Behavioral Health as a concept within rural and village Alaska is concerned with the emotional, physical, spiritual, family, social and cultural well-being and health of individual Alaska Natives, their families and the communities where they live.  The development of a dynamic, and needs sensitive behavioral health aide program for rural and village Alaska is greatly needed.
There are currently 170 village based Health Aide Clinics in rural Alaska.  Each clinic has at least the equivalent of one Community Health Aide (CHA) and larger villages may also have a Community Health Practitioner (CHP) to provide basic general health prevention, initial acute medical services, and follow-up or aftercare.  The CHAs and CHPs, about 500, who staff these clinics have made and continue to make major contributions to the overall health and safety of the residents of villages they serve.   These village based service providers have had significant responsibility for the general health status of their fellow village residents, but a significant area where they have been least prepared (training and experience) is in the area of behavioral health (injury prevention, mental health, and substance abuse) needs.

Though there has been a monumental effort by several Alaska Native Regional Health Organizations, Alaska Department of Health and Social Services (DHSS), University of Alaska Fairbanks (UAF) and the RHS Program to develop providers for village based behavioral health services, much has still to be done.  The effort has raised awareness in many areas of Alaska regarding behavioral health needs, mostly related to substance abuse and mental health.  With the increased awareness has come the realization that there is a need for greater access (more providers), but that there is also a need to improve the scope and depth of the training given those providers.

A June 2000 report A Counselor in Every Village by the Rural Human Service (RHS) Program reported that the supervisors of the RHS trained village based counselors; felt they generally had limitations in the areas of:

· Case documentation and organizational skills, 

· The ability to manage job related stress, 

· The skills to develop appropriate prevention programs,

· Clinical client assessment skills, and

· The ability to handle client grief and loss dynamics.

From that same report, it was reported that there were 67 RHS trainees/graduates employed to provide village based behavioral health services in 61 villages, with an additional 21 working in larger communities.  That leaves 103 villages without a counselor, from the village, who is available to provide behavioral health services.

The behavioral health needs of Alaska Natives living in rural villages are many, with direct and indirect relationships to substance abuse and mental health.  This may be better understood when looking at the leading causes of death for Alaska Natives.  The 10 leading causes of death for Alaska Natives are, in order:

1. Cancer,

2. Heart disease,

3. Accidental injury,

4. Alcohol related,

5. Suicide,

6. Cerebrovascular,

7. COPD,

8. Influenza & pneumonia,

9. Homicide, and

10. Cirrhosis.

(IHS and ANTHC Alaska Area Profile – FY 2000)
The behavioral health related issues: alcohol, drug & inhalant abuse/addiction, depression, tobacco usage, violence (including physical & sexual abuse), accidental & intentional injury, and life style contribute in greater to lesser degrees, to all of these leading causes of death.

The Alaska Native people living in rural Alaska need behavioral health services which can be provided by a generalist provider having basic training and experience across substance abuse and mental health.  Historically, such services have been made available through providers who are not from the area and in many instances unfamiliar with local cultural and spiritual practices and beliefs.  They are unaware of cultural and spiritual based healing practices and as a result can unknowingly depreciate those in need and seeking services.

Rural Alaska needs a cadre of providers, from the areas where the villages are located; who can be hired and trained to provide village based behavioral health services in a similar fashion as the CHA Program.  Such a network of behavioral health providers can also greatly enhance the overall health and wellbeing of those residing in the villages they serve.

The Behavioral Health Aide (BHA) Program should have training curriculum which is developed to addresses knowledge base and services needs in rural village Alaska.  The goal is to develop Tribally managed and directed training centers using a collaborative effort of the Tribal Health Programs, the UAF/RHS, and other training resources (such as the Counselor Academy).  Per the Tribal Health Directors, the BHA will be included in the Community Health Aide Program (CHA/P) as a specialty area of certification for village based behavioral health services throughout rural Alaska.

It is anticipated the inclusion of the BHA Program under the CHA/P certification process will provide stability and the standardization of qualifications for staffing and scope of practice.  Also, the village based health services delivery team will be expanded to include behavioral health services that are needed in rural Alaska.  It would also allow for specialized evaluation of BHA’s for certification under the federally recognized certification program the CHA/P is operating in Alaska.  To support and enhance the certification process, there will need to be individuals with expertise in behavioral health added to the certification board.

In addition to addressing BHA staffing needs in villages the proposal provides for initial and ongoing training in the areas of:

1. Establishing a Helping Relationship (getting to know the client/patient and their issues, their family and  what is important to them),

2. Clinical Evaluation (at least basics related to substance abuse and mental illness, to include appropriate psychometrics),

3. Treatment Planning and Implimentation (focus upon individualized resources and need),

4. Referral (for other services and when need is greater than the provider has capacity),

5. Service Coordination (facilitating client/patient access to resources and helpful activities),

6. Counseling, (individual, group, and family; as well as an understanding of special issues treatment such as PTSD, sexual abuse and other special group issues),

7. Client, Family, and Community Education (including prevention),

8. Documentation and follow-up (quality clinical record maintenance, and record of outcome reflecting treatment/services activity), and

9. Professional and Ethical Responsibilities (working within a professional endeavor and protection of the client).

Along with specific training areas, emphasis will also be placed on:

1. Trainee personal issues related to beliefs, misconceptions and past traumatic events that can and do have a negative impact on the individual’s ability to provide services.

2. Understanding behavioral health: basic knowledge of alcohol & other chemical use disorders, mental health issues, related abuse disorders, and risk behaviors,

3. Treatment knowledge: treatment and recovery models, to included knowledge of traditional health and healing when appropriate,

4. Application to practice: how to apply treatment knowledge to practice, and

5. Professional readiness: issues related to self-awareness, appreciation of diversity, ethics, and continuing education.

It is anticipated that the BHA trainees/employees would participate in supervised clinical practicums, and that they would also have accessible individualized clinical support and supervision.
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