Health
Clinics

. TAX TOBACCO FOR HEALTHIER ALASKANS

I1l. TITLE 47 REIMBURSEMENT FOR HEALTH
CARE FACILITIES

V. REPLACEMENT OF STATE PUBLIC HEALTH
LABORATORY IN ANCHORAGE



-------------- Alaska Native Health Board--—-

Vision for 2002

The Alaska Native Health Board is committed to the following vision as part of its 10-year
Strategic Plan (1992-2002):

%

%

ft

%

A Native health system of high quality is the preferred provider for Alaska Native people.

Needed statewide (Area Office) services are provided by/through a Native organization.

The new Alaska Native Medical Center, operated under a “638“ contract, is the pride of Native people.
Tribal consultation directs the operation of the Indian Health Service.

The Alaska Native health system has sufficient Native health administrators and professionals to
provide the highest level of care for our people.

Continuous quality improvement characterizes the Alaska Native health care delivery system.
Native health care is provided through an interagency and interdisciplinary approach.
Patients actively participate in their care, including prevention efforts.

Health promotion/disease prevention takes a leading role in health services, communities, and the
education system.

To be sober and drug free is a Native cultural value.

Suicide and injury-related deaths are significantly reduced.

Each region has Native-operated child prelection services.

Cities and villages have the ability to sujport elderly, disabled, mentally ill.and terminally ill patients.

Full coverage for vision, dental, and hearing care and AIDS treatment isprovidedwith government
funding.

Village residents are served by well-equipped health clinics.
Every health clinic has piped water and sewer service.

Every Native village has facilities for safe water and sewage disposal.

Alaska Native tribes are fu.»y recognized and provide
their own health services

The federal trust responsibility to provide health care
toall Alaska Natives is preserved

Alaska Native Health Board is a model of unity
m the Native community
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Lincoln Bean Sr.
Larcy Ivanoff
Andrew Jimmie
Esther Ronne
Eileen Ewan

Lee Stephan

H. Sally Smith
Cheryl Edenshaw
Margaret Roberts
Mike Zacharof
Glen Gardner
Rachel Askren
Lotha W olf
Sharon Culhane
Jane Thompson
Crystal Collier
Sophia Chase
Lisa Bismarck
luce! Parker

Paul Manumtk

ALASKA NATIVE HEALTH BOARD
MEMBERS OF THE BOARD OF DIRECTORS

FEBRUARY. 1997
REPRESENTING

Southeast Alaska Regional Health Consortium

Norton Sound Health Corporation
Tanana Chiefs Conference
Cltugachmiut

Copper River Native Association
Native Village of Eklutna

Bristol Bay Area Health Corporation
Mannlag Association

Kodiak Area Native Association
AlcuturvPribilof Islands Association
Eastern Aleutian Tribes

Mctlakatla Indian Community

M1 Sanford Tribal Consortium
Ntmichik Traditional Council

North Slope Borough

Scldovta Village Tribe

Southcentral Foundation

Native Village of Tyonek

Valdez Native Tube

Yukon-Kuskoku im Health Corporation



. VILLAGE WATER AND SANITATION

A. Rural village water and sanitation facilities construction

The Alaska Native Health Board has consistently considered safe drinkin
water and adequate sanitation to be one its highest working priorities, Sustaine
commitments from both federal and state sourCes are necessary to eliminate
public health Pro_blems resulting_ from Poor sanitation conditions’in rural Alaska
villages. The Indian Health Service estimates the total cost of constructing piped
water and sewer services in all rural Alaska communities at nearly $1 billion.

The Alaska Native Health Board has worked aggressively with the federal
gnovernment to Increase apsprop,natlons for rural Alaska water and sanitation
rough the Indian Health Service, the Environmental Protection Agency, the
Department of Agriculture, and the Department of Housing and Urban Develop-

ment.

Previous Iegzlslatures have demonstrated their commitment to providing
state contributions through appropriations_for community water and sanitation

facility construction; FY1993-524 million. FY1994-S26.5°'million, FY1995-521.7
million. FY1996-S21.5 million, FY1997-S19.3 million. The Alaska Native Health
Board acknowledges these contributions.

. Qver the past year, the Alaska Native Health Board and our Rural Alaska
Sanitation Coalition have participated in the deliberations of the Governors
Council on Rural Sanitation.

Tho Alaska Native Health Board urges the Alaska Stato Legislature to
adopt tho recommendation of the Goverriors Council on Rural Sanitation,
and appropriate 525 million to the ADEC Village Safe Watergrogram for
rural water and sanitation project construction in tho FY1998 capital budget



B. Rural water and sanitation facility operations and maintenance

. Lack of operations and maintenance resources for proBer management of
sanitation facilities in rural Alaska is a critical issue that must e addressed.
Enhancement of operations and maintenance capacity is essential to prevent
public health risks a je to Improper operation and to_Protect the investment of
millions of dollars in"acilities construction and rehabilitation.

The Alaska Native Health Board stronlgl)/ urges the Alaska State Legislature
to appropriate sufficient funds in the FY1998 operating budget to:

-the Department of Environmental Conservation for the support of
twelve Remote Maintenance Worker positions

-the Department of Community and Regional Affairs to increase the
number of Rural Utility Business Advisors (RUBA) to seven

-DCRA for the development of utility management materials and for
development of "plain English” water quality regulations

. While these state-offered operation and maintenance support services
listed above are important, these programs are primarily designed and delivered
fmm outside the rural communities, This year the State of Alaska has a unique
oppotunity to develop a successful direct operation and maintenance support
program based on needs identified by communities themselves. The solutions to
meét these needs originate in and aré unique to each community. Such a
program will provice for operator and utility management financial support,
preventive maintenance services, community planning capacity, and public
education to meet these needs.

The Environmental Protection Agency awarded the Alaska Native Health
Board $500,000 for a FY1996 project t0 provide operations and maintenance
support to ning_rural Alaska communities on a demonstration basis. Over 100.
rural. communities responded to our Preh,mlnarY survey of interest in ?artlmpatmg
In this project, which requires a substantial ma Chlnﬁ contribution by the local
community. The Environmental Protection Agency has committed $1,000,000 for
continuation of this pro{ect INFY1997, which will llow support for approximately
17 additional communities beginning this summer.

. The EPA and the Alaska Native Health Board have engaged the
University of Alaska’s Institute for Social and Economic Research (ISER) to
conduct & comprehensive evaluation of this initiative over a multi-year basis to
determine its cost-benefit.



B. Water and sanitation facility operations and maintenance (continued):

The Environmental Protection Agency has made the award of $500,000
for continuation of this program for FY 1998 contingent upon approval of a State
of Alaska matching contribution of $500,000.

The Alaska Native Health Board urges the legislature to approve the
recommendation of the Governors Council on Rural Sanitation, and
provide a $500,000 match in the FY1998 capital budqet to support the
ANHB Operation & Maintenance Support Demonstration Project.



C. Water and sanitation services for all village health clinics

. The Alaska Natve Health Board's vision is that by the year 2002 ever;r
village health clinic in rural Alaska will have piped water‘and sewage disposal.

The State of Alaska has shared this commitment and. in FY1993 and FY1994,
appropriated $500,000 each year for the hookup of village clinics to community
sanitation systems. No funds were appropriated in the FY1995 and FY1996

capital budget.

$325,000 was appropriated in the FY1997 capital budget. These funds
have been obligated through a prol?ct agreement with the Indian Health Service
to fund clinic hookups in Manakotak, South Naknek, Koyukuk, Healy Lake,
Rampart, Venetie, and Newtok. Some of these will be connected in'the summer

of 1997; others are in the planning/design stage.

However, at least twenty-five more village clinics remain without current or
planned sanitation sen/ices, requiring community health providers to work in
substandard sanitary conditions. The average cost of hookuPs S apfroxl_mately
$50,000 per community for a total unmet need of approximately $1.2 million,

Specific communities identified as requiring sanitation services for their
community health clinics, for which no current funding is identified, are:

Akiachak Akhiok

Arctic Village Atmauluak
Beaver Birch Creek
Brovig Mission Chefomak
Circle Eagle Vlllage
Kipnuk Kongigane
Lime Village Lower Kalskag
Manley Hot Springs N_afaskla,k
Nulato Pitkas Point
Platinum Port Heiden
Porta%e,Creek Tuluksak
Tuntutuliak Upper Kalskag

Tho Alaska Nativo Hoalth Board urges tho Alaska Stato Legislature to
appropriate a minimum of $325,000 in tho FY1998 capital budgiet 0 tho
Alaska Department of Environmental Conservation to onsuro that
addtltlonal village health clinics aro connected to water and sanitation
systems.



I. TAXTOBACCO FOR HEALTHIER ALASKANS

The* Alaska Native Health Board was among the first advocates to present
proposals for major tobacco tax increases in Alaska during the 19P6 legislative
session. We_have been encouraged that this legislature is seriously considering
a ran%e ol ills to accomplish this early in the séssion. There remain several
important reasons for this legislature to approve a tobacco tax increase this year.

Tobacco is a major cause of death and illness in Alaska:

. The recent publication of the Department  Health and Social Services
‘_Savm%;< Lives and Raising Revenue: The Case for Major Tobacco tax Increases
in Alaska" states that Alaska has one of the hlahest smoking prevalence rates in
the United States, and that tobacco kills more Alaskans than AIDS, aircraft
crashes, alcohol. falls, fires, firearms, and motor vehicle crashes combined.
Almost 20% of all deaths in Alaska between 1992 and 1994 were dueto
smoking. A disproportionately high percentage of these deaths are Alaska Native

people.
Tobacco use by Alaskan youth is a serious concern:

AlJanuary 21,19P™ Bulletin of the Alaska Division of Public Health
resents soberlnP statistics regarding Tobacco Use by Alaskr Youth." It reveals
hat 21% of all Afaska high school stuidents are frequent smokers, and nearly

44% of Alaska Native high school students are frequent smokers. Of all the
children who join the ranks of smokers each year we can expect that one in
three will eventually die from it Half of those will die in middle age.

Tobacco use costs Alaska:

The Alaska Department of Health and Social Services estimates that
tobacco use costs the Alaska economy over S96 million each year in direct
medical care costs. Meanwhile tho Alaska cigarette tax of 29 cents per pack is
bi low the national average. The progosed tax increase on cigarettes and other
tobacco products will generate over $40 million per year.

Increasing tohacco taxes reduces tobacco use:

. Research shows that ‘few measures exhibit the speed and_magimtude of
impact achieved by increasing taxation on tobacco products” (National Cancer
Institute), The cigarotto tax increas*1 recommended (to $1.29 per pack) is
expected to redtce youth smoking by almost one-third. This amounts 10
_thf(l)utsands of lives savod over time, éspecially if the incroaso is indexed for
inflation.



Il. Tax Tobacco for Healthier Alaskans (continued):

The arquments rajsed by the tobacco jndustry that the tax increase will
result in the smuggling of tobacco products should be dismissed.as a "smoke-
screen." There are numerous demographic, geographic, and political factors that
would prevent any substantial rise in illegal sales.

. The cost of smugglln? tobacco products from Washm?tor] IS prohibitive,
given the transportation costs and the already-high tobaccg fax imposed in that
State. The Department of Defense has demonstrated its willingness to_ limit the
amount of tobacco sales on military bases in other states that have raised taxes.

. The Alaska Native Health Board rejects the argument being offered that
tribal governments will undermine this legislation through the establishment of
tax-frée smoke-shops (tribal tax-exempt Sales can only"be made to their own
tribal members anyway). The majority of Alaska Natives, along with the majority
of Alaskans, support the proposed tax increases and are concerned about the
Increasing rates of cancer and other diseases caused by tobacco.

- We are also concerned about efforts to ‘water down' this initiative by
reducing the amount of the tax increase below the amounts originally proposed.
It is important to make a significant change in policy, one that will have a real

effect on tobacco use especially among young people.

. Tho Alaska Native Health Boardjoins with the American Cancer
Society, the American Heart Association, and tho American Lung
Association [n encouraging this Alaska State Legislature to approve the
tobacco exciso tax Increases ofat least $1.00 per pack on cigarottes and to
100% of tho wholosalo price on othor tobacco products.



lIl. TITLE 47 REIMBURSEMENT FOR
HEALTH CARE FACILITIES

Alaska Native health organizations (hat operate hospitals and health
centers throughout rural Alaska have been inappropriately bearing a heavy
financial burden for services provided to intoxicated persons.

Title 47 of Alaska State Statutes provides financial sup()Port to local
governments for public safety services provided to intoxicated and incapacitated
individuals. Ungder certain circumstances such individuals are referred to local
health care facilities for medical screenlngl PrIQ[ to being released, returned to
police custody, or transferred to treatment racilities.

Even though local protocols may be.developed to limit the number of such
referrals, as many as one-third of the individuals entering the public safety
system in some dreas are screened by medical professionals at a significant cost
In terms of time and resources.

. The problem faced by the Alaska Native Health Board s member
organizations throu?hout rural Alaska is that their hospitals and health centers
are not reimbursed Tor these services. Very few of these individuals have
Medicaid coverage.or other private insurance. Local city governments have
disclaimed _respon3|b|||t}/_ for payment for these services, and have made
Prowsmns In some locations to'release those in custody at the hospital door and

hen re-arrest upon discharge to avoid liability.

_ léjnakanak_HqspitaI in Dillingham estimates that the uncompeniated care
Rrow_de for such individuals is valued at least $100,000 per year. Other
ospitals are reporting similar losses.

. ItIs our understanding that this problem is significant for other hospitals
outside of the Alaska Native health care system as well. Tho Alaska State
Hospitals and Nursing Homes Association has raised this as a legislative
concern as well, recommen_dlrag that state law concerning municipal taxation of
alcoholic beverages be revised to genorato a revenue stream.

Tho Alaska Native Hoalth Board urgos tho Alaska Stato Logls/aturo to
rocognizo tho financial hardship bolng faced bY small rural hospitals duo to
tho domands of medical scrooning fof intoxicated persons, to work with tho
Dopartmont of Hoalth and Social Sorvicos and local govornmonts to
dovolop a strate%)( to address thoso concorns, and to onsuro that sufficient
Phnanmal supportls provided to moot govornmontal obligations to provido

0S0 SOrVicos.



V. SUPPORT REPLACEMENT OF THE STATE
PUBLIC HEALTH LABORATORY

The Alaska Native Health Board recognizes the essential services provid-
ed to the health care facilities pperated by our member health grganizations
throughout Alaska by the Alaska State Public Health Laboratories in Juneau,
Fairbanks, and Anchorage. These laboratories provide a full range of disease
control, environmental monitoring, preventive health care, and résearch services.

The facilities that are currently housing these Iabora_to% facilities. in all
three locations are rapidly becoming inadequate to maintain these services.
Without adequate facilitiés our public health laboratories cannot meet standards
of economic and administrative efficiency, maintain the tyPes and volumes of
tests required, and maintain the confidence of our medical providers and health

Care ConSumers.

Tho Department of Health and Social Services has proposed the
construction of a new S20 million public health laboratory in A" jhorage, which
will include the Medical Examiners Laboratory and consolidate the functions of
the Juneau and Anchorage laboratories.

Tho Alaska Native Health Board urgos tho Alaska Stato Legislature to
approve legislation this sosslon to initiate tho construction of a
replacement facility for the Alaska Public Health Laboratory in Anchorage.
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Alaska Native Health Board

4201 Tudor CePtrE Dr.. Suite 105 Phong9 %07% 5626006

Anchorage. Alaska 99508 FAX '0(7 563-2001

February 1,1998

Dear Legislator

... This publication provides information concernin? the statewide legislative
priorities identified b){ the Alaska Native Health Board for the 1998 session of the

Alaska State Legislature.

The Alaska Native Health Board aﬁPreuates this opportunity to communi-
the these 1ssues of great |m%ortance to the Alaska Nafive communltg/. As an
elected representative In the State Jegislature, you are ina position t accomg-
lish a great deal for the residents of oUr state, including Alaska's over 100.00

indigenous people.

We have worked diligently to develop partnerships, between the Alaska
Native health agencies and the State's Departments of Health and Social
Services ang Environmental Conservation tg Improve coordination of services
an realize financial efficiencies where possible. We would like to work with you
fo turther investigate the Issues Presented here and develop plans for contiriued
Improvements in"state health policy and services.

For further information on a%materjal Included in this publication please

contact our President and Chief Executive Officer.
Sincawy,
Larry lvandrf
Chairman
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Alaska Native Health Board
FY1999 State Legislative Priorities

I. Implementation of the Rural Sanitation 2005 Action Plan

II. Enhancing Health and Social Services for Children and Youth

lll. Substance abuse services and regulation



. IMPLEMENTATION OF THE RURAL SANITATION 2005 ACTION
PLAN

. Remedying the significant problems of inadequate water sugp_lg and
sanitation services in rural Alaskan villages has been the highest legislative
ESSH% 01f9t518e Alaska Native Health Board since the early 1990's, and remains

We acknowledge that the overall federal and state resources allocated to
address these problems have gradually increased over the past few years, and
awé)reuate the commitment made b¥ the Alaska State Leglslature to maintain
these resources inlight of the deficit-requction requirements It faces.

_ ANHB has also been actively involved with the development of the Rural
Sanitation 2005 Action Plan initiated at the direction of Governor Tony Knowles.
Qur President/CEQ has served as 8 member of the Governor's Goungil gn Rural
Sanitation. Oursub3|d|arg organizagion, the Rural Alaska Sanitatjon Coalition,
has also been representéd on the Council. ANHB have been active participants
In the committee and hearing processes.

We helieve that the Rural Sanitation 2005 Action Plan presents the most
current and most comprehensive strategies for addressm% the water supply and
sanitation crisis in rural Alaska; it has héen develoPed with extensive community
and agency participation and contributions over a two-year period.

. Now that the pIannlng rocess has beon completed it is time for
Implementation of the key strategies that are recommended jn the Action Plan.
HB recommends full consideration and endorsement by the Alaska State
Legislature of the Rural Sanitatjon 2005 Action Plan, and. fequests that the
Legjislature offer a serie s and long-term commitment to its implementation.

There are several key recommencations made in the Action Plan that we
\{vou_lol I{ke to emphasize for priority consideration by the Alaska State
egislature;

A. Remote Maintenance Workerprogram support;

It is essential that this program, operated by the Alaska Department of
Environmental Conservation, e sustained at its current level of funding,
supporting thirteen RWW positions in Alaska.

B. Rural Utility Businoss Advisor program support;
Legislative support for incremental increases in this DCRA program will

ensure. that local communities aro growded sufficient technicalassistance to
maintain the operation of systems constructed with state capital funding.



. Rural Sanitation 2005 Action Plan Implomentatlon (continuod)

C. Rural community utility financial subsidies:

The operaﬂons_an? maintenance of rural community water and sanjtation
?u ort are critical %/de endent on maintenance of current levels of suP ort
rom the Power Cost Equalizatjon program, the Revenue Sharing program,
and Safe Communities (Municipal Assistance) programs.

D. Village Safe Waterproject construction financing:

ANHB concurs with the Action Plan’s recom endat,i?,n that State of Alaska
capital bucget contriputions of a minimum 0%25 million per year be

sustained 10r FY1999; such cppropriations wi rprowde a maiching _
contribution for an equivalent award of federal funds for project construction.

E. State General Obligation bonds for construction financing:

ANHB concurs with the Action Plan’s recommendation that the Alaska State
Legislature authorize a ballot proposition for the issuance of S150 million of
Stdte General Obligation_bonds for the installation, replacement, and repair of
rural sanitation facilities. This a gr%ach would stabilize Ion%-term State
financing for these projects and ennhance the success of long-term federal

financir.g commitments as well,

The Alaska Native Health Board is confident that a legislative commitment to .
work cooperat_lvel¥ with the Governor gn implementation of this Action Plan will
achlev? su%mflcan Improvements in addressing the serious deficiencies we
currently are experiencing in water supply and sanitation services inour rural

villages.



. ENHANCING HEALTH AND SOCIAL SERVICES FOR
ALASKA’S CHILDREN AND YOUTH

The Alaska Native Health Board has carefully reviewed Governor
Knowles proposal “Smart Start for Alaska’s Famifies”, which would allocate over
?30 million from the re?entl -approved_lnfrease In the federal match for Medicaid
or the ennancement of chifdren’s medical services, preventive health care
services, and child protection services in Alaska.

ANHB concurs with the Governor that these are the hi?hest priority uses
of these funds, and calls for the Le |sIa%ure not onh/ to adopt the Governor's plan
but to enhance, It through an additional $8 million investmont in prevention and

protective Services.

The Children's Health Services component of the initiative ($7.2 million)
would allow an additional 11,000 children and 800 re%nawt women Wh(? are now
uninsured to benefit annually from Medicaid ellgpblll%/. should be noted that 41
other states exceed Alaska’s current coverage Tor pregnant women and children.

. This apProach Is particularly beneficial with respect to eligible Alaska
ative gregnan women and children because, for those wha use the Indian
ealth Service or tribal health provigers for care, the State will be reimbursed at
100% matching rate from the Health Care Financing Administration.

The allocation for Preventive Health Services component of the initiative
E)$10.6 million) is a more Iong-term Investment jn public health services that have
een significantly under-funded over the past decade. The Alaska Native Health
Board and our member organizations have been actively participating in the
State's Public Health Improvement Process, and recogriize that many of the
public health system's deficiencies are addressed thraugh these proposals.

Over 50% of this allocation will be invested in day care assistance,
welfare-to-work child care, and Head Start services, ANHB firmly believes that
these investments w.ll increase the number of Alaska Native families that will be
able to transition from CPubllc assistance to employment. The increasing
emphasis being placed on health curriculum in trie Head Start programs will
benefit the health status of both young children and their parents.

We strongéy endorse the $200,000 proposed Investment in village-based
mental health and’ substance abuso programs, and the proposed S650.000
Increment for tohacco use reduction activities. It 1s appropriate to reinvest
smokeless tobacco tax revonues in tobacco education and prevention.

N
H
d



It. Enhancing Health and Social Services for Alaska's Children and Youth (Continued)

ANHB's member organizations are committed to be active partners in the
Governor's chll,gho,od |mmun|z,af|on Initiative, and will provide substantial in-kind
matching, contributions, ?spemal In the rural communities, to raise our
ﬁthllj{jetgjogija%r&munlzatlon evels up from our curren' ranking of 48thamong the

It s essential to expand the home visiting/healthy families program to
morcf Alaskan communities, especially the ruralCities an V||I?ges where th
child abuse and neglect situations have been clearlx]an sadly documented, We
believe that the Proposed $2 million investment will have long-term payoffs In
reducing other state costs for child protection services and rémedial treatment,

The final component of this initiative is Child Protection &$l4.5 million) is
key to adaressing the problems that have been well-documented b%/] he
administration over the past several months. The Alaska Native community is
garﬂcul?rlgl concerned ab_?ut this issue given the dis rolﬁ_ortmnate rates of child

buse, Toster care, juvenile corrections, and related Bu ic safety problems
experienced both in our larger cities and our villages.

SPeC_IfIC programs with this component that we are requesting Legislative
suppart for mcludg ho $600,000 allocation for residential services for women
and.children, the $1.8 million allocation for foster care-related services, the S2
million allocation for youth corrections and treatment facilities, and the $428,000
allocation for child atiuse response specifically for village communities.

ANHB encourages the State to take S|?n|f|cant_ new steps to develop
par_tn_ersh|P[ with our regional Native non-profit organizations, as well as with
Individual tribal governmients, to extend these services further jnto the Native
community, and"to redesign these services in new and more effective wa¥s. Itis
essential that the State continue to recognize and be responsive to compliance
with the Indian Child Weltare Act, and to'support tribal governments in our efforts
to make this federal legislation work in our communities.

. Allof these initiatives require no new State general fund obligations. It is
Imperative that the Legislature use the opportunity offered by the iricreased
federal support for Medicaid to make those long-term investments in the health

and welfare of our children.



Il. SUBSTANCE ABUSE SERVICES AND REGULATION

This section add_resse_T ANHB's concems and 1 commen?ations with
respect to several pending bills relating to substance abuse In Alaska as well as
to the financing of substafce abuse tréatment services.

A. Substance Abuse Counselor licensing:

HB 192 was introduced in the last session to address the licensure of
substance abuse counselors in Alaska. The Alaska Native Health Board, and its
assoclated Association of Rural and Alaska Native Drug and Alee, .ol Programs
(ARANDAP) have carefully reviewed the proposed legislation.

. Itis our collective recommendation that this bill should not be enacted into
law in 1998 because of concems about the potential Inadvertant impacts on
many Alaska Native health care programs and their affiliated providers.

. Alaska Native health care service agencies are deeply committed to
rowdm? nErofessmnal cf\ubstan_ce abuse counseling services and ensurmag that
ur staff meet standards of training and guality. However we feel that additional
time is required for review of this [Bgislation and the consideration,of alternative
apé)roaches, Including revision of this legislation from a practice bill to a fitle bill,
We request that the Alaska State Legislature defer action.on this bill during this
session, and plan for consideration ot the Issue again during the 1999 session.

ANHB and ARANDAP. members are committed to undertaking a careful
and deliberate review of the issues relating to this I_e%;|slat|on over the next 10
months and bringing a recommendation td the Legislature rext session.

B. Supporting HB58: Alcohol Safety Action Program for minor offenders

The Alaska Native Health Board has reviewed HB58. which would extend
the availability of the Alcohol Safety Action Program beyond its current services
for adult offender to include minors. We believe that ttiis would han beneficial
Impact, and encourge the Alaska State Legislature to approve this legislation

this session.

C. Supporting SCR 14: Requiring non-discrimination by insurance companies
regarding mental health and Substance abuse services

~ The Alaska Native Health Board has reviewed SCR14. which would
re?u_lre health insurance companies to treat mental health and substance abuse
services In the same manner as all other medical conditions. We believe that this
legislation will rectify a discriminatory Pracnce that has limited the access of such
sgrvicos to many Alaskans, and urge the Alaska State Legislature to enact this

legislation this session.



lll. Substance Abuso Sorvicos and Kogulation (continued)
D. Financial support for inhalant abuse prevention and treatment services

Inhalant abuse is not a new phenomenon in Alaska, but the accelerating
rate of inhalant apuse Is causm([;J erious concern among Alaska Native leaders
and health providers throughout the state.

. The 1995 Alaska Youth Risk Behavior S_urveg reported that nearly 20% of
all middle-school students surve_)(ed had used inhalants. Because this sdrve
was not conducted in schools with less thap 25 high school students, over M of
the (most% small rural) schools. In Alaska did not participate. In Alaska inhalants
are used most frequently by children and early adolescents.

A 1995 surveY at an adult Alaska Native alcohol freatment program
revealed that 50% of the clients had used an inhalant of some type in'the

Previous year.

., The sale or use of vaporous (inhalantg)products for the purpose of having
mmd-alterm%experlences IS not controlled ){State or Federal law, and there
are over 1400 such products currently available.

Since g)rodu_ct requlation is not feasible, prevention efforts are critical. In
FY1998 the State IS spénding ap,orommatelhl $100,000 for prevention messages
through contracts with media outlets and a health promotion orgamzatlon. Itis
essential that this effort be maintained if not increased in FY1999.

Prevention investments are prudent given that a 19-year old Alaskan who
has chronically abused inhalants, and causéd significant brain, nerve, and other
organ damagé, will have lifetime medical care and rehabilitation requirements at
a Cost estimate of $1,400,000,

..In Alaska there are ng treatment services which have heen designed
sPeuflcaII)éfor persons who have chosen an inhalant as tho primary substance
of ause. Existing substance abuse treatment centers are not equipped to
Prowde the medical (neuro-physiological) assessments required nar offer the
Xfoes of programs required for"youn gersons who are organically impaired,
askans requiring treatment have been referred to the ‘Our Honie* facility in

North Dakota.

. .Last year the Alaska Mental Health Trust Authority committed to provide
financial support to develop one Alaskan residentjal facmtg to provide sPeuahzed
Inhalant ahuse treatment. The Alaska Native Health Boar urges tho Alaska
State _Leglslatu_re to work cooperatively with the Authorl_tz tod velog a nﬁ)lan for
establishing this new health service program at the earliest possible time.
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From Alaska’s Letter ofIntent to Applyfor @ Turning Point Grantfrom the Robert
Wood Johnson and W.K. Kellogg Foundations; March 27, 1997

Executive Summary

Alaska’s public health system has been successful during this past century in protecting and
promoting the health ofour citizens. Public health activities such os population-based screening
for infectious disease, providing immunizations, and assuring safe restaurant foods and clean
drinking water, arc primarily responsible for improved health status and increased longevity.
The need for improvement in the public health system has been recognized for some time
though. Discussions regarding system reform began during the last decade. These discussions
took on more urgency during the health care reform debates of the early ‘90s, and have
culminated in the implementation of a strategic process to improve Alaska’s public health

system.

Public health leaders in Alaska recognize the opportunities present in the many changes taking
place today throughout our society. Examples of some o f the issues that now compel Alaskans
to examine and reform our public health system include: movement in the clinical care sector
towards managed care; movement in the Native health care system towards increased self-
determination; changes in the way businesses and governments arc conducting business in the
new information age; the movement towards smaller, more efficient government; and shifts in
values that arc reemphasizing personal responsibility and community involvement and control.

The Alaska Public Health Improvement Process began in December, 1996, and is focusing on
developing partnciships to evaluate and revitalize the mission of public health in the state. The
nexus of these partnerships will be a common vision of healthy Alaskans in healthy
communities. This vision will be realized through the re-invention of the public health system.
Ihc role ofpublic health in the lives of Alaskans, and in Alaska’'s communities, will be defined:
a strategic process for assessing and addressing critical issues affecting the system will be
implemented; the capacity required in the system to protect nnd promote the health o f Alaskans
will be identified; strategics for achieving needed capacity will be developed; the responsibilities
of the different levels of government and other important partners will be determined; new
relationships will be formed; and old relationships will be strengthened.

Partners in the statewide process include traditional public health sector organizations, as well as
clinical health care providers and payers, business, consumers, academia, and the faith
communi y. Participating local community partnerships will strengthen the statewide process by
focusing the statcwiJe partnership on the needs ofcommunities and the value of local

participation, responsibility, and control.

Alaska welcomes the opportunity to receive support from the foundations under the Turning
Pointinitiative. There ore unique opportunities and challenges present here that the foundations
and other states will find engaging. For example, the Indian Health Service has played a strong
role in Alaska's public health system during this past decade. There is currently a significant
shift in responsibilities from federal to tribal control, as the 226 federally recognized tribes in
Alaska continue to assert their self-determination rights to administer their awn health care
services. Another example is that, unlike most other states, Alaska hasno HMO penetration.
This situation presents a valuable opportunity to work with the clinical health care sector from
the beginning of managed care system development to identify public health’s role in managed
care, and to redefine the clinical health care system's role in public health. Because of issues
such as these, the public health community is committed to continuing this most imponant

project.



Alaskniinvironnicnlal.Ucalth Association
Peter Wallis, President [Fairbanks]

Private Health Care Providers _ o
Jim Jordan, Executive Director, Alaska State Medical Association

~ [Anchorage] | .

Laraino Derr, Executive Director, Alaska State Hospital and Nursing Homo Assn.
Juneau

Cheryl kilgore,]Executive Director, Interior Neighborhood Health Clinic (and
Assembly member on the Fairbanks North Star Borough Assembly)

~ [Fairbanks] o . .

Gail McGuill, President, Alaska Nurses Association (and Director ofQuality

Management with Columbia Alaska Regional Hospital) [Anchorage]

University of Alaska _ o _
Jerome Komisar, President, University of Alaska [Fairbanks]

Communitv-Bascd Non-Profit Health/Social Scrvicc Qreanization
Dennis McMillian, Executive Director, United Way o f Anchorage [Anchorage]

Privatc)Buringsa .
Response Pending. Pamela LaBollc invited, Alaska State Chamber of Commerce

[Juneau] . o
Mary Beth Whitehurst, Acting Executive Director, Alaska Cabaret, Hotel,
Restaurant, and Retailers Association [Anchorage]

Private.Envjroning%! al Services Provider
William Ashton, Consultant, EcoSyncrgy [Anchorage]

LaboLUnion , o
Response Pending. Mano Frey invited, Alaska State AFL-CIO  [Anchorage]

Education System o o
Carl'Rose, Executive Director, Association of Alaska School Boards [Juneau]

Bchavioraliicalth System |
JeftJessce, Executive Director, Alaska Mental Health Trust Authority

[Anchorage]

EoiIIquwmmiiI,Y o _ _ _ _
Pastor Bill Allen Ministerial Alliance, Inter-Faith Council, Evangelical Council

[Anchorage]

Consumers
Carmen Rosa MaIIilpudi, MPI1, dAs employee and YWCA employee, memberof
Alaskn Health Education Consortium, rcporls on health issues for La Voz
(Anchorage-based Hispanic newspaper) [Anchorage] o
Response Pending, Erie Jorgensen, Sierra Club |.egnl Defense Fund, invited.
Environmental Advocacy Group



Challenges & Opportunities
2 Lack of Clear Public Health Policy
2 Tribal Compacting
| Government Downsizing

1 Federal Block Grant and Performance
Partnership Proposals

2 Health Care Reform

2 Welfare Reform

2 Medicaid Reform o m

2 Changing Demographics

2 New Technologies & Public Health Threats
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Expected Outcomes

Assessment of Alaska’s Public Health System

Identification of the Appropriate Alaska Public Health System
Capacities and Infrastructure for the 21st Century

Strategic Plan for Strengthening Alaska’s Public Health System
Development of Benchmarking and Performance Measurement
System for the Alaska Public Health System

Improved Public Health Performance

Increased coordination and collaboration of public health planning
decision-making, and service delivery

- Strengthened relationships with public health system partners
Improved information-based decision-making

- Improved accountability in the public health system

- Clarification of the role of public health for the public



~Turning Point:. |
Collaborating for a New Century in Public Health

An Initiative of the Robert Wood Johnson and W.K. Kellogg Foundations

Purpose: “To transform and strengthen thepublic
health Infrastructure in the United States so that
states, local communities, and theirpublic health
agencies may respond to the challenge to protect
and Improve thepublic’s health in the 21st

Century.




An Initiative of the Robert Wood Johnson anc

Turning Point:

Collaborating for a New Centu w Public Health
K. Kellogg Foundations

Foundations’ Goals for State Grantees:

Assess and redefine public health mission, roles, and responsibilities
Define relationships with clinical health care sector and other
community stakeholders

Establish systematic ongoing collaboration among state and local
health agencies, as well as other public health-related agencies
Identify technical, organizational, legal, and revenue changes needed
to strengthen public health’s capacity to address challenges to
community health

Develop a public health improvement plan describing the
iInfrastructure needed to improve population-based health

Establish priorities for implementation and a timetable for achieving
needed changes

Identify a strategy for financing and maintaining proposed changes
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Alaska Public Hoalth Improvement Procoss

MANAGEMENT STRUCTURE
Alaska Public Hoalth Improvement Procoss Stooring Committoo . o
Rolo:  Toassuro that tho projoct achieves Intended outcomes by: Stooring Turning Point
1) Assuring that tho projoct has rosourcos and support Committoo Community Partners
lo got tho work dono; -
2) Criitsggr?a\gls;pn of tho outcomo that Is realistic and /F-a\labska Pu%lic Tdealtp ]meprovomo?ﬁ Pg(t)COSS ACction -Lonm
: ' : i i ob: rovido staff support lo the Stooring Committoo; manago process
3) ROV'Ong ggg%ﬂgtg&gorgrtv;g{llf?rpups . Sugg%rrwrlr?i%tee ?Ztécﬁ? support functions such as communications and marketing: and
b) provide reaﬁty checK‘sx and coordinate the work of the various workgroups.
¢) maintain momontum; and _
_ 4) Advocating for and Implementing (ho final plan.
Planning Subcommittee of tho Stooring Committoo _
Rob: Works-with Action Team lo plan Steering Committee mootings ,
and address Issues that require Steering Committoo guktanco PubNc Health Public Hoalth
during interims betwoon quartorty meetings. Systom System
Assessment Design
Workgroup Workgroup
Public Hoalth Systom Assessment Workgroup : :
Rob: Toprovide the Steering Committee with information on PU%'.'C Hoalth Systom DoslgriWorkgroup o doslan {
tho condition of Alaska's curront public health system. Rob: o devolop for the Steerm? Committee tho dosign for a new
A) Doflno Assessment Process and CoOoct public hoalth system for Alaska that meets the system
Information spemflcatlog\s oF?wsmnedb thlo Steedrmg Com_ng_||tttee. ¢ difeont levels of o / |
+ Inventory of current services PH System Health Status ecommend roles and responsibilities of differont levels of go/tmmen
’ Assessment Team B) Recommend roles and responsibilities of private health care sector,
. gfg\?itérecressma\l/r;()i/smandates Assessment Team tribal health organizations, and otﬁer public health system partners
C) Recommend the appropriate organizational structure for Alaska's public
+ Hoai health system
B) Conduct Bl-égazlér;asgﬁtc%s;a;ﬁglsfsﬂent Resource D) Identify technical, legal, and revenue changes needed to Implement
«|it search Assessment Toam pubUc health system reform
« consult with nationabintematlonal
experts
* compare Information on Alaska's
systom against models and Infrastructure
standards Assessment Team

Noto' Puff McdigrDupprDvfdosovDrs>ghfand guidance fo

Performance
Assessment Team

Eilemal Forces
Analysis Team

121M
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Alaska Public Health Improvement Process
Steering Committee

CONFIRMED MEMBERS!
as of December 15,1997

Tribal Health Orgianlzatlons
Anno Walker, Executive Director, Alaska Native Health Board ([Anchorage]

Carolyn Crowder, President, Norton Sound Health Corporation (and current Chair
of the Tribal Health Directors) [Nome]

Tribal-Goyc cnl
% ora Vo, Executive Director, Alaska Inter-Tribal Council  [Anchorage]

Local Governmen - .
Kevin thcine, Executive Director, Alaska Municipal League [Juneau]

Local Health Deﬁartments
Elaine CArlstlan Director, MOA Department of Health & Human Services
ncho
Doreen Knodel Blrector North Slope Borough Department of Health & Social

Services [Barrow]

Slate Government
Karen Perdue, Commissioner, DHSS [gJune U]

Peter Nakamura, MD, RfPH, Director, Division of Public Health [Juneau]
Michele Brown, Commissioner, DEC [Juneau]
Janice Adair, Director, Division of Environmental Health [Anchorage]

enator Jim Duncan

Senator Johnny Ellis
Representative Con Bundc

Federal Government
David Scliracr, MD, Acting Director, Alaska Area Native Health Seivicc/IHS

Bﬂ\nchorage
Rick Albright, Director, Alaska Operations, Environmental Protection Agency

[;Anchorag ]
Major Danny Glover, ElmendorfAFB Chiefof Public Health [Anchorage]

AlaskaPublic llcalili AsiocMon
Dclisa Culpepper, President [Anchorage]

1In addition, there |t d teal on the statewide steering committee for d representative from each community
that orginijtet dlocal publtc4tcallh improvement partnership and implements a local public health
improvement ptocett.



Alaska Environmental Health Association
Peter Wallis, President  [Fairbanks]

Private Health Caro Providers _ o
Jim Jordan, Executive Director, Alaska State Medical Association

~ [Anchorage] _ .
Larnino Den-, Executive Director, Alaska State Hospital and Nursing Homo Assn.

Juneau
Cheryl }[<ilgore,] Executive Director, Interior Neighborhood Health Clinic (and
Assembly member on tho Fairbanks North Star Borough Assembly)
_[Fairbanks] L . .
Gail McGuill, President, Alaska Nurses Association (and Director o f Quality
Management with Columbia Alaska Regional Hospital) [Anchorage]

University o fAlaska _ . _
Jerome Komisar, President, University o f Alaska [Fairbanks]

Communitv-Bascd Non-Profit Heallli/Social Scrvice-Qiganization
Dennis McMillian, Executive Director, United Way o f Anchorage  [Anchorage]

Private Business o
Response Pending. Pamela LaBollc invited, Alaska State Chamber ofCommerce

[Juneau] | .
Mary Beth Whitehurst, Acting Executive Director, Alaska Cabaret, Hotel,

Restaurant, and Retailers Association [Anchorage]

Private Environmental Services Provider
William Ashton, Consultant, EcoSyncrgy [Anchorage]

Labor Union _ "
Response Pending. Mono Frey invited, Alaska State AFL-CIO  [Anchorage]

Education System . -,
Carl'Rose, Executive Director, Association of Alaska School Boards [Juneaul

Behavioral Health System ,
JeffJcssce, Executive Director, Alaska Mental Health Trust Authority

[Anchorage]

Frith Community S _ _ _ _
Pastor Bill Allen. Ministerial Alliance, Inter-Faith Council, Evangelical Council

[Anchorage]

Consumers o
Carmen Rosa Mallipudi, MPIf, 4As employee nnd YW CA employee, member of

Alaska Health Education Consortium, reports on health issues for t.a Vor.
(Anchorage-hased Hispanic newspaper) [Anchorage] o
Response Pending, Eric Jorgensen, Sierra Club l.egnl Defense Fund, invited.

Environmental Advocacy Group
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Challenges & Opportunities

2 Lack of Clear Public Health Policy

2 Tribal Compacting
2 Government Downsizing

2 Federal Block Grant and Performance
Partnership Proposals

S Health Care Reform
S Welfare Reform
2 Medicaid Reform
2 Changing Demographics
2 New Technologies & Public Health Threats




rf> \g

p .. Expected Qutcomes
* 'A\ssessment of Alaska’s Public Hea'lth System.

P e

T Identification of the Appropriate Alaska Public Health System
Capacities and Infrastructure for the 21st Century

iiad ~ o iC O \r @ i o ewvArE A L
* Strategic Plan for Strengthening Alaska’s Public Health System
* Development ofBenchmarking and Performance Measurement
£’ System for the Alaska Public Health System

* Improved Public Health Performance

Increased coordination and collaporation of public health planning,
demsmn-makln?, and service delivery

- Strengthened relationships with public health system partners
m - |mproved information-based decision-making
k - Improved accountability in the public health system
- Clarification of the role of public health for the public



~Turning Point;
Collaborating for a New Centu wn Public Health

An initiative of the Robert Wood Johnson and W.K. Kellogg Foundations

PUrpose; “To transform and strengthen the public
health infrastructure in the United States so that
states, local communities, and theirpublic health
agencies may respond to the challenge toprotect

and improve thepublic’ health In the 21st



Turning Point;

CoIIaborating for a New Centu ’%'in Public Health
0 .

An Initiative of the

bert Wood Johnson and W.K. Kellogg Foundations

Foundations' Goals for State Grantees:

Assess and redefine public health mission, roles, and responsibilities
Define relationships with clinical health care sector and other
community stakeholders

Establish systematic ongoing collaboration among state and local
health agencies, as well as other public health-related agencies
Identify technical, organizational, legal, and revenue changes needed
to strengthen public health’s capacity to address challenges to

community health

Develop apublic health improvement plan describing the
infrastructure needed to improve population-based health

Establish priorities for implementation and a timetable for achieving
needed changes

Identify a strategy for financing and maintaining proposed changes
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Alaska Public Hoalth Improvomont Procoss

MAAGEMENT STRUCTURE
Alaska Public Health Improvomont Procoss Stooring Committoo . L
Roto:  To assure that tho projoct achlovos Intended outcomes by: Steering Turning Point
1) Assuring that tho project has resources and support Committoo Community Padnors
) to got tho work dlorrl]o; et elisicand
roating a vision ol tho outcomo that is realistic an _ _
| suppgrtaom- Alaska Public Hoalth Improvomont Procoss Action Toam
3) Rovlowing products from warkgroups to Planning Act'jn Rolo: Provldo staff support to tho Stooring Committee; manage process
a) assuro supportabilly: Subcommlttoo Team supporl functions such as communications and marketing: and
b) provido reaﬁty checK's; and coordinate tho work of tho various workgroups.
¢) maintain momentum; and
4) Advocating for and Implementing tho final plan.
Planning Subcommlttoo of tho Stooring Committoo .
Rolo: ™ Works-with Action Team to plan Stooring Committoo mootings . .
and address issues that require Steering Committoo guidanco Public Hoalth Public Health
during Interims between quarterly meetings. Systom System
Assessment Design
Workgroup Workgroup
Public Health Systom Assossmont Workgrou :
Rolo: o pr)f/Jvide tho Steering Commit?oo w?th Information on PUF'JC Hoalth Systom Doslgr*Workgroup
tho condition of Alaska's curront public health systom. Rolo:  Todévoop for the Stooring Committee tho doslgn for a new
A) Define Assessment Procoss and Collect public health systom for Alaska that meets tho system
Information specifications envisioned by the Steering Committoo.
- Inventory of curront sorvicos, PH Systom Health Status A; Rocommond rotes and responsibilities of different levelsof govommont
rosourccs, and mandates Assossmont Team Assessment Team B) Recommend roles and responsibilities of prtvato health caro sector,

« Provider survoys
+ Customor surveys
* Health status assessment

8) Conduct Bost Practices Anafysis Resource
* lit search Assessment Toam
* consult with national/international
exports
* comparo Information on AJaska's
system against models and InVastructuro
standards Assossmont Toam

Noto: Full workgroup pmvtdos ovors”hf and guidanco to
imallor loams rosponsibh for data codoction.

Performance
Assessment Team

External Forces
Anafysis Team

tribal health organizations, and othor pubBc hoalth system partners

C) Recommend tho appropriate organizational structure for Alaska's public
hoalth system

D) Identify technical, legal, and revenue changes needed to Implement

pubtc hoalth systom reform
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Notes

Tricia Edwards, Editor

APublication of the Mental Health Association In Alaska Special Edition, 1997

ThiS Issue

Special
Edition
on

Stigma

Working
for
Alaska’s
Mental
Health

Stigma is Everywhere

~ A mental illness is, more accurately, a brain disorder; and brain
disorders - like ep,l|ePS¥ - are biologicall based medical problems.
The newest medical technology can fake “pictures” that show
differences between brains with disorders and normal brains.

In any given year, about 5 million American adults suffer from
acute episodes of one of five serious brain disorders; schizophrenia
bipolar disorder, major depression, obsessive-compulsive disordor, and
panic disorder. Even many of America’s children - ‘more than 3 million—
suffer from these disorders.

.. Untreated, disorders of the brain profoundly disrupt a person’s
ability to think, feel, and relate to others and to his or her environment.

Brain disorders are shrouded in stigma and discrimination. For
centuries they have been misunderstood, feared, hidden, and often
ignored by science, Only in the last few decades has the first real hope
for people with brain disorders surfaced, and that hope has grown from
pioneering research that found both a biological basis  for brain
disorders and treatments that work.

~ Brain disorders are treatable. The current success rat® for
treating schizophrenia is 60 percent. The success rate for treating
bipolar disorder, also known as manic depression, is 65 percent, and for
major depression it is 80 percent. Menial illnosses can now be
diagnosed and treated as precisely and_ effectively as other medical
disorders. But the stigma - and the discrimination caused by that

stigma - remains.

. Stigma is an ancient evil. It still limits all aspects of life for people
with brain disorders: housing, education, insurance, science, research,
services, jobs, religion, and personal relationships.

By the NAMI Campaign to end discrimination against people. with
sévere montal illness. "Contact Sylvia Matthews at the Alaska Alliance
]‘o][ the t_l\/IentaIIy Il at 1-800-478-4462 or 1-907-277-1300 for more
information.



Example A ,

Ten ){ears ago | was a professional
actress in Los Anﬁeles, and one da
cime offstage and had a breakdown. The
doctor told my parents that | wa& chronic
and would be hospitalized all my life.
Eventually. | found" respite, hecame a
resident, ” and | have been without
hospitalization for 8 years. Since leaving
respite, | have used it as a crisis center
whenever Ihave had a problem. Iworked
my way back to the point where | could
finish mY college education and hold a
job as a teacher.

. At this point, lam unemployed and
looking for work. But | have come to
realize that I must rely on the technique of
‘the cover-up." |will do everything Ican to
conceal the fact that [ was once
diagnosed as chronic, that | was
hospitalized, and that | once lived in a
halfway house. If | am asked by an
employer if | have ever had a nervous
breakdown. | will answer, "No." If | am
asked why there was a gfap in_my
employment, | will sa?/, ‘Itraveled." Ifthey
notice my hands are trembling because 0
my medication, | will say, “it's due to my
thyroid." | must do all”of this becauseé
there is a stn_ima attached to anyone who
has had mental illness.

Ihope that, in my lifetime, the ignorance of
emotional illness turns to understanding;
that fear turns to security; and that the
cover-up will no longer be’necessary.

| people wh|c|>
|

Example B , ,

Tho great stigma that is attached to
have been or who are
mentally il often results in _open
discrimination. |have had some d|ff|cu,|tr¥
with both my resident manager and wit
the Federal ‘agency where | was seeking
employment. “The’ fact that | was being
prejudged was upsetting and annoyi ,g.

~_ Only recently questions about an
individual's h|stor>(, . of  nervous
breakdowns were eliminated from the
official form_ required for all applications
for Federal jobs. The eqjal employment
opportunity ~ law.. as amended,” now
includes ﬁrombmons on discriminating
against the physically and mentally
handicapped. Bécausé of the existence

of these rights. | have more self-
confidence. "By supporting myself, | am
proving that |am a responsible individual.

We need these kinds of,chan_ges in
the law to protect our rights as individuals.
Specifically, we truly need anonymity in
order to cope with a difficult life,” without

f carrying forever the label ot “mentally ill."

| like to use the expression: "Everyone is
different; therefore, we should be treated
the same."

( w f
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Let's Talk About Mental Illness



DOCUMENTSY
HAVE BEEN REFI I\él) T0

LMED
ASSURE LEGIBILITY OR PAGINATION

CenlVuilila Strtva

%ﬁ(l Cl ﬁ fdu> «twnn



Notes

Tricia Edwards, Editor

A Publication of the Mental Health Association inAlaska Special Edition, 1997

Thfc.lswe

Special
Edition
on

Stigma

Working
for
Alaska’s
Mental
Health

Stigma is Everywhere

- A mental illness is, more accurately, a brain disorder: and brain
disorders - like e ,||ei)s>( - are b|olog|cal’ly based medical problems.
The newest medical technology can fake “pictures" that show
differences between brains with disorders and normal brains.

In any given year, about 5 million American adulN suffer from
acute episodes of one of five serious brain disorders; schizophrenia
bipolar disordcr_ major depression, obsessive-compulsive disorder, and
panic disoraer. Even many of America’s children - more than 3 million-
suffer from these disorders.

.. Untreated, disorders of the brain profoundly disrupt a person’s
ability to think, feel, and relate to others and to his of her environment.

Brain disorders are shrouded in stigma and discrimination. For
centuries they have heen misunderstood, feared, hidden, and often
ignored by science, Only in the last few decades has the first real hope
for people with brain disorders surfaced, and that hope has grown from
pioneering research that found both a biological basis for brain
disorders and treatments that work.

~ Brain disorders are treatable. The current success rate for
treating schizophrenia is 60 percent. The success rate for treating
bipolar disorder, also known as manic depression is 65 percent, and for
major depression it is 80 percent Mental illnesses can now be
diagnosed and treateqd as precisely and effectively as other medical
disorders. But the stigma - and ‘the discrimination caused by that

stigma - remains.

. Stigma is an ancient evil. Itstill limits all aspects of life for people
with brain disorders; housing, education, insurance, science, research,
services, jobs, religion, and personal relationships.

By the NAMI Campaign to end discrimination against people. with
severe mental illness. ‘Contact Sylvia Matthews at the Alaska Alliance
fofr the tMentally Il at 1-800-478-4462 or 1-907-277-1300 for more
information.



Open Your Mind

REMOVING THE STIGMA OF
MENTAL ILLNESS



Example A _

Ten years ago | was a professional
actress in Los Anﬁeles, and one da
came offstage and had a hreakdown. The
doctor told my parents that | was chronic
and would be hospitalized all my life.
Eventually. | found respite, became a
resident, and | have been without
hospitalization for 8 years. Since leaving
respite, | have used it as a crisis center
whenever I have had a problem. Iworked
my way back to the point where | could
finish mY college education and hold a
job as ateacher.

. At this point, | am unemployed and
looking for work.  But | have Come to
realize that | must _relg on the technique of
“the cover-up." Iwill do everything Ican to
conceal the fact that I was once
diagnosed as chronic, that | was
hospitalized, and that | once lived in a
halfway house. If t am asked by an
employer if | have ever had a nervous
breakdown, | will answer, “No." If | am
asked why there was a gap in my
employment. [ will say, "l traveled" Ifthey
notice my hands are trembling because of
my medication, | will say, “It's, due to my
thyroid." | must do all of this because
there is a stqma attached to anyone who
has had mental illness.

[hope that, in my lifetime. ./ie ignorance of
emotional illness turns to understanding;
that fear turns to security; and that the
cover-up will no longer be'necessary.

| people who have

Example B , ,

The great stigma that is attached to
been or who are
mentally ill often results in _open
discrimination. Ihave had some difficulty
with _both my resident manager and with
the Federal ‘agency where was seeking
employment. “The’ fact that | was being
prejudged was upsetting and annoying.

. Only recently questions about an
individual’s h|stor5{, ~of  nervous
breakdowns were eliminated from the
official form required for all applications
for Federal jobs. The equal employment
opportunity " law, as amended,” now
includes ﬁrombmons on discriminating
against the physically and mentally
handicapped. Bécause of the existence
of these rights. | have more self-
confidence. "By supporting myself, | am
proving that | am a responsible Individual.

We need these kinds of,chan,ges in
the law to protect our rights as individuals.
Specifically, we truly need anonymity in
order to cope with a difficult life,” without
carrying forever the label of “mentally ill."
| iké to use the expression: “Everyone is
different; therefore, we should be treated

the same."

M

Lets Talk About Mental IlIn
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AttitudeﬁerS

How do_stigmatized persons feel
about bemg stigmatized? What do they
do about it? Erving Gotfman has written
about these feelings and actions.

Stigmatized individuals hold the
same heliefs about their identity as we do.
Their deepest feelings are that they are
normal human beings like anyone “else,

ersons who deserve a fair chance and a
air break.  Yet they perceive, quite
correctly, that, whatéver others may
profess, they are not really accepted.

~Shame  becomes a central
possibility, —arising from  stigmatized
persons” perceptions that one of their
attributes is a defiling thmq and one that
they can see themselves as not
possessing.

. The primary featur? ~of a
stigmatized individual's situation in life is
a question of acceptance. Those who
have dealings with” them fail to accord
them respectand regard.

How do stigmatized persons
respond to this situation?

In some cases they make a direct
attempt to correct the failing, as when a
physically deformed person undergoes
plastic surgery or an iliterate person
undertakes remedial ~  education.
Ironically, when such repair is possible.

Stigmatized
on

what often results is not the acquisition of
a fully normal status but merely the
transformation into someone who has had
a blemish corrected.

Another approach that stigmatized
persons use is to devote great effort to the
mastery of areas that are usually closed to
people’with their shortcomings.” The lame

erson learns to swim, ride, play tennis;
he blind person becomes expert at skiing
and mountain climbing.

. Finally, persons with differences
which causes them shame can break with
what is called reality and obstinately
attempt to em Io%/ an unconventiondl
interpretation of the character of their
social identities.

. Stigmatized individuals . may use
their sUgma for “secondary gains*‘as an
excuse for failures that have really come
about for other reasons. Or stigmatized
individuals may see the trials they have
suffered as a blessing in disguise,
especially because they fee| that suffering
can teach them about life and other
People. Or they may reassess  the
imitations of njrmal peodple and believe
that they can be of special help to

normals.



The stigma of mental illness has
been reflected in many laws that restrict
the freedom of mentally ill persons to
make their own choices, ‘Robert Plotkin, a
lawyer formerly with the Mental Healih
Law PrO{e,ctL has summarized some of
these restrictions. _

Certain groups of Americans are
“protected” by~ law from enjoying _the
freedom to make their own choices. The
chief “beneficiaries®* of the State-
sponsored paternalism are the mentally
different, those who are thought to be
incompetent to make rational choices.
The result is a double-track system: one
law for “normal" people and “another for
the mentally difforent,

Voting:  Virtually half the States
have statutory language flatly forbidding
mentally handicapped persons to. vote.
The range of exclusions runs from “idiots"
to “insane persons” to “persons under
%uarmanshlp.” These laws bar menta'ly
handicapped persons from participation
in the political process, without regard. for
individual ability to exercise this right

rahonaW ,

arriage: . Many States have
statutory ban$ which ?revent the ‘feeble-
minded" incompetent, or those under
guardianship from marrying.  If such
marnaﬁ]es occur, they can’ be annulled or
sépeed|Y ended by no-fault divorce,
iven the problems of some so-called
normal people-rising divorce rate, high
incidence of child “abuse, and sexual
maladﬁust,ment-n s puzzling that tho
mentally disabled are singled out.

Adoption: In more than half the
States children can be adopted without
the consent of mentally disabled parents.
There may be situations where parents
cannot care for children and adoption is in
everyone’s best interest, but requirements
that protect the rights of “normal’ parents
are orPott,en when a child’s parents are
mentally different.

terilization: Some States have
statutes allowing involuntary sterilization
of the incompetéent. Other Statutes allow
sterilization " in “voluntary”  situations,
without addressing the question of how
an ‘“incompetent”” decides to consent
“voluntarily” to sterilization.  In some
States there is no judicial inquiry into the
sterilization if the person's parent or
guardian gives "consent" _

Guardianship.  Guardians have
the quthority to admit persons “voluntarily”
into institutions, to have them sterilized or
experimented upon, to invest their money
and manage their affairs. Generally, a
guardian sincerely believes that he or'she
IS honestly protecting the interests of an
incompetent person,”and usually this is
so. But there have been instances of
overzealous or unscrupulous persons
acting as guardians, and the law should
quwde greater protection to the person

eing “crxuarded." o

[T the law has any obligation to the
mentally handicapped, it is to  crease
thoir options and to expand their
OEpo,rtumtms, not to limit their choices and
physically and legally segregate am.



Adv%%g]g/%eﬂ

Mental health advocacy is a recent
and fruitful attempt to provide hetter care
for the mentally ill and to decrease their
stq,ma. Louis”E. Kopolow, Chief of the
Patients Rights and Advocacy Program at
the National Institute of Méntal Health,
outlines the elements of a comprehensive
advocacy program. ,

. Mentalhealth advocacy provides a
unique mechanism by which ‘psychiatry
can respond constructively and effectively
to the dilemma of delivery of mental
health care in a system mcreasmglg
influenced by legal “requirements an
consumer démands.  Advocacy is a
method by which psychiatrists, lawyers,
and patients' represéntatives can wor
cooperatively in" meeting the pr.tients’
wishes, needs, and rights,

A comprehensive  advocacy
program consists of a tripartite system:

~ The primary element” is the
patient's  represéntative, who s
concerned with screening patients for
such matters as the appropriateness of
commitment or guardianship, of forced
medication and other forms of treatment,
and of transfer or release to large
institutions. The patient's representative
also devotes his or her efforts to
reserving “the right to noninstitutionaliza-
jon" and 10 arrangm(]; transfer of patients
to other_mental health programs in the
community.

The second element of the
%ogra
6

m involves the Jegal advocates.
mulfitudinous legal problems, especially

v

are necessary in- handling the

t%, He

|
jgma

|

those of an
Populanon. In carryin
€0

UCe

indigent and deprived
g1 out the role, the
il the skills of the
Professmn, bringing court action, on
I of the patient against the institution,
class "action Suits, and lodging
complaints regardmg specific violation of
;ﬁanents,’ rights in order to secure redress.
he active”involvement of mental health
staff in_assisting attorneys to represent
their clients' wishes goes a. long. way
toward assuring that alternative Clinical
regimens have been explored, The
attorneY’s main task, however, is to be
available as a last resort for serious
roblems which the patients' representa-

al advocate uses
Ie%al
beha
filing

k ﬁve has failed to solve through less formal

adjustment mechanisms. ,

The ombudsman is the third
element in a comprehensive advocacy
program and is especially relevant for a
mental health system undergomg rapid
change. The ‘ombudsman” addresses
ﬁroblems throughout the entire mental
ealth system. , ,

This model for patient advocacy is
helpful in preventing, the unfortunate
situation of patients being caught in a tug
of war between two 0|oposmg forces-tho
Bs¥qh|atr|c and the e?al professions-
altling for their cusfody.  Such a
comprehensive advocacy “program can
become an _importanf and lasting
alternative to. I|t|%at|on, and can help t0
create a mediated flexible system of care
for the mentally .
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The Mental
Stereotype 0

A person who is found to be
mentaIIY Al and dangerous can e
involuntarily  committed” to a mental
institution. “Saleem Shah, a psychologist
specializing in studies. of cfime and
delinquency at the National Institute of
Mental Health, has pointed out serious
issues in preventive detention and the
prediction of dangerousness
, Typically, an individual cannot be
involuntarily “comined to a_  mental
institution simply because of anticipated-
or even demonstrated-dangerousness.
First, there has to be a finding of mental
iliness and then of an -associated
propensity of predicted iikelihood for
engaging’in dangerous behavior.

Since involuntary civil commitment
represents an exercise of State power that
may deprive individuals of their liberty
and also compel them to undergo psychi-
atric freatment, it raises a fundamental
question:, What potential harms to society
or to the individual are sufficiently serious

to justify resorting to coercive
confinement? , , ,
The question involves public

policy, sociopolitical and legal issues, not
medical, psychiatric, psy{chologmaj, or
mental health issues. 1n the eX|st|n(_1
situation, however, public policy and I,e?a
issues are confounded with “psychiatric
and mental health concerns. ,

It is difficult to discern how the link
between mental illness and dangerous
behavior came about. and  why it
continues to be maintained with such
enduring zeal.

1—anc
y[%wgermsness

E
the

Several studies have examined the
arrest records of patients discharged from
mental hospitals. These studieS do not
support the stereotype of the mentallg Il
as nighly dangerous and unpredictable.
AlthouHh persons diagnosed as seriously
mentay Il (those likely to be
hospitalized) are not any less dangerous
than persons not so diagnosed, the
evidence also points to the canclusion
that the mentally ill do not constitute one
of the most dangorous groups in our
society,
It should be noted that some of the
most predictably and demonstrably
dangerous persons are not preventively
detained or handled with greater concern
for public safetf)]/. For example, numerous
studies have shown that about 50 percent
of all fatal auto accidents involve drunken
drivers. Our society demonstrates a truly
astonishing tolerarice for this group of
dangerous persons.

Given  the numerous  court
proceedings in which the dangerousness
of a mentally ill person is_at issue and

grave decisions affecting life and liberty
must be made, one might assume that
some _reasonable accurate means of
predicting _dangerous _ behavior are
available. This assumption is false. No
instrument has been developed that can
Bredmt_ violent and other dangierous
ehavior accurately or satisfactorily. In
fact, no test has beén developed that can
adequately identify such  behavior
retrospecfively-let alone predict i.



Title V, Section 501 of the Mental
Health Systems Act, 42 U.S.C. 9501, for
the first time defines in United States law
a Bill of Rights for mentally ill patients.

. A person admitted’to a program of
facility for the purpose of receiving' mental
health services should be accorded the

fo |0WIr_]|_%Z , ,

e right to treatment and services
under conditions thatsupFort the ﬁer_son’s
personal liberty and restrict such libert
only as necessary to. c,om?ly wit
treatment needs, law, and judicial orders.

~The right to an "individualized,
written, treatment or service plan_(to be
developed promptly after admission),
treatment pased on the plan, periodic
review and reassessment of needs, and
appropriate  revisions of the plan,
including a description of services' that
may be needed afterdischarge, = .

The right to ongoing participation in
the planning” of services to be provided
and in the deveIoFment and periodic
revision of the treatment plan, and the
right to he provided with ‘a reasonable
explanation of all aspects of one’s own
condition and treatment.

The . right to refuse _treatment,
except during an emerge,ncy situation, or
as permitted”under law in the case of a
person committed by a court for treatment.

.The right not to participate in
ex?enmentanon in the absence of, the
patient’s informed, voluntary, written
consent: the right to appropriate
protections  associated ~ with " such
participation; the right and opportunity to

revoke_such consent, ,

The right to freedom from restraint
or seclusion, other than during an
emergency situation.

. "The right to a humane treatment
environment ~ that affords reasonable
protection from harm and appropriate
privacy.

The
records,

The right to access, upon request,
to one’s own mental health care records.

The right (in residential or inpatient
care) to converse with others privately
and to have access to the telephone and
mails, unless denial of access s
documented as necessary for treatment.
, The, right to be informed promptly,
in appropnate language and terms, of the
rights described in‘this section. ,
The right to assert grievances with
respect .to nfringement of this Bill of
Rights, including the right to have such
grievances, considered in a fair, timely,
and |m{gart|a,| procedure. ,

. The right of access to a protection
service and a qualified advocate in order
to thderstand, exercise, and protect one’s
rights.

right to confidentiality of

“The n%ht to exercise the rights
described in this section without reprisal-
including reprisal in the form of denial of
any apj?roprjate, available treatment.

he right to referral, as aPpmﬂnate,
to other providers of mental health
services upon discharge.

d



Mental Health Association in Alaska

Membership Application

Pleaso count mo amolng tho

‘People Helping Peaple Date:

Name Phone

Street City/State Zip Code
Memberships. . -

Student/Senior - Sustaining Contributing  Patron Corporate

—$10.00 52500 ©s50-100 ©=$100-500 [3$1,000 and UP

Jlwould like more information about the Association

CJlwould be willing to devote time to the efforts of the Association .
(Your membership contribution is tax deductible and includes a subscription to COPING Magazine.)

Method of Payment
[JCharge to COMasterCard G viSaG American Express

(0101070 Ao o
Signature Exp.Date Amount

1Check Enclosed

Please Join & Support lIn* 2ldntal llcniltii Association

Mental Health Association in Alaska
4050 Lake Otis Parkwasy Suite 202
Anchorage, Alaska 99508

Advocating to IKcancc Stigma
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MISSION STATEME
BUILDING BRIDGES CAMPAIGN FOR MENTAL HEALTH

Empower me ta(tj health consumers, their families,
providers and advocates.

Tum awa[e (fss into action for Alaska’s mentally ill and
emotionally disturbed citizens.

Inc ease state funding for communi ey ty based services
OgrainS Serving persons experiencing mental and

emo on IINESSES.

_aC|I‘tatea [3ss rocs% ort to posdnvel ffect the
eqISaive a other public policy decision making

ncrease cohesiveness within Alaska's mental health
community.

Ot?le?nac(?vgcr:lgccfe%rts ABS ains and coordinate with

BRIDGES 00 MHA in Alaska # 4050 Lake Qtis Parkway. Suite 202
An chorage Alaska 99508*5221
Tel 907-563-0880 « Fax 907-563-0881 « Toll Free 1-800-478-0880
Email mhaa@ alaska.net


mailto:mhaa@alaska.net

Dear

The Building Bridges Campaign is pleased to present to you a copy of our FY98 legislative
priorities.

Building Bridges signifies the need of people with mental and emotional illnesses to have
bridges to their families and communities. Lack of treatment and support results in isolation
and dysfunction. With bridges of treatment and support, full community participation,
contribution, and responsibility are possible.

On March 18th, 19th and 20th, the Building Bridges group (family members, consumers,
service providers, and friends) will come together in Juneau. The purpose is rausmP public,
legislative, and administrative awareness regarding mental health and the needs ot those

who experience mental and emotional illnesses.

We appreciate the support the Alaska legislature has provided for development of a mental
health sen/ice system over the past several years. Through your support we have made
significant progress in establishing services for some of the groups who suffer mental
iliness. Unfortunately, our system'is still lacking critical elements.

We ask for your support. We must stabilize the service system that is already in place in
our communities. Also, ways must be found to continue the development of necessary
services. The Building Bridges Campwgn endorses the Alaska Mental Health Board's
Shared Vision Plan and FY98 Funding Recommendations for Alaska's Comﬁrehenswe
Mental Health program. The portions of the Board's recommendations which were
prioritized by Building Bridges are presented to you in this boo'det,

We thank you for your time and for the opportunity to meet with you and your staff.

Respectfully,

Building Bridges



Building fridges Campaign

Who are we?
The Building Bridges Campaign is a rural and urban group of
consumers, family members, and providers. We suffer from and/or

provide services for people who experience mental and emotional illnesses. The people we
are advocating for have inadequate resources to obtain adequato mental health care.

What do we want?
The Building Bridges Campaign wants mental health care which is;

[h~  Affordable
Accessible
7 "' Within our Community

High Quality

What is my stake in this? o _ . _
The pain and loss for our children, family, friends, and neighbors is real and unrelenting

We have come forward to share our experiences with you.
What am lasking from you?

| i d ¥ourholo and vour leadership to ensure adoquato montal
LSMS for Alaskans.

Specifically, wo ask your support for;
tJL=X A fully dovolopod systom of montal hoalth caro
jsJLtt Community montal hoalth program grants
j-lLjt Modicaid program funding



Building Bridges Campaign

When ﬁeople are unable to receive adequate community mental health
care, the results are felt In other areas of the community.

When Community Care is not | |
available to: Care is Provided by:

The results of inadequate community mental health services are
Inappropriate ar | more expensive treatment.



Building Bridges Campaign

Legislative Concerns

Education Regarding Mental lliness

People are noi mentally ill or emotionally
troubled by choice.

Treatment for mental iliness and emotional
disturbance works.

mmimity treatment works. better.-ancl
costs less and Is preferred by the people
receiving service.

EY:.. .Budget

The primary suppart for
mental health services to
people without enough
money to pay their own
way comes from state

rants and Medicaid.

oth sources are
necessary fo continue
successful community
freatment



Building Bridges Campaign

FY98 B udyLEHOritLej>

Building Bridges endorses the following budget recommendtions
for protection of base budget and for budget increments.

The Increments rogosed are taken from the Alaska Mental

Iilggléth Board's FY93 Budget Recommendations, dated July 31,

VT4
mm

BSSyKJ tumumr- — > 24

The Building Bridges group.supports
the folloWing I8vels of priority:

Theirst level, is for no cuts to the mental health system
In either grants or Medicaid huagets.

The second level Is for increases of service capacity.




Building Bridges Campaign
FY98 Priorities

Summary by Budget Request Unit

DMHDD Mental Health Services Grants

First Level = No Cuts
Funding at Base Budget Levels

General Commjnity
Mental Health

Psychiatric
Emergency Services

Chronically Mentally

Seriously Emotionally
Disturbed Youth

Native Assoc. BRU'S

Second Level

FYO8 Alaska Mental Health
Board’s Recommended
Proposed Increments

$26,689.1
$888.4
$6,777.4
$10,918.7

$5789.8
$2.267.0

$8,736.3



Supncrters of the

UILDING BRIDGES

Campaign for Mental Health

Northern Regton

Copper River Mental Health Center
Fa|rbantks Community Mental Health
Center

FamﬂeéCentered Services of Alaska

Four Rivers Counseling Center

Maniilag Counselin Serwces

North Slo e Borou Community
Counselm enter ,

Norton Soun Community Mental Health

Cen

Ra||belt Mental Health & Addictions
Program

Tanana Chiefs Conference Mental Health
& Alcohol Program

Tok Area Mental Health Center

Yukon Flats Care Center

Yukon-Koyukuk Mental Health & Alcohol
Program

Yukon-Tanana Community Mental Health
& Substance Abuse Program

59tiM9.St_B9.qign

COHO Mental Health Services, Inc.

Communit Connect|ons

Gatewaé enter orHuman Services

Islands Counseling Services

Juneau Alliance forthe Mentally Il

Juneau Community Mental Health Center

Juneau Youth Services. Inc.

Lyn Canal Counseling Center

Petersburg Mental Héalth Services. Inc.

SEARCH-Behavioral Health Services
Division

Sound Alternatives ,

Wrangell Mental Health Services. Inc.

Southcentral Region

Aleutians East Health Department
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Health Center
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Southcentral Counseling Center
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Community Mental Health Center
Valdez Counseling Center
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Update on Mental Health Parity Laws

Seven States Pass Laws, Four Others Vote To Study Proposals

In October 1996. the American Managed Behavioral Healthcare
Association (AMBHA) updated the status of behavioral health
parity laws that have been passed or arc proposed in 11 states.
Five states passed laws requiring health plans to offer mental
illness treatment equal to the treatment offered for physical
lliness. The sates are: Maine. Maryland (parity for coverage of
mental illness and substance abuse). Minnesota. New
Hampshire, and Rhode Island. Maryland and Minncsou require
parity coverage for all menul disorders. Maine, New Hampshire
and Rhode Island require parity coverage for certain enumerated
serious menal illnesses.

In other states. North Carolina and Texas have passed parity laws
that require health plans to offer sate and local government
employees menal illness treatment equal to the treatment
offered for physical illness. North Carolina also offers chemical
dependency treatment. Louisiana. North Drkou, Oklahoma,
and Virginia adopted resolutions to study parity and make
recommendations to their legislatures on whether a parity law
should be introduced and enacted in those sutes.

Following is a summary of the sates' parity laws and resolutions.

Maine

Definition of mental illness covered by the law
The law requires that health care policies provide coverage for
treatment of the following menal illnesses:

»schizophrenia;
»bipolar disorder;

»pervasive development disorder, or autism;

»paranoia
»panic disorder
»obsessive-compulsive disorder; and

»malor depressive disorder.

The act defines "a person suffering from a menal or nervous
condition* as *a person whose psychobiologic.il processes are
impaired severely enough to manifest problems in...social,
psychological or biological functioning,*

Scope of parity provision
The law requires that all contracts provide benefits for the

treatment and diagnosis of menal illnesses under terms and
conditions that are no less extensive than benefits provided for
medical treatment. The act’s provisions exclude coverage for the
treatment of alcoholism or drug dependencies through the
diagnosis of a menal illness.

Effective date: July 1. 1996

Maryland

Definition of mental illness covered by the law

The law does not define 'menal illncu* or ‘menal health* and
therefore, requires panty coverage for all menul illnesses. Note
the law also prohibits discrimination in health care coverage
against any person with a drug or alcohol abuse disorder.

Scope of parity provision

The act provides that each contract providing coverage for
health care may not discriminate against any person with a
menul illness, emotional disorder, or a drug abuse or alcohol
abuse disorder by failing to provide befits for treatment and
diagnosis of these illnesses under the same terms and conditions
that apply under the contract for treatment of physical illness
The law requires companies with 50 or more employees to
provide inpatient coverage for menul health and subsunce
abuse treatment on par with physical illnesses.

Effective date: July I, 1994

Minnesota

Definition of menul illness covered by the law
The law does not define 'menul illness” or “menul health’ and
therefore, requires parity coverage for all menul illnesses.

Scope of parity provision

The law requires that cost-sharing requirements and benefit or
service limiutions for inpatient and outpatient menu) health and
chemical dependency services must not place a greater financial
burden on the insured or cnrollecs, or be more restrictive than
those requirements and limiations for outpatient and inpatient
medical services.

Effective date: August I, 1995

New Hampshire

Definition of menul Iliness covered by the law

The law defines ‘menul illness* as "a clinically significant or
psychological syndrome or pattern that occurs in a person and
that is associated with present distress, a painful symptom or
disability, impairment In one or more important areas of
functioning, or with a significantly increased risk of suffenng
death, pain, disability, 0f an important loss of freedom." The
following menul illnesses are covered by the law:

»schizophrenia;

»schizoaffective disorder

»malor depressive disorder.

»bipolar disorder;

»paranoia & other psychotic disorders,
»obsessr -compulsive disorder;

»panic disorder.

»pervasive development disorder, or autism.

Scope of parity provision

The law requires tlat health plans must ‘provide benefits for
treatment and diagnosis of certain biologically-based menul
ilinesses under the time terms and conditions and which aro no
less extensive than coverage provided for arty other type of
health care for physical illness

Effective date: January I, 1995

Rnodc Island

Definition of menul illness covered by the law
The law defines ‘serious menul illness* as ‘any menal disorder



that current medical science affirms is caused by a biological
disorder of the brain and that substantially limits the life activities
of the person with the illness." The term includes, but is not

limited to:

»schizophrenia:
»schizoaffective disorder;
»delusional disorder;
»bipolar affective disorder;
»major depression: and

»obsessive-compulsive disorder.

Scope of parity provision

The law applies to inpatient hospitalization and outpatient
medication visits. The law also requires that insurance coverage
include the same durational limits, amount limits, deductibles,
and co-insurance (actors for senous mental illness as for other
illnesses.

Effective date: January 1, 1995

Texas

Definition of mental illness and/or chemical dependency
covered by the law

The law applies ro 'biologically based mental illness" which is
defined as "a senous mental illness that current medical science
affirms is caused by a physiological disorder of the brain a d that
substantially limits the life activities of the person afflicted with
the illness." The term includes:

» schizophrenia;

»paranoid and other psychotic disorders;
»bipolar disorders (manic-depressive disorders);
»major depressive disorders; and

»schizo-affectrve disorders.

Scope of parity provision
The law applies to sate and local government employees.

Effective date: September I, 1991

North Carolina

Definition of mental illness and/or chemical dependency
covered by the law

The law applies to health care coverage for menul lllness and
chemical dependency. The law defines "mental illness* as:

1. For adults, "an illness which so lessens the capacity of an
individual to use self-control, judgment and discretion in
the conduct of his affairs and social relations as to make it
necessary or advisable for him to be under treatment,
care, supervision, guidance, or control"; and

2.For minors, "amental condition, other than mental
retardation alone that so impairs the youth's capacity to
exercise age adequate self-control, or judgmcent in the
conduct of hn activities and social relationships so that he
is in need of treatment.”

Scope of parity provision
The law applies to sate government employees
Effective date: January I, 1996

Louisiana
Purpose of the study
The Louisiana legislature created the Louisiana Study

E-mail: openmindHHuaoLcom. Weh,Site: http://WHw.opcnminds.curo

Commission on Parity and Nondiscrimination in Health Care For
Serious Menal lllnesses to study the feasibi'tty of enacting
legislation to prohibit discrimination in health insurance policies
against persons with severe mental disorders

Action to be taken by those studying parity

The commission is charged with providing the governor, the
speaker of the House of Representatives, and the president of
the Senate with a report of its findings and recommendations on
enacting parity legislation no later than February 25. 1997.

Date adopted: June 10. 1996

North Dakota

Purpose of the study
The resolution directs the Legislative Council to study the

feasibility and desirability of implementing recommendations
made by the Ncrth Dakota Health Task Force. The task force
recommended that a sandard health care benefit plan provide
coverage for menal illness and chemical addiction equal to the
coverage provided for physical illness.

Action to be taken by those studying parity

The legislative council is to study the feasibility and desirability of
implementing the recommendations and also monitor the rate of
health care cost increases, review the impact of newly enacted
programs to improve the health saius of sate residents and
address unmet medical needs in rural areas.

Date adopted: March 20, 1995

Oklahoma

Purpose of the study
The resolution creates a Legislative Task Force on Parity for

Mental Iliness Insurance Coverage to study the issue of health
insurance coverage for menal illness resulting from biologically
based chemical disorders, including the cost of such coverage
with special emphasis on parity of cost with that of other health
care insurance, the extent of such coverage, the savings to
society as a result of such coverage. :nd other pertinent issues.

Action to be taken by those studying parity

The task force is directed to file a written report of its i ndings
and recommendations with the president of the Senate and the
speaker of the House by January 7. 1997.

Date adopted: May 31, 1996

Virginia

Purpose of the study

The resolution directs the Parity Task Force, esablishcd by the
Special Advisory Commission on Mandated Health Insurance

Benefits, to attempt to reach consensus on wnat constitutes
adequate menul health and substance health insurance benefits.

Action to be taken by those studying parity

The resolution directs that tho task force is to complete its work
and submit its findings to the special Advisory Commission on
Mandated Health Insurance Benefits. TI>e commission is directed
to report the task force findings to tho governor and the 1996

session of the General Assembly.
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MENTAL HEALTH STATISTICS

PREVALFNCE

More than 51 million Americans have a mental disorder in a single year. (NIMH &
CHMS, 1994)

During the course of any given year, while more than 40 million adult Americans are
affected by one or more ‘mental disorders, 5.5 million Ameiicans are disabled by

severe mental illnesses. (NIMH, 1990)

P,reliminam{ studies indicate that 1 in 5 children/adoiescents (20 percent) may have a
diagnosable disorder. Estimates of the number of children who have mental disorders
range from 7.7 million to 12.8 million. (CMHS. 1993). These youth are estimated to
have severe emotional or behavioral problems that significantly interfere with their

daily functioning.

Less than one-third of the children under age 18 with a serious emotjonal disturbance
receive mental health services. Often, the services are inappropriate. (Children’s
Defense Fund) (CMHS-Mental Health, U.S., 1994)

An estimated 19.9 million_Americans-8.8 percent of the population-experience
ﬁhob|as. About 9.1 million-5.1 percent-live with major depression. Some 3.9 million
ave ohsessive compulsive disorder; 2.0 million have schizophrenia; 2.4 million have
anic disorder; and 2.0 million experience bipolar disorders.” (NMHA, 1993), (Mental

ealth, U.S., 1994)

At least two thirds of elderly nursing home residents have a diagnosis of a mental
disorder such as major depression. (NIM, 1990)

Up to 25 percent of the population with AIDS will develop AIDS-related cognitive
dysfunction. ~ Two-thirds of all people with AIDS will develop neuropsychiatric
problems. (Mental Health Liaison Group, 1993)

A majority of the 29,000 Americans who commit suicide each year are believed to
have a mental disorder. Suicide is the eighth Ieadm&; cause of death in the U.S. and
the third leading cause of death among people aged 15 to 24. (NIMH, 1994)

iSourco For ttirthor Information on thoso statistics, contact: Office of_ﬁxtomal Liaison. Contor
or Montal H lalth Services, 5600 Fishors Lane. Room 13-103. Rockville, MD 20857
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Nearly one-third of the nation’s estimated 600,000 homeless individuals are believed
to be severely mentally ill adults. (CMHS, 1992)

More than 1 in 14 jail inmates has a mental illness. Twenty-nine percent of the
nation's jails routinely hold peo?le with mental illnesses without'any criminal charges.
National Alliance for the Mentally Il and Public Citizens Health” Research Group,

992)

ECONOMIC COSTS

Mental illnesses impose a multibillion dollar burden on the economy each year. Total
economic costs amounted to $147.8 hillion in 1990. More than 31 percent of those
costs-$46.6 billion-are for_anxiety disorders. (The Economic Burden of Affective
Disorders. Dorothy P. Rice, Sc.D., and Leonard S. Miller, Ph.D., 1993)

Direct costs-expenditures for professional health care for persons suffering from
mental disorders, including care in mental specialty institutions, hospitals and nursmg
homes, physician and other professional sen/ices and prescription drugs-accounte

for $67 billion, or 11.4 percent of all personal health care expenditures in 1990. (Rice

and Miller, 1993)

Three independent studies between 1971 8198 1985 found that mental health costs
remained relatively constant during the past FUyears, ranging from 9 to 11 percent of
direct treatment casts for health care (Bazelon Cénter for Mental Health Law, 1993)

Direct treatment and support costs comprise 45.3 percent of the total economic costs of
mental disorders, The value of reduced or lost productivity comprise 42.7 percent of
the total economic costs of mental disorders. Mortality costs comprise 8 percent and
other related cots, including expenditure |Hr criminal justice, the value of lost time due
to incarceration and an imputed value for caregiver services, comprise 4 percent.

(Rice and Miller, 1993)

Morbidity costs-the value of gnqo,ds and services not produced hecause of mental
disorders-amounted to $63.1 Tillign for all mental disorders in 1990. Morbidity costs
for anxiety disorders account for $34.2 billion; for schizophrenia. $10.7 billion. The
morbidity costs for anxiety disorders reflect their prevalence in the population and the

hiah rate of lost productivity. (Rice and Miller, 1993)

Mortality costs-the current value of lifetime earnings lost by all who died in 1990
because of mental disorders-amounted to 11.8 billion"in 1990." (Rice and Miller, 1993)

Other related costs-the costs indirectly related to the treatment and lost pr_oductivig of
people with mental disorders-amounted to $6 billion in 1990. (Rice and Miller. 1993)

FUNDING

The mental health system relies on a high propodion of funds from public sources
rather than private insurance and out-of-pocket payments. In 1990, 28 percent of
funds for mental health care came from state and local governments.  In general health
care, the comparable figure was 14 percent. Medicare, Medicaid, VA and other
Federal programs accounted for an additional 26 percent. (National Advisory Mental

Health Council)



Parity in Benefit Design: Existing Law

Below are the parity requirements used in 7 states (ME, MD, MN, NC, NH, R, TX% and
the recent national government mandate (DW: Domenici/Wellstone amendment).

1. Requirements apply only to designated diagnoses:
\ 4: MEF,)pNL, RHTX ’ J

2. Requirements anpl\/Nto al| contracts which provide mental health benefits:
2. ME, DW (private sector only)

3. Requirements apply to all contracts which provide healthcare benefits:
| 3: MD?p!\VC,TX P

4. MH coveraﬁe must not be more restrictive than requirements and limitations

imposed on physical illness:
57 MN, NH, NC, RI, TX

5. MH coverage must use the same durational limits, amount limits, deductibles, and
coinsurance %g rJNth|£FI iliness coverage:

6. Requiremelr]tsD%)ply only to the application of lifetime and annual financial caps:

1. Pﬁlicies must not place a greater financial burden on the uninsured person or
enrollee:

8. Medical nec'essFity criteria must be the same for mental illness and physical illness:

9. Medical necessity criteria may bhe collected tc determine whether they are
consistent wmi. og;er ilinesses:

10. Requirements apply to addictions disorders:
\ 2; MD,pI\I?(,y

Information provided by the American Managed Behavioral Healthcare Association.
E. Clarke Ross, D.P.A., Executive Director

700 Thitteenth Street, NW. Suite 950, Washington, DC 20005.

Phone: 702)434-4565 Fax: (202)434-4564

For more information contact: Bazelon Center for Mental Health Law
1101 Fifteenth Street N.W., Suite 1212 Washington, DC 20005-5002\

Phone: (202) 467-5730
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THE BAZELON CENTER

The Bazelon Center is a national nonprofit organization
formed in 1972. As the leading national legal advocate for
people with mental illness or mental retardation, the Bazelon
Center has successfully challenged many of the barriers to
dignity and choice that confront adults and children with
disabilities. Our precedent-setting litigation has outlawed
abuse, won protections against arbitrary confinement and
opened up public schools, workplaces, housing and other op-
portunities for community life. Now, asall low-income people
face loss of federal assistance, we work for access by children,
adults and elders with mental disabilities to health and mental
health care and other needed services and supports.

PAYING FOR PARITY was written by Chris Koyanagi with assis-
tance by Lee Carry aspart of the Bazelon Center's campaign for
equity and fairness in health coverage for people with mental
illness. Permission is hereby granted to quote from or reproduce
this document with attribution to the Bazelon Center for Menial

Health Law.

For additional information, contact Chris Koyanagi or Lee
Carty at the Bazelon Center. .

BAZELON CENTER FOR MENTAL HEALTH LAW
1101 Fifteenth Street N.W ., Suite 1212

Washington D.C. 20C05-5C02

V, 'ce: 202/467-5730 #TDD: 202/467-1232

Fax: 202/223-0409 ee-mail: hnl660<3lhandsnet.org



PAYING FOR PARITY

A Review of Costs in Two States with Health Insurance Laws

Mandating Equal Coverage of Mental Health Care

review of rwo states' experience with laws requiring
overage for mental health services on apar with coverage
for physical health care contradicts arguments by opponents of
asimilar mandate in the Health Insurance Reform Act approved
100-C by the Senate on April 23, 1996.

The Bazelon Center for Mental Health Law has examined
preliminary outcomes in Minnesota and Maryland, the only
two states with such a requirement of equal coverage for all
mental illnesses, to learn if the "parity” mandate would, as its
opponents assert, escalate insurers' and employers' costs and
thus make all health coverage unaffordable for hundreds of
thousands of employees and their families. The Bazelon Cen*
ter's review found just the opposite—that ending discrimina-
tory treatment of mental illness by private health insurers is
not only fair, it's cost-effective.

This report compares the Minnesota and Maryland statutes
with the statutory language of the national oarity amendment
as approved by the Senate and summarizes data from the two
states highlighting the minimal cosi-impact of such a require-

ment.

The Domcnici-Wcllstonc Amendment
The Senate's parity amendment to the House-passed insur-
ance-reform act (HR 3103) was sponsored by Senators Pete
Domcnici (R-NM) and Paul Wellstone (D-MN) and passed the
Senate by aroll-call vote of 68-30.1» .tates:
— an employee health benefit plan, or a health plan
issuer offering a group health plan or an individual
health plan, shall not impose treatment limitations or
financial requirements on the coverage of mental health
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services if similar limitations or requirements arc not
imposed on coverage for services for other conditions.
—Nothing in (this section) shall be construed as prohib-
iting an employee health benefit plan, or a health plan
issuer offering a group health plan or an individual
health plan, from requiring preadmission screening
prior to the authorization of services covered under the
plan or from applying other limitations that restrict
coverage for mentai health services to those services that
are medically necessary.

The Impact of the Senate amendment would be:

m to eliminate arbitrary day and visit limits for mental health
services when similar arbitrary limits are not imposed on
other health care;

mt0 eliminate the common practice of requiring individuals
with mentai illness to pay higher out-of-pocket costs, in the
form of co-payments and deductibles, than people who have
other health conditions;

mto eliminate separate (usually very much lower) lifetime
limits on payments for mental health treatment than the
lifetime limit for all other health care;

mto continue health plans' use of managed care techniques
(hat, over the past five years, have proven very effective in
controlling the utilization and cost of mental health serv-
ices.

The amendment does not specify that substance abuse or
chemical dependency services would be included under the
term “mental health services," though it could be interpreted
that such services are included.

The Minnesota statute
In August 1995, a Minnesota law took effect prohibiting
greater financial burden or more restrictive coverage for indi-
viduals needing mental health or chemical dependency services.
The Minnesota statute is similar to the Senate-approved
amendment. It prohibits cost-sharing and service limitations
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for inpatient and outpatient mentai health and chemical de-
pendency services from being more restrictive or placing a
greater financial burden on the enrolice than is the case for
inpatient and outpatient medical services.

The Minnesota statute would therefore have a verv similar
impact to the Domenici-Wellstone amendment. Both eliminate
the common practice of having lower visit and day limits on
mental health services than on other forms of cart *nd the
equally common practice of charging individuals more in out-
of-pocket costs when they need mental health care. Both also
prohibit lower lifetime caps on mental health care.

The differences between the Minnesota law and the Senate
amendment are;

mthe Minnesota law specifically includes chemical depend-

ency, while the Senate-approved provision is not explicit on
this issue;

mthe Minnesota 1aw does not specifically atow for the use of

managed care, though it also does not in any way inhibit it.

Accordingly, the Minnesota law is, if anything, more gener-
ous that the Senate-approved amendment.

The impact ofthe Minnesota law:

Because the Minnesota statute only took effect in August
1995, specific studies of its impact have not yet been conducted.
However, health plans' response to the mandate yield consis-
tent and very interesting information:

m Allina Health System, alarge managed care organization in
Minnesota, reported that the mandate on mental health and
chemical dependency would add 26 cents per member per
month for the 460,000 persons enrolled in Allina plans.

m After nearly ayear's experience under the Minnesota parity
law, Blue Cross/Blue ShieH announced a premium reduc-
tion of 5%-6% in the plans it writes for small businesses in
the state. Blue Cross/Blue Shield uses managed care tech-
niques to control inappropriate utilization. While there is
no indication that this reduction is related to the parity
provisions, it makes clear that parity did not drive up costs.
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