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EXAMINING THE TRUE COSTS OF ALCOHOL
AND DRUG ABUSE IN NATIVE COMMUNITIES

WEDNESDAY, JULY 29, 2015

U.S. SENATE,
COMMITTEE ON INDIAN AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 2:30 p.m. in room
628, Dirksen Senate Office Building, Hon. John Barrasso,
Chairman of the Committee, presiding.

OPENING STATEMENT OF HON. JOHN BARRASSO,
U.S. SENATOR FROM WYOMING

The CHAIRMAN. Good afternoon. I call this hearing to order.

Before we begin, I want to welcome Ms. Sunny Goggles to the
hearing. Ms. Goggles serves her community in many roles. She is
a member of the Northern Arapaho Tribe and the Director of the
White Buffalo Recovery Center on the Wind River Indian Reserva-
tion in Wyoming. She also serves on the Tribal Committee for the
National Association of Drug Court Professionals. Welcome.

Tribal leaders from both tribes in the Northern Arapaho and the
Eastern Shoshone and the Wind River Indian Reservation have re-
marked favorably on her leadership, on her strength and on her ca-
pabilities. Those character traits were put to the test when a recent
terrible, tragic crime affected those very close to her and to the en-
tire community. Our hearts and thoughts go out to you, to your
family and to the community. Thank you for serving your commu-
nity and for being here with us today.

This month, we have examined many difficult topics. Today is no
different. We will receive testimony regarding the true costs of al-
cohol and drug abuse in Native communities. Over the past five
years, this Committee has held five hearings related to alcohol and
drug abuse. This past March on the Wind River Indian Reserva-
tion, in my home State of Wyoming, this Committee held a field
hearing on addressing the harmful effects of dangerous drugs.
Nearly every single witness testified how the abuse of alcohol and
drugs had serious and often tragic effects on Indian communities.

Alcohol is noted to be a contributing factor in a significantly high
number of crimes. It is also a contributing factor in too many
deaths on the Wind River Reservation. According to the Indian
Health Service, the average life span for Indians is 73 years. On
the Wind River Reservation, the average age at death has for years
hovered around 49 years of age. These premature deaths are due
primarily to alcohol and alcohol-related injuries.
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I am astonished that both the Substance Abuse and Mental
Health Services Administration and the Indian Health Service are
not doing more to change that death rate. I am also astonished
that the Substance Abuse and Mental Health Services Administra-
tion, the agency devoted entirely to substance abuse and mental
health, failed to submit its testimony on time. This has been a bi-
partisan concern for those of us on this Committee. The testimony
that was submitted does little more than recite basic information
included on the agency’s website. The testimony doesn’t even ex-
plain what the agency is actually doing to address alcohol and drug
abuse in Indian Country. Frankly, this reflects a troubling lack of
seriousness and commitment to the important issues we are exam-
ining here today and it is completely unacceptable.

The many devastating impacts drugs and alcohol have had on In-
dian communities warrant our heightened attention. As a physi-
cian, I am especially troubled by the needless, preventable injuries
and the deaths that often result from alcohol and drug abuse.
These tragedies can take an immeasurable toll in individuals, fami-
lies and communities.

So as we focus on the issue before us today, while we must exam-
ine the financial burdens associated with alcohol and substance
abuse, it is important to remember that the full cost of abuse can-
not be measured in dollars and cents. In 2011, the Justice Depart-
ment estimated that the total cost of alcohol and drug abuse in the
United States exceeded $600 billion a year. Again, this is only part
of the picture. The other financial, societal, systemic and individual
costs of substance abuse are high.

The National Institute on Drug Abuse states that these costs in-
clude unemployment, poor educational outcome, domestic violence,
child abuse, motor vehicle accidents and death. Substance abuse is
also associated with homicide, suicide and family breakdown.

The impact of abuse is even worse in Indian Country, where one
in ten deaths is alcohol-related. Compared to the general U.S. pop-
ulation, Native Americans in Indian Country are also twice as like-
ly to live in poverty and experience two and a half times the gen-
eral rate of violent victimization. This group has a shorter life ex-
pectancy and a higher infant mortality rate than the general popu-
lation.

Research by the National Institute of Drug Abuse suggests that
addiction to and abuse of alcohol and drugs is preventable. The tes-
timony from the Committee field hearing on addressing the harm-
ful effects of dangerous drugs suggested that by preventing or re-
ducing alcohol abuse, crime could be reduced as well. If that is the
case, we must work together to find realistic solutions that will
prevent and treat substance abuse in Indian communities.

I am interested in hearing any solutions that target culturally
competent prevention or treatment strategies for alcohol and drug
abuse in Native communities. One thing is clear: there are not
enough resources to address the high rates of abuse and addiction
in Indian Country. These problems need to be mitigated, not inten-
sified.

As we will hear today, Native communities need to understand
that if they go down the road of legalizing marijuana, it will come
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at a great cost. The resulting health care costs alone would be
crushing and have an impact on all of Indian Country.

I want to welcome our witnesses, and I look forward to hearing
from each of them. But before we hear from the panel, I want to
ask the Vice Chairman, Senator Tester, if he has an opening state-
ment.

STATEMENT OF HON. JON TESTER,
U.S. SENATOR FROM MONTANA

Senator TESTER. Thank you, Mr. Chairman, and thank you for
holding this hearing today on the harmful impacts of drugs and al-
cohol abuse have had and continue to have in Native communities.

While we are focused on the true costs of drug and alcohol abuse,
including the devastating economic impacts that these behaviors
have in Native communities, I think it is vital that we look beyond
the economics of this issue. I know that it is the human cost that
most of Indian Country is focused on at this point in time. It is the
babies that are born addicted to drugs or that are that are develop-
mental impacted by alcohol, it is the children who are separated
from their mothers and fathers because of the pull of drugs and al-
cohol. It is the youth who begin experimenting with these sub-
stances far too early in life and often lose themselves and sacrifice
their future.

There are real human costs that are devastating Indian Country.
I think everyone on this Committee is well aware of the impacts
that drug and alcohol abuse has wreaked in our Native commu-
nities, especially on our Native youth. We sit here week in, week
out, and hear about how our kids are dropping out of schools, living
in unsafe housing and engaging in risky behaviors, largely because,
quite frankly, they lack alternatives. Our youth and many others
in Native communities are turning to drugs and alcohol to escape
from the harsh realities of their life. Addiction becomes a new re-
ality for many of these communities.

Drug and alcohol abuse is a problem, there is no question about
it. Yet these are issues that are entirely preventable. They are also
issues that impact every Federal agency that plays a role in Indian
Country. That is why I am glad to see our friends are here from
the Indian Health Service and from SAMHSA to testify on what
the Federal Government is doing to prevent substance abuse.

I am also pleased that we will hear from folks in the field and
on the ground who are working to prevent the loss of another gen-
eration of our children to drugs and alcohol. We all know that it
will take the work of those in our Native communities to truly
break the cycle of addiction that continues to plague too many fam-
ilies.

But those on the ground cannot do it alone. They need the sup-
port and resources to carry out the programs to combat these prob-
lems. They must do a better job ensuring that the resources get to
the ground in Indian Country.

I look forward to hearing the testimony of the witnesses this
afternoon. I want to thank you all for the work you do and I look
forward to hearing some of the solutions to the crisis that is rob-
bing Indian Country of current and future generations.
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Finally, I would just like to say, all of you have great names. Bob
MecSwain, Mirtha Beadle, Melanie Benjamin, John Walters. But no-
body has a name like Sunny Goggles.

[Laughter.]

Senator TESTER. Thank you all for being here.

Senator FRANKEN. Actually, Melanie Benjamin means Sunny
Goggles in Ojibwe.

[Laughter.]

The CHAIRMAN. Would any other members like to make an open-
ing statement? Any opening comments?

Senator FRANKEN. May I follow up?

The CHAIRMAN. You may follow yourself, yes, thank you.

STATEMENT OF HON. AL FRANKEN,
U.S. SENATOR FROM MINNESOTA

Senator FRANKEN. I would like to introduce Melanie, who again,
in Ojibwe, her name means Sunny Goggles.

[Laughter.]

Senator FRANKEN. Senator Barrasso, Vice Chairman Tester,
thank you for holding today’s hearing on substance abuse in Indian
Country, a tragic subject. I am proud to introduce Melanie Ben-
jamin, who is Chief Executive of the Mille Lacs Band of Ojibwe, as
a witness to this Committee.

Right now, tribes in Minnesota face a public health crisis.
Melanie knows the devastating impact that opiate abuse is having
on the Mille Lacs Band and on other tribes and bands in Min-
nesota. The impact on mothers and on children is especially sober-
ing. Melanie is dedicated to addressing this crisis, and she has
been working with other tribal leaders in our State to develop a re-
sponse that incorporates both prevention and treatment.

Last year, tribal leaders in Minnesota convened at the Bois Forte
Reservation for a summit on the future of Indian children. This
May, the Mille Lacs Band hosted a second summit where these
leaders continued to discuss and work toward effective solutions.
Tribes in Minnesota are working cooperatively to respond to this
major public health problem. Our role in Congress is to make sure
we are doing all we can to support their work. I look forward to
hearing Melanie’s recommendations and learning what tribes need
from the Federal Government from all our witnesses today, so we
can fully address substance abuse. Melanie’s testimony is going to
be mainly on opiate abuse, which has become rampant.

Thank you, Mr. Chairman

The CHAIRMAN. Thank you, Senator Franken. Anyone else have
an opening statement they would like to make, any comments?
Hearing none, we will now hear from our witnesses. The first is the
Honorable Robert McSwain, who is the Principal Deputy Director
of the Indian Health Service, Department of Health and Human
Services.

I want to thank all of you for being here. I want to remind the
witnesses that your full written testimony will be made part of the
official hearing today. So please try to keep your statements to
under five minutes so that we may have time for questions. I look
forward to hearing the testimony, beginning with Mr. McSwain.
Please proceed.
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STATEMENT OF HON. ROBERT G. McSWAIN, PRINCIPAL
DEPUTY DIRECTOR, INDIAN HEALTH SERVICE, U.S.
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Mr. McSWAIN. Mr. Chairman, members of the Committee, good
afternoon. As noted, I am the Principal Deputy for Indian Health
Service. Today I appreciate the opportunity to testify on examining
the true costs of alcohol and drug abuse in Native communities.

As you know, the Indian Health Service plays a unique role in
the Department of Health and Human Services to meet the Federal
trust responsibility to provide health care to American Indians and
Alaska Natives. Examining the true costs of alcohol, illicit and non-
medical prescription drug use for Native communities is chal-
lenging, although we know it is substantial. In the absence of stud-
ies on the scope and cost of alcohol and drug abuse for Native com-
munities, THS depends largely on measures of prevalence, mor-
bidity and mortality related to alcohol and drug abuse for Amer-
ican Indians and Alaska Natives.

In the fiscal year 2015 enacted budget for IHS, the alcohol and
substance abuse program was slightly more than $190 million.
Over 80 percent of that amount is contracted or compacted with
tribes. The THS program approach to addressing alcohol and sub-
stance abuse disorders in Native communities is to treat, the im-
portant feature is predominantly to treat alcohol and substance
abuse disorders and treat individuals struggling with substance
abuse disorders, train health care providers to treat substance use
disorders in outpatient settings and intervene early before sub-
stance use disorder develops and prevent alcohol and drug use be-
fore it begins.

Compared with other racial groups, American Indian and Alaska
Natives tend to begin using alcohol and drugs at a younger age,
use them more often and in higher quantities and experience more
negative consequences from them. A 2009 to 2012 study focusing
on American Indian youth reveals alarming substance use pat-
terns, including patterns of drug use beginning earlier than is typ-
ical for other Americans. For instance, 56.2 percent of American In-
dian eighth graders and 61.4 percent of American Indian tenth
graders had used marijuana, compared to 16.4 percent of eighth
graders and 33.4 percent of tenth graders nationally.

American Indian students annually, and we will hear more about
that a little bit later, but annual heroin and OxyContin use is
about two to three times higher than the national averages in
those years. To help with the substance abuse for youth, the Indian
Health Service has actually built ten youth regional treatment cen-
ters across the Country and is preparing to build two in California,
bringing us to a total of 12. They provide a wide range of clinical
services to provide treatment services rooted in culturally relevant
and holistic models of care, including group, individual and family
psychotherapy, life skills development, medication management,
after-care relapse prevention and post-follow-up. We can talk more
about this as well.

The important thing about the Indian Health Service is that we
tend to serve small, rural populations with primary medical care.
Then we rely on paying for care, or buying care, in the private sec-
tor through our purchase referred care. In FY 2014, ITHS spent over
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$5.8 million on inpatient admissions related to alcohol and sub-
stance abuse diagnoses. During the same period, over $12 million
was expended for inpatient visits related to liver disease.

Workforce development is an ITHS resource available to Federal
and tribal care systems as an essential part, it is by having to build
a staff. In addition to that, where we can’t reach people, we have
been implementing tele-behavioral health into the remote locations.
We started this in 2008.

IHS’ primary source of prevention funding through methamphet-
amine is the MSPI program, which some of you asked about the
last time. The program funds 130 programs across the Indian
Health Service. We have just sent out another invitation for new
applications this year.

The Federal coordination, certainly the Tribal Law and Order
Act signed into law by President Obama in July 2010 contains pro-
visions that would actually have agencies work together. With the
high rates and the academic failures as mentioned earlier by one
of the members, the THS is committed to partnering with the Com-
mittee, tribes and other Federal agencies and key stakeholders on
further examining and addressing the true costs of alcohol and
drug abuse in Native communities.

That ends my statement, Mr. Chairman. I am prepared to an-
swer questions.

[The prepared statement of Mr. McSwain follows:]

PREPARED STATEMENT OF HON. ROBERT G. MCSWAIN, PRINCIPAL DEPUTY DIRECTOR,
INDIAN HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Chairman and Members of the Committee:

Good afternoon, I am Robert G. McSwain, Principal Deputy Director of the Indian
Health Service. Today, I appreciate the opportunity to testify on “Examining the
True Costs of Alcohol and Drug Abuse in Native Communities.” As you know, the
Indian Health Service (IHS) plays a unique role in the Department of Health and
Human Services to meet the Federal trust responsibility to provide health care to
American Indians and Alaska Natives. The IHS provides high-quality, comprehen-
sive primary care and public health services through a system of IHS, Tribal, and
Urban Indian operated facilities and programs based on treaties, judicial determina-
tions, and Acts of Congress. The ITHS has the responsibility for the delivery of health
services to an estimated 2.2 million American Indians and Alaska Natives who be-
long to 566 Federally-recognized Tribes. The mission of the agency is to raise the
physical, mental, social, and spiritual health of American Indians and Alaska Na-
tives to the highest level.

Two major pieces of legislation are at the core of the Federal Government’s re-
sponsibility for meeting the health needs of American Indians and Alaska Natives:
The Snyder Act of 1921, 25 U.S.C §13, and the Indian Health Care Improvement
Act (IHCIA), 25 U.S.C. §§1601-1683. The Snyder Act authorized appropriations for
“the relief of distress and conservation of health” of American Indians and Alaska
Natives. The THCIA was enacted “to implement the Federal responsibility for the
care and education of the Indian people by improving the services and facilities of
Federal Indian health programs and encouraging maximum participation of Indians
in such programs.” Like the Snyder Act, the IHCIA provides the authority for the
provision of programs, services, functions, and activities to address the health needs
of American Indians and Alaska Natives. The IHCIA also includes authorities for
the recruitment and retention of health professionals serving Indian communities,
health services for people, and the construction, replacement, and repair of
healthcare facilities.

Introduction

The economic costs of alcohol and drug misuse are enormous. The Centers for Dis-
ease Control and Prevention estimated the costs of excessive alcohol consumption
in 2006 to be $223.5 billion in lost productivity, healthcare, and criminal justice
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costs.! According to the National Drug Intelligence Center, in 2007 alone, illicit
drug use cost our Nation more than $193 billion in lost productivity, healthcare, and
criminal justice costs.2 However, examining the true costs of alcohol and illicit and
nonmedical prescription drug use for Native communities is challenging, although
we know it is substantial. In the absence of studies on the scope and costs of alcohol
and drug misuse for Native communities, IHS depends largely on measures of prev-
alence, morbidity, and mortality related to alcohol and drug misuse for American
Indians and Alaska Natives (AI/AN). In 2007-2009, the AI/AN age-adjusted death
rates for the following causes were considerably higher than those for the U. S. all
races population in 2008:3

Alcohol related—520 percent greater;

Chronic liver disease and cirrhosis—368 percent greater;
Motor Vehicle Crashes—207 percent greater;
Unintentional injuries—141 percent greater;
Homicide—86 percent greater;

Suicide—60 percent greater; and

Firearm injury—16 percent greater.

While these data are staggering, IHS data have shown improvements in the age-
adjusted alcohol-related death rate for AI/AN people in recent years with rates de-
creasing from 77.5 per 100,000 people between 1979-1981 to 49.6 in 2007—2009 per
100,000 population. However, the age-adjusted drug-related death rate for AI/AN re-
siding in IHS service areas increased from 4.1 deaths per 100,000 in 1979-1981 to
22.7 in 2007-2009. By comparison, the 2007—-2009 age-adjusted drug-related death
rate is 1.8 times greater than the U.S. all races rate for 2008. These data speak
to the need for a public health strategy, informed by Tribes, to address alcohol and
drug use. The human cost is too great to ignore this problem.

IHS Alcohol and Substance Abuse Program

As alcohol and substance abuse treatment and prevention have transitioned from
THS direct care services to local community control via Tribal contracting and com-
pacting, IHS’ role has transitioned from primarily providing direct services to pro-
viding funding, training, and technical assistance to enable communities to plan, de-
velop, and implement culturally-informed programs. The Fiscal Year (FY) 2015 en-
acted budget for the IHS Alcohol and Substance Abuse Program (ASAP) was slightly
more than $190 million. Over 80 percent of the ASAP budget is contracted or com-
pacted by Tribes. The IHS ASAP approach to addressing alcohol and substance use
disorders in Native communities is to treat AI/AN individuals struggling with sub-
stance use disorders; train healthcare providers to treat substance use disorders in
outpatient settings and intervene early before substance use disorder develops; and
prevent alcohol and drug use before it begins.

Treat Individuals Struggling with Substance Use Disorders

Compared with other racial/ethnic groups, AI/AN tend to begin using alcohol and
drugs at a younger age, use them more often and in higher quantities, and experi-
ence more negative consequences from them. A 2009-2012 study focusing on Amer-
ican Indian youth reveals alarming substance use patterns, including patterns of
drug use beginning much earlier than is typical for other Americans.* For instance,
56.2 percent of American Indian 8th graders and 61.4 percent of American Indian
10th graders had used marijuana, compared to 16.4 percent of 8th graders and 33.4
percent of 10th grade students nationally.? American Indian students’ annual her-
oin and OxyContin use was about two to three times higher than the national aver-
ages in those years. ¢

To help youth with substance use disorder, IHS funds ten Youth Regional Treat-
ment Centers (YRTCs). The YRTCs provide a range of clinical services to provide

1 Available at: http:/ /www.cdc.gov [ features [ alcoholconsumption /

2National Drug Intelligence Center. (2010). National threat assessment: the economic impact
of illicit drug use on American society. Department of Justice. Washington, D.C.

3Indian Health Service. (2015). Trends in Indian Health 2014 Edition. Available at: ht¢tps://
www.ihs.gov /dps [includes [ themes [ newihstheme / display objects/documents/
Trends2014Book508.pdf

4Stanley, L., Harness, S., Swaim, R., & Beauvais, F. (2014). Rates of substance use of Amer-
ican Indian students in 8th, 10th, and 12th grades living on or near reservations: update, 2009—
205112[; sublic Health Report, Mar-Apr; 129(2): 156-63.

id.

6 Stanley, L., Harness, S., Swaim, R., & Beauvais, F. (2014). Rates of substance use of Amer-
ican Indian students in 8th, 10th, and 12th grades living on or near reservations: update, 2009—
2012. Public Health Report, Mar-Apr; 129(2): 156-63.
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treatment services rooted in culturally relevant, holistic models of care including
group, individual, and family psychotherapy, life skills development, medication
management, aftercare relapse prevention, and post-treatment follow up. YRTCs
also provide education, culture-based prevention activities, and evidence- and prac-
tice-based models of treatment to assist youth in overcoming their challenges and
to become healthy, strong, and resilient community members.

The IHS and Tribes primarily serve small, rural populations with primary med-
ical care and community-health services, relying on the private sector for much of
the secondary and most of the tertiary medical care needs through the Purchased/
Referred Care (PRC) program, including treatment for alcohol and substance use.
In FY 2013, the total rate of alcohol-related discharge diagnoses for IHS and Tribal
direct and contract hospital was 11.6 per 10,000 user population aged 15 years or
older. This is 19 percent lower than the Calendar Year (CY) 2013 discharge diag-
nosis rate of 14.1 for U.S. Short Stay hospitals. In FY 2014, THS PRC spent over
$5.8 million on inpatient admissions related to alcohol and substance use diagnoses.
During the same time period, over $12 million was expended for inpatient visits re-
lated to liver disease. It is important to note that the PRC dollars spent on inpatient
admissions are likely an underrepresentation of the actual costs of treatment for al-
cohol and substance use disorders as this number represents PRC expenditures
from Federal programs only and not tribal programs that are not required to report
their expenditures to THS.

Train Healthcare Providers to Identify Substance Use and Intervene Early

Workforce development is an IHS resource available to Federal and tribal
healthcare systems as an essential part of effectively addressing mental health and
substance use disorder issues in AI/AN communities. Established in 2008, the IHS
Tele-Behavioral Health Center of Excellence (TBHCE), in partnership with the Uni-
versity of New Mexico Center for Rural and Community Behavioral Health, provides
workforce training and tele-behavioral health services. The prevention and treat-
ment of alcohol and substance use disorders is reinforced by connecting widely sepa-
rated and often isolated programs of varying sizes together into a network of sup-
port. Whereas small clinics would need to develop separate contracts for addiction
services, the TBHCE is able to provide more cost-effective specialty care conven-
iently located within the clinics where patients utilize services. IHS and Tribal pro-
grams are increasingly adopting and using these technologies, with more than 8,000
encounters provided via tele-behavioral health in FY 2014. Specific to addiction psy-
chiatry, the TBHCE provided 868 hours of direct care via tele-behavioral health. In
the same timeframe, the TBHCE hosted trainings on substance misuse and preven-
tion related topics for the Indian health system as a means to increase competent
health care providers to treat substance use disorder in outpatient settings and in-
tervene early before a substance use disorder develops. Training topics included:
opioid use disorder; essential training on proper pain management; using non-opioid
pain medication for chronic non-cancer pain; and medication management for pain:
opiate analgesics and safe prescribing. These trainings had more than 8,000 partici-
pants.

Screening, Brief Intervention, Referral to Treatment (SBIRT) is a comprehensive
approach for early intervention and treatment for people with substance use dis-
orders and those at risk of developing these disorders. IHS is broadly implementing
SBIRT as an evidence-based practice designed to identify, reduce, and prevent prob-
lematic use, substance use disorders, and dependence on alcohol. SBIRT is a pay-
able service under state Medicaid plans, while Medicare pays for medically reason-
able and necessary SBIRT services in the physician office setting and outpatient
hospitals through the Medicare Physician Fee Schedule or the hospital Outpatient
Prospective Payment System. Another activity IHS is developing/promoting is Medi-
cation Assisted Treatment (MAT) for opioid use disorder, which uses Food and Drug
Administration approved pharmacological treatments, in combination with psycho-
sociﬁlg%g%ments, THS will continue to provide the necessary MAT training through
its .

Prevent Alcohol and Drug Use Before It Begins

ITHS’ primary source of prevention funding is through the Methamphetamine and
Suicide Prevention Initiative (MSPI), established in 2009. The MSPI currently funds
130 IHS, Tribal, and Urban Indian Health Programs (UIHPs) in a nationally coordi-
nated six-year demonstration pilot project. The MSPI promotes the use and develop-
ment of evidence-based and practice-based models that represent culturally-appro-
priate prevention and treatment approaches to methamphetamine use and suicide
prevention from a community-driven context. The MSPI primarily focuses on treat-
ment for methamphetamine under provision of the appropriations language; how-
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ever, during the evaluation of MSPI, data revealed a need for prevention strategies
to reduce the use of marijuana, alcohol, prescription drugs, and other substances.

From 2009 to 2014, the MSPI resulted in over 9,400 individuals entering treat-
ment for methamphetamine use; more than 12,000 substance use and mental health
encounters via telehealth; over 13,150 professionals and community members
trained in suicide crisis response; and more than 528,000 encounters with youth
provided as part of evidence-based and practice-based prevention activities.” The
demonstration pilot project phase ends on August 31, 2015. On July 8, 2015, THS
announced the FY 2015 MSPI funding opportunity, which will be a $13.5 million
five-year funding cycle to continue the planning, development, and implementation
of the MSPI. In the new funding announcement, eligible applicants will be able to
focus on alcohol and drug use and suicide prevention strategies for Native youth.

The high prevalence of alcohol and other substance use rates in Native commu-
nities, especially among AI/AN youth, alerts us to the urgency of implementing pre-
vention programs to intervene at an earlier age. The FY 2016 President’s Budget
includes key investments to support the Generation Indigenous Initiative, which
takes a comprehensive, culturally appropriate approach across the Federal Govern-
ment that will help ensure that Native youth can reach their full potential. The re-
quest for the Tribal Behavioral Health Initiative for Native Youth is a total of $50
million in additional funding for IHS and the Substance Abuse and Mental Health
Services Administration (SAMHSA). Within IHS, the request includes $25 million
to expand the successful MSPI to increase the number of child and adolescent be-
havioral health professionals who will provide direct services and implement youth-
based programming at IHS, tribal, and urban Indian health programs, school-based
health centers, or youth-based programs.

Federal Coordination to Address Indian Alcohol and Substance Use
Disorders

The Tribal Law and Order Act (TLOA), signed into law by President Obama in
July 2010, contains provisions expanding the number of Federal agencies that are
required to coordinate efforts on alcohol and substance use issues in Indian Country.
Agencies included in coordinated efforts are the IHS, Department of Justice (DOJ),
and SAMHSA, along with the Department of Interior (DOI) Bureau of Indian Af-
fairs (BIA) and Bureau of Indian Education (BIE). A key provision of TLOA directs
SAMHSA to take the lead role in interagency coordination and collaboration on trib-
al alcohol and substance use programs through the establishment of an Office of In-
dian Alcohol and Substance Abuse.

The permanent reauthorization of Indian Health Care Improvement Act (IHCIA)
required the review and update of an existing memorandum of agreement (MOA)
from 2009 between IHS and the DOI BIA and BIE on Indian Alcohol and Substance
Abuse Prevention. This MOA serves as the formal mechanism to advance IHS’ part-
nership with Federal agencies to assist Tribes in addressing behavioral health
issues among Indians, specifically mental illness and dysfunctional and self-destruc-
tive behavior, including substance misuse, child abuse, and family violence.

Conclusion

A wide variety of healthcare costs are associated with alcohol and substance use
disorders, including hospital costs from injuries, illnesses, residential and outpatient
treatment costs, pharmaceutical costs, nursing home and long-term facility costs,
and the cost of treating Fetal Alcohol Syndrome, HIV/AIDS, and hepatitis B and C.
Given the high rates of alcohol and substance use-related problems on reservations,
such as academic failure, delinquency, violent criminal behavior, suicidality, and al-
cohol-related mortality, the costs to Native communities will continue to be far too
high, indicating that a comprehensive public health strategy aimed at primary pre-
vention and early intervention of alcohol and drug use in Native communities is es-
sential. This approach must be a coordinated response, guided by Tribes, that has
impacts beyond the Indian health system, including research of root causes, poverty,
unemployment, unstable housing, education, food insecurity, and community infra-
structure. IHS is committed to partnering with the committee, Tribes, other Federal
agencies, and key stakeholders on further examining and addressing the true costs
of alcohol and drug use in Native communities.

The CHAIRMAN. Thank you very much, Director McSwain.

7U.S. Department of Health and Human Services. Indian Health Service, Division of Behav-
ioral Health. http:/ /www.ihs.gov | mspi/aboutmspi/
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Next is Mirtha Beadle, who is the Director of the Office of Tribal
Affairs and Policy, Substance Abuse and Mental Health Services
Administration, Rockville, Maryland. Thank you, welcome and
please proceed. ”

STATEMENT OF MIRTHA BEADLE, DIRECTOR, OFFICE OF
TRIBAL AFFAIRS AND POLICY, SUBSTANCE ABUSE AND
MENTAL HEALTH SERVICES ADMINISTRATION, U.S.
DEPARTMENT OF HEALTH AND HUMAN SERVICES

Ms. BEADLE. Thank you, Chairman Barrasso, Ranking Member
Tester and members of the Senate Committee on Indian Affairs.
Thank you for inviting me to testify at this very important hearing
on substance use and substance use disorders in Native commu-
nities.

As the Chairman said, my name is Mirtha Beadle. I am the Di-
rector of the Office of Tribal Affairs and Policy within the Sub-
stance Abuse and Mental Health Services Administration.

As you are aware, SAMHSA’s mission is to reduce the impact of
substance abuse and mental illness on America’s communities.
SAMHSA’s Office of Tribal Affairs and Policy, or OTAP, as we refer
to it, serves as a primary point of contact for tribal governments,
tribal organizations, Federal agencies and other entities as well.
The Office of Indian Alcohol and Substance Abuse, or OIASA, is an
organizational component of OTAP and is charged with improving
Federal coordination amongst a number of agencies and carrying
out specific requirements of the Tribal Law and Order Act.

In November, 2014, SAMHSA held its very first cross-agency
tribal grantee conference. The focus was on empowering Native
youth. We were pleased to have Ranking Member Tester partici-
pate in that important event. I have to tell you that more than 125
youth participated in that conference. Their top concerns were alco-
hol and substance use. Nearly 75 percent of American Indians and
Alaska Native treatment admissions reported alcohol as a sub-
stance of abuse compared to about 56 percent of non-American In-
dian and Alaska Native admissions.

Through CDC data, we also know that American Indians and
Alaska Natives are more likely than other racial-ethnic groups in
the U.S. to die from drug-induced deaths.

SAMHSA provides and supports vital technical assistance to
tribes to address substance use and substance use disorders. For
example, the SAMHSA Tribal Training and Technical Assistance
Center supports Native communities with infrastructure develop-
ment, capacity building, program planning implementation and
also training. We also have SAMHSA’s Fetal Alcohol Spectrum Dis-
orders Center for Excellence, a Native initiative, which educates
and trains policy makers and providers, caregivers and commu-
nities, individuals and families, on preventing alcohol-exposed
pregnancy and improve the lives of individuals affected by FASD.

SAMHSA helps to support American Indians and Alaska Na-
tives. It is a priority for the agency. In fiscal year 2014, Congress
appropriated for the first time $5 million to begin the Tribal Be-
havioral Health Grant program. Twenty grants were awarded in
fiscal year 2014. We had grantees such as Turtle Mountain Band
of Chippewa, Pueblo of Nambe, and they are working across tribal
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suicide prevention, mental health, substance use prevention and
substance use disorder treatment, to build positive behavioral
health in their communities.

The President’s fiscal year 2016 budget for the Tribal Behavioral
Health Grant is $30 million. That will allow the agency to expand
support to approximately 103 additional tribes.

The House Appropriations Committee fully funds the Tribal Be-
havioral Health Program for fiscal year 2016 at the requested level
of $30 million. However, the Senate Appropriations Committee
level-funds the Tribal Behavioral Health Grant Program for 2016
at just under $5 million.

The Strategic Prevention Framework-State Incentive Grant pro-
gram supports the development of comprehensive plans for preven-
tion and infrastructure development, system development and is
providing funds to a number of important tribal communities, in-
cluding the Confederated Salish and Kootenai Tribes, the Leech
Lake Band of Ojibwe, Nooksack Indian Tribal Council, Northern
Arapahoe Tribe, Oklahoma City Inter-Tribal Health Board and sev-
eral other grantees as well.

The Substance Abuse and Mental Health Services Administra-
tion also has a grant program called the Strategic Prevention
Framework that has been very vital for tribal communities. That
program funds a number of tribes as well, such as Cook Inlet
Council, the Montana-Wyoming Tribal Leaders Council and Cher-
okee Nation.

I have to say that SAMHSA also is involved in a number of im-
portant treatment drug court programs. The intent here is to break
the cycle of criminal behavior, alcohol and substance use and incar-
ceration, including among Native American populations. In fiscal
year 2014, the Juvenile Treatment Drug Courts Program and also
through the adult Tribal Healing to Wellness Program, we funded
a number of tribes including the Lac Du Flambeau Band of Chip-
pewa, Mescalaro Tribe and also Lower Brule Sioux Tribal Council.

We thank you for the opportunity to discuss SAMHSA’s efforts
to address the issue of substance use and we are happy to take any
questions that you may have. Thank you for the time.

[The prepared statement of Ms. Beadle follows:]

PREPARED STATEMENT OF MIRTHA BEADLE, DIRECTOR, OFFICE OF TRIBAL AFFAIRS
AND POLICY, SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION,
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Chairman Barrasso, Ranking Member Tester, and members of the Senate Com-
mittee on Indian Affairs, thank you for inviting me to testify at this important hear-
ing on substance use and substance use disorders in Native Communities. My name
is Mirtha Beadle, and I am the Director of the Office of Tribal Affairs and Policy
within the Substance Abuse and Mental Health Services Administration (SAMHSA),
an agency of the Department of Health and Human Services (HHS).

We all know that substance use and substance use disorders are some of the most
severe public health and safety problems facing American Indian and Alaska Native
(AI/AN) individuals, families, and communities and more must be done to diminish
the devastating social, economic, physical, and mental consequences.

SAMHSA’s work with AI/AN populations is rooted in the belief that tribes know
best how to solve their own problems through prevention, treatment, and recovery
activities and engaging with and strengthening community partnerships. In addi-
tion, SAMHSA’s work with tribal communities supports behavioral health and
wellness through culturally-tailored programs and initiatives that value tribal be-
liefs. SAMHSA also offers help in real time to tribes and grantees as they work to
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advance substance use prevention, mental health promotion, and behavioral health
treatment programs.

In November 2014, SAMHSA held its first cross-agency tribal grantee conference.
The focus of the conference was on empowering Native youth through leadership
and behavioral health workshops and to engage them in a dialogue about behavioral
health. SAMHSA was pleased that Ranking Member Tester was able to speak at
this important event at which more than 125 youth participated and shared chal-
lenges and opportunities for improving the behavioral health of their peers and com-
munities. At the top of their list were concerns around alcohol and substance use
and a range of social and economic problems, including unemployment, poor edu-
cational outcomes, poor housing, and insufficient access to behavioral health serv-
ices. SAMHSA will continue efforts to support positive development of tribal youth
through additional training opportunities.

SAMHSA

As you are aware, SAMHSA’s mission is to reduce the impact of substance use
and mental illness on America’s communities. SAMHSA envisions a nation that acts
on the knowledge that:

e Behavioral health is essential for health;
e Prevention works;

e Treatment is effective; and

e People recover from mental and substance use disorders.

In order to achieve this mission, SAMHSA has identified six Strategic Initiatives
to focus the Agency’s work on improving lives and capitalizing on emerging opportu-
nities. SAMHSA’s Strategic Initiatives are: Prevention of Substance Abuse and Men-
tal Illness; Health Care and Health Systems Integration; Trauma and Justice; Re-
covery Support; Health Information Technology; and Workforce Development.

Office of Tribal Affairs and Policy (OTAP)

SAMHSA’s OTAP serves as SAMHSA’s primary point of contact for tribal govern-
ments, tribal organizations, Federal departments and agencies, and other govern-
ments and agencies on behavioral health issues facing AI/AN populations in the
United States. OTAP supports SAMHSA’s efforts to advance the development and
implementation of data-driven policies and innovative practices that promote im-
proved behavioral health for AI/AN communities and populations. The creation of
OTAP brought together SAMHSA’s tribal affairs, tribal policy, tribal consultation,
tribal advisory, and Tribal Law and Order Act (TLOA) responsibilities to improve
agency coordination and achieve meaningful progress. OTAP carries out its work in
partnership with tribal nations and in collaboration with SAMHSA centers and of-
fices, and other Federal agencies.

The Office of Indian Alcohol and Substance Abuse (OIASA) is an organizational
component of OTAP. OIASA is required under TLOA to coordinate federal partners
to provide tribes with technical assistance and identify resources to develop and en-
hance alcohol and substance use prevention and treatment programs.

Prevalence of Behavioral Health Conditions and Treatment

Alcohol and substance use, as well as mental health issues and suicide, continue
to be among the most severe health and social problems AI/ANs face. According to
SAMHSA’s 2013 National Survey on Drug Use and Health (NSDUH), the statistics
related to behavioral health conditions and treatment needs among the AI/AN popu-
lations are very troubling.

Substance Misuse and Abuse

e Though lower than in 2012, the rate of substance dependence or abuse among
people aged 12 and up was still higher among the AI/AN population (14.9 per-
cent) than among other racial/ethnic groups. !

e According to data from the 2011 Behavioral Risk Factor Surveillance System
(BRFSS), AI/AN individuals have the second highest rate of binge alcohol use
(18.2 percent) compared to white, non-Hispanic (21.2 percent), AI/ANs report
the highest intensity of drinks per binge (8.4 drinks per binge episode) and the

1Results from the 2013 National Survey on Drug Use and Health: Summary of National Find-
ings http:/ /www.samhsa.gov / data / sites | default/ files | NSDUHresultsPDFWHTML2013 /| Web |
NSDUHTresults2013.pdf
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highest frequency of binge drinking episodes (4.5 during the past 30 days) com-
pared with other racial/ethnic groups. 2

e The rate of tobacco use among the AI/AN population (40.1 percent) is higher
than all other racial/ethnic groups. 3

e American Indians and Alaska Natives are also more likely than other racial/
ethnic groups in the United States to die from drug-induced deaths (17.1 per
100,000 people), according to 2010 National Vital Statistics System data re-
ported in a 2013 Centers for Disease Control and Prevention (CDC) report on
U.S. health disparities and inequities. 4

Substance Abuse Treatment®

e 76.6 percent (33,401) of AI/AN treatment admissions reported alcohol as a sub-
stance of abuse. By comparison, 56.2 percent of non-AI/AN admissions reported
alcohol as a substance of abuse.

e Among admissions aged 15 to 24, 68.5 percent (6,885) of AI/AN admissions re-
ported alcohol as a substance of abuse. In the same age group, 45.2 percent of
non-AI/AN admissions reported alcohol as a substance of abuse.

Improving Practice

SAMHSA, as the Federal agency that leads public health efforts to advance the
behavioral health of the nation, has several roles. I just spoke about the ways in
which SAMHSA provides leadership and voice and supports the behavioral health
field with critical data from national surveys and surveillance. SAMHSA also has
a vital role in collecting best practices and developing expertise around prevention
and treatment for people with mental illness and substance use disorders.
SAMHSA’s staff includes subject matter experts that provide technical assistance
and training to individuals, organizations, states, tribes, and others every day.

The SAMHSA Tribal Training and Technical Assistance (TTA) Center uses a cul-
turally relevant, evidence-based, holistic approach to support Native communities in
their self-determination efforts through infrastructure development and capacity
building, as well as program planning and implementation. It provides training and
technical assistance on mental and/or substance use disorders, suicide prevention,
and mental health promotion. It also offers training and technical assistance, rang-
ing from broad to focused, to federally recognized tribes, SAMHSA tribal grantees,
and tribal organizations serving Indian country.

SAMHSA funds the National American Indian and Alaska Native Addiction Tech-
nology Transfer Center (ATTC), one of four National Focus Area ATTCs. The pri-
mary goal of the Center is to serve as a subject matter center of excellence in tech-
nology transfer for the AI/AN behavioral health workforce. The Center and the
ATTC Network as a whole are charged with providing training and technical assist-
ance to the behavioral health workforce. Building on the Network’s experience and
evolution over the last 20 years, the Center is working with AI/AN behavioral
health providers, peoples, organizations and communities to help develop and de-
liver effective culturally-relevant professional development and behavioral health
services.

The National Native Children’s Trauma Center (NNCTC) is funded by SAMHSA
under the National Child Traumatic Stress Initiative to provide national expertise
on childhood trauma among AI/ANs. NNCTC works in collaboration with Indian
Health Service (IHS) providers, tribal leadership, and other representatives in tribal
communities to utilize evidence-based, culturally-appropriate, trauma-informed
interventions for AI/AN children, youth, and military families who experience dis-
proportionate childhood trauma, violence, grief, poverty, historical and
intergenerational trauma. The Center serves as a national resource for consultation
for AI/AN youth programming with a particular focus on working with school com-
munities across the United States.

2Centers for Disease Control and Prevention. CDC Health Disparities and Inequalities Re-
port—United States, 2013. MMWR 2013;62(Suppl 3):[77-80] http:/ /www.cdc.gov / mmuwr /pre-
view | mmwrhtml [ su6203a13.htm

3 Results from the 2013 National Survey on Drug Use and Health: Summary of National Find-
ings (http:/ /www.samhsa.gov |/ data/sites | default/files| NSDUHresultsPDFWHTML2013 / Web |
NSDUHTresults2013.pdf)

4CDC Morbidity and Mortality Weekly Report (MMWR) Attp:/ /www.cde.gov / mmuwr [ preview /
mmuwrhtml [su6203a27.htm?s cid=su6203a27 w#x2014;%20United%20States,%201999-2010</
a>)

5Substance Abuse and Mental Health Services Administration, Treatment Episode Data Set
(2012 data).
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SAMHSA'’s Center for the Application of Prevention Technologies (CAPT) Training
and Technical Assistance Services is a national substance abuse prevention training
and technical assistance system dedicated to strengthening prevention systems and
the nation’s behavioral health workforce. Nationwide, SAMHSA’s CAPT provides
state-of-the-science training and technical assistance to tribes supported under
SAMHSA’s Strategic Prevention Framework and its Substance Abuse Prevention
and Treatment Block Grant programs, as well as to tribal epidemiological
workgroups and innovative local programs participating in SAMHSA’s Service to
Science Initiative. Tribal governments are not required to waive sovereign immunity
as a condition of receiving SAMHSA block grant funds or services.

SAMHSA’s Fetal Alcohol Spectrum Disorders (FASD) Center for Excellence (CFE)
Native Initiative promotes prevention of FASD in Indian country. Native Americans
have some of the highest rates of alcohol-related birth defects in the nation. The
FASD CFE works across multiple disciplines to educate and train policymakers and
providers, caregivers and communities, and individuals and families on how to help
%fgl%nt alcohol-exposed pregnancy and improve the lives of individuals affected by

Public Awareness and Support

As part of SAMHSA’s highly successful “Talk. They Hear You.” underage drinking
prevention campaign, a promotion video was recorded with Rod Robinson, the
former Director of SAMHSA'’s Office of Indian Alcohol and Substance Abuse. In the
video, Mr. Robinson discusses materials developed to help prevent and reduce un-
derage drinking in American Indian communities, and he responds to questions
such as why underage drinking is an important concern for American Indian popu-
lations. He also communicates ways in which the “Talk. They Hear You.” materials
will help parents and adult caregivers address underage drinking within tribal com-
munities. The video is available on SAMHSA’s You Tube channel.

Strategic Grant Making

Tribal Behavioral Health Grants

SAMHSA has made helping American Indians and Alaska Natives a priority. For
several years, the President’s Budget for SAMHSA had requested funding for a new
program specifically focused on tribal communities to address the high incidence of
substance use and suicide in AI/AN youth and young adult populations. In Fiscal
Year (FY) 2014, Congress appropriated for the first time $5 million to begin such
a program, Tribal Behavioral Health Grants (TBHG). In FY 2014, SAMHSA award-
ed 20 Tribal Behavioral Health grants to tribes or tribal organizations with high
rates of suicide to develop and implement a plan that addresses suicide and sub-
stance use (including alcohol) and is designed to promote mental health among trib-
al youth. Grantees such as the Selawik Village Council in Alaska, the Turtle Moun-
tain Band of Chippewa Tribe in North Dakota, and the Pueblo of Nambe in New
Mexico, indicated in their applications how they will incorporate evidence-based, cul-
ture-based, and practice-based strategies for tribal youth. Grantees are required to
work across tribal suicide prevention, mental health, substance use prevention, and
substance use disorder treatment programs to build positive behavioral health
among youth Grantees will create or enhance effective systems of follow up for those
identified at risk of suicide and/or substance use or mental health issues that could
lead to suicide. With a focus on tribal traditions, interagency collaboration, early
identification, community healing, and preventing future deaths by suicide, grantees
connect appropriate cultural practices, intervention services, care, and information
with families, friends, schools, educational institutions, correctional systems, sub-
stance use programs, mental health programs, foster care systems, and other sup-
port organizations for tribal youth. Attention to the families and friends of tribal
community members who recently died by suicide is encouraged as well. In addition,
technical assistance is provided to grantees through SAMHSA’s Tribal Technical As-
sistance Center to support their ability to achieve their goals.

The President’s FY 2016 Budget for the TBHG program is $30 million, including
$15 million in the Mental Health appropriation and $15 million in the Substance
Abuse Prevention appropriation. This request represents an increase over the FY
2015 Enacted Level of $10 million in the Mental Health appropriation and $15 mil-
lion for a newly established line in the Substance Abuse Prevention appropriation.
This funding expands work supporting Generation Indigenous, an initiative focused
on removing possible barriers to success for Native youth. This initiative will take
a comprehensive, culturally appropriate approach to help improve the lives and op-
portunities for Native youth. In addition to HHS, multiple agencies including the
Departments of Interior, Education, Housing and Urban Development, Agriculture,
Labor, and Justice, are working collaboratively with tribes to address issues facing
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Native youth. The FY 2016 Budget would allow SAMHSA to expand activities that
are critical to preventing substance use and promoting mental health and resiliency
among youth in tribal communities. The additional funding would expand these ac-
tivities to approximately 103 additional tribes and tribal entities. With the expan-
sion of the TBHG program, SAMHSA aims to reduce substance use and the inci-
dence of suicide attempts among tribal youth and to address behavioral health con-
ditions which impact learning in Bureau of Indian Education-funded schools. The
TBHG program will support mental health promotion and substance use prevention
activities for high-risk tribal youth and their families, enhance early detection of
mental and substance use disorders among tribal youth, and increase referral to
treatment.

The House Appropriations Committee (House Report 114-195) fully funds the
THBG program for FY 2016 at the requested level of $30 million. However, the Sen-
ate Appropriations Committee (Senate Report 114-74) level funds the TBHG pro-
gram for FY 2016 at just under $5 million.

Strategic Prevention Framework-State Incentive Grant (SPF-SIG) Program

The Strategic Prevention Framework-State Incentive Grant (SPF-SIG) program
supports activities to help states and tribes build a solid foundation for delivering
and sustaining effective substance use prevention services and reducing the con-
sequences of substance use. Following the SPF five-step process, SPF-SIG grantees
develop comprehensive plans for prevention infrastructure and systems at the state
and tribal levels. Ultimately, SPF-SIG States/Tribes assist and support selected
sub-recipient communities to implement effective programs, policies, and practices
to reduce substance use and its related consequences. The SPF-SIG program pro-
vides the foundation for success of the SPF—Partnerships for Success (PFS) Grant
Program. Grantees include: Confederated Salish & Kootenai Tribes (Montana); First
Nation Community Healthsource (New Mexico); Leech Lake Band of Ojibwe (Min-
nesota); Nooksack Indian Tribal Council (Washington); Northern Arapahoe Tribe
(Wyoming); Oklahoma City Area Inter-Tribal Health Board; Tanana Chiefs Con-
]fg,rcle(nce,) Inc. (Alaska); and Oglala Sioux Tribe and Lower Brule Sioux Tribe (South

akota).

Strategic Prevention Framework—Partnerships for Success State and Tribal
Initiative (SPF-PFS)

The Strategic Prevention Framework—Partnerships for Success State and Tribal
Initiative (SPF-PFS) grant program was initiated in FY 2009 and one of its tar-
geted goals is to help young American Indians and Alaska Natives with reducing
substance use-related problems; preventing the onset and reducing the progression
of substance use disorders; strengthening prevention capacity and infrastructure at
the state and community levels in support of prevention; and leveraging, re-
directing, and realigning statewide funding streams for substance use prevention.
Since FY 2012, the SPF-PFS program has concentrated on addressing two of the
nation’s top substance use prevention priorities: (1) underage drinking among per-
sons aged 12 to 20; and (2) nonmedical prescription drug use among persons aged
12 to 25. In 2014, SAMHSA funded all five tribal applicants for the SPF-PFS pro-
gram. The grantees include: Cook Inlet Tribal Council in Alaska; the Montana Wyo-
ming Tribal Leaders Council; and the Cherokee Nation in Oklahoma.

Criminal Justice and Juvenile Justice

SAMHSA is committed to enhancing substance use treatment services in existing
adult tribal healing-to-wellness courts and in all juvenile treatment drug courts.
SAMHSA’s Treatment Drug Courts grant program aims to break the cycle of crimi-
nal behavior, alcohol and/or substance use, and incarceration, including among Na-
tive Americans. The purpose of this program is to expand and/or enhance substance
use treatment services in existing adult Tribal Healing to Wellness Courts and in
any Juvenile Treatment Drug Courts, which use the treatment drug court model in
order to provide alcohol and substance use disorder treatment (including recovery
support services, screening, assessment, case management, and program coordina-
tion) to justice-involved individuals. With respect to the Juvenile Treatment Drug
Courts program, in FY 2014, SAMHSA awarded a three-year grant to the Omaha
Tribe of Nebraska. In addition, SAMHSA funded all three tribal applicants for the
adult Tribal Healing to Wellness Courts in FY 2014. The grantees include: Lac Du
Flambeau Band of Chippewa Indians (Wisconsin); Mescalero Apache Tribal Council
(New Mexico); and Lower Brule Sioux Tribal Council (South Dakota).

Nonmedical Prescription Drug Use and Opioid Use Disorder Treatment

Nonmedical use of prescription medications takes a devastating toll on public
health and safety. In 2013, NSDUH data showed that approximately 6.5 million
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Americans aged 12 or older reported current non-medical use of prescription drugs.
In 2013, among persons aged 12 or older, the rate of current illicit drug use was
12.3 percent among American Indians and Alaska Natives. ¢ In response to this pub-
lic health crisis, IHS established the Prescription Drug Abuse (PDA) workgroup and
developed a multi-disciplinary task force to address six key focus areas: patient care,
policy development/implementation, education, monitoring, medication storage/dis-
posal, and law enforcement. SAMHSA and other Federal agencies have been active
members of the ITHS PDA workgroup in an effort to improve national coordination
and collaboration. SAMHSA has national and regional resources that include: strat-
egies for reducing nonmedical use of prescription drugs; prescriber and patient edu-
cation; publications; prevention and early intervention; technical assistance; and
prescription drug monitoring programs. The workgroup developed a PDA Resource
Guide to support technical assistance, training and education for providers and com-
munities.

SAMHSA is also leading a number of activities in support of the HHS Secretary’s
Opioid Initiative that focuses on three specific areas: opioid prescribing practices to
reduce opioid use disorders; naloxone development, access, and distribution; and,
medication-assisted treatment to reduce opioid use disorders and overdose.
SAMHSA will be working with IHS to improve training in the use of medication-
assisted treatment, the standard of care for opioid use disorders, by providers in Al/
AN communities.

Supporting Successful Recovery

SAMHSA has also funded a number of programs that focus on recovery support
in AI/AN communities. The Inter-Tribal Council of Michigan’s “Anishnaabek Heal-
ing Circle, ATR Network” was funded to improve access to a full array of treatment
and recovery supports through network of culturally competent providers. The grant
focused on tribal youth aged 12 and older who were enrolled members of the feder-
ally recognized tribes in Michigan.
Conclusion

Thank you again for this opportunity to discuss SAMHSA’s role in addressing the
issue of substance use that is exacting significant health and economic tolls in Na-
tive communities. The issue is a major priority for SAMHSA, and recent activities
such as the establishment of our OTAP underscore our dedication.

The CHAIRMAN. Thank you very much for your testimony. Now,
Melanie Benjamin.

STATEMENT OF HON. MELANIE BENJAMIN, CHIEF EXECUTIVE,
MILLE LACS BAND OF OJIBWE

Ms. BENJAMIN. Thank you, Mr. Chairman, Senator Franken and
members of this Committee.

Like most tribes, our fight against alcohol addiction has been on-
going for more than a century as a byproduct of colonization. In the
1980s, crack and meth invaded our communities. My focus today
is on a terrible family of drugs now hitting our Minnesota tribal
communities, claiming our youngest and most precious as victims,
our babies, our future.

Minnesota now leads the Nation in babies being born addicted to
opiates. It is with profound sadness and concern that I report that
my community is among the hardest hit. Babies born addicted to
opiates are now the single greatest threat to the future of my band.

The opiate explosion in Minnesota is so new that there is a great
deal of information we do not know yet. Here is what we do know.
Prescription opiates, including Vicodin, OxyContin, Percoset, mor-
phine and codeine are each a pathway to heroin use. Nearly, 100
percent of heroin addicts repot their addiction began with an opiate

6 Results from the 2013 National Survey on Drug Use and Health: Summary of National Find-
ings http:/ /www.samhsa.gov | data / sites | default/ files | NSDUHresultsPDFWHTML2013 / Web |
NSDUHTresults2013.pdf
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prescription. More than 28 percent of the babies born addicted to
opiates in Minnesota are Native Americans, even though we are
only about 2 percent of the population.

Seventy-eight percent of opiate-addicted Indian babies are born
in rural Minnesota. So this is more of a reservation problem. In-
dian women are 8.7 times more likely than non-Indians to be diag-
nosed with opiate dependency or abuse during pregnancy. Fifty-
seven percent of these women have a legal opiate prescription for
pain given to them by a doctor, even throughout pregnancy, 57 per-
cent, Mr. Chairman.

The Mille Lacs Band is conducting a study that appears to show
that our band members may be rapid metabolizers of many addict-
ive drugs. This means that those who are addicted need more of
the drug more frequently in order to maintain that effect, which
means higher addiction rates. Babies born addicted to opiates go
through horrifying withdrawal, struggling with pain, seizures,
rapid breathing, sweating, trembling, vomiting, diarrhea, slow
weight gain. They are at a high risk of premature birth and sudden
infant death syndrome.

The financial costs are high. Last year 262 Indian babies were
born with opiate addiction in Minnesota and cost about $8 million
in medical care during withdrawal. That is about $30,000 per baby,
and this is in the first year. But the social and financial costs con-
tinue to mount after their hospital stay. Most of these babies must
be placed in foster care until the mother is able to care for them.
But when the baby is removed, all the other children in the home
are also usually removed as well.

Mr. Chairman, we simply do not have enough Native foster fami-
lies to take in this high number of children, nor do we have enough
resources. Their medical issues are complex and may include high
rates of cerebral palsy and other serious complications, the same
as with victims of fetal alcohol syndrome. FAS spending can aver-
age $2 million over the lifetime of a child.

My written statement goes into more detail about associated
costs. But I want to close with providing you with some suggestions
of what Congress can do. We need research to study this crisis. We
must know more about the long-term impacts of newborn opiate
addiction. We need funding for a culturally-based treatment center
for pregnant Native women in Minnesota. Currently the only pro-
gram like this in Minnesota has just 21 beds. At Mille Lacs alone,
we had 21 babies born addicted to opiates in 2014.

We need support to mount a massive public education campaign
to highlight the risks of opiates. And we need the Federal and
State governments to crack down on physicians who are pre-
scribing these dangerous drugs without good reason. In the late
1800s, a genocide nearly occurred after Indian people were given
blankets infested with smallpox. Dr. Barrasso, for Indian Country,
opiates are a 21st century version of smallpox blankets.

There is no reason for a teenager with depression to be pre-
scribed Vicodin, but it happens every day. We need the medical
community and the pharmaceutical companies to step up and po-
lice themselves. If they will not, then we ask you to help us police
them. As tribal leaders we cannot do this by ourselves.

Thank you, Mr. Chairman.
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[The prepared statement of Ms. Benjamin follows:]

PREPARED STATEMENT OF HON. MELANIE BENJAMIN, CHIEF EXECUTIVE, MILLE LACS
BAND OF OJIBWE

Mr. Chairman and Members of the Committes, as Chief Executive of the MilleLacs
Band of Ojibwe, 1 thank you for allowing me Lo testify today about the true cost of addiction
in our community. The Mille Lacs Band of Ojibwe is located in east-central Minnesota, with
4,462 enrolled tribal members.

Like most tribes, cur fight against alcohal addiction has been on-going for more than
a century, as a by-product of colonization. [n the 1%a0s, marljuana came inta cur
eommunities. |n the 1980', crack and meth entered into the fray.

But ) am here today to focus my remarks on a family ef drugs that bas just recently
hit our tribal coramunities in Minnesota, and is claiming as its victims our youngest and most
vulnerable band members: Qurbables,

Minnesota now leads the Nation in babies being born addicted to opiates. 1t is with
profound =zdness and concern that | repart that my community, the Mille Lacs Band of
Djibwe, isamang the hardest hitin Minnesota, In my January 2015 State ofthe Band Address,
1 had the difficult task of informing our tribal members that babies born addicted to oplates
is now the single greatest threat to the future of the Mille Lacs Band of Qjihwe,

The State of Minnesota Health Commissioner Lucinda Jesson reports that in
Minnesola, treatment admissions for heroin addiction have douhbled over the last five years,
and this epidemic disproportionately impacts Native Americans in Minneseta, Minnesota
ranks first among all states in deaths due to drug poisoning among American [ndians
afall ages.1

The focus of this hearing is the cost ef addiction, The opiate crisis has exploded in
Minnesota, Mr. Chairman, and is so new that there is a great deal of information we do not
yet know., 1want te clarify that when 1 refer to "opiates”, | am referring to the prascription
drugs Vicodin, Gxycontin, Percaset, Morphine and codeins, Each ofthese is a pathway to the
street drug herain, also an oplate.

1 wil! begin by sharlng whatlittle we do know:

- Nearly 100% of heroin addicks report that their addiction began with a legal
prescription from a doctor for ane of these drugs,

- Of babies born addicted te coplates in Minnesata, more than 2B% are Native
American babies, even though we only comprise about 2% of the state population.

- Of these opiate-addicted Indian babies, 78% are barn in rural Minnesota, which
means this is larpely an out-state, recervation problem.

- Amerien [ndian women are 8.7 times more likely than nen-Indians to be
diagnosed with opiate dependency or abuse during pregnancy than nen-lndians,

- 57% of these women have a legal opiate prescription given fo them by a
physician for pain, even throughout pregnancy[ il

The Mille Lacs Band has commissioned a study with a national laboratory examining
how our tribal members metabalize various substances, The first phase of this research has
been campleted, and preliminary results appear to show thatthe majority of Milte Lacs Band
Members sampled are very rapid metabolizers of many addictive drugs. What this means is
that when these drugs are prescribed for pain management, they may hit the system of a
rapid metabolizer must more guickly, causing mere intense and immediate physical
sensations, but these drugs also run through the body much more quickly. This rapid
metabolizing can result in the pain returning much sooner than it would for someone wha is
nat a rapid metabolizer, thereby causing a person to need more of the drug moere often in
order te cantrol the pain. This, Mr. Chairman, is how the seeds are planted for opiate
addiction.
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Methadane clinics, which are intended to treat opiate addiction, have also had a
devastating impact on Native Americans in northern Minnesota, For several years,
Minnesata tribal officials expressed alarm over practices of the Lake Superior Treatment
Center, the only methadane clinic operating in northeastern Minnesota. This clinic was well
known ameng ppiate users to disperse methadone very liberally and with little patient
oversight or follow-up care, largely driven by profits, Much of the methadone dispersed from
this clinic was eventually sold illegally In tribal communlties,

Finally, In response to alarms raised by tribal officlals after methadone-related deaths
of 11 American lndizn patients and others, the Minnesata Department of Human Services
lannched an investigation and revoked the elinic's license in September 2012 after finding
50 vialations during an inspection that summer. An additional 22 vialations were found in
2014; yet this clinlccontinuad to operate while appealing the decision. Itis finally scheduled
1o tlose this summer, ¥

While the National Instifute of Health and the Centers for Disease Centrol both
describe methadone as the most effective treatment for opiate addictlon, we doubt that
studies on drug efficacy included Native Americans and certainly did not include Mifle Lacs
Band Members. Again, our preliminary evidence from our awn labaratary study indicates
thatmethadone is s also metabolized very rapidly by Mille Lacs Band Members, making
ita drug with heightened rislk for addiction for cur commumity.

This Committee is particulariy interested in costs, and we do know same of the short-
term costs. When babies are born addicted to opiates and go through withdrawal, this is
called “Meo-Natal Abstinence Syndrome®, or "NAS", What these NAS babies go through is
horrifying, including pain, seizures, rapid breathing, sweating, trembling, vomiting, diarthea,
slow weight gain end they are at high risk of pre-mature birth and sudden infant death
syndrome.

On average, the medical cost of carlng for one newbari geing through withdrawal
averaged $30,000 in 2013 for an average stay of 15 days in neonatal intensive care. Last
year, there were approxlinately 260 Native American NAS babies born in Minnesota, costing
approximately $7.8 million doliars in medical care immed{ately after birth, 77.6% of which
was attributed to state Medicaid programs,

But the costs don't stop there when withdrawal is finally over. Maost pften, these
babies must be placed in foster care until the mother is abla to care for her chifd. But when
the baby is removed, all the ather children in the home are removed as well,

Mr. Chairman, every reservation in Minnesotm is facing a crisis of aut-of-home
placement of Native children. We simply do not have enough Mative foster families an or off
reservation ta tale in these high numbers of childrer, nor do we have encugh resources. [t
is hard for cur staff to not wonder, "What goad is the Jndian Chifd Welfare Act when we have
no indian homes lgfi to place these Lids in?”
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Woe also lack critical information about the long-term medical and educational costs
for these babies through their lifetime. Anecdotally, we are hearing from providers and early
childhood specialists that these children appear to have similar symptams as childran with
Fetal Alcohol Syndrome, but their medical issues might be far more complex, including
higher rates of cerebral palsy and athar serious physical medical complications,

This committee has done many hearings on Fetal Alcohol Syndrome, and has
documented that government spending can average $2 mlillion over the lifetime af 2 child
born with FAS. Unkl we get more data, we must assume that the cost of providing care to
these children wilt he very similar to FAS babies.

Mr. Chairman, we need yaur help in addressing this crisis, [ have some
recommendations that ! raspectfully request you cansider.

1. We need research about this crisis. We must know maore about the long-term

impacts of newborn opiate addiction, but we need help, The tribes In Minnesota have joined

forces and our providers are working together to share data, hut we are in urgent need of
research, Elther a federal agency needs to study this issue or a federal grant should he

provided to a research entity to conduct the study. With our preliminary research |

referenced earlier, it is critical that any research done must be specific to Native Americans

due to the strong possibility that many Native people beyond the Mille Lacs Band of Gfibwe
miight also metabolize these drugs differently than the majorlty papulation.

2, Tribes in Minnesota are in urgent need of support for a culturally-based in-patient
treatment facility for expectant Native wamen. Over the years, this Committee has donge
an excellent job of documenting that traditional 12-step programs are ineffective for Native
people without a very strong cultural compenent that is specific tv American Indian
spirituality and jdentity. Currently, the only program like this in Minnesota has just 21 beds,
and is located in Brainerd, MN, At Mille Lacs alone, we hiad more than 21 babies born with
NAS in 2014. The Band Is currently In disrusslons with the State of Minnescta and
considering purchasing this facifity and expanding it to 56 beds. Even with the expansion,
however, this will barely mzke a dent in the need at Milla Lacs alons; there are 10 othertribes
In Minmesata which face the same crisls as we do.

3. Because there will never be enough beds, we also need support for a culturally-
sensitive ont-patient treatment propram targeted toward expectant Native women.
Project Chlld Is an out-patient program operating In Hennepin County that has shown
pramising results, and has been discussed with regard ta replicating it for Native American
women with & Native American focus on enlture, identity and spirituality. State officials
estimata that affering a similar program targeted toward Native American women might cost
$272,0060 in the first twa years, but they also prediet it would generatz “at least $1.3 million
in savings in the ensuing twa years by eliminating prolonged state-funded hospital stays for
infants suffering from opiate exposure.” v In the first nine months of 2013, Project Child
served 124 women and "afl but one or two gave birth *free of chemicals,” found stable
housing, complated lang-term support progrems, and mzintained custody of their children”,
according to its program directar, Tom Turner. The Mille Lacs Band Health and Human
Services Department #
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4, We need the state and federal government to make and enforce severa
consequences for those physiclans over-prescribing opiates to Native Americans. n
the Yate 1800's, Indian people and children were devastated by small pox after heing given
blankets infested with the disease. Mr. Chairman, opiates are our 215 century version of
smallpox blankets, 1tis inexcusable and even criminal fior any physician to prescribe drugs
like Vicodin to teepagers with depression, but it happens every day. Qpiates are extremely
dangerous drugs, yet they are prescribed for such minor ailments as sore arkles and tooth-
aches; conditions that could be effectively treated with (buprofen or zcetaminophen.

Mr. Chalrman, we need the medlcal community and the pharmaceatical
companies to step up and policc themselves, and if they will not, thea you must.
Physicians also routinely prescribe more medication than is necessary ta elderly peopls;
these excess medications are guaranteed te end up in the hands of those with opiate
addictions.

At the request of Govarnor Mark Dayton, the State af Minnesota has includad in his
2015 legislative proposal the farmation fo a community-based Opiod Prescribing
Workgroup (OFWG] o make recommendations regarding educational resources for
providers. They are also charged with developing z system for notifying Minnesota Health
Care Plan providers whose practices fall outside recommended quality controls, and dis-
enrolling providers who practices are “so consistently extreme” that they warrant dis-
enrallment ¥ This will net address non-MHECF providers, however, We need fedaral
standards to address over-prescription of medications to Mative American patients and
supgest the Indian Health Service be requested to begin working an these standards with
tribal providers.

{ would be remiss if1 did not menton ane mare systemic issue that directly impacts
opiate addiction and over-prescription to Native people in Minnesota. [n 2014, the
Minnesata Department of Health released a report entitled "Advancing Health Equity: A
Report to the Legislature”. This report directly Identified of Minnesota structural racism as
a key factor in health inequities by race in Minneasals, specifically referencing that American
Indian babies have fwice the mortality rate of white babies, The report states:

“Structural Racism -- the normalizatian of historical, cultural, institutional and

interpersonal dynamics that routinely advantage white people while producing
cumnlatlve and chronic adverse cutcomes for peaple af color and Ameriean
Indians — is rarely tallked about. Revealing where structoral racism is
operating and where its effects are heing felt is essential for fipuring out where
policies and programs can make the greatest improvements,” v/l

Mr. Chairman, tackling structural racism as it is embedded throughout cur state
policies and systems is overwhelming to think about, because oftenitis invisible to everyone
but those whom it impacts, Yet as Native people, we know structural racism exists and see
itevery day. In Minnesctz, state agencies are being encouraged to examine their policies and
try to identify where structural racism may exlst In invisible ways, but impacting the health
outcomes for Native people and communities of color. Butthat is a problem that wiil take
decades to solve, and frankly, our children don't have the luxury of time to wait.
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I want to close with a note about what tribes in Minnesota are dolng together to
combat the opiate crisis. Last summer, the Minnesota Indian Affairs Council (MIAC) under
the leadership of our President Kevin Leecy (Bois Forte] held a statewide Summit on the
crisis facing Native children. Qur health and human service directars came together with
elected tribal leaders to convey the magnitude of this crisis and work together toward
solutions. Many county and state officials were also involved, and committed to partnering
tn face this crisis.

On May 28, the Mille Lacs Band hosted the MIAC's second state-wide summit, where
several of the recommendations in my testimony taday were developed, We will continue
to meet and partmer with the State where possible to combat this terrible epidemic.

1 also want to note that we are also fighting this issue on the front lines in our
communities and our families. [ am including as ar appendix a report from our

Commissioner Samuel Maose, of the Mille Lacs Band Bealth and Human Services
Department, which was prepared as an internal roadmap for deing what we can do address
this crisis as a tribe. &

Finally, we are not just looking to government to solve these issues. We know thatas
community and family mambers, we must learn how te identify and prevent addiction in our
loved ones and help them get the help they need, The Mille Lacs Band held our own two-
day canference far Band Members on this topic on Apri 1, 2015, At this conferance, we had
community dialogue abautstrategies for confronting opiate use among our family members,
and getdng treatment and help for our loved ones whom we fear have become victims of
opiate addiction.

The sooner a young woman gets help, the greater her chances are of delivering a

healthy baby., We know this is not just a government responsibility, but a personal
respansibility each of us has to our family members.

Mr. Chalrmanr, in Anishinaabe culture, we always say that we look ahead seven
generations. Right now, we are lving in fear about the impact of this problem on the
generation that s being born today, 1am hoping that, with your help, we can do something
about thls crisis immediately, before we lose a peneration.

Thank you for this opportunity to testify, and [ look forward to answering any
questions you might have,

! 20116-17 Aevised Blennlal Budget, Human Services, March 2015, Appendlx 1.
" OHS Commissioner Lucinda Jesson [etter to Sacratary Bunwell, Aprll 23, 2015
" hbipsf fwavi twincitles.comfocalnews/cl_28416812/methadone-chnlc- operaring—withnut-lfcense-dnse—duluth

¥ hibipsffwwnanmi camy! Ihealth-addictian3014/02/preg and ted-awiul-burden-carry
* http: {.fmw.starmhune com/minnescta-comes-to-the-ald-of-oplold-exposed hahiesfzssmsusﬂ
“ heepstffwww.nifnnpost.com/mantal-haalth-addiction/201402 /ot and-addlcted-awiul-burden-cairy

" OHS Commissioner Lueinda Jesson |etter (o Seeretary Burwell, Apil 23, 2015

¥ jevancing Haalth Gquity n ivlinnesata: A Repart to the Legls!sture, Feb 1, 2014,

htipivww healbostate mn.es/fdivsfehsfhealthaguityfahe_lag_report_020434.pdf

¥ Qplate Crists: A Community Response for Health and Human Services, Commissioner Samusgl Moose,

Attachments
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OPIATE CRISIS:

A Community Response from Health and Human Services

Abstract
The Mille Lacs Band ls Facing an epidemic of dvug abuse that Chief Execubive Melanie
Bemjamin has called "the single greatest threat bo the future of the Mille Lacs Band of
{fibwe,” This paper oltlines o sevies of steps coordinated by the Mille Laes Band of Ojibwe
Department of Health and Human Sarvices, The approach will 2ddress cammunity needs
from a variely of perspectives ta address the impact of oplates.

Sarauei Moose, Commissioner

Sim 0.5V

Exccubive Summary

The Mille Lacs Band is facing an epidemic of drug ahuse that Chief Executive Melanie
Benjamin has called “the single greatest threat to the future of the Mille Lacs Band of
0Ojibwe.” This problem does not just affect the users; innocent newhborns are alsa facing the
effects. In recent months the Band has learned that American Indian bables are 8.7 times
more likely than white babies to be born with Neonatal Abstinence Syndrome (NAS), and
that 2B percent of Minnesota hables born with NAS are born to Indian mothers. The Mille
Lacs Band is ampng the hardest hit communities in the state, The extent of the opiate
problem at Mille Lacs is further evidenced by increased drug related arrests, increases In
medical calls to tribal police, and increases in out-of~home placements due to opiate-
related issues.

This paper putlines a series of steps coardinated by the Mille Lacs Band of Ojibwe
Department af Health and Human Servives. The approach will address community needs
fram a variety of perspectives to address the impact of cpiates,

Background and History

The Milte Lacs Band has appraximately 4,462 memhbers. The Mille Lacs Reservation
consists of three districts, the most populous of which is District 1. More than 1,400 Band
membets live in District ). Districts Il and I/ are near the cities of McGregor and Isle with a
population of 359 members towl. District 11, near the city of Hinckley, has 555 members.
Maost af the remaining Band members live throughout Minnesota and the United States, The
MLBO servire area population is approximately 519 of the total 4,462 Mille Lacs Band
membership.

Issues related to health and wellness are common themes for the Mille Lacs Band of Djibwe
communities, Unfortunately, this population leads just about every category of health
disparities, ineluding alcohal and drug abuse and addiction and resulting out-of-home
placements. Child Welfare services and aut=of-home placement have seen an inerease in
the past year. Many tribal members are ralsing grandchlidren or their siblings’ children, In
arder to keep their family together.
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Over the course of several decades, the community has seen a recurring cycle of chemical
use and abuse, beginning with alcchol and moving to cocaine, methamphetamines, and
aplates, During recent years, Band members who have become addicted to prescription
opioid painkiliers have turned to heroin because it is cheaper and mare readily available.
Tribal police data also show that methamphetantine zbuse is still common in the area.

The blame for this cycle of addiction falls largely on historlzal trauma suffered by
generations of Mille Lacs Band members who experienced viclence, braken treaties, forced
relacation, assimilation, racism and discrimination. This trauma has resulfed in braken
families and suffering individuals whe have turned to alcohol and other drugs aut of
hopelessness and pain,

The Mille Lacs Band already operates behavioral liealth and maternal-child health
programs that address drug and aleohol dependency and strive to increase healthy birth
outcames. The Behavicral Health department of HHS offers mentzl health and chernical
dependency assessments and counseling, as well as preventian and support programs. The
Public Health Department offers prenatal and postpartuimn visits, family planning, childbirth
education, tobacco cessation and health promotion. Unfortunatzaly, the prevalence of
neonatal abstinence syndrome indicates that these programs have not been adequate tov
keep women and children safe. Mere needs to be done to ensure that pregnant women
remain chentical free and that Mille Lacs Band children are given the healthiest possibla
stark,

5ix Injtiatives

While many of the causes af drag and alcohal dependency are known, the splutions are
much harder te pinpoint. What is ¢lear, however, is that a multi-dimensianzl problem
requires a multi-pronged salution. After consultation with elders, experts and other tribes,
the Mille Lacs Band’s Health and Human Services Department has arrived ata six-pronged
strategy to address the problem and help the community meve in a healthy direction.

The inidatives in the process of [mplementation are as follows:

& Creatisn of 2 Neonatal Drug Use Response Team

* Development of a recovery-oriented care system

» Strengthening of outpatient services

» Exploration of new residential treatment options

+ Expansion of women's and childrer's programs

» Enhancement af existing preventian programs and collaborations

I. Neonatal Brug Use Response Team

A multidisciplinary team of professionals is needed to respond urgently when jtis reported
that a pregnant woman or newborn infant tests positive for apioids ar ather drugs. This
team will provide a collaborative approach and wraparound services to stop the drug use,
treat the symiptoms, and pravent relapse through ongoing support.
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The team cansists of a public health nurse, a chemleal dependency counselor, and a soclal
worker to help provide support and intervention.

[fthe team is informed through county child protective services that a pregnant waman or
neawborn tests positive for drugs, the team will pravide timely assessments for chemlcal
dependency treatment and help mothers access treatment immediately. The team will also
asgess ather types of support they may need to remaln clean during pregnancy and
afterwards, The team will coordinate prenaial care and fallow the mother throvghout
pregnancy and beyond, previding suppart both to the mother and to the child. Tha keam
will be led by an Lirensed Alcohol and Drug Caunselar doe te the focus being ab aceessing
treatment and recovery based services. Each mother wil! have a case plan developed that
addresses

The team wili collaborate closely with our MLBOQ partners in housing, law enforcement,
tribal courts, health services, law enforcement end othar departments. Additionally the
team will develop strong colflaborative relabonships with cotnty partners who will
coordinate needed services that the MBLO systems are unable to access currently.

11 Recovery-oviented care

People enter the care system from various points, 50 coordination of care is often lacking, A
times, services lose track of those in need of care during transitional periods, [ike poing to
or refurning home frem inpatient treatment. It is critical that mathers and their families
have access to a system that helps ta keep them engaged as they move through the
cantinuum of seryices.
Ateam of case managers is being developed to work with people from their initial
aseessment through all levels of rare. Case managers will maintzin contact with those who
are going away to treatment and reestablish fzre-to-face contact when they get home.
A true recovery-griented system engages peer supperts. Until a system of peer supportis
develaped, professionals or paraprofessianals will pravide that support

I1L, Strengthening outpaticnt services:
Heles in services need ta be filled to strengthen existing programs. Individuals returning

from treatment may face homelessness, tnsafe environments, lack of peer and family
support, and lack of financlal resources to mzintain sabriety.

Qutpatient services in all three districts will be revised ar created to provide Aexihility and
full integration of mental health and chemicaf health treatment services so care is
caordinated and addresses all the individual's needs. Support services will also he
individualized ta treat each person's specific recovery needs.

V. Residential treatment options
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Residential treztment it Minnesata has been in the process of changing to meet the
evolving demands of clients and the ever-changing dimate of drug and alcohol use and
abuse, Over the pastseveral years Mille Lacs Band af Ojibwe officials, employees and
members have discussed the need for an inpatient or residential treatment component that
meets the direct needs of community members. Residential treatment aptions vary and
decisions need to be made that identify key community needs for the Mille Lacs Band.

Based on community needs, HHS is pursting a number of options to develop a facility that
provides a residential treatment option for Mille Lacs Band members. The program will be
rogted in Anishinaabe culture and utilize our spiritual heritape to provide a faundation for
recovery far our community members.

The establishtnent of this prograim needs to be fiscally responsible and sustainable for itta
be an effective tool for members ta access for the long term.

V. A program for women and children

Historically, addiction treatment services have struggled to meet the needs of pregnant and
parenting women. Treatment programs have often taken mothers out of the home and
moved children to foster care in zn attemnpt to stabilize the mather.

Over the past 10-15 vears, a mavement has developed to provide addiction treatment
services that allow women to live with their children in a supportive residential
environment while they begin their recovery journey. This kind of family-centered
treatment resonates with the MLBO values of maintaining family relationships and support,
and it strives fo meet the needs of mothers and thelr children in treating addiction asa
disease that impacts the entire family.

The Mille Lacs Band's Health and Human Services Department is developing a Family
Healing Center project that enables women o have actess to residential addiction and
mental health services and contlnue to live with thefr chlldren. The departmentis working
to identify a site that can provide a housing option as well as accommodate the needs for
mothers and children to access recovery support, child care services and the professional
counseling and therapeutic care necessary to build a solid family-based recovery
foundation.
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VL. Prevention, harm reduction and community-based intervention efforts.

The Mille Lacs Band Health and Human Services will focus available and appropriate
Anancial and staffing resources toward prevention of the spread of addiction problems and
to community-based campaigns that address efforts to minimize the impact of drug use.

a. The MLBO will develop mediz and marketing campaigns that present messages
dasigned ta prevent youth from turning to experimentztion, provide clear education
about the dangers of drug nse, educate women about the dangers of use during
pregnancy and appropriate strengths-based massages deslgned to cngage youth in
Ppositive activities, values and cultural connections.

b. The MLBO Health and Human Services Department wiil collaborate with other
agencies to establish access to naloxone for familles and law enforcement first
responders to have ready access to intervene on overdose incldents

¢ HHS will coordinate sharing of information with the Community Develapment
department to ensure that drug issues within the housing department are
communicated clearly to HHS departments that can help families.

d. HHS will propose a drink tax expansion to include Eddy's and cther sites fram
Corporate Ventures as a source of revenue ko suppart breatment, intervention and
preventian services.

e. [HS will collaborate with Tribal Police to commuricate and engage individuals in
petting help and understanding services available,
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Minnesota Department of Humon Services

April 23,2015

Sylvia M., Burwell
Secretary of Henlih and Humen Services
Washington, D.C. 20201

Deer Secretary Burwell:

1 am writing o behalf of Governor Mark Daytan, Thank you for the opportunity 1o inform your offics
of Minnesota's planning efforts te reduce the Injury and mortality associated with prascription and dllicit
aploid uze and overdose. The Minnesols Departenent of Human Services {DHS) in conjimetion with the
Netional Governors Association and the Minnescln State Substance Abuge Steategy, which includes the
Tlepartments of Health, Education, Public Safety, and Comections as well as the state judicial branch and
the MEnnesota Board of Pharmacy, has developed a robust approach to reduce eceess {o prescription
apiaids, faciease access to neloxone and expand medication-nssisted wreatment.

1n 2015, 3finnesota is experiencing unique public health tragedics es a result of the over-prescribing of
opicid prin relievers and the aveilahility of heroin in ovr communilics:

» Minnesota rmked first among all states in dzaths due to drug poisoning ameng American
Indians/Alaska Natives.

» Approximetely 3,000 Mioncsota Health Care Plan (MHCF) enrnllees hecome chronic opioid
users anmually.

« Of the new chronic users, over S0 percent have a yecent diagnosis of mental {liness, substance
abnse disorder, or both mental fllness and substance abuse disorder, each of which meke it more
likely that a person will become opioid dependent.

a  More than haif of prapnant Minnesota women whe are lmewn e be opicid dependent ave stil]
preseribed opicids for pein during pragnancy,

a ‘The oumber of fetuses sxposed to llegal or preseription drugs disproportianately impacts
American Indians in Minnesotz The rate of prescribed opiaids fer pain during prepoancy is
twice &s high among American Indisns then among other Minncsotans.

Overprescribing Opioid Pain Relievers - In response io Inappropriate apioid preseribing, the
govemnos's 2005 legislative proposal recommends the following:

» Tormatlon of a community-based Opicid Preseribing Work Group {OFW() fo recommend protocols
that address ell phases of the opicid prescribing cycle, such ns prescribing for acule and chronic pain
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and the period in between. The OFWG will make its recaommendations ke the commissioners of
health and of human services,

+ Developing educationzl resources and messages for providers about communicating with patienls
about pain and using apioids {o trest paie.

s Providers not enralled in MHCE may voluntarily uze the OPWG's recammendations to improve
thefr epioid providing practices.

= DHS will notify MHCP-enrolled providers whase practices fil oulside recommiended quality
improvement thresholds. These providers will be reguived fo submit plans in order to bring theic
practices into alipnment with community-developed standards,

« DHS will diz-eproll MECP providers whose practices are so sonsistently exireme that they meet
OPWG recemmended opioid disenvellment thresholds,

Results:

‘Within four years of impleraenting the recommendations, DHFS anticlpates thal cur state will see:

= Fewer deaths atiributed to preseription apioid overese.

» A detline in substance abhse disorder selated to preseribed opisids.

& A decline in opioid overusz, particularly for treatment of chronic pain, and among populations with
disparate rates of opioid overuse. :

+ A reduction in the incidence of fetuses exposed to preseipion drgs,

The State Opioid Oversight Project - At the request of the Office of Governor Mark Dayton, the
Chemical and Mente] Heglth Services and Health Care Administrations of DHS uloog with the MDEL
the DHS Office of the Inspector General, the Board of Phannacy, and the Depariment of Public Safefy
are participating in the yeaclong Nations] Govemnors Association prescription drug abuse summit, are
working togeitics to provide a stale opioid oversight project which will oversee seven multi-agency
foons areas addressing the spectrum of challenges fFfom prevention to treatmenl of opioid sbuse. The
State Opioid Ovearsight Praject will reporl to the Minnesots State Substance Abuse Strategy Excoutive
Sponsors to ensure that all partics are able to reduce the impact of opicid dependence among
Minnesotans while appropriately managing pain.

The State Opioid Oversipht Projeet is organized to best address the complex issues of opiaid use and
abuge, SOOP has developed these facus Aress to tackls opioid use and sbuse from every angle. This
project will allow us to reduce the consequences associated with preseription daupr abuse and increase
the awereness of this [mportant issue within our communities, The appraach will address preseription
drup abuse with a recovery oriented systems of care (ROSC) philosaphy and will incarporate a persan
centered appraach that builds an the strengths of community fo improve the quality of life for the
individuat, Family member and comesunities,

The State Opinid Oversight Project is focusing on seven targeted focns areas:
1) Neonatal Abstinence Byndrome
2) Medication Assisted Treatnent
1} Opioid Prescribing
4) Prescription Monitoring Propram
5) Increasing Access to Maloxona
§) Prevention/Awareness
7) Increasing Preseription Take Back Opportunities
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Neonatal Exposure to Opioid Medications - In response to the burgeoning problem of opiodd relaled
ngonatal exposure use disorder, the governoc’s 2015 Jegislative proposal recommends the following:

& Grant funds to support the provision of targeted integrated services for pregnant mothers who are at
high risk of zdverse birth antepmes due to cither matermal opioid uee or prematurityf|ow birth weight
in geographicelly identified areas of high need,

»  SBupport for planning, system development and integration of medical, substance use disorder and
social services for women wilhin tazpet areas.

» Integration of comnunity-based paraprofessionals such as doules and community health workers, as
a routinely available service compaaent.

+ Systematized screening, colleborative.care planning, referral, and follow wp for belinvloeal and soeial
rigks known to be r3soclaled with poor birth outenmes.

In additicn to the gavernor's legislative recommendations, the Department of Human Services
established the neonetal abslinence policy academy workgroup to address the Impact of opioid addiction
on Native Arerican women of child-hearing zge. The thres priarjties of the warkgroup are ta develop
education materialg for pravider and cornmunity members on neonatal abstinence syndrame, develop 2
culturally-based freatment model across the spectrum of prevention, trealment and recovery, and to
cucourage substance use serezning for all pragnant women and subseguent referral far freatmerit
services, if necessary,

The Alechol and Drug Abuse Divisien in lhe Department of Human Services supporis speciafized
women’s treatment services with grant fimding, These grants provide treatment support end recovery
services for pregnent and parenting women who bave substance use disowers. With enhanced services,
families can access additional recovery supporis, meet their basic needs of daily living, address mental
and physical health needs and obtaln parenting support to increase family stability.

Increasing Access to Naloxone — In 204, the Minnesota legislature passed o bifl thot is referred {o 83
"Steve's Law,” which increases the availability of nalaxone end provides sume Good Samaritan
protections.  The intent js to increase both the availability of overdose reversal medlcations as well as
decrease the fear of contacting law enforcement/first responders in an overdose sitation by granting
limiited immunity to the caller. Wider disoibulion of emergency use naloxane will ceduce mortality
among individuals using icit opinids.

"The State Opioid Oversight Project will fargat its sforts to increase the availability of naloxone for
peedie-exchange clinics, law enforcement, asd emergency responders ood for prescribing it with opinte
preseriptions until it is availsble over the counter, The project reeognaizes that ihe price of naloxone has
continved to double since lest year which can couse a financial burden to states trying to expand the
availability. The project also recognizes There js much work ta be doac within law enforcement to
reduce the resistance from law enforrement to carry naloxone,

Exprading Medication Assisted Treatment — The State Opiocid Oversight Project vecopnizes that
individuels need treatment, but access to lreatment bas not kept up with the demand, The inctease in
individuals using and abusing preseription drups hes led to increased need for addiction irealment and
recovery resources, Traditionally, the Mlimesotn model of eddiction reatment excludes sedization
assisted therapies. Nearly 90% of Minnessta treatnent programs il use a 12-step, shstinence-based
treatnent, which is ineffective for some patients with opfoid dependznee, The avetlebillty of
medication-assisted treatments is scarce in relation to the demand partictilarly in neral Minnesots, as
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troubled methadone-clinies are in danger of closing and the primary cars community has nol yet
engaged to meet the need with offering buprenorphine-based tregtments,

As we develop stratsgzies to add medication assisted treatments to specialty addjctian proprams and in
primary care seitings, we will alse integrate this evidence-based treatment fnto a comprehensive,
modemized mode] of care. We believe that treatment can be offered in a variety of clinieal settings and
the oppartunity ta recover is enhaneed with peer suppart, care capsdination and jong-term care.

The Minnesota Departzent of Hivman Services will continue to suppor the stratepies deployed through
your office and welcomes fhe opportunity to collsboraie in order to stap the uonecessary death and
suflering nssociated with opioid use.

Tharik you for considering these comments.

Bincerely,

Lucinda B, Jesson @W

Corumissioner
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Human Services

FY¥16-17 Biannial Budget Change ltem

Change ltem: Opiaid Prescribiag mprovement and Manitaring Pragram

Fistal Impact ($080s) ] FY 2015 | FYa0{f | FY 2008 | FY 2019
Ganeral Fund

Expenditures 1] (21} 21 ]

Revenues I 0 1] 1]
Other Funds

Expentituras 1 0 il 0

Revenues i 0 ] 0

el Fiscal Impact =
{Expznditires — Reverues) £ 21} {21} 21

Fiks 1.5 15 1.5 15
Request:

Effective July 1, 2015, lhe GSovemor recommends the mplameniaticn of a community-hased, eallshoralive approach {o raducs
inappropiiata cpiold analgesla prascibing within the Medical ssisienca [Ma) program. This proposal has a general lerd cost of
$33,000 in the FY2016-17 bieanium and a savings of $42,000 in the 2018-19 blennium.

Rationals/Hackground:

At any givan tims, thers are approximately 19,000 chronie opldid users in Minnesala's pullic programs. Based on 2011 dala,
appredimately 3,000 MHCP enroless become nesy chronlc opiold users each year, OF the new chranic users, ever #0% haye mania!
illiness; curentar a histary of substance sbose; or both subskence vze and menta! iliness.

Within the dala is e merked redel apsrity. Preliminary daia shaw a deubling of thz rte of necmalal abstinence syndrame over th
past fve yaars. The crisis deproporlionalely impacts newboms from the American klisn nations bested In Mnnesota. In 2010,
Minnesela rerbed firzt 2meng all steles when measuring the ege-adjusted di=parity rete retio (DRR] of dzaliss due ko dug poisoning
among Amencan [ndiansfAlaska Mafives relalive Lo Whiles (out of 13 slales for which data ate available) and of Blacks relallve to
Whites {out of 25 states Jor which dale are evailsbls). Tha ege-edusted rate of death dus to diug peisoning was more than folr imes
graater among Amarican Jndians/flaska Natives rolative 1o Whites and nearfy two finies greater amang Affican Ametfcans/Biacks
relative 1o Whites,

In 2012 DHS' Haelth Services Advisory Council {HSAC) formed an ad hoe Emergency Department (ED) it ization work group (ED
wank group] chargad with recorru'nend ing one or rrore approanhes for |mprming ERr care while alsa reduting cosls. The: ED werk group

chose fa focus ifs effods on img g opigid-y 5 | wilhin lhe ED. The ED wark graup eemprised
repigsentalves
»  HSAC »  emargancy medical rasponders
o heslh plans »  MN Communify Measuremant
s hospials and heslth systams »  Inslilule for Glinical Systems Impravement (ICS1),
=  emangency medival prefessionaks {both uml and
melro-hased)

The work group developed collaborative recommendations that Buill on lhe best of el respechive, individual efforts to curtail
mappropriale prescribing within EDs, The arelip's reconmendad protocols would fom the basls for the emergency department seing-
specific pratocols desaibed in ihis proposal,

Propasal:
This proposal cals for Ihe foliowing:

1. Endorsemant and developmenl of presciibing protocols that address al phases of the opleid prescdbing cyde (prascrdbing for
acute pain, prescribing in the time after the immediate acule swent, and prasciting for chranie paia). Pratocols will be
developed in coltaborstion with te community snd under contract wilh an oranization identiiied lirough a Requesl for
Proposaf process, The protocots wil dilfzreniiate betwaen oplolds prascribied In emergency setiings and those preseribed in
cther oulpatianl setings,

Batz of Minnesata 201517 Rlennal Budnsd
Jauane 2T S
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2. Davelopment of senfing! measures of the qualily of opioid prescriting {such the duralion and fype of apteida prascribed for
nam-malignant acale orchronic pain for patiants),

3. Develupment of sonsisient messapes and alher educalional respurces for prescribing providers sbout communicatng with
palan!s about pah managemznt and use of apilds to freat pain.

4. Davalnpment of 2 data faedback system to prowddars the will

& annually callect and repor io providers helr sendined measures compared 1o their anonymized peers
b, allribule individual providars 1o one or mare provider grotins with which {hey are affdiated or employsd. DHS wll
develop mechanisms for atfibufion in consulation with fie provider communtty.

5. Cubier providers will be identified based on critesla developed by he pravider communily. Individual, cutlier prescribers will be
nolified, as will any practice group vith which the provideris affiliated or employed. Any identifiable mormation abonl a
prvider or practice group will be considered prolecled for peer-taviaw, quzlity Impravement perposes, unlzss the pravider o
praclics group's strolimant in MHGP is lemparardy or parmananly restriclad or the provider or practice group |s disentolkd,

8. Practos groups togsther with their catfier previders) will submit plans for quality impravemant for raview and approva) by the
Commissloner, with ihe ohiective of bringing Cheir providing praclices into ignment with the community-developed slandaids
deserbed in paragreph 1,

7. Wany ndividua) or groups remain ouiiers for bwo of mone years, whelher ar not consecutiva, the Commisshner may take any
or &l of the following steps:

Manitosing performance mere frequently ian annally andfor manitaring more aspects of preserbing pracices than

the sertinal community maasimes

Requirng adciional ouallty improverment efferts, including bt not limited I mendafory use of the Minnesota

Prascrption Manitoring Frogram

Temperarily or permanznily restricting the individuat provider's snrdlment Tn MHCE,

Temporarily ar permanently restricing the provider group™s enralment in MHCP

Bisenrafiment of the ndividual provider

Disenralment of tha practics group and of individual providess alifialed with ar employed by the praciice group

=

b L S

Within une year expecied oulmomes include betier data and understanding of opicid preserblng and use within MHCP and a mora
coherent set of expectations for Improved prescribing pracfices among providers who provida care bo MHGP redplenls.

ithin four ysars DHS anticipates

{. Fewer desths attibuled to prescripfion opiold overae,

2. Adeciinein oplicld use overall, partlzudarty for reaiment of chrenls pain and particulary among populalians wilh disparataty
high rates; and

3. Reduced incldence of neanatal sbslinence syndroms, parfculery In populatons with disperately g rates,

One-fima contrecting costs Lote| $350,000.Tha program will also require 1 FTE with sionificanl policy expertise in oploid prescibing 2nd
tha restmenl of pein. J1wil also require 0.5 FTE for a research sclandsl b provide dala end analyfies support.

This proposel will result In cest ofseds hal will lnclude savings due to reduced spending on preseriplion cpivids, reduced conversian of
acule pain patients lothronic opinid Lsers, rediced rates of canversian f prescription oplcld use to dapandence on prascrbed opioids
or heroin, and prevaalion of cther madical complications of opicid depandence, nduding HIY snd Hepalils C.

Results:
Thia propoas! will regult in & deersage In the parcentage of WHOP reciplants receling cpimid prescripfions and & decreasa i the
overal volume of oploids preseibied a8 messured by tolal days supply.

Statutory Change(s):
5 =aclion 152,126 — Presaripfion Moniodng Progrem



DERASTIENT OF HEALTE

Protecting, maintaining and impraving the feaith of ol Minnesotans

February 1, 2014
Dizar Legizlators:

It is a preat privilege to present this repor! on Advancing Health Equity in Moneseta. The growing economic
inequities and the parsisience afhealh disparities in our great state are a matter of life and death for many.
Commuiilies across the stale are being devastaled by high rales of fafant mortality, diabetes, suicide, and mere.
Multiple effars have been mude to ity to close the stenificant gaps in heallh oulcomes across peplalians, but
essenlially we have been running in place,

This report raveals that:

*  Even where health putcames have improved overall, as in infand mortality rates, the disparities in these
cutcomes remain unchanged: American Indian and African American babies are stilf dying at fwice the rale of
white bubles,

= Inequities in socia] and economic factors are the key contributors to heallh disparitivs and ultimalely are what
need Lo chanpe if health equity is Lo be advanced.

= Struclaral racism-— (he nanmalization of histarical, cullurad, instilationsl and intecperspnal dynamics that
routincly advantage while people while producing cumulative and chionic pdverse auteomes far pecple of
color end American Indians — i rarely talked sbout. Revealing where siructural racism is operfing and
where its effecls are being feli is 2ssential for figuring out where policies and pragrams ean make the prealest
improvements,

»  [mproving the healih of those experiencing the greatest inequilies will result in improved health forall,

In (he process leading ta the release of this report, hundreds of crilical conversations took place. Relationships
were strengthened, new leaders smerged and important {ensions, challenges and resistance were uncovered.
ndividuals and organizotions Som both the community and the healll dep made invaluable contribitions
Lo lhis repott, sharing evidence of the devaslating, eficls of health inequities throughout the state ns well 2s
examples of whai can be doae {0 improve health for all. Although we were not able Lo include every example of
the heath inequities or effective strategies shared with us, the pession of many for addressing healils disparilies
and advancing healib cquily was evident in the process of campiling this work.

[1 is our hope that this report will provide a much-needed foundation for building on the wodk Lo elimingte health
disparitics and ultimately achieve bealth equity for all prople in Minnesata,

Advancing Health Equity Project Ca-Leads:

Wil Ao -Hitkey %%@m

Melanie Pelerson-tlickey, Research Scientisi Juannte Avers
Minnesola Center for Health Statistics Assistant Commissioner

The CHAIRMAN. Thank you, and I especially want to thank you
for that list of suggestions. It wasn’t just one thing, it was an en-
tire list and a broad list and encompasses a lot of different areas.
I think that is going to be one of the most helpful parts of this
Committee hearing today. Thank you very much for that.

Next is Mr. John Walters. Mr. Walters, thank you for being with
us. Please proceed.

STATEMENT OF HON. JOHN P. WALTERS, CHIEF OPERATING
OFFICER, HUDSON INSTITUTE

Mr. WALTERS. Thank you, Mr. Chairman, members of the Com-
mittee. I am the former director of the Office of Drug Control Policy
from the last Administration and am now the Chief Operating Offi-
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cer of the Hudson Institute and Co-Director of the Center on Sub-
stance Abuse Policy Research.

I am pleased to be with you and pleased to be with some of the
people who are working with Native American and Alaska Native
communities as I did back when I was in government.

I will not repeat the detail not only in my testimony, but you
have already heard about the disproportionate effect of substance
abuse in Indian Country. It is staggering. The estimates of national
cost of $200 billion or $600 billion don’t capture the real human
cost. These are our models, they are imprecise. The data here is
embarrassingly bad.

What we should do and what we can do to get national leaders
and local leaders better help is begin to look at the problem as if
it were as serious to us as it is to the people living in these commu-
nities.

First thing I would recommend is that someone direct the Cen-
ters for Disease Control to treat this as an epidemic and begin to
collect monthly data and precise geographic monthly data on the
spread of this disease. If this were a virus, the Centers for Disease
Control, I can tell you from my experience, resists this topic. It
doesn’t like substance abuse, in my experience. I have been out of
government a while and maybe attitudes have changed. It also
wants to say that it only deals with infectious diseases. That is not
acceptable. The cost and the devastation is too high and you need
to localize the particular knowledge about the spread of these phe-
nomenon, because they are an epidemiological phenomenon.

And if you are going to tie resources where they are needed, you
need to know where the problem is and you need to know how well
the resources are reaching the people who need them. That is not
happening. And it is unacceptable, in my view.

In addition, I think it is important to recognize that we do not
do a very good job of providing the care, as you have heard from
previous witnesses. Even if we expand resources under the Afford-
able Care Act and other programs, the problem is that the geo-
graphic isolation, the limits of infrastructure, the limits of referral
and support programs after immediate detoxification and other
services create a failure of treatment to work in these communities
and a failure of prevention to be effective and comprehensive.

We need to be more specific about how we can create targeted,
culturally sensitive programs in these areas. Demonstration pro-
grams are nice, but demonstration programs are by definition inad-
equate to meet the real need. There has to be a plan and a con-
sistent effort. I think someone in the Federal Government has to
be targeted such that their job is on the line to give you a solution
that reaches the real scope and focus of the problem. And given a
fixed period of time, not four years and not eight years.

I started working on the drug problem in the Reagan Adminis-
tration at the Department of Education. The same agencies have
been telling you they are going to get a national plan with real es-
timates and real achievement and real output data for decades. It
is not happening.

So until somebody’s job in six months or twelve months or eight-
een months is to produce such a plan or be fired, it is not going
to happen.
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In addition, I want to just mention in connection with the overall
problem the danger that was referred to, Mr. Chairman, in your
opening remarks. There is now a movement to legalize the produc-
tion of marijuana on Native land. On top of all that you have heard
of the consequences of addiction and substance abuse, in all the
areas you have heard of those consequences, this is devastating. If
there ever was a bad idea that we ought to stop, it is this one. And
of course, it doesn’t just affect people in Indian Country. But it is
a terribly, terribly destructive additional harm that we are inflict-
ing on people who are already suffering.

My testimony goes into detail about the latest research and what
the findings are for educational, health, illness, violence, and other
problems including family violence associated with marijuana and
its connection to other substance abuse. It is worsening with regard
to impaired driving, as well as educational performance. Recent re-
search has suggested very strongly in multiple cases that the cur-
rent high potency marijuana has the ability to not only reduce the
educational performance but perhaps permanently reduce i.q. in
young people. That is not the kind of additional ingredient we need
to add to the mix here.

In terms of the promises of profits, my testimony has some of the
research that suggests this is as illusory as it is to say the taxes
on alcohol are paying the cost of alcoholism in Indian Country. It
is a lie. It is not going to happen and it is never going to happen.

In short, I would say for the purposes of this Committee, we need
to have not only a better understanding of the cost but how to
drive our resources effectively to scale our resources and to hold
people accountable. We can do that at the Federal level. But in ad-
dition, we are at a crossroads now with this latest movement. We
can not only improve, but we also need to stop something that is
going to be devastating to people who live in these communities
who have already suffered enough.

With that, I am going to conclude. I will be happy, when it is my
turn, to answer any questions.

[The prepared statement of Mr. Walters follows:]

PREPARED STATEMENT OF HON. JOHN P. WALTERS, CHIEF OPERATING OFFICER,
HUDSON INSTITUTE

Chairman Barasso, Vice Chairman Tester, and members of the Committee, thank
you for this opportunity to address the public health and public safety issues sur-
rounding the costs and consequences of substance abuse on the Native population
of the United States.

In this testimony, I will briefly review what is currently known about the con-
sequences of substance abuse on Native American and Alaskan Native commu-
nities—specifically focused on costs, expressed both in public health and in dollars.
I also wish to draw attention to treatment need and address proposals to expand
access to marijuana in these communities.

According to a recent report from the Centers for Disease Control and Prevention
(CDC) on minority health populations, there are 566 Federally-recognized tribes
plus an unknown number of tribes that are not Federally-recognized, each with its
own culture, beliefs, and practices. !

As the CDC report notes, according to U.S. Census Bureau in 2013, there were
roughly 5.2 million American Indians and Alaska Natives living in the U.S., rep-
resenting approximately 2 percent of the U.S. total population.

1http: | /www.cde.gov | minorityhealth [ populations | REMP [ aian.html
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The projected U.S. population of American Indians and Alaska Natives for July
1, 2060 is estimated to reach 11.2 million, constituting approximately 2.7 percent
of the U.S. population by that date.

In the 2010 U.S. Census, tribal groupings with 100,000 or more responses were:
Cherokee (819,105), Navajo (332,129), Choctaw (195,764), Mexican American Indian
(175,494), Chippewa (170,742), Sioux (170,110), Apache (111,810), and Blackfeet
(105,304).

In 2013, there were 14 states(with more than 100,000 American Indian and Alas-
ka Native residents: California, Oklahoma, Arizona, Texas, New Mexico, Wash-
ington, New York, North Carolina, Florida, Alaska, Michigan, Oregon, Colorado and
Minnesota.

In 2013, the(states with the highest percentage of American Indian and Alaska
Native population were Alaska (14.3 percent), followed by Oklahoma (7.5 percent),
New Mexico (9.1 percent), South Dakota (8.5 percent), and Montana (6.8 percent).

A precise accounting of the true costs of substance abuse on Natives is difficult
to establish, owing in large measure to deficiencies in our data sets, which is an
on-going and frankly disturbing incapacity affecting all of drug policy. Broadly, for
the United States population as a whole, estimates have been provided showing ap-
proximately $193 billion per year (measured in 2011 based on 2007 datad the figure
has since been updated to $209 billion in 2009 dollars) as the costs to society of il-
licit drug use. The majority of those costs are attributed to law enforcement activi-
ties, lost productivity, and public health/health care impact. 2

Some proportion of those costs can be allocated to Native communities, but we
must acknowledge that the true impact is almost surely far worse than one would
find by simply dividing those costs by population share. Native communities are ad-
versely situated with regards to substance abuse impact, in many instances facing
vulnerabilities driven by, among other issues, poverty, geographic remoteness, and
insufficient health care resources. Even in circumstances where the largest Native
populations are found in urban settings, similar vulnerabilities pertain.

In addition to the economic costs, we must acknowledge the personal and social
costs measured in both lives and human potential lost, as well as diminished eco-
nomic opportunity and well-being.

The current human cost is staggering. As measured by the National Survey on
Drug Use and Health (NSDUH), in 2013, American Indians and Alaskan Natives
had the highest rate of substance abuse or dependence when compared to other ra-
cial or ethnic groups. The percentage who needed treatment for an alcohol or illicit
drug use problem in the past year was nearly 88 percent higher than the national
average for adults.

Such high rates of abuse/dependence are linked with a host of health problems,
including premature death. Yet the Substance Abuse and Mental Health Services
Administration (SAMHSA) of the Health and Human Services Department (HHS)
reports that Native Americans and Alaskan Natives are not well served by the pub-
lically-funded health care system. For instance, they are three times more likely
than whites to lack health insurance, with approximately 57 percent depending on
the Indian Health Service for treatment care.

While the Affordable Care Act allows for enrollment in state exchanges for Na-
tives, a 2004 study in the American Journal of Public Health found that less than
half of low-income uninsured Native Americans/Native Alaskan had access to Indian
Health Service care. 3

The American Psychiatric Association Fact Sheet on Mental Health Disparities
American Indians and Alaskan Natives summarized what we know all too well
about the struggle of Native communities. Natives are twice as likely to live in pov-
erty than the rest of the US population, have lower life expectancy, higher infant
mortality, and two and a half times the rate of violent victimization faced by whites.
They face significantly higher rates of death from tuberculosis, diabetes, uninten-
tional injury, while dying from alcohol-related causes at significantly higher rates
than the national average.

In 2008, the Centers for Disease Control and Prevention (CDC) released a report
finding nearly 12 percent of deaths, between 2001 and 2005, among Native Ameri-
cans/Alaskan Natives to be alcohol related, compared to 3.3 percent nationally. 4 Fi-
nally, suicide is the second leading cause of death for those between ten and thirty-
four years of age.

2 hitp: | |www.justice.gov | archive [ ndic /| pubs44 /44731 | 4473 1p.pdf

3 hitp:/ [www.ncbi.nlm.nih.gov / pme/ articles | PMC1449826 |

4 http: | | www.nbenews.com [id [ 26439767 [ ns | health-addictions | t  native-american-deaths-al-
cohol-related | #.VbOpcVy76fR
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According to the White House 2014 Native Youth Report, more than one in three
Native youth live in poverty, while their rate of high school graduation (67 percent)
is the lowest of any racial/ethnic group across all schools, falling to 53 percent for
Bureau of Indian Education schools, compared to a nationwide rate of 80 percent
graduation.

The lessons are painfully clear. In regards to the substance abuse of Native Amer-
icans, there is one thing that we must do, and one thing that we must not do.

Finding ways to increase resources for substance abuse treatment is the critical
one thing that we need to advance. Targeted, culturally-competent, and tailored spe-
cialty treatment drug and alcohol programs, especially for youth, are urgently need-
ed.

Even with expanded potential health care access offered under the Affordable
Care Act, substance abuse treatment parity will be difficult to obtain in reality. Re-
gardless of insurance coverage, insufficient access to treatment providers, both phy-
sicians and treatment facilities, will hinder the actual delivery of services.

And now the thing that we must not do: either willfully or inadvertently increase
the burden in their lives by making things worse. For instance, allowing the cultiva-
tion, production, and sale of marijuana on Native lands, either through programs
of so-called medical marijuana dispensing or by outright commercial legalization,
would be perversely the wrong thing to do, and would actively foster harm.

This preventable harm would begin with increased drug availability, use, and ad-
diction and all the related threats they pose to public health. It will also create
greater threats to public safety by increasing the risk of enhanced drug smuggling
and black market activities by criminal organizations. Additionally, there is a seri-
ous risk of corruption and loss of integrity for banking and governance through the
presence of a cash business illegal at the federal level.

These threats would affect Native peoples, as well as neighboring non-Native com-
munities.

Some have argued that Native communities might benefit economically from
being allowed to operate commercial operations involving marijuana, the cultivation
and sale of which might generate jobs and tax revenue for those on Reservations.
It is my judgment that such benefits are illusory, and that whatever economic ben-
efit is promised will be overwhelmed by the accompanying criminal justice and pub-
lic health costs that will accrue to communities that pursue such paths.

Experience has shown us that in the presence of legalized marijuana markets,
price declines, availability increases, prevalence rates rise, and one still finds the
operation of a criminal black market. Potential financial savings from legalization
and taxation fail to account for the economic and social costs of drug use. As a
RAND Corporation study argued, legal marijuana places a dual burden on tribal
governments of regulating the new legal market while continuing to pay for the neg-
ative effects associated with the underground market, which likely will be enhanced
in the legalized environment. 5

There is a basis for my doubts concerning net benefits found in studies of alcohol
markets. Some studies ¢ have estimated, for 2009 dollars, that federal and state rev-
enues from alcohol sales total no more than six percent of the $237.8 billion in alco-
hol-related costs from health care, treatment services, lost productivity and criminal
justice imposed by alcohol use.

Similar ratios can be expected for any commercial marijuana market. We have
learned already from our experience in Colorado that users will evade regulated tax-
ation schemes, and whatever revenue is attained will be swamped by the accom-
panying costs associated with drug use. In circumstances where treatment resources
are already inadequate, and facing a population already at great risk for negative
consequences, the promise of revenue and benefit for these communities is a mis-
guided hope.

Simply put, offering more drugs is a bad bargain, especially for communities al-
ready struggling under the weight of history, oppression, marginalization, and im-
poverishment.

Further, Native communities that might chose to engage in marijuana cultivation
and production will face additional negative impact on their already stressed envi-
ronment. Marijuana cultivation results in chemical contamination, degraded water
supplies, elimination of native vegetation, wildlife alteration, toxic wastes and gar-
bage, food chain contamination, and wildfire risks, according to studies by the Na-
tional Park Service of the Department of the Interior. 7

5hitp:/ /www.rand.org [ content /dam [rand [ pubs [ testimonies /2009 | RAND CT334.pdf
6 hitp:/ /www.ajpmonline.org | article /| S0749-3797(11)00538-1 / fulltext
7https:/ | www.whitehouse.gov | ondcp / frequently-asked-questions-and-facts-about-marijuana
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These negative effects and costs would come in addition to current degradation
of Native lands associated with the operations of criminal organizations, which cur-
rently traffic marijuana and other drugs through Native territory, often with legal
impunity because of jurisdictional complexities.

And now let us turn in greater detail to the specifically human cost, especially
to youth. Marijuana is the most widely-used illegal drug in the United States, and
the health impairments associated with this drug, especially in newer high potency
forms, are well known.

Yet the Department of Justice (DOJ) has issued a determination that Native
American reservations may become centers for “legal” marijuana sales and use, not-
withstanding that this policy stands in stark violation of the federal Controlled Sub-
stances Act.®

The Attorney General’s subcommittee on Native American issues has proposed to
allow growing or selling marijuana on “sovereign” lands, even if encompassing state
law, as well as federal law, prohibit the practice. Moreover, DOJ has expressed that
there will be no federal law enforcement on their lands if a tribe does express oppo-
sition.

This new push for expanding marijuana use is legally suspect on many grounds.
Prior DOJ memoranda suspending enforcement of federal law, such as in Colorado,
were contingent on the alignment of marijuana sales and use with prevailing state
laws or regulatory regimes. But Native reservations are not legally equivalent to
statesd rather, they are “dependent domestic sovereigns,” broadly subject to federal
law. Hence, the proposal appears contradictory on the face of it.

But there is worse in store. The impact on both Native Americans and upon the
broader principles of political and economic integrity is deeply damaging.

Native history teaches that they have suffered as much from well intentioned but
devastating policies offered by “friends” as they have from the malign attacks from
those who sought to destroy their cultures.

In addition to the damage from addiction, there is damage to the wider commu-
nity. Internationally, “legal” drug markets are known to be accompanied by orga-
nized crime,® prostitution, theft, violent coercion, neighborhood degradation, and
economic loss, as documented by the Netherlands’10 “cannabis cafes.” Meanwhile,
Colorado is already experiencing law suits 1! filed by businesses claiming harm from
marijuana sales operations, based on racketeering and organized crime statutes.

There is the threat to Native lives from ongoing substance abuse, which shows
a history of degradation, violence, and pathology for First Americans. As we have
seen, alcohol and marijuana abuse is pronounced, while heroin and methamphet-
amine are established criminal threats, especially for tribes adjacent to Southwest
Border smuggling routes, which exploit the interstitial nature of Reservation bound-
aries and competing jurisdictions.

Let me conclude with a brief review of recent studies of marijuana use in associa-
tion with negative health and criminal justice outcomes, associations that are of
particular pertinence to Native populations.

As reported by the Washington Post,12 last year Congress approved a law 13 that
for the first time will allow Indian tribes to prosecute certain crimes of domestic vio-
lence committed by non-Indians in Indian country. The Justice Department an-
nounced it had chosen three tribes for a pilot project to assert the new authority. 14

In 1978, in a case widely know in Indian country as “Oliphant,” 15 the Supreme
Court held that Indian tribes had no legal jurisdiction to prosecute non-Indians who
committed crimes on reservations. Even a violent crime committed by a non-Indian
husband against his Indian wife in their home on the reservation could not be pros-
ecuted by the tribe.

While it is laudable to have domestic violence addressed, there is a striking irony
when seen in relation to the proposed marijuana measure. A recent study of factors

8 hitp:/ /www.latimes.com | business [ la-fi-marijuana-indians-20141211-story.html

9 http:/ | www.dutchamsterdam.nl /| 686-amsterdam-coffeeshops-organized-crime

10 hhttps: | |www.washingtonpost.com [world | europe [ new-law-threatens-amsterdams-cannabis-
culture/2012/05/03/glQAvQ570T  story.html

11 http: | | www.washingtonpost.com | blogs / govbeat /wp /2015/02 | 18/ group-opposed-to-legal-
marijuana-plans-to-sue-colorado-and-industry-participants |

12 hitps: | | www.washingtonpost.com | world [ national-security | new-law-offers-a-sliver-of-protec-
tion-to-abused-native-american-women /2014 /02 /08 | 0466d 1ae-8f73-11e3-84el-
27626¢5ef5fb  story.html

13 http: | [ www.justice.gov / tribal [ violence-against-women-act-vawa-reauthorization-2013-0

14 hitps: | | www.washingtonpost.com [ world [ national-security | 3-tribes-authorized-to-prosecute-
non-native-american-men-in-domestic-violence-cases /2014 /02 /06 | 27bc1044-8f58-11e3-b46a-
5a3d0d2130da  story.html

15 https: | | supreme. justia.com [ cases /federal us[435/ 191/ case.html
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driving domestic violence found that consistent use of marijuana in adolescence was
the single most predictive factor examined. 16

How could it possibly help the tragedy of domestic partner violence to increase
access and use of marijuana?

Sadly, very similar questions can be asked regarding the association of marijuana
use explicitly with the social and public health threats faced by Native communities.
Alcohol and drunk driving are already threats faced on many Reservations. Yet a
recent study 17 found that concurrent marijuana use worsened these risks, approxi-
mately doubling the odds of drunk driving, social consequences, and harms to self.

Native youth are at particular risk of suicide. Yet perversely, an increase in suici-
dal ideation is associated with all levels of marijuana use, regardless of duration. 18

Faced with sexual abuse and unintended pregnancy, tribes should know that in
a study of African American girls, use of marijuana at last episode of sex is associ-
ated, for youth, with non-use of condoms, acquisition of sexually transmitted dis-
eases (STD), and unintended pregnancy. 19

And in the context of the unemployment challenges faced by many tribes, accord-
ing to recent research, chronic use of marijuana increases the risk of unemploy-
ment. 20

These are just a few of the recent findings, supplementing a well-established host
of research results showing marijuana use, particularly in adolescence, associated
with serious psychological problems, such as schizophrenia, depression, and psy-
chosis, including findings that marijuana use is associated with a greater than 60
percent increase in school drop out risk. 21

How conceivably could adding increased supply (and acceptability) of an addictive
drug associated with psychosis, IQ and learning loss, increased susceptibility to sui-
cide, school failure and greater need for drug treatment, be anything other than a
needless disaster? 22

But there is another threat emerging, one that portends to affect all Americans.
Consider that Southern California alone is home to nearly 30 recognized Indian
tribes, with a total population of nearly 200,000. Were they to become purveyors of
marijuana, by the experience of Colorado, they could quickly become “smuggling
centers” for black market marijuana distribution to surrounding communities and
states.

Reservation boundaries could turn into “domestic borders” comparable to inter-
national borders, where drug operations by criminal organizations thrive in driving
illegal cultivation and trafficking.

This also presents an obvious course for fueling corruption in reservation politics,
and equally worrying, U.S. financial affairs, for the emerging market in illicit drugs
threatens our economic integrity nationwide. Not only has the DOJ set about dis-
mantling, in states that have legalized, basic banking and money-laundering protec-
tions against criminal organizations penetrating the financial system, 23 there is fur-
ther risk from another center of illicit finance and money-laundering: The cash busi-
ness of casinos.

There are nearly 500 Indian “gaming” operations found in nearly 30 states, 24 and
while the revenues are great (estimated at $27 billion annually), many are in seri-
ous debt. 25 What would another cash business, dealing in addiction and in violation
of federal law, presumably paying no federal taxes, do to tribal integrity? What
could this contribute to the power of transnational criminal cartels?

Already, marijuana-related law firms from Colorado are guiding those tribes with
casinos in setting up high-potency marijuana operations. 26 The potential for public
corruption is high, as is the certainty of increased suffering within America’s Native
communities.

In conclusion, it is clear that we need an integrated substance abuse strategy for
responding to the current health crisis faced by Native Americans, and that re-
sponse must include greater support for prevention and treatment programs.

16 hitp:/ | jiv.sagepub.com [ content /27 |8/ 1562.abstract

17http:/ [onlinelibrary.wiley.com [doi/10.1111 / acer.12698 / abstract

18 hitp:/ Jwww.nebi.nlm.nih.gov | pubmed | 25772435

19 hitp:/ /www.nebi.nlm.nih.gov | pubmed [ 25929200)

20 hittp:/ | www.nebi.nlm.nih.gov | pubmed [ 25955962

21 http: | [www.hudson.org [ research | 11298-marijuana-and-school-failure

22 http: | [www.hudson.org [ research | 10777-why-we-believe-marijuana-is-dangerous

23 http:/ [www.fincen.gov [ statutes regs/guidance/pdf/FIN-2014-G001.pdf

24 hittp: | www.nige.gov | LinkClick.aspx?fileticket=0J7Yk1QNg-0%3D&tabid=943

25 hitp: | | www.huffingtonpost.com /2012 /01 /22 | indian-casinos-debt n 1222121.html

26 hitp:/ | www.denverpost.com [ business/ci 27284773/united-cannabis-denver-help-calif-in-
dian-tribes-grow
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In addition to the traditional threat of alcohol, Native communities today are at
risk from rising heroin and methamphetamine use and the presence of criminal op-
erations within their borders. These are extremely tough challenges. But one thing
that is directly in our hands is to refuse to do greater harm.

It should be painfully clear that greater harm is precisely the most likely outcome
from increased access and availability of high-potency marijuana in Native commu-
nities. It would be irresponsible of us to allow this to happen.

Thank you.

The CHAIRMAN. Thank you very much for your testimony and for
your passion. Thank you, Mr. Walters.
Now, Sunny Goggles.

STATEMENT OF SUNNY GOGGLES, DIRECTOR, WHITE
BUFFALO RECOVERY PROGRAM, ARAPAHO TRIBE, WIND
RIVER RESERVATION

Ms. GOGGLES. Thank you to Chairman Barrasso and Committee
members for inviting me to testify on this important subject. I
come to you from one of the most beautiful places in the world, The
Wind River Reservation in Wyoming. Our community is rich in cul-
ture and tradition and we are blessed with our youth shining with
promise and potential. And we are struggling.

We suffer high rates of alcohol and drug abuse as well as unem-
ployment and poverty. Our beautiful community has been classified
as notorious, deadly and renowned for brutal crime in the media.
We directly see and feel the cost of alcohol and drug abuse in our
community.

Many times we think of the cost of alcohol and drug abuse and
we focus on the financial costs. We consider how much money we
are spending on the justice system, including law enforcement,
courts and corrections. On Wind River, over 90 percent of the crime
is drug and alcohol related. There are also the costs to victims of
crime, property destruction and theft.

In 2014, a victim incurred over $500,000 of medical costs from
one single incident. Medical costs related to alcohol and drug abuse
deplete already limited resources in our community. On Wind
River, those high-cost patients that abuse alcohol and tobacco out-
number patients who do not use 16 to 5. High-cost patients are
those that incur over $100,000 of expenses in a year.

Employers lose thousands of dollars a year due to high turnover
rates in our community. There is an increase in the rate of illness
and job abandonment due to alcohol and drugs. If a person is will-
ing to get help, the cost of treatment includes the average stay of
inpatient at $450 a day. For a stay of 90 days for one person, it
is over $40,000.

In 2014, at the White Buffalo Recovery Program in Arapaho, we
served over 100 individuals. The cost is $4 million to accommodate
this need. This is not considering the cost of transportation to and
from the closest inpatient facility, which is 264 miles away from
our community. Families who would like to participate and support
an individual must travel these distances also.

Many of these individuals have always lived on the reservation
in which they are the majority. We place them in these facilities
where they are subject to a minority experience for months. Facili-
ties are limited in knowledge and understanding of Native culture
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and tradition and treatment is a difficult process. We expect some-
body to change their life in a matter of months.

Alcohol and drug abuse is not limited to the person. Children,
parents, grandparents, aunts and uncles suffer the costs of their
family members’ abuse. It is overwhelming to watch a family mem-
ber destroy their life with alcohol and drugs. This can lead to fam-
ily members felling anxiety, fear, anger, concern, embarrassment or
guilt and shame.

Due to the correlation with violence, many families are subject
to trauma from witnessing violence or being subject to physical or
sexual abuse. This adds pressure to the limited resources of mental
health services and social services.

One of the most devastating costs is the human cost, the loss of
life which can never be included in an additional line item on next
year’s budget. No amount of funding can replace this cost. On Wind
River, 76 percent of unnatural deaths, such as accidents, suicide
and homicide, are alcohol and drug related. Alcohol and drug use
increases the odds of death 16.9 times and equals 42.3 years of life
lost in our community.

Cancer, heart disease, cirrhosis and diabetes are also major
causes of death to our tribal population in Wyoming, and are di-
rectly related to or contributed to by substance abuse. Individuals
that use alcohol are more likely to die at 35 to 39 years of age on
Wind River. Based on mortality rates in our close-knit community,
we lose a life nearly every week of the year. The loss of life contrib-
utes to more trauma on our families and our community. The loss
of a tribal member is also a cost to our language, our culture, our
traditions and our future.

It is disheartening to think of all these costs to a real life, espe-
cially because it is preventable. Thank you.

[The prepared testimony of Ms. Goggles follows:]

PREPARED STATEMENT OF SUNNY GOGGLES, DIRECTOR, WHITE BUFFALO RECOVERY
PROGRAM, ARAPAHO TRIBE, WIND RIVER RESERVATION

Tous’ Neneeninoo Nii’eihii Honobetouu. Thank you to Chairman Barrasso and
committee members for inviting me to testify on this important subject. I come to
you from one of the most beautiful places in the world, the Wind River Reservation
in Wyoming. My community is rich in culture and tradition. We are blessed as our
youth shine with promise and potential.

And we are struggling. We suffer high rates of alcohol and drug abuse as well
as unemployment and poverty. Our beautiful community has been classified as “no-
torious”, “deadly” and “renowned for brutal crime” in the media. We directly see and
feel the costs of alcohol and drug abuse on our community.

Many times when we think about the costs of alcohol and drug abuse we focus
on the financial costs. We consider how much money we are spending on the justice
system including law enforcement, courts and corrections. On Wind River over nine-
ty percent 90 percent of the crime is drug and alcohol related. There are also the
costs on victims of crime, property destruction and theft. In 2014 a victim incurred
over $500,000 dollars of medical costs in one single incident.

Medical costs related to alcohol and drug abuse deplete already limited resources
in our community. On Wind River those high cost patients that abuse alcohol and
tobacco outnumber patients who do not use, 116 to 5. High cost patients are those
who incur more than $100,000 of expenses in a year.

Employers loose thousands of dollars a year due to high turnover rates in our
community. There is an increase in the rate of illness and job abandonment due to
alcohol and drugs.

If a person is willing to get help, the cost of treatment services include the aver-
age stay in inpatient at $450 per day. For a stay of ninety days for one person is
over $40,000. In 2014 at the White Buffalo Recovery program in Arapaho, we served
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over 100 individuals that were in need of this level of care. The cost is four million
dollars to accommodate this need. This is not considering the cost of transportation
to and from the closest inpatient facility which is 264 miles from our community.
Families that would like to participate and support an individual must travel these
distances also. Many of these individuals have always lived on the reservation in
which they are a majority. We place them in the facilities where they are subject
to a minority experience for months. Facilities are limited in knowledge and under-
standing of Native culture and tradition. And treatment is a difficult process. We
expect someone to change their life in a matter of months.

Alcohol and drug abuse is not limited to the person. Children, parents, grand-
parents, aunts and uncles suffer the costs of their family member’s abuse. It is over-
whelming to watch a family member destroy their life with alcohol and drugs. This
can lead to family members feeling anxiety, fear, anger, concern, embarrassment
and guilt or shame. Due to the correlation with violence many families are subject
to trauma from witnessing violence or being subject to physical or sexual abuse.
This adds pressure to the limited resources for mental health services and social
services.

One of the most devastating costs is the human cost. The loss of life which can
never be included in an additional line item on next year’s budget. No amount of
funding can replace this cost. On Wind River 76 percent of unnatural deaths such
as accidents, suicide and homicide are alcohol and drug related. Alcohol and drug
use increase the odds of death 16.9 times and equal 42.3 years of life lost in our
community.

Cancer, Heart Disease, Cirrhosis and Diabetes are also major causes of death to
the tribal population in Wyoming and are directly related to or contributed to by
substance abuse. Individuals that use alcohol are more likely to die at 35 to 39
years of age on Wind River. Based on mortality rates in our close knit community
we lose a life nearly every week of the year.

The loss of life contributes to more trauma on our families and community. The
loss of a tribal member is also a cost of our language and culture, our traditions
and our future. It’s disheartening to think of all the costs to our way of life, espe-
cially because it is preventable.

The CHAIRMAN. I want to thank you for sharing all of that infor-
mation and for your very thoughtful testimony. We appreciate your
comments and we are happy to have everyone here today.

We are going to start with a series of questions. I would like to
start with Senator Hoeven.

STATEMENT OF HON. JOHN HOEVEN,
U.S. SENATOR FROM NORTH DAKOTA

Senator HOEVEN. Thank you, Mr. Chairman. I would like to
thank all the witnesses for being here with us today.

I would like to start with Mr. McSwain. My question to you is,
when dealing with the challenges of drug abuse, particularly in the
Native American community, very often we are talking about rural
areas. What is IHS doing and what can THS do to provide services
to deal with substance abuse and treatment in these rural areas?

Mr. McSwaAIN. Thank you, Senator. I believe that, well, I actually
don’t believe, but we are in fact addressing it through a number
of programs we have. Certainly the alcohol and substance abuse
programs that we have put in the communities to provide services,
we actually have in many cases clinics and hospitals and health
centers that are in rural America whereby we provide behavioral
health services.

We have a number of programs that we have actually addressed.
It is a great question from the standpoint of, we are doing a lot of
treating. We are a health care delivery system, so we treat a lot
of folks who hit our system.

The biggest thing that we are working on now is on the preven-
tion side. That is our meth-suicide prevention initiative program
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that is actually providing behavioral and the prevention side of the
equation. But to provide care through our health care system.

It is a growing issue for us, because we are doing basically health
care, ambulatory and inpatient care. But now the growing need to
address behavioral health is a challenge for us, simply because we
need to have trained health care professionals to help us in that
regard.

Senator HOEVEN. The statistics I have, in 2012, over 20 percent
of Native American youth were using alcohol. Twelve percent of
Native American youth over the age of 12 were using illegal drugs
in 2013. So clearly more needs to be done.

What do we need to do? One, two, maybe three steps, what needs
to happen?

Mr. McSwaiN. I believe that one of the things we need to do is
engage the youth. The one thing that we haven’t done and we need
to do as a system, whether it is IHS or SAMHSA or other Federal
agencies, actually need to, and I think that, well, number one, our
budget for 2016 has a generation indigenous initiative for actually
addressing youth mental health issues. That budget piece for us is
$25 million. SAMHSA has $25 million. And between the two of us
we are putting those resources toward youth.

Senator HOEVEN. Well, let me come at it this way. I am going
ask all of you, what is the number one thing we need to be doing?
And is there agreement on it? What can make this better? What
is the one thing you would say should be done? I know there are
a lot of things, but what is the first thing you would do?

Mr. McSwaAIN. The first thing we need to do is engage the youth.

Senator HOEVEN. And that means?

Mr. McSwAIN. That means talking to them, because they will tell
us what they need.

Senator HOEVEN. I would like to ask each witness to comment
on that.

Mr. McSwAIN. That would be my response, is to engage the
youth in a conversation about what help they need as opposed to
us simply telling them what we think they need.

Senator HOEVEN. I would ask each of the witnesses to react to
that. And fairly briefly, I am limited here on time.

Ms. BEADLE. Thank you, Senator.

I would agree with Mr. McSwain. I think the critical issue is the
fact that Native communities are relatively young in age. If we
don’t engage the youth in identifying the critical things that must
be done, we are not going to get anywhere. The funding is limited.
We have tried very hard to coordinate with one another. I think we
are doing some great things, we are doing a lot of work. But we
have to bring the youth in.

We also have to work with tribal leaders differently. They have
asked SAMHSA to work with them differently on their programs.
As an agency, we have increased the amount of funding that is
going to tribal communities.

The question now is how will we bring those resources together
to be as effective as possible. I think the chairman talked about the
limited resources that there are available. But it is that connection
of those resources, because tribes have funds, the Federal govern-
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ment has funds, States have funds and other community organiza-
tions have funds.

The question that we are grappling with now is how do we im-
prove the coordination and work together differently to maximize
and leverage those funds. They are not going to grow. So part of
the solution the tribal leaders have come to us about is working to-
gether differently.

Senator HOEVEN. Ms. Benjamin?

Ms. BENJAMIN. The Mille Lacs Band of Ojibwe, what I know is
when we have young men coming from prison, and if they connect
to the spiritual and cultural aspects of the reservation, they seem
to really focus on taking the right path. So anything that we have
to do has to be culturally specific to our communities, because the
way we communicate and the way they can get to the inner spirit
has to be through that language and that culture. That has to be
the basis for anything that we do, whatever program it is. They
have to be able to communicate in a way and educate in a way that
they understand.

That is, for the Mille Lacs Band, that you have to think like an
Anishinaabe or an Ojibwe, then you can understand and move for-
ward.

Senator HOEVEN. Mr. Walters?

Mr. WALTERS. I'm more practical on some of these specific things.
I think we are, given the magnitude of the problem and the use
rates you see here, you must try to help do screening in health care
system. We have not adequately dealt with the stigma we have in
society for substance abuse. We have to understand that it is a dis-
ease. We have to understand it is a disease we can treat. We have
to understand it is a disease we can screen for in routine medical
care, wellness care and routine health care.

We have introduced some of those programs in the past, sup-
ported by the Federal Government as models. They ought to be
routine in the medical system. The rates of involvement that you
see in Indian Country dwarf anything you see in almost any other
community in the United States. There ought to be an automatic
screening. It would be confidential.

Then you need to also obviously build the infrastructure that is
culturally appropriate to refer families and individuals to both
early intervention care, which may be before somebody gets heavily
involved and addicted, or when they are addicted refer them into
care. But you need an intake system that is going to be systematic
and comprehensive. The health care system needs to do that and
you may want to encourage screening on a wider level to get people
into care.

Now, that is going to obviously display the fact that you don’t
have infrastructure to care for everybody. But right now, you don’t
have the infrastructure and nobody is screening. Let’s create a
drive to create the infrastructure to save lives and not watch peo-
ple die at higher rates.

Look, what you are hearing here and what you already know as
the members of this Committee is the system is failing here. It is
not close. It is getting worse at a very great rate, especially in some
of these communities. It is not uniform, but right now, the status
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quo is not sustainable. And it is only because people don’t hear
these cries that it hasn’t become more of an outrage.

Senator HOEVEN. Mr. Chairman, do I have time to finish or shall
I relinquish?

The CHAIRMAN. No, no, please, go right ahead. Let me ask Sen-
ator Franken if it is okay with him.

Senator FRANKEN. Absolutely.

Ms. GOGGLES. I just wanted to say, our youth are our resource.
I have amazing youth back at home and we are utilizing them to
be peer mentors for our younger people. Because we are seeing a
lot of our youth actually start around nine or ten years old. So we
are really focusing on using those teenagers who are sober, who are
following their culture. I really believe that we have to integrate
that cultural part of it.

But we can work with the youth as much as we can, but if we
don’t have the parents on board, they are going back home to a
really toxic environment. So it has to be a family approach. We
have to look at the youth, we have to look at the adults and utilize
those resources that we have available. Thank you.

Senator HOEVEN. Thank you. Interesting, the dialogue and
screening, interesting that those two come up together. Seems one
would generate a lot of the other. So thank you.

The CHAIRMAN. Thank you, Senator Hoeven.

Senator Franken?

Senator FRANKEN. I am struck with how, when we have hearings
on youth suicide, when we have this hearing, and you start to get
asked what is the first step. Of course, that is a very logical ques-
tion. And you just realize how big and endless and circular these
problems are.

Because when you go to youth, the first thing I would like to do
is give youth hope. And that means having economic activity, that
means having housing and it means not being witness to other
pathologies like abuse and neglect, violence.

So this again, we are faced with this. I want to say this one more
time to all of us on this Committee. We need to be ambassadors
to the rest of the Senate and tell them the scale of the problems
in Indian Country. Because every time we start talking about re-
sources, it is woefully inadequate. The problems are so cyclical.

I went to a rehab, Oshki Manidoo, in Bemidji, that is for White
Earth, they are also a band of the Ojibwe. I have been to a number
of rehabs in my life. I have never seen, this is for young people,
I had never seen a more bummed out group at a rehab. Most peo-
ple at rehabs are hopeful, they are happy, they have finally, wheth-
er they make it or not, at this point there is some hope. Every one
of these kids, I asked them, started using with their parents.

So Melanie, thank you for your testimony, all of you, thank you,
especially Ms. Goggles, and you too, Mr. Walters. You talked in
your testimony about a number of things, a lot about opiates, a lot
of kids being born, a lot of babies being born addicted to opiates.
You talked about Project Child and HCMC, Hennepin County Med-
ical Center. They seem to be having a lot of success in taking these
moms and intervening so that the babies aren’t born addicted. Is
that right?
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That is with the general population and not an Indian popu-
lation. Because you talk about the culturally, using a cultural ele-
ment in the treatment. What does that look like? What does it feel
like? Obviously AA and any of those kinds of things, it is a spir-
itual program. So is that part of it? That is what you were saying.

Ms. BENJAMIN. We do look at the Anishinaabe or the Ojibwe.
There is a way of how to get to our spirit. Over the centuries that
that inner strength, that self-esteem that we have as Anishinaabe
has been taken away from us. Through just endless land steals,
racism, lack of good housing, things of that sort over the years of
living on the reservation. Also, a lot of the religions had to go un-
derground. You couldn’t practice your religion out in the open be-
cause you were arrested, you were just made to feel terrible for
practicing your own religion.

I think that spirituality has been put down and kept down. But
if we can bring that back through cultural programs and give that
worth back to the people as tribal governments, provide some op-
portunities for economic development, education, good health care,
good housing, that we can start to see success in a lot of these neg-
ative social behaviors.

Senator FRANKEN. Let me ask anybody here, is there any data
on culturally inclusive treatment? And if there isn’t, shouldn’t
there be? Shouldn’t we be collecting data on what works? Does any-
body have any knowledge of whether that has been done?

Mr. WALTERS. Senator, yes and no. There has been some par-
ticular evaluations on programs. The Administration I served in,
we started a program that was referred to in earlier testimony and
still exists, screening, brief interventions, referral treatments, so
there was a screening program. But there is also a program called
Access to Recovery based on the view that it is not just the imme-
diate 28 days or whatever, but part of the recovery process, espe-
cially for people who are heavily involved. It becomes a process of
re-entry, sometimes job training, sometimes family support and a
variety of other things. It needs to be wrapped together.

We did a series of test sites. Two of them were in California and
involved Native tribes that ran these programs. There should be
evaluation. It was started near the end, but there should be eval-
uation data on all those.

But all these programs ought to be producing more evaluation.
We say that, we don’t require it. We are paying in health care now
for more and more information about how well providers are pro-
V%ding. It is important to have tailored programs for Native peo-
ples.

But there also are going to be good and bad programs in that
mix. So I think what you want to have is established criteria that
you can use and you can look at, because then you can also make
the case to your fellow members, everybody wants more money for
programs. You have a better case for things that are working.

So it doesn’t help the recipients if they get bad services for the
money you win for them.

Senator FRANKEN. I am out of time. Speaking of research, Ms.
Benjamin, you mentioned metabolizing opiates at a different rates.
We should be doing research, I assume, on that, in terms of how
American Indians metabolize that.
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Thank you, Mr. Chairman, for this very important hearing.
The CHAIRMAN. Thank you, Senator Franken.
Senator Lankford?

STATEMENT OF HON. JAMES LANKFORD,
U.S. SENATOR FROM OKLAHOMA

Senator LANKFORD. Thank you, Mr. Chairman. Thank you to all
the witnesses for coming today and for the conversations. It is ex-
tremely helpful information.

Mr. Walters, you raised something in your testimony that has
been discussed widely, and that is about tribes on tribal lands pro-
ducing and selling marijuana and trying to decriminalize that. You
seem to have a fairly strong opinion about that, and I would be in-
terested to be able to hear more about it.

Mr. WALTERS. The Administration has acted, I believe unilater-
ally, to encourage that option for tribes in the United States.
Again, you already heard, and as a member of this Committee, you
already know the damage that substance abuse does in Indian
Country. The argument about marijuana is very political in this
Country and I certainly understand that. You live in that environ-
ment.

But the facts about marijuana are something that we have a
blind spot about. My testimony includes a great deal of the infor-
mation about what now current research is showing. It is all going
one way. It is worse than we thought. The kind of high potency
marijuana that is being created by these almost industrial kinds of
productions you see in Colorado, some of those individuals that
have started those have now gone into Indian Country, seeking the
ability to cultivate there.

It will not only be a much bigger problem among the Native peo-
ples where it is produced but obviously surrounding areas. It does
not get rid of the criminal element. The criminal element thrives
as the industrial production thrives.

The consequences for health, the consequences for behavior, the
consequences for failure in school by young people, the con-
sequences for young people that we see, including as I mentioned
earlier, it is in my testimony, research showing permanent i.q. loss
by heavy and continued marijuana use in adolescence and onward.

But it is tied directly, we think other drugs are more serious, but
it is tied directly to everything from family violence to now obvi-
ously impaired driving, but also things like schizophrenia, psy-
chosis and other serious health problems. And it leads directly into
poly-drug use, which not only involves alcohol, but obviously it in-
volves meth, heroin and a whole range of substances.

Senator LANKFORD. Can I ask the rest of the panel, do any of you
believe that if marijuana was decriminalized on the reservation, or
was allowed to be cultivated and sold in the reservation legally,
that would help the drug use problem on the reservation or with
the tribe? Does anyone think that? I would say let the record re-
flect everyone shook their head.

This conversation has been amazing to me, the number of people
that I have heard say, you know what, this is a bad problem be-
cause people have to do it in secret. And because it is done in se-
cret and because it is illegal, it is a really bad issue. If we only de-
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criminalized it, if we only made marijuana legal, then this wouldn’t
be an issue any more, that this would suddenly be okay. Has any-
one been able to track marijuana use around reservations around
States that have decriminalized marijuana? Has that had an effect
on the amount and the flow that is coming into the reservation
areas? Yes, ma’am?

Ms. GOGGLES. Being from Wyoming, and having Colorado just
down the road, I can comment on that. We have actually seen a
dramatic increase in the marijuana use in our community. One
State legalized marijuana, Colorado.

But I would also like to add our sixth leading cause of death is
COPD. So not only our tobacco use is 50 percent, our commercial
tobacco, so you add marijuana in the mix and it is just adding to
the COPD cases.

So we have definitely seen the negative effects, being in Wyo-
ming and having Colorado legalize.

Senator LANKFORD. Any other comments about that? This is a
big issue Congress has to deal with, obviously. There is an enor-
mous push to say, you know what, let States decide this, it will
have no negative effects, they can choose to do what they choose
to do on it. But the real practical effects on families and on genera-
tions are pretty traumatic. I think it is us turning a blind eye to
our responsibility to say, decriminalizing it is no big deal, it is “just
marijuana,” I am tired of hearing “it is just marijuana” when we
see our families falling apart and we see i.q. levels dropping and
productivity dropping and saying “it is just marijuana.”

So this is a serious issue. I appreciate you all spending your lives
trying to invest into some of these.

Ms. Benjamin, I want to ask you about what you are doing. Just
recently you had a two-day conference, I understand, trying to deal
with some of the drug issues. How do you evaluate the effective-
ness for any program, that program in particular, doing a con-
ference and such? I assume there are going to be multiple steps in
the process. So how do you track the metrics of that? Is this effec-
tive? How do you improve for next year and what else needs to be
done?

Ms. BENJAMIN. One of the outcomes from that conference that we
did for our own reservation members is that there were a lot of
people in the community, a lot of the women that said, I will do
whatever 1 can to help. There have been a lot of support groups
that have started from just participants, people understand, we
gave a lot of statistics and what happens. We showed a film of ba-
bies going through some of the withdrawal, it is pretty devastating.
We had religious people there as well to support.

Also, we are looking to do a safe house for pregnant women as
well. We want to give them the opportunity to let them know that
we want to help, we don’t want to put them in jail just because
they are using illegal drugs. A lot of them will not come forward
and even get prenatal care, because they are afraid of their babies
and being taken care of. So we want to send that message out.

We have been working with our elders in our community to take
that stronger leadership role in their families, to make sure that
whatever assistance they need that we can offer that and provide
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that for them as well. So we see a little progress and people are
getting engaged and wanting to be part of the solution.

Senator LANKFORD. Thank you. Thanks to all of you as well. 1
yield back.

The CHAIRMAN. Thanks, Senator Lankford.

Senator Heitkamp?

STATEMENT OF HON. HEIDI HEITKAMP,
U.S. SENATOR FROM NORTH DAKOTA

Senator HEITKAMP. Thank you, Mr. Chairman.

This is a continuation of, I call it the Committee of despair, as
we continue to see these issues and feel like generation after gen-
eration we fail. And I don’t mean to pick on you, Mr. McSwain, and
I know you are acting. But I don’t think there is one Native Amer-
ican who lives in Indian Country who thinks that Indian Health
Service is providing any kind of treatment for behavioral and men-
tal health. Not anyone that I think who lives in North Dakota.

So when your answer to Senator Hoeven was, you provide treat-
ment, I am going to ask you a simple question. Every person who
you are responsible for as a constituent and a patient of Indian
Health, if they needed behavior and mental health services, would
they get it from you?

Mr. McSwAIN. They could come into the clinic, and whether or
not we have the professionals there, we have had a real challenge
in hiring behavioral health professionals.

Senator HEITKAMP. So the answer is no.

Mr. McSwAIN. The answer is

Senator HEITKAMP. No.

Mr. MCcSWAIN.—not exactly no.

Senator HEITKAMP. You can’t, it is not even not exactly no, it is
no. And that is one of the problems. And I completely appreciate
the health care workforce problem that we have, because it is com-
bined with a rural workforce health care worker problem that we
have. So it is extraordinarily difficult.

But once again, Indian Health, which should be providing treat-
ment, let’s forget about prevention. I am not even going to put that
on you. But you should be providing treatment, because we have
heard here that without families, Senator Franken just told you
that when he visited a center, all these kids said they started using
with their parents.

So if we think we can just visit with kids and that is going to
solve the problem, kids do what they see, not what they are told.
And what they see every day, kids who are in this situation, is they
see a culture of abuse, they see a culture of drug abuse. And they
feel a lot of despair. So Indian Health has been unrelentingly un-
able to address health care crises in Indian Country. And this is
a huge part of it, behavior and mental health.

So let’s not pretend that we are providing services. The worst
thing that we can do here is pretend that we are doing the right
thing. Mr. Walters, I don’t know if you got a page out of my speech-
es or whatever it is. I think you are trying to speak truth about
what is actually going on and where we go from here. But one of
the issues that I have a lot of concern about is, generation after
generation, and we can talk about generational trauma. This Com-
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mittee has held a hearing on trauma, and I think there is some
hope in some of the research.

But there is an amazing lack of scanning and looking back at
fetal alcohol effects and fetal alcohol syndrome. We know that one
of the symptoms of fetal alcohol is really a lack of consequential
thinking. So while we say, well, why don’t you just get it, that bad
things happen that you drink and you should just quit drinking,
well, when you are dealing with somebody who already has a ge-
netic impairment, it is very difficult.

So when we are talking about screening, which I thought was an
excellent point, maybe too late after the fact, if we get them in
Head Start maybe we have a shot. But what about screening for
fetal alcohol effect and fetal alcohol syndrome? And what strategies
would you deploy in terms of treatment?

Mr. WALTERS. I agree with you. I think this Committee should
obviously also include alcohol. What it allows is, it helps people un-
derstand that this is a disease, so it gets rid of some of the resist-
ance and shame by having a medical professional say, this is what
we are doing, this is why we are doing it, and provide some infor-
mation at the time of the screening.

But also, you are right, there has to be, when you find a positive,
you are going to have to have people who are able to do family
intervention and you have to have people who are going to be able
to work with people in a way that meets them where they are.

Now, again, we do have problems in the workforce. But part of
the reason we can’t get the urgency to get the workforce fixed is
because we are not presenting people with the number of illnesses.
We do that with a whole bunch of other diseases. We say, we need
the capacity to treat this disease at these numbers. And in other
venues, that is what generates the infrastructure.

Senator HEITKAMP. And when you don’t do that, when you don’t
recognize you have a problem, then you have no solutions to that.

Mr. WALTERS. Right. You are just part of the noise in the budget
debate and the debate about what the community needs to do. And
there is a lot of stuff to do. You have to get up to the part of the
to-do list that gets done.

I don’t think you have to be the Committee of despair. This can
be done. It just takes some people who are going to be able to lead.
And the government has the ability now to show people where this
is and to reinforce what these people are doing and saying it is a
priority, in a State, in a region and in the government of the
United States. You can fix these bureaucracies. It just takes
enough pressure.

Senator HEITKAMP. I can’t agree with you more. Just a couple
more points.

I once went to a high school, it actually was a junior high school.
I asked how many kids were drinking. This was not a Native
American school. About 30 percent raised their hand, they reported
that their friends were drinking, so you can take it from there. I
said, why are you drinking? The kids started saying, peer groups
and all this. I said, you are drinking to get high.

So it is, we need to recognize that there is some amount of sec-
ondary effect here. This is a very complicated problem.
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Mr. WALTERS. But also back to your original point, no matter
what the demographic, substantial underage drinking, in my expe-
rience, cannot exist unless adults enable it.

Senator HEITKAMP. I think that is correct.

Ms. Goggles, your testimony has a huge impact on all of us as
we kind of look forward. I want to know what kind of services In-
dian Health could provide at Wind River that could make a dif-
ference to you that would be altering for your tribe.

Ms. GOGGLES. Thank you. I think one of the biggest parts is the
MSPI program. We utilize MSPI funding to do a horse culture pro-
gram. It is a way of getting our youth back to utilizing their tradi-
tional values as far as taking care of their horses. They show them
how to ride, show them how to take care of them. It is just a really
good program. It gives our youth an opportunity to get in touch
with their culture.

Now the funding is competitive. So that makes things a little bit
more difficult. I don’t know what these other tribes are doing.

Senator HEITKAMP. To Senator Franken’s point, do you have any
long-term studies that show that a program like this would actu-
ally result in a 20, 30 year history of sobriety?

Ms. GOGGLES. No, because the program just started this last
year.

Senator HEITKAMP. That is the problem.

Ms. GOGGLES. And the funding actually, that is one of the things,
though, you fund things for a year, or things are funded for three
years. You are not going to get long-term funding.

Senator HEITKAMP. We don’t have a strategy, we just have a se-
ries of events. Right?

Ms. GOGGLES. Yes.

Senator HEITKAMP. Thank you, Mr. Chairman, for the extra
time.

The CHAIRMAN. Thank you, Senator Heitkamp.

Senator Murkowski?

STATEMENT OF HON. LISA MURKOWSKI,
U.S. SENATOR FROM ALASKA

Senator MURKOWSKI. Thank you, Mr. Chairman, for having yet
another very important hearing. As I listened to my friend from
North Dakota, you just kind of get a here we are again feeling of
despair. I appreciate your saying that we don’t have to be the Com-
mittee of despair. But I do think that these are problems that we
recognize we have been struggling with for generations.

Despite efforts, we are not making the progress that we should.
There has been some discussion, and I appreciate what you have
said about fetal alcohol spectrum and the syndrome. We have actu-
ally made some headway in Alaska, when it comes to our Alaska
Native women and the number of children who are being born af-
flicted with FASD. We are seeing a reduction in the number of
those afflicted at birth in the Native population. But at the same
time we are seeing a drawdown there, we are seeing an increase
in our urban population. So go figure.

We are not hitting it right if we are not able to make a difference
across the spectrum when it comes to something that is 100 per-
cent preventable. This is where I get so, so really distraught talk-
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ing about fetal alcohol syndrome. We talk a lot here in the Con-
gress about the diseases that we deal with and the funding that
we have to do for research.

There is no research that we need to fund on how to end FASD.
You just don’t drink when you are pregnant and you will not have
a child that is afflicted with fetal alcohol spectrum disorder. We
know how to stop it. Yet we go up and we go down. We are just
not there yet.

I think we recognize in Alaska that alcohol is still the substance
of choice in my State when it comes to just the things that are
leading to incredibly horrific episodes and destructive behavior. So
much of our problem is we have our local governments, we have
our villages that say, we want to control alcohol that comes into
the community. We vote to be a dry community. And you have
bootleggers that are coming in, a bottle of liquor that you could get
for $10 in town you might get a couple hundred for that same bot-
tle out in a dry village.

We mentioned the issue of marijuana. Alaska just legalized mari-
juana and we are in the process now of trying to figure out how
we as a State regulate it. Well, one of the great issues of discussion
was, well, what will happen in a village that is cut off from the rest
of the State, no road access, no access except airplane in and out,
that is dry when it comes to alcohol? What happens with the issue
of marijuana? What do we do there? We are still trying to define
the impact.

But to Senator Lankford’s question, I don’t think that there is
anybody who thinks that by making marijuana legal we are going
to be helping those with substance issues. It is just not possible.

So I am really very troubled about where we are with our solu-
tions. We have been operating on a triage basis. We have a situa-
tion in a southeastern island community where we know the drugs,
how they are coming in, they are coming in by the mail, we need
to get cooperation between the Post Office, the DEA. We don’t have
a magistrate or a judge in the community to issue a search war-
rant. We literally pull together a SWAT team to make a difference
in that community.

We go ahead and we crack the case and we seize the drugs. And
what happens is we have managed to squeeze balloon over here
and the drugs next month end up in the next island community.
We just had a big bust in, again, the island community of Kodiak,
with a large heroin seizure. It is like a whack-a-mole game, and we
are not getting ahead of it.

I met yesterday with the head of the DEA in my office. He re-
minded me that in many ways, those bad actors, the dealers, they
look to build a clientele. If you can capture a whole island commu-
nity that is remote, that can be your customer base. On a reserva-
tion, to be able to go in and basically get people addicted to your
drug of choice that you are dealing, knowing that there are no
treatment facilities either in that area or near that area, you have
them locked. It is just extraordinarily troubling where we are with
it.

I don’t want to talk without asking questions, and I want to go
to what Senator Heitkamp has raised with you, Mr. McSwain,
about the trauma issue. There has been a lot of discussion here in
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this Committee, which I appreciate. But when you think about
what we are dealing with, the levels of abuse, suicide, violence,
other trauma that we see, and then the linkage between the high
rates of drug and alcohol abuse, this is something that I do hope
is being addressed in coordination between the departments. I
think we like to think that is going on.

Can you confirm or affirm to me that in fact there is collabora-
tion going on within the agencies? We require that in the 2010
Tribal Law and Order Act. We required coordination efforts on al-
cohol and substance use issues in Indian Country when we ex-
panded the number of Federal agencies that are involved in it.

So are you working it and how are you working it? Do you have
any thoughts that might be helpful as we try to focus further in
this area?

Mr. McSwAIN. Thank you, Senator Murkowski. The answer is
yes, we are working closely with SAMHSA, we are arm in arm in
many of the communities that we have addressed. Of course, then,
across the system, wherever they have a grant program and we are
present, there is another notice of coordination. Then we reach out
to our other people. Certainly, as you just referenced, the Tribal
Law and Order Act, we reach out to our sister agency, the Bureau
of Indian Affairs and the Bureau of Indian Education. Those kinds
of discussions are ongoing.

We are actually partnering, in many respects. I can go example
by example. A recent one, with Pine Ridge, we are hand in hand
out there trying to address issues. Now, granted, it is about sui-
cides. But SAMHSA has a program, we have an installation out
there, several. So we are working together as to how to make sure
we can provide all the services available, not only through the
SAMHSA grant programs but through our direct care program.

To the extent that we have also implemented tele-behavioral
health, to make it available into the outlying communities, particu-
larly a couple of very remote communities on Pine Ridge, that is
just one example. We have other examples where we are actually
partnering and working together on substance abuse and mental
health in those communities.

We have been doing this for some time. In fact, we meet annu-
ally. We have an annual conference, have had annual conferences
to compare best practices. So we will continue that collaboration
very closely.

Senator MURKOWSKI. Mr. Chair, thank you for the additional
time. It is good to hear that the programs are working.

I remain concerned that everybody has their program and they
have to defend their program. In order for them to get money for
the next funding cycle, they have to be able to establish what they
have done. So the sharing, while it is good in theory, call me a
skeptic at times, I think it is important that we just keep pressing
on this if the ultimate goal is to have healthy families, healthy
communities and not you worry about the funding for your pro-
gram or the funding for your program, but are we getting results
at the end of the day.

That is where I think we come back year after year after year.
Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Murkowski.
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Ms. Beadle, earlier this month, the White House had a Tribal
Youth Summit. The purpose was to hear from the youth. So I guess
the question is, what did you learn from them about how to ad-
dress alcohol and drug abuse?

Ms. BEADLE. Thank you, Mr. Chairman. I have to say that in ad-
dition to the White House Tribal Youth Conference, there have
been a number of roundtables with youth. I am glad you raised this
topic. The youth basically are telling us the same thing wherever
we go. What they are saying is, they want to be involved. We had
this conversation earlier today. They believe that they know what
is right to do in their communities. They believe that other youth
are talking to each other. They are not going to listen to adults.

So they want to be part of the solution. And part of the solution
means incorporating them into some of the programming that gets
done as a leader. What they have asked SAMHSA to do specifi-
cally, not just at the White House Tribal Youth Conference, but in
our own conferences and roundtables, is they want us to bring
youth together on a national scale to start talking about how we
establish a nationwide peer support program among youth.

They think that if we continue down the same path that we have
been on, which is, we fund programs which are great things and
not include them at the local level, at the regional level, and at the
national level, the programs are not going to include their
thoughts, they are not going to include their solutions.

So what they are asking us to do is to get them involved.

The CHAIRMAN. Can you point to anything specific that you have
actually done in addition to that? We bring them all together, and
I met with the students and young people who have come in from
Wyoming, heard the same thing. So what is the next step from
there?

Ms. BEADLE. We have a couple of next steps. We actually are es-
tablishing what is called the SAMHSA Tribal Youth Leaders,
which is a cluster of youth from across the Country. What they
have asked for are specific things. They want leadership training,
we are going to provide them leadership training. They want train-
ing in behavioral health. We are going to do that. Some want very
basic things like very brief intervention type programs. Others
want to be able to figure out how to make a longer career out of
it. So we are going to try to get them involved and connected.
Those are two very concrete things we are going to do over the next
year.

The CHAIRMAN. In terms of the connection or the continued sup-
port, how does that work so you can keep them engaged and they
don’t just feel that they are isolated once they go back home?

Ms. BEADLE. One of the things they have asked us to do as well
is to help connect them with tribal leaders. I say this very respect-
fully. The youth were amazing, and what they basically said is, in
some communities we are acknowledged and we are included in the
dialogue; in other communities, tribal leaders don’t see us as lead-
ers as well. So they are asking for Federal agencies, not just
SAMHSA, to help bring them to the table more locally so that they
can actually have their voices heard.

Longer term, we do have a series of programs to support Native
youth that we are going to try to connect them to so that they are



56

engaged not only in this learning and development progress but
also in the actual work that is happening in their communities.

The CHAIRMAN. Ms. Goggles, when we met in Wyoming, there
was a young man who came to testify who was, I think, part of this
sort of an effort in the community. Could you talk a little bit about
that and the successes you have seen there?

Ms. GOGGLES. I am also an advisor for the Wind River Youth
Council. The Youth Council was established back in the 1980s
when we had a rash of suicides. So it has kind of come and gone
over the years. But I think that is one of the best resources, is our
youth. We have amazing youth on Wind River, I mean, amazing
youth. I actually have one with me. She is sitting a couple of rows
behind me. And I have to embarrass her, because I am her mom.

But we utilize those resources. We do a lot of peer mentoring. In
my office right now I have two peer mentors that teach prevention.
Because they are not going to listen to me. So I have two 20-year
olds who are trained in mentoring. They go to the schools. I don’t
go to the schools. Our staff doesn’t go to the schools. It is our
youth, because they are going to listen to them a lot better than
they are going to listen to us.

The CHAIRMAN. Mr. Walters, are there any data sets that we can
put together to see how effective this is? It certainly sounds encour-
aging.

Mr. WALTERS. They don’t exist now, but we certainly could have
those. We could have the individual sites or schools or communities
do regular either self-repot surveys or if you screened in the health
care system you could report what the rates were and you could
see the difference over time.

We could measure these effects from a variety of these programs,
including the early reference to family court and custody cases,
which have been used in a variety of settings to help get people in
treatment and try and start breaking the intergenerational cycle
here. So all these things could be measured, but you have to meas-
ure the underlying phenomenon first.

I place some of my emphasis on CDC and the measuring on the
health side. DEA ought to be forced to do the same thing. DEA
does not produce national data. It could produce national data.
Now, in the example of heroin, it hasn’t produced a heroin signa-
ture report to tell you where the heroin is coming from in months,
%f not years. That report should be out on a quarterly basis, at
east.

The State Department has not produced, as far as I can tell, the
report on heroin production from Mexico. I believe what you are
seeing now is largely production that is probably an explosion of
production in Mexico. If it isn’t, then it is an explosion of importing
f{lom Afghanistan where 90 percent of the heroin is. Let them know
that.

But the agencies are not producing the data and providing it to
you, who have to make decisions, and sharing with the American
people, who are suffering, to get some idea of who is not doing their
job or how we can get a better situation. So right now, we are act-
ing in a way that is more blind than we need to be because infor-
mation is not being given directly as it should be, even the stuff
that is already in the pipeline.
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The CHAIRMAN. Thank you. And Mr. McSwain, Ms. Benjamin
gave us a whole list of wonderful ideas of things that we ought to
be talking about. Have you taken anything from this that you
think can be helpful as you work with your folks?

Mr. McSwAIN. I do. In fact, the whole business about Ms. Bea-
dle’s comments about the youth summit, I happened to sit on a
panel with her. It was interesting to hear, at least the youth, that
is what caught me earlier, when I said talk to the youth. That was
my frame of reference.

Because if you can talk to the youth, and then having said that,
a recent experience we had was that the youth on Pine Ridge want-
ed counselors. They used the term, “but not those old codgers.” And
that notion was younger people who can relate to them. So that is
part of a takeaway, at least for me, is when we start dealing with
the youth, American Indian and Alaska Native youth, is to ensure
that}:1 we have a younger set that actually has the ability to relate
to them.

I really, back to Senator Heitkamp, I know that we basically pro-
vide care, but we have been providing grants. I know at the last
hearing, Senator Murkowski, you were pleased with the progress
of the MSPI program. I know that what that does is put the capac-
ity in the communities to have them work from their end. I think
that is the basis on which we are going to be successful.

The CHAIRMAN. Ms. Goggles, is there anything you would like to
add in terms of what you see that works, or other things we ought
to be doing differently, maybe from something you have heard
today, or something you would like to share with the Committee?

Ms. GOGGLES. Thank you. I really want to emphasize the work
as a family and working on the family as a whole. It is easy to pull
youth out, provide them a good day, good leadership camp, then
they go home to a very toxic environment, as I said before. We need
to work with those parents, those aunties, those grandmas, because
our family group is not just mom, dad, brother. It is the grandmas,
it is the aunties, it is everybody else, the uncles. We need to in-
clude that whole portion in our treatment services, our behavioral
health services, even our medical services. They need to be in-
cluded in all this.

And I really want to emphasize the speaking with youth. They
have great ideas. They think about how to get out of the box. They
come up with new ideas. So our youth are an amazing resource.

The CHAIRMAN. Thank you.

Senator Heitkamp, any additional questions? Senator Mur-
kowski, anything you would like to add?

Senator MURKOWSKI. Mr. Chairman, the only thing I would add,
I noted, Mr. McSwain, your comment about the youth and engage-
ment. But you specifically said, we need to talk to the youth. I
think we need to listen to the youth. And I think part of what we
are dealing with is, we talk to them all the time. I talk to my kids.
And sometimes they choose to listen. But when I listen to them
first, that is when we have an exchange that actually makes it
work.

I mentioned meeting with the head of the DEA yesterday in my
office. I had two interns with me. One is from Ketchikan, Ketch-
ikan has a drug problem down there. One of them is from Un-
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alaska, two island communities that are dealing with these issues
of drugs. The comment that I got from both of them was, when the
head of the DEA and you, Senator Murkowski, asked us as young
women who have just graduated from high school, what we think
would make a difference in our community, that is empowering. We
need to remember to listen to what these young people have to say.
They are a heck of a lot smarter than we would ever give them
credit for.

I appreciate what everybody is trying to do, and we will keep at
it. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you. I want to thank all of you for being
here to testify today. The hearing record will be open for two
weeks. I want to thank all of you for your testimony and our time.

Since Senator Murkowski mentioned interns, we have a number
of interns from the Committee. This will be the last hearing of the
Committee before they head back to college or to their life. I want
to thank each and every one of the interns for their hard work over
the summer. I know they are going to continue to work hard as we
are back in our home districts visiting and listening to what people
have to say.

With that, the hearing is adjourned.

[Whereupon, at 3:57 p.m., the hearing was adjourned.]
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PREPARED STATEMENT OF LESTER SECATERO, CHAIRPERSON, NATIONAL INDIAN
HeALTH BOARD (NIHB)

Chairman Barrasso, Vice Chairman Tester and Members of the Committee, thank
you for holding this important hearing on “The True Costs of Drugs and Alcohol in
Indian Country”. On behalf of the National Indian Health Board (NIHB) and the
567 federally recognized Tribes we serve, I submit this testimony for the record. The
federal promise to provide for the health and welfare of Indian people was made
long ago. Since the earliest days of the Republic, all branches of the federal govern-
ment have acknowledged the nation’s obligations to the Tribes and the special trust
relationship between the United States and Tribes. The United States assumed this
responsibility through a series of treaties with Tribes, exchanging compensation and
benefits for Tribal land and peace.

Of the challenges facing American Indian and Alaska Native (AI/AN) communities
and people, few challenges are greater or more far reaching than the epidemics of
alcohol and the abuse of other substances. AI/ANs are consistently over-represented
in statistics relating to alcohol and substance abuse disorders, deaths (including sui-
cide and alcohol/substance related homicides), family involvement with social and
child protective services, co-occurring mental health disorders, infant morbidity and
mortality relating to substance exposure, the diagnosis of Fetal Alcohol Syndrome
(FAS) and other Fetal Alcohol Spectrum Disorders (FASD), partner violence, diabe-
tes complications and early onset as a result of alcohol abuse, and other related
issues. Current alcohol and substance abuse treatment approaches (offered by both
the Indian Health Service (IHS) and Tribal facilities) employ a variety of treatment
strategies consistent with evidenced-based approaches to the treatment of substance
abuse disorders and addictions (such as outpatient group and individual counseling,
peer counseling, and inpatient/residential placements, etc.) as well as traditional
healing techniques designed to improve outcomes and align the services provided
with valuable cultural practices and individual and community identity. IHS-funded
alcohol and substance abuse programs continue to focus on integrating primary
care, behavioral health, and alcohol/substance abuse treatment services and pro-
gramming through the exploration and development of partnerships with stake-
holder agencies and by establishing and supporting community alliances. Adult and
youth residential facilities and placement contracts with third party agencies are
funded through the IHS budget for alcohol and substance abuse treatment; however,
as a result of diminishing resources, placement and treatment decisions are often
attributed more to funding availability than to clinical findings.

Costs of Drugs and Alcohol in Indian Country

Current research indicates that 64.8 percent of American Indians or Alaska Na-
tives have used illicit drugs in their lifetimes while 27.1 percent have used in the
past year. These drastic numbers mean that almost two thirds of the AI/AN popu-
lation has been exposed to addictive and illicit drugs. According to the California
Tribal Behavioral Risk Surveillance System survey, 39 percent of AI/AN respond-
ents reported heavy alcohol consumption within the past 30 days, compared to the
national average of 24 percent.

According to a study in 2009,1 AI/ANs were almost twice as likely to need treat-
ment for alcohol and illicit drugs as non-Native people. The study found that Al/
ANSs needed treatment at a rate of 17.5 percent compared to the national average
of 9.3 percent. Providing this treatment is costly to the community and gaps in
funding mean that the treatment is often inconsistent both from year to year and
across Indian Country. Because funding is never guaranteed, vulnerable people and
communities can slip through the cracks and back into drug habits when grant re-
sources run out. For example, the Fort Peck Tribes of the Assiniboine and Sioux cre-

1 Abbey, A., Parkhill, M.R., Jacques-Tiura, A.J., Saenz, C. (2009). Alcohol’s Role in Men’s Use
of Coercion to Obtain Unprotected Sex. Substance Use & Misuse Journal, 44(9-10):1329-1348.
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ated a drug task force on their remote reservation in northeastern Montana in order
to employ a crossjurisdictional strategy for treating and preventing substance abuse.
The task force was funded through a state-funded program. NIHB Board Member,
Charles Headdress, noted that the program was making progress, but when the
funding ran out, the gains the task force made diminished and methamphetamine
dealers were able to increase their presence on the reservation. Because exposure
to illicit drugs is so common and AI/ANs are more likely to need treatment, it is
clear that continued funding for treatment of alcohol and drug use is a top priority
for Indian Country. During the hearing, Senator Heitkamp noted that “we don’t
have a strategy, we just have a series of events” when it comes to health care deliv-
ery in Indian Country. There is truth in this statement: Congress must commit con-
siderable, consistent resources in the treatment and prevention of alcohol and sub-
stance abuse.

The monetary cost of addiction treatment is just one of the major costs of drugs
and alcohol in Indian Country. Intentional and unintentional injuries and hos-
pitalizations related to drugs and alcohol can incur huge costs both to individuals,
communities and healthcare facilities. Alcohol was associated with 32.2 percent of
all unintentional injury hospitalizations among AI/ANs, yet Tribes are not getting
significant funding from the federal government to address this issue. For example,
in FY 2016, the unintentional injury program at the Centers for Disease Control
and Prevention (CDC) is not receiving any additional funding in either the House
or Senate’s draft Appropriations bills. This is problematic for Tribes, as uninten-
tional injury is the third leading cause of death among AI/ANs, and many of these
are alcohol related. CDC is currently operating efforts in Alaska and the outcomes
from these programs are promising—showing real behavior change. But the oppor-
tunities to expand these efforts into other parts of Indian Country will be severely
limited by the proposed flat funding. Above and beyond funding levels, there are
other considerations for how the allocations will be spent. For example, the uninten-
tional injury prevention will be administered by states, not through any of the
Tribes. It is critical that Congress provide authority for CDC to create a separate,
direct funding stream or block grant directly to Tribes for this program eliminate
a state pass-through requirement.

More disconcerting is the cost of intentional self-harm induced by drugs or alco-
hol. Alcohol was associated with 63.2 percent of all intentional injury hospitaliza-
tions nationwide among AI/ANs. In Alaska, three out of five (57.5 percent) suicide
and self-harm hospitalizations were alcohol-related among Alaska Natives. Both na-
tionally and locally, when American Indians and Alaska Natives do harm to them-
selves, alcohol is involved approximately 60 percent of the time. In small reservation
communities or Alaskan villages, a suicide or incidence of self-harm can have a rip-
ple effect throughout the community, and increase suicidal ideation among peer
groups in the community. Providing effective and timely treatment for one at-risk
person can remove the catalyst for a rash of responsive suicides within a commu-
nity.

During the hearing, most witnesses and Senators agreed that the biggest cost of
drugs and alcohol is the loss of human life. NTHB agrees. In the Bureau of Indian
Affairs Nashville Area, 9 percent of all AI/AN deaths from 2002-2012 were sub-
stance-abuse related. Drugs and alcohol can affect all members of a community. Mr.
Headdress stated that “prominent members of our societies are falling by the way-
side and into addiction.” This problem encompasses all people in a tight knit com-
munity and the death that comes from drugs and alcohol reverberates outside of the
traditional family, putting even more individuals at risk from suicide, especially
when it comes to youth. Drugs and alcohol truly do cost human lives.

Methamphetamines

Although alcohol has long plagued our communities, specific drugs are coming in
great numbers to Indian Country. Methamphetamine and prescription drugs (spe-
cifically opiates) are proving to be major destructors of our communities. Because
of the accessibility and highly addictive nature of these drugs, healthy communities
can quickly fall into despair. One Tribal leader described those addicted to meth and
prescription drugs as “skeletal zombies walking around with no teeth.”

Meth is a drug that thrives in rural communities, including reservations and
Alaska Native villages. Tribal leaders are aware that meth dealers target our com-
munities because of the remote locations and limited law enforcement presence. In
fact, many leaders know where the meth houses are in their communities, but do
not have the law enforcement resources to move against these entrenched oper-
ations. For example, The Fort Peck Tribe in Montana has 23 police officers that
cover a two million acre reservation. (For reference, the state of Delaware is 1.594
million acres.) With such a small police presence covering these large tracts of land,
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meth manufacturing and distribution can thrive. In addition to bad actors bringing
drugs onto the reservations, Native people in the depths of addiction can create the
drug themselves with household goods instead of relying on outside dealers. Meth
labs have cropped up in Tribal housing and often times the subsequent damage to
the homes prohibits the Bureau of Indian Affairs from moving in other families: the
houses are uninhabitable. Tribes are finding that they simply do not have the
money, resources or man power to tackle a drug like meth. When they bust one
house, the drugs move to another place on the reservation.

In the map below, provided by the White House Office of National Drug Control
Policy, one can clearly see how close drug trafficking areas (colors) are to reserva-
tions (brown hash marks). Tribes in the Southwest are constantly trying to keep
drugs that are coming across the Mexican border out of their communities. (orange).
The drug trafficking areas in North and South Dakota (light blue) are on or near
some of the largest and most populous reservations in the country. Western Wash-
ington Tribes combat drugs coming in through their ports from Asia (lavender). The
main trafficking area between the US and Canada runs through New York State
and Iroquois country (navy blue).

High intensity Drug Trafficking Areas Program Counties 2010

[ LA

According to The National Institute of Health, “while national trends are showing
declines, methamphetamine abuse continues to exhibit regional variability. . .with
the strongest effects felt in the West and parts of the Midwest.” States in the West
and Midwest happen to have the largest numbers of Native populations. In addition,
according to The California Tribal Behavioral Risk Surveillance System, 30 percent
or AI/AN people have reported using meth, crank or ice.

Tribes in the Northern Plains are noticing an influx of drugs due to the booming
economy of the Bakken Oil Field. Again, drug dealers target these reservations, es-
pecially in North Dakota, South Dakota and Eastern Montana, because of their
understaffed police forces, fluctuation of the labor population and large acreage.
Drug cases are flooding Tribal courts in South Dakota especially with the Three Af-
filiated Tribes of the Mandan, Hidatsa and Arikara (MHA). MHA Nation Chief
Judge, Diane Johnson, declared to the Los Angeles Times, before the oil boom
“about 30 percent of the cases that came to her court were drug-related and that
number is now closer to 90 percent.” The effects are overwhelming Tribal adminis-
trations and Tribal courts.

The effects of meth addictions are felt by the entire community. Many AI/ANs
from across the country have echoed that every family has at least one member with
a meth problem. Those addicted to meth have often given up on participating in the
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community and begin taking from the community to fuel their habits. Community
members cannot leave belongings unattended for fear that they will be stolen and
sold for drug money. Lastly, because many of these rural reservations have de-
pressed economies, there is a financial incentive for Tribal members to participate
in the illegal drug trade because that is often the only way they can make money.

Opiates and Prescription Drugs

Heroin and prescription drug use go hand in hand. Prescription painkillers like
Vicodin or OxyContin are routinely prescribed by doctors for a myriad of medical
concerns. However, these highly addictive prescription opioids can open the door to
heroin and other opiate drug use. In addition, heroin leads to many public health
concerns regarding intravenous drugs use like Hepatitis C and HIV.

Much like meth, prescription drug abuse affects rural communities differently
than it does urban and suburban areas. For example, in Montana, THS doctors have
been prescribing opioid painkillers like Vicodin or OxyContin in lieu of surgery be-
cause hospitals are often hundreds of miles away, or the IHS is unable to provide
funding for referrals. According to the National Institute on Drug Abuse, those who
abuse opioid prescription drugs often switch to heroin as a substitute. Exposing AI/
AN populations to highly addictive painkillers through the Indian Health Service
fuels heroin addiction on reservations. An elected Tribal leader of a Tribe in Cali-
fornia recently said that “the worst drug dealer on the reservation is IHS.” More
must be done to hold physicians and THS accountable to the damage they are doing
by fueling this crisis in Indian Country.

Heroin and prescription drugs are putting American Indian and Alaska Native
youth at risk. Nationally, one in twelve high school students reported non-medical
use of prescription drugs in the past year and one in twenty reported abusing
Oxycontin. However, AI/ANs annual heroin and Oxycontin use was two to three
times higher than this national average.

During the hearing, Senator Murkowski noted how difficult it is to raid heroin
dens on island communities in Alaska. This is a common theme throughout Indian
Country. Local law enforcement often does not have the resources to conduct a raid:
one obstacle is obtaining a warrant when judges are often far away. Tribal leaders
have voiced similar concerns about policing drug areas. They have also stated that
the Tribal Law and Order Act, while beneficial, has also not helped as much as
Tribes have needed or expected in terms of coordination between various agencies
or in providing additional resources to law enforcement. Drugs are overwhelming
Tribal administrations because combating the epidemic requires additional funding
and coordination between law enforcement, Tribal health programs, schools, and
community members.

Nationally, deaths involving heroin have quadrupled from 2000 to 2013. Most of
the increase occurred after 2010 and the greatest increase was seen in the Midwest.
These figures correlate with concerns of Tribal Leaders near the Bakken Oil Devel-
opment that has reached peak development since 2010. The Bakken Oil Develop-
ment has had a negative effect on the health and wellbeing of Tribes in the region
by increasing drugs on the reservations. Remote locations, and small numbers of
law enforcement officers make reservations in the area a primary target for drug
traffickers. Congress must support targeted interventions in these areas so that the
negative effects of this new development are not harming Tribal communities.

Youth Involvement

During the hearing, Senator Franken told a story about visiting a Native teen re-
covery center in Minnesota. He asked the youth how many of them started using
drugs or alcohol with their parents and all students raised their hands “yes.” Al/
AN youth are initiating alcohol and drug use earlier than their non-native counter-
parts. Because drugs and alcohol are so prevalent with adult AI/AN populations on
many reservations, it is often only a matter of time before the young people of a
community begin to use as well. Not only are AI/AN youth starting to use drugs
and alcohol at an earlier age, more youth are using drugs and alcohol more often
than non-native youth.

According to the California Department of Education’s California Healthy Kids
Survey, between 2008 and 2010, 30 percent of AI/AN youth ages 12-17 reported
drug or alcohol use in the past month. Of those who used alcohol in California in
the past month, 39 percent reported heavy alcohol consumption or binge drinking.
AT/AN youth have reported much higher percentage of binge drinking (16.7 percent)
compared to the National Healthy People Goal (8.6 percent). Nationally, AI/AN stu-
dents’ annual heroin and OxyContin use was two to three times higher than the
national average for youth heroin and OxyContin use.
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High substance use in American Indian communities contributes to a range of so-
cial problems including violence, delinquency, and mortality from suicide or alcohol
or other substance abuse. Thus, these findings alert us to the urgency of imple-
menting prevention programs in these communities. Research documents higher
rates of use and earlier initiation among AI/AN adolescents compared with other
U.S. adolescents, but the extent of disparities found varies across studies. This is
why research for drug use and treatment programs is so important. Part of this re-
search should analyze the use of cultural practices.

Policy Recommendations

Clearly, more must be done to restore alcohol and drug-free Tribal communities.
Foremost, long-lasting reform should involve a variety of actors including Tribal,
federal, state, and local governments; community elders; youth leaders; school lead-
ers; and the community members themselves. However, there are several things
that Congress can do in order to help address the true costs of alcoholism and sub-
stance abuse in Indian Country:

e Increase funding for research on the locations and effects of alcohol and sub-
stance abuse in Indian Country. Before we are able to treat the causes, it is crit-
ical that we have better data on the incidence, prevalence, effects and locations
that experience these problems. CDC should provide designated funding to Trib-
al Epidemiology Centers in order to have better data on this critical issue. This
research should identify specific targeted locations and causes of alcoholism and
drug abuse.

Provide funding to Tribes and Tribal researchers to establish indicators for evi-
dence-based criteria that are based on traditional healing practices. Tribal com-
munities have been healing their people for thousands of years, and are highly
effective in the communities where they are employed and engaged. Yet, it is
often the case that traditional healing practices are not do not meet mainstream
criteria for data collection under federal grants, which puts Tribes at a dis-
advantage when applying for and administering federal programs. It is critical
that Congress support these traditional practices by providing funding to estab-
lish evidence-based criteria related to traditional healing methods.

o Increase and sustain funding for alcohol and substance abuse treatment and
prevention programming in Tribal communities. This should include expanding
the Methamphetamine and Suicide Prevention Initiative (MSPI) at THS, which
is currently only funding about 100 demonstration projects. It should also in-
clude specific training for Tribal members to become counselors and addiction
professionals in order to create sustainable change on reservations. Recruitment
and retention of medical professionals is a chronic issue at IHS. Alcohol and
substance abuse counselors are no different. According to the THS Congres-
sional Budget Justification for FY 2016: “IHS, as a rural health care provider,
has difficulty recruiting health care professionals. There are over 1,550 vacan-
cies for health care professionals. . .across the IHS system. . .” (CJ-216).
Given these challenges, it is critical that training be provided for community
members already living in these Tribal communities so that they there can be
continued support for these critically-needed services.

For FY 2017, the Tribes have recommended that Congress increase funding for
Alcohol and Substance Abuse at the IHS to $312.3 million (+121.3 million (+63
percent) from FY 2015). However, it is critical that other federal agencies, in-
cluding the Substance Abuse and Mental Health Services Administration, CDC,
Bureau of Indian Affairs and the Department of Justice also provide longterm,
designated resources to Tribes to carry out this work. In addition of funding al-
cohol and substance abuse treatment, these agencies should provide Tribes
funding on the effects of alcohol and drug abuse such as unintentional and in-
tentional injury funding. Congress should also provide additional funding to
Tribal justice systems so that enforcing the law in terms of alcohol and drug
abuse is possible.

Provide Congressional oversight and accountability to ensure that various fed-
eral, state, and Tribal agencies are coordinating to combat alcohol and substance
abuse as referred to by law. Congress should increase oversight on Section 241
of The Tribal Law and Order Act (P.L. 111- 211). This section of the law re-
quires The Department of Justice, Substance Abuse and Mental Health Services
Administration, Bureau of Indian Affairs and the Indian Health Service to co-
ordinate efforts when addressing Indian alcohol and substance abuse prevention
and treatment. Additional oversight and accountability provided by Congress on
the implementation of this provision will ensure that The Tribal Law and Order
Act is fully executed.
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o Empower Tribal governments by providing funding to create and sustain drug
taskforces on reservations with high need. NIHB’s conservations with Tribes in-
dicate that funding for programs designed to bring all aspects of the community
together (Tribal leaders, elders, youth, teachers, law enforcement, federal offi-
cials, etc.) to develop community-wide strategies to tackle these issues in Indian
Country.

Sustained, and continuous funding must be a key element to all of this work. A
Tribal leader recently told NIHB, that “It’s as if funds are awarded when rates
spike, but return to complacency with alarming rates when rates fall somewhat.
Programs cannot be sustained with uncertainty over funding from year to year.” In-
dian Country must have continued investments in these programs from all agencies
involved in order for there to be change. Congress must also direct the Administra-
tion to work with Tribes in forming a concrete strategy to overcome these issues so
that we stop just moving from crisis to crisis.

Conclusion:

Thank you for holding this important hearing on The True Costs of Alcohol and
Substance Abuse in Indian Country. This epidemic has created community-wide de-
struction on many reservations. The true costs of this disease have not only resulted
in lowering the immediate health status of many American Indian and Alaska Na-
tive persons, but also leads long-term health costs such as feelings of depression,
anxiety and even suicide. Over time, generations of young people grow up in homes
ravaged by alcohol and substance abuse and experience feelings of hopelessness, and
then turn to these avenues themselves effecting employment opportunities, placing
serious burdens on the Tribal justice system, and eroding traditional ways of life
in Tribal communities. We must break this cycle.

The National Indian Health Board stands ready to work with the Committee to
create and sustain the programs suggested in this testimony.

PREPARED STATEMENT OF HON. JOHN YELLOW BIRD STEELE, PRESIDENT, OGLALA
S10UX TRIBE

Piease accpt this w5 our written testimony for thie Senate Committes’s hsafing
“Fxamining the True Costs of Alcohal and Drug Abuso in Tndlan Country This i an Issus of
yital fmportancs to the Pine Ridge Reservation — alobol and subatance abuse is one af the rost
prablems on our Reservation; we gan trace many of s other nizalienges—domasﬁc' viglensm,
arime, youth suicide, and unsmpleymant—to drugs and aloohol wee snd ebuse.  We arenol
vrelaue in Indiea Country G fecing these problems, Chisf Exccutive Benjamin from Mille Lacs
and Ms, Cogsles from the Wind River Recovery Program explained welt the chullenges Facfog
orir corarmmnitics—em vhildren beginning drinking at 4 young pge to dmg mifickng sn our
reservations to an increasiug problem with drugs like heroin and methemphbetamines. These
isgnes affect us all, end withaut assistance, they remain lntractable,

We look to the Congress for assistance with those problems, in line with the United
Stntes’ commitments i the sevaral reaties between the United States and the Oglale Sfaux Tribs
ox i3 pradacessars. In the 1368 Sioux Tresty, the United States promised to provide cestain
hepefits and enmuities to us, and fhat Treaty continues o this day. By its terms and subsequent
eongressionsl miifivation, the Treaty vemented ik taw the United States’ obligation to mule
annual congressionat apyropriations to the Oglala Sioux Tribe. This fact was so recopnized by
the Indian Claims Copmivsion: “the [1B68] coaty was i attempt by the United Siates fo obtain
peace on the best ters possible,” and the United States promised to pravide “goodsand
services” to the tribes, Thess “goods and services” inclyude, but ere not limited to, ¢congressianal
appropriations for such things as medioal care, edugation, sconomic develapment, law
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enforcement and safe buildings. According to the terms af our Treaties, we ask that you assist us
in our efforts to solve the problems of &lcohal and drug abuse on cur Reservation,

Thesc problems are not new. The issue of alcohel abuse was one introduced to us avera
hundred years ago, and has been a pervasive problem for my Tribe ever since. Many of our
people tum to drogs and alechol to escape the harsh realities of life on Pine Ridge. Worse, there
are faw people we can tum to for help with these problems. Despite promises from the
govemment 1o provide for our health care, the eycle of addiction continues ta this day,
generation afier peneration.

Nor is this problem a discrete one. As I have emphasized in my testimony before this
Committee, the problems affecting my Tribe and others are widespread and interconnected, You
cannot fix the unemployment prablem without fixing the education problems. You cannot fix
the education problem withou! fixing the substance abuse and alcohol problem, Vou cannct fixt
that problem without fixing unemployment. Thess are cyclical problems, and they need
comprehensive, multi-pronged and halistic action ta address them. There are 0o easy solutions
on Pine Ridge; there never have been easy solutions for my Tribe. But we are commiilted, and
have the drive to do it, What we need is resources,

Alcohol and Substance Abuse in aur Community

Qur Tribe hay been cammitted 1o date colleetion and community outreach to determine
the extent of substance use on our Reservation. [n 2013, the Tribe commissioned a Community
Heelth and Wellness Survey, a comprehensive, §9-item questionnaire sbout general bealth
conditions among our citizens. Part of that survey asked about tobacco, aleoho], and diug use,
mental health, end social suppart. Over 600 people were surveyed, and dmg and aleohol sbuse
was the most cited community concern.

The statistics of alcohol use are siriking as well, While a smaller propoction of our
membership use aleohal at all, problematic drinking such as binge drinking, alechol use disorder,
or alecohol consumption, during pregnancy oceurs much mote among those on Pine Ridee who do
consume slcohol. The rate of alcohol-related deaths for the THS area including Pine Ridge
(Aberdeen) was 81.9 per 100,000, The national rate is 6.9 per 100,000, From 2005 to 2007, the
latest years statistics are available for injuries, 31% of all severe injuries were related to alcohol.

Incidence and effests of drug use are of similar concern. In 2012, 33.1% of Tribal
members an the Reservation had used illicit drugs in the prior vear, more than dowble of the 1.5,
rate at large (14.6%). The vast majority of drug users were using matijuana (29.8% in 2 30-day
sample). Other drugs included non-prescription pain refievers, methamphetamine, heroin, and
cocaine.

The statistics by themselves are cause enouph for alarm, but the prevalence of alcohol
and substance abuse touches every aspect of lifc on Pine Ridge. Most obvious are the immediate
health effects of such nse, which contribuie to the low lifs expectancy for our citizens. Alechol
and drugs arc alse linked to violence an our Reservation, on many levels. Domestic violence
goes hand in hand with substance abuse or alcoho! use in the home, Violence in aur schools and
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strects is alsa linked ta drinking or drug use. Worst, substance abuse—and diug trafficking and
sale—have brought gangs to Pine Ridge, which spawn ttemendous problems fer our people. Qur
law enforcement does what it can, but we only have 44 officers for our entire Reservation.

This all takes place on a backdrop of a community that struggles to address historical and
intergenerational, repeating trauma. While conducting the Community Health and Wellness
Survey, we found that families today are affected by the falicut of the Occupation of Wounded
Knec in 1973, which worsened the already tumultuous relaticoship with the U.S. Government
and Pine Ridge’s non-Indian neighbors, increased violence, and inereased the pravalense of
drugs, However, the Occupation was oited as an event that renewed the strength of Lakota
eulture and practices—something that we have found ig the single most productive way to
combat social ills such as drug and alcohol abuse.

Those effarts are challenged by the existence of whet is effectively an aleohal-trafficking
bub right on the berder of our Reservation: the town of Whiteclay, Nebraska., The Tribe’s
atternpts to limit the amount of sales in the town—which is little more than four stores selling
alcohol—-have been rebuffed, including a request for help from the former Govemer of
Webraska, who coldly told our former President that Whiteclay was the Tribe's problem, not his,
The town of 14 people continues to scll 12,500 cans of beer a day—almost all of which flows
inte Pine Ridge, whers alcohol remains illegal,

[ emphasize again, however, than none of this is new o us or ta you, We have been
deseribing these problems to this Committes for many years, yet we still struggle to hold the
United Siates Government to the terms of our Treaty and the many promises it has made to us;
we stilt struggle to find the resources and funding we need to serve our people.

What the Oglale Siox Tribe is doing to Address Alcohol and Substance Abuse

Reducing addiction and substancs abuse on Pine Ridge has been one of ovr top priorities,
and we have been vigilant about accessing resovrces, personnel, and funding from any location
we are able to find to help our Tribe treat end prevent addiction among our citizens. There are
several ways we are belping our people with this problem.

Anpetu Luta Otipl (ALQ} is a comprehensive substance abuse program that administers o
wide variety of addiction prevention, treatment, and recovery support services for adolescents
and adults experiencing problems with aleobol and drugs, ALO’s mission is to deliver the
highest guality behavioral health services that are puided by science and anchored in traditional
Lakota cufture, philosophy, and worldview in order to climinatz aleohoel, commercial tobaeca,
and other drug abuse on the Pine Ridge Reservation. ALO works in collaboration with other
Oglala Sioux Tribe programs that have a shared goal of plaoning, implemenling, and cvaluating
strong evidence-based prevention propramming, Some of the partnering programs include Sweet
Grass Suicide Prevention Program, Fawacin Ohoktfz Prevention Program, and OST Health
Education,

Traditional concepts of health among many American Indian families within the Pine
Ridge Reservation invelve the intersection of physical, mental, and spiritusl wellbeing, which
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are all geen as inextricably linked. ALO and other Oglalz Sioux Tribe alechol and substance
abuse stakeholders believe that the most effective approaches fo affecting community nomms over
tims carefully and systematically synchronize treditional Lakota values and practiccs with
scicnec-based methods. The abuse of aleahol has placed & heavy burden on ail social institutions
within Fine Ridge, The maost substantially impacted include the family, health carc systems,
public safety, and social services.

Comprehensive sleahol and substance abuse intervention proprams have the ability to
meke 2 tremendons impect et both an individuat/personal level as well as within the broadcr
community when services are: (1) rooted in behavioral health science; (2) informed by a
community's specific epidemiological data; and (3) delivered with fidelity by pessionate,
qualified professionals, Investing in evidence-based programming not only decreases the social,
ceonomic, and health consequences of aleohal, tabaceo, and ather drugs, but also contribufes to
the development of healthy communities,

Our Tawacin Ohokila program Is dedicated to assisting our Tribe to overcome the
rayages of cultural trauma and addiction. This program has become one of qur most successful
treatment programs, Ii is under the Tawacin Obokile program that the Oglala Sioux Tribke had
commissionad the abave-mentioned Community Health and Wellness Survey. The results of
that Survey were used to produce the 2014-2017 Oglala Sicux Tribe Strategic Prevention Plan (o
prevent alcokol and drug use, as well as to increase the peneral health and wellness of our
citizens, Under the auspices of Tawasin Okekila, we have formed the Oplala Sioux Tribe
Epidemiological Warkgroup (OSTEW) 1o work across Tribel agencics (Scheals & Colleges,
Public Salkty, Behavioml Health, Elected Officials, and Tribal Health & Indian Health Service)
to pravide leadarship for the coordination, management, and dissemination of the Tribe’s
epidemiclogical deta to ensure data eollection for the effective execution of our prevention plan.

In implementing our Strategic Prevenlion Plan, we have focused on the following goals:

- Monitor aleohol, commersial tobacce, and other drug vsc within the Pine Ridge
Reservation.,

- Prevent the inftiation and pragress of alcohel, commercicl tobacco, and other drug use,

- Increase the capacity of Tribal systems to plan and implement best and promising
practices that aim to reduce the abuse of alcohol, commercinl tobaceo, other drugs, and
suicide,

- Promote systems and enviconmental changes that decrease access to alcahol, commervial
tobacco, end other drugs.

Thesc gozls will be met through planning and palicy advacacy, but mast importantly with
oufreach and direct service to our citizens, The Oglala Siowx Tribe realizes that these goals are
only reached if efforts are made in a wide-ranging and comprehensive way, so our seTvices rangs
from reading promotion and education among our very young, to social media outresch to
engage our adalescent and young adult populetions, fo worlforce development and training for
our warking age population, to enlisting the help of our traditional leaders and elders to revitalize
and maintain cullural ties that help the lessons of preventing addiction “stick” with our people.
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Still other programs reach our members to assist them with problems that stemn from
substance abuse. Our suicide prevention efforts are chief among these, and the Tribe takes a
similarly comprehensive path towards intervention. In order ta address this problem, wa are
targeting economic growth and infrastructure development, education and youth engagement,
housing conditions and availability, physical and mental health, and law enforcement,

Unfortunately, the Indian Health Service and the Substance Abuse and Mental Health
Services Administration are not living up to their trost and tresty responsibilities in providing
health care for our people. While the Community Health and Wellness Survey and drafting of
our Strategic Prevention Plan was assisted by a grant from SAMISA, continuing funded is
needed to maintain our sssessment and screening activities, to engage in prevention, and to
provide treatment.

Steps to Assist our Trile Heal our People

As [ have emphasized, the only way to address the chellenpes on Pine Ridge is
comprehensively, to approach them from all sides and with ail resources, ageneies, and programs
warking together, We need to address the [arge concerns at our community: rampant
unemployment, crime and violence, addiction, and the resulting feelings of despair and
hopelesancss, While alechol and drug abuse is a factor in all of these problems, the prablems are
likewise a fxetor in the high rates of glecholism and addiction,

‘We also hear—many times from the Committee itself-~that there is “not smough funding
to go around.” This refrain has become so commonplace In Washington that we herc in Indien
Country thiok you are starting to believe it, We contest that nolion sompletely, There are
cnough resources to address the problems in Indian Country; it is only a matter of priorities that
results in our funding shortfalls, limited demonsteation programs, and the unmet needs in our
physical and mental health care facilitics, We know that the Committee is doing it best to
convince your colleapues in Congress that our issues deserye attention; we ask that vou keep
doing sa.

The folfowing are reconmendstions we have to address needs in all areas that will assist
in lessening the nepative effects of aleahal and substance abuse on Pine Ridge:

- TFunding for substapce abuse treatment, behavicral and mental health, and prevention
efforts in the Indian Health Service must be increased to address the need of all in Indian
Couniry, Fora problem of epidemic proportions, it is unconscionable that the Indian
flealth Service does not have enough physicians and psychologists or coungelors to trcat
Wative people directly {without the use of Purchased and Referred Care, which can
present harriers to healthcare access). To begin, the Senate can vote to fully fund the
Tribal Henlth Initintive in SAMEISA at itz full guthorization of $50 million, and provide
$25 milllon for the Methamphetamine and Suicide Prevention Tnitiative at the THS.

- We suppott the idea that alcohol and substance abuse screening in schools and healih care
facilities will help us intervene earlier in the cycle of alcoholism or eddicton, Increasing
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the number of counselors in the schools, their fraining, and the training of heaktheare
professionals to screen for these issuss would be advantageous o our Tribe,

- We need more resources for public sufety and courts to help interdict drug and alcohiol
trafficking on our Rueservation, and ta combat the violent crime that accompanies that
activity, Funding for €0 additional fribal law enforeement officers is paramount, as is
increased justice funding for tribal court gystems and detention facilities (Which can also
include substance treatment programs). Further, Congress must restore fribal jurisdiction
s0 we may prosecite all crimes in Indian Country, regardless of who commits them; state
and federal courts have proven unable fo handle these problems,

- (Given that we have = high proportion of young people in our Tribe, we support efforts
behind the President’s “Generations Indigenous” effort to promote the health, educetion,
and achisvement of the Nation’s Mative youth. We ask that Congress malke permanent
the programs the Adminisication has undertaken to support these efforts, such as the
Native Youth Community Projects program at the Education Department, Native
Languages programs, and job iraining programs.

- As we teslified fo the Committee earlier this year, preventing Youth Suicide is our first
priority on the Pine Ridge Reservation. The main goal of our effort is to reduce the sense
of despair and hopelessness among our youth, which reguires a comprehensive approach
ta reduce unemployment, increase education eutcomes, improve headth and treatnient
services, and increase the availability of high-guality housing to prevent overcrowding,
This also entails improving the infrestructucs on Pine Ridge; our roads, water & sewer
facilities, and school buildings are in disrepair. We need funding to revamp our
infiastruoture, then snfficient resources to maintain these physical resourcees.

- The [HS and other agencies must be able to casily integrate traditional health and
treatment methods in their substance abuse treatment and prevention ectivities. These
efforts are, by-definition, commaunity based, and serve to strengthen social ties among our
people. Increased federal funding for these services could do more than any other
prograr to address the substance and alcohol abuse problems in Indien Country.

Thank you for considering our testimony. The Oglala Sioux Tribe is dedicated to battling
the problems of substance abuse and alcohalism, and we respectfnlly seek the support of this
Committee and Congress in our efforts. Please feel free (o contact me if you have any
questions.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. AL FRANKEN TO
HoN. ROBERT G. MCSWAIN

Question. Mothers with opioid addiction often begin with legal prescriptions. Poor
prescribing practices can have tragic consequences so it’s very troubling when indi-
viduals receive addictive drugs for minor conditions or receive more medication than
is necessary.

Many American Indians receive health care through the Indian Health Service
(IHS). What specific steps has the IHS taken to improve prescribing standards and
address over-prescription?

Answer. IHS works with partners within and outside the Department of Health
and Human Services, including the Behavioral Health Coordinating Council’s Pre-
scription Drug Abuse Working Group on this issue. IHS has provided mandatory
training for its providers on safe and appropriate prescribing practices. The first
five-hour training course was held in February 2015. The training is held on a reg-
ular basis. By April 2017, all IHS health care professionals who prescribe as part
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of their duties will have received the training at least once, with refresher courses
at least every 3 years thereafter. 1-2

THS has established a national THS chronic non-cancer pain management policy
to provide direction to its federal hospitals and clinics on appropriate opioid pre-
scribing. This will be updated once the Centers for Disease Control and Prevention
(CDC) publishes final guidelines for primary care providers on safer, more effective
care for patients with chronic pain. To assist providers with resources, IHS devel-
oped its pain management website http:/ /www.ihs.gov / painmanagement/).

In addition to the steps above, many IHS providers participate in State Prescrip-
tion Drug Monitoring Programs (PDMPs), and IHS is working to decrease barriers
to PDMP use. An IHS circular has been drafted on participation in PDMPs and is
under Agency review. In 2012, THS convened a multi-disciplinary workgroup to
focus on Prescription Drug Abuse in Indian Country. As part of the workgroup’s rec-
ommendations, IHS has worked with ONDCP, the Bureau of Justice Assistance, and
numerous state PDMPs to expand participation with existing state PDMPs, to de-
velop best practice recommendations, and to report controlled substance dispensing
data to state PDMPs. IHS has developed software compatible with five American
Society for Automation in Pharmacy formats, deployed reporting capacity in 21
states, and assisted tribal programs with PDMP program deployment. As these sys-
tems continue to mature, PDMPs can enable health care providers and law enforce-
ment agencies to prevent the non-medical use and diversion of prescription opioids.

RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. AL FRANKEN TO
MIRTHA BEADLE

Tribes in Minnesota have noted that there is limited research on opioid abuse and
treatment that is specific to Indian Country.

Question. How can the Substance Abuse and Mental Health Services Administra-
tion and other federal agencies support research on the contributors to opioid abuse
among Native Americans as well as what treatment approaches are most effective
for this population?

Answer. The Substance Abuse and Mental Health Services Administration’s Cen-
ter for Behavioral Health Statistics and Quality (CBHSQ) currently conducts re-
search on the epidemiology of and factors contributing to opioid use and misuse
among American Indians and Alaska Natives. CBHSQ collects data through the Na-
tional Survey on Drug Use and Health (NSDUH) on substance use and mental
health, including opioid use and misuse, as well as associated demographic and risk
and protective factors. Data are also collected through the Treatment Episode
Dataset (TEDS) on treatment admissions and discharges, as well as associated de-
mographic factors. CBHSQ frequently reports on analyses by demographic charac-
teristics, including for the American Indian and Alaska Native population. CBHSQ
is developing a Public Health Research and Surveillance Agenda for the American
Indian and Alaska Native (AI/AN) population that will include a description of what
is known and questions that remain regarding the behavioral health epidemiology
of the AI/AN population. Recent CBHSQ publications include:

e 2014 National Survey on Drug Use and Health: Detailed Tables (2015)

e The NSDUH Report: Need for and Receipt of Substance Use Treatment among
American Indians or Alaska Natives (November 2014)

e The TEDS Report: American Indian and Alaska Native Substance Abuse Treat-
ment Admissions Are More Likely Than Other Admissions to Report Alcohol
Abuse (November 2014)

e Treatment Episode Data Set (TEDS): 2002-2013. National Admissions to Sub-
stance Abuse Treatment Services (2015)

e Data Spotlight: Almost Half of American Indian and Alaska Native Adult Sub-
stance Abuse Treatment Admissions Are Referred through the Criminal Justice
System (November 2012)

To support effective treatment, SAMHSA’s Treatment Improvement Protocol 51:
Substance Abuse Treatment Addressing the Specific Needs of Women provides sub-
stance use disorder treatment advice to clinicians and administrators for Native-
American Women, which includes clinical, program development, and staff training

1https: | [www.whitehouse.gov | the-press-office /201510 /21 / fact-sheet-obama-administration-
announces-public-and-private-sector

2 hitps: | www.whitehouse.gov | the-press-office /2015 / 10/ 21/ presidential-memorandum-ad-
dressing-prescription-drug-abuse-and-heroin
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components. Among these components, specific advice includes exploring women’s
beliefs regarding healing and knowledge of cultural practices; combining contem-
porary approaches with traditional/spiritual practices; and training staff to address
biases and myths associated with Native American Clients.

The National Institute on Drug Abuse (NIDA), within the National Institutes of
Health, also funds research on opioid misuse. Since 1975, NIDA has funded the
Monitoring The Future (MTF) survey, which measures drug, alcohol, and cigarette
use and related attitudes among adolescent students nationwide. Survey partici-
pants report their drug use behaviors (including prescription opioid misuse) across
three time periods: lifetime, past year, and past month. Overall, 44,892 students
from 382 public and private schools participated in this year’s MTF survey. NIDA
has also funded research comparing MTF survey results with survey data specific
to the AI/AN population.

O
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