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Glossary of Terms
Section I:  Introduction

A.   Purpose

The purpose of the Copper River Basin Health Needs Assessment and Strategic Planning process is to complete a needs assessment of health services and facilities that will identify gaps in services within the region.  The results of the assessment will provide the residents of the Copper River Basin with information necessary to prioritize health capital and service needs, and develop a region-wide strategic health facilities and services plan.  

The role of the Copper River Health Needs Assessment Research Committee, comprised of regional organizations, community members, and statewide organizations, is to participate in the development, support, and management of the planning process.  It is the Denali Commission’s expectation that the Copper River Health Needs Assessment Research Committee will then identify sustainable facilities and service needs for the region and recommended health facility improvements. 

This edition of the Copper River Health Needs Assessment Study and Strategic Plan is the first step in an ongoing process.  This document sets the stage for developing a coherent region-wide health system.  As with any plan, it must be periodically updated and revised as projects are developed to address health needs.  It must also change to address new threats to the health and welfare of people in the region.  The Copper River Health Needs Assessment Research Committee expected to reconvene periodically to review the implementation of this strategic plan, and to revise the plan to better respond to the needs of the region.

B.   Objectives of the Strategic Plan

Copper River Native Association (CRNA), with financial support from the Denali Commission, established the direction for this project in collaboration with community leaders.  The objectives of the Strategic Plan are to:

1. Develop a regional health systems plan for the Copper River Basin,

2. Increase the understanding of the health needs of the uninsured and underinsured,

3. Identify the nature and extent of health services obtained by Copper River residents from facilities outside of the region,

4. Promote regional involvement in the development of a strategic plan through active participation in regional health advisory committees and /or enhanced financial contributions to the strategic planning process, and

5. Improve public participation in a regional strategic health plan review.

C.   Use

This document can be used to: 

· Help guide the development of health care services and facilities for the residents of the Copper River Basin and visitors to the region,  

· Assist all health care providers in the preparation of grant applications for publicly sponsored services,

· Support the development of facility financing justifications, 

· Guide enhanced collaboration among regional service providers, and

· Provide needed background information for programmatic planners, design teams, and architects in developing health facilities.

D.   Regional Oversight

The potential membership of the Copper River Health Needs Assessment Committee was identified during a preliminary telephone survey of key informants within the Copper River basin.  Those interviewed included health care providers, agency directors, community leaders, and private citizens.  Each interviewee was invited to serve on the Copper River Health Needs Assessment Research Committee or to recommend other qualified individuals for this task.

Committee membership was voluntary.  Some committee members attended each committee meeting, while others were only able to attend a few meetings.  Several individuals who initially agreed to sit on the committee have received all committee meeting minutes and planning materials but have never attended any committee meetings.  A list of members of the committee who have been in attendance at committee meetings is shown in Appendix A.
E.   Sponsorship

Health planning and data management services for this project were initially funded under a contract between the Copper River Native Association and the UAA Institute for Circumpolar Health Studies.  Principal staff assigned to the project were Brian Saylor and Melodie Fair.  The scope of the project was limited to the development of regional health data on the availability, use, and need for health services by Alaska Native and non-Native residents.  

The Denali Commission offered additional funds to expand the project scope to complete the development of a strategic health systems plan for the Copper River Basin.  The Commission intended to base some of its health facility funding decisions for the region on the strategic plan.  

The Denali Commission agreed to have the draft plan presented to the public.  Presentations were made to:

· Cross Road Medical Center Board of Directors

· Kenny Lake School Parent Teacher Organization

· Copper River Native Association Staff

· Copper River Princess Hotel Management Staff 

· Nelchina-Mendeltna Corporation

· Scott Rees – Editor, Copper River Weekly Newspaper

· Copper River Native Association Board of Directors

F.   Data Sources

Information used in this report has been obtained from a variety of sources.  Population information was based on U.S. Census data and projections by the Copper River tourist industry.  Information on the health status of Copper River residents is derived from state and national data sources.  Much of the data were synthesized in previous reports.
,
  Information on national service use was taken from reports derived from the National Health Interview Survey, the National Ambulatory Care Survey, and other national sources.

Data on utilization of services were obtained from regional service providers.  Cross Road Medical Center generously provided billing data that contained summary information on patient diagnoses and procedures.  Patient confidentiality was observed, and no patient identification was provided to research staff.  Information on the use of village clinics sponsored by the Copper River Native Association and Mt. Sanford Tribal Consortium was estimated using available data.  Information on the use of other services was derived from extensive interviews with regional providers.

1.  The Alaska Health Care and Coverage Survey:  The Denali Commission requested CRNA to expand its strategic health systems planning effort by collecting information on the needs and use of services of uninsured residents of the Copper River Basin.  The Institute for Circumpolar Heath Studies (ICHS) was asked to develop a survey instrument to collect these data.  Service needs were derived largely from a survey of 170 residents of the Copper River Basin.  

Health coverage questions were drawn from instruments developed by the State Health Access Data Assistance Center (SHADAC).  The Center is a part of the Health Services Research & Policy Division of the School of Public Health at the University of Minnesota.  Experts at SHADAC developed a survey instrument used to determine state level insurance coverage rates. The questions are available to states that wish to use this state-of-the-art instrument – designed to save time and resources by providing a high quality, tested survey instrument.

The second model was a survey of American Indian elderly developed by the National Resource Center on Native American Aging at the University of North Dakota Center for Rural Health.  The design of this survey instrument was funded by the Administration on Aging, Department of Health and Human Services.

These two models were combined, reviewed, and amended by the ICHS research team in collaboration with CRNA, Cross Road Medical Center, the Denali Commission, and the State of Alaska State Division of Senior and Disability Services
2.  Sample Selection:  Table 1 shows the survey quotas for the Copper River Basin. The total population includes Caucasians, Alaska Natives, and people of all other races (not shown).  The sampling frame included occupied households rather than the total population.  This eliminated the need to include children who would likely know little about health insurance coverage or service use in the sampling frame.  Sample size calculations showed that 285 household surveys would yield a standard error of +/– 7% at the 95% confidence level.

	Table 1.  Initial Sample Quota by Community



	Village
	
	White
	Alaska Native
	Age 55+ Elders
	Occupied Household
	Standard Error

	Cantwell
	222
	145
	60
	51
	102
	25

	Chistochina
	93
	33
	59
	24
	37
	12

	Chitina
	123
	63
	60
	22
	52
	15

	Copper Center
	362
	174
	193
	53
	132
	40

	Copperville
	179
	138
	38
	29
	61
	15

	Gakona
	215
	162
	38
	33
	84
	19

	Glennallen
	554
	472
	67
	87
	204
	46

	Gulkana
	88
	23
	65
	15
	33
	11

	Kenny Lake
	410
	339
	55
	76
	143
	33

	Mentasta Lake
	142
	41
	101
	22
	54
	18

	Silver Springs
	130
	112
	15
	15
	46
	10

	Slana
	124
	100
	19
	34
	62
	14

	Tazlina
	149
	103
	45
	16
	59
	15

	Tonsina
	92
	78
	9
	23
	34
	7

	Totals
	2883
	1983
	824
	500
	1103
	285


A random sample was not considered an appropriate technique for this survey.  The survey was a convenience sample.  Respondents included adult individuals who sought health care services at clinics throughout the region, members of the needs assessment committee, and members of the community who were interested in participating.  The full quota of surveys was not reached.  One hundred seventy residents of the Copper River Basin were sampled.  The resulting standard error was +/- 7.2%.  This was close to the target standard error.  The additional resources needed to collect an additional 115 more surveys to increase the reliability by .2% did not seem justified.  A description of survey respondents is shown in Appendix B.

3.  Survey Administration:  Community Health Aides who provide services in village clinics within the region and providers at the Cross Road Medical Center were trained in survey administration.  Additional training was provided at each clinic site.  These trainings were conducted under the auspices of the Alaska Native Science Research Partnerships for Health (ANSRPH), a training program funded by the NIH Center for Health Disparities.  

Data were collected from November 2003 to January 2004.  Copper River Basin providers continued to collect data until January 20, 2004.  All completed surveys were sent to ICHS for data entry, and all survey data collected after January 20 were collected by ICHS research staff.

4.  Other Data:  Utilization, demographic, and comparison data were taken from a variety of sources.  Demographic data were taken from U.S. Census information, with projections extrapolated from 2000 census data.  Regional service use data were obtained from the serving facilities, and health status and comparative data were taken from Alaska and national sources.

G.   Organization of the Report

Section I of this report, above, describes the background for this project

Section II describes the values identified by the Copper River Health Needs Assessment committee upon which the strategic plan is based. The statement of values was developed following extensive interviews with residents of the Copper River community and the needs assessment committee.
Section III describes the Copper River population and projects the growth of the region through 2009.  Additional data are presented describing the anticipated growth of the seasonal tourism impact on the region’s population.

Section IV identifies the threats to the health and welfare of the residents of the Copper River Basin.  Information on leading health indicators is applied to population estimates to develop projections for the number of residents that may confront specific health problems.  These data can be used to identify specific services required by Copper River residents.  This section also estimates the needs of the seasonal tourist population.

Section V presents a detailed inventory of services currently provided within the Copper River Basin.  The purpose of the inventory is to identify services available to Copper River residents.  It does not estimate the overall service capacity.

Section VI presents basic information on healthcare coverage.  These data are taken from the health survey and national sources.

Section VII presents data on preventive services.  These include services available through wellness counselors and the state itinerant public health nurse.

Section VIII addresses the need for outpatient services.  It presents data on the utilization of village-built clinics and the Cross Road Medical Center.  Demand for services are estimated using survey data and the application of national comparable utilization rates.

Section IX describes the need for emergency services.  Data are presented on the estimated need for services and the use of existing service capacity within the region.  Options for emergency medical transportation are also discussed.

Section X addresses behavioral health concerns and includes treatment needs for domestic violence, outpatient mental health, and substance abuse services.  

Section XI addresses dental health needs.  

Section XII discusses the need for hospital or inpatient services.  Although the availability of “overnight” services is extremely limited, estimates of the actual use of out-of-region services are developed and options for regional in-patient services are discussed.  

Section XIII addresses the needs of Copper River elders and focuses on both institution-based and community-based services.

Section XIV presents strategic initiatives regarding each of the above focus areas, as well as initiatives addressing health systems organization and management.

H.   Relationship to State Health Facilities Planning Guidelines

For the past 20 years, Alaska health services have been organized using a “levels of care” approach.  This scheme relates the type of services and facilities required to the size of a community and the extent of access to surrounding communities.  The most recent published version of this scheme is shown in Appendix C.
  

Glennallen is considered a Level 2 community.  All other communities within the Copper River Basin are Level 1 communities.  This suggests that Glennallen should have services provided through a community clinic and a mid-level provider or MD.  All other communities are expected to have services provided by a community health aide, paraprofessionals, or itinerant service providers.

Both Levels 1 and 2 include some of the Essential Primary Care Services defined by the Denali Commission as: Basic EMS (emergency medical services); preventive health screenings; other preventive health services; basic primary care; limited lab, pharmacy and radiology; patient case management; outreach, transportation and interpretation; community health; advanced EMS; on-site administration and support; and dental, mental health and substance abuse programs.

The basic essential primary care services provided in level 1 and 2 communities is shown in Appendix C.

Section II:  Copper River Basin Health Systems Values

This section describes the values identified by the Copper River Health Needs Assessment Research Committee upon which the strategic plan is based. The statement of values was developed following extensive interviews with residents of the Copper River community and the Copper River Health Needs Assessment Research Committee.
A.   Health System Characteristics

1. The Copper River Basin Health System should include a wide array of health services responsive to the needs of the people of the Copper River Basin.

2. Physical and behavioral health services should be integrated with one another to assure maximum continuity of care.

3. Regional services should emphasize health promotion and wellness, and should promote service delivery as close to the patient’s home as practicable.

4. A regional body should routinely monitor service performance.

5. Services should be of the highest practicable quality.

6. Patients and providers should be treated with respect and courtesy.

B.   Service Delivery Characteristics

1. Services should be geographically, financially, and culturally accessible to residents of the valley.

2. Services should be provided in a culturally appropriate and respectful manner.

3. Families should be included in clinical decisions whenever appropriate.

4. Patient satisfaction with service delivery should be routinely monitored.

C.   Health Services Management

1. Managers of all health services within the Copper River Basin should possess the requisite health service management skills.

2. Management should emphasize collaboration and open communication, and should be coordinated throughout the valley through frequent meetings and other means of exchanging information among major provider groups.

3. Frequent interaction among systems administrators should be promoted to help develop a trusting and collaborative environment among providers, and to assist in resolving conflicts and disagreements.

4. Efforts should be made to account for and contain health care costs.

5. Memorandums of agreement among specific service components should be prepared, implemented, and routinely monitored.

6. Cost sharing arrangements among providers should be clearly written and complied with.

D.   Health Systems Planning

1. The Copper River Basin Health Service System should have a comprehensive regional health systems plan.

2. The regional plan should include intense consumer involvement.

3. Data sharing agreements for collaborative planning should recognize the need for patient confidentiality.

4. Service should be developed only in response to consumer needs and threats to the health and welfare of residents of the Copper River Basin. 

5. Where appropriate, health systems planning should be a collaborative partnership among all sectors of the health care service delivery system.

6. Service providers should support efforts of their colleagues in securing resources to develop or expand health services within the region, consistent with individual agency responsibility to address the needs of their target population.
7. The Copper River Basin Strategic Plan should be periodically reviewed and updated to reflect emerging health needs and changes in systems capacity to address those needs.
Section III:  Copper River Population

This section discusses current population of the Copper River Basin, and projects the growth of the region through 2009.  Additional data are presented describing the anticipated growth of the seasonal tourism impact on the region’s population.

A.   Description of Copper River Region

The Copper Valley encompasses approximately 20,649 square miles and is bounded by the Alaska and Talkeetna Mountain Ranges to the north, Tetlin National Wildlife Refuge and Canada to the east, Thompson Pass in the Chugach Range to the south, and the Matanuska-Susitina borough to the west. This vast region includes the Wrangell/St. Elias Mountains, which has nine of the 16 highest mountain peaks in North America. The Copper River, one of the major rivers on the continent, has its headwaters at the base of the Wrangell Mountains and dissects the region, flowing 250 miles to the Gulf of Alaska near Cordova.

In the 2000 census, the region had a population of 3,120, up from 2,569 in 1990. The major population centers include Glennallen, Copper Center, and Kenny Lake communities situated near the junctions of major highways, or with access to recreational resources.  They are also the major shopping and service centers for the area.  Each of these communities has approximately 500 persons in their loosely defined boundaries. 

Glennallen is the major commerce and administrative center, with major medical services, the Alaska public health service clinic, a library, the region’s two largest schools, and the campuses of Alaska Bible College and Prince William Sound Community College.  The Copper River School District and Ahtna, Inc. have offices in Glennallen.  There are also offices for the Bureau of Land Management; the Alaska Department of Labor & Workforce Development, Glennallen Job Center; the Alaska State Troopers; and the Alaska Department of Fish and Game.  

Just south of Glennallen, in the community of Tazlina, the headquarters for the Alaska Department of Natural Resources, Division of Forestry and the main maintenance facility for the Department of Transportation and Public Facilities can be found.  The main offices for the Copper River Native Association and the National Park Service are in Copper Center.

Kenny Lake is the agricultural center. Hay, vegetables, and bedding plants are the major commercial products.  Roughly 19 hay operations, ranging in size from 60 to 200 acres, produce high quality hay that is sold inside and outside the region. Some cattle and hogs are raised as well.  A school, sawmill and lumber business, fur farm, feed and seed supplier, and construction companies are located in Kenny Lake. Much of the produce goes to Valdez and the Glennallen area, with only a limited amount going to the Mat-Su Valley and elsewhere.

Other smaller communities in the regional planning area are Tolsona, Nelchina/Mendeltna, Gulkana, Gakona, Sourdough/Paxson, Chistochina, Slana/Nabesna/Chisana, Mentasta, Copperville, Tazlina, Chitina, and McCarthy-Kennicott. These small communities offer a remote lifestyle, with subsistence supplementing livelihoods.  Cantwell is located at the western end of the Denali Highway, and is included in this report as one of the communities served by CRNA (see map in Figure 1).
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B.   Population Growth

The rich history of the Copper River Basin underlies its growth patterns, which began to grow in earnest in 1920 with a total population of 512.  Since then, the growth in the region appears to be related to the construction of the trans-Alaska pipeline and the continued need for the logistical support as a transportation and service hub. As the area gained popularity for its natural resources and tourism, it grew exponentially over the years. With a population jump from 2259 in the 1990 census to a population of 3120 in the 2000 census, the 72% growth makes this one of the highest growth areas in the state.  Figure 2 shows the population changes for the entire area from 1880 to 2000.
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Figure 2
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Figure 3

Table 2.  Copper River and Alaska 

Population Growth, 1998 – 2009

	
	1998
	2003
	2009

	Alaska
	621,400
	656,150
	699,948

	Copper River
	3102
	3238
	3410

	Copper River Native
	742
	930
	1220


C.   Demographic Characteristics of the Copper River Basin, 2000

1.  Gender:  The most recent information on the characteristics of the residents of the Copper River Basin comes from the 2000 U.S. Census.  The following paragraphs, charts, and tables present census information.  This report assumes that the general population characteristics will remain stable through 2009.  
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The Copper River Basin has roughly the same gender distribution as the state of Alaska.

2.  Ethnicity:  Eighty percent (80%) of the population of the Basin is non-Native and 20% is Alaska Native.  This is higher than statewide population figures (Figure 5).
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Figure 5

3.  Age:  About 35% of the population is under 20 years old, and 9% is older than 65 years old.  The high proportion of young people suggests strong children’s and pediatric services are needed, and the proportion of elders has implications for long-term care services (Figure 6).
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Figure 6

D.   Population growth generated by expanded tourism industry

Potential growth in the Copper River Basin tourism industry reflects the overall growth of tourism in Alaska.  Development associated with increased tourism activity within the Wrangell-St. Elias National Park will probably be one of the major areas of tourism growth in the region.  These developments will likely spawn growth in a tourism-related workforce as well as the visitors themselves.

The tourism-related workforce will likely be comprised of both existing regional residents and an influx of both seasonal and non-seasonal workers.  Existing residents, who may work in tourism-related activities, such as guiding, vehicle repair, food service, and hospitality will not add to the demand for health care services within the region. However, an influx of seasonal workers will add to this demand.  These include employees of the Copper River Wilderness Lodge (operated by Princess Tours), tourist facilities in the McCarthy-Kennicott area, and services for travelers largely located in the Glennallen area.  The number of seasonal workers from outside Copper River Basin is estimated at less than 150 workers (Table 3).

Table 3.  Estimates of Copper River Basin Seasonal Hires from Outside the Basin

	Employer
	Number of Seasonal Employees

	Copper River Princess Wilderness Lodge
	75

	McCarthy Lodge
	10

	Kennicott Lodge
	24-28

	Caribou Hotel/Inn
	5

	Wrangell St. Elias National Park
	5

	Alaska Department of Fish and Game 
	1

	Other  (estimated)
	20

	Total
	140-144


Source: All estimates from interviews with hiring organizations

The increased seasonal workforce initially projected by the Copper River Wilderness Lodge may not occur during the projected years of 2004-2009.  According to correspondence from a Copper River Princess representative, there are currently no plans to expand the Copper River Princess.  The decision is to leave the property at its existing size until the demand for the routes of tours that include the Copper River area increases.  This season has shown a marked increase over 2003, but not enough yet to warrant expansion.

There are also possibilities of creating synergies with other cruise tour companies (notably Carnival and Holland America, with Carnival actually owning both Princess and Holland America) that could create an increase in business for the area.  However, companies are not ready to make any statements as to a timeline or plans at this time.
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Figure 7

E.   Summary

The Copper River Basin is projected to have modest growth over the next five years, with some predictable seasonal increases largely related to the tourist industry. The demographic characteristics of the stable population will approximate those shown in the 2000 Census data.  Seasonal increases will likely be composed of younger hospitality service workers (ages 18-26) and adult and elderly tourists (ages 45-75).

Section IV:  The Health and Welfare of the Residents of the Copper River Basin

This section identifies indicators of changes in the health and welfare status of people in Alaska.  Most of the data on health status compare Alaska Natives and non-Natives.  Whenever possible, 10 years’ worth of data are included.  Ten years or more is valuable because it can suggest the effectiveness of interventions to improve the health status of Alaskans, and identify areas of concern that should be addressed in the future.

Indicators used in this section were selected based on their ability to capture reliable information on trends in health care and social welfare status. The indicators are not intended to paint a complete picture of health and welfare, nor are they intended to explore a specific issue in detail; rather, they are intended to suggest long-term changes in health and social welfare.

Information on leading health indicators is applied to population estimates to develop projections for the number of residents that may confront specific health problems.  These data can be used to identify specific services required by Copper River residents.  A specific section has been added to address the needs of the seasonal tourist population.

A.   Perceived Health Status  

Respondent-assessed health status has long been considered one of the more stable measures of health. Data are collected by simply asking respondents to assess their own health or that of family members living in the same household as excellent, very good, good, fair, or poor.  Table 4 compares the responses of Copper River Basin residents with those from a US sample.

Table 4.  Perceived Health Status 

of Copper River and US Residents 

	Health Perception
	Percent of Copper River Basin
	Percent of US

	Excellent/Very Good
	44.8%
	59.1%

	Good
	24.8%
	25.6%

	Fair/Poor
	30.3%
	15.3%


Table 4 shows that Copper River Basin residents rate their health substantially lower than a national “not in MSA” comparison group.
  

B.   Births

This section examines birth rates for Alaska Natives and White populations.  Figure 8 shows that Alaska Natives have had consistently higher birth rates than all Alaskans combined.
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Figure 8

C.   Fertility

Fertility rates measure the reproductive capacity of a population.  Figure 9 shows the fertility rate (or the number of births per thousand women of childbearing age between 15 and 44) from 1980 to 1999.  Over the last 20 years Alaska Native fertility rates have been declining, but remain much higher than Alaska Whites.
[image: image27.emf]Fetal Alchohol Syndrome (FAS) Rates 1995-1997

Alaska, Arizona, Colorado, and New York

0.3

0.1

0.2

0.3 0.3

0.6

5.6

2.5

1.6

0.5

0.3

1.5

0

1

2

3

4

5

6

AK AZ CO NY

State

Number of FAS Cases 

per 1,000 Live Births

American Indian/Alaska Native 

White

Total


Figure 9

Although fertility rates among both Alaska Native and non-Native Alaskans are declining, they remain high overall.  This suggests that health services associated with women of childbearing age, pregnancy, labor and delivery, and services to young children must be emphasized.

1.  Teen Births:  Figure 10 shows the births to Alaska Native teens (women aged 15-19).
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Figure 10

Many of these teen pregnancies are unintended and have substantial medical, social, and economic consequences.  For example, when conception occurs without intention, the fetus can easily be exposed to toxins, harmful drugs, or substances capable of causing birth defects, even before the woman knows she is pregnant.  Research data show that the incidence of intimate partner violence escalates during pregnancy, especially when the mother indicates that the pregnancy was unintended.  Teen pregnancies can also compete with educational goals, which, if unfulfilled, may in turn lead to welfare dependency.

Children of teen mothers tend to become teen parents themselves.  Children of single parents tend to have more brushes with the legal system, discipline problems in school, and poor scholastic performance.

2.  Fetal Alcohol Spectrum Disorder:  Some Alaskan babies enter the world with a severe, but entirely preventable, condition called Fetal Alcohol Spectrum Disorder (FASD), the result of pregnant mothers drinking. Figure 11 shows that the FASD rate (the number of FASD babies per thousand live births) continues to be a serious problem for Alaska Native people.  Although the numbers are small, it appears to be a problem of growing proportion among Alaska Natives.  FASD rates are calculated by birth prevalence, and FASD is not diagnosed until the child is an average of 5 years of age. The Alaska State Division of Public Health does not compute more recent birth years since that would lead to underestimating the true rate. 
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Figure 11

Figure 12 compares the rate of all FASD births for White and Native American populations in the states of Alaska, Arizona, Colorado, and New York between 1995-1997.  The higher prevalence of FASD among Native Americans is especially evident in Alaska.  In general, 44% of all FASD babies born in these states are American Indian or Alaska Native, an overall rate of 3.22 FASD births for every 1,000 live births. 
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Figure 12

This figure shows dramatic differences from state to state.  In New York, for example, only 3% of all FASD babies born were American Indian or Alaska Native, a rate of 1.59 per 1,000 live births. In Colorado only 4% (0.57 per 1,000 live births) and in Arizona 52% (2.49 per 1,000 live births) of all FASD babies were American Indian or Alaska Native.  In Alaska, almost 90% of all babies with FASD were Alaska Native, a rate of 5.62 per every 1,000 live births.

As more attention is paid to the high prevalence of FASD in Alaska, especially among Alaska Native people, there is a growing number of interventions, many of which are part of a state sponsored FASD prevention and early intervention program intended to reduce the number of Alaskan babies with Fetal Alcohol Syndrome.  This syndrome is completely preventable since it only occurs when pregnant moms drink. 

D.   Behavioral Health

The next set of indicators assesses the behavioral health of Alaskans using information on substance abuse, admissions to treatment, incarcerations, and violent deaths.

1.  Substance Abuse Treatment Admissions: Figure 13 shows the admissions to substance abuse treatment facilities for Alaska Natives and non-Natives from 1992-1999.  While non-Natives and Natives have a similar number of admissions to substance abuse treatment facilities, Alaska Natives have over four times the admissions as would be expected given their proportion of the population.  Treatment services in the Copper River Basin are limited.

[image: image31.emf]Domestic Violence in Alaska

Reported by the Council for Domestic Violence and Sexual Assault

(July 2000 - June 2003)

34.4%

35.8%

37.5%

46.3%

46.6%

43.9%

 (5,438)   (5,470) 

 (8,120) 

0%

5%

10%

15%

20%

25%

30%

35%

40%

45%

50%

FY00-01 FY01-02 FY02-03

Fiscal Year

Percent of Domestic 

Violence Reports

-

1,000

2,000

3,000

4,000

5,000

6,000

7,000

8,000

9,000

Total Number of 

Reports in Alaska

Ak Native/Nat Amer Caucasian Total Number of Reports


Figure 13
2.  Incarceration:  Alaskan Natives are twice as likely to be incarcerated than non-Natives. Figures 14 and 15 show that the number of Alaska Natives sentenced to correctional institutions and community residential centers in Alaska greatly exceeds the number of non-Natives. It also appears to have been increasing over time, relative to non-Natives.  Tribal courts sponsored by CRNA may have some impact on regional rates, but the extent of the effect is unknown.
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Figure 14
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Figure 15

E.   Mortality

Figure 16 shows that, Alaska Native death rates are consistently much higher than those of Alaska Whites—about half as high: 600 versus 400 deaths per 100,000 people. Alaska Native death rates declined gradually throughout the 1990s, whereas White death rates rose in the first half of the decade, and then stayed steady. As a result, the gap between Alaska Natives and Alaska Whites narrowed slightly in the 1990s.
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Figure 16

These overall trends reflect differences between Alaska Whites and Alaska Natives in the two major kinds of deaths—violent and non-violent.

Alaska Natives, when compared to Non-Natives, incurred a higher rate of age-adjusted deaths in 1994.  These comparisons are shown in Table 5.

Table 5.  Comparisons of Unadjusted Deaths

Alaska Natives and Non-Natives, 1994

	Cause of Death
	Alaska Native
	Non-Native

	Cancer
	159
	131

	Heart disease
	152
	121

	Unintentional injuries
	136
	54

	Suicide
	64
	26

	Cerebrovascular disease
	42
	27

	Pneumonia and influenza
	22
	11

	Diabetes
	15
	11

	Homicide
	13
	8

	Liver disease and cirrhosis
	18
	8


The seriousness of the health-related deaths is even more cause for concern because Alaska Natives constitute only 17% of Alaska’s population of approximately 625,000 people. Alaska Natives have been, and continue to be, disproportionately over represented in health-related problems and deaths in Alaska. 

1.  Violent Deaths:  At the beginning of the 1990s, the rate of violent deaths among Alaska Natives was almost 3 times higher than among Alaska Whites (Figure 17).  Violent deaths include homicides, suicides, and unintentional deaths (previously called “accidental deaths”). During the decade, the rate of violent death declined for both groups, and so the spread between Alaska Natives and Alaska Whites remained at about 3 to 1 in 1999.
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Figure 17

2.  Non-Violent Deaths:  The rate of non-violent deaths among Alaska Natives was also higher than among Alaska Whites (Figure 18). For Alaska Natives it was unchanged during the 1990s, but increased among Alaska Whites.
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Figure 18

3.  Components of Violent Deaths:  The biggest component of violent deaths is unintentional injuries for both Alaska Natives and Alaska Whites (Figure 19). In 1990, unintentional injuries accounted for 111 deaths among Alaska Natives, as compared with 43 suicides and 19 homicides. For both groups, unintentional injuries declined consistently throughout the decade, yielding a dramatic reduction in the rate among Alaska Natives. This likely reflects the numerous safety programs in the 1990s—driving, life-vests, and others. The increase of 18 unintentional deaths among Alaska Natives in 1999 shows how volatile annual numbers can be: a single accident can cause many deaths and change the annual rate markedly.


Figure 19

Suicides among Alaskans of all races are among the highest in the U.S, and suicide rates among Alaska Natives are among the highest in the world.  Suicides among Alaska Natives rose slightly in the first half of the decade and declined in the second half (Figure 20). The numbers are not large: 43 in 1990 and 34 in 1999.  Changes in the rates comparing the two years are more pronounced, because the suicides are among a larger population at the end of the decade than at the beginning.


Figure 20

As with unintentional injuries and suicides, the rate of homicides among Alaska Natives is much higher than among Alaska Whites.  Homicides among Alaska Natives fell in the early part of the decade, but shot up in the second half (Figure 21). Like unintentional deaths, these numbers are volatile, so it is not clear if the increase in the second half of the decade is a trend.


Figure 21
F.   Chronic Conditions

Modern medical care has been effective in reducing deaths from acute conditions. This trend has continued in the last decade.  Modern cultures show an increase in chronic conditions, which is usually attributed to longevity, diet, exercise, and environmental factors.

The Copper River health needs assessment asked respondents to indicate if they had certain chronic conditions.  Table 6 presents the results for all respondents.  

Table 6.  Chronic Conditions Reported

	Condition
	Number
	Percent

	Arthritis
	47
	27.6%

	High blood pressure
	43
	25.3%

	Heart problems
	28
	16.5%

	Chronic upper respiratory condition
	28
	16.5%

	Cataracts
	18
	10.6%

	Cancer
	17
	9.4%

	Diabetes
	15
	8.8%

	Asthma
	13
	7.6%

	Stroke
	7
	4.1%


Many of these conditions are common causes of death in both Alaska Native and non-Native communities.  Cancer, heart disease, and stroke are conditions commonly reported by survey respondents and are among the leading causes of death in Alaskans.

G.   Age-Specific Death Rates

When looking at age-specific death rates, data from 1999 show that Alaska Natives are two to four times higher than Alaska Whites, except for those aged 55 and older (Figure 22).  The largest contrast between Alaska Natives and Alaska Whites is in the 25-34 year age group.  It is during this time of life that Alaska Native people are at greatest risk for deaths from unintentional injuries, and deaths associated with lifestyle and behavior.


Figure 22

Among older Alaskans, the difference between Alaska Natives and Whites begins to diminish after the age of 65.

H.   Impact of Medical Care on Health Status


Although there have been major advances in the provision of medical care services to Alaskans, Alaska communities may be experiencing the same basic situation as that experienced in the rest of the country.  As shown in Figure 23, access to medical care accounts for only a small proportion (10%) of the increase in life expectancy, while other factors, including behaviors (50%), environmental factors (20%), and genetics (20%), account for a far greater proportion of increase in longevity.

I.     Social Concerns

The next set of indicators addresses social concerns, including domestic violence and sexual assault. Alaska Native people have a disproportionate incidence of domestic violence and sexual assault. Although it is difficult to determine if this is attributable to an increased incidence or an increased reporting of events, most observers agree on the latter.

Figure 24 shows that, even though the total number of reported incidents of domestic violence has decreased, the percent of reports by Alaska Natives has increased.  A recent University of Alaska Anchorage study of domestic violence in the Copper River Basin
 may provide guidance on how to develop a response to this issue.

1.  Domestic Violence


Figure 24

2.  Sexual Assault:  The University of Alaska Justice Center recently reported
 that, in Anchorage during 2000 and 2001, Alaska Natives were 7.6 times more likely than others to be victims of sexual assault.  Additional statewide data from the Council for Domestic Violence and Sexual Assault showed that this trend continues (Figure 25). The total number of reported sexual assaults went down between 2000 and 2003, but the proportion of Alaska Natives who were sexually assaulted went up.


Figure 25

Over 60% of the victims had used alcohol prior to the assault, either intentionally or unintentionally. Alaska Native victims were more likely to be assaulted by Alaska Native suspects (42.9%), but inter-racial assaults were more likely with Alaska Native victims than with non-Native victims (26.8% White suspects and 21.0% Black suspects). While 10.6% of the Anchorage population is Alaska Native, 22.2% of the suspects of all sexual assault cases in 2000 and 2001 were Alaska Native.

J.    Wellness

Many of the health defects mentioned earlier are attributable to behavior and lifestyle choices. Figures 26-28 compare Alaskan urban and bush residents on a variety of behavioral indicators that appear to have a high relationship with many of the health conditions shown in the previous tables.

This series of figures present Urban vs. Bush Alaska because the Alaska Behavioral Risk Factor Survey seldom presents data by race.  This is attributable to problems attaining reliable sample sizes that allow researchers to compare racial characteristics of respondents. Therefore, geographic differences that largely reflect the predominant residents of different racial groups (urban = white, and bush = native) were used in this comparison.

1.  Cigarette Smoking:  Figure 26 shows that Bush residents have a higher prevalence of cigarette smoking than urban Alaskans.


Figure 26

Tobacco use is the most important single preventable cause of death and disease in our society.  Tobacco use is a major risk factor for the diseases of heart and blood vessels; chronic bronchitis and emphysema; and cancer of the lungs, larynx, pharynx, oral cavity, esophagus, pancreas, and bladder.  Other problems such as respiratory infections and stomach ulcers are also associated with smoking. According to the Alaska Behavioral Risk Factor Survey 1999 Annual Report (ABRFS), 39% of the Bush respondents were current regular or irregular smokers compared to 25% of the urban respondents.

2.  Overweight:  Figure 27 shows that Bush residents have a consistently higher rate of overweight individuals.


Figure 27

Being overweight is associated with high blood cholesterol, high blood pressure, and diabetes, and is an independent risk factor for heart disease.  Overweight people also have an increased risk for gallbladder disease and certain types of cancer.  Studies reveal that reduction in body weight can lower blood pressure and improve blood cholesterol levels in overweight individuals. The Body Mass Index (BMI) is one way to measure weight, and 41% of Alaska Native respondents are overweight based on their BMI.

3.  Diabetes:  Lifestyle and behavior are among the most important factors associated with diabetes.  According to the Indian Health Services Alaska Area Profile, diabetes is increasing dramatically among Alaska Natives. Overall, the prevalence of diabetes has increased 100% among all Alaska Native people between 1985 and 1999.  Significant increases have occurred across the state, with the largest increases in the Norton Sound area (205%), the Yukon-Kuskokwim area (177%), the Bristol Bay area (144%), the Annette Island area (141%), and the Aleutian Chain & St. George Island area (125%). In the Alaska Native population, according to the Alaska Area Profile which does some reporting by race, Eskimo’s have had a 142% increase, Aleut’s a 98% increase, and Indians a 71% increase in the diagnosis of diabetes.

4.  Binge Drinking:  Figure 28 shows that Bush residents have a consistently higher rate of individuals who binge drink.


Figure 28

According to BRFSS, Alcohol is implicated in nearly half of all the deaths caused by motor vehicle crashes and fatal intentional injuries such as suicides and homicides.  Victims are intoxicated in approximately one third of all homicides and drowning and boating deaths.  Alcohol is the principle contributor to cirrhosis, which is the ninth leading cause of death in the United States.  Alcohol, used during pregnancy, is the leading preventable cause of birth defects.  Binge drinking is defined as having five or more drinks on an occasion, one or more times in the past month.  Chronic drinking is an average of 60 or more alcoholic drinks in a month. Figure 28 suggests that binge drinking is declining in rural Alaska. If this trend continues, we could expect to see accompanying declines in alcohol-related deaths and FASD. 

Section V:  Services Currently Provided within the Copper River Basin

The purpose of the inventory is to identify services available to Copper River residents. It does not estimate the overall service capacity.

Table 7.  Inventory of Health Care Services in the Copper River Basin

	Facility
	Location
	Practitioner(s)
	Services Available

	Chitina Tribal and Community Health Clinic 

	
	Chitina Traditional Indian Village 
Chitina, AK
	Jerry Van Ben Coten, PA-C

Benjaman Cottle, CHA-I
	Well-child checks

Physical Exams

Immunizations

Pre-natal care

ACLS (Advanced Cardiac Life Support)

Minor Trauma treatment

Chronic Care (BP, Heart monitoring, etc.)

Primary Care

Limited Lab

Dispensing Facility

	Connecting Ties

	
	P.O. Box 186

Glennallen, AK
	Eva Dunning, Executive Director
	Services to developmentally disabled children and adults.

	Copper River Emergency Medical Services (CREMS)

	
	Mile 186.78 Glenn Hwy

Glennallen, AK
	Troy Dolge, Administrator
	CREMS serves 25,000 square miles; 526 miles of highway from Eureka on the Glenn, north to mile 25 of the Denali Highway, east to Slana on the Tok cutoff, south to mile 42 of the Richardson, and to Chitina.  40 EMT volunteers and three ambulances cover this area.

	Copper River Native Association

	
	Mile 104 Old Richardson Hwy

Copper Center, AK
	Phil Matthias, MD, Developmental Pediatrician

Randy Moss, PhD, Psychologist

Adele Valenti, MA, Clinician
	Behavioral Health Counseling

Family Counseling

Neuro-psych testing and assessment

	
	Village Clinics at:

Tazlina

Kluti Kaah

Gulkana

Cantwell Clinic
	Community Health Aide

Community Health Aide

Community Health Aide

Community Health Aide
	Primary Care


	Facility
	Location
	Practitioner(s)
	Services Available

	Cross Road Medical Center

	
	Mile 187 Glenn Hwy

Glennallen, Alaska
	Bert Flaming, MD

Jennifer Allen, MD

Chris Deck, LPT, 

Bill Riley, LCSW

David Denton, RPH


	Federally Qualified Health Center 

Family Practice Clinic





Emergency Room

Outpatient Care





Physical Therapy





Visiting Nurse Program

School Nurse Program (elementary schools)

Community Health Nurse (Health risk and Diabetes Mellitus education)


Fetal/Maternal Program (pre/post natal care)

Behavioral Health Counseling (family counseling)

Pharmacy

X-ray

Lab

Visiting Optometrist (semi-monthly)

Sliding discount schedule 

Do not discriminate based on the patient’s ability to pay

	
	North Country Clinic
Mile 53 Tok Cutoff

Gakona, Alaska
	Diana Duntze, RNP
	Primary care services and disease management.

	Glennallen Chiropractic

	
	Mile 187 Glenn Hwy

Glennallen, AK
	Dr. Vicki Willis, DC
	Massage therapy

Occupational therapy

Physical therapy activities

Chiropractic Care

Fitness training/assessments/evaluations

X-ray lab

Nutrition counseling

Nutrition services


	Mt. Sanford Tribal Health Consortium

	
	Mile 33 Tok Cutoff

Gakona, AK
	
	

	
	Village Clinics at:
Chistochina

Mentasta Lake
	Diana Duntze, RNP (1 day per week at each clinic) 

Community Health Aide
	Primary care

Well-child checks

Physical Exams

Immunizations

Pre-natal care

ACLS (Advanced Cardiac Life Support)

Minor Trauma treatment

Chronic Care (BP, Heart monitoring, etc.)

Primary Care

 Dispensing Facility

	Ready Care

	
	Glennallen, Alaska

Mile 111 Richardson Hwy.

P.O. Box 69

Glennallen, AK  9588
	Maggie Simeon, Regional Coordinator
	Services for elders and the developmentally disabled, including:

· In-home support

· Chore 

· Respite

· Personal Care Attendant

· Program Services of Developmentally Disabled

· Day habilitation 

· Supportive Employment



	Wrangell Mountain Dental Clinic

	
	Mile 187 Glenn Hwy

Glennallen, AK
	Kevin Shedlock, DDS

Ronni Ritter, RDH
	General Dentistry

Dental Hygiene


Section VI:  Health Coverage

The Needs Assessment survey asked people about their family’s health care coverage.  About half of the surveys collected were gathered by area health care providers in a clinic setting, and the other half were collected at community gathering points or in private homes.  These data were compared with statewide and national data to better understand the nature and extent of health insurance coverage of Copper River Basin residents. 

A.   Health Care Coverage

Table 8 shows that fewer regional residents have health insurance coverage than either the state or national averages.  In addition, the extent of regional unemployment and indicators of poverty suggest that individuals or families have few resources to pay for needed medical care “out of pocket.” 

Table 8. Insurance and Employment Status

	 
	Copper River
	Alaska
	Nation

	No Insurance
	19%
	17%
	15%

	Medicaid
	19%
	14%
	13%

	Medicare
	9%
	7%
	10%

	Unemployment
	24%
	7%
	6%

	Income and Poverty

	Percent below poverty
	10%
	7%
	12%

	Percent between 100% and 200%
	19%
	26%
	21%

	Percent below 200% poverty
	29%
	22%
	10%

	Median household income
	$39,102
	$51,571
	$41,994

	Per Capita income
	$16,132
	$22,660
	$21,567

	Percent homes with no phone
	6%
	3%
	2%


B.   Health Care Coverage for Copper River Basin Residents

IHS and employer insurance were the most frequently named sources of health coverage among the survey respondents. Twenty-eight percent (28%) had Medicare coverage, compared to 9% reported in the Census data.  In the 2000 Census data, 19% of Copper River residents had Medicaid coverage, compared with 18% in the survey data.

Table 9.  Health Coverage, 

Copper River Basin Residents, 2003

	Type of Coverage
	Number
	Percent of Respondents

	IHS/Tribal
	72
	45.3%

	From your work
	66
	43.4%

	Medicare
	43
	27.7%

	Medicaid
	28
	18.2%

	Medicare Supplemental
	10
	15.6%

	Denali KidCare
	18
	12.2%

	Individual
	17
	11.3%

	Someone else's work
	14
	10.1%

	CHAMPUS*
	14
	9.7%

	Someone else's individual
	3
	2.2%


*Health benefits program for retired military.

Of those who maintained some type of health coverage, only 29 respondents reported that they knew the amount of the deductible.  Of the 29 individuals who were able to answer if their health care coverage had a deductible, only 17% reported having no deductible.  The other 83% reported having a deductible.  The median reported deductible was $454.  

Copper River respondents reported paying $186 per month on average for their health insurance coverage, or $2232 per year.  Seventy-five percent (75%) of individuals with health coverage report that it pays for prescription drugs.  

Despite the proportion of people who report having health coverage, 36% of respondents reported that there was a period during the last 12 months when they were not covered.  The most common reason for a lack of coverage was the expense.  Seventy percent (70%) of those without coverage reported that they could not afford the high expense of health insurance.  Only 5% said that they did not want or need insurance.  

C.   Relationship Between Health Care Coverage and Service Use

Answers to the questions on health insurance coverage allowed researchers to classify people as insured or uninsured.  Service utilization dates were analyzed to see if lack of health coverage was a barrier to service use.  The analysis of responses from those surveyed at both clinic settings and out of the clinic setting showed that there were no statistically significant differences between insured and uninsured respondents.

Section VII:  Preventive Services

The following section includes services available by wellness counselors and the state itinerant public health nurse.

A.   Emphasis on Wellness

Members of the Copper River Health Needs Assessment Committee have repeatedly emphasized the need to promote health and wellness rather than concentrating their efforts on treatment services.  This approach has been supported by the Denali Commission.

Many of the conditions that threaten the health and welfare of Copper River residents are preventable.  In addition to infectious diseases that can be prevented through immunizations or sanitary practices, there are a number of conditions that are related to lifestyle and behavior.  Among these are:

· Motor vehicle injuries and fatalities, 

· Lung and other cancers,

· Diabetes, 

· Child abuse,

· Substance abuse, and

· Heart disease.

The emphasis on prevention and wellness can help to reduce illness, injury, and death from these preventable diseases and conditions.

B.   Public Health Nursing

1.  Services:  The Alaska Public Health Nurse (PHN) offers community clinics at Kenny Lake School, Lake Louise Lodge, Slana School, and Tolsona Lodge.  The PHN offers no illness care, only preventive medicine and wellness care.  Her services include: 

· Wellness for kids under 18

· Immunizations

· Well-child exams

· WIC re-certifications

· Pre-natal care for patients with no insurance

· TB surveillance, testing, follow-up, treatment

· Sexually transmitted disease notification, treatment, follow-up, partner identification

· Adult immunizations

· Developmental screening

· Infant learning program – safety seat classes

· HIV pre/post test blood draws

· Birth control – gives refills or repeat Depo-Provera shots for the uninsured

· Case manager for people traveling in on Medicaid who need to do overnights

· Flu shots

Originally, the Copper River Basin had a full-time PHN available to them.  Now, the Alaska public health nurse covers the entire Copper River Basin, as well as down to Whittier and Mat-Su.  This is roughly an area the size of Ohio and West Virginia.  Her visits currently occur one week out of every month to the Copper River Basin.  

2.  Service Volume:  The PHN saw 800 patients in the past year from the Copper River Basin (yr 2003).
3.  Facility:  The public health nurse’s office is located in the Copper River area on the Glenn Hwy in Glennallen adjacent to the Fish and Game office.  The PHN shares the space with a social worker from Valdez.  This location, which is accessible and known to everyone, is a “great place” for the Alaska PHN to base her work.  

The PHN visits the following communities: Slana/Nebesna Road, Chistochina, Gulkana, Copper Center, Kenny Lake, and Chitina, and has recently visited Tiekel River lodge for a family checkup.  She doesn’t actually know where her cut off line is on the Richardson Hwy.  The Valdez public health nurse may not come as far north as Tiekel River.

4.  Collaboration:  The PHN works with providers in the Copper River region.  She makes referrals to the local chiropractor and, when necessary, shares patient information/files with the local medical center.  

5.  Future Plans:  The PHN recently received notice of the travel budget being cut in half.  One scheduled visit to Copper River has already been cancelled for this spring. She doesn’t know how many visits will be allowed next year.  PHN work with Chitina will be cut back now that they have a PA on site.  The Alaska Public Health Nurse thinks it’s good for communities to have steady medical help at their disposal and to not need her assistance as much.  She said she’s glad that Chistochina clinic has a nurse practitioner working there and at Slana.  In addition, the PHN also works with the community health aides in each village.

C.   Community Wellness

Last year, the Alaska Federation of Natives (AFN) received a substantial grant to support wellness counselors stationed in villages throughout Alaska. CRNA was one of the grant recipients.  The impact of the program is unknown, but there is a common belief that it is another positive step in emphasizing wellness within Copper River Basin communities.

D.   Other Prevention Activities

Cross Road Medical Center reported 1,037 immunizations delivered in 2003, comprising over 6% of all clinic procedures (see Table 15).  This shows CRMC’s important contribution to region-wide preventive activities.  In addition, community health aides reported increased clinic activity for school children immediately preceding the school year.  These school checkups and immunizations provided in village clinics are another important preventive service.

The issue of sexually transmitted diseases is addressed by several factors in the community.  The public health nurse provides medicine for those who have been identified as having a sexually transmitted disease (STD) and have a prescription for pharmaceuticals.  The local crisis pregnancy center in Glennallen, when asked, gives classes at the local high schools on STDs, HIV, and sexual activity.  

Section VIII:  Outpatient Services

This section presents data on the utilization of village-built clinics and the Cross Road Medical Center.  Demand for services are estimated using survey data and the application of national comparable utilization rates.

A.   Existing Outpatient Services

Services are provided by village clinics, a private chiropractic provider, and the Cross Road Medical Center, and have obligations to specific population groups.  The Copper River Native Association and Mt Sanford Tribal Consortium are responsible for providing health services to Alaska Native residents.  The Cross Road Medical Center, a recent recipient of HRSA 330 Community Health Center funds, has historically addressed the needs of the entire Copper River Basin population. Other private sector providers have no defined beneficiary allegiance.

B.   Use of Outpatient Services

The amount of outpatient services use comes from two sources: patient reports from the health assessment survey and actual (or estimated) utilization data from regional providers.  

1.  Survey Data:  In the past six months, 89% of respondents reported making a visit to the doctor’s office.  The mean number of visits was 4.3.  This compares with a national average of between 3.7 and 3.71.  Over the past three months (November – January), the average number of clinic visits was 2.3.  This suggests that the clinic visit rate is reasonably stable (the three month visit average over six months is 4.6 compared with a six-month trimmed mean
 of 4.2).
Table 10.  Ambulatory Care Visits to Physicians' Offices, Hospital 

Outpatient, and Emergency Departments per 100 Population, 2000

	
	Total
	Physician             Offices
	Outpatient                   Department
	Emergency                                 Department

	US
	370
	300
	30
	39

	West
	371
	318
	20
	33


Regional and national estimates are used to estimate the total volume of care needed for Copper River Basin residents for the years 2000, 2003, and 2009.  Table 11 shows that over 14,000 annual outpatient visits may be required by the year 2009.  

Table 11.  Estimated Outpatient Requirements, Copper River Basin, 2000 – 2009

	Year
	Population
	National Outpatient Volume Estimate (3.7 visits per person per year)
	Regional Outpatient Volume Estimate (4.2 visits per person per year)

	2000
	3,120
	11,544
	13,104

	2003
	3,238
	11,981
	13,600

	2009
	3,410
	12,617
	14,322


2.  Utilization Data:  The second way of measuring the use of services is through clinic records.  There are four sources of outpatient care within the Copper River Basin:  Cross Road Medical Center, CRNA, Mt. Sanford Tribal Consortium, and a sole private sector provider of chiropractic services.  Total 2002 volume is shown in Table 12.  The actual utilization is close to the estimated utilization and slightly less than estimated using the survey data.
  

Table 12.  Estimated Outpatient Visits, Copper River Basin, 2002

	Facility
	Patient Visits

	Cross Road Medical Center

	4900

	Copper River Native Association

	2083

	Mt. Sanford Tribal Consortium

	1647

	Chitina Traditional Village Council

	200*

	Chiropractor

	2457*

	Total
	11,977


*May be an underestimate of the total service use.
There appears to be strong support for chiropractic care and alternative treatment approaches (such as acupuncture) among Copper River Basin Residents.  Although Table 12 shows about 2,500 clinic visits to the Chiropractic clinic, the base year of 2002 may be a low year.  Ten year average utilization data suggest that 3,600 annual visits may be a more accurate projection of the use of chiropractic care and alternative care.  If this figure is accurate, chiropractic and alternative care may comprise about one-third of all outpatient services provided in the region. 

C.   Status of Facility Physical Structures

Outpatient facilities serving residents of the Copper River Basin are in need of repair.  Conversations with CRNA suggest that current administrative and behavioral health facilities have outlived their useful life.  Mt. Sanford has already applied to the Denali Commission to renovate or replace some of its aging facilities.  Cross Road Medical Center engineering studies recommend major rehabilitation or replacement of the existing physical plant with emphasis on basic structural and mechanical systems.  

While Cross Road Medical Center has completed its own engineering study, other facilities within the region are routinely assessed by the Alaska Native Tribal Health Consortium (ANTHC) facilities branch.  Engineering studies for these facilities are on file at ANTHC. Additional information is presented in Appendix D.

D.   Source of Care

Ninety percent (90%) of respondents reported having a regular place to go to receive medical care.  The most common place for receiving care was a local clinic.  Over half of those specifically identified Cross Road Medical Center as the place where they receive services, while 43% said they received services at a village clinic.  Fifteen percent (15%) reported receiving services at a private clinic.  Table 13 suggests that most (87%) of the services are provided within the Copper River Basin. However, other services are provided at clinics throughout Alaska, with the largest proportion of out-of-region care provided in Anchorage.

Table 13.  Location of Outpatient Care

	Location
	Number
	Percent

	Copper River Basin
	128
	87.1%

	Palmer
	2
	1.4%

	Fairbanks
	4
	2.7%

	Valdez
	5
	3.4%

	Anchorage
	43
	29.1%

	Tok
	2
	1.4%


This table suggests that only a small proportion of care required by Copper River Basin residents is provided outside the region.  Of this amount, one-third is provided in Anchorage. Data suggest that almost 2/3 of those receiving care in Anchorage are members of federally recognized tribes, and probably receiving services at Alaska Native Medical Center (ANMC).

E.   Need for Increased Outpatient Services

Currently, 87% of all outpatient services are received within the Copper River region (Table 13).  This figure is used to adjust the total estimated service demand. Calculations show that 10,043 outpatient visits are required to meet the needs of Copper River residents.  Current utilization data show that 8,130 visits are provided annually, leaving a shortage of over 1,913 visits per year.  This suggests that current outpatient service utilization is approximately 20% lower than the projected need.  

F.   Barriers to the Use of Outpatient Services

Only 15% (or 26) of respondents gave reasons for not having a regular place to go for health care (Table 14).  Of those people who do not have a regular place to go for care, one half (50%) cannot afford care or do not have health insurance.  Another 15% lack the transportation to get to a clinic.  

Table 14.  Reasons for No Regular Health Care Provider

	Reason
	Number
	Percent

	Rarely sick
	10
	38.5%

	Can’t afford it
	8
	30.8%

	Don’t have health insurance
	5
	19.2%

	Transportation difficulties
	4
	15.4%

	Don’t like doctors
	3
	11.5%

	Just moved here
	2
	7.7%

	Switched insurance
	1
	3.8%

	Clinic hours don’t fit my schedule
	0
	0%

	Language barrier
	0
	0%

	Clinic closed
	0
	0%


Figure 29 shows little seasonal increase in demand for clinic services from tourists.  If there were, we would expect to see a higher client count in the summer tourist months.  In fact, the graph shows a decline in clinic visits during the summer tourist season.  A change in volume appears to occur in late summer and early fall, reportedly attributable to increased children’s visits at the clinics for school check ups and immunizations.  It may also reflect medical care deferred from the summer months or hunting season mishaps.


Figure 29
G.   Principal Diagnoses

Figure 30 (next page) compares the principal diagnosis of CRMC patients with national benchmark data from the Ambulatory Care Survey.
  The comparison of CRMC and national benchmark data shows that patients receiving care at CRMC are similar to those receiving care in other clinics across the country.  There are, however, some notable exceptions.  A lower proportion of patients at the Cross Road Medical Center are seen for heart problems, nervous disorders, and cancers.  This is understandable in light of the size of the clinic and its proximity to the larger medical facilities in Anchorage.  In addition, the lower proportion of nervous and mental disorders may be attributable to the services available at Copper River Native Association’s community mental health center.  


[image: image6]
Figure 30

Two diagnostic classifications deserve special comment: “external causes of injury and poisonings” and “factors influencing health status.”  The first refers to environmental events, circumstances, and other conditions that cause an injury or poisoning.  The second addresses occasions when circumstances other than disease or injury classifiable into other caICD-9-CM categories are recorded as diagnoses or problems
.

Supplementary factors can arise in one of three ways:

1. When a person who is not currently sick encounters the health services for some specific purpose, such as to act as a donor of an organ or tissue, to receive a vaccination, or to discuss a problem that is not in itself a disease or injury.

2. When a person with a known illness or injury, whether current or resolving, encounters the health care system for that specific illness or injury (e.g., cancer or dialysis).

3. When some circumstance or problem is present which influences a person’s health status but is not in itself a current illness or injury.  

When included as part of the comparison of diagnostic profiles of US and CRMC Clinics, these two classifications account for over 25% of all clinic visits.  Because these supplemental codes are to be used only after the principal diagnostic codes are used, these supplemental codes are eliminated from the analysis shown in Figure 30.

The analysis shows that “injury and poisoning” and “musculoskeletal & connective tissue diseases” have the highest proportion of diagnoses.  This may reflect the rural character of the region and its reliance on CRMC as the referral trauma center.  The high proportion of upper respiratory diseases is a common trait of Alaskan clinics.

There may be an increased demand for services for heart and cancer problems generated by the projected increase in elderly tourists.

H.   Clinic Procedures

Table 15 shows the procedures performed at the Cross Road Medical Center in 2003.  Other regional providers were unable to provide similar data.  Services to existing patients comprised the largest type of service delivered at CRMC.  Diagnostic services, including laboratory services, comprised over 28% of all CRMC procedures.  These data firmly establish CRMC as the diagnostic center of the Copper River Basin.

Table 15.  Procedures Performed, Cross Road Medical Center, 2003

	Procedure
	Unit Total
	Percent

	Established Patient
	5705
	34.35%

	Chemistry - Lab
	2428
	14.62%

	Special Services, Procedures & Reports
	1250
	7.53%

	Hematology/Coagulation - Lab
	1045
	6.29%

	Immunization
	1037
	6.24%

	Infusion
	962.3
	5.79%

	Organ or Disease Panel - Lab
	556
	3.35%

	Physical Therapy/Rehabilitation
	533.5
	3.21%

	Radiology
	485
	2.92%

	Microbiology - Lab
	434
	2.61%

	Nursing Assessments
	421
	2.53%

	Cardiology Dx Testing
	332
	2.00%

	Urinalysis - Lab
	300
	1.81%

	Immunology
	171
	1.03%

	New Patient
	168
	1.01%

	Cardiovascular Procedures
	150
	0.90%

	Lesion Destruction
	118
	0.71%

	Superficial/Skin Wound Repair
	113
	0.68%

	Simple Skin Surgery
	101
	0.61%

	Initial Visit
	77
	0.46%

	Pulmonology Dx Testing
	57
	0.34%

	Auditory System Procedures
	38
	0.23%

	Blood Draws
	37
	0.22%

	Wound Exploration
	19
	0.11%

	Burn Tx
	14
	0.08%

	Musculoskeletal Repair - Casting
	11
	0.07%

	Respiratory System Procedures
	9
	0.05%

	Maternity Care & Delivery
	9
	0.05%

	Musculoskeletal Repair - Hand
	7
	0.04%

	Ocular System Procedures
	6
	0.04%

	Musculoskeletal Repair - Shoulder
	5
	0.03%

	Musculoskeletal Repair - Lower Leg/Ankle
	5
	0.03%

	Musculoskeletal Repair - Forearm
	4
	0.02%

	Musculoskeletal Repair - Foot
	2
	0.01%

	Musculoskeletal Repair - Upper Arm
	1
	0.01%

	 
	16610.8
	100.00%


I.    Vision Care

Vision is an essential part of everyday life for people of all ages.  Vision affects development, learning, communicating, working, health, and quality of life.  When low vision is defined broadly as visual problems that affect the performance and enjoyment of every day activities, almost 14 million people in the United States are estimated to have low vision.  More than 2/3 of visually impaired adults are over 65 years of age.
 

The overall national rate of visual impairment is 2.85%. When this rate is applied to the total U.S. population age 40 and older of approximately 119 million, the result indicates that more than 3.4 million older Americans are blind or vision impaired. Twenty-two states and the District of Columbia have rates above the national average, while 28 states have rates below the average. Iowa and North Dakota have the highest rates at 3.73% and 3.74% respectively. Alaska has the lowest rate at 1.3%. The largest majority of states (39 states and DC) are within the 2.5% to 3.5% range. Differences between states are likely due to demographic differences in age, race, and/or gender distribution.

Cross Road Medical Center procedure data shown in Table 15 suggest that only a small proportion of all clinical procedures are for vision care.  Much of the vision care services are provided within the region by itinerant providers.  Additional services are sponsored by local community service groups.

Section IX:  Emergency Services

In this section data are presented on the estimated need for services and the use of existing service capacity within the region.  Options for emergency medical transportation are also discussed.

1.  Emergency Clinic Use:  Twenty-nine percent (29%), or 47, of respondents reported using an emergency room within the past 12 months, with an average of 1.6 visits (range 1-10).  These data suggest that 930 residents of the Copper River Basin would use hospital emergency room services over the course of the year.  Note that this use rate is much higher than the U.S. average (see Table 10).


On average, each of these individuals would use 1.6 visits, for a total estimated demand of 1485 emergency room visits per year.

2.  Seasonal Emergency Service Use:  The heightened pace of activity during the summer months tends to generate an increased use of emergency services. Data from Cross Road Medical Center confirm this; emergency room visits are substantially higher during the summer months.

There are likely many reasons for this increase, including:

· More vehicular traffic,

· Increased injuries from outdoor and subsistence activities, and

· Recreational injuries among tourists.

With many more ER visits during the summer months, the Copper River Health systems must be prepared to meet this increased summer service demand.


Figure 31

3.  Ambulance Services:
  The Copper River Emergency Medical Services (CREMS) has three ambulances stationed in the following areas of the Copper River Basin:

· Glennallen

· Kenny Lake

· Copper Center

Services are supported through community donations, patient reimbursement, private insurance, Medicaid, Medicare, State grant funds, and extensive community fund raising.  For example, an ambulance was recently purchased using funds donated by the local Lions Club.  Services are operated by 30 volunteers and two paid staff.  

In 2002, CREMS logged 170 ambulance runs. Sixty-two percent (62%) of the patients were residents of the Copper River Basin, 8% (or 13) were from out of state, and the remainder were Alaska residents from outside the region.  The run count includes fire standby, support for civic events, and medical emergencies and transports.  

All ambulance services are for transportation within the region.  CREMS reports that they are prohibited from transporting patients from the region to Valdez, Anchorage, or Fairbanks.  The reason appears to be due to the lack of available personnel and ambulances to transport.  After a patient is admitted to CRMC, the patient cannot be transported to Anchorage or Fairbanks without the same or higher level of medical care while in transit.  This requires personnel above the level of EMT III to be available at CREMS.  Therefore, such a medical transport would require CRMC staff to accompany the ambulance, which is cost prohibitive.  

4.  Medical Evacuations:
  Emergency service providers report that it can take 6–8 hours to get trauma patients from the Copper River Basin to needed medical care.  Reports of as much as a 36-hour delay in medical evacuations were attributable to bad weather.  

Air medevacs can come from the US Coast Guard (Valdez) or the Army base at Fort Richardson (Anchorage), Fort Greely (Delta Junction), or Fort Wainright (Fairbanks).  Other medical evacuation services are based at Providence Alaska Medical Center and Alaska Regional hospital in Anchorage.

Medevac services dispatched from Valdez, Anchorage, or Fairbanks result in a 2-hour delay in getting seriously ill or injured patients to appropriate medical care.

Medical evacuations from the Copper River Basin to outside providers appear to be disorganized.  Local air taxi service provides occasional emergency medical transportation to either Glennallen or Anchorage.  Community health aides occasionally refer patients to Anchorage for routine or elective medical procedures.  This transportation is provided by either the Copper River Native Association or the veterans’ transportation service.

There appear to be discrepancies in the reported volume of emergency medical evacuation services.  Table 16 suggests that CRMC has approximately 60 medical evacuations per year.  Other providers report a far higher number.  These differences in demand projections could have a significant impact on the final solution to emergency transportation service needs.

Table 16.  Emergency Medevacs, Cross Road Medical Center, 1990-2003

	 
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Calendar Total

	1990
	7
	0
	7
	9
	14
	10
	20
	9
	8
	3
	8
	9
	104

	1991
	15
	0
	6
	6
	2
	15
	16
	4
	1
	7
	4
	2
	63

	1992
	0
	0
	0
	0
	9
	11
	13
	5
	19
	8
	10
	6
	81

	1993
	
	
	
	
	
	
	
	
	
	
	
	
	0

	1994
	
	
	
	
	
	
	
	
	
	
	
	
	0

	1995
	
	
	
	
	
	
	
	
	
	
	
	
	41

	1996
	
	
	
	
	
	
	
	
	
	
	
	
	38

	1997
	1
	0
	5
	2
	1
	10
	9
	8
	3
	1
	2
	4
	46

	1998
	2
	2
	7
	1
	5
	2
	7
	9
	6
	6
	3
	2
	52

	1999
	
	
	
	
	 
	
	
	
	
	
	
	
	56

	2000
	
	
	
	
	
	
	
	
	
	
	
	
	

	2001
	
	
	
	
	
	
	
	
	
	
	8
	5
	13

	2002
	4
	7
	
	
	6
	6
	9
	12
	7
	10
	8
	2
	71

	2003
	2
	6
	0
	3
	5
	6
	10
	4
	8
	 
	 
	 
	44


5.  Transportation Vehicles:  There are unconfirmed reports of a fixed wing aircraft that can be used for an air ambulance in the Copper River Basin.  The aircraft, currently owned by the AHTNA Corporation, is reported to be housed in an aircraft hangar in Anchorage.  

Copper River EMS recently obtained a new ambulance that can be used for the transportation of severely ill or injured people within the Basin.  This new ambulance is in addition to the existing CREMS emergency vehicle.  Bureau of Land Management and National Park Service also have helicopters that can be used for transport of first responders to the site of an emergency.  However, these services are only available if the helicopters are on location and not being used for other purposes at the time.

6.  Future Plans:  There are plans to begin a new medical evacuation service in August 2004.  The anticipated volume of services ranges from an initial projection of 106 transports per month to a final projection of 400 runs per month at full operating capacity.  These transports include, but are not limited to, medical transport or medevacs.

Yukon Kuskokwim Health Corporation-sponsored Aeromed has expressed an interest in partnering with CRNA to provide medical evacuation services for the Copper River Basin.  

7.  Summary:  The emergency service system is complex. It involves first responders, emergency clinics or trauma centers, and emergency transportation services. There appears to be little collaboration among emergency service providers within the Copper River Basin.  

Section X:  Behavioral Health and Developmental Disabilities

A.   Behavioral Health Needs

This section discusses behavioral health concerns and includes treatment needs for domestic violence, outpatient mental health, and substance abuse services.  The needs of people with developmental disabilities are also addressed.

1.  Behavior-Related Fatalities:  The two most commonly cited behavioral-related fatalities are suicides and alcohol-related injuries. Data published by the State of Alaska
 suggest that the Valdez-Cordova census area experienced between 11 and 32 suicides from 1990 to 1996. The Alaska Department of Health and Social Services
 has estimated the suicide fatality rate at 17.2/100,000.  This translates to 2 per year or about 14 suicides over the 7-year period documented by DHHS.  Of these, 49% were within the 15-24 year age group and 30% among individuals over the age of 30. Youth were at unusually high risk, as alcohol has been linked to nearly 72% of suicides among Alaska Native males 15–24 years of age.

The second major cause of behavior related deaths are those associated with alcohol.  The Alaska Native Commission
 estimated the rate of alcohol-related deaths at 4.1 per 10,000 people.  These include cirrhosis of the liver, heart disease, motor vehicle accidents, drownings, violence, and many other events associated with prolonged alcohol intake or binge drinking.
 This rate translates into at least one unnecessary death each year attributable to alcohol, or 7 deaths during the period 1990-1996. These figures are summarized in Table 17.

Table 17.  Behavior-Related Deaths, 

Copper River Basin, Over the 7-Year Period of 1990-1996

	Cause of Death
	Rate
	Number of Deaths

	Suicide
	54/1000
	14

	Alcohol-Related deaths
	4.1/10,000
	10

	Total Estimate
	
	24


Alaska Natives, when compared to Non-Natives, incurred a higher rate of age-adjusted deaths.  These comparisons are shown in Section IV.

2.  Prevalence of Behavior-Related Illness:  The epidemiology of behavior-related illness described in this plan includes mental illness and those illnesses related to substance abuse. Social issues, including violence and family abuse, are treated later in this section.

a.  Mental Illnesses:  Severe mental illnesses (SMI) include major thought disorders, including schizophrenia, delusional disorders, organic mental disorders, mood disorders, anxiety disorders, personality disorders, special problems of children, and other diagnoses.
  The Alaska Mental Health Board estimates that 6.3% of Alaska’s population has a severe mental illness.  Epidemiological data from national surveys yields a higher estimate of 22.9%
 even though the age range was smaller (ages 15 to 54). They also estimate that between 9% and 13% of children have severe emotional disturbances (SED).
  The AMHB believes that these rates are probably an underestimate of the prevalence of both SMI and SED, because the lower socioeconomic status of many rural residents is a factor strongly associated with mental illness. Therefore, the prevalence estimates developed here may be low. Federal statistics also estimate that 4.7% of the population suffers from both mental illnesses and substance abuse problems.
  The estimated number of people with these conditions within the Copper River Native Association service area is shown in Table 18.

Table 18.  Estimated Prevalence of SMI and SED, 

Copper River Native Association Service Area, 2000

	Condition
	Prevalence Rate
	Number

	Severely Mentally Ill Adults
	6.3% - 22.9%*
	117-426

	Severely Mentally Ill Elderly
	6.3% - 22.9%*
	17-64

	Severely Emotionally Disturbed
	9% - 13%**
	99-142

	Dually Diagnosed
	4.7%
	152

	Total 
	
	385-784


* Severely Mentally Ill prevalence rates applied to adult population over 19 years.

** Severely Emotionally Disturbed prevalence rates applied to population under 19 years.

b.  Substance Abuse-Related Illnesses:  The Alaska Advisory Board on Alcoholism and Drug Abuse estimates that 9.5% of Alaskans over the age of 18 experience alcohol or drug problems.
  Epidemiological data from national surveys yields a higher estimate of 11.3%
 even though the age range was smaller (ages 15 to 54).  Younger age groups are also vulnerable.  In national data, 2.9% of youth ages 12 to 17 reported heavy drinking in the past month.
   

Infants are also affected by alcohol abuse. The result is the devastating outcome of FAE/FAS. The Alaska Native Commission estimated that there were 5.1 children born with FAS or FAE for every 1000 live births to Alaska Native mothers (see Native and non-Native comparisons in Figure 11).  Even though not all the CRNA catchment population is Alaska Native, this estimate is applied to the total estimate of 1997 live births, and is calculated using the crude birth rate for the Valdez-Cordova Census Area, yielding 28 live births in 1997.
  Other estimates show significantly higher prevalence estimates.  The Section of Maternal Child and Family Health published an estimate of 350/1000 live births in the Copper River Valley.
  Prevalence estimates are applied to the Copper River Native population and shown in Table 19.  

Table 19.  Estimated Prevalence of Alcohol and Drug Problems, 

Copper River Native Association Service Area, 1998

	Condition
	Prevalence Rate
	Number

	Adults
	9.5% - 11.3%*
	146 - 173

	Children and Youth
	2.9%**
	21

	Infants (FAS/FAE)
	5.1-350 /1000
	1-10

	Total 
	
	168 - 204


* Adult alcohol and drug abuse prevalence rates applied to adult population over 19 years.

** Youth alcohol and drug abuse prevalence rates applied to population under 19 years.

3.  Criminal Activity:  Within the Copper River region, statistics made available and used with permission of the Alaska Department of Public Safety, indicate that during the first 11 months of 1998 more than 1,600 crimes were reported and investigated in the region served by that office.
  From those reports, more than 400 were designated as felonies and resulted in trial action and conviction. Court records revealed that more than 359 of the reports and 250 of the convictions involved alcohol or drug-related crimes (e.g., driving while intoxicated, furnishing liquor to minors). In addition, many of the alcohol-related reports included personal violence such as homicide, assault, domestic violence, and child abuse. Not only do these offenses affect the perpetrators, but they put women, children, and other members of the community at risk of becoming victims of alcohol-related violence.

a.  Driving While Intoxicated:  Some of the most tragic impacts of alcohol abuse occur when the drinker gets behind the wheel of a car.  Federal studies show that about 11% of drivers have driven under the influence of alcohol within one year.
  While not all of these drivers become involved in motor vehicle crashes, applying this prevalence rate to the Copper River Basin population suggests that as many as 169 people are at risk of DWI offenses.

b.  Child Abuse: The Commission on the Status of Alaska Natives estimated that there were 94 incidents of child abuse for every 1,000 children in the population.  The Division of Family and Youth Services shows a far lower estimate of 36.2/1000 children.
  The higher estimate is used because of the underreporting of child abuse in Alaska.  These estimates are applied to the population of children within the Copper River Basin (1095). This results in an estimated 103 children who may have been abused in 1998, and may be in need of some type of child protective services.  

c.  Domestic Violence:  A comprehensive source for population-based data regarding domestic violence for Alaska is not available, with the exception of women who have delivered a live birth.  According to the 1996 Pregnancy Risk Assessment Monitoring Surveillance System (PRAMS), 8% of mothers who recently gave birth reported that they were physically abused during the twelve months before getting pregnant.  Approximately seven percent (6.5%) reported that they were physically abused during their pregnancy in 1996.  Over sixteen percent (16.5%) of mothers of newborns reported physical abuse in the last two years.  In addition, 100% of Alaska Native women entering substance abuse treatment between 1993 and 1998 had experienced physical and/or sexual abuse.

d.  Violent and Abusive Behavior Among Adolescents:  Among Alaska high school students, 6.6% of boys and 2.6% of girls reported having been injured in a physical fight in the past 12 months.  In addition, 35.7% of boys and 9.9% of girls reported having carried a weapon in the past 30 days.

Table 20.  Estimated Nature and Extent of 

Violent Behavior, Copper River Basin, 2000

	Violent Activity

	Rate
	Number

	Child Abuse
	94/1000
	103

	Domestic Violence (During pregnancy)

	8% of live births
	3

	Domestic Violence (Two year rate)
	16.5% of live births
	5

	Adolescent Injuries, boys

	6.6%
	37

	Adolescent Injuries, girls
	2.6%
	14

	Carrying Weapons, boys
	35.7%
	201

	Carrying Weapons, girls
	9.9%
	52


B.   Behavioral Health Services and Service Gaps

Most of the behavioral health services offered in the Copper River Basin are sponsored by the Copper River Native Association (CRNA).  They have provided separate mental health and substance abuse services to residents of the Copper River Basin since 1972.  In recent months, the Cross Road Medical Center has hired a mental health counselor as a new component of its 330 Community Health Center service array.  CRNA substance abuse and mental health services are targeted to members of the five (5) tribes compacted to CRNA. CRMC provides regional mental health services.  The extent of behavioral health services provided by Mt. Sanford is unknown.

Over the years, funding limitations have severely restricted CRNA’s capability to develop comprehensive and integrated mental health and substance abuse services to meet the needs of the population it serves. Inadequate funding has also severely narrowed CRNA’s ability to hire and retain trained (and credentialed) service providers for its mental health and substance abuse programs. This situation has resulted in CRNA’s developing services to respond principally to its most urgent needs. 

Recent federal law describes a full continuum of care of behavioral health services.
  This model is used as a standard for integrated behavioral health services in the Copper River Basin.

1.  Community-based Prevention, Intervention, Outpatient, and Behavioral Health/ Aftercare:  CRNA serves the region as the community mental health center.  As part of the limited services, CRNA treats alcohol-dependent clients on an outpatient basis. Court-referred cases are enrolled in CRNA's ASAP-like
 program for DWI-related interventions, child abuse/neglect (which involves the Alaska Division of Children’s Services), and other substance abuse-related offenses.  Chronic mentally ill cases have also been maintained on an outpatient basis. Many sex and domestic violence offenders are not receiving community-based services because of CRNA’s lack of funding to hire staff that meet Department of Correction’s standards.  

Services recently added by CRMC are new. Therefore, there are no estimates of service capacity available.  The extent of behavioral health services provided by Mt. Sanford is unknown.

2.  Detoxification (Social and Medical):  There is limited social detoxification administered through the substance abuse program, supervised by a consulting physician. No medical detoxification is available.

3.  Intensive Case Management:  These services are provided by the CRNA community mental health center and average 120-150 unduplicated cases per year.

4.  Traditional Health Care Practices:  Whenever possible, CRNA incorporates traditional practices into treatment and other intervention activities, particularly in the substance abuse treatment program.  The Hudson Lake Recovery Camp is based on traditional and subsistence activities (see #7 below).

5.  Pre-school and School Age Fetal Alcohol Disorder Services:  CRNA provides these services for newborns through consultation with a physician specializing in developmental disorders. Expenses are recovered through Medicaid billing as appropriate. Funding for FAS services are needed, not only to maintain an ongoing diagnostic program, but to also assess neurological/ behavioral disorders among older children in order to plan for and respond to their needs.  Costs for full wrap-around services are scarce, leaving substantial numbers of clients on state waiting lists.

6.  Services to the Developmentally Disabled:  The CRNA Multidisciplinary Team (M3D) coordinate services for some developmentally disabled individuals who live in the region.  Many services are provided under the umbrella of “Connecting Ties” the private, non-profit program for developmentally disabled persons headquartered in Valdez.  Hope, Inc., the large service provider in Anchorage, reports a substantial number of individuals on the regional waiting list.
7.  Residential Treatment:  The Hudson Lake Recovery Camp was established in 1999, and began serving clients in 2000.  This camp addresses the needs of persons with substance abuse issues and dependency using traditional and subsistence activities as a platform for treatment.  The camp receives operating funds from CRNA and the federal Center for Substance Abuse Treatment.  While the camp is not operating at full capacity, 67 individuals have been served, and most have completed the 40-day treatment cycle.

8.  Mental Health Services:  CRNA provides outpatient treatment for members of the 5 tribes compacted to CRNA.  Services conform with State mental health treatment standards and a more complete range of services for the members of the five compacted tribes to CRNA.  Outpatient mental health services are available to all individuals within the region.  Services recently added by CRMC are new. Therefore, there are no estimates of service capacity available.

9.  Individual and Family Healthy Choice/Lifestyle (Parenting, Partners, Domestic Violence, Obesity, and Other Risk/Safety Issues):  These services are provided through all regional agencies, including CRNA, Mt Sanford Tribal Consortium, Cross Road Medical Center, and other private providers.  They do not appear to be well-coordinated.

10.  Services for Women at Risk of Giving Birth to a Child with Fetal Alcohol Disorder:  While the M3D team at CRNA has provided case-finding, screening, and diagnostic services for the region and identified many FASD children and adults, few treatment services are available for women at risk of having an FASD child.  Most services are limited to education/prevention classes.

11.  Treatment for Individuals and Families for Sexual Assault and Domestic Violence:  Limited services are provided in response to court referrals, but full intervention services are unavailable due to lack of a qualified counselor meeting the State’s Department of Corrections’ standards for a domestic violence counselor.  There is no domestic violence shelter available in the Copper River region.

12.  Family Early Intervention Treatment and Aftercare Services: ​ CRNA provides these services on a limited basis to the clients it serves.  There are minimal aftercare services available to recovering substance abusers, people with developmental disabilities, or non-beneficiary groups.

13.  Aftercare and Habilitation Services for People Recovering From Substance Abuse Problems or Mental Illnesses:  People with these conditions require a clinical and social support system.  Aftercare workers often work with the clients and families to provide work experiences, social support, and clinical support after discharge from a treatment program.  Often, these services are provided for an extended period of time.

Services not provided at this time in the Copper River Basin are:

· Acute hospitalization

· Transitional living

· Emergency shelter (there is a particular need for youth crises intervention services, especially a crises respite program for troubled and agitated youth)

· Early intervention, treatment, and aftercare focused on ages 11 to 17

· Community-based habilitation and aftercare services for people with substance abuse and/or mental illness.

· Residential treatment for adolescents

· Elderly dementias regardless of cause

· Crises respite work for caregivers

Section XI:  Dental Health 

A.   Services

The Wrangell Mountain Dental Clinic provides a full array of dental services, with the exception of major dental surgery, care to high-risk patients, and services that require general anesthesia.  Pediatric patients who require extensive services beyond the capacity of the clinic (e.g., complex root canal procedures) are referred elsewhere. 

The general catchment area includes the communities within the Copper River Basin as well as Tok, Eureka, and Valdez.

B.   Facility

Dental services are provided by the Wrangell Mountain Dental Clinic.  The clinic, owned by the Copper River Native Association, has a full-time dentist, Kevin Shedlock (DDS), a half-time dental hygienist, a part-time dental assistant, and an office manager.  An additional part-time dental assistant fills in 10-20 hours a week as required.  The dental clinic is open Monday–Thursday for at least 8 hours per day.  Clinic staff members report that they routinely work in excess of an 8-hour day.

The dentist has four weeks per year of personal leave and two weeks per year of continuing education.  

C.   Service Volume

Records for the period February 1, 2003, through January 21, 2004 showed that a total of 1157 patients had visited the practice in the past 18 months.  Other records indicate 2697 active patients on file.  However, this patient list appears to have many duplicates, and therefore is considered an unreliable list.  Staff reports one to three dental emergencies per day. A summary of the procedures performed by the dental clinic during this period is shown in Table 21 below.

Table 21.  Dental Services in Copper River, 2003
	Procedure
	Volume
	Percent

	Examinations
	673
	10.6%

	X-Ray and Diagnostics
	990
	15.6%

	Dental Hygiene
	482
	7.6%

	Emergency Care
	336
	5.3%

	Filings
	2417
	38.0%

	Sealants
	604
	9.5%

	Periodontics (gum disease)
	45
	0.7%

	Consultations
	251
	3.9%

	Restorations
	36
	0.6%

	Dentures
	81
	1.3%

	Other
	444
	7.0%

	Total
	6359
	100.0


The survey responses are closely aligned with the actual receipt of dental services.  Seventy-five percent of respondents indicated needing multiple procedures.  Table 22 shows the dental procedures that respondents reported needing.  There appears to be a high need for filling of decayed teeth.  This is also one of the major services performed by the Wrangell Mountain Dental Clinic.

Table 22.  Survey Data on Needed Dental Procedures

	Procedure
	Number
	Percent

	Teeth filled or replaced
	65
	41.7%

	Teeth pulled
	18
	11.5%

	Gum treatment
	12
	7.7%

	Denture work
	17
	10.9%

	Relief of pain
	10
	6.4%

	Cosmetic
	14
	9.0%

	Other
	50
	32.1%

	None
	39
	25%


Current patient schedules at Wrangell Mountain Dental Clinic are full for the next six weeks, and are filling up for a two-week period following that.  Dental staff considers this waiting list appropriate.  Some patients are from as far away as Fairbanks and Delta Junction.  Patients who cannot be seen by the clinic in a timely manner or cannot afford services occasionally travel to Anchorage, Valdez, or another community.

There is seasonal demand for dental services from hunters, tourists, and hospitality staff (mainly from the Copper River Princess Lodge).  Most of these dental visits are emergency cases.

Fifty-one percent (51%) of clients are IHS beneficiaries.  The remaining 49% are non-beneficiaries.

D.   Outcomes

The local dentist reported high levels of decay in Copper River residents.  He attributes this to:

· Lack of fluoride in public water supplies

· High amounts of soft drinks in the diet

· Generally poor oral hygiene

He reported that oral health was slightly worse for Alaska Natives than non-Natives.

E.   Finances

Gross annual clinic revenues are approximately $552,000/year.  $200,000 of this sum is provided through a contract with CRNA for beneficiary care.  The balance comes from third-party payments.

Most third-party payments come from private insurance, Medicaid, Denali Kid Care, and self pay.  In most cases, CRNA is considered the payer of last resort for beneficiaries.  Self-pay patients are encouraged to pay whatever they can afford. In some cases, long-term payment plans have been set up for individual patients.

F.   Collaboration

As a CRNA-owned clinic, Alaska Native patients are given priority for service on Mondays and Thursdays.  However, no patients are turned away for beneficiary status or ability to pay, especially for dental emergencies.  Alaska Native and non-Native clients appear to feel comfortable with the delivery of dental services at the Wrangell Mountain clinic.
G.   Projected Demand

Although there is a 6-8 week waiting list, Wrangell clinic staff does not feel that there is a need for additional dental providers.  They believe that they are currently able to efficiently meet existing demand for services.  However, additional demand for service may require additional personal.  

Table 23.  Percent of People Who Visited the 

Dentist within the Past Year (ages 18 and over)

	Area

	Percentage

	United States (1999)
	67.9%

	Alaska (1999)
	70.2%

	Copper River  (2004)
	62.6%


If the Copper River were to strive to reach statewide averages, the Wrangell Mountain Dental Clinic would have to accommodate a 7.6% increase in services.  However, the comparison of current use statistics with benchmark data shows that, with proper education and incentives, the population of the Copper River Basin could generate an additional 90 patients, or 496 procedures, per year.  This may require some additional dental staff.  

Cross Road Medical Center included dental care expansion as part of their 330 Community Health Center application.  The total amount of funding dedicated to this function was approximately $87,000.  

H.   Health Coverage for Dental Services

Over half (54.1%) of respondents reported having dental coverage.  Wrangell Mountain Dental Clinic reports that over half of their client load is made up of Alaska Natives.  Seventy-four respondents, or 43.5%, had not seen a dentist for more than one year.  Two respondents had not seen a dentist for over 25 years.  

Section XII:  Inpatient Services

The term inpatient care is used in conjunction with an overnight stay in a health care facility. More specifically, it is used in reference to a hospital stay.  The American Hospital Association defines a hospital as an institution with at least 6 beds whose primary function is to “deliver patient services, diagnostic and therapeutic, for particular or general medical conditions.”

A.   Services

Until 1987, Faith Hospital operated in Glennallen. It served basic inpatient needs of the residents of the region with a focus on general medical care for adults and children and obstetrics and gynecology.  The hospital was never larger than four beds.  Complex medical conditions were referred to other Alaska hospitals in Anchorage, Palmer, Fairbanks, or Valdez.

After the Faith Hospital closed in 1987, inpatient services were provided by hospitals outside the Copper River Basin.  Occasional overnight stays are still provided by Cross Road Medical Center, the successor to Faith Hospital.  

B.   Current Use of Hospital Services

Respondents were asked if they had been an overnight patient in a hospital or a clinic during the past twelve months.  Twelve percent (12%) reported such an event.  Of these, the average number of hospital stays was 1.9.  There are no significant differences between the use of hospital services of insured and uninsured respondents.

Table 24 shows that over half of the reported instances of overnight hospital stays were provided at the Cross Road Medical Center.  The inventory in Section V shows that Cross Road Medical Center has the capability for overnight care on an emergency basis.
  It is not licensed as a full-service hospital.  
Table 24.  Overnight Stays for Copper River Residents, 2003

	Location
	Number
	Percent

	Anchorage
	16
	51.6%

	Cross Road Medical Center
	11
	35.5%

	Palmer
	1
	3.2%

	Fairbanks
	1
	3.2%

	Out of State
	1
	3.2%

	Valdez
	0
	0%

	Tok
	0
	0%


Figure 32 shows the observation admissions to Cross Road Medical Center from 1990-2003.  While the number of admissions continues to decline, the data confirm early interviews with community residents advocating some services closer to home.  Early interviews focused on the need for labor and delivery services.


Figure 32

C.   Project Need for Inpatient Services

Inpatient use reported by respondents suggests that approximately 3321 inpatient days (admission rate times statewide ALOS) have been used by residents of the Copper River Basin.  This average use rate is compared below with inpatient admission data.
 (Note: average length of stay = 4.6 days for small metropolitan counties.)  At a target occupancy of 80%, residents of the Copper River Basin are utilizing approximately 7.4 inpatients beds in the Copper River Basin and other regions of the state.

D.   Frontier Extended Stay Clinics

Many rural areas cannot support a full-service hospital. Nonetheless, they have periodic needs for overnight stays.  In response to this need, the US Congress, through the Consolidated Appropriations Act of 2004, has authorized the DHHS Health Resources and Services Administration to assess the viability of Frontier Extended Stay Clinics.

Although the definition of a Frontier Extended Stay Clinic continues to evolve, the enabling legislation requires that the clinic:

· Be at least 75 miles from the closest hospital, and

· Provide observation services in case of inclement weather or for patient benefit.

Five to six sites will be selected in Alaska, Washington, Nevada, and Wyoming. A variety of different provider types will be included in the demonstration project.  Funds must go to a consortium of rural providers for the one-year demonstration project.  The availability of funds is expected to be announced in April 2004 for awards in August 2004, and projects are expected to begin in September.  

Application as a Frontier Extended Stay Clinic may be a viable option for developing overnight stay capacity in the Copper River Basin.

Section XIII:  Needs of Copper River Elders and Those with Special Needs

At the request of the Denali Commission, ICHS conducted a special assessment on the needs of elderly residents of the Copper River Basin.  Sixty-seven, or 42.1%, of the sample was comprised of elders 55 years of age and older (11 respondents of the entire sample of 170, or 6.5%, refused to give their age).  Therefore, the following analyses are based on those 67 respondents who identified themselves as elders aged 55 and over.  Tables 27 and 28 show problems in performing tasks and the receipt of help with them.  All figures are shown as percentages of elder respondents.

Some Alaskans with significant health problems or chronic disabilities must have their needs met in health care facilities or institutions. However, many older Alaskans, disabled adults, and children with special needs can have these needs met in their homes and communities.  It is widely believed that it is more cost effective and humanitarian to avoid institutional placement by providing clinically appropriate health care and social supports to Alaskans with long-term care needs.

A.   Long-term Care Services System

Alaskan’s long-term care system is comprised of levels of care ranging from the most intense level of institutional care to the least intense level of home and community-based care.
  These levels of care are:

· Institutional services

· Residential care

· Community-based care

· Home-based care

1.  Institutional (Nursing Home) Care:  The most intense long-term care services are provided in nursing homes.  These are facilities with three or more beds that routinely provide nursing care services.  They may be certified by Medicare or Medicaid or licensed by the state.  They may be freestanding or distinct units of a larger facility.

All nursing homes employ paid staff to provide basic medical and personal care to address the long-term needs of frail residents.

2.  Residential Care:  Alaska has an extensive system of residential services for people who need to live in a structured situation while getting their health and medical needs met.  These residents do not typically have a need for the intense 24-hour nursing care available at a skilled nursing facility.

3.  Community-Based Care:  Some elderly can live in the community on their own or with assistance from agencies or family members.  These services include adult day services, meals, and respite care.

Adult day services provide a community-based alternative for disabled and/or cognitively impaired individuals whose family members must work during the day, but are able to provide assistance at night or on weekends.  Adult day programs provide health and social services to impaired adults.  Licensure and regulation of adult day care providers varies from state to state.

Other programs typically considered part of the community support system include: congregate meals (meals eaten with a group of people in one setting), transportation, and “meals on wheels.”

Respite services are an important component of the community-based long-term care services system.  They provide intervention to address family caregivers’ feeling of stress and burden and provide an opportunity for giving informal caregivers some time off while meeting disabled persons’ need for assistance.

4.  Home-based Care:  Some seniors and adults with disabilities prefer to remain in their homes, but require occasional help with activities such as cooking, shopping, or housekeeping. These are often provided by personal care attendants (PCAs).  Medical needs are addressed by home health care workers.  These health professionals are often nurses working under the supervision of a physician or home care agency.  

Many of the PCA and home care services are financially supported by the State of Alaska for Medicaid eligible seniors.

5.  Hospice Services:  These services were noted during public meetings as an essential component of the long-term care system.  Hospice services are programs of palliative care that provide physical, psychological, social, and spiritual services to terminally ill individuals, as well as support to their families and loved ones.

Comments from Copper Basin residents highlighted the growing number of seniors in the region and reinforced community values of caring for elders as close to home as possible.  This is especially important during end-of-life care.

B.   Description of the Elderly and Disabled Population

Elders and Alaskans with special needs have many health and social support services in common.  The State of Alaska recognized these similarities in combining the services to these two populations into one operating unit.  While the population of elders is easily estimated through census data, the number of people with developmental and physical disabilities is unknown.  Additional case finding activities by the CRNA M3D team should help better understand the nature and extent of this population. 

At least 112 Copper River Basin residents with developmental disabilities (including FASD) were identified by the CRNA M3D Team.  Clinical staff believed this number may be far higher.  Case finding ceased because of insufficient resources to address the needs of those already identified, and increasing the length of the waiting list was not considered appropriate.

The total population of the Copper River Basin is expected to show modest growth through the year 2009.  Table 25 shows a total of 571 elders, age 55 and over, in the year 2009 (if the current population age distribution remains the same).  The proportion of elders in other parts of Alaska, however, continues to increase.  This suggests that the population estimates shown below may be conservative.  Therefore, facility and service planners would be wise to use a higher estimate, perhaps as high as 700. 

Table 25.  Projected Copper River 

Senior Population by Age Group

	Age Group
	Total

	55-64
	294

	65-74
	178

	75-84
	75

	85+
	24

	Total
	571


C.   Demand for Nursing Home Services

The National Center for Health Statistics regularly calculates nursing home utilization rates by age groups.  Table 26 applies those utilization rates to the projected 2009 senior Copper River Basin population.  The table shows that 10 individuals could be expected to be in nursing homes within the next few years.  

Table 26.  Projected Elderly Population and 

Total Demand for Nursing Home Services

	Age
	Total
	At Risk of Nursing Home Use

	Total Demand

	55-64
	294
	0.001
	0.294

	65-74
	178
	0.011
	1.958

	75-84
	75
	0.046
	3.45

	85+
	24
	0.192
	4.608

	
	571
	
	10.31


D.   The Functional Independence of Elderly Residents of the Copper River Basin

The quality of life in later years may be diminished if illness, chronic conditions, or injuries limit the ability to care for oneself without assistance.  Older persons maintain their independence and eliminate costly care-giving services by, among other things, cooking their own meals, shopping on their own, bathing and dressing themselves, and walking and climbing stairs without assistance.  

An indication of functional well-being is the ability to perform certain tasks of daily living.  These tasks are grouped into two categories: essential activities of daily living (ADL), such as bathing, eating, and dressing; and the more complex instrumental activities of daily living (IADL), such as making meals, shopping, and cleaning.

Regional elders were asked if they needed and received assistance for basic tasks.  The tables below present data on ADLs and IADLs.  Data on the IADLs are used in subsequent calculations to estimate the level of impairment within the elderly population as an indicator of the need for home and community-based long-term care services.  They also show the proportion of people getting help for specific tasks subtracted from the proportion of respondents noting difficulty in accomplishing those tasks.  The size of these differences is an indicator of additional service need.    

Table 27.  Need for Assistance in Activities of Daily Living and Getting Help

	Task
	Difficulty
	Get Help
	Difference

	Bathing/showering
	4.1%
	1.8%
	2.3%

	Dressing
	1.8%
	.6%
	.6%

	Eating
	1.8%
	0%
	1.8%

	Getting in and out of bed
	4.1%
	.6%
	3.5%

	Walking
	8.2%
	2.4%
	5.8%

	Using/getting to the toilet
	.6%
	1.2%
	*


*People receiving help in excess of those reporting a need for service.


Table 28.  Need for Assistance in Instrumental

Activities of Daily Living and Getting Help

	Task
	Difficulty
	Get Help
	Difference

	Doing heavy housework
	8.8%
	10.0%
	*

	Doing light housework
	4.7%
	3.5%
	1.2%

	Chopping wood
	7.1%
	7.1%
	0%

	Remembering things
	9.4%
	.6%
	8.8%

	Taking medication
	4.7%
	4.7%
	0%

	Hauling water
	6.5%
	7.1%
	*

	Preparing meals
	4.7%
	2.9%
	1.8%

	Shopping
	4.1%
	4.1%
	0%

	Managing money
	2.4%
	1.8%
	.6%

	Using the telephone
	1.2%
	.6%
	.6%


*Denotes areas where the proportion of people getting help exceeds the number of people having difficulty with the task.
E.   Estimating the Need for Residential, Home, and Community-Based Services

A continuum of long-term care services was described at the beginning of this section.  The estimated need for institutional (skilled nursing home) services was projected earlier.  The following paragraphs estimate the need for other segments of the continuum of long-term care services.

Activities of daily living (ADLs) are often used to estimate the level of impairment within a population.  The range of impairment is typically divided into three categories:

· No impairment (zero ADLs)

· Moderate impairment (1-2 ADLs)

· Severe impairment (3 or more ADLs)

The intensity of services required would follow the severity of the impairment.  Those with no impairments would require little or no service.  Those with one or two ADLs may require some home and community-based services on an intermittent or continuous basis.  Those individuals with severe impairments may require a high level of service intensity.  

The State of Alaska Division of Senior and Disabilities Services questions the value of using ADL data in determining the extent of need for certain long-term care services.
  Review of Alaska data on functional limitations of people in assisted living facilities suggests higher levels of functional independence than is reflected in national data.  National data suggest that people with 3 or more ADLs are considered severely impaired.   State experience suggests that this cutoff may be as high as 5.5 ADLs.  Both estimation methods are used in projecting long-term care needs.

Table 29 shows that between 156 and 193 seniors within the Copper River Basin may be in need of some residential, home, or community-based services.  Another 24-61 individuals may need a higher level of care such as assisted living or other types of institutional care.  These ranges are the result of the two different estimation methods.

Table 29.  ADLs and the Level of Impairment

	
	Savant Estimates

	Division of Senior and Disabilities Services


	Number of ADLs
	Percent of Respondents
	Impairment Level
	Number at Risk of Needing Service
	Impairment Level
	Number at Risk of Needing Service

	0
	89.4%
	Not Impaired (89.4%)
	0
	Not Impaired (89.4%)
	0

	1
	4.7%
	Moderately Impaired (7.6%)
	156
	Moderately Impaired (9.4%)
	193

	2
	2.9%
	
	
	
	

	3
	1.2%
	Severely Impaired  (3%)
	61
	
	

	4
	.6%
	
	
	
	

	5
	0%
	
	
	
	

	6
	.6%
	
	
	Severely Impaired 

(1.2%)
	24

	7
	.6%
	
	
	
	

	
	
	
	217
	
	217


Table 30.  Percent of People with One or 

More ALSs or IADLs Receiving Assistance

	Age Group
	Population
	Percent Projected to Need Assistance
	Number in Need of Assistance

	16-65
	1777
	2%
	36

	65-74
	178
	8%
	14

	75-84
	75
	20%
	15

	85+
	24
	52%
	13

	Total
	2054
	
	78


Tables 29 and 30 suggest a substantial need for institutional and residential services for the senior citizens of the region.  There may be as many as 11 elders who need the intense services provided in a skilled nursing facility.  In addition, there may be between 60 and 80 elders who are severely impaired and in need of residential services such as assisted living.  

F.   Seniors’ Use of Home and Community-based Services

Home and community-based services are most appropriately used by seniors with mild to moderate restrictions in activities of daily living.  Estimates shown in Table 29 suggest that approximately 150-190 seniors may require such services.  However, data from the health needs assessment survey suggest that seniors within the region are reluctant to use the services that are available or do not consider themselves in need.  

Seniors aged 55 and over were asked about their knowledge of the availability of existing services and to what extent they used those services.  Table 31 suggests that many community-based senior services offered within the Copper River Basin are substantially underutilized.

Table 31.  Use of Services, Copper River Basin Elders, 2003

	Service
	Knowledge of Availability
	Use
	Difference

	Meals at Senior Sites
	64.2%
	14.9%
	49.3%

	Meals on Wheels
	38.8%
	6.0%
	32.8%

	Senior Transportation
	53.7%
	4.5%
	49.2%

	Adult Day Services
	19.4%
	1.5%
	17.9%

	Other Services
	25.4%
	6.0%
	19.4%


Two organizations, Connecting Ties (operated out of Valdez) and a new home-care agency called Ready Care, serve residents of the Copper River Basin.

Other services reported included visiting nursing services by the Cross Road Medical Center and veterans’ transportation services.

Almost 26% of the elders received regular home visits by nurses or community health aides.  This is by far the most frequently used senior service.  

G.   Medications Management


Twenty percent (20%) of Copper River Basin seniors take no regular medications; however, for the entire senior population surveyed, the mean number of medications taken was 4.3.  This suggests that medications management could be a problem among the senior population because of potential adverse interactions among prescription drugs.  The risks of such adverse interactions are reduced if care is coordinated and all attending providers are aware of the individual’s treatment plans.

Section XIV:  Strategic Initiatives

This section presents strategic initiatives regarding each of the above focus areas, as well as initiatives addressing health systems organization and management.

A.   Strategic Initiative – Collaboration

To improve collaboration among health care providers and agencies in the Copper River Basin.

Objective #1 – Develop and update Memoranda of Understanding among all regional health care providers to facilitate appropriate referral of patients, the accompanying clinical records, and transfer of resources.

Objective #2 – Prepare an information and referral manual for health services in the Copper River Basin.  The manual should include information from each health care agency on:

· Available services

· Hours of operation

· Provider contact information

· Provider credentials

Objective #3 – Convene periodic seminars available to all regional providers for continuing education and resolution of issues of common concern.

Objective #4 – Encourage providers to present abstracts for expansions in health care delivery or additions or reductions in categories of health care for review and comment by the advisory group. 

Objective #5 – Encourage regional providers to include evidence of collaboration with other regional providers in any applications for funding.

B.   Strategic Initiative – Systems Advisory Committee

To develop and maintain an advisory process of health care service delivery within the Copper River Basin.

Objective #1 – Convene and empower a regional health systems advisory group composed of membership similar to the Copper River Needs Assessment Research Committee, with provisions for consumer representation.

Objective #2 – Develop a procedure for developing guidelines for the composition and leadership structure of the advisory group to assure region-wide representation

Objective #3 – Hold periodic meetings of the advisory group with the support of a centralized regional outpatient facility with 330 Community Health Center designation.

Objective #4 – Develop protocols for sharing of aggregate data needed to identify health needs and monitor systems performance in compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
 regulations.

Objective #5 – Develop and periodically review health status and health system performance indicators identified by the oversight/advisory group as important measures of regional health systems performance.

Objective #6 – Convene no less than annually community meetings to identify gaps in health care services and the need for additions or modifications to existing services and corresponding facilities.

C.   Strategic Initiative – Accessibility

To assure that health services and facilities in the Copper River Basin are accessible, culturally appropriate, and of acceptable quality to people in the Copper River Basin.

Objective #1 – Periodically review and modify facility locations to assure geographic accessibility of health services.
Objective #2 – Clinic facilities should be renovated, repaired, or replaced as recommended by engineering studies and demonstrated community need to assure adequate facilities for needed services.
Objective #3 – Assure financial accessibility by maintaining health 
services to the un- and under-insured through a sliding discount schedule scale.

Objective #4 – Assure cultural acceptability of services through continuous provider training in culturally appropriate patient care practice.
Objective #5 – Assure high patient satisfaction with the financial, cultural, geographic, and linguistic accessibility and acceptability of care through routine measurements of patient satisfaction.

D.   Strategic Initiative – Prevention

To emphasize prevention and health promotion as a means of encouraging community wellness and reducing the demand for physical and behavioral health services.

Objective #1 – Recognize Alaska Native values of preventive and wellness services, and incorporate these values into the service delivery system.

Objective #2 – Encourage the continued provision of preventive and outreach services provided by the centralized regional outpatient facility as part of their 330 Community Health Center service array.

Objective #3 – To recognize and encourage the continued provision of preventive care by chiropractic and alternative health care providers

Objective #5 - Improve accessibility to immunization services for all residents, with emphasis on children six years of age and under.

Objective #6 – Advocate for the expansion of public health nursing services in the Copper River region.

Objective #7 – Expand behavioral health preventive activities focused on:

· Substance abuse

· Domestic violence

· Drinking while pregnant

· Smoking

· Obesity

· Suicide

· Safe Driving

Objective #8 – Refine the roles and responsibilities of village-based wellness counselors.

E.   Strategic Initiative – Outpatient and Clinic Services

To improve accessibility to outpatient services.

Objective #1 –
Reduce financial and transportation barriers to the receipt of needed alternative and medical outpatient or clinic services and expand the outpatient service capacity as necessary.
Objective #2 – Carefully monitor changes in service use and compare with projected outpatient service requirements.

Objective #3 – Maintain current centralized diagnostic testing services and assure accessibility to those services to all regional providers.

Objective #4 – Assess the need for increased services for tourists, with special emphasis on cancer and heart conditions.  

Objective #5 – Examine the need for vision care, including blindness prevention, screening, and vision correction and develop services as appropriate.

F.   Strategic Initiative – Emergency Services

To improve the continuity and efficiency of existing emergency services and to expand emergency medical transportation services.

Objective #1 – Convene a regional provider taskforce to complete a detailed review of the emergency services system within the Copper River Basin, including but not limited to:

· First responders and other emergency service providers,

· Road ambulance services,

· Air ambulance services,

· Emergency and trauma treatment services,

· Provider training, and 

· Emergency communication systems.

Objective #2 – Improve the timely transfer of appropriate clinical records for improvement in out of region patient care

Objective #3 – Review the capacity of village clinics to stabilize trauma patients, as appropriate, prior to medevac, and to improve where financially and operationally feasible.

Objective #4 – Centralize emergency and trauma clinic facilities at a regional outpatient facility

Objective #5 – Develop new emergency air transport based in Glennallen for the timely medical evacuations of patients with severe illnesses or injuries.

G.   Strategic Initiative – Behavioral Health

To develop and maintain an appropriate continuum of integrated behavioral health services and services to the developmentally disabled.  

Objective #1 – Promote the integration of behavioral health and primary care
 to assure the clinically appropriate diagnosis, treatment, and/or referral of patients with substance abuse and/or severe and persistent mental illnesses.

Objective #2 – Encourage all providers to treat people with substance abuse and/or severe and persistent mental illnesses with dignity and respect.

Objective #3 – Review all service provider plans for service development or expansion to assure integration of substance abuse and mental health care.

Objective #4 – Develop aftercare and habilitation services for residents suffering from substance abuse problems or mental illnesses and in need of support.

Objective #5 - Promote behavioral health prevention efforts (see Prevention Strategic Initiative).

Objective #6 – Channel reimbursement for Alaska Native Medicaid-eligible beneficiaries through approved State providers whenever possible.

Objective #7 – Expand residential services for youth with addictions and/or severe and persistent mental illnesses, as well as children in need of protective services.

Objective #8 – Develop new facilities and services for individuals and families who are victims of domestic violence and sexual assault.

Objective #9 – Provide necessary training to prepare entry level behavioral health care workers, and support career and clinical advancement of regional health care workers.

Objective #10 – Provide necessary training to community members in respite care, behavior management, and the use of natural support systems.  

H.   Strategic Initiative – Dental Services

To promote an expansion in the available capacity for affordable dental services.

Objective #1 – Improve Medicaid and other third-party billing for dental services region-wide.

Objective #2 – Develop a sliding fee discount program for residents who have limited ability to pay for dental services.

Objective #3 – Expand services capacity. 

Objective #4 – Explore the feasibility and acceptability of promoting the use of topical fluoride applications.

I.     Strategic Initiative – Inpatient Services

To ensure that residents of the Copper River Basin receive clinically appropriate inpatient 

services as close to home as practicable.

Objective #1 – Participate in Frontier Extended Stay Clinic demonstration project to provide limited overnight stays for Copper River residents.

Objective #2 – Focus on the needs for overnight services associated with labor and delivery.

Objective #3 – Explore the possibility of consolidating inpatient services used by all groups to determine if there is a critical mass for a fully licensed inpatient facility.

Objective #4 – Promote public awareness of the availability of overnight services at the centralized regional outpatient facility.

J.    Strategic Initiative – Services to Elders and Residents with Special Needs

To develop an appropriate array of services to elders and residents with special needs, with special emphasis on developing residential services and better targeting home and community-based services.

Objective #1 – Develop appropriate referral agreements for elders in need of out-of-region institutional long-term care services.

Objective #2 – Plan and develop culturally appropriate residential services for Copper River Basin elders and residents with special needs, especially assisted living services.

Objective #3 – Examine the array of existing community-based services to elders and the disabled to increase service use and efficiency.

Objective #4 – Develop aftercare and habilitation services for residents with developmental disabilities or dementias and in need of support.

Objective #5 - Increase awareness among clinicians of multiple medication use of elders through: 

· Medical records review

· Provider training

· Elder patient education

Objective #6 – Expand services for developmentally disabled children and adults by channeling    reimbursement for services through Alaska Native providers, where appropriate.

Objective #7 – Explore the feasibility of providing hospice services within the region.

K.   Strategic Initiative – Telehealth/telemedicine

To improve access to patient care by building a sustainable regional telehealth/telemedicine infrastructure. 

Objective #1 – Develop a secure regional telehealth/telemedicine infrastructure to improve access to patient care throughout the Copper River Basin.

Objective #2 – Deploy appropriate equipment to improve timely exchange of clinical information among regional providers and with consulting providers outside of the region.

Objective #3 – Reduce turnaround time for clinical consultations.


Objective #4 – Ensure that an integrated telemedicine customer service/support system is available.

Objective #5 – Participate in a statewide collaboration to share telemedicine expertise/resources.

Objective #6 – Monitor and evaluate utilization of telehealth/telemedicine.
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Appendix A:  Copper River Health Needs Assessment Committee Members

	Name
	Affiliation

	Andrew Fine
	Princess Wilderness Lodge

	Billy Williams
	Community Member/Businessman

	Chris Deck
	Cross Road Medical Center

	Donna Aguila
	Mt. Sanford Tribal Consortium

	Ed Krause
	Copper River Native Association

	Jeff Doty
	Copper River Basin Regional Housing Authority

	Jerry Van Ben Coten
	Chitina Clinic

	John Downes
	Economic Development Council

	Julie Bator
	Tazlina Village

	Lynn McRoberts
	Arctic Air Rescue

	Mary Bowman
	Chitina Village Council

	Mike Roscovius
	Cross Road Medical Center

	Pete Peschang
	Consultant

	Ramone McCoy
	Bureau of Land Management

	Sue Roscovius
	Crisis Pregnancy Center

	Scott Rees
	Community Member/Newspaper Editor

	Teri Nutter
	Copper River Basin Regional Housing Authority

	Troy Dolge
	Copper River EMS

	Vera Roberson
	Greater Copper Valley Chamber of Commerce

	Vicki Willis, DC
	Glennallen Chiropractic

	Wilson Justin
	Mt. Sanford Tribal Consortium
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Appendix B:  Characteristics of Survey Respondents

Number of respondents: 170

Gender:  61% of respondents were women; 39% were men.  

Marital status:  21% of the respondents were single.  66% were either married or living with a partner.  Another 5% were divorced or separated and 8% were widowed.

Employment:  Almost four out of ten respondents (38.2%) were employed by someone.  13% were self-employed, 28% were retired.  Only 7.1% were unemployed. However, another 10% said that they were not working.  “Unemployed” was defined as people who were eligible to collect unemployment.  Of those people who were employed, 83% had only one job and 17% reported having more than one job.  On average, people appear to be working a standard work-week, with a mean of 34 hours per week and a range of between 2 and 70 hours.  Almost 80% of those who reported being employed (78.6%) had permanent jobs. 6% had temporary employment and 14.3% report seasonal employment.  

Ethnicity:  Many respondents reported having multiple ethnic backgrounds. For the purposes of this survey, tribal membership was considered a strong proxy for ethnicity.  44% of respondents reported being a member of a federally recognized tribe.  

Education:  Almost 30% of the respondents were high school graduates.  Another 31% had some college education.  14% were college graduates, with an additional 7% having some post-graduate degrees.  Only 11% had no schooling or had only completed grade school.  7% had some high school education.

Residence:  Copper River Residents appear to be far less transient than members of other Alaskan communities.  The average length of residences at their present address was 18 years.  Less than 13% had lived at their present address for one year or less.  The average client had lived in the Copper River Basin almost 27 years.  

Age:  The average age of respondents was 52 years, with the youngest respondent being 19 years and the oldest being 90 years of age.  Over 90% of respondents intended to stay in the Copper River Basin.

Appendix C

Levels of Community
	Service
	Level 1
	Level 2

	Basic EMS
	√
	√

	Preventive Health Screenings
	√
	√

	Other Preventive Health Services
	
	√

	Basic Primary Care
	√
	√

	Limited Lab, Pharmacy and Radiology
	
	√

	Patient Case Management
	√
	√

	Outreach
	√
	√

	Transportation and interpretation
	√
	√

	Community Health
	
	√

	Advanced EMS
	
	√

	On-site Administration
	
	√

	Dental
	
	√

	Mental Health and Substance Abuse
	
	√


Appendix D

Physical Facilities Status
Appendix D
Clinic Physical Plant Status Reports

Copper River Basin

	Facility
	Report Date
	Engineer
	Recommendation
	Estimated Cost

	Cantwell
	No Report
	N/A
	N/A
	N/A

	Chitna
	April 23, 2003
	ANTHC
	Replace on new site
	Repair: $1,309,633

Replace: $678,000

	CRNA Behavioral Health, Environmental Health and Administrative Offices
	July 1, 2003
	Charles Bettisworth
	Replace
	Repair: $2,200,000

Replace: $2,800,000

	Cross Road Medical Center
	August 7, 2003
	Larsen Consulting Group
	Extensive repair or facility replacement
	Repair :$1,700,000

	Kluti Kaah
	No Report
	N/A
	Might be included in CRNA integrated facility assessment
	No specific data on clinic relocation or cost

	Mt. Sanford Tribal Health Consortium
	No Report
	N/A
	N/A
	N/A

	Gulkana
	April 23, 2003
	N/A
	Replace
	Repair: $950,467

Replace: $508,500

	Tazlina
	New Clinic
	N/A
	N/A
	N/A
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