Circumstances Leading to Development of Program:

Alaska’s Division of Public Health received funding from the U.S. Centers for Disease Control and Prevention to initiate traumatic brain injury (TBI) surveillance beginning in 1998. This funding began to systematically quantify what had previously been believed anecdotally to be a significant and growing public health problem. 

An Alaskan Chapter of the Brain Injury Association of America (BIAAA) was established and became increasingly known statewide around the same time surveillance was funded. Survivors and family members progressively organized and provided testimony to a variety of statewide planning bodies, administrators, legislators, congressional delegation, and anyone who would listen. 

The Alaska Mental Health Board (AMHB), one of Alaska’s planning bodies, acknowledged some responsibility for people with Organic Brain Syndrome (OBS), inclusive of traumatic brain injury (TBI), as reflected in their planning document, A Shared Vision II: A Strategic Plan for Mental Health Services in Alaska 1999-2003. 

The AMHB called for the following action: 1) there needed to be a cogent plan for the population; 2) a responsible state agency be clearly defined and funded to serve people with OBS; 3) establish a multi-agency steering group to address pooled funding, community based person centered services and wide application of screening tools to enhance identification; 4) support specialized training based in science and best practices; and 5) develop a guide for funding and services. 

The BIAA Alaska Chapter was very successful in conjunction with the AMHB, the Governor’s Council on Disabilities and Special Education, and the Division of Mental Health & Developmental Disabilities, in securing funding from the Alaska Mental Health Trust Authority to pilot community-based neurocognitive rehabilitation, as well as cash match to strengthen a State of Alaska application for federal funding support for TBI from the Health Resources Services Administration (HRSA).   

The aforementioned events led to the State of Alaska, Department of Health & Social Services, Division of Mental Health & Developmental Disabilities, now known as Division of Behavioral Health (DBH), under the project leadership of Leonard Abel, Ph.D., Community Mental Health Services Administrator, to successfully apply for HRSA Planning & Implementation Grants. The Division of Behavioral Health has become Alaska’s lead state agency for TBI.

Alaska learned through the process of conducting a statewide needs and resources assessment that a significant percentage of TBI survivors were/are not reaching their vocational, housing, and social goals due to disabling neurobehavioral sequelae. It is the disabling neurobehavioral sequelae to which Alaska has focused its beginning effort.  

Strategies for Enlisting Support of Top Government Staff/Legislators:

Alaska’s TBI advocates were quite adept in quickly learning who within Alaska state government, including planning bodies: 1) was willing to listen; 2) willing to help; 3) knew state government well enough to help the movement along from within; and 4) had the ability/power to bring about change, however incremental.  

Key Players (agencies, entities, advocates, etc.) involved in development and ongoing operation of the program.

The key players in Alaska’s early conceptualization and development have been identified above. Specifically for recap purposes: TBI Survivors & Family Members; Brain Injury Association of America, Alaska Chapter; Alaska Mental Health Board; Governor’s Council on Special Education and Disabilities; Alaska Mental Health Trust Authority; and the Alaska Department of Health & Social Services, Divisions of Public Health, Senior & Disabilities Services, and Behavioral Health. More recently, the Governor’s Advisory Board on Alcoholism and Drug Abuse; Alaska Commission on Aging; Disability Law Center (TBI Protection & Advocacy grantee); and last but not least the Alaska Traumatic Brain Injury Advisory Board.

Program Design:  

Alaska’s beginning effort to systematically develop and deliver community-based service has taken a path of least resistance, consistent with findings from the statewide needs and resources assessment as well as opportunity of the time. Namely, disabling neurobehavioral sequelae (cognitive, behavioral, and/or emotional impairments) associated with TBI are identified as significant barriers for many survivors in realizing personal goals for meaningful employment, social relationships, and safe, affordable housing. 

In order to understand Alaska’s approach, it is important to understand the federal and state context in which it is being developed. TBI Survivors are served through various delivery systems including the existing Medicaid Waiver programs administered through Division of Senior and Disabilities Services, Division of Vocational Rehabilitation, and Behavioral Health agencies. While there is great interest to possibly develop a TBI specific Medicaid Waiver, the fact is there exists significant waiting lists for Waiver eligibility and service. Whereas in Alaska, community mental health centers are expected to serve prioritized populations utilizing grant dollars and Medicaid funding.

So, Alaska approached the task with several key considerations in mind: 1) fidelity to the needs of a significant number of TBI survivors and their family members; 2) statewide system infrastructure; and 3) a rationale and mechanism for financing service. It is also important to understand that Alaska’s approach will not serve all individuals with TBI or their family members. Though we believe it is a good beginning. 

Let’s begin with the rationale and mechanism for financing service. Alaska has joined the ranks of many states, in recent years, where a fiscal gap to fund existing service has become a reality. It has become very difficult to sustain existing service, let alone be appropriated additional funds from the legislature for new services. In this context, Alaska has defined prioritized service populations and endeavors to maximize Medicaid utilization whenever possible. The prospect of being successful in prioritizing a newly identified population was going to be an uphill challenge at best. That said the Division of Behavioral Health has, among other populations, prioritize Adults with Serious Mental Illness, as well as Children/Adolescents with Serious Emotional Disturbance. 

We fully realize that TBI is an injury. Nonetheless, neurobehavioral sequelae manifesting in the form of a diagnosable condition(s) with disabling functional impairments clearly fit under the federal definitions for serious mental illness and serious emotional disturbance, for adults and children/adolescents respectively. The definitions for serious mental illness and serious emotional disturbance follow:

“ Pursuant to section 1912(c) of the Public Health Service Act, adults with serious mental illness SMI are persons: (1) age 18 and over and (2) who currently have, or at any time during the past year had a diagnosable mental behavioral or emotional disorder of sufficient duration to meet diagnostic criteria specified within DSM-IV or their ICD-9-CM equivalent (and subsequent revisions) with the exception of DSM-IV "V" codes, substance use disorders, and developmental disorders, which are excluded, unless they co-occur with another diagnosable serious mental illness. (3) That has resulted in functional impairment, which substantially interferes with or limits one or more major life activities. Federal Register Volume 58 No. 96 published Thursday May 20, 1993 pages 29422 through 29425.”

“Pursuant to section 1912(c) of the Public Health Service Act "children with a serious emotional disturbance" are persons: (1) from birth up to age 18 and (2) who currently have, or at any time during the last year, had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria specified within DSM-III-R. Federal Register Volume 58 No. 96 published Thursday May 20, 1993 pages 29422 through 29425.” 

Historically and prior to Alaska’s TBI efforts, the state adopted the much narrower definition of Serious and Persistent Mental Illness, limiting the prioritized diagnosable conditions to disorders such as Schizophrenia, Bi-Polar, Schizoaffective, and the like where psychosis was a persistent feature. Alaska as part of its TBI Implementation Plan has recently adopted the broader federal definition. This has paved the way for example to now include diagnoses such as Personality Change Secondary to TBI; Cognitive Disorder Not Otherwise Specified Secondary to TBI; Mood Disorder Secondary to TBI; and Anxiety Disorder Secondary to TBI; all of which must also have resulting disabling functional impairments (it is important to note that the aforementioned disorders are mentioned purely as examples and not meant to be exhaustive of potentially applicable disorders referenced in the American Psychiatric Association’s Diagnostic & Statistical Manual IV-TR ). 
By fully adopting the federal government’s definitions for serious mental illness and serious emotional disturbance, the State of Alaska’s prioritized populations included individuals with TBI and disabling neurobehavioral sequelae. This was accomplished in July 2003, resulting in the ability of individuals with TBI and disabling neurobehavioral sequelae to access state-funded community mental health center services statewide. The ability to include individuals with TBI and disabling neurobehavioral sequelae among prioritized populations accomplished several key considerations: 1) access to and incorporation into an existing statewide infrastructure; and 2) mechanisms for both general fund grant and Medicaid dollars to support service delivery.

As mentioned, Alaska’s statewide needs and resources assessment revealed the disabling aspects of neurobehavioral sequelae are often barriers to individual vocational, interpersonal, and housing goals. There has been much discussion about the community mental health system’s ability and appropriateness to serve the population. Upon closer examination, we know that services such as case management and skills development can be very beneficial supports to individuals with disabling conditions. The Alaska Medicaid Plan for Community Mental Health Services includes what is known as both Clinic and Rehabilitation Options that includes, among other medically necessary services, case management and skill developmental services for as long as the individual requires.  So Alaska’s design is a hybrid building upon the federal government’s effort to develop community supports aimed towards recovery grounded in best practices. 

Successes:
A means to include individuals with TBI and disabling neurobehavioral sequelae among the prioritized populations to be served by community mental health centers is among the first successes. 

Simultaneously, the State of Alaska’s, Division of Behavioral Health is also embarked upon a system wide initiative to integrate substance abuse and mental health services. This has led to the requirement of cross screening for the presence of co-morbid (mental health & substance abuse) conditions among all state funded substance abuse providers and community mental health centers. A screening tool has been developed, the Alaska Screening Tool. We were able to add screening for suspected TBI as an integral component to the Alaska Screening Tool and as a statewide requirement.   

Moreover, the Division of Behavioral Health is in the midst of implementing a new Management Information System, the Alaska Automated Information Management Systems (AKAIMS) aimed to help the state move towards a data driven integrated behavioral health system. The Alaska Screening Tool is built in the software including the TBI screening component. The AKAIMS will become an increasingly valuable tool in better understanding the numbers of individuals screened for TBI, served, as well as outcomes associated with delivered services. 

Nonetheless, the screening for TBI among all behavioral health grantees was voluntary during Fiscal Year 04 (July 2003 – June 2004). A total of fifty-three (53) individuals were identified as having screened positive for a suspected TBI during Fiscal Year 04 among participating community mental health centers. The screening became required starting in Fiscal Year 05. With data still coming in our community mental health centers alone have reported screening one hundred forty-nine (149+) individuals with a suspected TBI between July – September 2004. Furthermore, screening is required not only of all community mental health centers, but all state funded substance abuse providers as well.

It has been essential to understand our provider’s educational and training preparedness to better serve individuals with TBI and disabling neurobehavioral sequelae within the community-based behavioral health system. Upon informal snap shot in time survey among behavioral health providers during 2003 prior to requiring screening for TBI, with approximately 35% reporting, behavioral health providers reported serving in excess of two hundred (200+) individuals with TBI.  However, from a separate informal survey of community-based behavioral health providers, we learned a significant percentage self reported being less than familiar with brain functioning; injury specific deficits; screening; assessment; differential diagnosis; treatment & rehabilitation; recovery and referral. Thus, Alaska has elicited the expert consultation of Dr. Tom McAllister and others in this process of beginning to address behavioral health workforce education and training needs. We have initiated training via statewide and regional trainings.  

Lessons Learned / Words of Wisdom (What has/hasn’t worked):

Clearly, the state’s adoption of existing federal definitions for serious mental illness and serious emotional disturbance appears to be working well for incorporation within an existing statewide infrastructure for prioritizing eligibility. 

We have heard from survivors strong reservation about accessing services from mental health centers. We have heard the message that “we have a TBI, not a mental illness.” Thus even though a statewide structure and extensive service array is potentially available, some survivors are fearful of becoming stigmatized by accessing service from a mental health center. 

We have also learned from our initial pilot site that a significant number of TBI survivors do not have Medicaid, typically as a result of not having been determined disabled by the Social Security Administration. This is indeed problematic when the principal sustaining financing for services is largely Medicaid contingent.   

The state’s required screening appears to be very successful. Yet we have heard from some providers, “ok, we’ve identified them, where do we refer them?” This speaks to the ongoing need for professional development and training in the area of TBI.

Lastly, it is important to convey that the approach Alaska has taken thus far is not designed to be all things to all people. In other words, Alaska’s current effort is focusing upon disabling neurobehavioral sequelae in the cognitive, behavioral, and/or emotional relevant to the existing purview of behavioral health. Needs for speech therapy, personal care attendants and the like are beyond the scope of behavioral health. However, behavioral health can and should minimally assist with linkage to those needed services as a function of case management service.

Future Program Goals:

Alaska needs to stay the course of enhancing the existing behavioral health workforce to better understand, identify, and service individuals with TBI and disabling neurobehavioral sequelae within the community-based setting. 

The Division of Behavioral Health will also engage its sister Division of Senior & Disabilities, as well as other divisions and departments to clarify respective complimentary roles in Alaska’s developing service system.

As the AKAIMS becomes fully functional it will be incumbent to monitor the utilization and service delivery to individuals with TBI from a continuous improvement perspective in aim to better articulate better and best practices.

Current Behavioral Supports Offered                         Funding to Support Effort

Emergency Psychiatric Services

The following behavioral supports are contingent upon meeting prioritized population eligibility criteria and medical necessity. Funding is a combination of adult serious mentally ill (SMI) and/or child/adolescent serious emotional disturbance (SED) grant to community mental health center grantees and/or Medicaid, as applicable. The following service array may not be available at all locations and are differentiated for Medicaid purposes by clinic and rehabilitation services:

Clinic Services include:

Initial Intake Assessment

Semi-Annual Intake Assessment

Psychiatric Assessment

Psychological Testing & Evaluation

Neuro-Psychological Testing & Evaluation

Individual, Family, and/or Group Psychotherapy

Pharmacologic Management

Crisis Intervention

Rehabilitation Services include:

Functional Assessment, Initial

Functional Assessment, Semi-Annual

Medication Administration

Case Management

Individual and/or Group Skill Development Services

Family Skill Development Services (for ages under 21)

Recipient Support Services

Day Treatment Services

(Detailed information on service descriptions and fees may be obtained from the CMHC Billing manual located at:  https://alaska.fhsc.com/documents/billing.asp  )
For more information on eligibility specifics, screening tools, data, costs, provider standards, staff training requirements or curricula, contact John Bajowski, M.A. or go to http://www.hss.state.ak.us/dbh/ .
