


d) Fewer young people arc progressing into the system as a result of these
efforts.

What comes next?

As proud as we arc to be here, we’re also here to say that what we’ve
accomplished is only astart. There is so much more to be done. We came today to let
you know that there are tens of thousands of other young people, families and
communities grappling with addictions, as well as crime and all its associated problems.
We believe that Reclaiming Futures is rady to expand and disseminate across the United
States, and we are preparing our next steps to serve as a national resource center to help
other communities do just that.

Now that our colleagues in Anchorage have helped to both develop and test this
proven approach, we arc very excited that there is interest here in Juneau and other
communities in adopting the Reclaiming Futures model. You could not make a more
important investment in a successful apprrich that will allow you to reap numerous
rewards for many years to come.

Thank you again for the wonderful opportunity to present before this important
body, your undivided attention - and for your support and leadership of this national
movement.
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O fficers Call For New Anchorage Launches

Responses to Teen Drug W hen You Wer< 15
and Alcohol Use in New Campaighn
Report L
P R eclaiming Futures Anchorage launched

the “When You Were 15" campaign in

Reclaiming Futures Anchorage Justice
January on Thank Your Mentor Day. The

Fellow Linda Moffittisone ofseveraljuvenile
justice leaders who is recommending a
ground-breaking approach to help teens
in trouble with drugs, alcohol and crime.

campaign encourages adults to become
mentors for teens, including those who are

struggling with drugs, alcohol, and crime.

Moffitt and other juvenile probation officers .
The campaign features adults and young
involved in the Reclaiming Futures initiative . . .
people in Alaska who recall their own lives
released a new report in February titled
P y at 15 and tne adults who helped them get
Juvenile Probation Officers Call for New . .
through tough times. Community members
Responses to Teen Drug and Alcohol Use
are encouraged to log on to wwa v =
d D d . H .
an ependency A N | to read story entries,
The report outlines practical steps for W hen write their own story,
other juvenile probation officers to follow and find out how
to make changes in their own juvenile Y o u., they can help teens
justice systems. The findings are based wov el jwr in their community.
on the Reclaiming Futures model tested .
9 Ultimately, When You
in ten communities, including Anchorage .
' 9 ge. Were 15 Campaign
Juvenile continued on page 5 ... Campaign continued on page 5 ...

W ho We Are

Reclaiming Futures is a $21 million initiative of the Robert Wood Johnson Foundation

located in Anchorage, as well Santa Cruz, Calif., Chicago, lll., four counties in Southeastern

Kentucky, Marquette Mich., the state of new Hamphire, the Lakota Reservation in

Rosebud, South Dakota, Dayton, Ohio, Portland, Ore., and Seattle, Wash. In its fifth year,
Institute and the University of Chicago indicates
improved the quality of juvenile justice and
Learn more about the

an evaluation conducted by the Urban

that Reclaiming Futures has significantly
substance abuse treatment services across the ten communities.
national initiative at www reclaimingfutures.org and Reclaiming Futures Anchorage at

www.reclaimingfuturesanc.org

AK 99501-3057 (907) 277.4177

www.reclaimingfuturesanc.org


http://www.reclaimingfuturesanc.org
http://www.reclaimingfuturesanc.org
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Project Connect Educates Alaska

Legislators
Amid-February "Project Connect" trip to Juneau

members of the Reclaiming Futures
in more than 25 formal

by several
Anchorage team
visits with Senators and members of the House and

resulted

valuable discussions on the importance of treatment
for juvenile offenders who have alcohol or substanc

abuse problems.

Highlights of the trip included an introduction on the
House floor, one-to-one meetings with 18 lawmakers
and a reception that was widely attended by legislators
Alaska Department
& Social

well as
Health

and staffers, as

of Corrections Services

and

officials.

“On ascale of 1to 10, I'd rank the meetings in
Alaska a 12," said Robert Wood Johnson Foundation
(RWJF) representative Mitch Patterson, who helped
to organize and coach the Reclaiming Futures team

prior to the Project Connect visit.

Reclaiming Futures Anchorage received additional

funding from RWJF late last year to support efforts to
provide information to Alaska policy leaders about the
importance of Rr efforts in reducing substance use

and building a stronger and more effective treatment

system.

"We see this as a critical time to get policymakers up-
to-speed onjuvenile justice issues and the impactteen
substance abuse has on society," said Reclaiming
Futures Anchorage Project Director Tom Begich.
"With a new governor in office, changes in various
state positions and increased awareness of the need
to find better ways to keep young people out of the
justice system, the timing of our State Connect visit

could not have been better."

Reclaiming Futures Anchorage staff will be following
up with everyone who met with the team in February,
to provide additional information about the Reclaiming
Futures initiative and to answer specific questions
posed during the visits. Another trip to the state capital
is scheduled for April, when Reclaiming Futures and
RWJF to have the
opportunity to testify at special
Health and Social Services hearings.

representatives are expected
Senate and House
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Anchorage and O ther Reclaim

Futures Sites Receive Two

Years of Funding

The Robed Wood Johnson Foundation (RWJF) recently
announced its board has approved funding to support
Reclaiming Futures Anchorage for two more years. The
board also approved funding fora national expansion of
the Reclaiming Futures initiative.

"We were already working on funding for sustainability
of the initiative ic Anchorage, so this is just icing on
the cake," suia Reclaiming Futures Anchorage Project
Director Tom Begich. "We look forward to continuing
the work here in Anchorage, and sharing what has been
learned with new cities across the U.S."

Overall, the RWJF board approved $6.5 million to
support ten pilot sites for two more years, which includes
Reclaiming Futures Anchorage. The money also will be
used to help seven additional new sites implement the
Reclaiming Futures model over the next four years.
A national resource center will be created to provide
data, case studies and other information to additional
communities seeking to improve drug and alcohol
services for justice-involved youth. Reclaiming Futures
will invite applications from communities interested
in participating as one of the seven new pilot sites
on its web site this spring, and expects to select the
winning cities by summer Z007. The new Reclaiming
Futures sites will receive technical assistance, on-
site coaching, educational materials and invitations to

national conferences and workshops.

Focus in

Catch HBO Addiction
M arch
Be sure to tune your television to HBO in March

for its multi-platform campaign on "Addiction." Join
Together, Con .nunity Anti-Drug Coalitions of America
(CADCA) and Faces & Voices of Recovery, all of which
have been supported by the Robert Wood Johnson
Foundation (RWJF). are uniting to help communities
make the most of a powerful opportunity to bring the
message of addiction treatment and recovery to mil-
lions of Americans. From March 15-18, HBO will launch
.he Addiction Project, a groundbreaking multi-media
campaign to help Americans understand addiction
as a treatable brain disease, spotlight new treatment
advancements and provide hope for long-term recovery.
The 14-part series will air during a free HBO preview
weekend and kicks off with a March 15 broadcast of
the documentary ADDICTION at 5 p.m Alaska time. To
find out more about HBO's addiction project, visit www.

AddiCtionAction org
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ftlacier Awards Recognize

R eclaiming

If you ve been working on the Reclaiming Futures
Anchorage (RF) projectforvery long, you've undoubtedly
heard it a dozen times - "systems change takes time."
Many of the people involved with RF have been working
for years, even before the project got its official funding
from the Robert Wood Johnson Foundation. In January,
many of those people were officially recognized with a

2006 Reclaiming Futures Glacier Award.

The number of Alaskans who have worked to make
the Reclaiming Futures Anchorage project a success
is impressive. The list of people recognized also was
longer than most knew. They were invited to a catered
lunch and heard a little about some of the other “team"
members, many of whom they've never met. It was
perhaps the first time that those involved in the project
got to see how widespread the team is, and to hear how
many people are making a difference through their day-

to-day efforts on the job.

"The one thing that has kept Reclaiming Futures going,
through the good times and the bad, has been the
persistence and delL:cation of each of you, RF project
director Tom Begich told a packed room of people at the
Volunteers of America (VOA) offices. “We thank each of

you for that diligence.”

Glacier Awards, small acrylic plagues that resemble the
ice of a slow-moving, yet powerful glacier, were handed
out to more than 30 people. At the same time, stories
about how aifferent people got involved, or the role that

Those W ho

Futures
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Have Persisted W ith

Anchorage W ork

team members played were revealed as each person
was called up to receive his or her award. Recipients of

the 2006 Glacier Awards include:

Barb Henjum, McLaughlin Youth Center

Chris Aquino, Alaska Initiative for Community Engagement

Debbie Bogart, Anchorages Promise

Diane DiSanto, Mayor's Office

Flaine Dahlgrcn, Volunteers of America

Fred Jenkins, retired. United Way of Anchorage

Gary Caddcll, Division ofJuvenile Justice

Jerry Shough, Volunteers of America

Karin Schall, Volunteers of America

Lee Post, McLaughlin Youth Center

Leslie Wcnderofl, McLaughlin Youth Center

Lisa Wilson, Public Defender Agency

Lori Dcstcfano, Volunteers of America

Michael Kerosky, Anchorage School District, Safe &
Drug Free Schools

Molly f vans, student researcher

Nelson Page. Burr, Pease & Kurtz

Nine Volkova, Volunteers of America

Steve Mi Comb, Division ofJuvenile Justice

fony Piper, Dept, of Health & Social Services

Master William Hitchcock, Alaska Court System

Kathy Da\, Kathy Day Public Relations (KD/PR)

Mien Blair. Denali Family Services

Barbara Malchiek, Office of Public Advocacy

t ttrrey ( ook. Office of Public Advocacy

<urol Comcnu, Anchorage School District

Javson 'smart, Stone Soup Group

Sharon < Itamard. UAA Justice Center

liav is | rickson, Office of Childrens Services

I imla M 'llitt, Division ofJuvenile Justice

| inda Wilson. Public Defender Agency

Members of the Reclaiming Futures Anchorage executive comm ittee accept their Glacier Awards
from Project Director Tom Begich (Left to right): Elaine Dahlgren, Michael Kerosky, Tony Piper, Barb
Henjum, Lisa Wilson. June Sobocinski, Karin Schaff, Master William Hitchcock and Tom Begich.
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R eclaim ing

If you've been working on the Reclaiming Futures
Anchorage (RF) project forvery long, you've undoubtedly
heard if a dozen times - "systems change takes time.”
Many of ¢he people involved with RF have been working
for yearn, even before the project got its official funding
from tfe Robert Wood Johnson Foundation. In January,
many of those people were officially recognized with a
2006 Reclaiming Futures Glacier Award.

The number of Alaskans who have worked to make
the Reclaiming Futures Anchorage project a success
is irr,Dressive. The list of people recognized also was
lon er than most knew. They were invited to a catered
lurid i and heard a little about some of the other "team"
members, many of whom they've never met. It was
perhaps the first time that those involved in the project
got to see how widespread the team is, and to hear how
many f eople are making a difference through their day-
to-day efforts on the job.

"The one thing that has kept Reclaiming Futures going,
through the good times and the bad, has been the
persistence and dedication of each of you," RF project
director Tom Begich told a packed room of people at the
Volunteers of America (VOA) offices. "We thank each of

you for that diligence."

Glacier Awaids, small acrylic plaques that resemble the
ice of a slow-moving, yet powerful glacier, were handed
out to more tt an 30 people. At the same time, stories
about how different people got involved, or the role that

R ecognize Those

Futures Anchorage
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team members played were revealed as each person
was called up to receive his or her award. Recipients of
the 2006 Glacier Awards include:

Barb Hctiliim, McLaughlin Youth Center

Chris Aquino, Alaska Initiative for Community Engagement

Debbie Bogart. Anchorages Promise

Diane RiSanlo. Mayors Office

| laine Dahlgrcn, Volunteers of America

| red Jenkins, retired. United Way of Anchorage

(.an ( addcll, Division of Juvenile Justice

Jrr\ shough. Volunteers of America

Karin Sihall. Volunteers of America

| ee Post, McLaughlin Youth Center

Leslie Weiulcroll, McLaughlin Youth Center

| isa Wilson, Public Defender Agency

Lori Destelai > Volunteers of America

Mk had Kerosky Anchorage School District, Safe <&
Drug Tree Schools

Molh | vans, student researcher

Kelson Page, Burr. Pease ¢4 Kurtz

Nine Volkova, Volunteers of America

sieve Met oinh. Division of Juvenile Justice

loin Piper. Dept, of Health & Social Services

Master William lliichcoik. Alaska Court System

Kalin D.n. Katin Da\ Public Relations i KD/PR)

Allen Blair. Denali Family Services

Barbara Mali lin k, Office ol Public Advocacy

( uriev <nok. Office of Public Advocacy

t arol t 'inc.m. Anchorage School District

luwhi Small, Stone Soup Croup

sharon t human!. | 'AA Justice Center

li.ni |in k-.on Office ol ( hildrens Services

I mil.i Mi*11h . Division of Juvenile Justice

I inda Wilson. Public Defender Agency

Members of the Reclaiming Futures Anchorage executive committee accept their Glacier Awards
from Project Director Tom Begich. (Left to right): Elaine Dahlgren, Michael Kerosky. Tony Piper, Barb
Henjum. Lisa Wilson. June Sobocinski, Karin Schaff. Master William Hitchcock and Tom Begich.
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Never Giving Up Kept Caddell
When Gary Caddell started working in
the Division of Juvenile Justice (DJJ) in
1978. he never dreamed he'd still be there
30 years later. But that's exactly what
happened. As Caddell prepares to retire
this April, he knows why he remained in

this field of work.

"The people | have worked with over all of
these years really believe that what they
do makes a difference in young people's
lives," says Caddell. “There

is a certain core of people

in the community who you

see always involved, caring

and never giving up on that

vision. And DJJ has been

blessed with more than
its share of that type of
individual.”

That statement also rings
true for Caddell
When he retires as a district

himself.

supervisor with Anchorage
Juvenile Probation, he will

be remembered as one of

many people who have never given up on the Reclaiming
Futures project. He's been there from the beginning and

has given important input all along the way.

Caddell started his career as a counselor at McLaughlin
Youth Center for just over four years before receiving a
promotion to a juvenile probation officer position in the
Anchorage Probation Office He worked up the ladder
at DJJ from a line officer to probation supervisor. Many
credit Caddell's work over those years as essential to
the success of some of Reclaiming Future's systems
today. One of his first efforts was an active interagency
collaboration through his work on the Serious Habitual
Offender Plan (SHOCAP), a

federally sponsored program to locally define, identify,
of offenders

Comprehensive Action

track and supervise a small portion
who commit most of the serious and violent juvenile
crimes, SHOCAP sought to improve public safety by

focusing attention on serious habitual offenders through

RECLAIMING FUTURES
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M otivated Over 30 Year Career

nformation sharing, unheard of among
agencies working with juveniles in those
is proud of his role in

days. He also

creating a school-based probation in the
mid 1980s and the
late 90's, and work to get the Anchorage
School District more involved in the juvenile

re-implemented in

justice process. These are just three of a
long list of innovative approaches Caddell
has had a role in developing.

His goal has always been
to streamline systems
reached

SO services

kids quicker and to open
up communication lines

between agencies.

"My bosses always told me
if |
out how and go fix it," says
Caddell. "We really have had

saw a need, to figure

some innovative approaches,
and led the
country in thinking differently

in some cases

about how to implement
programs that work for the
benefit of the juveniles and the community, it's definitely

something that has kept me challenged and motivated."

Caddell admits the Reclaiming Futures Anchorage
program today still isn't exactly what he and probably
many others envisioned five years ago, but he feels
it has come a long way. Despite his departure, he
is confident the work will continue to bring in more

community agencies and build that seamless network of

provider services.

Although his retirement plans are pretty loose at this
point, since his wife wants to continue working. Caddell
says he'll definitely be staying in Anchorage for now
and hopes to remain involved in the Reclaiming Futures
Initiative in some capacity. He will begin shopping for a
motorhome that will lead to more travel, and possibly a
home in Washington State near family. He also is looking
forward to “playing" with ultra-light airplanes and enjoying

time with his adult children and (someday) granc'kids.
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Campaign continued ...

organizers will collaborate with Anchorage Youth
Development Coalition and Anchorage Mentoring
Alliance to publish an anthology of stories titled,
"What Chapter In Your Life". In conjunction with
the web site, a public education campaign has
been launched to raise community awareness
about the need for more mentors, especially
for teens in the justice system. The campaign
includes bus signs, posters, advertising in the
Anchorage Daily News and radio public service
announcements (PSAs). Students from the Public
Relations Student Society of America (PRSSA)
chapter at the University of Alaska are collecting
audio and video stories that will be used for the

PSAs and posted on the web site. Big Brothers/Big Sisters Executive Director Peggy Owens looks

on as one of the agency's Big Brother and Little Brother matches
"Most people can think back to a time in their talk about how important their friendship has been to them Many
mentors and their mentees shared their stories and thanked
those who have made a difference in their lives at the Thank
Your Mentor Day held at the Cook Inlet Tribal Council building in

teenage lives when they were having a tough
time and recall one adult who had a particularly
positive influence on them," said Tom Begich,
project director for Reclaiming Futures Anchorage.
"With this campaign, we want to encourage people
to become a mentor or natural helper, or to provide opportunities for teens to engage in healthy and positive

community and social activities."

Reclaiming Futures, an initiative of the Robert Wood Johnson Foundation, is committed to getting more help for
teens in the justice syst m who have drug and alcohol problems. A key element of the Reclaiming Futures model

is to involve more adults as positive role models in the lives of these teens.

“When You Were 15" was piloted at the Reclaiming Future's site in Multnomah County in Portland, Oregon, where
it recently received the Oregon Governor's Council on Alcohol & Drug Abuse Clark

Campbell Media Award.

YopdlL
wWe'J Other Reclaiming Futures sites launching similar campaigns in their communities are
Southeastern Kentucky and Seattle, Wash. Future launches are planned in Chicago,

O 5 ! Ill., Dayton. Ohio. Marquette. Mich, and the Lakota Reservation in Rosebud, South

Dakota.

Juvenile continued . . .

over the last five years. The approach includes screening each teen who enters the juvenile justice system
for drug and alcohol problems, assessing the severity of their use and providing prompt access to a treatment
plan coordinated by a service team. Reclaiming Futures also connects teens witii employers, educational
opportunities, mentors and volunteer service projects.

The report offers ten specific recommendations for juvenile justice practitioners including: collaborating with

mental health providers, alcohol and drug treatment piofessionals. school administrators and community

partners, knowing which services are available and appropriate for drug-involved youth; tailoring interventions
based on the teen’s strengths, risk and needs; supporting staff to continue to learn about effective substance
abuse treatment; promoting funding for family advocacy; wrap-around services and mentoring; and, collecting

and sharing data to help all agencies involved in the effort.

For a complete copy of Juvenile Probation Officers Call for New Responses to Teen Drug and Alcohol Use and

Dependency, visit www.reclaimingfutures.org


http://www.reclaimingfutures.org
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Auchni.i*c, Alaska 99.108
olliic: (907) 271-2821 fax: (907) 27 1-2820

To: House HESS Committee Members

From: Jill Hodges, Executive Director, Alaska Brain Injury Network, Inc.
Date: Tuesday, February 5, 2008

Subject: Traumatic Brain Injury Presentation

Thank you for the opportunity to share Alaska-related TBI issues and highlighting the
needs of Alaskans and returning service members experiencing traumatic brain injury.

There is a solution to ‘a long-forgotten blow to the head.” The solution is the same for
those who recently experienced a brain injury including children, civilian adults, and
soldiers. And the solution lies in Alaska’s ability to recognize the "common thread

running through many cases of seemingly unrelated social problems.” Brain Injury.

A coordinated system of care here in Alaska is possible, research shows it is essential,
and the time is now. The many thousands of Alaskans who live with this disability (and
their family members) will tell you that everyday living is WORK. Alaska can create the
essential brain injury services that allow these same individuals the opportunity to
redirect their energy...AWAY from the frustrating forgetful behavior, the substance
abuse, and the suicidal thoughts...and TOWARDS providing for their families, paying

taxes, and improving their communities.

We can ail agree that itis very possible for any of us to 'hit our head': that in an instant,
our life or a family member's success in life will be dependent on our knowledge of brairi

injury.

Alaska has one of the highest rates of brain injury in the Nation. This is currently being
compounded by the number of Alaskans returning from the OIF/OEF wars with brain

injury due to improvised explosive devices and trauma.

There are standard services for brain injury, let’s continue 10develop them in Alaska.
Let's create a system that supports Alaskans living with brain injury and their families as
they relearn life and create identities that are manageable, productive, and meaningful.

Presentation messages:
- Brain Injury in Alaska is epidemic
The epidemic is being compounded by soldiers and veterans returning to Alaska
from OIF/OEF wars.
TBI has higher incidence rates relative to other disabilities: however, there are

comparatively fewer services



TBI infrastructure is standard in other states, Alaskans are asking for services
close to home.

The disjointed TBI system is puRir' jxcess pressure on other resources by
producing high numbers of TBI survivors that are abusing alcohol, creating
violence, practicing unlawful behavior, destroying family infrastructure, and
committing suicide.

Need support and funding to create a continuum of care for survivors of brain
injury and their families to live manageable, productive, and meaningful lives.

Recommendations:
A coordinated rehabilitation system between community providers, military, and

state services.
A multi-disciplinary approach where all treatment providers are talking to each

other regularly.

TBI educational materials to be distributed to families and the individual
regarding what is traumatic brain injury, symptoms and behaviors related to the
injury, and the role treatment plays in the individual's recovery.

A liaison between the military and the community providers to communicate to
both parties and the individual accessing the services.

Case management for the survivor to organize the treatment teams; provide
access to financial supports, family supports, and community programs; and to
follow up with the individual, confirming that he/she is making it to their
appointments.

Clubhouses/Day Programs for survivors who are not yet able to work to be in a
productive/social environment; encourages vocational and volunteer activities,
and appropriate social skills.

Specialized vocational rehabilitation and employment services for per”®jn with
traum atic brain injury.

W orkforce development and training to increase the number of providers in
Alaska that can serve people with brain injury/ using evidence-based brain injury
practices.

Develop brain injury screening requirements among various State Departments
and Divisions. In addition, create volunteer screening opportunities for military
service members that may not have been identified in the system.

Il hope you find the presentations informative and useful. | have included a packet of

materials and articles for education and reference. The Alaska Brain Injury Network
looks forward to working with the Alaska legislature in continuing to plan for Alaska'’s

traum atic brain injury survivors and their families.

For more information on the Traumatic Brain Injury Task Force Report to the Army Surgeon

General: (123 pages)
litijr www.annvmecdicine.annv.inil ncws reports FBI laskF<>recReporl.lanuarv200X.pdf

Alaska Brain Injury Network, Inc. mission to educate, plan, coordinate, and advocate for a
comprehensive service delivery system for survivors of traumatic brain injury and their families.


http://www.annvmcdicine.annv.iniI

Presenters contact information:

JILL HODGES

Executive Director

Alaska Brain Injury Network. Inc.
Phone: 907 274 2824

Fax: 907 274-2826

il 11(7 alaskabraininiury.net

SERGEANT TANNER AND STEPHANIE TANNER
TBI survivor and his wife

Ft. Richardson, AK

Phone: 630-888-7166

Scott.tanner I(u us.annv.mil

Alaska Brain Injury Network, Inc. mission to educate, plan, coordinate, and advocate for a
comprehensive service delivery system for survivors of traumatic brain injury and their families.
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Traumatic brain injury (TBI) has been described as the signature injury of the Irag and
Afghanistan wars. It has been an Alaska public health issue for several decades, with
surveillance beginning in 1991. The Alaska Brain Injury Network has identified several fiscal
and policy recommendations d twill help solve the issues facing Alaskans with traumatic brain

injury.

Please support:
1. Legislative Resolution
Traumatic Brain Injury Awareness Month, March 2008

2. FY09 GF/MH Governor®s Budget
$100.0 Brain injury training for providers
$10 million Housing Trust

Rcconiniendatio’ sfor additions to the FY09 GF/MH Legislative Budget
Priorities in the FY09 GF/MH Alaska Mental Health Trust Authority budget included:

$200.0 Brain injury services development: LT rehab support
$175.0 Brain injury training for providers(not fullyfunded)
$25.0 Brain injury outreach

ABIN recommends that there be increased funding for brain injury prevention and brain
injury services We are working with the Department of Health and Social Services on
the implementation and prioritization of successful brain injury state-funded programs.

ABIN GF/MH Budget recommendations include:

$200.0 Brain injuryprevention

$2 million Brain injury services (to serve 1000 Alaskans)
Brain Injury Program Recommendations
1. In-State Brain Injury Post-Acute Rehabilitation
2. Targeted Case Management
3. Clubhouse and Day Programs
4. Vocational Rehabilitation Services for Person with TBI
5
6

Workforce Development and Training
Brain injury Screening, Referral, Assessment, and Treatment Protocol

The budget and program recommendations will benefit both the Civilian and Military
populations. The issues we are working to solve are: quality of life, health, and safety for
the TBI survivor, family, and community. Every recommendation is based on imnrovimi

the lives of Alaskans and reducing fiscal and indirect costs.

Alaska Brain Injun' Network, Inc., mission is to educate, plan, coordinate, and advocate for a comprehensive
service delivery system for Alaskans with brain injury and their families

For contact information visit nieie.alasfaliraininiary.net
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Every 15 seconds someone sustains a
traumatic Drain injury (TBI) in the U.S.

hirty years ago, only half of all people with brain
injury survived; now 78% survive. This means
that many individuals now live with significant
disability requiring a full range of services.

Every year the Alaska Depaitment of Health &
Social Services reports about 800 traumatic brain
injury (TBI) i?ses resulting in hospitalization or
fatality. The Alaska TBI rate is 28% higher than
the national average. The TBI rate in rural Alaska
is one of the highest in the nation.

It is estimated that at least 10,000 Alaskans are
living with brain injury today. The number keeps
accumulating. Brain Injury can be a life-long
disability

The Alaska Brain Injury Network, Inc.
(aBIN) is a non-profit organization dedicated
to Alaskans whose lives have been changed by

brain injury.

ABIN's Board of Directors represent ail regions
of Alaska and the extended brain injury
community - survivors, family members,
service providers, health educators,
researchers and those who write laws and

policy.

ABIN works with the Alaska Mental Health
Trust Authority, Department of Health and
Social Services, and partner boards to
advocate for policy changes, programs, and
facilities to better serve the brain injury

population.

ABIN connects survivors and family members

with others. Please contact us to learn about

brain injury programs in your region.

The goal for every brain injury survivor is
the best possible recovery for a fulfilling and
productive life. Achieving that goal requires full
range of services close to home. This includes...

*  Prevention

+  Early identification and intervention

Access to skilled spe tialists

«  Community-based pest injury services

«  Continuing rehabilitation

«  Brain injury support groups and in-state
resources

What you can do...

Be aware of the fiscal and social burden of
brain injury nationally and to the state of
Alaska

Become familiar with ABIN Priorities in the
Governor's FYO9 GF/MH Budget: Brain Injury
Training for Providers.

Support the Housing Trust, wrtiMitnenMiietzel
Join Alaska Brain Matters listserve to meet
Alaskans who have been touched by traumatic

brain injury.

ABIN Priorities

In-State rehab facility - many Alaskans are left in a
hospital setting because there is no post-acute rehabilitation
option in the State. Others are sent out of State. It istime
for Alaskans to have treatment for their brain injury.
Research shows outcomes improve with quality rehabilitation.

Brain Injury Waiver - recommendations for the
current Medicaid waiver system to accommodate the services
needed by brain injury survivors: neuropsychological
assessment, cognitive and functional therapy, case
management, counseling, home modifications, transportation,
respite care, and more.

www.alaskabraininjury.net

brain injury 3745 Co'nmun.ty P«k Lihyp. Sic 24
network Anchorza%%, AK 99508
(907) 2R

Alaska Brian Injury Network, Inc helps identity, develop, implement, and sustain needed programs and resources
that promote prevention and expand treatment and servo e delivery to Alaskans who experience TBI and their

families.


http://www.alaskabraininjury.net

The Public Health Burden o f
Brain Injury (prevalence)

5.3 million Brain injuries
5 million persistent Mental 1lIness
4 million Alzheimer's
3 million Stroke
2 million Epilepsy
900,000 HIV/AIDS
500,000 Cerebral Palsg _
400,000 Spinal Cord Injury

Brain injury accounts for more years oflost
productivity than any other injury.

The FinancialBurden o f
Brain Injury

It is estimated that over a lifetime, it can cost
between $6 '0,000 and $1,875,000 to care for a
survivor of severe TBI.

Direct medical costs and indirect costs of TBI
such as lost Froductivity totaled an estimated
60 billion dollars in the United States in 2000.
(Centers for Disease Control and Prevention)

Every dollar used for brain injury rehabilitation
saves up to $35 in future medical costs. (Rhode
Island Brain Injury Association)

Prevention is the only cure forBrain Injury

The three leading causes of brain injury nationally and in Alaska

are.

1) motor vehicle crashes 2) falls and 3) assaults.

One-third of all TBIs recorded in the Alaska Trauma Registry were

alcohol related.

The use of safety belts is the single most effective measure to

prevent traumatic brain injuries.

Helmets are estimated to be 37% effective ir;fPreventing fatal

injuries to motorcyclists. (National Highway Tr

ic Safety Administration)

Bicycle helmets are 85-88 percent effective in mitigating head and
brain injuries. Every dollar spent on a bike helmet saves $40 in
direct medical costs and other costs to society. (National Highway

Traffic Safety Administration)

60-67% of injured U.S. soldiers sent from Iraq to Walter Reed Army
Medical Center have a TBI from blasts, severe falls and motor
vehicle accidents. gUnltedPress International, July 2004). These soldiers

are now returning
rehabilitation.

Traumatic Brain Injury is a bencjiciary group participating in the Alaska .

"You Know Me "Anti-Stigma Campaign.

ome to Alaska for continuing treatment and

cntal Health Trust Authority



SUCCESS STORY:

Injury

Mr. L was working as a reserve deputy
sheriff when he and his partner became
involved in a high-speed chase. Their
cruiser overturned on some loose gravel,
ejecting Mr L. He suffered a traumatic
brain injury in addition to numerous
fractures and lacerations as he slid
approximately 200 feet along the asphalt
and was then run over by his own
vehicle. Paramedics flew him to a local
trauma crrnter where doctors told his wife
he might not live another hour.

Medical Care

After 2 months in a coma, and 6 months
on life-support, Mr. L was discharged
home to 24-hour attendant care, unable
to perform self-care activities. He was
confined to a wheelchair, unable to stand
even with a walker. He was unable to
drive and required extensive home and
vehicle modifications. At the age of 52
Mr. L had a reasonable life expectancy
of 22 years.

Cost/Benefit Analysis

At the request of the insurance
representative, a cost/benefit analysis
was done to evaluate the decision to
invest in further rehabilitation. Centre
For Neuro Skills (CNS) in Dallas, Texas
was contacted to assist in this analysis.
CNS has specialized in the rehabilitation
of persons suffering from traumatic brain
injury for over 25 years. Both the
insurance carrier and CNS determined
that without an investment in further
rehabilitation services, Mr. L's annual
lifecare costs would exceed $200,000.
(See Appendix A)

Mr. L

Rehabilitation

Mr. L was admitted to CNS - Dalla. In
February, 2001. He participated in an
intensive, interdisciplinary rehabilitation
program for approximately eight months.
The treatment goals were to improve
coordination, overall strength and endurance
and range of motion. His therapy team
addressed ongoing depression and
psychological issues as well as improving
cognitive functioning. The focus was to
improve his ability to live independently and
participate in work activities.

Outcome

In October, 2001, Mr. L was discharged
home with his wife completely independent in
all activities of daily living. He regained
functional ambulation with a straight cane
and is now able to operate a motor vehicle.
He began a volunteer position with the local
sheriff's department and is enrolled in an
Associate Degree program at a local college.
No attendant care or rursing is necessary.
Discharge recommendations were for
continued physical thera, y, 3 times a week
for 3 to 6 months, and counseling twice a
week for 6 weeks.

Table 1
Annual Lifecare Costs
Prior to CNS Admission $207,267
Following CNS Discharge $8,452

$198,815

Savings per year:

$198,815 X 22 years = $4,373,930

Total Lifetime
Dollars Savings = $4,373,930



Appendix A

Annual Lifecare Costs without a Postacute Admission

Attendant Care (24/hr) $157,248
Additional Hospitalizations 19,272
Allied Health Consultations 10,858
Medications 2,000
Van Modifications 4,350
Home Modifications 2,727
Medical Specialists 2,220
Case Management 5,000
Equipment 3,592

Total: $207,267

Annual Lifecare Costs with a Postacute Admission

Re-evaluation (continued therapy) $1,250
Medications/Supplies 1,702
Equipment 2,500
Additional Surgery 2,000
Physician Visits 1,000

Total: $8,452



HIDDEN TRAUMA

Studies Cite Head Injuries

As Factor in Some Social 1Ills

Bruin Researchers l.ink
Mental Woes. Alcoholism

To l.ong-Ago Blows
By THOMAS M. BURTON
January 29. 200H: Page At

Researchers studying brain injury' believe they’ve found a common thread running through many
cases of seemingly unielated social problems: a long-forgotten blow to the head.

They've found that providing therapy for an underlying brain injury often helps people with a
variety of ills ranging from learning disabilities to chronic homelessncss and alcoholism. If
broadly verified, the findings could have a significant impact in dealing with such intractable

difficulties.

That severe head injuries can lead to cognitive and behavioral problems is widely accepted. The
U.S. Centers for Disease Control and Prevention estimates 5.3 million Americans suffer from

mental or physical disability that is due to brain injury.

What's new is the contention of some researchers that there are many other cases where a severe
past blow to the head, resulting in unconsciousness or confusion, is the unrecognized source of
such problems. "Unidentified traumatic brain injury is an unrecognized major source of social
and vocational failure," says Wayne A. Gordon, director of the Brain Injury Research Center at
Mount Sinai School of Medicine in New York, where much of the research is being done.

Research by his team has consistently found high rates of "hidden™ head trauma when screening
various populations in New York schools, addiction programs and the general population. The
CDC acknowledges its 5.3 million estimate is an undercount based on hospital admissions; it
doesn't include people who sought no treatment for a severe blow to the head or who were sent

home from a doctor's office or emergency room with little treatment.

UNDERLYING CAUSE
* New Findings: Researchers say a blow to the head years earlier may be linked to problems

later in life, such as learning disabilities, homelessncss and alcoholism.
« Early Identification: Some schools arc trying to identify children who may have had head

injuries to provide special help in education.
« The Impact: The findings arc offering new hope to adults coping with the onset of disorders

such as losing the ability to read or concentrate.

Causes of brain injury can include bike and car accidents, sports concussions such as those
suffered by professional football players, and abuse and falls that can date back to childhood.



Doctors say about 85% of common falls in infancy don't produce long-ten," deficits, but that
some do.

To be sure, it's difficult to connect with any certainty a long-ago blow to the head to memory and
cognition problems years later. Other researchers point out that many people do recover
completely from severe head injury, and mental problems arise from other causes. Moreover,
Mount Sinai's findings haven't all been published, nor have they been widely evaluated at other

institutions.

Lost Ability to Read

Mount Sinai's research involves people like Kate Gleason, a business-coilcge instructor who over
the course ofa year lost her ability to read, keep her home orderly and even maintain friendships.

In 1998, Ms. Gleason tried to open a window in her New York apartment building's hallway, but
the heavy top window fell and bashed her on the head. She was treated by doctors at a local
hospital, who she says let her walk home and told her she'd be fine. But on the way back, she
was still so confused she had to hang onto lampposts and buildings to keep from losing her way

A slim, auburn-haired woman then in her mid-40s, Ms. Gleason kept teaching, but found that the
bright lights and hectic office were overwhelming. She says she confided in a boss about her
troubles and soon lost her job. After that, she made ends meet by returning to proofreading work,

but she slowly withdrew socially

She didn't pay bills on time. ller house was a mess. "Years and years went '7 ,and | had lots of
problems," she says. "t didn't know it was from the head injury. Ijust thought ! had a clutter
problem." By 1999. Ms. Gleason, who has a master's from Columbia University, was "'so bad 01
the level of functioning as a college grad that | wanted to die " She had no idea why.

Then about two years ago, she got a strange letter from Mount Sinai; It asked if she was having
trouble thinking or solv mg problems or if.she became easily overwhelmed. It turned out Mount
Sinai doctors were reaching out to people whose medical records showed a blow to the head. Ms.
Gleason responded, and when researchers interv iewed her, she began to sob. saying, "Life is just

so hard."

On what was to be the first day of an attention and memory program. Ms. Gleason got lost in the
maze of hospital hallways and began crying again Once she found the site, she discovered she
wasn't the only patient who got lost a lot. or who cried.

lor live days a week for six months, she worked through five hours of attention exercises,
reading articles to explain the main idea, interpreting charts and graphs, taking classes 01l how to
take apart a problem and reduce it 10 smaller steps, writing mock *‘advice columns™ on how to

handle life issues.

At first, she found the work so intense she needed a break every 15 minutes. By a week later, she
could concentrate a little longer. She completed the program in August 2006, eight years after



the window struck her. Now she's studying to he a church-based counselor. "That program gave
i.icmy life back," she says.

A group ror whom the research ot undiagnosed head injuries could be especially relevant is the
homeless. Assessments by Mount Sinai researchers of about 100 homeless men in New York
found that 82% had suffered brain injur}" in childhood, primarily as a result of parental abuse.

An epidemiological study in 2000 was larger. Researchers went door-to-
door in New Haven, Conn., interviewing 5,000 people, 7.2% of whom
recalled a past blow to the head that was followed by unconsciousness or a
period of confusion. In follow-up testing, the researchers found that those
who reported such injuries had more than twice the rate of depression and

of alcohol and drug abuse as others.

They also had sharply elevated rates of panic disorder, obsessive-
compulsive disorder and suicide attempts, say the researchers, led by
Jonathan Silver of New York University.

Such research began in the late 1980s with Mount Sinai’s Dr. Gordon and

Mary Hibbard, both Ph.D. psychologists specializing in rehabilitation and
neuropsychology. it questioning patients referred to them, they were struck by how often they

turned up a history of a brain injury that wasn’t 11 the patients’ medical records.

Using a questionnaire they devised, they tried to determine how many children in the city school
system had head injuries that were followed by cognitive difficulties. At one school, 10% of

students told of having once had a significant head injury Later testing of these children
frequently "was suggestive of impairments." Dr. Hibbard says.

Next, with a grant from the U.S. Department of Education, they set out to
determine how many pupils enrolled 111 programs for children with learning
disabilities had ever suffered a hard blow to the head. The results were

startling: About 50% had.

"The accident can be three months ago. but by the time the symptoms
happen, the accident is forgotten. Nobody puts it together,” says Tamar
Martin, a psychologist 1t the program. The team worked with about 400
children, finding that many children wlio'd had brain injuries were lost in
regular learning-disabilitics classrooms.

They have trouble with their memory from day to day, and teachers can

assume they’re not trying hard. Dr. Martin says. They need more breaks
between topics. Bui their performance varies greatly from day to day, and a teacher can also
erroneously perceive this fluctuation as lack of initiative.



A Pervasive Problem
Causes of traumatic brain injuries
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Hus! giving such children more time often helps, she says, as do special
prompts from teachers. For instance, Dr. Martin says, a teacher may say, "In
a couple of minutes, 1am going to ask you about problem No. 10," and give
jthe child time to prepare before officially asking.

High Intellect

One 14-ycar-old girl had a high intellect, but after she was hit by a car, she
suddenly couldn't do outlines or organize her time, her mother says in an
interview. "Ller processing was slower,” adds Michelle Komblcuth, another
psychologist in the Mount Sinai program. "She was frustrated, and her scores

came out in the average range."

With Dr. Kornbleuth's help, the girl was allowed to take exams privately in

an office and could concentrate better. With such accommodations, she completed high school
and went on to graduate from prestigious Smith College.

Kansas systematically tries to identify brain injuries among the "learning disabled " School
social workers and teachers with special training across the state show other teachers how to
recognize and work with the brain-injured, says Janet Tyler, director of a ncurologic-disabilitics

project in the stale education department.

"When you look it children with learning disabilities or behavior problems, there's often an
underlying high percentage of children with traumatic brain injury. We're looking at about 20%,

she says.

In Mulvanc, Kan., Sandy Baca's son Timothy, who was hit by a car at age 2, struggled in school
for years. Ms. Baca says that once teachers understood the difference between brain injury and
other disability, "they found ways for him to be successful. 1fhe couldn't do the work one day.
they would lower expectations for the day ** Ultimately, he finished high school

The Mount Sinai team evaluates people via a battery of "neuropsych™ tests lasting up to nine
hours. They are shown pictures of objects, then asked minutes later what they saw. They sec a
complex geometric design with triangles, lines and circles and are asked to draw it from
memory. They're shown aseries of multiple random letters and asked to cross out, say, the "'c"

and "c" every lime they see one.

On a recent morning, a 44-ycar-old manager at a New York investment firm was working on
attention training with a postdoctoral fellow, lie had sustained several sports concussions as a
younger man and then in recent years twice banged Ins head hard. Lately, he had been feeling
confused. Commuting between New York City and Long Island, lie boarded the wrong train

three days in a row.

in the first of several exercises, the patient was asked to read a page of text while crossing out all
words ending in "ing," and then to answer questions about what he’d read. The first time through,
lie caught only seven of 12 "ing™ words. A second lest asked him to choose a word that didn’t



belong in a group of five, while listening to other words and pressing a buzzer when he heard
words with four letters.

About five years ago. the Mount Sinai team began looking at residents of New York centers for
alcoholism and .hug abuj<\ They evaluated 845 patients and determined that 54% had once
suffered a hard blow to the head. Gfcourse, some had injuries after they began drinking, so there
is a certain chicken-and-cgg problem with that number.

Link to Addiction

Steven Kipnis, medical director of a New York state agency for alcoholism and addiction, says
his work with counselors convinces him that many of the patients became alcoholic or addicted
in part because of a head injury, and knowing about it helps 1t treatment.

"Someone can get hit in the head with a softball and still be working. They tend to be in denial.
They get mood swings, they yell at a spouse. It's a slow downward spiral, and that’s when
alcohol and drugs™ become an option, he says.

The agency lias a program specifically for the brain-injured at the R E. Blaisdell Addiction
Treatment Center in Orangeburg, N.Y. A counselor there. Steve Oswald, tells of one patient who
dropped out of a general alcoholism program three limes before the program for tiie brain-injured

began, and then successfully completed the program.

In 2006, Mount Sinai's Dr. Cordon began to work with Conn. jii Ground, a New York nonprofit
that builds housing for the homeless. About 70% of 100 homeless people they tested came out in
the 10ti percentile or lower for memory, language or attention, says the group's director of
psychiatric services, Jennifer llighloy. Questioning uncovered that 82% had a signihcant blow to
the head prior to becoming homeless, usually from severe parental abuse during childhood.

"People get abused as kids, making them inattentive in school and sometime” unable to learn,"
says Ms. Ilighley. She says head injury and the emotional fallout from abuse can lead lo
alcoholism and addiction, and "that combination creates the inability lo function and often leads

to homelessncss.”

Write to Thomas M Burton at tom burtona uh com1
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ABSTRACT

BACKGROUND

An important medical concern of the Iraq war is the potential long-term effect of
mild traumatic brain injury, or concussion, particularly from blast explosions.
However, the epidemiology of combat-related mild traumatic brain injury is poorly

understood.

METHODS

We surveyed 2525 U.S. Army infantry soldiers 3 to 4 months after their return from
a year-long deployment to Iraq. Validated clinical instruments were used to com-
pare soldiers reporting mild traumatic brain injury, defined as an injury with loss
of consciousness or altered mental status (e.g., dazed or confused), with soldiers

who reported other injuries.

RESULTS
O f 2525 soldiers, 124 (4.9%) reported injuries with loss o fconsciousness, 260 (10.3%)

reported injuries with altered mental status, and 435 (17.2%) reported other injuries
during deployment. O fthose reporting loss ofconsciousness, 43.9% met criteria for
post-traumatic stress disorder (PTSD), as compared with 27.3% of those reporting
altered mental status, 16.2% with other injuries, and 9.1% with no injury. Soldiers
with mild traumatic brain injury, primarily those who had loss of consciousness,
were significantly more likely to report poor general health, missed workdays,
medical visits, and a high number ofsomatic and postconcussjve symptoms than
were soldiers with other injuries. However, after adjustment for PTSD and depres-
sion, mild traumatic brain injury was no longer significantly associated with
these physical health outcomes or symptoms, except for headache.

CONCLUSIONS

Mild traumatic brain injury (i.e., concussion) occurring among soldiers deployed in
Iraq is strongly associated with PTSD and physical health problems 3 to 4 months
after the soldiers return home. PTSD and depression are important mediators of the
relationship between mild traumatic brain injury and physical health problems.
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ORE THAN 1.5 MILi.ION US. MILITARY
M personnel have deployed to Iraq or Af-

ghanistan since the start of military
operations in 2001. Because of improved protec-
tive equipment, a higher percentage of soldiers
are surviving injuries that would have been fatal in
previous wars.1 Head and neck injuries, including
severe brain trauma, have been reported in one
quarter of service members who have been evac-
uated from Iraq and Afghanistan.11 Concern has
been emerging about the possible long-term effect
of mild traumatic brain injury, or concussion,
characterized by brief loss of consciousness or
altered mental status, as a result of deployment-
related head injuries, particularly those resulting
from proximity to blast explosions.15Traumatic
brain injury has been labeled a signature injury
ofthe wars in Iraq and Afghanistan.4'

The exact proportion oftroops who have mild
traumatic brain injury is not known, although it
has been reported to be as high as 18% in news
articles citing army medical officials.” Many
troops reportedly have persistent postconcussive
symptoms, such as irritability, memory problems,
headache, and difficulty concentrating. As a re-
sult, the Department o f Defense and the Depart-
ment of Veterans Affairs are implementing new
population-screening procedures tor mild trau-
matic brain injury/

Despite these steps, little is known about the
epidemiology o f mild traumatic brain injury dur-
ing deployment and its association with adverse
health outcomes after deployment. The bulk of
the literature on mild traumatic brain injury has
been based on civilian patients treated in clinics
or hospitals, has not been population-based, and
has lacked adequate comparison groups, such as
persons with other types ofinjuries.lun It is not
known whether population screening tor mild
traumatic brain injury could improve health out-
comes,” and there are conflicting guidelines tor
treating mild traumatic brain injury.1114

The case definition of mild traumatic brain
injury that is being adopted by the new Depart-
ment of Defense and Department of Veterans
Affairs screening programs"'lis consistent with
national surveillance definitions.111' However,
the use of this definition for clinical screening
weeks or months after concussive events, such as
during the period after deployment, has not been
evaluated. The definition may not be sufficiently
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specific for the combat environment, where acute
signs ofconcussion, such as alteration of mental
status (e.g., being dazed or confused), may over-
lap with dissociative symptoms of acute stress
disorder, or for the postcombat period, during
which postconcussive symptoms may overlap
with symptoms of post-traumatic stress disorder
(PTSD) and other disorders 16

This epidemiologic study assesses the preva-
lence and significance of a self-reported history
of combat-related mild traumatic brain injury,
based on the accepted case definition, among
soldiers after a yearlong deployment to Iraq. The
purpose is to provide information to advance
prevention and treatment strategies and inform
public health policies.

METHODS

In 2006, we conducted an anonymous survey of
2714 soldiers from two U.S. Army combat infan-
try brigades — one Active Component and one
Reserve Component (Army National Guard) —

3 to 4 months after their return from a yearlong
deployment in Iraq. The units saw high levels of
combat, similar to those ofother infantry units.” ' 19
The 3-to-4-month time point was chosen to mini-
mize recall bias and for its appropriateness for as-
sessing persistent postconcussive symptoms.20" 1

RECRUITMENT

Unit leaders provided time for all their soldiers
who had deployed to Irag and were on duty to
attend a recruitment briefing by study investiga-
tors. Written informed consent was obtained un-
der a protocol approved by the institutional review
board of the Walter Reed Army Institute of Re-
search. Of 4618 soldiers in the two brigades,
2714 (S9%) completed the questionnaire. Lack of
availability of soldiers to complete the question-
naire was mostly due to normal transfers to other
units, training, or attendance at military schools.
More than 98% of soldiers who attended the re-
cruitment briefings agreed to participate. How-
ever, up to 7% of the values for some variables

were missing.

INJURIES AND COMBAT EXPERIENCE

The questionnaire asked soldiers whether they
had been injured during their deployment by a
blast or explosion, a bullet, a fragment or shrap-
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MILD TRAUMATIC I1RAIN INJURY IN US SOLDIERS RETURNING FROM IRAQ

nu, a fall, avehicle accident, or other means and
whether th injury involved the head. A soldier
was considered to have had a mild traumatic
brain injury if any of three questions — regard-
ing "losing consciousness (knocked out)," "being
dazed, confused, or ‘seeing stars,” or "not re-
membering the injury” — elicited a positive re-
sponse. These questions were based on definitions
from the Centers for Disease Control and Preven-
tion and the World Health Organization that
were adapted by the Defense and Veterans Brain
Injury Center working group for military-wide
use."111The question regarding loss ofconscious-
ness was analyzed separately to determine wheth-
er it was a stronger predictor than the two other
guestions pertaining to altered mental status,
the results of which were combined. Soldiers
who reported any injury that did not involve al-
tered mental status or losing consciousness served
as the reference group for all analyses.

Combat intensity was measured with the use
of 17 of the 18 questions from the Combat Fxpc-
riences Scalel7 (range, 0 to 17, with F'gher scores
indicating a greater number of different combat
experiences on one or more occasions). The 18th
question, concerning being wounded, was exclud-
ed because it was covered in the questions about
injuries. Of the 17 experiences, soldiers had a
median o f9 (interquartile range, 6 to ID during
the dcj loyment. The Cronbach alpha for the 17
dichotomized questions was 0.85.

MEASURES OF PHYSICAL HEALTH

Soldiers were asked how they ra: 'd their over.u,
health (from “poor” to “excellent ), how many
primary care ("sick call") appointments they had
attended, and how many days of work they had
missed in the pa t month because of illness.
Physical symptoms were measured by the Patient
Health Questionnaire 15-item somatic symptom
severity scale (Pl 1Q-15).” This scale normally has
a range ofO to 30. with higher numbers indicat-
ing a greater number and severity of symptoms.
Tor this study, the range was O to 28 because a
guestion on menstrual cramps was excluded owing
to the low number of women. High severity of
symptoms was defined as a score o fat least 15.22" 1
Five additional questions, which were not part of
the PHQ-15, were asked regarding important post-
concussive symptoms that concerned memory,
balance, concentration, ringing in the ears, and
irritability.
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MEASURES OF DEPRESSION AND PTSD

Current symptoms (i.e., symptoms during the past
month) of major depressive disorder and PTSD
were assessed by the 9-question depression-assess-
ment module ofthe Patient Health Questionnaire24
and the 17-itcm National Center for PTSD Check-
list, respectively, which are based on well-validat-
ed case definitions used in veteran and military
populations. 172"’ For major depression, subjects
had to meet the criteria of the American Psychi-
atric Association’s Diagnostic ami Statistical Manual
of Mental Disorders, fourth edition (DSM-1V), and
report impairment in work, home, or interper-
sonal functioning at the "very difficult” level.17' 4
For PTSD, subjects had to meet the DSM-IV crite-
ria (one intrusion symptom, three avoidance
symptoms, and two hyperarousal symptoms) and
have substantial distress, as measured by a total
score of at least 50 (range, 17 to 85, with higher
scores indicating a greater number and severity
ofsymptoms).12'"

STATISTICAL ANALYSIS

Surveys were scanned with the use of ScanTools
(National Computer Systems), with quality con-
trol verifying error rates below 0.25%. SPSS soft-
ware (version 12.0) was used for data analj®.s,
including chi-square and analysis-of-variance test-
ing for univariate analyses. Multivariate analyses
were conducted with the use of multiple logistic
regression with SPSS software (version 12.0), in-
cluding goodncss-of-fit testing of all models.

RESULTS

SUBJECTS

Of 2714 soldiers, 149 (5.5%) were excluded be-
cause of missing data from the questions about
mjuiies, and 40 (1.5%) were excluded because they
reported having had a head injury without loss of
consciousness or altered mental status. The de-
mographics of rhe study population were similar
to those of infantry soldiers deployed to Iraq7 w:
95.5% were male, 55.5% were under the age of 30
years, and 47.5% were ofjunior enlisted rank.

INJURIES

Of the 2525 soldiers included m the study, 124
(4.9%) reported an injury with loss of conscious-
ness (most often lasting between a few seconds
and 2 or 3 minutes), and 200 (10.3%) reported an
injury with altered mental status not involving
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Table 1 Characteristics ofthe Study Population.*

Injury
with Loss of
o Consciousness
Characteristic (N=124)
Female sex— no./total no (%) 1/123 (0.8)
Age <30 yr— no./total no. (%) 79/123 (64.2)
Highschool education or less— no /total no (%) 53/122 (43 4)

Ranlt— no /total no. (%)

Junior enlisted (F1-E4) 73/122 (59 s)

Midlevel enlis“?d (E5-E6) 401122 (325)
Senior enlisted and officers 91122 (7 4)
Marital status —no /total no (%)
Single 32/108 (296)
Married 67/108 (62 0)
Divorced, separated, or other 9/108 3
Mechanism of injury —no (%)f
Blast or explosion 98 (790)
Bullet 6(4.8)
Fragment or shrapnel 31 (250)
Fall 38 (30.6)
Vehicle accident 38 (306)
Other 16(12 9)
Improvised explosive device exploded near soldieron  occa  106/122 (86.9)

sions (with or without injury) — ;io./total no. (%)
Hospitalized while deployed - no /total no (%)
Quartile of combat intensity — no /total no (%);:

501124 (40.9)

: 2124 (L6)

. 15/124 (12.1)
3 21/124 (16 9)
4 86/124 (694

Inju
with JAlrtxéred
Mental Status
(N=260)

3/258 (12)
149/257 (58.0)
103/253 (40 7

127/256 (49 ¢)
97/256 (37 9
321256 (12 5

76/245 (3L0)
149/245 (60 )
20245 s )

189 (72.7)

2 (os)
48 (185)

73 (281)
47(18 1)

23 (5.0)
231/258 (89.5)

44/259 (17.0)
8/259 (3 1)
291259 (11 2)
53/259 (20 5)

169/259 (65.3)

Other Inju
-43!3 i

21/431 (49)
206/431 (478)
172/429 (40 1)

2021426 (47 4)
168/426 (39 4)
56/426 (13 1)

100/403 (24 +)
250/403 (62 0)
53/403 (13 2)

281/434
50/433 (13.6)

741435 (17 0)
95/435 (21 5)
971435 (229
169/435 (36 .)

No In
o)
88/1692

(52)
058/1698 (56.4)
719/1683 (42 7)

780/1684 (46.3)
615/1684 (36 5)
289/1684 (17 2)

528/1595 (33 1)
033/1595 (58 5)
134/1595 s 4)

938/1690 (55.5)
89/1701 (52)

452/1705
467/1705
376/1705
410/1705

265)
214)

2
24.0)

—_— s~ —

P Value for Loss  Altered Mental

of Consciousness

vs. Other Injury ~ Other Injury

0.04

051
0.04

030

<0001

<0001

<0.001

<0001

P Value for
Status vs.

0.01

0.01

087

006

<0.001

<0001

023

®0.001
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MILD TRAUMATIC BRAIN INJURY IN U.S. SOLDIERS RETURNING FROM IRAQ

loss of consciousness (253 said they had been
“dazed, confused, or seeing stars"). Four soldiers
reported loss ofconsciousness lasting longer than
30 minutes. Although technically they were con-
sidered to have had moderate traumatic brain in-
jury, they were not excluded because the number
was lowand itwas not possible to verify the self-
reported data from any of the subjects. An addi-
tional 435 soldiers (17.2%) reported some ot"er
injury during the deployment with no loss of con-
sciousness or altered mental status, most com-
monly resulting from a fall or other incident (e.g.,
handling heavy equipment or injuring oneself
during training) (Table Ij. This was the Icference
group for all analyses (Tables 1, 2, and 3). Also
shown in Tables 1 and 2, for comparison pur-
poses, are the characteristics of the remaining
170G soldiers who reported no injury.

As compared with soldiers who had other in-
juries, soldiers who reported mild traumatic brain
injuries were significantly more likely to report
high combat intensity, a blast mechanism of in-
jury, more than one exposure to an explosion,
and hospitalization during deployment (Table 2).
Soidiers who reported mild traumatic brain inju-
ries were also significantly younger, more likely
to be junior in rank, and more likely to be male
than were soldiers who had other injuries.

PTSD was strongly associated with mild traumatic
brain injury. Overall, 43.9% ofsoldiers who report-
ed loss of consciousness met the criteria for
PTSD, as compared with 27.3% of those with al-
tered mental status, 16.2% of those with other
injuries, and 9.1% of those with no injuries (Ta-
ble 1). Ina logistic-regression model that includ-
ed age, military rank, sex, hospitalization or no
hospitalization, mechanism of injury (blast or
other mechanisms), level of combat intensity, ex-
posure or nonexposure to multiple blasts from
Improvised explosive devices, and type of injury
(loss ol consciousness vs. other injuries), only loss
of consciousness and combat intensity remained
significantly associated with PTSD (odds ratio for
loss of consciousness, 2.98; 95% confidence inter-
val (ClJ 170 to 5.24; odds ratio for top quartile
of combat intensity vs. lowest quartile, 11.58;
95% Cl, 2.99 to 44.83) (see Supplementary Appen-
dix 1 available with the full text of this article at
www.ncjm.org). Injury with loss of conscious-
ness was also independently associated with ma-
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Table 2. Physical Health Status after Deployment According to Type of Injury during Deployment.*

P Value P Value
Injury with . for Loss of for Altered
_ 05s of InJ,tJAry with Altered _ _ Consciousness  Mental Status
Physical Health Consciousness ental Status  Other Injury No_In}u% vs. Other vs. Other
during the Past Month (N=124) N =260) (N=435) (N=170 Injury Injury
no /total no. (%)
Poor overall health 15/119(12.6) 171257 (s &) 20/422 69)  38/1665 (23) 004 0.90
>2 Missﬁd workdays due to 28/120 (233) 401256 (156)  61/419(146) 122/167) (7.3) 0.02 071
iliness
-2 medicald\_/tisits for physical 51/120 (425  B84/256 (32s)  123/426 (289) 331/1678 (19 7) 0005 028
condition
PHQ-15 score of>15y 301121 (45) 41254 (161)  48/426 (113)  85/1683 (5.1) <0.001 0.07
Physica!nsmgl_(;gw% included
Stomach pain 14/120 (117) 20249 (8.0) 3421 s) 711674 (42) 0% 0.73
Back pain 401121 (3 ) 78/25" (30s)  122/424 (285) 311/1678 (18.5) 036 057
Am. leg. or jomt pain 451121 (312) 105252 (417)  168/423 (397) 387/1673 (23.1) 0.62 0.62
Headache 39/121 (322) 45254 (177) 5421 (121) 141/1674 4 <0001 004
Chest pain 17/121 (140) 7253 (2s) 20425 (47)  40/1675 24) <001 0.21
Dizziness 10/120 ¢s 3) 15254 (59 13425 (31)  31/1680 (1) 0.01 007
Fainting spells 5/120 (4 2) 2253 (0s) 8/423 (19 7/1678 (04) 0.17 0%
Heart pounding or racing 23/120 (192 25/253 99 21425 (49 62/1679 (37) .00t 0.01
Shortness of breath 17/120 (14 2) 19/254 (7.5) 30421 (71) 5411675 (32) 002 0 86
Conosrtig_%trirohrgaloose howels,  26/120 (2 7) 31253 (123) 500424 (116) 115/1681 s 6) 0006 0 86
[
Nausea, gas, or indigestion ~ 22/120 (183) 341253 (134) 65423 (154) 132/1677 (79 043 049
Pam or problems during 10/120 (83) 8/253 (32 16/425 3s)  16/1673 (1 0) 004 0 68
sexual intercourse
fatigue 59/111 (832) 92/232 (397 136393 (34.6) 388/1542 (25 2) <0001 0.21
Sleep disturbance 03/117 (53s)  111247(449)  157/422 (372) 402/1666 (24 1) 0001 0.05
Other postconcussive symptoms”
Memory problems 29/118 (24 ) 41/253 (162) 580422 (i 37) 124/1680(7 4) 0005 038
Balance problems 10120 s 3 17/254 1) 121424 (28)  26/1677 (1.6) 002 0 02
Ringing in the ears 28/119 <85 4551 (179 59/422 (140)  99/1675 (59) 001 0.17
Concentration problems 37/118 (3L4) 65/250(26 0) 76/420 (18 1) 17071667 (10 2) 0.002 0.02
Irritability 67/118(565.)  118/248 (-17s)  154/419 (36s) 409/1659 (24 7) -0 001 o 006

Complete data re%ardin%_the hysical health categories were not available for all subiects o o
he Patient Health Questionnaire 15 item somatic symptom scale (range in this study, 0 to 28, with higner numbers indi-

J PHQ 15 refers to

cating a greater number and severity of symptoms) _ ,
The numbers and percentages of persons reporting bothered a lot" (for all symptoms except fatigue or sleep disturbance) or "more than

half the days" (for fatigue and sleep disturbance) are shown. One symptom from the PHQ 15 perfaining to menstrual cramps was no! in-

cluded. since there were so few women in the study o
} The numbers and percentages of persons reporting "bothered a lot" (for memory problems, balance problems, and ringing in the ears) or

"more than half the days" (for concentration problems and irritability) are shown

jor depression (odds ratio, 3.67; 95% Cl, 1.65 to ed with PTSD (but not with depression) (odds ratio
8.16). Similarly, injuries associated with altered for injuries with altered mental status, 1.78; 95%
mental status (as compared with other injuries) Cl, 1.13 to 2.81; odds ratio for combat intensity,
and combat intensity were significantly associat- 6.63; 95% Cl, 2.23 to 19.76).
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MILD TRAUMATIC BRAIN INJURY IN US.. SOLDIERS RETURNING FROM IRAQ

ADJUSTED AND UNADJUSTED ANALYSES
OF PHYSICAL HEALTH

Tables 2 and 3 show the association of the type
of injury with measures of physical health. Sol-
diers who had lost consciousness were significant-
ly more likely to report poor general health, more
missed workdays, and a higher number of medi-
cal visits in the past month than were soldiers
with other injuries. Soldiers who had lost con-
sciousness also had significantly higher scores
on the PHQ-15 and significantly higher rates of
nine ofthe PHQ-15 physical symptoms and all five
of the other postconcussive symptoms (Table 2).
Multivariate logistic-regrcssion analysis was then
conducted to assess whether PTSD and major de-
pression mediated the relationship between loss
of consciousness and physical health outcomes
(Table 3).” When PTSD and depression were in-
cluded in the analyses, the associations between
loss of consciousness and the multiple physical
health outcomes disappeared, except for two symp-
toms (headache and heart pounding). For exam-
ple, when loss of consciousness was compared
with other injuries, the odds ratio for having a
high PHQ-15 score fell from 2.60 (95% CI, 1.56 to
4.33) in the unadjusted comparison to 0.92 (95%
Cl, 0.46 to 1.82) after adjustment for PTSD and
depression (Table 3. In contrast, the odds ratio
for having a high PHQ-15 score in this adjusted
equation (or PTSDwas 7.86 (95% Cl, 4.09 to 15.10),
and the odds ratio for major depression was 7.47
(95% Cl. 353 to 15.78) (see Supplementary Ap-
pendix 2). Further adjustment to include all sig-
nificant variables from Table 1 did not change
the results appreciably; the odds ratio for having
a high PHQ-15 score dropped to 0.76 (95% Cl.
031 to 1.84), and the association with heart
pounding became nonsignificant (Table 3). Ofall
physical health outcomes associated with loss of
consciousness in the unadjusted analysis, only
headache remained significant after adjusting for
PTSD and depression. In contrast, PTSD, depres-
sion, or hoth were strongly associated with all
the physical health outcomes in these adjusted
models.

A similar analysis compared altered-uicntal-
status injuries with other injuries (Tables 2 and 3).
Initially, altered mental status was associated
with only three of the physical symptoms and
three of the other postconcussive symptoms. The
associations disappeared when PTSD was includ-
ed in the analyses, and there was no change with

NONC. J Mb>
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further adjustment for demographic and combat
variables. Depression was not included, since
there was no association between altered mental
status and depression (Table 1).

The following example illustrates how cases
were distributed and why the association between
mild traumatic brain injury and high symptom-
severity scores did not persist after adjustment for
PTSD. The high PHQ-15 scores occurred almost
exclusively in soldiers who had PTSD. Ofsoldiers
with PTSD, there were no significant differences
in the proportion with a high PHQ-15 score ac-
cording to type of injury: 27 of 53 with loss of
consciousness (50.9%), 28 of 67 with altered men-
tal status (41.8%), and 29 of 69 with other inju-
ries (42.0%) had a high PHQ-15 score. Of sol-
diers without PTSD, the proportion with a high
PIIQ-15 score was much lower and also showed
no significant diffeiences according to type of
injury: 3 0f 67 with loss of consciousness (4.5%),
13 of 187 with altered mental status (7.0%), and
19 of 356 with other injuries (5.3%). (The denom-
inators differ slightly from those in the tables be-
cause of missing values.|

DISCUSSION

In this study, nearly 15% of soldiers reported an
injury during deployment that involved loss of
consciousness or altered mental status. These sol-
diers, defined as having mild traumatic brain in-
jury, were significantly more likely to report high
combat exposure and a blast mechanism of in-
jury than were the 17% of soldiers who reported
other injuries. Soldiers with mild traumatic brain
injury reported significantly higher rates of phys-
ical and mental health problems than did sol-
diers with other injuries. Injuries associated with
loss of consciousness carried a much greater risk
of health problems than did injuries associated
with altered mental status.

Although this study was based on a nonran-
dom sample from two brigades, the sample is
likely to be representative of soldiers serving in
ground-combat units in Irag. The demographic
characteristics and rates of combat experience of
the subjects are consistent with those in other
studies.171®The unavailability of soldiers was
mostly due to work schedules, which would be
unlikely to introduce bias. One bias is that on
the survey days, soldiers who were ill, at medi-
cal appointments, or more seriously injured did

VWU LRC IANUAK JI, JOOH
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Physical Health during the Past Month]

Poor overall health
>2 Missed workdays due to illness
>2 Medical visits for physical condition
PHQ-15 score of >15**
Physical symptoms included in PHQ-15*4
» Stomach pain
« Back pain
Arm, leg, or [Qirlt pain
Headache
Chest pain
Dizziness
Fainting spells
Heart pounding or racing
Shortness of breath
Constipation, loose bowels, or diarrhea
Nausea, gas, or indigestion
Pain or problems during sexual intercourse
Fatigue
Sleep disturbance
Other postconcussive symptoms
Memory problems
Balance problems
Ringing in the ears
Concentration problems
Iritability

- PTSD denotes post traumatic stress disorder
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{ Two adjusted analyses were conducted by quisticre?

Injury with Loss of Consciousness vs. Other Injury;.,

Unadjusted

196
17
182
2.60

101-378)H
1.08-295)11
1192771

1.56-4 33t

137 (0 72-2.69)
122 (0.79-1 89)
0.90 (0.59-1.36)
345 (2135 50) jf
331 (1 67-6 54
2 55 (L23-6.75)H
2.26 (0 72-7.09)
456 (243-8 58) i f
715 (1 14-4 05)H
207 (1 22-3 49)|
124 (0.73-2.11)
232 (1 03-5.26)H
214 (1 40-3.29)f
197 (1.30-2 98)|

205 (1 24-3 38)|
312 (13174111
189 (1.14-3 14H
207 (1303 28)

2 %6 ¢ 49-3.42)tt

%‘ All dependent variables (physical health problems or symptoms 3 to 4 months after ] )
Two ad|usted analyses were conducted by logistic regression The first was adjusted for PTSD and depression, and the second was _ad{_usted for PTSD. depression, sen. age. rank.

mechanism of injury, exposure or nonexposure to multiple blasts from improvised explosive devices, hospitalization or no hospitalization, and combat intensity.
he second was adjusted for PTSD, sex, age, rank, mechanism of injury,exposure or

Adjusted for PTSD

and Depression

092 (043-1.99)
131 (0.75-2.27)
131 (0.82-2.07)
092 (046-1.82)

0.70 (0.32-1.50)
084 (0 52-1.36)
062 (0.39-0 %)
210 (1.22-3.61)t
158 (0.72-3.49)
119(0.45-3.15)
102 (0.30-3 5)
214 (1 044411
102 (049-2 13
142 (080 253)
0 74 (0.40-1 %)
080(0 31-2 07)
115 o 55-: %)
1.14 (0 70-1.85)

106 (0.59-1 %)
Les (063-4 %)
130 (0 75-2.26)
083 (045-155)
133(082-2 1)

ression The first was adjusted for PTSD, and t

Adjusted for PTSD.

Deﬁressmn, and
Other Variables

Table 3. Unadjusted and Adjusted Odds Ratios for Each Postdeployment Physical Health Outcome According to Type of Injury during Deployment.*

Injury with Altered Mental Status vs. Other Injury?)

Unadjusted

odds ratio (05% confidence interval)

143 (050-4.07)
176 (0.85-3 65)
128 (0.72-2 29
0.76 (0.31-1 84)

067 (0.25-1.82)
087 (048-1 57)
079 (044-1.39)
2.38 (1 125 07)5]
184 (061-5.52)
400 (0 96-16 62)
111 (0.22-5 60)
190(0 715 09)
077 (0301 %)
155 (0 74-3 24)
065 (0.31-1 %)
098 (0.27-3 50)
124 (066-2 %)
113 (063-203)

179 (085-3 79)
158 (0.41-6.08)
0.78 (0 39-1.55)
092 (0.42-2 00)
117 (0.65-2 11)

deployment) are shown.

096 (052-1.78)
109 (0.71-1.68)

1.20 (o .86‘1.68)

152 (0.97-2.38

091 (0.51-1.60)
110 (0.79-155)
108 (0 79-1 49)
156 (L01-241)H
058 (0 24-1.38)
199 (0 93-4.25)
041 (0.09-1.96)
211 (156-385)11
105 (0.58-1.91)
105 (065-1 o)
086 (055-1 34)
084 (0351 %)
124 (089-1 74)
138 (100-1 90H

121 (0.79-1 87
246 (1 16525
134 (088-2 05
159 (1.09-2.32)D
156 (1 14 215)1

~

H

—_ =

noncxposure to multiple blasts from improvised explosive devices, hospitalization or no hospitalization, arid combat inlensity.

H P=001 to <005,
i P-0 00L to 0009

Adjusted for
PTSD

076 (040-1 44)
100 (0.64-1.55)
111 (0.79-157)
113 1069-1.87)

0.i* (0.43-1.40)
096 (068-1 37)
097 (0.70-1.35)
134 (0.85-2.10)
048 (0.20-1 17)
154 (0.70-3.38)
031 (006-1.50)
164 (0.87-3.10)
082 (0441 S9)
0ss (0531 44)
0 75 (047-1.18)
058 (0.24-1 42)
103 (0.72-1 49)
119 (084-167)

097 (061-1 54)
207 (096-4 49)
119 (0 77-1.83)
129 (0.84-1.96)
132 (0.93-1 89)

Adjusted for PTSD
and Other Variables

097 (0.44-2 16)
093 (054-1.60)
. 08 (0.71-1.63)
131 (0.71-241)

121 (058-251)
097 (0.64-147)
128 (0.86-1.92)
163 (092-2.90)
052 (0.18-1.54)
2.15 (0.83-5.56)
0.27 (005-1.62)
175 (079-3.84)
0 72 (034-154)
120 (067-2 17)
1,06 (0.60-1 85)
081 (026-2.54)
125 (079-1.96)
123 (081-1.85)

123 (0.70-2 15)
140 (051-382)
0.76 (0.45-1.27)
159 (0 94-2.69)
146 (095-2.24)

"* PHQ-15 denotes the Patient Health Questionnaire 15-item somatic symptom severity scale (range in this study. 0 to 28, with higher numbers indicating a greater number and severity

_ofs mﬁ)toms)
fj-PcOO0



MILO TRAUMATIC BRAIN INJURY IN U S. SOLDIERS RETURNING PROM IRAQ

not have the opportunity to participate, possi-
bly resulting in an underestimate of prevalence
rates.

In this study, mild traumatic brain injury was
significantly associated with psychiat ic symp-
toms, notably PTSD, and the association re-
mained signiticant after combat experiences had
been controlled for. More than 40% of soldiers
with injuries associated with loss of conscious-
ness met the criteria for PTSD. The data indicate
that a history of mild traumatic brain injury in
the combat environment, particularly when as-
sociated with loss of consciousness, reflects ex-
posure to a very intense traumatic event that
threatens loss of life and significantly increases
the risk of PTSD.18

The principal limitation of the study is the
cross-sectional design based o selfreported
data, and thus causality can only be inferred and
recall bias is possible. However, the consistency
of the results obtained with the use of validated
clinical instruments supports the validity of the
methods. The analyses suggest that the high rates
of physical health problems reported by soldiers
with mild traumatic brain injury 3 to 4 months
after deployment are mediated largely by PTSD or
depression. When these mental disorders were
included in the analyses, mild traumatic brain
injury was 10 longer associated with any of the
physical health problems, except for headache
among those who had lost consciousness. Both
PTSD and depression have been associated with
a ide range of physical health problems/1IM
including persistence of postconcussive symp-
toms.3-2

The mechanisms of these relationships are
complex. Studies have not confirmed any direct
link between PTSD and injury to brain tissue
from the concussion itself, although this is .11
important area of research that makes use of
new technology, such as diffusion tensor imag-
ing.3334 There is evidence that implicit process-
ing ol traumatic memories and fear conditioning,
both mechanisms for the development of PTSD,
occur even 111 persons with severe traumatic
brain injury who are amnesic for the traumatic
event."” Mechanisms that are likely to underlie
both the onset of PTSD after traumatic brain
injury and the physical symptoms related to
PTSD and depression include biologic processes
associated with exposure to extreme stress, activa-
tion of the hypothalamic-pituitary- adrenal axis,

autonomic reactivity, reactive cell-mediated im-
mune responses, disturbed sleep physiology, and
altered perception of symptoms.

Despite the complexity associated with attribu-
tion of physical health symptoms in the post-
deployment period, these data should not be con-
strued as suggesting that mild traumatic brain
injury is not a serious medical concern. Soldiers
who reported mild traumatic brain injury events,
particularly loss of consciousness, were at very
high risk for physical and mental health prob-
lems. Multiple concussions are associated with a
longer recovery period,3)which increases the risk
for soldiers who have more than one episode
during deployment. However, the relationship be-
tween concussion and persistent postconcussive
symptoms is poorly understood. Postconcussive
s; nptoms, which usually resolve rapidly (within
several days or weeks),202L are not specific to
traumatic brain injury.37 One recent study showed
that the prevalence of postconcussive symptoms
after injury was identical among patients with
mild traumatic brain injury and patients with
non-head traumas.3 There is a theoretical con-
cern about the neurologic effects of primary-blast
overpressure (as distinct from the mechanical
injuries caused by secondary or tertiary blast ef-
fects).338 However, there is 110 evidence that a
brief period of unconsciousness from a blast ex-
plosion is different clinically from an equivalent
duration of unconsciousness caused by any other
mechanism. With the absence of meaningful data
on the effects of primary blast exposure on the
brain, speculation by clinicians and the surround-
ing publicity3l may unnecessarily increase pa-
tients' anxieties about the nature of their symp-
toms.-'1

From a diagnostic and treatment perspective,
postconcussive symptoms arc indistinguishable
from symptoms of various disorders, including
other symptom-based conditions described by
soldiers returning from war.414 The persistence
of postconcussive symptoms has also been shown
to be associated w:,> 'cdical disability and com-
pensation procc weli as the expectations
and beliefs that p..cents have about their inju-
ries.1043 lividence based interventions for the
treatment of persistent postconcussive symptoms
arc lacking,” % and the results of diagnostic
procedures (ncuro'Tnaging or neuropsychological
testing) for mild traumatic brain injury or deploy-
ment-related cognitive effects are often inconclu-
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sive and difficult to interpret.Management

focuses largely on alleviating symptoms, yet the

most compelling efficacy data highlight the im-
portance ofeducation to normalize symptoms and

provide expectation of rapid recovery.13,;434>
Toward this goal, the use ofthe term "concussion”
is encouraged instead of "mild traumatic brain

injury.”" Validated risk-communication approaches,

education strategies, and evaluation procedures arc

needed.

A public health policy implication of this
study relates to the sheer number of service
members and veterans likely to be referred for
further evaluation after being screened under
new Department of Defense and Department of
Veterans Affairs policies. This study suggests that
a self-reported history of mild traumatic brain
injury during deployment, particularly when as-
sociated with altered mental status without loss
of consciousness, lacks specificity in predicting
postdcployment physical health problems among
injured soldiers. No empirical validation of the
screening questions by means of clinical inter-
views has been done, with the exception of one
widely quoted study that had no control group." "
Almost two thirds of the mild traumatic brain
injuries in this study sample were identified on
ihe basis of 1 question that asked soldiers
whether they were dazed or confused at the time
of the injury. The question proved to have poor
correlation to physical health outcomes, even
without adjustment for PTSD. Screening for mild
traumatic brain injury months after the injury is
likely to result in the referral of a large number
of persons for evaluation and treatment ol non-
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specific health symptoms attributed to brain in-
juries, with potential unintended iatrogenic con-
sequences. Evaluation of the screening
programs for traumatic brain injury is needed to
ensure that the risks do not outweigh the bene-
fits and that screening is conducted within an
effective structure of care.

The strong associations between nuld trau-
matic brain injury, PTSD, depression, and physi-
cal health symptoms in combat veterans rein-
force the need for a multidisciplinary approach
centered in primary care. Evidence-based studies
of the management of symptom-based disorders
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tion and treatment of coexisting mental disor-
ders in primary care settings are important in
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DRAFT

Promising Practices

State Systems of Coordinated
Services and Supports for
Individuals with Traumatic Brain
Injury and Their Families



Do |l know someone who’s had a Traum atic Brain Injury?
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Despite their outward
differences, all of these
people have experienced a
Traumatic Brain Injury
(TBI). These examples
provide a glimpse into the
complex and unique nature of
TBI and its effects

Chances arc ....

It may have been called by a different name: a concussion,
Shaken Baby Syndrome, head injury, or anoxia due to trauma.
These are just a few of the other names for Traumatic Brain
Injury (TBI), but all of them have the potential tc kill or leave an
individual with life long disabling conditions.

STATISTICS

One million Americans sustain a TBIl and of these, more than
50.000 die and 80,000 experience the onset of long-term
disabling conditions following the TBI. Current estimates from
the Centers for Disease Control (C'DC) state there are 5.3 million
Americans living with a disability as a result of TBI. At greatest
risk are adolescents, young adults and those older than 75.

TBI occurs 8 Vi times more frequently than breast cancer, 35
times more than HIV/AIDS, 137 times more than spinal cord
injury, and 144 times more than multiple sclerosis. The numbers
of individuals living with TBI have steadily increased over the
past 25-30 years, so lo have the challenges of accessing existing
systems of supports and services that arc available, appropriate,

and acceptable.

COSTS

The annual costs of TBI are estimated to be $48.3 billion with
hospitalization accounting for S31.7 billion, and fatal brain
injuries costing the nation S16.6 billion. What the long term costs
arc to provide supports and services is unknown, but it is an issue

that needs our attention.

RISK FACTORS

TBI1 occurs regardless of age. gender, ethnicity, socio-economic
status, or education Anyone lias the potential for being involved
in an event resulting in a TBI. TBI is a significant public health
issue that must be addressed. IIRSA’s MCI IB grants to the States
arc helping to address the needs of Individuals with Traumatic
irain Injury and Families by assisting States as they define and
3iiild Coordinated State Systems of Services and Supports.



Promising Practices for State Systems of Coordinated Services

and Supports' for Individuals with Traumatic Bnin Injury and

Their Families

BACKGROUND

The TBI Act of 19%

Resulting from uncontrolled costs and inadequate access to services, in July 1996 Congress
enacted the Traumatic Brain Injury Act, Public Law 104-166: “to provide for the conduct of
expanded studies and the establishment of innovative programs with respect to traumatic brain
injury (TBI)”. Under the Law, the Health Resources and Services Administration (HRSA), is
charged with implementing a State Grant Program to improve access to health and other services

fc'individuals with TBI and their families.

All URSA TBI Grants to States address one or more ol the following Healthy People 2010 goals:

1. Improve access to comprehensive, high quality health care services.

2. Increase the quality, availability, and effectiveness of educational and communitv-bascd
programs designed to prevent disease and improve health and quality of life.

3. Ensure that Federal. Tribal, State, and local health agencies have the infrastructure to

provide essential public health services effectively

Health (Nill) and the Centers for Disease Control and Prevention

The National Institutes ol
responsibilities in the areas of research, and prevention and

(CDC) were also delegated
surveillance respectively. CDC has additional public awareness and education responsibilities.

Consensus Statement

In 1998, the Nil | convened a consensus conference on TBI Rehabilitation Methods. The panel

concluded that individuals with TBI have the best chances for rehabilitation if they have access
lo individualized tieatment programs that combine a wide range of components . . . “the
consequences of TBI are rarely limited lo one sei of symptoms. Rather, they typically affect

many facets of a person’s life...”

In September 2000. the Brain Injury Association of America (BIA) held a Resource Facilitation
Summit Supported by IIRSA/MCIIB. the Summit outlined "Principles and Best Practices to
Guide Program Development and Operations in Brain Injury"” targeted lo programs that are
administered by State government agencies oi contracted to state BIA’'s. This Summit
recognized the great need to build partnerships that help individuals and communities access

information, supports, and services.

In October 2000, the CDC convened an Expert Working Group to identify preliminary models of
key domains in assessing longer-term outcomes of TBI in Children and Youth. The Work Group

Services and Supporis arc defined as any and all of lire medical, tliciapculic, rehabilitative, community based, psycho-social,
economic, educational, vocational, or other needs to necessitate the individual with TUI's ability lo function in the community of

choice as independently and productively as possible



recognized that appropriate services for children and youth with TBI arc severely lacking. They
concluded that an additional dimension to existing models was needed: “ Studies of outcomes of
TBI in this population should document the needs for services and the barriers to receiving

them.” Therefore, the Work Group developed a separate Operational Model specifically for

these issues.

In April 2001, HRSA'S/MCHB’s Traumatic Brain Injury Technical Assistance Center (TBI
TAC) sponsored a Service Coordination Work Group comprised of individuals from States with
TBI1 grants, including Alabama, lowa, Minnesota, Michigan, South Carolina, Colorado,
Washington, Kentucky, as well as representatives from the BIA, the National Association of
Slate Head Injury Administrators (NAS1I1IA) and TBI TAC Staff.. This group was charged with
the responsibility of identifying the key elements needed for State Systems of Coordinated
Services and Supports. The expertise each Slate brought to the discussions resulted in the
recognition of two key factors: (1) Stale service deliver} systems are fragmented and (2) lack
coordination and the points of entry into the Slates’ systems arc neither readily identified nor
accessible. The States represented in this Work Group have been working lo develop
mechanisms and methods to coordinate, change, and improve their existing systems of services

and supports.

STATEMENT OF NEED

The conclusions from these distinct meetings have recognized: It IS imperative that
coordinated, accessible, appropriate, and acceptable TBI services and supports must be
available throughout an individual's life as TBI is complex, variable, personal, and can
have Iife-Iong effects. TB1 is underdiagnosed as it is easily misdiagnosed or goes undiagnosed

altogether. Individuals’ lives are being saved we must have systems to support individuals in

living their lives after TBI.

This document proposes there are six Critical Indicators every State needs to address as State
Systems of Coordinated Services and Supports are developed, enhanced or sustained. The
Critical Indicators will be used to measure a Stale’s success in achieving coordinated systems
and as the basis for the core outcomes, described later, to be achieved for children, youth, and

adults with TBI and their families.

PROGRAM DESCRIPTION

Critical Indicators Needed to Build State Systems of Coordinated Services and Supports

System Entry or Access

Service Needs are often not identified until the service system has been entered. Early and
correct diagnosis of a TBI is essential as a missed diagnosis or a misdiagnosis leads to absent,
inappropriate or denied services and supports. Once a TBI and the ensuing service needs have
been identified, it is crucial that families and individuals with traumatic injury have
straightforward and readily available information. This information must identify both the point
of entry into the State's existing delivery system of services and supports and be user friendly*

This may include, hut not limited lo the identification of the physical location, assistance for literacy, language, and
cognitive needs, cultural sensitivity, and forms that are easy to use and are not redundant.



Additionally, the assessment tool used by State agencies for in-take, identification of service
needs, and/or referral must be consistent OL uniform across agency lines,

Assistance in Coord'nation

Individuals with TBI frequently require a spokesperson or advocate lor assistance in navigating

Stale systems and for articulating their service needs. Issues resulting from TBI arc often

complex and frequently develop or change over time therefore a coordinated State system of
services and supports needs to be flexible, creative, and cost effective in the approaches to

service delivery. Providers of services3 must work closely with the individual and family in

developing a plan to meet those needs. Providers of services and supports can be instrumental in

helping individuals and families develop self-advocacy skills that will be utilized throughout the

individual’s life.
Partnership Approach to Service and Support Provision

All providers4 of TBI services and supports must recognize that coordination of services and
supports begin at the scene of the injury and may continue indefinitely, as individual needs
dictate. There may be a multiplicity of providers, both professional and para-professional, called
upon to use their expertise and knowledge with fluctuating levels of involvement and for
indeterminate periods of time. A Partnership Approach expects that all providers of services
recognize there are many providers working on behalf and with the individual and the family.
Therefore, the individual and family are full partners in the decision making and service delivery
process. Each participant’s contribution is significant as it serves to build the service
coordination efforts, document data about TBI issues, provide an environment supportive of the
individual and the family within the context of their choices, needs, life roles, and community, as

well as raise the awareness ofissues stemming from TBI.

Education and Training

Education and training about TBI is the core ol a coordinated system of services and supports.
Families and individuals with TBI are thrown into the world of TBI with little if any prior

knowledge. Information about TBI, its effects, and where to access available services within the

State must be readily available. Frequently, families or individuals with TBI seek this
information from their medical providers. It cannot be assumed that comprehensive education
and training about TBI is included in under-graduate or graduate studies and specialized training
such as medical school, teacher preparation, or allied health training. The long term effects and
issues resulting from TBI are frequently not included in these curricula. Accurate,

comprehensive, and timely educational and training opportunities from multiple sources and

perspectives for providers of services, policy makers, families, and individuals with TBI will
produce the foundation for Accessible. Available. Appropriate, Acceptable, and Affordable
coordinated services and supports for individuals with TBI and their families.

" Includes but not limited lo hoth private and public, e g , stale agency service delivery systems, commumly based
providers, medical and rehabilitative services, schools, managed care. _ _

2 Examples include but are not limited to  medical, renabilitative, and other direct care providers, ease _
managers/coordinators, life-skills attendants, family members, individuals with TUI. peer counselors - all providers

fromevciy discipline, role, and location o o _
Training that is approved for CKU's, CMI's. or other licensing or certification requirements



Flexible and Coordinated Long Term Services and Supports

Individuals with TBI and their families may need life-long services and supports, however the
level of intensity at which services are needed varies. The long-term effects of TBI may manifest

over time, therefore systems must be designed with the flexibility of allowing individuals to take

recesses and then be able re-enter as needs are identified. TBI services may be provided by

many agencies within a State’s system, but these may not be the appropriate service delivery

systems to meet the individual’'s needs. To increase the efficiency, effectiveness, and cost

sharing, agencies must develop a mechanism for case findingO, resource identification, tracking
the individual’'s progress, and collaboration in order to maximize existing resources. No one
State agency can be expected to shoulder the responsibility of being the sole provider of services
and supports within the State. Accessibility, Availability, Appropriateness, Acceptance, and
Affordability for individuals with TBI must become the norm as it provides an environment
supportive of the individual and the family within the context of their choices, needs, life roles,

and their community o fchoice.

Using Data for Policy Development

Accurate and current data arc critical for making informed policy decisions that affect systems
change. States should recognize there arc multiple potential data sources and build data linkages

between agencies and other credible data sources* as individuals with TBI frequently are

receiving services for secondary conditions resulting from the TBI. Therefore, a comprehensive

picture of TBI issues, needs, and resources will be identified as individuals with traumatic injury
access services across the spectrum of service delivery systems. The data picture should include
incidence, prevalence, costs, cost benefits, and results of case-finding: the “Hard” data. The
“Heart” data: arc the stories and experiences from the individuals who arc living with effects of
TBI. Heart data can serve to be a measuring stick of how well the State’'s systems arc

functioning. Both types of data arc necessary when building an accurate picture to support

policy for the coordination of services and supports in the State.

ROLFS and KKSPO.VSIBILITILS

All TBI stakeholders need to become collaborative partners in developing a coordinated system

of services and supports in every state. As you work towards achieving these outcomes, each

partner in this process must contribute to creating or enhancing the existing service systems as

well as documenting the results of these efforts.

Individuals with TBI and their FamilieS have the best perspective respect to systems'
accessibility, availability, appropriateness, acceptability, and affordability. As such, families of
all types, cultures, and socioeconomic levels must be able to participate in all aspects and at all
levels of coordinating efforts and in the measuring of success ol these Promising Practices.

Many people with [H access non- I M services, finding and identifying these individuals for aPprop_riat_e supports
and services is critical. Many peoEIe with 1M are not seen in a hospital, but a doctor's office . these individuals
need to he identified in the event they are in need of supports and services _ _

Affordability means affordable by ~ the individual famlle/ will) TMI, by service coordinators who looking for
affordable options, by funding sources who need to pay lor the most cost effective measures to incct the needs, and
for providers, be they public or private as to whether they can afford to deliver said services for the amount

reimbursed. _ _ o
*Data from the Slate MIA, 1LC. UAP, counties, or other points of entry or service delivery



Communities9 are frequently the entry points into the State’s system as well as the point of
service delivery, therefore, communities must make entry' points and available services and
supports known. Because communities are the front line of entry and service delivery, it is
essential that they participate in collaborative efforts to build State systems of coordinated
services and supports. This inHudcs documenting the efficacy of accessibility, availability,
appropriateness, acceptability, and affordability of services and supports and the degree to which
individuals with TBI1 and their families participate at all levels of decision making. Communities
must examine the resources available and establish goals to increase their capacity for assisting
individuals with integrating into the mainstream of community life. Additionally, communities
must collect data on the six key indicators in ways that allow for a common measurement across

communities.

Employers and Educators need to evaluate and improve their existing systems and to document
their efforts in building environments for individuals with TBI and their families as individuals
enter or return to work or school post TBI. Employment and educational settings arc frequently
the front line of community re-entry, therefore it is essential to coordinate needed services and
supports and to document costs as well as cost benefits when individuals successfully return to

work or school.

Service Providersl should maximize a Partnership Approach by working to coordinate the
systems of delivery of services and supports. Service providers should document and evaluate
the systems of identification and referral to promote data systems that are linked and
coordinated. This will produce more effective and technologically appropriate methods of
identification of TBI. Data systems need to be responsive to the complex issues o f confidentiality
and privacy while preserving ways to share data. As key stakeholders in the service system, all
providers, including those in acute medical, rehabilitation, community based services, education,
employment, and long-term supports can provide data for policy development that documents
the range, the efficacy, and the coordination of services for individuals with TBI and their

families.

Brain Injury Association of America State Affiliates and other grass roots organizations
plav a key role in promoting self-advocacy and representing the experiences and views of
individuals with TBI and their families. To do so they must share their information and referral
data collection efforts across the country These organizations have data that is not otherwise
available through established systems or registries. The data captures the immediate and life
long needs of individuals with TBIl as well as their satisfaction with the system’s services and

Incorporating the data from these sources into policy decisions will facilitate policy

supports.
BIA's and other grassroots organizations should also

development from a real life perspective
build partnerships with other groups repiescntmg individuals who share similar needs for
services and supports as a way to build a more responsive service delivery system for all people.

Members of National Association of State Head injury Administrators (NASHIA) assist

slate governments in promoting partnerships and in building systems to meet the needs of

individuals with TBI and their families. NASIIIA members must exercise their unique
opportunity of providing information and data that supports coordinated State system of services
and supports and assist in the development of TBI policy as a national body and individually in

member States,

"Communities include taxable frameworks e.g., counties, cities, towns, villages, parishes, boroughs _
includes both private and public; e.g., slate agency service delivery systems, community based providers, medical

and rehabilitative services, schools, managed care



Funding Sourcesll arc vital players in fostering system coordination efforts and funding
appropriate brain injury services and supports that deliver coordinated services and supports. In
doing so. this serves as a source of information regarding insurance coverage, costs, and cost
benefits - the appropriate utilization and types of services provided lo individuals with TBI and
their families. It is critical for funding sources to build linkages with other data systems, address
confidentiality issues, and assure early and accurate diagnosis or identification of TBIl within the
variety of delivery systems and examine cost reimbursement mechanisms. This will provide the
documentation necessary to capture the real costs of TBI and the efficacy of service coordination

that is needed to build accurate funding decisions in states.

State Governments should use the four core componentsl as the baseline for building ana
maintaining coordinated State systems of services and supports for individuals with TBI and
their families. States should also be sensitive and responsive to the needs of individuals with
TBI and their families when addressing policy and funding decisions as well as establishing
measures to address costs, promote cost benefits, establish and oversee standards of care, and to

maintain efficacy and customer satisfaction of the State’s services and supports. Slates have the

uniqgue opportunity of partnering with a variety of agencies, organizations, associations,

individuals, and families all leading to ensure systems that are truly responsive to the needs of

individuals with TBI and their families.

Federal Partners will help in providing the national picture of TBI and providing the data and
information OLl progress being made in establishing coordinated services and supports in every

This ongoing process of measuring the state's success in achieving their outcomes win
It must be coordinated al

state.
narrow the gap between the vision of coordinated systems and reality,

the national level

F\ Al t A »ION

In a Coordinated System in which health care and long-term services and supports are to be
provided for individuals with TBI and their families, the staled “Promising Practices" for service
coordination builds upon the experiences and successes o f the State grantees in the TBI Program.
By doing so it will assure that programs and policies are established to guarantee that;

e All individuals with disabilities resulting from TBI and their families have access to
relevant information, quality health care, protection and advocacy, and services and
supports to meet lifelong needs emanating from the effects of TBI.

e Services are coordinated.
« Providers are adequately trained.
 Individuals with FBI and their families actively participate in how services are chosen

and provided.

¢ Individuals with TBI are prepared lo function in the community and to lead
productive lives.

< Financing issues are equitably addressed.

a Includes public and private insurance, state service delivery' systems (imded by Medicaid option dollars, waivers,

state general revenue, trusts, %:gency bud ets
1 State TBI Adwsory Board/Council. Lead Agency. Current Needs and Resource Assessment, and State TBI

Action I'lan



These changes musl occur in ways that will provide optimal outcomes for individuals with TBI

and their families. As the next step in the implementation of these “Promising Practices”, six
national outcomes have been selected by the TBlI TAC Service Coordination Work Group as
critical to guide efforts within States to supporting a coordinated system Ol services and supports,

Core Outcomes to be achieved:

All individuals with TBI and their families will:

1 Have the TBI diagnosed or identified in a timely and expeditious manner, with

appropriate documentation.

2. Be able to access services through easily identified points of entry that are user

friendly.

3. Receive coordinated ongoing services and supports within their community of choice.

4. Have services and supports that arc carefully planned, culturally sensitive, cognitively
and lifc-stage appropriate, and necessary for making successful transitions to school,
work, and independence as needed throughout the individual’s life.

5. Partner in dt\ sion making at all levels, and express satisfaction with the services

required to achieve the planned outcomes.

6. Have a, piate private and/or public funding (including insurance) <>pay for the

services they need.

C().N( I.L SION

establish State systems of coordinated services and

Through collaborative action, wc will
We will be

supports that meet the long-term needs of individuals with TBI and their families.
able to communicate the value in developing such systems as wc will be focusing our activities
on Accessible, Available, Appropriate, Acceptable, and Affordable services and supports while

maximizing cost effectiveness and long-term benefits.



9:00 a.m.

9:15 a.m.

10:15 a.m.
10:30 a.m.

12:00 p.m.

1:00 p.m.

2:00 p.m.

Alaska Native Health Board
MEGA Meeting

Tuesday, February 12, 2008
Centennial Hall ~Juneau, Alaska

DRAFT AGENDA

Welcom_e
Invocation
Introductions

Agency Updates

-Alaska Area Native Health Service Dr. Ken Glifort, Acting Director
-Alaska Dept, of Health and Social Services Karleen Jackson. Commissioner
-Alaska Native Health Board Andrew Jimmie, Chairman
-Alaska Native Tribal Health Consortium Paul Sherry, CEO

Bek

Alaska Tribal Medicaid Reform initiative

Introductory Remarks: Senator Lyman Hoffman
Senator Donald Olson

Panel Discussion: Jerry Fuller. DHSS Medicaid Director
Deb Erickson, ANTHC TMR1 Project Manager
Valerie Davidson, ANTHC LAIlA
Paul Hansen, Maniilag (Long Term Care) (invited)
Victor Joseph, TCC (Behavioral Health) (invited)
Frank Sutton, Medicaid Task Force Chair

Lunch (on your ow n)

Alaska e-llealth Initiative: Electronic Health Records/Ilealtli Information
Exchange

Panel Discussion: Paul Sherry. ANTHC CEO
Rebecca Madison. Project Manager
Dr. Jay Butler. DHSS Chief'Medical Officer

Bill Strcur. DHSS, MMIS Project

Recommendations of the Governor's Health Care Strategies Council

Panel Discussion: Don Kashevaroff, Council member (telephonic)
Karleen Jackson, DHSS Commissioner

Representative Peggy Wilson (invited)



2:30 p.m. 2008 Alaska Slate Legislature: Health-related Bills under Consideration

Panel Discussion: Pat Jackson, State Liaison
Sherry Hil!, DHSS
Alaska Legislators

3:30 p.m. Adjournment

4:00 p.m. ATHS Presentation to Bush Caucus (Capitol Building)
- Introduction to the ATHS
- ANHB State Priorities
1 Medicaid
2. Electronic Health Record
3. Behavioral Health Grants
4. Other Priorities
5. Village Safe Water

5:30 - 8:00 p.m. Reception: In Honor of Paul Sherry, ANTHC CEO
Home of Myra M. Munson
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EXECUTIVE SUMMARY

One of the key motivations for me to enter the pf’ 'ical arena in 1998 was my
belief that parental rights were being ignored in the chile protection world. | strongly
believe that our children do not belong to the government. Since 1came to the legislature
in January of 1999, | have slowly and deliberately moved forward on parental rights
reform with the firm belief that government should work at preserving families and

keeping children with family members as a preference over placement with strangers.

In March of 1998, as an Alaskan citizen, 1sat in the Fairbanks LIO for three days
waiting to testify against House Bill 375, an omnibus bill embracing federal guidelines
for child protection and government intervention of child custody. The bill, which passed
with only two dissenting votes, implemented a standard of preponderance of evidence for

state intervention into a family’s life.

Since the passage of HB 375, 1 and other legislators have dealt with parents
finding themselves involved with the Division of Family and Youth Services (DFYS).

Ten years ago reuniting children with their parents once they had been removed from the

home was virtually an impossible task. Regional offices of DFYS received little

supervision by the statewide director and front line workers were making policy calls that

left permanent scars on Alaskan families.

Many legislators have spent the last ten years undoing some of the unintended
consequences of HB 375. To better understand the changes made in the child protection
laws in the last decade, later in this report we will summarize legislation introduced by

legislators and the governor in the last ten years.

In 2003, the Murkowski Administration, under the direction of Commissioner of
Joel Gilbertson of Health and Social Services, restructured the department. DFYS was
renamed as Office of Children’s Services (OCS) and the office was elevated to a deputy
commissioner level. With the new name and Marcia Kennai being appointed deputy
commissioner, family preservation was injected into the philosophy of the department.

However, the division still had problems and high profile cases from the Anchorage area

were catching the attention o f the news media.

During the 18 months Marcia Kennai ran OCS. she submitted to the federal
government and implemented a Program Improvement Plan (PIP) as a response to a 2002

The PIP put measurements in place to improve the child protection system.
the

federal audit.
Also under Kennai's direction a new child protection data management system,

Online Resources for the Children of Alaska (ORCA, was put into place. While it took
several years to perfect the system, data is now easily retrieved and updated with the

ORCA system.



Gilbertson appointed Tammy Sandoval
as the new deputy commissioner for
OCS. Tammy came to OCS in early
2004 with 20 years of extensive social
work experience.  Before coming to
Alaska, Tammy worked for the National
Resource  Center on  Maltreatment
assisting child welfare agencies across
the nation with child protection planning
and programming. Before being
appointed deputy commissioner Sandov .
served as the OCS Systems Reform

Joel Gilbertson and legislators discuss HB 53 with press. Adm InIS'[I’a'[OT

In early 2005, Joel Gilbertson and Tammy Sandoval attended a meeting |
arranged with other legislators who had legislation introduced addressing concerns with
OCS and legislators who /ere anticipating introducing legislation. The end result of th,,
meeting was the decision that House Bill 53, a bill I introduced in the House making
statutory changed to OCS, would be the vehicle for an omnibus bill including reform
provisijns from bills filed by Governor Murkowski and Representatives Rokeberg,
Neuman, Harris, Chenault, and McGuire. Tammy Sandoval attended every committee
hearing and openly engaged in the discussion of child protection reform to promote
family preservation and opening child protection proceedings to transparency.

In 2006, Sandoval contracted with an outside consultant, ACTION for Child
Protection, Inc., to study and evaluate internal operations of OCS. The consultant
evaluated the operations of the OCS within four functions: organizational structure,
community relationships, effectiveness of policy and procedures, and training curriculum.
Recommended changes included competing the implementation of the new child
protection information management system (ORCA), training staff in and implementing a
new safety assessment model for child abuse investigations, and successfully completing

a (PIP) with federal partners.

When gauging OCS’s performance and improvements, wc have to consider the
statistics available, however, one way for a legislator to grade the bureaucracy is the
number of constituent complaints our office receives about a state agency. My office has
been fielding complaints from all over the state about OCS for ten years now.

| can honestly say when HB 53 passed out our workload increased because of
increased awareness by grandparents and relatives of their rights. The first year of
implementation uas hampered by a lack of knowledge of the new laws by courts and
attorneys at Department of Law. One judge in Kenai continued to keep court
proceedings closed months after HB 53 was enacted. Now constituent complaints are
almost non-existent, but we still find caseworkers using old rules and procedures.



Areas of concern | continue to have are worker recruitment and retention,
supervisor training, foster care training, modifying the Interstate Child Placement
Compact without waiving sovereignty, replacing federal dollars funding Child Advocacy
Centers, increasing public awareness of the grievance process, and strengthening an

atmosphere within OCS for family preservation.

In this report, we will give a brief history of the reform to child protection over
the past ten years, discuss increases in funding during the last three years to help OCS
implement some of the changes the legislature has made. We will also make some broad
comments on improvements to the system where attention is still needed.



SUPERVISOR TRAINING

W hile the legislature has provided over SI million for training of front line
workers in the past three years, there is still a need to provide training for supervisors to
the front line workers. The quality of supervisory staff is a key element to properly
teaching family preservation policies to the support staff.

MODIFYING THE INTERSTATE CHILD PLACEMENT COMPACT

Last year, we introduced HB 50 as a mechanism to weigh in on the amendment of

the Interstate Child Placement Compact. Everyone agrees the existing compact
doesn’t work. However, sixteen states have expressed concerns about the power of the
Interstate Commission being given the authority to promulgate rules and regulations that

would supersede state law.

The areas of the compact that are being questioned are as follows:

L Article VI (B) - a state has N0 due Pprocess when it disagrees with the
placement authority o fthe Interstate Commission.

2. Article [IX (A), (C), & (D) - allows the Interstate Commission to
promulgate, interpret, and enforce rules that supersede “state law, rules or

regulation” .

3. Article XI (A), (D), & (H) Gives the Interstate Commission authority to
promulgate rules that have the “force and effect of statutory law and shall
superseded any state law, rule or regulation to the extent of any conflict”. If
adopted by a state, this provision relinquishes the sovereignty o f state law.

4. Article XII (A)(Z) - Gives the compact sovereignty o\er the states adopting

the compact.

5. Article XII (C)(C) Gives the Interstate Commission authority to bring
legal action against any state adoptr g the compact.

6. Article XIIl (B) Gives the Interstate Commission authority to assess fees
on states and allows the commission to promulgate rules to bind the states to the
fees. The Alaska State Legislature has appropriation powers and this clause

would, in effect, waive that authority.

It should be noted that the Attorney General's Office has advised OCS Director Tammy
Sandoval and Heath & Social Services Commissioner Ka ‘cen Jackson not to agree to the

Compact in its current form.



On On February 13lh, Marcia Pickering from OCS sent us the final draft of the
compact We are now reviewing the draft to see how the language has been altered to

address our concerns about a compact between states superseding state law.

CHILD ADVOCACY CENTERS (CACs)

As mentioned earlier in this repoit, OCS and law enforcement agencies are now
law to use CACs in Alaska when available.1 Most professionals

required by state
the sake of the children to be

recognize the advantages to using the centers for
interviewed and for the sake of preserving important evidence in child abuse cases.
W hile no firm numbers are available, tne consensus is the centers do save the state

money. One large factor in savings for prosecutors is evidence obtained through an

interview at a CAC
bargain. Senator Stevens has been providing funding for the CACs for the last five years

through the Office of Juvenile Justice, but there will be no federal funding for the centers
There is S1, 123,500 in

is more likely to cause someone charged with the crime to plea

in FY’09. The department is asking for S2,423,500 in funding.
federal dollars remaining to use in next years funding, which leaves a $1,300,000 gap for

funding with general fund money.

Alaska Children’s Alliance recently published the following charts showing the
benefits of utilizing Child Advocacy Centers.

CAC Research - Crin.es Against

1,000 cases of CSA studied at four CACs and four communities
without CACs showed:

More coordination of interviews at CACs - more police
involvement in cases

o Children at CAC less fearful *hen interviewed

« Higher satisfaction among parents lcaregivers when CAC
used

o More referrals for mental health services through CACs

*» More forensic medical exams when CAC used

" Sec pages 8-9.



Cost Benefit Analysis

Analysis done by the National Children’s

Advocacy Center

Use of CACs showed acostsavings of 36%, or $1,047 per case.

+ Withouta CAC: $3,949

« With a CAC: $2,902

Community

Anchorage

W asilla
Fairbanks
Juneau

Bethel
Dillingham
Nome
Kotzebue

Kenai Peninsula

TOTALS

COST SAVINGS

FY 07 - FY 07 Cost Total TOTAL
Children Savings Children SAVINGS
Seen Seen Since
CAC Open "
722 $ 755,934 6,373 $ 6,672,531
152 s 159,144 1,167 S 1.221,849
139 s 145,533 521 S 545,487
100 s 104,700 772 s 808,284
140 s 146,580 674 $ 705,678
38 s 39,786 115 $ 120,405
21 $ 21,987 130 $ 136,110
28 s 29,316 47 $ 49,209
12 s 38.739 37 $_ 38.739
1,377 $1,441,719 9.836 $10,298,292



GRIEVANCE PROCESS

Parents are still intimidated about filing grievances and continue to tell us they
avoid filing a grievance because they are afraid of retaliation and making their chances of
regaining custody of their children. OCS needs to educate parents on the grievance
process and let them know there are legitimate reasons to file a grievance. The main
reason for filing a grievance is to elevate the case to a higher level of decision -meaning
when a parent believes a caseworker is making decisions which should be made at a

higher supervisory level.

STRENGTHENING FAMILY PRESERVATION PROGRAMS

OCS should get high marks for starting from the first contact with a family to
look at what has to be done to keep the child or the children in the home with the parents.
While there are still differences of style in management by regions of Alaska, overall
there is improvement in efforts to keep families united. Reductions in federal dollars for

family preservation programs will continue to be a challenge for OCS.

The University Lake Multi-Disciplinary Center deserves mention as an
improvement in family services for families where sexual or physical abuse has occurred.
The consolidation of all the stakeholder in a CINA case will reduce trauma for the
family, improve delivery of services to e family, and make it less likely that a family
falls through the cracks while working with OCS.



TEN-YEAR HISTORY OF LEGISLATIVE REFORM OF OCS
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HB 34 - REPORTING CRIMES AGAINST CHILDREN - Dyson

This legislation made it a class A misdemeanor for an adult to fail to come to the
Representative Dyson

aid of a child or fail to report a violent crime against a child.
A seven-year old

introduced the legislation because of a case that occurred in Nevada.
child was molested and murdered in a casino restroom and a witness to the incident did
not come to the aid ofthe child and, in fact, gave the murderer aride back to California.

HB 256 & 269- RECORDING INTERVIEWS WITH CHILDREN - Coghill &
Therriault

On January 10, 2000, HB 256 was introduced and required all official interviews
with children who are alleged to have been abused or neglected to be videotaped.
Because the Knowles Administration said the fiscal notes for the bill would be
Fiscal notes in past legislation have been

prohibitive, the bill never received a hearing.
They have not taken into account new

based on outdated videotaping methods.
technology for videotaping, nor have they taken into consideration the savings to be

realized by the State of Alaska. Representative Coghill argues mandatory videotaping
would reduce numbers of interviews, reduce determinations of CINA cases, reduce costs
for foster care and medical expenses, and reduce workloads for the attorney general's,
public defender’s, and Office of Public Advocacy’s offices.

Reasons for mandatory videotaping:

e Reduces trauma to the child because the videotaped interview can be used in
place of multiple interviews by social workers, school officials, guardian ad

litems, attorney general’s office and the public defender’s office.

The videotape will contain information that the judge can review at the 48-hour-
hearing to determine if the child is in need of aid without subjecting the child to

L]
yet one more interview.

Videotaping increases the quality ofthe interview because the interviewer knows
his or her method o finterviewing the child will be scrutinized by all parties

«

The Courts and the Attorney Generals working on CINA cases also saw several

advantages to mandatory videotaping in CINA cases and believed such a requirement would

benefit all parties in a CINA case, especially the victim.

Their reasons for wanting mandatory videotaping were numerous but the pluses echoed

by all were the following:

11



e Once achild has been interviewed on videotape, it is harder for he or she to recant
what was said. It is also easier for the court to determine if the child was

manipulated into answering questions a certain way.

« Prosecutors claim a person accused of child abuse is more likely to confess if he

or she views avideotaped interview.
« Expert witnessescan review the videotape and give testimony on their findings.

« Videotapes often refresh the victim’s memory which may fade with time in cases
where months or years pass before a case is tried.

Then Representative Gene Therriault also introduced a mandatory videotaping
bill, HB 269, which received a hearing but was held in committee. Therriault’s bill called
for a pilot program in Fairbanks to see how mandatory videotaping would work.
Representative Coghill kept the discussion and debate alive until the concept was passed

in HB 53 in 2005.

HB 259 - PI BLIC I)El ENDER CHILDREN'S PROCEEDINGS - Coghill

Previous to his time in the legislature Representative Coghill had worked with
parents who had been entrenched in the process of DFYS removing children from their
custody and found a pattern of helplessness on the part of those parents. When he
introduced HB 259 in February of 2000, Representative Coghill proposed providing legal
counsel to parerts immediately when their child was placed in physical custody of the
State and the parents were awaiting the 48-hour hearing at which the court determines
whether probable cause exists to deem the child a "Child In Need of Assistance” (CINA".

Representative Coghill argued "when a child is removed from the family home,
the effects can be traumatic: so much so that the parents are unaware of what has just
happened, why it has happened, and what should be done next. The common situation is
that the parents are distraught because their child has been removed by the state and feel
intimidated by the judicial process for CINA determinations. They don’t even know they

can ask the judge for a continuance to seek legal advice."

The argument was made that this legislation will result in added expenses to the
State, but Representative Coghill countered this legislation would actually reduce the cost
of CINA cases in Alaska. He said that by providing all the information in a professional
manner at the first hearing of determination, the number of children in state custody for
90 days to six months then returned to their family would be reduced. This meant a
reduction in foster care, caseworker, and health care costs, as well as, long-term public
defender, guardian ad litem, and AG expenses. Both Office of Public Advocacy (OPA)
and the Public Defender submitted zero fiscal notes for the bill



HB 259 amended the law that a person did not qualify for assistance from the
public defender's office until indigence is determined. Parents were going to court not
knowing their rights or the process because they can not find legal assistance in time for
the 48-hour hearing. HB 259 as enacted allows any parent or guardian to get legal
assistance from the Public Defender’s office for thne 48-hour CINA hearing regardless of

whether or not they are indigent.

HB 288 CHILDREN WITNESSING DOMESTIC VIOLENCE - Kott

This bill expanded the list of aggravating factors in mitigating the severity o f the
domestic violence crime and determining the sentence for the crime of domestic violence
to protect the special vulnerability of children. Committing domestic violence in the
presence o fachild became a major factor in determining the severity o f the crime and the

resulting sentence.

HB 321 & SB 224 - CONFIDENTIALITY OF CINA HEARINGS & RECORDS -

Governor

This bill was the first attempt by Department of Law' to open CINA proceedings
to the public under certain circumstances. The bill was the product of a special task force
appointed by then Governor Tony Knowles to address concerns about accountability on
the part of DFYS during a period oftime when DFYS uras receiving mass criticism about
how they operated. The task force made three recommendations:

"(I) Court Proceedings. With limited exceptions, all proceedings involving child
protection matters should be open. The exceptions are the initial proceeding should
be closed, the subsequent proceeding would be closed if a party has not had the
opportunity to obtain legal counsel, or a court could choose to close all or a part ofa
proceedingsofar as necessary to protect the interest o fthe child. The court would be
required to make a specificfinding before the proceeding would be closed to avoid the
situation of it becoming a blanket order in certain courts, that regardless of the
statute, the matter would be closed.

(2) Court Records. Those records are today closed. Tor cases that would be prosecuted
or pm sued after the enactment of the statute, certain ofthose records would be made
public, but others would remain dosed. In essence there would be a confidential
record in the court system as well as the public record. A member ofthe public or
press would be able to see what the basic procedure is and what the basic controversy
is. but such records as psychological reports would be kept confidential. Children
will be better protected in an open atmosphere ratheshan a closed one.

13



(3) Agency Records. These records would continue to be closed; however, it would not
preclude the publication ofsummaries ofreports ofharm. Ifthepublic wished to view
how the state is doing itsjob, it would be pointed to the public court proceedings and
to the records ofthe court system. ”

HB 321 narrowed down the task forces’ recommendations and the bill opened

records under three circumstances:
1. when there is a child fatality or near fatality-;

2. for afair comment proceeding when parents speak publicly about the case;

3. when there is a companion criminal case.

Representative Dyson thought the bill would require more deliberation than one

session could provide, and the bill was not moved out of House HESS.

HB 328 - REPORTS RELATED TO CHILD IN NEED OF AID - ( oghill

Also in 2000, Representative Coghill introduced his first attempt to establish
accountability on the part of DFYS. This legislation made a state employee civilly liable
to parents who are victims of false allegation for damages for defamation. The
legislation also made a state employee convicted of inappropriately disclosing
confidential CINA files guilty of a class B misdemeanor. The bill never received a
hearing but opened up a six year debate over duties and standard of care by the state to

both the children and the parents.

HB .389 - EDUCATIONAL NEGLECT FOR CINA PROCEEDINGS - Brice

This legislation would have made a child under 16 years of age whose parents

knowingly violated the compulsory attendance statute a child in need o f aid.

HB 409 - GRANDPARENTS’ RIGHTS REGARDING CIN A - Dyson

This bill had provisions that would require the grandparents to be notified of all
proceedings that could lead to the termination o f parental rights. This was the first bill to
recognize that CINA proceedings need to recognize a CINA case involves the entire
family, not just the parents. The bill was reintroduced by Dyson in 2001 and was passed

into law that year.

? Federal law already requires disclosure when there is a .hild fatality or near fatality.
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HB 413 - INTENSIV E FAMILY PRESERVATION SERVICES - Cissna

This bill was Representative Cissna’s first attempt to create an intensive intervention just
before the removal of children from their parents into state custody. The proposal was
based on a model, called Homebuilders, which has been  successfully used by
Washington State since 1974. In 2000, 30 other states had implemented the intensive
family preservation model. Representative Cissna said the program is successful because,
even though the family may have received similar services prior to the imminent removal
of their children, the family is truly in crisis. At thisjuncture, families are searching for
away to safely keep their children at home. The bill laid out the program and steps that
would be necessary to implement the proposal. Representative Cissna reintroduced the
bill in 2001, but the bill failed to pass.

Since reorganization of DFYS to OCS in 2003 and with the appointment of Tammy
Sandoval as head of OCS, intensive family preservation is a recognized practice.



22nd Legislature 2001 - 2002

FAMILY RIGHTS LEGISLATION 2001 - 2002

PRIME CURREN1
BILL SHORT TITLE SPONSOR(s) STATUS
INTENSIVE FAMILY
HB 23 PRESERVATION SERVICES CISSNA (H) HES
EDUCATIONAL NEGLECT FOR
CINA PROCEEDINGS HAYES (HHES
_GRANDPARENTS' RIGHTS OYSON CHAPTER 43
mmi REGARDING CINA SLA 01
_ CHILDREN IN NEED OF AID:
SERVICES & LIAB, COGHILL (S)RLS
.. TERMINATION OF PARENTAL
i COGHILL (H) HES
VISITATION COST WHEN PARENT
(IB 280 MOVES DYSON (I1) HES
NONCASH CONTIRBUTIONS FOR
CHILD SUPPORT COGHILL (H) HES
HB 309 INTERSTATE PLACEMENTOF  CHENAULT (H)HES
CHILDREN
CINA AND FOSTER CARE
o INAAND FOS CHENAULT (H)HES
i CHILD AND FAMILY CHENAULT (H) HES

OMBUDSMAN



HB 23 - INTENSIVE FAMILY PRESERV ATION - Cissna

Representative Cissna reintroduced this bill to recognize that DFYS should first
attempt to preserve the family before removing a child or children from the family.
Language from this bill was added to HB 252, which died in Senate Rules the last day of

session in 2002.

MB 25- EDUCATIONAL NEGLECT FOR CINA PROCEEDINGS - Hayes

This legislation would have made a child under 16 years oi age whose parents
knowingly violated the compulsory attendance statute a child in need of aid.

HB 164 - GRANDPARENTS RIGHTS REGARDING CINA - Dyson

This bill passed in 2001 and enacted provisions that require the grandparents to be
notified of all proceedings that could lead to the termination of parental rights. This was
the first bill to recognize that CINA proceedings need to recognize a CINA case involves

the entire family, not just the parents.

1B 252 - CHILD IN NEED OF AID: SERV ICES AND LIABILITY-Coghill

This bill created a duty and standard of care for OCS caseworkers. It died in
Senate Rules on the last day of the second session. While the bill ran out of time in the
22U Legislature, the committee process brought the issue of duty and standard of care to
a new level of awareness both on the part of legislators and people working for DFYS.

HB 261 - TERMINATION OF PARENTAL RIGHTS - Coghill

This legislation would have raised the standard for termination of parental rights
to beyond a reasonable doubt from the existing standard of a preponderance of evidence.
Such a change would have put all parents on an equal playing field and “beyond a
reasonable doubt” is the standard for parents governed by the Indian Child Welfare Act.
While the bill didn’t pass, the discussion continued about how to draw a brighter line for
civil actions based on accusations of wrongdoings that would be, if criminal charges were

filed, judged at a higher standard.
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HB 280 - VISITATION COST WHEN PARENT MOVES - Dyson

When the parent with primary physical custody of a child moves away from the
other parent with joint legal custody o f the child, visitation can be made difficult because
of the travel expenses created for the other parent. This legislation would have allowed
the court to issue a separate order for the parent with primary physical custody to pay
travel expenses for the child to relocate for visitation if the move was fifty mile or more

from the other parent.

[1B 301 - NONCASH CONTRIBUTIONS FOR CHILD SUPPORT - Coghill

This legislation recognized the dignity of self-sacrifice in a parent providing for
children even when cash is not available as there are other means o f support outside cash
payments. |If a person can provide firewood, fish, labor or game meat that is significant
support for family needs, this should be recognized as real child support.

11IB 309 INTERSTATE PLACEMENT OF CHILDREN - Chcnault

This bill would have required original copies of court orders and custody orders to
accompany a child being moved from one state to another under the Interstate Compact
for Placement of Children (ICPC). It also imposed sentences and penalties for people
who violate the ICPC with each day being a separate violation. An example given during
testimony in committee on the bill was a child who was out of the state for 10 days in
violation of ICPC. flie parent who violated the law could have been sentenced to 1,800
days in jail and fined up to S10,000. The bill also required all ICPC agreements to be

copied to the court file on the case.

HB 309 had two hearings in House HESS Committee but was not moved out of

committee.

IIB 465 - CINA AND FOSTER CARE AMENDMENTS - Chen lull

This legislation required notice to grandparents of CINA proceedings including
the possibility of termination of parental rights. It also prevented the State from using
state or federal funds for medical treatment ol' a child in state custody the child is noi
otherwise eligible for such coverage from Indian Health Service or Medicaid. It also
more clearly defined advance notice for proceedings to mean 10 days and made the
disclosure of confidential information by a state employee in a CINA case a
misdemeanor criminal offense. Lastly, the bill required to department to remove a child
from a foster home and make placement with a relative if a relative is located. Many
provisions o f this bill were eventually enacted with HB 53.



HB 469 - CHILD AND FAMILY OMBUDSMAN - Chenault
This bill established a new office called the Office of the Child and Family

Ombudsman within the legislative branch of state government to investigate complaints
filed by children and families about OCS. The bill did not pass.
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23rd Legislature 2003 - 2004

PRIME CURRENT
BILL SHORT TITLE SPONSOR(s) STATUS
JURY TRIAL FOR ENDING
HB 176 NONCASH CHILD SUPPORT  COGHILL (H) FIN
INTENSIVE FAMILY
HB 197 PRESERVATION SERVICES ~ CISSNA (H) HES
...... PARENTAL RIGHTS: SUPPORT U , UDIc () HES
ARREARAGES HARRIS
CHILDREN IN NEED OF AID: ,
SERVICES & LIAB. COGHILL (H) HES
e TEMPORARY CHILD CUSTODY , DerK. CHAPTER 117
HRNGS/PLACEMENT GREEN SLA 04

[1B 17 JURY TRIAL FOR ENDING PARENTAL RIGHTS - Coghill

Termination of Parental Rights proposed allowing parents the right to ajury trhl

and a day before their peers. The bill never received a hearing because of the fiscal

impact of providing a jury for termination cases. In 2004, the Court System was

receiving approximately 1.200 new CINA cases and 200 petitions to terminate parental

rights annually.

HB 17>- NONCASH CONTRIBUTIONS FOR CHLD SUPPORT - Coghill

Rep. Coghill reintroduced his non cash child support bill in 2003. He was
contacted by Tanana Chiefs Conference and informed they were going to implement a
policy for noncash contributions with their enforcement of child support orders. They
said they recognize that a person may be working hard to provide for their children even
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though a ca'h payment is the only thing CSSD recognizes. One of the impediments to
getting this legislation passed was concerns about how to place a value on noncash
contributions and the unintended consequences to placing a value on things accumulated
though subsistence activities.

HB 197 - INTENSIVE FAMILY PRESERVATION-Cissna

Representative Cissna reintroduced this bill in the 23rd legislature. She said she
continues to believe children are being removed from their homes, placed in foster homes
and not getting the services needed to be returned to their family.

HB 231 - TERMINATION OF PARENTAL RIGHTS FOR CHILD SUPPORT
ARREARAGES - Harris

This bill would allow the custodial parent of a child who lives in Alaska to fie an
actior to terminate the parental rights of a noncustodial parent if that parent is not in
“substantial compliance” with the custody order. “Substantial compliance” would mean
no arrearage, an arrearage in an amount not more than twelve times the monthly
obligation, or the court has found the noncustodial parent “making the best efforts.” The

bill did not pass.

HC 316- HILI) IN NEED OF AID: SERVICES AND LIABILITIES - Coghill

This piece of legislation drew huge resistance from the Department of Law. The
bill included construction language that CINA laws “recognize that parents possess
inherent, individual rights to direct and control the education and upbringing of their
children”. The section objected to by DOL was a new section of law, AS 47.10.961,

Duty and standard of care regulation:

The department shall adopt regulations that establish the scope of the duty owed
and the standard of care that must be met by the department's employees with
regard to the children and families being served under this chapter. The
regulations must be consistent in all relevant respects with the code ofprofessional
ethics and the standards o fpractice for social work adopted by the Hoard o fSocial
Work Examiners under AS 08.95. "

It was during the debate between Representative Coghill and the Department of
Law on this legislation that he began to advocate for more training for social workers and
more accountability for their actions.



SB 288- TEMPORARY CHILD CUSTODY HEARINGS & PLACEMENT -
Green

This bill was a housekeeping measure to capture more federal dollars to care for
children placed in state custody. Current state law provides that the courts determine
within 48 hours ofremoving achild whether or not it is "contrary to the welfare of
the child to remain in the home of the parent.” Varying language is used to express
this, but if the judge does not say it is "contrary to the welfare of the child” the child
would not be eligible for Title IV-E funding for the duration of the child's life in the
system. Because the language is so critical, Senator Green decided to put in statute that it
Is "contrary to the welfare of the child to remain in the home of the parent." It is
estimated that the State lost 5500,000 in federal receipts in FY ’05 because judges failed
to use the correct terminology in their court orders. In 2004, when Green introduced the
bill about 5% of the statewide cases under review did not use that language in the initial
hearing and did not receive the funding. About 26% of cases in Anchorage did not
qualify, even though the judges had received training. The bill passed and was enacted.
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24th Legislature 2005 - 2006

BILL SHORT TITLE SPONSOR(s) STATUS DATE
11B 17 CINA; ADOPTION; FOSTER CARE  ROKEBERG, GATTO (H) HES 01/10/05
os QUEBUNERG o ST o
wo QTN REEET we o
cn@REY MBEET me o
o AR by ones BRERETT s oo
1B 346 CHILD ABUSE INVESTIGATIONS =~ NEUMAN. LYNN (H)JuD 04/06/06
OGNS ey TR SO o
ox PR RUEET 0w ow
w9 B oo oe OIS ons o
ou RTINS MUEET om o
om SUIRFONONSE TS o o
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The Twenty-Fourth Legislature was focused on OCS issues. A high profile case
in the Mat-Su Valley put OCS on the front page of nearly every newspaper in the State
and the legislature and the public were asking hard questions. While OCS wanted to tell
their side of the story, Department of Law advised them that they couldn’t disclose
confidential information; therefore, the criticism of OCS went unanswered.

The Murkowski Administration had reorganized the Department of Health &
Social Services, changed DFYS to OCS, elevated the director of OCS to a deputy
commissioner position, and filed four pieces of legislation in the House and the Senate
that would make changes to the way OCS did business. Representative Coghill was just
one of several legislators. Representatives Rokcberg, Neuman. Lynn, Chenault, Harris,
and McGuire, who introduced bills addressing concerns with OCS in 2005.

Representative Coghill organized a meeting with all the legislators working on
legislation and the governor’s office to discuss an omnibus bill that would address
everyone’'s concerns without creating chaos in the system.. It was decided that HB 53
would be the bill used as the vehicle for an omnibus bill to make amendments to AS
47.10 CINA laws. The bill which included 67 sections of amendments to the CINA laws

became know as the Family Rights Act.

Governor Murkowski’s part of the legislation focused on confidentiality in child
protection cases. This legislation improved transparency in the child protection system by
allowing the Department of Health and Social Services Office of Children’s Services to
share information with the public about department actions in certain child abuse and

neglect cases.

As aresult of passage of HB 53, two key areas hanged in the child protection

confidentiality statutes:

e CINA court hearings would be open to the public except in certain
circumstances. Before HB 53, these hearings were closed to the public.

¢« OCS would be able to publicly respond to inquiries surrounding child abuse
and neglect cases, disclosing agency actions in CINA proceedings under three

circumstances, if:

. a parent has discussed their OCS case with the media,

e an alleged perpetrator has been charged with a crime relating to the
abuse or neglect ofa child under their care, or

e areport of harm has resulted in the fatality or near fatality ofa child.
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Other changes House Bill 53 made in CINA law include:

CREATES ADUTY AND STANDARD OK CARE

The bill eliminated from the law language that implies there is no duty and
standard of care for social workers making decisions for children in state custody.
Representative Coghill believed the Alaska Supreme Court’s ruling in Karen L. v Alaska
DFYS, 953 P.2d 871 (Alaska 1998) did create a duty to children in state custody and
believed there is a civil liability for wrongdoing. He introduced his first bill to
accomplish this in 1999. (Sec. 29) Coghill

In an effort to establish a duty and standard of care. Representative Coghill said
“to protect vulnerable children the government requires parents to raise their children by
certain standards, and | believe government should be held to those high standards when
they take children into their custody. Dealing with the Office of Children’s Services
should have good due process and should be transparent so that everyone involved knows

what the rules are and what is required ofthem.”

ST "CNGTHENS FAMILIES

HB 53 also strengthens the rights of adult family members (including
grandparents), especially those who have already been instrumental in raising the child.
Many times when parents run awry of OCS, grandparents or other adult relatives get
placement of the child. |If parental rights are terminated, those raising the child should

have preference for adoption. (Sec. 3) Coghill

Other relatives or family friends should a'so be considered for placement before a
child is placed with a stranger. Other adult family members and grandparents also gain
accessibility to information and hearings in CINA cases through this legislation. (Sec.

10) Governor

It provides for the least restrictive placement in close proximity o f the parents for
reunification purposes. The preference for placement is: (Sec. 33) Coghill

1. an adult family member
2. afamily friend
3. alicensed foster home

4. an institution
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It requires OCS to do everything possible to provide parental and family visitation
for children, and if OCS denies visitation they must provide a reason. The family
members will be informed oftheir right to a hearing if denied. (Sec. 13) Rokeberg

It establishes that poverty is not a reason to deny placement with relatives.

(Sec. 37) Department of Law Amendment

It established that parental rights cannot be terminated solely on the basis that the
parent did not get treatment if the treatment was not available and OCS did not provide

treatment. (Sec. 14) Coghill

The bill encouraged OCS to provide the training for foster parents to become
mentors to encourage family reunification without placing foster homes at risk.
(Sec. 14) Coghill

HB 53 amended the definition of “major medical treatment to include medication

used to treat a diagnosed mental health disorder.” (Sec 15) Governor

MAKE THE PROCESS TRANSPARENT

The bill creates a transparent process by making previously unavailable
confidential information available to certain people and making court proceedings open

to the public. (Sec. 9) Governor

There are sideboards for such proceedings: (Sec. 10)Govemor

1 |Ifachild could be stigmatized or emotionally damaged

2. Ifit would interfere with a criminal investigation

3. If disclosure would violate state or federal law

When a person attends a CINA hearing the court issues an order for
confidentiality outlining what information can be revealed to the public and what the
sidebars are. The Finance Committee strengthened sanctions if a person violates the
court order. Now those persons arc subject to sanctions that include being barred from

any future CINA proceedings regardless ofwho the parties are. (Sec. 10) Governor

A grievance process is established in law and thedepartment is required to

provide to each parent a copy of the grievance procedures. (See. 28) Coghill



An additional safeguard to transparency and due
process is the establishment of a state review
panel that will adopt policies and procedures by
regulation, compile reports, report to the
governor annually, and conduct hearings on
complaints filed against OCS. The panel is
subject to the Open Meetings Act and will have
the ability to meet in executive session. (Sec.

38-44) Coghill

Fred Van Wallinga from Citizens Review

VIDEOTAPING & CHILD ADVOCACY' CENTERS

HB 53 encourages the use of Child Advocacy Centers (CAC) in areas they are
available and requires audio recordings for all other interviews of children believed to be
children in need of aid (CINA). This creates accountability in interviewing and protects
the child from multiple interrogations. It requires mandatory videotaping of suspected

victims o f sexual abuse. (Sec. 49) Coghill

The bill defines Child Advocacy Centers in state statute. The definition is
language agreed upon by the Department of Law, OCS, and the Child Advocacy Centers.

(Sec. 49) Coghill

Established criteria for schools to follow when a child is to be interviewed and
directs OCS to work with law enforcement and schools in establishing procedures for

interviewing. (Sec. 26) Governor

Provides that the videotape of a sexual abuse interview of a minor under the age
of sixteen can be admissible evidence in a criminal case if the witness is available for
cross examination. (Hollis French Amendment on the floor of the Senate)

RESPONSIVE TO THE PI BLIC

It requires OCS to within 20 days respond to a voluntary reporter whether or not

OCS has opened a case. (Sec. 47) Rokeberg

Requires OCS to work with legislative offices and the Ombudsman’s Office when

dealing with constituent cases. (Sec. 20) Rokeberg

Provides that legislative offices can remain a non-party participant of a case even
when the parental rights have been terminated. (Sec. 21) Coghill



In 2006, O0CS came to Representative Coghill to carry House Bill 408 which was a
catch allfor some final tweaks toAS 47.10.

In an effort to ensure that more parents are receiving family support services,
OCS must now provide to the court "clear and convincing evidence” that the parent

should not receive those services.

1. Parent has subjected child to substantial risk through abandonment, sexual

abuse, torture, chronic physical or mental injury;
2. Committed, abetted, attempted, conspired or solicited homicide
3. Felony assault that results in injury ofa child;
4. Failed to comply with acourt order in atwelve month period

HB 408 raised the bar from preponderance of evidence to “clear and convincing
evidence” to terminate parental rights. This was retroactively applied to CINA cases
pending before the court, on appeal, and for which the time of appeal has not expired on

the day the bill became law.

Language from Representative Chenault’'s HB 327 was added to HB 408. It
requires departments to respond to inquiries from public officials within five working

lays.

A Coghill amendment clarified that once one of the three triggers for OCS to
publicly discuss a ROM. OCS has the flexibility to disclose confidential information on
all reports ofharm in the family’s history with OCS.

The bill preserves Permanent Fund Dividends applied for and placed in a trust by
OCS for children in slate custody. The PFD's remain in the trust until the child turns 18,
the child is returned to biological parents or the child is adopted. The only other way the
money can be released is if a court determines a guar’:an has a legitimate use of the
funds. This law was changed as aresult of a guardian in Representative Coghill’s district
getting several years of PFD's for two children and the placement did not work out.

Finally, the bill requires health care providers to report children they suspect are
adversely affected by a controlled substance or alcohol and clarifies controlled substance

does not include prescribed medication.
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25th Legislature 2007 - 2008

Letting the administration get its hands around the family rights reforms of 2005
and 2006, the legislature took a hiatus from Title 47.10 in 2007. Legislators did work on
funding for increased rumbers of frontline workers, more training funds, and getting
ORCA to the stage of benefit for everyone.

This year Representative Coghill will be introducing a piece of legislation for

OCS. The legislation transfers from the commissioner to the department the authority to
adopt regulations tc determine the amount and duration of subsidy payments for hard-to-
place children. The bill also provides to OCS the same ability to get support changes
orders as parents by adding administrative orders as an option to going to court for a
change of order. Lastly, the bill clarifies that iTa state employee of public officials
Adiscloses confidential or privileged information provided to them under AS 47.10.092
| that person could be found guilty of a misdemeanor, could be fined $500 and could servei

[ not more than one year of imprisonment. /



FUNDING INFORMATION FROM

FY ‘06 BUDGET INCREMENTS FOR INCREASES:

Frontline workers increase GGU
Training for front line staff
ORCA maintenance & help desk support
Bargaining Unit Contracts
3 new PCNs
Retirement Systems Increases
Family Preservation Funding
Front line worker expansion
Subsidized adoptions

TOTAL INCREASES FY'06
Reductions in funding in FY ’06:
Foster care base rate

Foster care special needs

FY

06 -

PRESENT

$ 943,500
$ 409,200
$ 591,900
S 2,080,900
S 177,200
$ 95,600
$ 1,351,000
S 4,613,700
$ 1,978.700
$12,241,700

76,600

460,000
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FY 07 BUDGET INCREMENTS FOR INCREASES:

Bring the Kids Home Expand Behavioral Rehabilitation

Services

Medicaid Behavioral Rehabilitative Services Rate
Increase to fully reimburse providers for Kids in Custody

Medicaid Behavioral Rehabilitative Services Rate

Increase for Non-Custody Kids

Continue FY 06 enhance training capacity for front line

workers

Wage and benefit increases for frontline workers

Wage and benefit increases for children’s services

management

Other wage and benefit increases

Citizen’s Review Panel operating costs

TOTAL FY 07 INCREASES

FY '07 Increases requested OCS but not funded:

ORCA upgrade

BTKH gate keeping committee

Enhanced post adoptive services especially in rural areas
Expand contracts with Catholic Social Services & Fairbanks

Counseling and Adoption
TOTAL
FY '07 Loss of Revenues:

LossofMHTAAR funding for OCS Parental Support Services

$2,500,000

$2,214,000

$ 580,000

$ 409,200

S$2,620,800

S 189,500

S 78,900

$ 35.700

$ 8,628,300

750.000
200.000
230,000

147,300

$ 1,327,300

S 150,000
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FY 08 BUDGET INCREMENTS FOR INCREASES:

Replace federal dollars for front line workers

Replace federal dollars for Children’s Services Management
Replace federal funding for Children’s Services training
Replace federal funding for Family preservation

Replace federal funding for foster care special needs

Replace federal funding for residential child care

Increase Early Childhood Comprehensive System Grants
Increase Behavior Intervention and Supports Early Childhood

TOTAL - FY '08 INCREASES

$ 1,872,600

s
$
$
$
$

652,100
223,600
650,000
341,000
105,500
100,000

80,000

s 4,024,800
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FY *09 BUDGET INCREMENTS FOR INCREASES:

FMAP Increases - GF

Basic Training and Development - $369.1 GF

Implement Front line worker recommendations - $600.0 GF

Replaces federal dollars for Private Proshare Refinancing-Family Preserve:

Transfer of Proshare GF from Health Care Services to OCS

Child Advocacy Centers - replace federal dollars - GF

Foster parent and parent srvcs: recruit, train, support - $75.0 GF/S75 MH

IV-E Federal participation foster care base rate change - GF replace

Increase receipt support services for CSSD collection - RSS

IV-E Foster Care Augmented Rate change - GF replace

Increase child care benefits for CPS - 1/A

IV-E Special Needs Fed participation change - GF replace

Increase legal fees for adoption - GF

IV-E Residential Child Care fed participation chrnge- GF

MH Trust: Behavior Intervention and support-early childhood system

MH Trust: Early Childhood comprehensive grant system grants

MH Trust: Early childhood mental health learning network & coordinato
$ 100.0 GF/MH and $ 100.0 MHTAAR funds

TOT VL. FY*0O9 INCREMENT INCREASES

FY *09 FI NDINC TRANSFERS

Transfer out permanency funding to subsidized adoptions-legal services

FY '08 SUPPLEMENTAL REQUEST:

Foster Care Base Rate due to increased Protective Services Reports
Foster Care Special Needs Funding - 240 additional children

$ 355,600
s 427,000
s 860,900
S 322,400
S 76,900
s 1,488,200
s 150,000
$ 57,100
s 600,000
S 7,700
$ 1,295,100
S 13,700
s 277,500
S 12,200
S 80,000
$ 75,000

200,000

n

$ 6,299,30(1

$ 227,500

S 656,300
$ 622,800
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Al | FGATIONS

NovALY 227 1271 20 151 1 199
NovAT6 Ib 1115

&
R

1938
NovATh 39 974 3l 157 0 1811

A Protective Services Report may contain one or more allegations of child abuse or neglect.
The table above shows the number of allegations in the PS reports counted by the type of
harm alleged. Total PS reports in Nov. 2007 - 892; Nov. 2006 -915; and Nov. 2005 - 823.

ASSESSMENT COMPLETED

* Not i Closed without
Substantiated Substantiated findingo/ Total
0

NovALY 14 227 3 434
NovAib

B3

200 cil 474
NovA5 19 217 27 48

Substantiated: the available facts indicate the child was abused or neglected;

Not substantiated: based on the available facts, OCS is unable to determine if a child was
abused or neglected, or there are no facts lo support the allegation ofchild abuse or neglect;

Closed without rinding: no determination made because, 'or example, the family cannot be
located.

Source of charts:  hitp://hss.stuie.ak.us/ocs/Stutistics/clefault.htni
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CITIZEN’S ADVISORY TASK FORCE ON

CIVICS EDUCATION POLICY
A Task Force established by the Alaska State Legislature

Mary Bristol, Chair
3305 Glenn Don Anchorage, AK 99504
907-333-6725  akbristol@qci.net

Rep. John Harris
Speaker of the House
Alaska State Legislature
State Capitol, Room 208
Juneau, AK 99801-1182

Senator Lyda Green
President of the Senate
Alaska State Legislature
State Capitol, Room 111
Juneau, AK 99801-1162

Dear President Green and Speaker Harris:

I'm pleased to present to you the enclosed Final Report & Recommendations of
the Alaska Legislature’'s Citizen's Advisory Task Force on Civics Education
Policy. As you know, the legislature established the task force last year to
recommend ways to strengthen civic education for youna people in our state, by
reviewing content standards, curricula and professional development strategies.
The task orce was also charged with exploring ways to implement the
recommendations of the Alaska Civic Learning Assessment [ACLA] Project,
which were contained in the 2006 ACLA report, Advancing Civic Learning in
Alaska's Schools. This report represents the culmination of several months of
effort by task force members to identify practical, feasible and cost-effective

steps for achieving these goals.

As a group of diverse educators, elected officials, civic leaders, students, and
members of the legal community, task force members recognize that "(f)ailure to
educate young people about the principles on which our government is founded
poses a serious threat to the institutions they will inherit.” Schools play a vital
role in ensuring that this education takes place. However, schools carry a heavy
burden already and cannot be expected to shoulder responsibility for civic
learning alone. Notably, the task force does not recommend the adoption of
mandatory curricula or testing for civics at this time. Instead, the consensus of
the group is that greater coordination, creativity and support for civic learning at a
statewide level has a better chance of fostering real improvement than more

requirements placed on schools.

Accordingly, our recommendations envision a two-prong approach to fostering
civic education. The first would address civics standards, curricula, professional
development and other factors directly related to schools by creating and funding
a Coordinator for Civic Learning in the Department of Education and Early
Development. The second would address the broader government and
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