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M EMORANTDUM

DATS: December 1981

TO: Senator Jalmar Kerttu-a, President of the Senate
FROM: Senator Charlie Pan, Chairman, Senate HESS Committee
RE: . Senate HESS Committee Activities during Interinm

This report is a summary of the activities and findings of the
interim work of the Senate HESS Committee.

Staff work began during July and August on Health Systems Agencies,
Emergency Medical Services, availability of medical care providers,
causes of morbidity and mortality, and preparation and distribution
of questionnaires. Historically, public hearings during the summer
have been poorly attended, so hearings were held between September

and December.

At the September 12 hearing 1ir. Fairbanks, the major topic of testimony
related to problems of the handicapped; on September 26 1in Kenai-
Soldotna, major concern? were the expansion plans of the two Penin-—
sula hospitals; at the Home nearing on November 7 testimony revolved
around alcoholism, the majoi health problem; while Bethel residents

on November 14 were mainly concerned with the effects of federal

budget cuts on the rural health delivery systenm. Finally, the major
thrust of the Anchorage testimony on December 15 was the uncertain
future of health planning and the Health Systems Agencies. (Section 1)

The Committee iewed hospital facilities in Anchorage, Bethel, Home,
Soldotna and Palmer.

Prior to the publip hearings, questionnaires concerning, major health
care 1issues were sent to each hospital and licensed health care pro-

vider. A different questionnaire was sent to 3,000 member.of the
general public, wusing names selected at random from the voter regis—
tration list. Because of inadequate return from consumers, the orig—
inal 3,000 questionnaires were supplemented with an additional 2,000
sent in November™* A report on the consumer quesionnairo results will

be forthcoming 1in Januarypl'

The 5,279 questionnaires sent to health care profesfcionals revealed
that malpractice inaurance, defensive medicine and Inappropriate emer —
gency room use coupled with a lack of outpatient care were viewed as
major cauaea of .-.inflation in health c-ire coats. Professionals favored
efforts to limitiNedicald fraud and ehyae, wellness promotion and
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health screening and education.

A majority of respondents found unicue conditions affecting their
professions in Alaska. Most, except for nurses and pharmacists, feel
that they are reasonably reimbursed for their work. Although 87%
report having taken continuing education classes, and a majority
feels continuing education should be mandatory, the unavailability

of such education Jlocally plus the expense of time off and travel

are major 1issues. A majority of the respondents list mental health
services, alcoholism treatment and nurses as local needs 1in the 32
co: unities they represent. (Questionnaire summary Section 2; Health

Professionals Questionnaire Report Section 3)

Nationwide the health systems agencies (HSAs) are in the process of

being defunded by the federal government. Alaska"™s three HSAs cur
rently exist on a mixture of federal and state funds. IfT they are
to survive the state must pick up Ffull funding within the next two
years. Although opinion has been very mixed on the value of the HSAs

to Alar Za a: presently constituted, a somewhat new form and format
fo* the Alaska HSAs is being proposed that might prove of value 1in
regional health planning and promotion to the state. The legislature
must decide if the restructured HSAs can be of sufficient value to

the state to justify full state funding, and if so how the new agen-—
cies will interface with the Department of Health and Social Services.
(Sections A and 5)

Emergency Medical Services (EMS) has existed as a function of state

government since the mid-seventies. EMS"s stated mission is to reduce
human suffering and economic loss to society resulting from premature
death and disability due to accidents and sudden illness. To accomp —
lish this goal Alauxa EMS has helped establish regional councils to
provide and plan for emergency medical services, and to train emer —
gency medical technicians. Testimony to the Committee during the
interim hearings was highly 1in favor of the state EMS program. How —

ever, problems 1in areas of standardising training, upgrading and re—

placing equipment, and 1improving communications need and are receiv—
ing attention. (Section 6 and 7)

Investigation 1into mortality and mor dity reveals that Southeast
Alaska tore closely resembles the nation in causes of death, but

that accidents surpass heart disease 1in the rest of the state. Rates
for specific causes have declined since 1950, particular*} * fc- tuber—
culosis, diseases of early infancy, taternal and heart disease; while
causes relating to lifestyle such as accidents, homicide, suicide and
alcoholism fluctuate at levels higher than the national averages.
(Section 8)

A nurse shortage 1is plaguing the country and many areas of Alaska,
but the state as a whole has a higher ratio of nurse population than
the U.S. average. Although many professions have been approximating
the national ratios, we 6till have fewer physicians and optometrists.
The number of pharmacists has actually dropped 1in the last ten years.
(Section 6)



A copi of this suamary is being furnished to all members of the
legislature. The complete report is available from the Senate HESS
Coanittee on request.
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SECTION 1

PUBLIC HEARING SUMMARY



SENATE HEALTH, EDUCATION AND SOCIAL SERVICES
INTERIM COMMITTEE

PUBLIC HEARINGS - 1981

Fairbanks - September 12, 1981

Present. ~ Senator Charlie ...... Rep. Hugh Malone, Rep. Sally Smith,
P.ep. Fred Biown, Ginger Baim for Sen. Vic Fischer, Jens
Zehbe for Rep. Mike Beirne.

Sixteen people testified.

The major subject of testimony was problems of the HANDICAPPED
related to living situations, parking and plates, transportation and
health insurance. It was suggested that an information and referral
service and a state disability determination would be beneficial to
this group. Other topics included: EMERGENCY MEDICAL SERVICES -
Communication needs were identified in major links on the haul road,
and a training site with salary for instructors. Difficulty in
receiving payments for services was discussed as well as a need

for completion of EMT regulations. Tied in with training is a

need for continuing education for other health professionals
including village health aides. Rural concerns regarding federal
budget cuts were mentioned in the areas of clinic leases and clinic
phone expansions being halted. The standing of the CHA was subject
for discussion, as they have no formal state cognition, and it
was felt that salary and training and pharmaceutical regulations
should be looked at, in view of their great responsibility.

Kenai-Soldotna - September 26, 1981

Present:  .Sen. Charlie Parr, Sen. Mike Colletta, Rep. Hugh Malone,
Rep. Sally Smith, Rep. Terry Martin, Jody Sutherland for
Rep. Mike Beime.

Ten people testified.

The major subject of testimony related to the expansion plans of the
two peninsula hospitals, Central Peninsula and South Central, and the
financial requests to the legislature planned by the hospital boards.



Local needs mentioned in testimony were a detox center on the
peninsula and staff trained in alcoholism and mental health
outreach, education and prevention. Support for health planning
was also a topic, stressing the need for local input to continue
after the Health Systems Agencies are defunded.

The committee toured the new Central Peninsula Hospital facility.

Nome - November 7, 1981

Present:  Sen. Charlie Parr, Sen. Mike Colletta, Gcnger Balm for
Sen. Vic Fischer, Jody Sutherlund and Barbara Wilxins for
Rep. Mike Beime,

Seventeen people testified.

The major subject cf testimony referred to ALCOHOLISM, which is the
number one health problem in Nome, particularly with local option
happening in the surrounding villages escalating the problem in

the city. Needs were identified for a larger alcohol treatment
facility and the development of support structures within the
villages for alcohol and mental health, acknowledging the socio-
cultural needs of rural Alaska. Other rural concerns related to
operation and maintainence of water and sewage systems, loss of

IS funding for travel and services and licenrure requirements

for supervision of rural psychologists. Emergency Medical Services
also have funding concerns related to training, ambulance operation,
communications equipment maintainence, as well as difficulty in
equipment retrieval,

The committee toured the Norton Sound Hospital prior to me hearing.

Bethel - November 1A, 1981

Present:  Sen. Charlie Parr, Sen. Mike Colletta, Jens Zehbe and
Barbara Wilkins for Rep. Mike Beime.

Eleven people testified.

The prime thrust of testimony in Bethel revolved around the effects
of federal budget cuts to the Indian Health Service. The concerns
were for reductions in hospital services to non-natives, loss of
staff providing other medical services and travel funding. Also,



a reduction in salary and trairing funding for Community Health
Aides at a time when requests for their services are expanding,
particularly identified was the need to provide more preventive
and educational services within the villages. Better coordination
and staffing for mental health and alcohol services, as well as
increased rural outreach were also suggested as local needs.
Communication problems still persist with village phones, and e
will get worse with the lack of federal support in the phone
expansion program compounded by loss of clinic leasing funds.

The committee toured the Bethel PHS Hospital prior to the hearing.

Anchorage - December 15, 1981
Present:  Sen. Charlie Parr, Rep. Mike Beirne, Rep. Terry Martin.

Eight people testified.

Concern for the future of health planning after the Health Systems
Agencies are defunded was the major topic of testimony in Anchorage.
Alaska Health Coalition, made up of the existing HSAs, presented
their views of the future of health planning with community assistance,
health promotion and regional perspectives prioritized. Draft
legislation 7as presented to the committee and discussed. The
three bills were concerning health education, Medicaid budget
review and the licensing of chiropractors. Inform ion was also
presented about the achievements of the Southern Region Emergency
Medical Services Council in FY 81 with federal funding. The
.committee also heard testimony again t the passage of HB 41.

On December 14, the committee viewed Providence Hospital, Alaska
Psychiatric Institute and the Valley Hospital in Palmer.






Senate HESS Interim Committee
Health Questionnaires - Health Professionals

5,279 questionnaires were sent to health professionals licensed to
practice in Alaska. The names were obtained from the Division of
Occupational Licensing. questionnaires were returned with the
tallowing information:
Cianges in service, delivery and utilization of;

HOSPITALS

*Less inappropriate Emergency Room use

*More outpatient care/ambulatory surgory

AMultiple health systems cause duplication of services

CLINTCS

*More prevention, screening and education

*More availability of outpatient care

AReduced cost/sliding scale fees needed

LONG TERM CARE

*More facilities closer to home

*More Home Health care

*Higher standards of personal care
Suggested activities for state to control health expenditures:

*Limit Medicaid fraud and abuse

*More prevention programs

*Stay out of health care

YES NO
Should the state fund HSAS? 24% 40%
Ha"e you had contact with your HSA? 39% 58%
Does your HSA fairly represent your profession? 2% 58%
Should health planning be restructured? 42% 1%
Are there ur.que professional conditions here? 64% 1%
Is there an increased need for para-professionals?
36% 34%
Do you receive an adequate wage/salary?
Physician 67% 21%
Nurse 39% 2%
Pn sician Assistant 66% 33%
Pharmacis 46% 23%
Psycho|0g|st 69% 23%
Dent 8% 21%
Den al Hygienist 100%



tometrist

8Et?cian %8% %g;
Chiropractor 111, |
Administrator 257, 507.
Have you had gontact with your Board of 1ES O
Regulation? 697 231,
Are *hey efficient? 467, 157,
Do you perform services as defined by law? 847. 017,
Have you taken continuing education cojrses? 877. 027,
Should continuing education be.required? 657. 247

T-ive é/ou contacted the Div. of Occupational
icensing? 147, 117,
Are they efficient? 447, 257.

Percent of positive response

Is health care accessible? 897.
Is transportation a problem? 287,
Are Emergency Medical Services available? 927,
Are they efficient? 881.
Do you have an alternative birth center? 21,
|s there a demand for one? 241,
Is there adoctor doing homebirths? 137,
Is there alay midwife? 1.97.
Is there anurse midwife? 347,
Should the state license lay midwives? 3, 447.-No
Have you had contact with Home Health? 507.
Is there a demand for it? 347,
Are mental health services available? 131.
Are alcohol/drug abuse services available? 817.
Is family planning available? 607.
Is health ed. in the school curriculum? M,
Are hospice services availahle? 367.
|s there a demand for it? 367.

All communities listed prevention programs available through Public
Health nurses only, and these services are mostly maternal and child
oriented.



10.

11.

Number of respondents

No .-Unkno;
11

268 |
3 1
8

133 3
52 12

210 30

189 47

144 11
10 11

Yes

Is health care accessible in vour area? 379
s transportation to facilities a problem? 121
Comments
Are Emergency Medical Services available? 399
Do they function efficiently? 377
Does your area have an alternative birch-

ine center? 88
Is there a demand for one? 105
Does anv doctor in vour area do heme births? 59
Is there a lav midwife in vour area? 88
Is there a nurse midwife in vour area? 146
Should the state license lav midvives? 158
Have vou had contact with Home Health? 213
Is there a demand for this service? 146
Comments  Good program 183 Cost Effective 28
Needs roorr funds, staff 44 Needs RN 9 Expand program 22
Does vour area have mental health services? 313

348
Is Family Planning available? 251
128

Docs your area have hospice services? 149
Is there an Interest in services for the

terminally ill? 154

Vhet services and providers are needed in your ares?

31 6
13 [

9 4
30 35
196 53
31 31



Respondents listed services and providers not available in their
community. 425 professionals responded from 32 locations,

SERVICE NEEDED Number of Communities
Mental Health 20
Alcohol treatment 17
r.[Se 17
Physician 10
0B-GYN * 10
Prevention program !

Sheltered care
Family Planning
Home Health

Long term care

1ol o1 o

Percent of positive response

Is health care accessible? 897.
Is transportation a problem? 281,
Are Emergency Medical Services available? 922
Are they efficient? 887,
Do you have an alternative birth center? 2%
Is there a demand for one? 24%
Is there adoctor doing home births? 137.
Is there alay midwife? 1.97.
Is there anurse midwife? 34%
Should the state license lay midwives? 37% 447.-No
Have you had contact with Home Health? 50%
Is there a demand for it? 347,
Are mental health services available? 13%
Are alcohol/drug abuse servicesavailable? 81%
Is family planning available? 60%
Is health ed in the school curriculum? 31%
Are hospice services available? 36%
Is there a demand for it? 36%

All coossunitles listed prevention programs available through Public
Health nurses only, and these services are mostly maternal and child
oriented.



The Senate Health, Education and Social Services Committee
sent out health questionnaires during the 1981 session interim to
The names were
obtained from the Division of Occupational Licensing, and forms went

5,279 health professionals in the state of Alaska.

out to only those professionals who had a resident address.

breakdown on the questionnaires is as follows:

PROFESSION

Physician

Nurse

Advanced Nurse Practitioner
Physician Assistant
Pharmacist

Psychologist

Dentist

Dental Hygienist
Optometrist

Opcician

Chiropractor

Administrator
Anonymous/Occupation unknown

TOTAL

SENT OUT

623
3,446
33
116
173
66
290
181
21
42
44
29

5.219

1.

187
057,

241.
10*

097

19%

.087.
03*

221

09*

20%
137.

087.

The

RETURNED

116
189
8

12
15
13
23
6

6

4
9
4
20
425



Inflation

New Medical Technology
Hospital Services
Population Increases

Increase in Health
Manpower

Retrospective method
f Insurance paymt.

Govern ent Progr
care/Meg a|d

New Services
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OTHER FACTORS

Malpractice Insurance, cost of defensive medicine
Government regulation and paperwork

Physician fees

Increased patient awareness and demands

Lack of prevention, lifestyle

Inappropriate use of health providers and facilities

Increases in hospital employees salaries
Greed

Full coverage Insurance

Hospital waste

Alcohol

Travel costs for health care
Prescription drug costs

Duplication of services and equipment
Increasing elderly population
Excessive hospital administration
Insurance abuse

Lack Of Competition

Lack of quality control

Political power of the AVA

TIMES

Do vou see any need for changes in the service, delivery or

utilization of;
HOSPITALS

. Less inappropriate Emergency room use

More outpatient care/ambulatory surgery

Multiple health systems(native, non-native, military)
duplicate services

Shorten patient stay in hospital

Inappropriate use of facilities by providers
Government regulation and paperwork

Duplication of services/equipment

Need quality control

Need more competent personnel
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HOSPITALS CON'T

10. More personal care 5
11.  Better management 5
12.  Insurance require copayments 5
13. Nurse shortage 5
14, More patient education/prevention 4
15, Foster competition in health care 4
16.  Reduce services of small hospitals 3
17.  Better coordination between facilities 3
CLINICS
1. More prevention, screening, education 34
2. More outpatient care available 17
3. Reduced cost/sliding scale fees 16
4. More facilites needed locally 13
5. Better utilization, instead of E.R. 10
6.. Longer hours 8
7. Better third party coverage 6
8. Less government regulation and paperwork 4
9. Copayments required for all insurance 3
10.  Public health clinics are understaffed 3
11.  More mental health services needed 3
LONG TERM CARE
L. More facilities, closer to home 100
2. More home health care 56
3* Higher standards of personal care * 15
4. Hospice services 15
5. Better access to Medicare 13
6. Too expensive, need cost, effective alternatives 12
/. Rehabilitation facility needed 10
8. Fewer government regulations 8
9. Need residential facilites, adult day care 1
10.  Reimbursement for day care, respite care, home health 4
[1. Patients inappropriately kept in acute care facility:

costly, need "swing beds" 3



3. Do you have any comments on HOUSE BILL 41(State Comprehensive
Health Plan)?

Opposed 85

Favor 22
Comments:
1. State should stay out of further involvement in health 24
2. Too costly 24
3. Should include all phases at inception 1
4. Include patient education, wellness promaotion, prevention 3
5. Screen recipients carefully 3
6. Guarantee native inclusion 2

4. From your professional viewpoint, can you envision any activites
the state can pursue to control health expenditures?

COMMENTS TIMES REPORTED
1. Limit Medicaid fraud and abuse !
2. More prevention programs 04
3. State not get involved 36
4. Fewer government regulations/paperwork 30
5. School health education 26
6. State coordinate services with Indian Health Services 15
7. Publish rates/set ceilings for hospitals and doctors 14
8. Create "wellness" incentives 12
9. Provide more residential facilites, sheltered living 10
10. Limit Malpractice Suits 10
.11, Control duplication os services 9

12, More efficient management of Department of Health and
Social Services

13. Upgrade care in Level | and Level'll communities

14, Support education of more mid-level practitioners

15, More home health services

16.  More support for Public Health Nurses

Sy 1 —~J OO oo



The Federal government plans to discontinue funding health planning
agencies(HSAS) by 1983, do you think the state should continue
funding our three HSAs?

Yes 103
No 171
No response 95
Unknown b4

Have you had any personal contact with your HSA?

Yes 169
No 247
No response 16
In what capacity?

Observer 50
Member 32
Advisor 30
Through C.O.N. 18
Provider 11
Testifies 4
Task Force 3
Hospital Committee 3

Do you think your HSA does a fair representation

Yes 90
No 146
No response 105
Unknown 82

Can you see any needs for restructuring state health planning?

Yes 181!
No 39
No response 177

Unknown 26
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What issues need more attention?

Prevention, wellness promotion
Rural health accessibility, mobile clinics
School Health Education
Cross-cultural planning, prevention of service duplication
More local planning control
Alcoholism
Competition in private sector
EMS council, communication, transfer agreements
Reduce political nature of HSA
More local mental health services
Services for the elderly
More professional planners,fewer government planners
More advertising, consumer inform."tion
Reduce CON paperwork
Include rural hospitals in  planning
Is the catchment area of your HSA meaningful?
Yes 06
No 50
No response 254
Unknown 53
If no, how would you envision its redefinition?
Abolish HSAs 32
Separate Anchorage 16
One HSA only 9
Create Rural HSA 2

== 5 e o o
O O B~ «© o1 —

U1 O1.00 O) OO —I OO oo



Are there conditions effecting your profession that you think are

unique to Alaska?

Yes 272
No 66
No response 13
Unknown 14
COMMENTS TIMES REPORTED
Continuing Education not local, travel, expensetime off 56
Isolation/rural H1
Travel for health care 50
Lifestyle-violence, accidents, alcoholism, transience 31
. Rural professionals more responsibility, distance from
supervisor 23
Travel to give care, itinerant 19
Weather 14
Difficult to continue patient follow-up 12
Socio-cultural differences, dual system-native/non-native 11
Overhead/cost of living 11
Isolated, lack of professional stimulation 8
Do you see an increased need for Para-professionals?
Yes 154
No 145
No response 26
Unknown 9
COMMENTS TIMES REPORTED
Mid-leve- practitioners needed for rural H8
Too many health care providers at present 26
Need to sponsor training for ANP andfamily practice RN 20
EMS/EMT special training 11
Routine Primary care, Ll
Prevention/Education 9
Efficient, cost effective,immediate care 8
Poorly trained, dangerous 8



PARA PROFESSIONALS CON T

10.
11,
12.

COMMENT TIMES REPORTED
Provide specialized training for CHA 9
Only under M.D. supervision 6
Charge reasonabhle fees 6
Train for Home Health and Mental Health 5

5. Do you feel that you receive a wage/salary commensurate with vour
professional education and preparation?

Yes No No Response
Physician 181677, 32/271 6/. 57.
Nurse TA/397. 109/577. 6/. 3.
Physician Assistant 8/667. 41337,
Pharmacist 11467, 8/537.
Psychologist 9/697. 31231. 177,
Dentist 18/787. 51217,
Dental Hygienist 6/1007.
Optometrist 51837. 1/167.
Optician'~ 21507, 1/257. 1/257.
Chiropractor 7/771 21221,
Administrator 1/251 21507, 11257,

Occupation Unknown 7/351 10/507. 1/257.



All physicians were sent a copy of HB 327, concerning the licensing
of Naturopathic Practitioners, and the questionnaire asked for
comments. Those received were:

4 Favor
o7 Opposed
5 Unknown
12 No comment
Remarks: J Number of respondents
Quackery 25
Poorly trained, inadequate for duties in bill 18
Licensing would mislead public, dangerto citizens 15
May delay needed treatment 9

No surgery, x-ray 9
No obstetrics 9
No prescription capabilities 8
Fraudulent, life threatening 8
State cannot legislate hospital privileges [
Scate should investigate practitioners for education/

preparation; followup on fraud andincompetence 4
Responsibilities too broad 4
Waste of state money 2

All Physicians were asked if they had any contact with the rural health
delivery system, and for comments

45 Yes
25 No
44 * No response
2 Unknown
Comments Number of respondents
System in good'balance, appropriate, constantly
upgraded 18
Health Aides work well, need more financial support,
skill upgrading 1

Need alcohol abuse education

Need EMS communications upgrading

Neea more health promotion, prevention
Expensive

o1 o1 o1 —y ©



Need more Mental Health Services(violence, lifestyle) 4
Travel greatest problem 4
Unsophisticated, minimal care 3
PHS should not compete with private practice 3
Need survival techniques 3
Need more school health education 3
Abolish | ANHS/IHS 2
No payment mechanism for M.D. fees 2
Need rehabilitative medicine, spec.alists 2

Other comments:

The state reeds to promote older, more experienced physicians looking
for a change in lifestyle to work in rural alaska.

Federal and state regulations are .incompatible for rural health and
hospiti?.s.

Travel and lodging payments to physicians would encourage more to have
rural clinics, as fees do not meet expenses.

State needs to assist Native Corporations as they assume health care
responsibilities, and local control.

Need strict penalties for alcohol related crime.

EMT skill, improved communication and transportation have greatly
upgraded care in the Fairbanks area



| 999_
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Profession  Physician Number of respondents'

_ave von had arv contact with the Board that regulates vour

'profession? Does the Board function efficiently?
Tes 12 Yes “
No 28 No 21
No response 6 No response 20
Unknown 1 Unknovn 1
COMMENTS:

Ineffective in investigating incompetency 22
Police Medicare/Medicaid abuse 2

Regulate only for fraud 6

Too political 4

Too slow in issuing P.A. regulations 2

Not enough communication 1

It doesn't seem to function at all 1

® Do vou perform services in vour occupation as defined b\ law and
o -regulation?

Yes 84
No 1
No response 19
Unknown

& oo

knar changes would you want to se? in the regulation of vour profession?

None 25

Peer review 2

Less regulations 12

Change continuing ed requirements 5
Limit_chiropractors/Naturopaths 3
License lay midwives 1

Better definitions in regulations 1



Physician
Have you participated in professional continuing education?

Yes 97
Ho

Ho response 19
Unknown

Do you feel that continuing education should be required bv all
health care professionals?

Yes 69
No 37
No response 3
Unknown t'2
COMMENTS:

Difficult tc regulate, no guarantee of learning 10
Expensive for rural practitioners 1

Ne*1 CME quality control 3

Mandatory increases hospital costs

Have vou had contact with the Division of Occupational j,icensing’

Tes 19 Do you feel thev function
No 28 efficientlv?
No response 9
Yes A3
Unknown No 19
No Response 30
Unknown A
COMMENTS:
Slow 18

underfunded 5 ¢
Provide inaccurate information A
FairUnder the circumstances A



Profession " Nurse -’ 0i resnonoents' o 189

Have vou had any contact: with the Board that regulates vour

profession? Does the Board function efficienrlv?
Yes 130 les 9o
No 61 No 19
No response 8 No response 44
Unknown Unknown 10
COMMENTS:

AMA members do not understand nursing and specialty groups
Too little communication 12

Too political 3

Should investigate incompetence 2

All nurses should have copies of the nurse practice act 1
Decisions take too long

Do vou -perform services in vour occupation as defined bv lav and
* -regulation?

Yes 178

NO 5

No response 18
.~ Unknown

What changes would you want tc see in the regulation of eour profession?

Licensing unrealistic for Alaska, needs tr be modified 6
Representation on Board 12

Nurses should promulgate ANP regulations 2

Reciprocal licensing agreements 5

Firmer job descriptions 5

Require QVE 4

State LPN requirements same as National 2
Medicaid/Medicare reimbursement for nursing services 2



Have vou -participated in professional continuing education?

Yes | 72

No I1 (. 3 unemployed)
No response 6

Unknown

Do you feel chat continuing education should be required by all
health care -professionals?

Yes 129
No A3
No response 14
Unknown 3
COMMENTS:

Need local CE, difficult financially, distance ~ime off 31
Mandated is no insurance of learning 5

free courses for low paid personnel 7

Count in service training as CE 2

Do not require CE 2

Have vou had contact with the Division of Occupational Licensing?

Yes 145 Dc vou feel thev function
No 35 efficiently?
No response 8 08
Unknown 1 Lgs 44
No Response 31
Unknown 16
COMMENTS:

5-6 months to get license 5
received confusing information
Slow 22



Here ... had anv contact with the -sere that regulates vour

profession? Does the Bcarc function efficientlv?
Yes 9 Yes A
No 3 No 3
No. response No response 3
Unknown Unknown

COMMENTS:

P.a. regulations made without real understanding of the profession. 2
Board too political 1

A Do vou perform services in *cur occupation as defined bv lav and
eregulation?

Yes 10
No
No response 2
Unknown
Whit changes would vou vast tc see in the regulation of vour profession?
&~
* None 3

More flexibility for rural care 1
P.A. on Board 5



@

Have you participated La arc:essioaal continuing education?

Tes 12
No

No response
Unknown

Do vou feel that continuing education should be required by all
health care professionals?

Tes 11
No 1
No response
Unknown
COMMENTS:

Have recertification exams. 1

Have vou had contact with the Division of Occupational Licensing?
Tes 9 DM vou feel thev function
No 3 efficiently?
No response Tes 7
Unknown No
No Response 3
Unknown
COMMENTS:

Very slow 2



Unknown

COMMENTS:

Unknown

Too political 1
Need to concentrate on more enfocement 6
Philosophy outdated 1

Fewer lay members on Board 1

£ Do vou perform services In Aotr occupation as defined bv law and
rerwlscion?
Yes 23
No
No response
Unknown

What changes would vou want tc see in the rerulation of vcur trofe? sion?
- New requlations for dental ‘usiftants 2
Recertification exams 1
Anesthesia requlations 2
Fewer requlations 2
Reciprocal licensing with other states 1



Shovld remain voluntarv

4. Have vou had contact ri

Les 19 Do vou feel rhev function
0 u efficiently”
No response
Unknovn res 1z
No [
No Response
Unknown 1

COMMENTS:



Ih

w Do vou -perform services in vour occupation as defined bv lav and
rregulation?

Yes
No
No response
. . Unknown
Wrat chances woulr vou want to set in tbe reruiation of vour profession?

Reciprocal licensing agreements with other states 1
Anesthesia administered by den ist only 1
Representation on Board 1



t L4

Have you participated in professional continuing education?
Yes 6

No

No response

Unknown

Do you feel that continuing education should be required by all
health care professionals?

Yes 5
No 1
No response
Unknown e
COMMENTS:

Need locally available Continuing ed. 1

Have vou had contact with the Division of Occunaflonal Licensing?

Yes 6 Do vou feel thev furttion
No efficiently?
No response Yes A
Unknown No )
No Response
Unknown
COMMENTS:

Supply confusing infor,ation 1



nw*

Profession PhaTihacist >er of respondents’ 15

A Have vou had anv contact with the Soarc that regulates vour
profession? Does the Board function efficiently?
Yes 15 Yes 11
No Ko 4
No response No response
Unknown Unknown
COMMENTS:

Rotate Board membership

Too political 2

No communication with members 3
Board should handle licensing 1

Do vou perform services in vour occupation as defined bv law and
m'regulation?
Yes 15
No
No response
Unknown

What changes would vou want tc see in the regulation of vour profession?

More enforcement of incompetence
Not enough regulations 2
Investigate Rx abuse 2



Have vou participated in. nrofessional continuing education?
-€$ 15

Ko

Ko response

Unknown

Do vou feel that conrf.Trr-rng education should be required by al
health care professionals?

Yes 13
No 2
No response
Unknown
COMMENTS:

Need local C.E. available

Have vou had contact with the Division of Occupational Licensing?

Yes 15 Do vou feel thev function
No efficiently?

No response Yes 4

Unknown Ko u

No Response

Unknown
COMMENTS:

Lose -mportant records 6
slow !

Renewal cost too expensive 2



dessicr. Psycholo&wt

HcVs v:u had anv contact with the Board rhat regulates vou:

recfessicr.? DMes the Board function efficientiv?
Yes 10 Yes 6
No 1 No 1
NC response No response A
Unknown Unknown 2
COMMENTS:

Poor staff support

Had to go to court to get license
Use National exam

Be more responsive to members

« Do vou perform services in vour occupation as defined bv lav and
o*¥'segulation?

Yes 12
No

No response 1
Unknown

Voa: chances would vou wanttosee -ntheregulation of vour profession?

* Simplify law. toodifficulttogetlicense 1
Enforce violations 2



Have you participated in orcfessicnal continuing education?
Yes

No

'O response

Unknown

Do vou feel that continuing education should be required bv ail
health care professionals0,

Yes 10
No 3
No response
Unknown
COMMENTS :

Have vou had contact with the Division of Occupational Licensing0

Yes 11 Do vou feel thev function
No efficiently?
No response Yes 6
Unknown No 5
No Response 2
Unknown
COMMENTS:

Lost application 1



?rcfessior._  Optometrist dumber of *fBspondents

A Have vr: had anv contact vith the Bcarc that regulates vou:

orcres sten: Does toe Bearc function efficientlv?
Yes 5 e 5
Nc W
No response ! No response 1
Unl-mown Unknovrn

COMMENTS:

Board elected

¢ Do vou perform services is vour occupation as defined bv lav and
reculatfon?

Yes 6
No
No response
Unknovn
What changes would you want to see in the regulation of vour profession?

Chinge regulations for drug use



Yes b

S0

S0 response

Unknown

Do von feel that continuing: education should be required by all
health care professionals?

Yes 6

No

No response

Unknown ¢

COMMENTS :

Have vou hao contact with the Division of Occupational Licensing?

Yes 6 Do vou feel thev function
No effidentic?
No response A
Unknown No b
No Response
Unknown
COMMENTS:

Poor staff support, inefficient 3



Have vcu hac anv contact with the Board that regulates vour

'profession? Does the Board function efficiently?
Yes 3 vVes 2
No 1 No 1
Nc response No response A
Unknown Unknown

COMMENTS:

Board should be elected, not appointee 1

Do vou perform services in vour occupation as defined bv law and
regulation?

Yes 3
No

No response 1
Unknown

VTnat changes would vou want to see in the regulation of vour profession?
Contact lens regulations



Have “ou hac contact virh the Division of Occuoarional Licensing

Do tq- feel thev function

No efficientlv?
No response 1 .

10 TSP i'es |
I"aknown No

l
No Response

Unknown
COMMENTS:



Have vou had ar.v contact with the Board that regulates vour

m profession? Does the Board function efficiently?
Yes 9 Yes 8
Ko No !
No response No response
Unknown Jnknovn

COMMENTS:

Less governmental influence 1

Do vou perform services in vour occupation as defined bv lav and
“rerulation?

Yes 9
No
No response
w Unknown
Vhar changes would vou want to see in the rerulation of vour profession?

Regulations too strict 1
Certification for Chiropractors using physical therapy 1
Need access to hospital



Have you participated Id professional continuing education?

No response
Unknown

Do vou feel char continuing education should be required by all
health care professionals?

Yes *9

No

No response

Unknown

COMMENTS:
Need local C.E. 1

Have vou had contact with the Division of Occupational Licensing?

Yes ! Do vou feel thev function
No 1 efficiently?
No response Yes )
Unknown No 5

No Response 1

Unknown 1
COMMENTS:
Slow 1

Ineffective



*

Have vc-: had anv contact with the Bc&rc that regulates vour

nrcfession? Does the Scare function efficientlv?
Yes 12 *es [
No 4 No 4
No response 4 No response 10
Unknown Unknown

COMMENTS:

Too much paperwork 1
Too little communication 1

w Do vou perform services ir four occupation as defined bv law and
‘regulation?

Yes 13

No

No response ! )
Unknown

What changes would vou wart rc see jr. tae regulation cf vour rrclesilon?



Yes 17

Ko .
Ko response  *°

Unknown

Do You feel that coarisulnc education should be required bv all
health care professicnalLs?

Tes 13

No 2

No response 3

Unknown

COMVENTS:

Heve you hed contact wj-£ de Division of Occupational licensing?

b Dc you feel thev function

kIIO 1 efficiently?

0 response  u Ves 3

Unknown No g
No Response 7
Unknown

COMMENTS:

Inefficient 5

Lost isporcant papers 3



Community Anchorage , Number of respondents 183
Yes . No - Vnknov

Is health care accessible in vour area? 169 4
Is transportation to facilities a problem? 24164
Comments old. handicapped and poor 7 poor public transportation 2
Are Emergency Medical Services available? 182 1
Do thev function efficiently? 182 1
Does your area have an alternative birth- 157 7 19

Ing center?
Is there a demand for one? 18 8 5
Does any doctor in your area do hone births? 28 56 16
Is there a lav midwife in vour area? 21
Is there a nurse midwife in vour area? 93
Should the stat.e license lav mldvives? 0 30 18
Have vou had contact with Home Health? 83 13 10
Is there a demand for this service? 50 3 6
Cosacnrs rooa program 78 need more funds/staff 36  need RN 4

cost effective 21 preserve dignity at home 17 local control

Dots vour ares hsve mental health services? 151 3
Does vour sres have alcohol/drur abuse set -ices? 1 2
Is Fenilv Planning available? %2 8
s health education in vour school curriculum? 119 3 35
Does vour ares have hospice services? 56 64 43
Is there an interest in services for the

terminally ill? 69 2 J
What services and providers are needed in vour area?
loiogt AL gl gental health - gheled caie 1
raeons, 1gar# 4 rhelan Iroo[}ec(]wolﬁ zcreemng 18 chtraplata



Is health care accessible in vour area? ob

2. Is transportation ro facilities a problem? 15 43

Cozaents distance/rural 14 expense 3 weather 4

3. Are Emergency Medical Services available? 62
Do they function efficiently? 61 3

4, Does vour area have an alternative birth-

lus center? 24 19
v 1S there a demand for one? 19 6
Does anv doctor in vour area do home births? 10 32

6. Is there a lav midwife in vour area? 1/

Is there a nurse midwife in vour area? 16
Should the state license lav cidwives? 26 21
6. Have vou had contact with Hone Health? 33 24

Is there a demand for this service? 21

.. trilood program 28  contract locally 1

7. Does vour area have mental health services? 44 4
8. Does vour area have alcohol/drug abuse services? U )
9 Is Family Planning available? 23 1
10, Is health education in vour school curriculum? 14
V. Does vour area have hospice services? *3 15
I» ther. «, Interant In «.rvio. tor -h«

terminally 1117 10 1
o What services and providers are needed in vour area?
%F%fef I(?sesa \%Cea 4 grgcge{]glmhhgughn ftoﬁlla\f/I geltered living 1S

na t y S care rad|a?|on Xpy Ese

O O P W -



QA

Community Juneau Number of respondents
Yes No _"Unknoi
Is health care accessible in vour area? 28 1
Is transportation to facilities a problem? 10 16 £
Comments expense 3 rural non-natives served in Juneau
3. Are Emergency Medical Services available? 29
Do rhev function efficiently? 24
4, Does your area have an alternative birth- 13 18 2
Ing center?
Is there a demand for one? 14 3
Does arsv doctor in vour area do hone births? 2 5
Is there a lay midwife in vour area?
Is there a nurse midwife in vour area? 10
Should the state license lav midwives? 26 2 !
6. Have vou had contact with Home Health? 23 !
Is there a demand for this service? 12

Comaents good program 21  cost effective 6 better staff pay 7
expand to rural 2 need foster care 1

7. Dogs your area have mental health services? % 9
E Does your area have alcohol/drug abuse services? ?q
9. Is Family Planning available? 2%
10. Is health education in your school curriculum? 18 10
11, Dees your area have hospice services? 18 1
Is there an interest in services for the
terminally 1117 23 Y, 5

o What service* and providers are needed in vour area?
| ract|t|oner* ! taI ealth adult screening 6
iy i, HEIES

tion
speC|aI|sts 10 cmden[ preven'hon 3



l. Is health care accessible in vour area? 17 3

2. Is transportation to facilities a problem? 12 8
Comments weather 3  distance, expense 5
3. Axe Emergency Medical Services available? 18 !
Do thev function efficiently? 19
4. Does your area have an alternative birth-
ing center? l 15
Is there a demand for one? 12 3
5. Does anv doctor in vour area do home births? 3 12
6. Is there a lay midwife in your area? 6
Is there a nurse midwife in vour area? 6
" Should the state license lav midwives? 5 9
6. Have vou had contact with Home Health? 10 6
Is there a demand for this service? g
Conanents  good program 9  expansion needed 5
7. Does vour area have mental health services? 19 "
8. Does your area have alcohol/drug abuse services? 15 2
9. Is Family Planning available? 17
10. Is health education in vour school curriculum? 9 1
11. Does vour area have hospice services? ) 14
Is there an interest in services for the
terminally ill? 6 4

What services and providers are needed in vour area?
Mental_h?alth counseling, residential 6 yesidential detox 2

Nurse/mid-level 3 health ed.(Palmer) 2
0B-GYN 2 _ . _ Dental/optical 3
Family planning(minimal, infrequent)

>

— — =



Should the state license lav midwives?

neve you had contact vith Bose Health?

|f there a demand for this service?

Cosaenss  Rood program 11 Need RN v  More funding/staff 2

/. Does vour area have mental health services? 21 1
. Does your area have alcohol/drug abuseservices? 20 )
9. Is Faaailv Planning available? 20
10. Is health education in vour tchocl curriculum? 14 3 5
11, Does your area have hospice services? 2 26
Is there an interest in services for the
terminally 111? 13

Whet services and providers are needed in vour area?

( amily pfannlr.g(Hoaer) tered living 5
ngﬁ% |-?fe |Enp%t¥gnpmental health U)dp(E gcﬁ stic
eC|aI|t| Detox 9



Conrounicy_  Kodiak

Number of respondents_

Yes NO
1. Is health care accessible in vour area? 10
2. Is rrar.socrtation to facilities a rroblem? 4 6
Comments wither 1
3. Are Emergency Medical Services available? 10
Do thev function efficientlv? 10
4, Does your area have an alternative birth- 6 4
ing center?
Is there a demand for one? 3
5. Does anv doctor in vour area do home births? 5 5
6. Is there a lav midwife in vour area? 3
Is there e nurse midwife in vour area?
° Should the state license lav midwives? 2 !
6. Have you had contact with Home Health? 8 !
|s there * demand for this service? 3
Comments good program 8  needs expansion 6
7. Doce vour area have mental health services? g
8. Does your area have alcohol/drug abuse services?lo
9. lc Fenilv Planning available? 9
10, Is health educeclonin vour schoolcurriculum? 6
11. Does vour «E«mmi?*vc«hotflct.services? 5
Is there an interest in services for the
terminally 1l1? 6
Whet services end providers ere needed Ir. vour area?
It\lhuerﬁ;se \I,_z %/Iental ﬁealth outpatient and follow-up 4
SgeeCPﬁ‘é'aﬂ‘{% Lzl B g\/cer{?|torrl18/gdult screening 7

Unknown



Community Vé&ldez

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments weather 2

Are Emergency Medical Services available?

Do they function efficiently?

Does your area have an alternative birth-
Ing center?

Is there a demand for one?

Does any doctor in your area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in your area?

Should the state license lav midwives?

Have vou had contact with Home Health?

Is there a demand for this service?

Comments

Does vour area have mental health services?

Does your area have alcohol/drug abuse services?

Is Family Planning available?

Is health education in your school curriculum?

Does your area have hospice services?
Is there an Interest in services for the
terminally 1117

What services and providers are needed in vour area?
school health ed. inadequate 1

§i% a2 |
alcohol.crisis intervention
prevention

Yes

LW W LW W

1

Number of respondents

No

"Unknown



Community Ward Cove Number of respondents 2

Yes No "Unknown

Is health care accessible in vour area? 2
Is transportation to facilities a problem? 2
Comments  Expensive 1
Are Emergency Medical Services available? 2
Do thev function efficiently? 2
Does vour area have an alternative birth-

ing center? 2
Is there a demand for one? 1 !
Does any doctor in your area do home births? 2
Is there a lay midwife in your area? 2
Is there a nurse midwife in vour area?
Should the state license lav midwivos? 1 1
Have you had contact with Home Health? l 1
Is there a demand for this service? !
Comments good program 1 needs better funding !
Does vour area have mental health services? 2
Does your area havealcohol/drug abuse services? 2
Is Family Planning available? 2
Is health education In your school curriculum? 1 1
Docs your area hive hospice services? 2
Is there an interest In services for the 2

terminally ill?
What services end providers are needed in vour area?

Dentjst
Physician



Community Number of respondents 3

Yes No [Unknown

Is health care accessible ir. vour area? 3
Is transportation to facilities a problem? 3
Comments air travel expense 1 weather 1
Are Emergency Medical Services available? 3
Do thev function efficiently? 3
Does vour area have an alternative birth-

ing center? 3
Is there a demand for one? 2 i
Does any doctor in your area do home hirths? 1 2
Is there a lav midwife in vour area?
Is there a nurse midwife in vour area? |
Should the state license lav midwives? 1 2
Have vou had contact with Home Health? 1 2
Is there a demand for this service? 2
Comments good program 1
Does vour area have mental health services? 3
Does vour area have alcohol/drug abuse services? 3(A.A.)
Is Family Planning available? 2 1
Is health education in your school curriculum? 2 1
Does your area hive hospice services? 3
Is there so interest in services for the

terminally ill? 2
What services and providers are needed in vour area?

et Rehie shoriels

Home Heath 1 alcohol halfway house



Yes No "Unknown

Is health care accessible in ~our area? 9

Is transportation to facilities € problem? 4
Comments weather 4  travel expense 2

Are Emergency Medical Services avc.ilable? 9

Do they function efficiently? 8

Does vour area hive an alternative birth- 2 [

ing center?

Is there a demand for one? 4 1
Does any doctor in vour area co homebirths? 9

Is there a lav midwife in vour area?
s there a nurse midwife in vour ere. *

Should the state license lav nidwives? ¥ g
Have vou had contact with Sore Health? ! 2
s there a demand for this service? 8

Comments good program 5 Need Visiting Nurse 1 Need expansion 3

Does vour area have mental health services? 1 l
Does your area have alcohol/crug abuse services? 8 1
Is Family Planning available? y

Is health education in vour school curriculum? 8

Does your urea have hospice services? g

Is there an interest: in services for the * 1

terminally 1117
What services and providers ere needed in vour area?

KN NS equi t halfway house
M'D'g 2 gpecer?aulli%r?senﬁ gorgauaeealg%hool ed
A hafs tatrist ol follow-up



10.
11.

Ccttrmitv Number of respondents

Yes No

Zs health care accessible in vour area?
Is transportation to facilities a problem? 3
Consents . ,
Are Emergency Medical Services £\ailable? 6
Do thev function efficiently? 5
Does vour area have an alternative birth-

ing center? 6
Is there a demand for one? A
Does any doctor in vour area do home births? 6
Is tnere a lav midwife in vour area? b
Is there a nurse midwife in vour area? 3
Should the state license lay midwives? 1
Have vcu had contact with Home Health? A !
Is there a demand for this service? u
Conaents good program 3 needs expansion 3
Does vour area have mental health services? A
Does vour area have alcohol/drug abuse services? *
Is Family Planning available? 0
Is health education in >our school cunriculua? 3 3
Docs your area have hospice services? 6
Is there an interest in services for the L

terminally 1117
What sfvicos and providers >n naadad in vour arat?

K‘h}/sm an 2 | E\sasﬁchl trist

X
glgeevcelg1 Egpsldgagnosuc ¢ Me taI Health

Unknown



I

Community Wranppll Number of resDondents 4
1 e
Yes No eUnknown S
Is health care accessible in vcur area? 4
2. Is transportation to facilities a problem? 1 2
Comments
3. Are Emergency Medical Services available? 4
Do thev function efficiently? 3 1 .
A Does vour area have an alternative birth-
Ing center? 4
Is there a demand for one? 4
Does any doctor in your area do home births? 4

6. Is there a lav midwife in vour area?
Is there a nurse midwife In vour area?

Should the state license la® cidvives? 1 3
6. Have vou had contact with Hone Health? 4

Is there a demand for this service? 3
1 Cocaents  good program, cost effective, need funding 2
1
1 Does vour area have mental health services? 3 1

Does v->Ur area have alcohol/drug abuse services? 4

Is Family Planning available? 4
il 10. Is health education in vou school curriculum? 2 1 1
1 ||+ Does vour area have hospice services?

Is there Sn interest in services for the 3

terminally 1l1?

I < What services and providers are needed in vour area? °

nostic

%%fiej}%aﬁgrel ﬁfrepg%}aalcohol facilityg



10.
11.

Comuni ty_ Pelican Number of respondents

Yes
Is health care accessible in ~cur area? 1
Is transportation to facilities a problem?
Comments
Axe Emergency Medical Services available? 1
Do thev function efficientlv? 1
Does vour area have an alternative birth-

ing center?

Is th”re a demand for one? 1
Does anv doctor in vour area do home births?
Is there a lav midwife in vour area?
Is there a nurse midwife in vour area?
Should the state license lav nidvives?
Have vou had contact with Hone Health? !
Is there a demand for this service? !

Comments  Hard to find staff, need better pay

Does your area have mental health services?
Does your ares have alcohol/drug abuse services? |
Is Family Planning available? 1
Is health education in vour x.chool curriculum? 1
Does your ares have hospice services?
Is there an interest in services for the

rera*nelly ill?
Wi»t services end providers g» needed in vour area?

%t]yasman

€co

No

Unknown



Community Sitka Number of respondents” S

Yes No Unknown
1. Is health care accessible in vour area? 9
2. Is transportation to facilities a problem? A 5
Comments distance, weather 2
3. Are Emergency Medical Services available? 9
Do thev function efficiently? 6
A. Does your area have an alternative birth-
ing center? 9
Is there a demand for one? 3 L
5. Does anv doctor in vour area do home births? 9
6. Is there a lav midwife in vour area?
Is there a nurse midwife in vour area- A
Should the state license lav nidvives? 5 3
6. Have vou hac contact with Home Health? b 3
s there a demand for this service’ 3 2
Comae its good program 6 need expansion 1
7. Does your area have mental health services? 9
g Does vour area havealcohol/drug abuse services? b
9. It family Planning available 8
10. Is haalrh educationin your school curriculum? 7
11. Does vou; area have '.osp're acrvices? A
Is there an Interest in service* for the A

term nally 1l1?

What aarvictt and providers are needed in vour area?

Nurse 2 tertiary care 3
Pediratrician 3

OB-GYN 2

Mental health facility, counseling A



10.
11,

Cor— unity Bethel o Number of respondents
Yes

Is heeler, care accessible in vour area? i

Is transportation to facilities a problem? i

Comments weather 2 fost PHS funding 1

Are Emergency Medical Services available? 4

Do thev function efficiently? 3

Does vour area have an alternative birth-

ing center?

Is there a demand for one? 3

Does anv doctor in your area do home births?

Is there a lav midwife in vour area? !

Is there a nurse ridwife in vour area? 2

Should the state license Lav nidwives? .

Have v had contact with Bote Health? 2

Is there a demand for this service? u

Cements 800<i Pr°gram 3 needs better funding 2

Does vour area have mental health services? 3
Docs your area have alcohol/drug abuse services? 4
Is Familv Planning available? 4
Is health education in your school curriculum? 2
Docs your area have hospice services?

s there an interest in services for the 1

terminally ill?
What services and providers are needed in vour area?

Physicians 2 coun%eHng 4
D Ceilists 4 hLReEd Tuing 3
Cﬁﬁé”als ; ?nhalaﬁon thergpy !

No

4

"Unknown



o

i

[e> NS |

10.
11.

m

Comcuni ty None

Yes
Is health care accessible in vour area? 3
Is transportation to facilities &problem? 2

Cements weather 2 expense PHS funding cut

Are Emergency Medical Servicesavailable? 3

Do thev function efficiently? 3

Does vour area have an elterrarive birth- 1
ing center?

Is there a demand for one? 1

Does anv doctor in your area do home births?
Is there a lav midwife in vour area?
Is there a nurse midwife in vour area?

Should the state license lav taidwives? 1
Here vou had contact with Eore Eeelth? 1
Is there a demand for this service?

Comer, ts

Does vour area have mental health services?

Does your area have alcohol/drug abuse services?

Is Family Planning available?

Is health education in your school curriculum?

Does your area have hospice services?

Is there an interest in services for the
terminally ill? 1

What services and providers axe needed in your area?

Nurse 3 CAP alcohol funding gone

Home health need alcohol staffgsgpport
hﬁSICIan 2

EdUcation 2

[ wW w

—_—

Number of respondents

No

3

"Unknown



10.
11,

Comzrunity  McGrath Nunber of respondents

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does vour area have an alternative birth-
ing center?

Is there a demand for one?

Does any doctor in your area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?

Should the state license lav aidwives?

Have you had contact with Bone Healt ?

|? there a demand for this service?

Comments not available

Does your area have mental heulth services?

Does your area have alcohol/drug abuse services?

Is Family Planning available?

Is health education in your school curriculum?

Does your area have hospice services?
Is there an interest in services for the
terminally ill1?

Yes No «mUnknown

|
1
1

What services and providers are needed in vour area?

residential mental health facility



10.
11.

corrmunitv Chevak

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments expensive

Are Emergency Medical Services available?

Do they function efficiently?

Does vour area have an alternative birth-
ing center?

Is there a demand for one?

Does any doctor in your area do home births?

Is there a lay midwife in your area?

Is there a nurse midwife in your area?

Should the state license lav midvives?

Have vou had contact with Home Health?

Is there a demand for this service?

Comments  good program

Does yourarea have mental health services?

Yes

Does yourarea havealcohol/drug abuse services? 1

Is Family Planning available?

Is health education in vour school:curriculum?

Does vourarea havehospice services?
Is there an interest in services for the
terminally il1?

What services and provider™ *re needed in “our area?

elief
eal?h ed inadequate

stres
%tnotrgletry schooﬁ F]

unsell

« eltereﬁghvmg Mental health and alcohol

Number of respondents

No

iy Fm

"Unknown



T» "9 L% \PAly-" . «-VA
Community Barrow

Yes

L Is health care accessible in vcur area? 2
2. Is transportation to facilities a problem? 1

Comments
9. Are Emergency Medical Services available? 2

Do thev function efficiently? 2
A.  Does your area have an alternative birth-

ing center?

Is there a demand for one? !
5. Does any doctor in your area do home births?
6. Is there a lay midwife in vour area?
. Is there a nurse midwife in vour area?

Should the state license lay midwives? 5
6. Have vou had contact with Home Eealth? 1

Is there a demand for this service? )

Comments \rradpqnsre supervision 1

7. Does vour area have mental health services? 2
8. Does your area have alcohol/drug abuse services? 2
9. Is Family Planning available? 2
10. Is health education in your school cun \culum? 1
11. Does your area have hospice services?

Is there an interest in services for the

terminally ill? 1
m What services and providers are needed in your area?
Detox 2
LonGg Term Care nurse :
eC|aI|sts Physician 2

S
ePS|dent|a| mental health

. No

TEST

Number of respondents

2

‘Unknown



Community Tok Number of respondents

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments

Are Energency Medical Services available?

Do thev function efficiently?

*'0es vour area have an alternative birth-
.ng. center?

Is there a demand for one?

Does any doctor in your area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?

Should the state license lay midwives?

Have vou had contact with Home Health?

Is there a demand for this service?

Comments

Does vour area have mental health services?

Yes No
1

1
1

Does your area have alcohol/drug abuseservices? 7

Is Fanilv Planning available?

Is health education in your school curriculum?

Does your area have hospice services?
Is there an interest in services for the
termiuclly ill7?

*

Whet services and providers are neeued in vour area?

specialists

_ 1

"Unknown



10.
11,

9P

Conniunitv Hfir.Iv.

Yes
Is health care accessible in vour area?
Is transportation to facilities a problem?
Comments
Are Emergency Medical Services available?
Do thev function efficiently?
Does your area have an alternative birth-
ing center?
Is there a demand for one?
Does any doctor in your area do home hirths?
Is there a lav midwife in vour area?
Is there a nurse midwife in vour area?
Should the state license lav midwives?
Have vou had contact with Home Health? 1
Is there a demand for this service? 1

Comments

—_—

Does your area have mental health services?

Does your area have alcohol/drug abuse services?

Is Family Planning available? 1

Is health education in your school curriculum?

Does your area have hospice services?

Is there an interest in services for the
terminally 111?

—

What services and providers are needed in vour area?

Hospital

specialists

Number of respondents

No

"Unknown



Community Galena Number of respondents

Yes NO

Is health care accessible in vour area? l
Is transportation to facilities a problem? 1
Comments .
Are Emergency Medical Services available? 1
Do thev function efficiently?
Does your area have an alternative birth-

ing center? 1
Is there a demand for one?
Does any doctor in your area do home births? i-no M.D,

Is there a lav midwife in vour area?

Is there a nurse midwife in your area?

Should the state license lav midwives?

Have vou had contact with Home Health? 1
Is there a demand for this service? 1
Comments pond nrnpram. p.xnand

Does vour area have mental health services? 1
Does vour area have alcohol/drug abuse services? 1
Is Family Planning available? !

Is health education in vour school*curriculum? 1

Does your area have hospice services?

Is there an interest in services for the
terminally ill?

What services and providers are needed in vour area?

Physician _
Hospital 300 mi.
Home health

1

/Unknown



9

(@]

10,
11,

Community Seward

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth-
ing center?

Is there £ demand for one?

Does any doctor in vour area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?

Should the state license lav midwives?

Have you had contact with Home Health?

Is there a demand for this service?
Comments  good program 4

Does your area have mental health services*™

Yes

Does your area have alcohol/drup abuse services? *

Is Family Planning available?

|'s health education in your school:curriculum?

Does your area have hospice services?
Is there an interest in services for the
terminally il1?

What services and providers are needed in your area?

RN 3 o
Physician 2 Specialists 4
Pharmacy . 1 _

Diagnostic services 1 Home' Health

b~

w

0
?co)i(wo halfway house 2

Number of respondents

No

e N NS R e

7

"Unknown



11.

12.

Community Hope

Yes
Is health care accessible in your area? !
Is transportation to facilities a problem? !
Comments
Are Emergency Medical Services available? !
Do they function efficiently? !
Does your ares have an alternative birth-

ing center?

Is there a demano for one? !
Does anv doctor in vour area do home births? 1
Is there a lav midwife in vour area?
Is there a nurse midwife in vour area?
Should the state license lav midwives?
Have vou had contact with Home Health? 1
s there a demand for this service? 1

Comments

Does your area have mental health services?

Does your area have alcohol/drup; abuse services?

Is Family Planning available?

Is health education in your school curriculum? 1

Does your area have hospice services?

Is there an interest in services for the 1

terminally ill?

What services and providers are needed in vour area?
Specialties
Family planning

Number of respondents

No

«mUnknown



10.
11,

Anchor Point

Community” Number of respondents

Yes

Is health care accessible in "our area?
Is transportation to facilities a problem?
Comments
Are Emergency Medical Services available?
Do thev function efficiently?
Does your area have an alternative birth-
in center?
Is there a demand for one?
Does any doctor in your area do home births?
Is there a lav midwife in vour area? l
|'s there a nurse midwife in tout area? !
Should the state license lav nidwives?
Have you had contact with Sore health?
Is there a demand for this service?

Comments

Does your area ha-“e mental health services? *
Does your area have alcohol/crug chuse services? *
Is Family Planning available? A

Is health education in your school curriculum?

Does your area have hospice services?

Is there an interest in services for the
terminally ill?

What services and providers are needed in vour area?

counselin  outpatient mental health

No

N

"Unknown



L #

Is health care accessible in vour area?

Is transpcitation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does vour area have an alternative birth-
ing center?

Is there a demand for one?

Does any doctor in vour area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in your area?

Should the state license lay midwives?

Have vou had contact with Home Health?

Is taere a demand for this service?

Comments

Does vour area have mental health services?

Does your area have alcohol/drug abuse services?

Is Familv Planning available?

Is health education in your school:curriculum?

Does your area have hospice services?
Is there an interest in services for the
terminally ill?

What services and providers are needed in vour area?

0B-GYN
VESiat &R o ity and fundi
M%wmmﬁmﬁﬂlyanunmg

Yes

—_—

—_—

No

[Unknown



10.
11.

Cozmunity_ -Clena.ne.p_

Is health care accessible in vour area?

Is transportation to facilities a problem?

Cenmants weather 2

Are Emergency Medical Services available?

Do they function efficiently?

Does evour area have an alternative birth-
ing center?

Is there a demand for one?

Does any doctor in vour area do home births?

Is there a lav midwife ip voir: area?

Is there a nurse midwife in vour area?

Should the state license lav ridwives?

Have vou had contact with Eot-e Health?

Is there a demand for tlis service?

Comments

Does your area have mental health services?

Does your area have alcohol/drug abuseservices?

|" FAn~ily Planning available?

Is health education in your school:curriculum?

Does your area have hospice services?
Is there an interest in services for the

terminally i1ll?

What services and providers are needed in vour area?

Yes

2

2

W ST

Number of respondents

No

"Unknown



10.
11,

Community ~ Delta Junction

Is health care accessible in vour area?

Is transportation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does vour area have an alternative birth-
ing center?

Is there a demand for one?

Does anv doctor in your area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in your area?

Should the state license lav midwives?

Have vou had contact with Home Health?

Is there a demand for this service?

Comments

Does your area have mental health services?

Does your area have alcohol/drug abuse services?

Is Family Planning available?

Is health education in your school curriculum?

Does your area have hospice services?
Is there an interest in services for the
terminally ill?

What services and providers are needed in vour area?

Dental Preventive program
Opthamology ventive prog
Laboratory

X-ray

Yes

Number of respondents

No

"Unknown



Community Dillingham Number of respondents 2

Yes No *'Unknown

Is health care access-ole in 7cur area? 2
Is transportation to facilities a problem? 2
Comments weather 1 rural 1
Are Emergency Medical Services available? 2
Do they function efficiently? 2
Does your area have an alternative birth-

ing center? i 1
Is there a demand for one? 1
Does any doctor in your area do heme births? 2
Is there a lav midwife in vour area? l
Is there a nurse midwife i:. vour area?
Should the state license la-? nicwives? ' !
Have vou had contact with Eome Eealth? 2
Is there a demand for this servr.ee? 3
Comments

Does your area have mental health services? 2
Does your area have alcohol/drug abuseservices? 1 1
Is Family Planning available? 2
Is health educateon in your school curriculum? 2
Does your area have hospice services? 2
Is there an interest in services for the

terminally ill? *

What services and providers: are needed in vour area?

nurse
Emergency room

Psychiatrist



10.
11.

Community ~ Port Lions

Yes
Is health care accessible in your area? !
Is transportation to facilities a problem? l
Comments  rural
Are Emergency Medical Services available? 1
Do thev function efficiently? 1
Does vour area have an alternative birth-

ing center?

|s there a demand for one?
Does any doctor in your area do home hirths?
|s there a lav midwife in vour area?
|s there a nurse midwife in your area?
Should the state license lav midwives? !
riave vou had conmet with Home H alth? !

|s there a demand for this service?
Comments  good program 1 needs expansion 1

Does yourarea have mental health services? |
Does yourarea have alcohol/drug abuse services?
| s Family Planning available? 1

—_—

Is health education in your school curriculum? |

Dors yourarea have hospice services?

|s there an interest in services for the
terminally ill? 1

What services and providers are needed in vour area?

Resident R o
alcoﬂol rewabllltatlon

Number of respondents

No

"Unknown



10.
11.

£

Yes

Is health care accessible in~ou: area?
|s transportation to facilities a problem? 1
Cozments A

No

Are Emergency Medical Services available? 1
zz thev function efficiently? 1
Doe: your area have an alternative birth-

ing center?
|s there a demand for one?
Does any doctor in vour area do hone births?
Is there a lav midwife in vour area?
|s there a nurse midwife in vour area?
Should the state license lav ziidwives? 1
Have vou had contact with Eore Health?

Is r'nere a demand for this servi.ee?
Consents good program 1

Does yourarea have mental health services?
Does yourarea havealcohol/drug abuse services?
Is Family Planningavailable?
Is health education in your school curriculum?
Does yourarea havehospice services?
|s there an interest in services for the
terminally ill?
What services and providers are needed 1ii. vour area?

Family plannin
hospiytarlj !

"Unknown



10

11.

s health care accessible in vour area?
Is transportation to facilities a problem?
Comments

Are Emergency Medical Services available? 1
Do thev function efficiently? l
Does your area have an alternative birth-

ing center?

Is there a demand for one?

Does anv doctor in vour area do hctie hirths?
Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?
Should the state license lay micwives?

Have you had contact with Home Health?

Is there a demand for this service?
Comments

Does your area have mental health serv*ces?

Does your area have alcohol/drug abuse services?

Is Family Planning available? 1

Is health education in your school curriculum?  *

Does your area have hospice services?

Is there an interest in services for the
terminall]y ill?

What .ervices and providers are needed tn vour area?
0B-GYN
Mental Health

"Unknown



10.
11.

Communi ty” King Salmon

Yes

Is health care accessible in vour area? 1
Is transportation to facilities a problem? 1
Comments weather 1 J

Are Emergency Medical Services available?

Number of respondents

Nj Unknown

Do thev function efficiently? just starting

Does your area have hi alternative birth-
ing center?

Is there a demand for cne"

Does any doctor in your area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?

Should the state license lav midwives”

Have vou had contact with Home Health?

Is there a demand for this service?

Comments

Dogs your area have mental health services?
Does your area have alcohol/drug abuseservices? |
Is Family Plar: ing available? 1
Is health education in vour school curriculum? 1
Does vour area have hospice services?
Is there an interest in services for the

terminally ill?
What services and providers are needed in vour area?

Kk?|i0 health nurse mental health crisis intervention

counselin

DT training alcohol a%use personnel



Many respondents included pages of written remarks about subjects
in the questionnaire and other health related areas, as well as
several articles from professional journals. All of the comments
could not be included in this report, so they have been summarized
in the following text:

Concern for the future direction of Public Health Nurses high-
lighted many responses, since Federal budget cuts are slicing into
rural health care budgets for programs that have not yet reached
maintenance levels. MA problem that should be addressed is the plight
of the non-native low income client. The provision of health
services to natives by the Federal government, services that are
prohibitively expensive for others, drives a wedge of prejudice
between the two groups.”

Public Health nurses stated that they would like to see their
program expanded to include adult screening, stress relief and
wellness promotion. More and better health education was frequently
listed as the first step in charging habits and lifestyles, as many
respondents noted that school health curriculums were inadequate or
solely dependant on the classroom teacher and not a school policy:

"Needed for children:

Low cost physical exams, including sport physicals
Hearing specialist and follow-up.

Low cost optometry.

Low cost dental/orthodontic care.

Allergist.

Family counseling - including parenting skills,
abuse and neglect, and suicide prevention."

o Ol I PO

In many areas, mental health services were seen as "episodic and
not very beneficial" with a great need for local trained people and a
better transition from facilities back into the community. Although
73% of trose answering said that mental health services were locally
available, 20 of the 32 areas listed mental health facilities and
personnel as needs.

Elderly care, including long term care facilities, sheltered
living and Home Health services, are of great concern. Nearly 25%



of the respondents want to see more facilities closer to home,
“| am a staff nurse in a nursing home wr.ere we receive patients
from all over the state. Several of those admitted over the last
6-8 months are basically geriatric who speak little or no English
and who have probably never been out of their small village, the
cultural shock plus the inability to communicate plus separation
from family and friends is a very real problem..."
"A problem rarely addressed is the use of acute care beds for
elderly patients while waiting for arrangements to be made for care...'
“...Facilities should beging to emphasize harmonious living for
mutual benefit among residents and staff..."

"It seems very unfair to put the aged in an institution with the
mentally ill (particularly the potentially dangerous person)...Alaska
definitely needs a facility for the chronic Psych patient.”

A residential facility in Homer called Detente received praise
from several peninsula nurses for their philosophy"... to provide
a home-like atmosphere...in which people can make choices in their
lives and receive the support they need to get well."

"Comfort and the clients wishes take precedence over a rigid
routine."

Any program enabling a person to remain close to the community
was prefered by respondents. As one .uirse wrote concerning the
Home Health Program "...it preserver the dignity of the person able
to remain in familiar surroundings."

Many were concerned over the issue of Midwives. "There is a
great inequity in restricting nurse midwives and having no regulations
for anyone else who chooses to have babies.'

Personal knowledge of lay midwives have influenced professionals’
thinking, depending on the people they have known: "The public has
no way of being protected from people claiming to he competent.”

Licensing lay midwives is seen as an advantage by some "because
the state can assure that they have necessary knowledge... also, they
will have to keep books and report earnings to the IRS."  Others
fc]t that lay midwives should only practice under physician siper-
vi'jion, and rural providers stated that midwifery is a tradition in
village life"...home births will continue regardless of anyone's
feelings."



Although abortion received very few comments, one Southeastern
nurse wrote that "Money needs to remain available for abortions
since they will always exist... someone should not be deprived of
safe medical care on the basis of income. Abortions have always
been available and will continue to re available - legality did not
change that. The degree of risk was bhased on money, lets not go
back to that archaic standard.”

Family Planning is available in virtually every community in
Alaska through Public Health nurses, though many reported that
rural communities may only have the opportunity to se someone
twice a year. Professionals noted that family planning was
"too low profile" and see a need for more adolescent counseling
about pregnancy and venereal disease without resorting to
"scare tactics."

Better training for Day Care Center staffs was the topic of
one physician's lengthy remarks, who recommended the Tanaina
Child Development Center at the U of A in Anchorage as a model.
"Today most day care centers are hot-beds of disease and breeding
grounds for emotional disorders because the staffing is by
untrained people receiving minimum wages. The economic drain
caused by loss of time from work for adults whose children have
become sick at day care, the cost to Medicaid for these illnesses
could be avoided by putting health dollars into improvement of the
day care situation." The doctor also refered the committee to
Dr. Middaugh's report, from state epidemiology, concerning the
spread of intestional disease and its prevention in Day Care
centers.

Continuing Medical Education is an important subject to the
state's health providers, particularly those in rural areas, who
find little available locally and the cost of travel outside to
be prohibitively expensive. "Providers in smaller areas cannot keep
skills current when they may only see one person with a partVular
problem in several years."

Many would like the U of A to have travel funds ior CME rvailable
for fow piid providers. One Continuing Education Coordinator
wrote that "...funding is insufficient to even keep hooks much less



coordinate for quality training."

Some felt the U of A should make it easier for nurses to attain

degrees "...giving credit for training and work experience."
Nurses particularly noted the financial drain (577e felt they were
underpaid), and difficulty getting time off for training.
Rural ca e givers found the lack of professional stimulation and
peer interaction a factor, as well as the added responsibility
of duties they may not feel they are prepared to shoulder, Only
11 respondents said they have net participated in CME

Reduced funding to the Health Sciences Library concerned some
"It is a superb sourge of rapid comprehensive medical information
for either direct application in medical care or for continuing
education activities. There is no other resource even comparable,”

Availibilty of health professionsl« in rural Alaska is a
universally recognized problem. "Neither Federal or state policies
are geared to the unique economic condition that exists in rural
Alaska. Money seems to be available for everything medical except
the payment of physicians' fees."

One physician who practices in a remote area writes: "After
seven years we are approaching subsistence income level from
medical practice."

Most agree that services could be provided more economically with
a resident physician, who can assist others (particularly the elderly)
in remaining in their homes. "A large percentage of the rural medical
care dollar subsidizes air carriers and hotel keepers."

Another doctor who travels to rural areas for speciality clinics
says the cost of travel and lodging far exceeds any money collected in
fees, but continues because "The doctors there appreciate and need the
teaching sessions | give as a vital adjunct to their continuing
medical education, and | provide services to :he children not
available to them otherwise."  The physician goes on to suggest
that "Reimbursement of basic travel costs would be very important
in upgrading the quality of care."

One provider suggests"... state subsidy for mobile medical clinics,"
Another. "WAMI medical schools need to develop more clinical
rotations for medical students in Alaska to encourage students to
return to Alaska to practice medicine."



Many providers said that the lowered rates paid by Medicare
and Medicaid and the payment delay "...exclude many from care since
physicians are unwilling to take them as patients." Many noted
that Lne loss of income from Federal programs are merely added to
the bills of others. A dentist commented that more care needs to
be available to "young patients under 21 and also the older s .gment
of our population who cannot afford decent dentistry" and goes on tc
ask that the state "...keep Delta Dental as the agency that processes
our Medicaid forms. We dc not get our ertire fee but they are prompt
and can be called if there is a problem."

The dangers of overexposure to radiation from improperly done
X-rays was the basis for comments of another physician concerned that
unnecessary and poorly done x-rays are a patient hazard. "I urge
you to consider legislation to eliminate this excess use of x-ray and
put it where it belongs - in the hands of those trained to use it
properly and safely."

Numerous and lengthy remarks on health care costs show that many
professionals agree that "the cost will always expand to fill the
available money" in a system giving "...economic incentives for
health providers to increase the cost of health care." The
largest problem lying in the " 'Cos, insensitivity' among hospitals,
doctors and consumers."

Others blame the insurance system and the method of payment
“..many cculd be treated on an outpatient basis if these costs
were paid for by insurance - resulting in a savings of nearly half
the cost."

Wellness promotion and incentives for good health were often
suggested, but as one nurse wrote: "Healthy individuals are not
desired by the profit-seeking medical-industrial complex...as they
consume less medical care and profics would decrease." An M.D,
included an article about a California county that instituted a
reward system for public employees who used less health care,
therein evading another problem. "Organized labor has found that
employee-provided health care plans are a very large benefit since
these have been tax-free to the employer; labor has therefore
attempted to make such plans include first dollar coverage and be
as complete as possible. Health care providers have in general been



paid in proportion to services provided. It is therefore of little
wonder that costs have escalated."

Hospital based professionals cormented on their perceptions that
Medicaid and full coverage patients abuse services "When they feel
there's no charge, why not take advantage rather than evaluate the
situation...it's time people started being responsible for them-
selves.”

"Anything free is quickly judged as having no value."

"Costs should be paid, in part, by the recipient so long as therel
no hardship..."

Malpractice Insurance and its contribution to health costs was
mentioned by 11% of the respondents, "...one does not mind paying
for legitimate knowledge and expertise. But when half the cost is to
assauge someone's fear and goes into an insurance underwriter's
pocket, then | question it."  Suggestions were made for limiting
lawsuits, as rther states have done because "...the overwhelming
'sue everybody' mentality has assaulted the physician's instinct
for self-preservation.” The insurance cost, which is considerable,
is added to consumer costs while additional tests and procedures
"not to help the patient, but to protect himself (the doctor)"
adds further expenses.

Alcohol and health related problems from its overuse is foremost
in everyone's mind, and the scope of the issue is immense in Alaska.
As one nurse from King Salmon wrote "...hall the community are
alcoholics --where do we start?" Suggestions ranged from taxing
alcohol with the money to ge to education and prevention, strict
penalties for alcohol-related crime, to severe punishment for
drunk drivers. Although 81% of the respondents said their area
had services for alcoholism, 17 of the 32 represented communities
had professionals listing alcohol facilities and personnel as
needs.
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TO Members of the Senate HESS Committee

FROM: Sandra Stringer, Legislative Assistant
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* N * * *

At the-request of the committee | have prepared thjj interinm
report on the three Health Systems Agencies operating in Alaska.
The report is a brief overview of the history and functions of
the HSA"s, an outline of their present difficulties, and a re—
view of proposed changes 1in both the functions of the HSAs

and in their relationship to the State of Alaska. It should be
noted that the report 1is designed more as a "briefing paper”

for the Committee than as a comprehensive review of the health
systems agencies.

The report 1is structured in two parts. *Ne firct is a narrative
summary of 1information on various topics. The second 1is a series
of appendices containing additional information or. HSAs comments
from public hearings, letters, etc. In addition, the Committee
master file will contain further data reviewed for but not in-—
cluded 1in this report.

Much of this report 1is a compilation of existing written material.
Some of it is based on interviews, conversations and mieting notes
assembled over the past several months. I would like 1.0 especially

e acknowledge assistance given to me by the staff of the Northern
Alaska Health Resources Association, and by NAHRA®"s executive dir—
ector, Dr. Charles Kaltenbach.

A final note should be made of the fluidity of the curront rela-—
tionship between the fcdoral government and the HSAs. as of the
time this report is being prepared (early December 1981) the fed-—
eral funding formula for the HSAs for FY 83 is still somewhat un-—
certain and will probably remain so for at least the next six weeks.
Also, Alaska HSA-coalition proposed changes 1in the HSAs function
and relationship to the state is still in the process of being
developed, and the copy of the proposal 1included 1in this report
should be viewed as a document still subject to coalition revision.



BACKGROUND

The National Health Planning ani Resources Development Act of
1574 (P.L. 93-641) established area wide health planning org-—
anisations known as health syrter.s agencies (HSAs). These
organizations, together with Statewide Health Coordinating
Councils (SHCC) and State Health Planning and Developing Agen—

cies, were given nroad authority over the allocation of health
resources.

For further discussion of Alas®";? SHCC ani related topics, please
refer to the yearly updates of the State Health Plan for Alaska,
prepared by the Statew"de Health Coordinating Council and the
Division of State Health Planning and Development, Department of
Health and Social Service;, available in the Committee master file.
Additional material on P.L. 93-641 1is available 1in Appendix 1,
attached to this report.

Alaska has three Health Systems Agencies. These are the Northern
Alaska Health Resources Association, 1Inc. (NAHRA), the Southcentral
Health Planning and Development, 1Inc. (SCHPD), ana @mhe Southeast
Alaska Health Systems Agency (SEAHSA). The geographic area served
by these HSAs 1is coextensive with the boundaries of various of the
Native regional corporations. (See map on following page.)

The rationale behind Congressional enactment of P.L. 93-641 and
subsequent development of regultitions governing the direction of
growth of HSAs might best be summarized by quoting from the NAHRA

Annual Report of FY 79. (The entire report is available in Com—
mittee files.)

"In spite of enormous amounts of money spent by private citizens
and governments, health care in the United States is in many res—

pects unsatisfactory - wasteful and inefficient, unevenly distrib—
uted, short on efforts to prevent disease and not matched closely
to the needs of the people. And, despite the superb quality of

our nodical care, America has fallen behind several other nations
in such key 1indicators of the state of public health as infant mor —
tality, |life expectancy, and the incidence of preventable disease.

The United States Congress took a look at health care costs, health
status, and regionwide planning in 1974. They found national plan—
ning effoits to be fragmentary, duplicative, and non-systematic,

with the result that Americans were not getting the most eflectivc
care for their health dollar.

Congress decided that a mechanism should be designed! "1) to control
health care costs; (2) to focus on the people®s priority neeas;

(3) to address the entire range of physical and mental heal “h ser—
vices from primary prevention and a healthful environment to highly
technological specialized services; and (4) to link them all together

into a continuum of quality services which are accessible, available,
and affordable to all."
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The result of this Congressional concern was the establishment
of the health systems agencies, and the promulgation of numer —
ous federal regulations setting guidelines for the definition
of their areas of action.

Present Situation

The Alaska HSAs are non-profit corporations supported by federal
and state grants. (See figure on following page.) They are con—
trolled by regional health boards of directors composed of health
care providers and consumers. By law a majority of the members

of the boards must be representatives of tne health care consum—
ers of the region served by the HSA. In addition co the HSA gov—
erning boards, each HSA has various volunteer advisory committees
to provide advice and assistance in technical matters.

The State of Alaska and the federal government have assigned the
HSAs "the responsibility for determining what the major health
problems of...Alaska are, assessing the services and resources
currently available to meet the problems, and developing plans
for coordinating or developing services to address unmet and
future needs while containing the cost of these services." (NAHR
Annual Report, FY 79.)

Although each of the Alaska HSAs has developed a somewhat differ —
ent approach and emphasis in meeting this mandate, and each 1is
free to develop its own yearly work plan, all FSAs must still
direct their efforts in such a way as to meet the requirements

set forth primarily by federal guidelines. (Sec Committee master
file for a copy of the guidelines.)

It has been argued that many of the regulations that have accom-—
panied federal funding of the HSAs have resulted 1in activities
that have been somewhat marginal to the needs of health planning
in Alaska. In a young, geographically large but population small
state, controlling the number of competing health care facilities
Jtas usually been less of a problem than trying to determine how
best to provide health care services where no service at all may
have previously existed. In addition, since the HSAs *»JJve no re—
viewing authority over federal heclth care providers (inclodina
Indian Health Service and the military), Alaska HSAs have been
unable to directly influence developments among a significant seg
ment of health care providers 1in the state. Other regulations
governing such varied areas as the composition of HSA boards and
tho frequency of preparations of regional and state health plans
have tended to impede the ability to develop local responses to
state problems.

In a very real sense, however, all of the above 1is moot. The
Reagan administration 1is proposing to phase out federal support
for public health planning established under P.L. 93-641 over the
next two fedoral fiscal years. The State of Alaska has the op-—
portunity to decide for itself whether or not to continue state



Sources of Revenues tor Health Planning Agencicr
FYS11

FEde(rjaIZ |:Statole Contracts.h |
unds
Health Systems Agencies unds Interest & Other Tota
‘Scrthem .Alaska Health
Resources Assoc. 349.377 100.000 30.000* 479.377
South Central Health
Planning S Development 350.291 100.000 12.120 502.411
Southeast Alaska HSA 369.038 100.000 12.500 481.538
Subtotal 1.108.706 300.000 54.620 1,463.326
Statewide Health Planning
(SHPDA 6 SHCCY) 432 .846* 299.700 o0- 732.5465
Total Expenditures 1,541,552 599.700 54.620 2.195.872
Percentage of Total 70.25 27.35 2.55 1005

1. The fiscaI?/ear periods for the HSA's are somewhat unconventional since they are dependent upon the date at
which the federal government officially "designated” theaqenmes. Because the HSA's erthelrflscaIyear_s late
in the federal budget cycle, the effects of a federal bud?e cut would not be felt for nearly one year. Thus, if the
federal government eliminates funding for HSA's in the tederal fiscal year beginning October 1981. the HSA's in
Alaska Could continue their operations through their 1982 fiscal year.

2. The federal government has provided a minimal grant of 5255.000 to each HSA. Additional federal funds have
been made available to HSA's which serve large geograﬁhlc areas. The federal government also provides
matching funds to HSA's which received state support in the preceding fiscal year.

3. Thi" figure does not include interest

4. The budget for the Statewide Health Coordinating Council is a component of the State Health Planning and
Development Agency*. In Pi'Bl, the SHCC budget was 587.000. which is 12.8 percent of the SHPDA budget

5. Federal funding for SHPDA activities (including SHCC) totalled 5432.846 in FY81, of which 547.746 were for
indirect costs.

6. This figure included "indirect costs" for SHPDA activities funded b}/ federal sources. The Alaska DeBartment of

Health'and Social Services does notinclude the  ndircct costs in their budget for SHPDA which is based upon
direct support totalling 5684.800.

This figure was token from page 39 of the May/June 1981 copy of Alaska Medicine,
from an article by MIm Dixon cm the HSAs referred to elsewhere In this report.



health planning and pronotion through the mechanism of the HSAs,

ana if so how the HSAs night best be restructured to serve state
needs, and at what costs.

Policy Issues

Several policy issues must be addressed by the state 1in an; con—
sideration of whether to retain part or all of the Alaska K ".As as

a portion of state government health planning. Some of the 1issues
that must be considered are as follows:

Does the state wish to pursue a policy of any kind of coor—
dinated health planning?

If the state does continue a coordinated health planning
effort, should such an effort be structured to include and/or
encourage formalized regional 1input?

What should be done to systematically coordinate among the
many private, city, borough, state and federal entities cur—
rently providing health care within Alaska?

Is there a need for some state entity to review proposed
new health care facilities and programs in an attempt to
avoid duplication and inefficiency?

If the answer to all of the above questions is "yes"™, then
another question needs to be as*®d:

Arc the three HSAs, as currently structured, suitable to
serve such state needs?

Two articles which appeared in Alaska Medicine this past summer

and a prcposal put together by a recently formed ad hoc connittee
of Alaska HSAs are attached as appendices to this 1 art.

The first article (Appendix 2), 1is authored by Mim Dixon and ap-—
peared in the May/June 1981 1issue of Alaska Medicine. In it Ms.

Dixon review the subject of the HSAs in light of proposed federal
budget cutE and possible state incorporation of aspects of prev—

iously federally sponsored health planning programs. She discus —
ses at some length the question of adapting existing HSAs versus

creat* q new agencies to meet state needs. She also offers sev-—
eral . jgestions for "new agenda items" for the state to consider

should it decide to continue with some form of health planning
agencies.

The second artic) i (Appendix 3), was written by Ron Hammett, ad-—
ministrator of the Southcentral Health Planning and Development
agency (the Southcentral HSA), and appeared in the July/August 1981

issue of Alaska Medicine. Although Mr. Hammett was writing as a
private citizen, his experience with an HSA makes his analysis
particularly 1interesting. The focus of his article 1is on possible

new models for planning and delivery of health care in the state.
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fcr rY o3. This may be both for purposes of planning
of Alaska relationship, or for carrying out such a new
if one 1is worked out in the context of the legislative

a new HSA-State

relationship
committees

this coning session. IfT the decision is made not to pick up spon-—

sorship of the HSAs, then the legislature should look

at the pos—

sibility of devising some other method to obtain regularized reg-—
ional- input to state health care planning and promotion.

In an effort to assist the Senate HESS Committee with
the final appendices to this report contain a summary
/ritten comments made to the Committee on the subject
during the interim, and a copy of the results from the

this decision

of verbal and

of the HSAs
returned

questionnaires sent out to health care professionals on the same
subject. (Additional informati”~ from the questionnaires sent out

to health care consumers should be available some time
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early in



SECTION 5
Appendixes:
Health Systems Agencies



complete copy of P.L. 93-641 1is available in the
Committee master file.)
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POUCH H 01A
JUNEA U. ALASKA S9B11

DIVISION OF STATS HEALTH PLANNING & DEVELOPMENT PHONE:

August 14, 1981

Charles Kaltenbach
Executive Director

Northern Alaska Health
Resources Association, Inc.
529 Fifth Avenue, Suite 8
Fairbanks, AK 99701

Enclosed is a memorandum from ,he Department of Law to
Commissioner Beirne related to the legal status of health
systems agencies. As | interpret this memorandum, the state
could continue its general fund support of HSAs, assuming thct
the federal legislation was not repealed. 1 would expect,

as well, some revised application process, particularly a
revised work program if federal support diminishes or is
eliminated.

We will need to keep in touch on this issue as new dimensions
develop.

Sincerely

Phoebe A. Lindsey
. Director

Enclosure



To

.I:Iln_

Honorable Helen D. Beirne DAT July 1<*, 1981
Commissioner .
Department of Health and e Lo

Social Services

uui'mom UO 465-3603
WILSON L. CONDON suroic: Legal Status of
ATTORNEY GENERAL Health Systems
Agencies

Tliomas™H. Robertson
Assistant Attorney General

You have asked for a determination of the "legal
status™ of Health Systems Agencies (HSAs) after July 1,
1982. You have informed us that on that date the federal
government intends to stop funding them while making no
changes in statutes bearing on their operation.

It appears likely that after July 1, 1982, HSAs
will be significantly poorer. Without more, we perceive no
change in what might be described as their legal status.

HSAs are organized in accordance with the National
Health Planning and Resources Development Act of 1974. 42
U.S.C. &300K, et sef. Under 42 U.S.C. 8300L-1(b)(1), an HSA
may be organized as a non-profit private corporation, a
public regional planning body, or a unit of general local
government. Sec, National Gerimedical Hospital and Gerontology
Center v . Blue Cross of~Kr.nsas City, U.S. , 49" U .S .L .W,
4672,4674 (June 15, 19"8D)". the legal structure of an HSA,
which 1is addressed only indirectly by Alaska law, would thus
not necessarily be altered by a mere loss 0of federal funds.

If you have further questions on this regard,
please da net hesitate to let me know.

TIIR/bap
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I R U 1 s g e YETIBP
ch. 275, S .repealed former Chapter , i .
07, entitled "Cor%prehenswe Heglth Eb; ?A?]ealth Srg”tgm'ssﬁéen?ﬁrdest-w,.

Planning." The former chapter consisted of  ynder P.L. ' -
18.07.010— 15.07.1CQ, a%d derived from é{m%%nt e 32|0t% A%?r}fétt'eedxéaeé’d%{a”t K

§ L ch. 75, SLA 1973; 55 29, 30. ch. 127, " (1) 525.099 during fiscal year J877-

SLA 1974, , 2) 559,099 during fiscal year 1978;
Editor's note, — Section 3, ch. 275, SLA 3) 575,009 curing fiscal year 1979;j.,j

1976, provides: "Planning grants to health sbeckil- *
systenﬁjs agencies, (a) R%ealth systems fis,4l5yleoa0r'.q'09 during - each soeckit ¥

agency deSignated under P.L. 93-641 is i id-
e%title)é to gr%nts for the first four years of v-A%eCﬁ'e‘)aﬂtﬁ‘ ' Ccahré zﬁa%mst%@ ﬁ"@ﬁgﬁ&'%_
operation as follows: under construction prior to July |, jtu

1)°5100,000 during fiscal year 1977: ' it
ézg L duringgfiscal ygar it shall be issued a certificate of néed

Article 1. Planning Agencies.

Section

11, Statewide Health Coordinating Council

21. Stale ~ Health ~ Planning  and )C
Development Agency

itt

Sec. 18.07.011. Statewide Health Coordinating Council. There b
created the Statewide Health Coordinating Council. The council shall be
or%anlzed in the manner described by § 1524(h), P.L. 93-641,
§ 37(a)&1_)(A), P.L. 94-63 and AS 47.30.605(af. The council shall perform
the functions listed in § 1524(%, P.L. 93-641, § 237(a)(1)(A), P.L 94-63
and AS 47.30.605(b). (8 2 ch 275 SLA 197C)

See. 18.07.021. State Health Planning end Development Agency.
The office of planning and research in the department is the state health
Blannm and development agency designated under § 1521(§b)(3), P.L
3-641. The office shall perform the functions enumerated under § 1523,
P.L. 93-641, administer the certificate of need program outlined in & 41
— 111 of this chapter, and other functions prescribed in this chapter. (* 2
ch 275 SLA 197C)

Article 2. Certificate of Need Program.

Section Section
31. Certificate of need required 81. Proceeding! for modification.
4). Standard of review for application} pension, and revocation
for certificate! of need 91. Injunctive relief; penalties; right c.

51. Term! of uauance of the certificate action
Cl. Modification and termination of 101 Itcqulatinni
activities 111, Definition!
71, Temporary and emergency car-
tificatea
156

Effective dnie.— Section.r,
JDTC. [lJrowdes: "Seen, 1
18.07.101 take effect on July

Sec. 18.07.031. Cerii
undertake the follow:
certificate of need issu

(1) construction of a
(2) alteration of the |
(3) addition or elimin:
a health care facility. (

Sec. 18.07.041. Stan,
of need. The office shai
acertificate of need if tl
resources or the access!
or projected requireme.
good health of Alaska <

- Sec. 18.07.051. Term
issued shall specify terr
of the activities author!

Sec. 15.07.061. Modi
certificate holder shall
certificate before term!
terms of issuance, but
acquiescence of the
authorized by the certif
activities authorized hy
notlf?/_ the office 60 <
certificate to the office
1976)

Sec. 18.07.071. Teinj
office  shall ?rant a
construction of a health
under S 41 of this chap
hearing, that the act ol
repairs.

(b) The office may g
temporary operation ol
shows by affidavit or f.

(1) the necessity for e



r-xcerpt from an article in Alaska Medicine, Vo ume
~3, buaber 2, May/June 1981, by Mim Dixon. Title:
Health Planning in Alaska: A New Agenda for tie 80°



adminjstration, thereby removing one underlying
objective of the health planning agencies. Also
President Reagan has taken a more direct approach to
reducm% the federal Medicaid budget.

Furthermore, the philosophy integral to the health
planning activities of P.L 93-641 has been to avoid
duplication of costly medical technologies and services
ina given area and thereby reduce costs throu%h

higher utilization. This approach appears to be philo-

sophically antithetical to the conservative Republican
economic models which rely ”PO” competition to
reduce costs. Another feature of P.L 93-641 which
could make it m_here_ntlkl politically uncceptable to the
new administration is that it requires states to pass

"Certificate of Need" legislation which restricts the pri-

vate sector from making new investments in health
care facilities and equipment without posing the same
limitations on the federal government.

Is there a need for health planning agencies in Alaska?

The need for health planning in'Alaska has proba-

bly never been greater than during this present period
of rapid chan?e. In Its unique position of having a
surplus of state revenues, the Alaska Legilslature IS
finding that proposals for state spending are

ing the abundant revenues. While the eglslature has
focused its attention on issues related to resources
development, expansion of the physical infrastructure

within the state and investment policies, most legisla-

tors acknowledge the unmet need to address "human
Eroblems." Perhaps now more than ever before the
egislature needs advice on howto spend Its resources

in a prudent and effective manner to reduce the suffer-
ing in Alaska from our major health problems: alcoho-

lism. accidents, violence In the home.

Health planning agencies are in an excellent posi-

tion to provide this advice. The comprehensive health
planning which they have performed in the past five
Y_earshassoughtmeansto_addresstheseproblemsata
*Time when budgets were tightand there was a need for
prudent planning. Furthermore, the health planning
agencieshave de\(eIoPed mechanismsfor formulation
and review of their plans by a broad cross-section of

Individuals who represent both consumers and agen-

cies from diverse geographic areas of the state.

Recent developments In Alaska and the nation are
chan%mg the social, economic and Folltlcal context for
fhe”alt_ care. Among these developments are the
ollowing:

Recent oil wealth <tnd state budget surplus in
Alaska.

Growing national need for domestic energy
resources which is stimulating development of
those resources in the Western Stales and the
Outer Continental Shelf.

A combination of escalating fuel costs end the
dere%ulatlon of the airline industry which is Increas
ing the cost of air transportation and decreasing
the number of scheduled commercial flights.

Page 35

arexceed-

National political trends which indicate reduced
federal expenditures for health and social services,
federal deregulation and a more powerful role for
state governments.

These trends have sq.nmcant implications for the
future of health care delivery systems in Alaska which
potentlallk/_cre_ates awhole new agenda for health plan-
ning activities. Issues which have not been
addressed previously in Alaska must be. Change can
be very dI_SfUP_tlve unless there Is adequate planning
and coordination. There are many health care deliver
systems and many constituencies in Alaska whic
must be included in the planning processes to assure
equitable outcomes. _

The question asks is there is a need for health
planning "agencies" in Alaska. The implication is
whether the health planning needs In Alaska can be
met bya smgle statewide a enc?/, most likely located in
the Alaska Department of Health and Social Services
orwhether the needs can be better met through several
regional agencies. Nearly every area of stafe govern
mentacknowledges thedlversnrofgeographlcreglons
In Alaska, the need for decentralization in planning and
policy development and the importance of broadly
representative citizen participation. This usually requires
several regional advisory boards, rather than a single
statewide advisory committee. For advisory groups to
be effective, they usually require staff and bdgets over
which they have control. If "agency" is defined in this
broad context as an organization with a board orJure
tors, staff and budget, then there is probablya ..eed for
more than one health planning agency in Alaska. The
specific structure and staffing of these agencies, how-
S\éeé’zl r11eed not be the same as that prescribed by P.L

Adapting existing jgendes versus creating ne*
agencies to meet state needs .

At the present ime, it may be very difficult for the
health planning agencies created b}/ P.L 93641 to
justify their continued existence as state programs The
organizations were forced upon the state ongmat*>
under the threat of discontinuation of federal funds for
health programs.1Without this threat, the incentne to
cpdntlnbule e organizations may be dimishcd con
siderebly,

Fur){hermore,thegoals,ogendasandworkplansd
these aqenmes have been denved from federal
lines. Alaska and some other Western states hasr
argued that the federal guidelines are not apProprwr
because health care institutions in those statei arr
underdeveloped rather than superfluous. Federalrr”
lations require HSA's ond the SHPDA to prod.**
massive health systems plans, annual implement**™
plans and %rant applications on.an annual ban*
erabon of This paperwork has in turn influenced *
staffing and accomplishments of the organizations

At the present time, the actMOes of the *
Plannlng agencies In Alaska can be charaoenm] »

ine-tuning the existing health care delivery syvem*

Volume 23. Humber 3



compliance with requlations glJromulgated by federal
agencies to further P.L 93-641. Since the majority of
fcunding for HSA's, SHCC and SHPDA comes from
"ederal sources, they are obligated to structure their

dates. Furthermore, they are obligated to structure
'heir oroanizations according to federal ?mdellnes.z

The argument could be made that the growing
trend for the private sector to use health planners3has
diminished the need for public sector planners and that
the health planning needs in Alaska could be met
through the private sector rather than continuation of
existing governmental and quasi-governmental health
planning _agzenme_s. There are two types of health
planners inthe private sector in Alaska. _

The first type of health planner has been hired by
agencies which provide health care services primarily
to write grants and to respond to the massive Paper-
work requirements of state and federal legislation.
While this type of health planner may participate in
interagency activities, the role of this individual is clearly
to serve thé organization which employs him or herand
this creates an inherent conflict of interest for compre-
hensive health systems planning. . _

The second type of health planner in the private
sector is the private consultant One might anticipate a
growth inthe number of private consultants as a result
of President Reagan’s budget cuts. However, private
consultants can only provide health planning services if
they are hired by clients. While the organizational struc-
ture of health planning agencies in Alaska could be

altered to rely more extensively upon private consul-
tants than internal staff, the agencies must be con-

tinued in order both to hire the private consultants and
to provide direction, review and implementation forthe
planning products, , ,

, Oneofthemajorgoalsofhealthplannmgagenues
IS to_achieve some degree of consensus on future
activities of organizations end institutions. This can be
done only by an organization which has been carefully
structured to be representative and politically accep-

table Particularly when the issues involve the distribu-

tion of public funds. .
While the conceptof P.L 93-641 may be politicall
ungcc%ﬁtable In the national sphere, agencies create
under
|t>{ Inlocal political spheres. Eachof the three HSA's In
Alaska has a Board of Directors at least 61 percent of
whom are heatlh care consumers. A relatively high
turnover in consumer representation on the Boards of
Directors of the HSA's and the 30-member SHCC
(which isalso over 51 percent consumersl) has created
a relatively sophisticated network of hea
sumers throu%houtthe _ _
lems of health and the delivery of h- alth services and
committed to |mf3roveme.nts through the processes
developed by health planning agencies, .
Health planning agencies have also provided a
forum for health care providers from diverse agencies
and professions to communicate, coordinate and

Alaska Medicine. w ag/June 1981

planning at%endas in response to these federal man-
ur

at law have achieved a high level of acceptabil-

alth care con-
who are familiar with prob-

resolve existing and potential conflicts. In a state as
large as Alaska with as many health care institutions,
the value of this formal association and the
acc_omPan ing informal interactions cannot be under-
estimated. To startfrom scratch to develop new organ-
cations may be demoralizing to the individuals who are
expected to participate inthem when they have already
—ace significant investments in existing organizations.
Furthermore, new organizations take fime to develop
by-laws, staff, operating procedures and working
relationships.

 Both the state and federal ﬁovernment have
invested several million dollars in the deve.opment of
health planning af;enmes under P.L 93-641. More
importantly, the voluntary board members and profes-
sional staffs of the agencies have invested an
enormous amount of time and emotional energy in
developing organizations which are functional and pol-
|t|callz acceptable. On the one hand, these investments
may have created organizations which are too rigid to
adapt from federal directives to a state orientation. On
the other hand, these investments may have lain the
groundwork for effective organizations which are
capable of responding to new agendas.

New agenda Items

Consistent with federal goals, the current goals of
Alaska's health p!annln% a?enues have been to
encourage prevention of health problems through an
emphasis on health education, to allocate new tech-
nology within existing systems without unnecessary
duplication and to achieve levels of health care
considered apProprlate for community size and func-
tion. The challenge for health planning agencies in
Alaska today is to develop an agenda for the next
decade which will address the major chances
anticipated in the state and assist in planmn% health
services which are appropriate and responsive to those
changes. In the short-term, this requires not only a
reformulation of goals but also a restructuring of the
health planning agencies to address these new goals
with the necessary ex?ertlse and with organizations
which are streamlined to be efficient and responsive.

The following isa sampling of items which maybe
pntﬁhela9 eOr]das of health planning agencies in Alaska
in the S,

Item 1. Planning for boroughs to replace native
non-profit corporations in the provision of health
Services o _

_ . The Alaska constitution requires that the state be
divided into regional areas called "boroughs.”4Some
of the areas were expected to have re%mnal govern-
ments tided "organized boroughs.”3 Areas without
regional government were called "unorganized
boroughs” and the state legislature was to serve in the
capacity of the Borough Assembly. By law. all first and
second” class boroughs have the following powers:
1) education 22_ assessment and taxation and
3) planning, platting and zoning.» Through prescribed
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procedures, boroughs may also adopt other powers
such as the provision of health services.

Despite repeated attempts by the Alaska State
Legislature to organize the unorganized boroughs.7in
most areas of the state rural residents have adamantly
opposed the formation of local ?overnment. The
reasons for this opposition has been two-fold: 1} people
do not want to_be regulated by another level of
government partlcularlzl with reg_ard to land use and

people do notwantto pay additional taxes to support
local govemmentservices. The changing PO|I_'[IC&| and
economic situations within Alaska may eliminate the
basis for this opposition to horough giovernmelnt.
Through the establishment of Regional Education
Attendance Areas gREAA's)® and Coastal Resource
Service .Areas (CRSA's).5 some horough functions
have already been assumed on a regional basis with
local control, thereby making these functions more
acceptable and developing the local expertise for future
leadership roles in borough government.

State oil wealth may eliminate the need for local
taxation thus removing the ogposmon to borough
?overnment on that premise. Certainly, state school
oundation support will continue to grow as well as
state capital expenditures for projects including schools
and other public facilities which may become the debt-
free property of newly-created boroughs. Pipelines and
Outer Continental Shelf oil development may provide
an ince,;uve for local government to reap the benefits
of those tax bases rather than forfeit them to the state.
However, itis doubtful that any other area of Alaska will
have a tax base the magnitude of the Prudhoe Bay tax
base which has funded the North Slope Borough
government. Nevertheless, the North Slope Borough

0es representa prototype model for resource develop-
ment providing a tax base to stir ulate the formation of
local government. N .
ile erasing the disincentives for local (t;overn-
ment, resource development also mar create new
sincentives for local govemmeni. Population growth
resul_tmgz_from resource development will chanqe the
distribution of population in Alaska so that a Targer
percentage of rural residents are nonNatives. This
group currently has no representation in governmental
and quasi-governmental organizations in rural areas
such as village councils formed by the Indian
Reorganization” Act (IRA Councils) and” Native profit
and non profit corporations. Because Natives and non-
Natives currentl* do_not have equal access to and
control over local decisions and services, there will be a
growing demand for. greater participation by
non Natives. Natives will ||kely.re3|st relinquishing
political and economic control in the face of losing
majority status and becoming minority populations In
those areas. At the same time, resource development
will intensify the demand for services which are more
aPproprlately administered at the local level than by
state government.'0 ,

As a result of these forces and the recent efforts in

the State legislature and administration to plan to

Page 37

organize the unorganized borough," it may be .Pre-
dicted with a fair degree of confidence that there will be
more organized boroughs in rural Alaska in the near
future. Although borough governments have no
requirements to assume health care functions, other
forces suggest that boroughs will replace Native non-
profit corporations as regional health providers.

_One might anticipate diminished funding for the
Indian Health Service, possible even termination of
Indian Health Service programs in Alaska, asa result of
policies of the Reagan administration to reduce govern-
ment spendln?. here is acknowledgement of this
alternative in the Alaska Native Claims Settlement
ActR2Also there is a national perception that the State
of Alaska can afford to provide these services. If the
Indian Health Service budget in Alaska is cut, then the
oPeratJn bud(l;ets ofthe Native non1i)rof|t corporations
also will be cut Reduced budgets will result in reduced
services in rural areas. Atthe same time, there likely wil
be an increased demand for health services from the
%rowmg populations in those areas. Boroughs may
lave access to revenues to provide health services at a
time when_funding for Native non-profit corporation
health services is scarce, thereby facilitating the tiansfer
of responsibility for health services from the Native
non-profit corporations to boroughs in rural areas.

nticipating the emergence of bhorough govern-

ments in rural areas of Alaska, the established” health
systems agencies can identify the potential alternatives
for the dehv_erY of health services and assist in defining
the appropriate roles for existing agencies and future
agencies. Competition for limited resources and
resultant hostilities could be avoided through the
H?A's acting effectively in mediating and planning
roles.

Item 2 Assisting the State of Alaska In developing a

health insuran ~program . .
Progosals | already been introduced in the
Alaska State Legislature which would create a state

health insurance plan.'3 State oil wealth make this
approach economically feasible and there appears to
be political support for'iL . .

Alaskans are becoming increasingly aware that
present schemes to return the state’s oil' wealth to its
citizens through cash disbursements result in greater
federal personal income tax. Because there is no cost
ofIlvmg_adjus.me_ntInthefedera_l tax. Alaskans already
Pay a disproportionate federal income tax relative to
heéir real incomes. One could therefore anticipate a
g_rowmq demand * Alaskans to redistnbute the state
0il wedlth by reduunP the cost of living in Alaska
through the subsidy ot high cost 8oods and services,
such as transportation, energy and health care, which
would not be considered taxable income by the federal
government. o

It is likely that the existing proposal could be
expanded to provide health Insurance coverage for all
Alaskans similar to a national health insurance
program. A comprehensive state health insurance
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fﬁrogram would change the financing structure for

/

| tffcthe decline of the Indian Health Service in

ea :h care in Alaska. This would likery stimulate the
rowth of the private sector of medicine and/{Jromote

[ [ laska. It
would also provide greater thlrd-partY coverage for
heatlh services Prowded bythe National Health Service
Corps and local governments in rural Alaska.

Health svstems agencies could serve the state by
providing detailed P_Ianmnn}; documents which would
show the implications of alternative state health
insurance Rrograms for the health care delivery
svstems in theirregions. These documents could then
be subjected to a review process which would assist in
the selection of the most appropriate alternatives and
facilitate an orderly transition.

ltem 3. PIannln% health systems response to
changing transportation ﬁ_atterns In Alaska
_ The combination of high fuel prices and deregu-
lation cf the airline industry in the United States will
have a significant effect on transportatin patterns in
Alaska. With a high degree of certainty, one can
anticipate reduced airline services and increased costs
for air transgortatlon-both within Alaska and between
Alaska and Seattle. I
Within the state, one possible implication is that
there will be a shifting reliance from air to surface
modes of transportation. The Alaska Legislature and
Governor have committed the state to using its budget
surplus for capital improvements and roads historically
have been desirable capital projects. Current needs
assessments suggest a strategy of contacting
comm tties within'regions to the regional centers by
surface transportation rather than the previous strate%y
of connecting regional centers with urban centers by
roads.X Since these are smaller p.ojecu. they may be
more politically acceptable. At the same time, resodrce
development, “trucking and Teamster interests will
likely provide political pressure to extend the h.ghway.
marine highway and railroad systems in Alaska,
' The implications ol an expanded road and hlﬂhway
system in Alaska uPon heatlh and the delivery of health
services are two fold. First, more roads will mean more
highway traffic accidents in rural Alaska which will
requirp an expanded emergency medical service
system and one which is adapted to surface, rather
than air, transportation of victims, SecondIK, surface
transportation within a region may changet eac
ibility of health services and théreby the cmeria for
distribution of health services The goals for distnbution
of health services in rural / laska may more closely
approximate those in the " ower 48" "states (i.e. 30-
minutes driving time to a health care provider) wh ch
may inturn change the desired service deliverypate ns
In the event that surface transportation does not
flourish, the higher cost of air transportation may have
other implications for the delivery of health services.
When one considers the cost of tranporting patients as
part of the cost of health care. It may become more
economically feasible to locate more sophisticated
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medical practitioners in remote area: than to evacuate
Ratlents to a regional or urban center. Similarily. the
igh cost of transportation may create a greater
demand for sophisticated medical services In the
urban areas of Alaska reducm? the reliance upon
Seattle as a medical center for Alaskans.

At the present time there is an_unmet need for

health planners to work in conjunction with transpor-

tation planners to anuuﬂate the demands for health
services generated by changes in the transportation
systems in Alaska. Within this context, the concept of
lévels of care which has been the basis of health
planning in Alaska may have to be revamped and
assessments of health manpower needs revised.

Item 4: Plannin? for the growth of Industry in Alaska

The national demandfor domestic resource devel-

opment will create a growth in the extractive industries
in Alaska, This, in turn, will create ﬁreater needs for
Rlannmg in the area of industrial health. Little attention

as heen given to industrial health in Alaska because it
has been assumed that industry is largely non-existent
in this state in which more” than "a"third of the
employment is in the public sector,

Industrial health issues In Alaska differ from those
that predominate in the rest of the states, For example,
in Alaska the workplace is generlly not a factory butthe
out-of-doors. Accident patterns infactories are likely to
be very different from accident_patterns in logging

ment is a greater factor in industrial health in Alaska
posing problems such as hypothermia. Work sites in
Alaska are relativelyisolated and, therefore, workers do
not have access to health services usually accessible to
workers in urban areas. Also, there may be some
unique mental health and social problems associated
with the social context of work In isolated places in
Alaska: workers are separated from their families tor
extended penod of time; living conditions lack privrcy
and autonomy, daily and WeekIK working hours arc
often Ionger than thé standard 8-hour da> and 40-hour
week; and workers do not have control ovci aspects of
their daily life such as food, social associations
recreatiorial opportunites. spatial relationships and
decor in the living environment. _

Because of these unique aspects of Industrial
health in Alaska, the ?rowth of industrial employment
in the state will create a growing need fo research
related to industnal health. Greater state involvment in
socm-economlcfplannmg for large-scale resource
development and a greater awareness by private
Industry will increase the demand for industrial health
plann >gin the state. The future role of health systems
agencies with rePard to.industnal health may Ji¢ in the
coordination of dustrial health programs with otner
health programs in the state.
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An article appearing in Alaska Medicine, Volume 23,
Number 4, July/August 1981, by Ron Hammett. Title:
The Alaskan Opportunity to Plan and Develop Health
Care Resources and to Promote Improved Health Status.



THE ALASKAN OPPORTUNITY
TO PLAN AND DEVELOP HEALTH CARE RESOURCES
AND TO PROMOTE IMPROVED HEALTH STATUS

Because of promised Federal reductions in health
funding assistance to states. Alaskans are going to
havean oPportumty todecide whatto keep, what toadd
and what to change. The effort should focus on
functions rather than existing structures.

The Federal government has for many years been
concerned with the health core status of Amcncans
and with the ade(luacy of their health care. This
concern has been translated into a senes of Federal
laws including the Hill Burton program, promoting the
development of health care facilities: hospital regional
Blann_lng legislation; the _Comerehenswe health
.Planning and Regional Medical Programs: and most
recently the National Health Planning and Resources
Development Act of 1974, which among other thmg%s
established Health Systems Agencies %HSAls_?. State
Health Plannmq and Development Agencies (SHPDAS).
and State Health Coordinating Councils (SHCCs). In
Alaska three HSAs were formed covering the northern
Interior area FNorthern Alaska Health Resources
Association), the south central and western regions
(South Central Health Planning and Development. Inc.)
and southeastern Alaska (Southeast Alaska Health
Systems Agency). In addition to Federal desqna_tlon
and financial support the State of Alaska has officially
recognized all five organizationsand contributed funds
to their support =

The Reagan administration has froposed that
Federal financial suRpon lor P.L93-641 as amended
which established the health planning ,proPrams be
phased out over the next two federal fiscal years. In
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Alaska this would mean that Federal support and
rer?ulatlon of the Al iska HSAs would end in mid 1982.
After a slight incrr ase durm% the penod from July 1,
1982 to July 1.1 C/83. Federal financial suppon for'the
SHPDA and Si<CC would also terminate. Further, the
Reagan administrate * has indicated an intent to
chanﬁe the form of ¢ er Federal suppon for certain
health services from categorical Iqrants to block grants
with the associated lessening of Federal requirements
for adwsorY boards.

Except for the loss of Federal funds these twd
developments should be viewed as positive an as an
opponunity for Alaska to make itsown decisions about
health caré and health promotion. .

In arriving at these decisions, good planning pro-
cedures should be followed and should stan wit >the
assumption that the structures and boards as we snow
them which were established under Federal law 00 not
exist This is not to say that either that structure or their
functions should be discarded and in fact much may
be retained. However, that isa matter for determination
after decisions are made about what Akska wants to
do about health care and health promot on.

To start, we need to answer th* question: what
should governmentand public ef'ort do that the pnvate
sector cannot be expected to d >either ent|ret¥ orIn
major part? To answer that ques ion It is necettary to
dentify the universe of things thfit can be done In'the
name of health. One listing might be as follows:

1. To care: performln.? traditional diagnosis
treatment and rehabilitation services intended
to restore a healthy state when disease or
accident has lessened it _

2 To fund: granting awards of funds, setting
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s-zrczrcs and criteria, reviewin% ard monitoring
and Prowdlng f nancial supfoor. .

3. To olan; collecting and analyzing data, describ-
ing existing services end conditions, establishing
%oals and objectives, developing policy.

4. To cevelop: prowdm? technical assistan e and
advocacy, communi Y organization, evaluation
of assets and liabilities and implementation

lanning. o .
5. To promote: conducting disease and accident
Preventlon serv.ces. educational and informa-

ional services, promtlional program develop-

ment
While none of the categories described above would
be expected to be the exclusive province of either the
private or public sector there is some difference as to
where primary or "lead" responsibility falls. Usually

care as defined here encompasses those thinqs pro-

vided in large part by physicians and hospitals and
supplemented hyavarie KOf other health care providers
and facilities generallg through a structure of fees for
services. These are things most easnY defined and
assigned an immediate dollar value and therefore most
amenable to solution through private enterprise. Care

maY also be provided through government and non-

Fro it or%amzatlons to specific populations such as
hrough the IHS and by specialized clinics. _
The other four areas are less easy to identify and tie
to cost and are therefore more.ea3|l¥ provided for
pnmarily in the public or non profit sector. ,
_Funding and plannm%are traditionally the responsi-
bility of government both state end local. Some private
money will supplement government support. There
should be a large citizen involvement, both provider
and consumer, into the funding decisions of govern-
ment However, the major respons_|b|||t?/] for funding a
variety of programs will rest with the state. The
provision of financial support should be dependent on
planning. Planning the establishment of goals and
objecuves and the develo_Pment of policy, although
ulfimately t ie responsibility of governmeént, -hould
require mu  citizen participation. _
esource development and her.In promotion are
probably best accomplished uwpdgh heavy involve-
ment of both consumer and provider with a degree of
support and influence by government. A mechanism
here could be a privaté non profit corporation with
some hasic state financial support and a wide base of
involvement and assistance. o
An Alaska State health system model following this
ml%ht appear as follows: . _

. Health care: provided by physicians, hospitals
and other pnvate practitioners on both fee-for-
service and sala(rjy basis: regional health cor-

orations. the Indian Health Service and other

ative health care ?roups: and vanous private

ﬂroﬁt and non profit organizations delivering

ealth care to specific and general groups

Might Include some innovative schemes of
single financing mechanisms. _

2 Funding support: provided by a Stale granting
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program (similarto current DHSS resp,on5|b|||t2/)
comblnlng{ all the current categorical State
support along with Federal support funneled
through the State in a new configuration
dependln? in part upon the ultimate structure of
Federal block grants and the State's administra-
tion of those funds.

_While this would be primarily a State respon-
sibilitythere should be citizen advisory contribu-
.ons.” This would include the functions now
provided by tne DHSS categorical committees
and the review/recommendation activities of
Jie SHCC and HSAs. -

3. Planning: ultimately - State responsibility
(SHPDA" present role) with State established
goals and obéectlves and policy but with citizen
advice. The State needs to establish consistent
policy co.ncermngz financial s"Dport of facilities
and Services. A statewide citizen advisory body
and luct.! groups should have specific rules.
These are some of the functions now performed
by the SHCC and HSAs '

4. Resource development: there uuld be a state-

wide Cpnvate non-profit corporation (replacing

SHCC) to provide actual resource development

activities mc_lude technical assistance and
implementation planning consistent with State
established policy goals and objectives. A variety
of local private non profit organizations (replac-
ing HSAs) might also be involved (The pnvate
non groflt approach is sug-icsted to insure staff
and udgeicontrolbythegc/ernmg body, both
in performing functions 4 and 5 and in advising
under functions 2 and 3.) . .
5. Health Promotion: a second primary responsi-
bility of the pnvate non profit mechanisms

noted in 4 above with State advice.

Insummary, itis important thatw not let ourselves
be caught in'the “survival" trap The health planning
organizations SSHPD_A 5. SHCCs, and HSAs) whichare
Iosm? Federal funding came in»o existence as the
esult of a 1974 Federal law and can hardly be
considered institutions However, in the short range
view it's easy to jump to the conclusion that replace-
ment funding must be found to suppon the ﬁood they
are doing. We are reluctant to "reinvent the wheel" even
when it needs reinventing.

We neet to focus on what Alaska wants to do about
health care, planning, development and promotion.
The process should start with identification of discrete
cateﬁones de_scrl_bln% the universe of health concerns
(such as the five listed here), proceed to assignment of
pnmary and supportive_responsibility, followed by a
descnplion of mechanisms and functions and ulti-
mately identifying the resources needed for
Implementation., ,

»eopportunity presented to Alaska is the chance to
determine the functions and desenbe the structure
without the encumbenng Federal guidelines that have
n thetpast accompanied the promise of funding
support.
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—~opies 0z letters from I3AHRA to Commissioner Helen
Seirne requesting increased funding for Alaska HSAs

and from Commissioner Beirne to KAHRA in reply to
request.



northern + :a nealth resources association, inc.

August 02, 1981

Helen Bierne, Ph.D.

Commissioner

Department of Health 5 Social Services
State of Alaska

Pouch H-01 A

Juneau, Alaska 99811

Dear Commissioner Bierne:

The Resolution which is enclosed was developed as a result
of discussion which occurred at NAHRA®"s most recent meeting
of the Board of Directors on July 24, 1981. At the time the
Resolution was discussed we were still under the impression
that the DHSS budget proposal for FY-1983 would contain a
request over and above the traditional $300,000 that has
supported Health Systems Agencies 1in recent years. To our
dismay, 1 have learned through Phoebe Llndsey this week that
you have decided not to include a request for increased
funds for the purpose of maintaining a health planning
network 1in this State. This news 1is particularly
discouraging when 1 look back over the past three months and
realize h w much time and effort the staff and board members
of the three HSA"s have put in developing "transition
proposals™ for your consideration. The abruptness of this
action given the preparatory steps we have gone through 1is
puzzling to me.

In light of the enclosed Resolution and the outcome of the
U.S. House and Senate Conference on budget reconciliation
which this week supported continued authorization for Health
Systems Agencies, 1 would like to urge you to earnestly
reconsider the Department®s position with regard to funding

1 for the HSA's. The reconciliation proposal which emerged
from the Housc*Senate negotiations this week reduces the
minimum funding level for HSA ™ to $100,000/ycar. If we

. assume that we will continue to receive matching funds from

I DHSS, based upon the State of Alaska®s support of health

{ 529 5Ih avenue. suile 8 lairbonks, aloska 99701 telephone (907)456-2553
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Helen Bierne, Ph-.
Commissioner
August 02, 1981
Page Two

planning, then a modest increase of $75,000-S100,000 per HSA
from the State would support the continued operation of the
health planning network throughout the State. A $600,000
price tag for health planning seems very reasonable when one
considers the total health care bill i1n Alaska
(approximately $500,000,000 in 1980).

We would appreciate your response to the concerns addressed
m the Board of Director 3 Resolution and the 1issues | have

for"HSAMs80 thC Dcpartn,ent®s Position on future funding

Sincerely,

[e$ ‘;Zk; .

Charles M. kalienbach, Dr. P.il.
Executive Director

CMK:fir

cc: Governor Jay Hammond
Paul Sherry, President, _*AHRA
South East Alaska Health Systems Agency
South Central Health Planning $ Development



of the
HOARD OF DIRECTORS

NORTHERN ALASJCA IJEALTTI RESOURCES ASSOCIATION, INC.

Requesting the Commissioner of Health and Social Services,
State of~~/daska, to support Regional Health Planning

HHEREAS:

1. There are presently three Health Systems Agencies (HSA3) in the State
of Alaska vhich are supported, 1in part, by both the State and Federal Government;
and

2. The Federal Government isproposing to eliminate its support of Health
Systems Agencies throughout the UnitedStates; and

3. The Board of Directors ofthe Northern Alaska Health Resources Association,
Inc. firmly believes that the presence of HSA % in Alaskahas contributed significantly
to a more coordinated and cost-effective system of healthcare delivery; and

4. The Board of Directors believes it isin the best interests of the people
of this State to continue to provide local planning for the efficient and effective

Nelivcry of health services, through the continued operation of the regional HSA"s.

NON THEREFORE LET 1T BE RESOLVED THAT:

.->ard of Directors of the Northern Alaska Health Resources Association,
Inc. <k ics,"Ctfully request that the Conxnissioncr of Health and Social Services,
State of Alaska, include sufficient operating funds in the FY83 State Budget to
adequately support the continued operation of the three Health System Agencies.

CERTIFICATION

This is to certify that on July 24, 1981, in a meeting assembled at Fairbanks,
Alaska, the Board of Directors of the Northern Alaska Health Resources Association.
Inc. duly considered the foregoing resolution at which a quorum was present and that
same was passed by a vote of 23 in favor and O opposed.

& lion: Marguerlto Stetson
Second: John Blcver
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PHONE:  465-3030
August 20, 1981

Charles H. Kaltenbach, Dr. P.H.

Executive Director

Northern Alaska Health Resources
Association, Inc.

529 5th Avenue, Suite 8

Fairbanks, Alaska 99701

Dear Dr. Kaltenbach:

Thank you for your letter of August 2, 1981 requesting support for
regional health planning. | appreciate the work that the three HSAs,
the SHPDA staff, the regional corporations and the SHCC have under-
trilken_ In recent months to define a continuation approach for health
planning.

As you are aware, our Interests 1n calling together the health plan-
ning strategy group were #wofold: a definition of what future efforts
should be and determination as to whether such efforts could be further
supported by this Department. 1 am aware of your agreement on proposed
functions, and while 1 believe this effort could be subject to further
study and refinement, particularly as this Department more clearly
defines Its approaches to overall planning and to regionalization,

this effort is a good start. Congress®™ recent action on the
Reconciliation Act and the continued but Halted federal funding
proposed for HSAs for state fiscal year 1933 should serve as the basfr
for continued discussions among Us.

From the outset, our discussions on additional Departr*ntal support
focused on the development of our policy budget and the competition of a
number of expanded or new program efforts for limited resources.
Divisions and separate offices submitted to my office in late July

their proposed program artlvitits for FT 83. On the basis of
anticipated revenues, this office then directed the Divisions to

refine those proposals which most dearly met the Department®s needs

. reSO<reM A*_1clpattd. The Division gf State
Health Planning and Development was directed to develop a budget

Increment that would replace lost Federal funds (both reductions in

the SHPDA grant amount and major cutbacks in Title XVI11 funds) and
create the nucleus for a department wide program analysis and planning
capability. The total amount available to SHPDA for these purposes was
$200,000, far short of the additional $300,000 - $900,000 needed to
reinstate lost HSA funds. Each program request had to be weighed against
our urgent need for additional correctional facilities*, our need to
produce a comprehensive public health plan that addresses cur
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our relationships to the Alaska Native Health Service and our role, if

any, iIn the direct delivery of services; the need to cope with the rising
demand for mental health services including those of emotionally disturbed
children, and overall management and information processing needs. A

key factor in this evaluative process iIs our awareness of executive and
legislative branch~Tnterest and our own commitment to restraining the
growth and expansion of state government programs. The urgent needs
ldentffled anc a limit on what increasein overall budgets coul. reasonably
be defended did not permit us to include an additional $800,000 - $900,000
for regional health planning efforts.

Our Inability to include additional funds for regional health planning

in our proposed budget cannot be Interpreted as a lack of support or
Interest in this capability. Alaska has 1n fact, supported this effort
more extensively than any other state of whici 1 am aware. 1 have strong
Interest 1n a capability that will provide input and insight from a
regional level on the wide range of health, social ser/lIce and correctional
Issues this Department 1s responsible for addressing. 1 believe we are

In agreement that the health planning system as we know it could profit

by the elimination of many compliance type activities and the freedom to
focus on and assist iIn resolving issues of mutual concern. This Department
will continue to be supportive of efforts to revise and finance a system
that Is even more responsibe to ine variety of health related needs that
Alaskans have.

Sincerely,

"lelen D. Beirne
Commissioner

cc: Jay S. Hammond
Paul Sherry
SEAHSA
SCHPD
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OVERVIEW

Members of the Board of Directors and Staff from each of the Health
Systems Agencies (HSA"s) in Alaska have been grappling for several
months with the problem of how to maintain a regional health perspective
or voice within the State when Federal support for health planning is
discontinued. Early in 1981, the Commissioner of Health and Social
Services expressed a desire to support the continuation of a regional
health planning program. HSA®"s were invited to develop a proposal for
her consideration as part of the Governor®s budget for FY-83. After the
HSA®"s agreed on a core of five functions, each developed a proposal for
the Commissioner based on local needs and submitted them in August,

1981. After considering the proposals, the Commissioner elected not to
include additional funds for HSA®"s in the Department of Health and
Social Service budget basically because of other departmental priorities
in the areas of corrections and mental health.

Following the Commissioner®s decision the HSA"s reassessed their
position and agreed that if the worthwhile functions of the HSA"s were
to be maintained, an effort must be launched to gain legislative
support. Subsequently, the Board Presidents, other board members, and
staff from each of the Agencies met in Anchorage for a two-day session
to develop a proposal and a strategy for approaching the State Legis—
lature. We carefully examined all of the activities we have been
engaged in over the past five years and compared them with what we
believed to be the needs of the State. This led to the development of a
proposal for regional technical assistance centers for health which
would have as their core functions: 1) community assistance, 2) health
promotion, and 3) regional perspective.

To promote the proposal within the State those present at the
November 6-7, meeting elected to form a coalition with representation,
at the present time, made up of HSA Board Presidents and Executive
Directors, and the Chairman of the Statewide Health Coordinating
Council. "The primary mission of the Alaska Health Coalition - as
it was named - is "to review the need for health planning, development,
and promotion activities and to develop goals, describe functions and

recommend structures to achieve optimal health for the citizens of the
State of Alaska."

The core functions are outlined below with examples of activities
which would be carried out within each of the functions.

1. OONT>UNITY ASSISTANCE

To assist communities in identifying problems and developing plans
to solve them. Activities would include:

A. Organizing key individuals within the community or region to
address important health issues.



Gathering ideas/opinions from community members on specific
issues or needs.

Analyzing problems and assisting in the development of local
strategies for dealing with unmet needs.

Assisting communities to implement strategies.

Conducting public hearings on issues of local or regional
concern.

Providing direct technical assistance to individuals, service
programs, and communities in:

defining needs

identifying resources (manpower, Tfinancial, services)
preparing grant applications

assisting with program implementation

assisting with program evaluation

*

HEALTH PROMOTION

To promote the development and maintenance of health promotion and
prevention programs through:

A.

Determining the prevention and health promotion needs of the
region.

Assisting the cur: ently existing programs to improve their

effectiveness through coordination md cooperation with other
programs.

Providing a forum for prevention anc. health promotion
interests.

Developing new prevention or health promotion programs to meet
the special health problems of Alaska.

REGIONAL PERSPECTIVE

A.

To maintain o local/regional capability to provide current,
accurate, health related data for planning review, and
resource development activities by:

1) Assisting individuals, communities, service programs, and
the Department of Health and Social Services to define
data requirements to support regional and statewide
planning activities.

2) Maintaining a regional data library which would contain
current information on the population, socioeconomic
status, health status, and health care system for use by
all citizens.



3) Coordinating data collection activities with local
agencies, regional Native corporations, and statewide
agencies and organizations.

B. To maintain coordination with State government by:

1) Providing a conmunity/regional perspective to the Legis—
lative and Executive Branches of State government on
health-related issues.

2) Conducting local reviews of grant applications and pro—
posals for local or State health-service funds in co—
operation with the Commissioner of Health and Social
Services.

3) Conducting local reviews of proposals for new institut—
ional health services (hospitals, nursing homes) as
required by the Alaska Certificate of Need Law.

4) Studying and developing reconmendations on policy issues
suggested by the State Legislature, the Department of
Health and Social Serv; ”s, or other policy setting
bodies.

C. To conduct research activities and program evaluations in
response to regional and State priorities by:

1) Conducting health-service and health-policy research on
issues of Jocal, regional or statewide interest.

2) Assisting health service programs to develop and implement
program evaluation activities within their agencies.

3) Assisting local and State funding agencies in conducting
evaluations of health service programs.

OTHER FUNCTIONAL CAPABILITIES

Another function currcntly performed by regional health systems
agencies which is considered important, bur which should be de«
emphasized.is plan development. After five years of developing and
revising regional health systems plans, we believe that nuch less time
should be spent on the paperwork cf plan development. Instead [MOIE
emphasis should be placed on implementation of existing plans.

Regiuruii health systems plans are important especially as they
relate to the State Health Plan and other State planning doaments. We
rccorrraend a five-year planning cycle for the regional health plan
interspersed with subject-specific plans such as mental healt.i, facil—
ities, manpower, etc.



GOVERNANCE

We propose that regional health resources organizations be
private, non-profit corporations governed by a board of directors made
up of consumers and providers from throughout the different regions.
Appointment to the governing board would be by locally-elected

officials, health boards, or by election of the general membership of
the corporation.

The number of governing board members should not exceed 20 nor be
fewer than 10.

SUNSET PROVISION

It is suggested that a "sunset provision”™ be included in any
legislation or regulations which may come about as a result of this
proposal. It seems reasonable to set a three-year time limit on the
initial development of regional health resources organizations followed
by a legislative review before additional funding could be forthcoming.

STRUCTURE

We propose that at least three regional health resources organiza—
tions be established along boundary lines which are coterminous with
those of the regional Native corporations. Provisions should be
included to allow further division of a region to recognize established

health resource activities (nunicipalities with health powers, Native
health authorities).

The uncertainty created by the Federal uudget process has made it
difficult to propose a formal working relationship between the State
Department of Health and Social Services and the regional health
resources organizations. At the present time, the Federal government
mandates .*nd funds the Division of State Health Planning and Development
and the Statewide Health Coordinating Council (SHCC). Regional health
systems agencies arc formally linked to these two entities, as provided
in Pl 93-641 and PL 96-79 and would continue thatrelat”"”hip as long
as Federal funds were supporting any part of the health nning and
resources development network.

In the absence of Federal funds, which will most assuredly occur
in the FY-&3 Federal budget process, the State of Alaska nust reassess
the relationship between the State Department of Health and Social
Services and its constituents. The regional health resources organ—
izations will be prepared to work cooperatively with the Department of
Health and Social Services and the State Legislature to develop a formal
working relationship which maximizes the flow of information and
resources throughout the health system in the most efficient and
effective way possible.



Each center would be staffed by at least three professional people
and additional clerical staff. Estimated budget would be $300,000 +

$50,000 for each center (about two-thirds the current level of funding
for the Health Systems Agencies).

AUTHORITY

We are proposing that the regional health resources organization
be vested with the authority to have "review and conment" and/or "review
and approval/disapproval™ responsibility over State funds which are
awarded to health service programs within their jurisdiction. Although
technical assistance provided to a potential applicant for State funds
is believed to have the most impact on the final delivery of services,
we air 3ecognize that, without the authority which accompanies project
review, henlth service agencies would have very little incentive to
shape theiv programs to meet local needs.

Authority to review the expenditure of State funds for the devel —
opment or expansion of health facilities, major medical equipment, and
for operational costs associated with new services should also be
included in legislation or regulations establishing health resources
organizations. We propose that the threshold limits for "Certificate of
Need" review be raised to at least $600,000 for capital expenditures;

$400,000 for major medical equipment; and $250,000 for operational costs
associated with new services.






The folloving comments are taken 1irom remarks made at the Com—
mittee hearings in Fairbanks, Soldotna, Nome and Bethel during
the interim between the first and second sessions of the Twelfth

Legislature. They are included here as part of the record on
HSAs.

Note will be made of any remarks addressed to this subjec* at
the Anchorage HESS hearing and will be added to the commit »
files prior to the beginning of the next session.

Fairbanks Senate HESS hearing, September .12, 1981:

Charles Kaltenbach 1is the executive director of the Northern HSA
(NAHRA) . He stated that the federal government had overstructured
the HSAs and expected too much from the agencies. He spoke of the
functions of the HSAs, and felt they could and should be modified
to reflect needs of the State. He agreed that a fresh look at the
HSAs is needed, and mentioned some specific Ffunctions that could
be carried on by a revised HSA. He stated that the NAHRA board
was unanimous 1in 1its opinion that the present limit on certifi—
cates of need was too low, and pointed out that 1in its proposal
review function NAHRA had managed to help save (or keep from being
spent) hundreds of thousandr of doliars which would have gone to
provide duplicate or unneeded services 1in 1its region.

Michael Graf 1is director of mental health services for the Tanana
Chiefs Conference. He commented that he 1is an advocate of the HSAs,
and that he docs not apply for funds without Ffirst checking with

the HSA staff so that he might take advantage of their expcrtiso

He stated he felt there might be some dissatisfaction with the HSAs
because they sometimes had to say "no" to those who were applying
for funds for health care programs or facilities, and whose appli*
cations were reviewed through the HSA reviewing process. As a mem—

ber of the SHCC he said he knew how much state agencies relied on
HSA provided information.

Wayne Myers spoke in a capacity as private citizen. He remarked
that the HSAs were the only group with no vested interest 1in spec—
ific health care programs, and that therefore their function was
particularly useful.

Soldotna Senate HESS hearing, September 26, 1981t

Karen Carpenter, has been 1in Alaska sinco 1970, and 1is trained as
a nurae. S<.c commented that although she had served on the South-
central HSA (SCHPD) board from 1976 - 1976, she felt she had had

no real opportunity to give an opinion on many of the ISSUES that
came before the board.



Beth Taescher has been a school nurse in Alaska for 12 years.
She stated that she was 1interested 1in seeing health planning
continuing, but that it should be set apart from government...
HSAs had provided for Jlocal input and raised consciousness.
She was not sure if the present (HSA) system of health plan—
ning should continue as such, or a different system for local
input be devised. She has been a member of the Southcentral
HSA (SCHPD) board for three years.

Michael Herring 1is administrator of the South Peninsula Hospital
in Homer. In response to a direct question regarding the HSAs,
he commented that most members of the hospital association ques—
tions the need for three HSAs in Alaska, although maybe they had
a valid function as reviewers of capital projects, as opposed to
acquisition of new equipment.

Nome Senate HESS hearing, November 7, 1981:

The hearing opened with Jeanette Merton, representing the Norton
Sound Health Corporation, reading testimony from William Dann,
former executive director of the corporation. Mr. Dan.i"s written
comments on HSAs are 1included in the following appendix which 1in—
cludes written testimony received by the Committee.

Bethel Senate HESS hearing, November 14, 1981;

George Peratro""ich, a member of the Southcentral HSA (SCHPD) had
questions regarding legiflative plans for the future of the HSAs

in Alaska. He stated that the HSA had been very useful 1in provi—
ding technical assistance in Bethel, and that the HSAs are looking
at forming a coalition, reducing board -.umbers and changing the
types of services rendered. It was also stated that there should

be better coordination between the HSA and alcohol progr-ms (pre—
sumably to review the same).



Committee durir.g the interim.
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ISNj CHAPTER ASSOCIATION OF

SOCIAL WORKERS, INC.

P.0. BOX 10430
FAIRBANKS, ALASKA 99701
907-456-5914

October 29, 120l

SenaTor Charlie Parr
SR Box 50599
Fairbar.xs, Ak. 99701

Dear Senator Parr:

we are writing to express our support for the Northern Alaska Health Resources
Association. We understand tney are seeking state funding during this next

legislative session to replace the anticipate loss of feceral funding for
their program.

We are aware tnat a te- individuals have expressoe opposition to this agency
and have puolicfy stared that tne way to improve health end social services

In our community would oe to eliminate tne 'bureaucrats'™ and put more money in-
to direct service delivery, we wisn to state our opposition to that type of
shortsighted thinking.

Since tne Reagan administration has riInglod out social sorvices for doepor re-
ductions baseo on nis Delief that the disadvantaged should be helped by 'char-
ities"” ratner than government intervention, we can expect more cuts next year.
As program dollars become tighter, there is a risk that program administrators
will cur bacx on services to client groups where the costs are greater— the
rural pooi, minority groups, the severely disabled,etc. Thus,.there is a
greater reed for agency planning, ovaluation, enc monitoring to insure that
the programs are reecnlng the clients tney ere doslgned to serve.

< NAhRA has playoo a vita< rolo In the northern region in needs assessment and
progran evaluation. Some of tne programs, forexample, that they have not
recommended for funding would have cost us a lot of money. Other heeltrTTno
social servico agencies in the community rely upon them for statistical Info-
rmation to holp tnem plan better programs. Forexample, they hove done ex-
tonsive research on the alcoholism problem andjust recently their steff end
Board members were Instruaenrel iIn sponsoring an Alcohcl Awareness week progr**.

We do not believe this egency is duplicating i.,e son ices of any other group
In the coenunity including the City"s Heolth and Social Service Comnlssion.
We urge you to consider funding this agency end ere wMIlng to supply your
committee with additional Information If needed.

Mersho Schneider, MSw
Executive Olrector

au/ms
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CHARLIE PARR

aLaska LEGISLATURE

SR Bot ; 0j«« Fairbanks Interim Office

Ftifhiakl

(907) 456-50:<>

% ~ Pouch v

»101 345 Third Avenue, Suite D junetu. Aljkj °9211

Fairbanks, Alaska 99701 (°07) 465-4907
(907)456-8925

November 3, 1981

Marsha Schneider, MSW

Executive Director-Fairbanks Chapter
National Association of Social Workers, Inc.
P. 0. Box 10430

Fairbanks, Alaska 99701

Dear Ms. Schneider:

Thank you for your letter of October 29 regarding continuation
of the health systems agencies. The Senate HESS Committee has
been studying this question (along with many others) during the
interim.

Ir. addition to holding public hearings in Fairbanks, Anchorage,
Nome, Bethel and Soldotna, we have sent questionnaires to every
health care professional in the ~tate and 3,000 out to the general

public. Sandra Stringer has also been doing research on this
matter.
Out of all this will come the Committee®"s recommendations. Your

letter is appreciated and copies will be made for all committee
members as we try to decide what to do about the Federal funding
cuts for these agencies.

Sincerely,
0U .1&
Charles H. Parr

cc: Sandra Stringer
Senate HESS Committee members

CHP:dm



NORTH STAR COUNCIL ON AGING. INC.

P.O. BOX 73888 * FAIRBANKS. ALASKA 09707-3886
AREA CODE 007-057.1738

Septcaber 10, 1981

Senator Charles Farr, Chairman

State of Alaska Legislature

Health, Education and Social Services Comities
SR Box 50599

Fairbanks, Alaska 99701

Re: Health Care Costs and Concerns

Dear Senator Parr:

Ve have your comunlcatlon of August 18th concerning the for bcooing
public hearings on the above subjects. As we are all deeply Involved in
sodc activities for the North Star Council on Aging on Saturday, Septeaber
12, 1981, It will not be possible for us to be in attendance, lie have
therefore decided to provide you with our written input, trying to include
answers to sodc of the questions pvsed in your included questionnaire.

HEALTH CARE - It it our feeling that there is not sufficient coverage
included in the present health care provided within this cemunity. Vhat
is there Is good but It doesn®t begin to meet the needs either physically
or financially. We are well aware that the hone health aide and the

hoiac health care visiting nurses have reached a maxima nuaner of clients
to serve under their present staffing and funding.

Ue do nor. see any particular transportation problems for receiving health
care except possibly for weekend occurences. It has been our experience
that the EMI answers calls very sronptly and does an excellent job.

HEALTH CAR! COITS - We are cognisant of the fact that many of our leniort
have allowed their health care coverage to lapee due to imcreaaed premium
coats as well as insufficient rebates received becauae of the eaceaalve
costa by both physicians and hospitals within the State of Alaska. Ue
especially find this to he of utmost concern to woman between the ages of
60 and 65 yaars of age, extreme to some points where It has caused an
extremely depressive mental condition for aoee.

Major reasons for rising costs of health care listed la priority order includei
(1) Salaries and increase la atmber of bmaltb persommml perhaps Pot to
population Increases (2) Too rapid pethaps hospital expsosias and new equipment
costs; w* fesl that insurance companies are perhaps being esploited by both

doctors aud hospitals particularly since Medicaid has almost become s bleak
check coverage (3) Inflation.

Suggestions to curtail health costs include s closer emdlt/scmtlay of
medicare/msdlcald billing*, mines s person is imsistsmt am recelvtmg so
itemized statement for nerviest rendered and supplies furnished, there 1is

no requirement on the part of hospitals/doctors to furnish ltemised statements!
wmhe e Ims™» I»san



since there 1is oo particular check or the individuals particularly receiving
ag%;ﬁgid coupons for treatment, there it the opportunity for "oedding" of

ZLALTs PLaKNIKC - -e heve very nixed emotions concerning the maintenance of
funding for three health care eysteae in the state. It la our feeling that
our interior agency, Northern Alaska Bealth Resources Association, does an
excellent Job and we look to then for ouch guidance when writing our own
grants and always appreciate their review of our grant applications. However,
it la almo the concensus of many of the Alaskan Project Directors, such as
syaelf, that the ocher two agencies within the state do not collaborate with
the projects in depth as does KAHKA. Ue enjoyea mutual contact with KAHRA.

We do feel however that if the health systems egencles continue to he funded,
then there 1is much need for more public educetlon particularly in the rural
art-a;"needs assessnents are completely useless unless the results end
planning as a result of these assessments can be lopleMnted.

GTKUU1l - Ue ere ewsre of the following services available within the
Fairbanks community: family planning, physicians doing tone dallveriea/
nurse midwife/lay midwife, homemaker/borne tmeltb services, long tern care
for the elderly and disabled, conaity services for the mentally ill,

conuniry services for the alcohol/drug dependent, preventive health
semcss.

Ve are extremely concerned for the future «f our youth end feel that it
should be 1included in the mandatory curriculun of the public schools that

health educat. d. particularly alcohol and drug abuse, b implemented ea
quickly ns possible.

We antedate having the opportunity to ceased on the above mat*ers end
hope that tbe -»« yeas will see i m changes made in the health care
coverage not only far the elderly but fe. all Alaskans as well. These
<oamt» era made by tbs staff of berth Star Council on Aging from our
personal observation and knowledge about the clients that we serve.

With our be-: visbhea, we remain
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September 16, .981

Senator Charlie Parr

Chairman

Senate Health. Education and
Social Service! Committee

S&S 3rd Avenue - Suite D

Fairbanks, Alaska 99701

Dear Senator Parr:

e

1 regret that 1 did no: have tlioe to testify before your committee
when you held open hearings here in Fairbanks concerning health care
and health care delivery systems in Alaska. 1 tSInk that tuny answers
to the questions raised by your committee can be found in the several
studies made by the Norther:. Alaska Health Resources Association.

Inc. which, of course, the State of Alaska has supported financially

for several years. These pcrple have been trying to find tne answers
to health relate*, problem, for seme tine and they have, «s a result,

learned a great deal about tne subject.

There are several Iltem that 1 would

like to address In ay ¢ nts
they are as follows:

here;

1) 1 do not think the: the State of Alaska should provide cudlcal*
assistance beyond what It is now providing, for two reasons:

a) Free and unrestricted support of a Radical service
program woulc be enormously eapensive to the State
of Alaska.

b) The Department of Health and Socle Servlet* is 1in

no shape to :eke on the rest visibility of administering
a much larger program.

(The latter |1 specifically mention since we have been
involved in health support services (Medicaid) for

many years, taring that time, we have suffered rntold
frustrations, deceptive and deceitful business practices,
not to mention financ.al 1loss In our dealings with

the State Department of Health and Social Services.)

2) t do not believe that the State should provide a subsidy
for health insurance coverage for all nlashans because most
of (Mo have this coverage olreody in one form or onother
which 1Is In most coses adequate and compered to the type



3)

4)

3)

6)

cf health insurance coverage suggested by House Bill 41,
ccsts practically nothing. Furthermore, it is my belief

that the type of health insurance coverage inferred by House
Bill 41 would actually be a step backward for quality medical
service in Alaska because it would allow people who are
really not sick to Jam doctor"s offices and make it difficult
for sick people to get the kind of care that may be needed.

1 do, however, feel that catastrophic cases do not receive
the attention they deserve.

1 think the emergency medical services system In Alaska

Is working very well tc the present time, progress seems
evident and under the circumstances, there does not appear
to be any re”l i.oed for State assistance beyond what 1is
offered at this time.

The Northern Alaska Health Resources Association has done

a very commendable Job of structuring regional health plan—
ning and has spent a great deal of time and money already.
Therefore, to duplicate this effort would be wasteful and
unnecessary.

The Northern Alaska Health Resources Association has done

a great deal in the areas of prevention and promotion of
health matters. It would seen to me that this group should
be encouraged and supported. 1! there are weaknesses in

our delivery system, it would seen likely that they could

be helpful.

A great deal is happening on a statewide basis in the health
services field. Not only is there a great effort being

made 1in the Alaska Native Health services area, but the
doctors throughout the state are united in attempting to
improve their approach to medicine through self-evaluation
and peer review. There are a good many professional organ—
isations such as K.A.H.R.A. who are directly involved and
working 1in the medical services area also. In view of this
great activity. It does not appear that an additional agency
of any kind would be neeoedi rather, it would seem that

an av«lI»atlon of what sarvicat art being offered to various
groups of Alaskan citlsana to learn if thara Is a maldis—
tribution of medical services and if thara is, in what araas
of medical service does this disparity aaist.

Thara has been criticism regarding the costs of medical and dantal

cara.

| am not in a position to defend the cost of dantal care, but
1 do know t'Nil nodical cara. as far as physicians* charges ara conce

>ed,

hat advanced at about tha same tata as any oibor good or itrvica in
the state of Alaska, To confirm this statistic, 1 refer you to the
last issue of the “Fairbanks north liar borough Cemmvnicy Research
Quarterly." On page H, you will nata that Fairbanks, avon though



situated in a very high cost area, is only .5 of K4 highcx than the
national norm. These figures, of course, areonly for the most recent
12 month period. However, they are quite typical of the trend set
seme years baci®. Yes, medical/dental prices are too high, but so

are food pricei, housing prices, apparel prices, transportationcosts
and all other costs too high, in my view.

There has been some mention made of residential care for handi—
capped children and adults. Under a state-sponsored program, the
Fairbanks Health Center is doing a creditable job and certainly before
anything further 1is done, agencies like the Fairbanks Health Center
should be brought into the planning process and the<r experience util—
ized. From such contributions by state agencies, it can be pretty
well determined what the real need might conceivably be on a long-term
basis.

4

Thank you vet *much for inviting me to appear before your com—
mittee, and 1 apologize once more for not having been able to make
an appearance there. Perhaps you will accept th;a letter as a sub—
stitute.

Very truly yours,

RAW/das



Noearbe™ 7. 1981

Sy:  W1Jllam M. Dann
A ?ryr Executive Hirector r*
-Norocon jound Health Corporation

I appreciate the opportunity to submit testimony to you and regret that 1 am

unacle to be *n attendance during the tearings, 1 understand you wish to hear

testimony on categories that you have previously ouhliclzcd and ! vill trv to

address those areas.

NDN** J C » i"*



iritiat-"- to have the United ..°rocs r.i. ; e u-, original treaty resoonsibillty.
At any .-ate, the Federal government iIs V;el\ ii -yen a negotiated agreement
o _-egjte the services - &* beles. v.hat iIs oceir.i provideo mow. This short-

range cost only speaks to the inevitable long-range cost and would allow the

State to prevent short-range drastic cuts to come for. the Aeagan budget cuts.

House Bill 41 must treat all Alaskans alike. Differences should be drawn
based on income levels and costs in accessing as well as utilizing health
services. That is, a deductible, based on the total amount tnat would be paid

out on behalf of any individual for services iIn a given year should he stipu-

lated and maintained across the State.

In the negotiations with the Federal government, 1 believe the State should
tegin taking full responsibility for rental health se-vices as well as environ-

mental health services. The part of the Indian Health Services that has going

to this ourpcse should be shifted into r.edical services.

\ HEALTH FIATIIFFL:

Evidence prior to the establlsnment of health system agencies iIn Ales»a has
proven that the development of accurate and respected State health plans that
have positive 1*pac” on oovtng the health systems forward cannot be created on
a Statewide basis. The existing State health plan which is well respected, is
the result of uss4ve iInout frae the health system agencies. The function of
the State office is mrely one of coordination as called for under Federal
planning legislation. 1 believe the State e# Alaska nvst p*~*ovice funds to

continue the health planning effort for the following reasons:



3.

—-.t-ical priorities aim or? ;ccisary in r-"pr e-at : reMistir

Jj -=spe:teeo State br.'tn rlar .ri be developed.
bt-te health policy, . rrr, ros :,&n woefully absent, *u:.t oe guldc]
g. such a pian. Tnis aulc i.iCtu.c the allocation U' ~’sources by
the Legislature ar* the .“dninlst*ation.
Date cannot be collected cn e Statewide basis without Its filtering
through a regional planning effort that can test that data. The need of
the State to contract out an inventory of clinic facilities and accurate
hospital information bespeaks my point.
The Legislature and the Administration need comment from regional planning
groups regarding proposed prograns and policies to improve the health
status of Alaskans. Again, 1 do not feel that the Statewide form is
sufficient iIn this regard.
The State should p-cvide seed funds for the establisfment of a public
interest consulting flrr. that would *.ori with communities to develop
strategies for impacting Alaskal* major health status problems. The major
health status problems o» Alaska are those resulting fros* decisions
Alaskans rake as to how they live tncir lives. Thst iIs the decision 70
consume alcohol, scokt cigarettes, cvereat, fail to get excise, fail to
practice accident preventive practices, ate., and arc not anendabl* to
solutions b> the medical care systca. The educational process and/or
comjnity and peer pressure art necessary to eaert changes. Alaskans rust
have an Informed choice as to now to live their lives. Persons should be
taught through community or educations! system netnanism the effects OF
lifestyle decisions un*» their future health, further, ran* communities,
wish to on theilr ¢*n initiative. develop services In ti»ir cwrvnitifi.

TI-#/ need eapertise on how te apply for grants, me* to «or* *itMn ee*%.



nities to gain support for p~art o. s*thac:s in funding tc the

regional health corporations will v ~ fif"ipjlt for then *c
provide the kind c* technical ass*"tr-ne ** tC meet these
needs. Where *h« of Alaska to ‘\iri = a nininal basis t

provide the above functions, .hey cou<d tnen offer services to communities
and/or providers on a consulting non-profit basis to perform the folléw—
ing:

a. Training of staff or Board Members

b. Development of long-range plans

c. De/elopment of short-range olans

d. Grant writing
e. Systems analysis

f. Development of local resources and community action for nreventivc

and educational services

Essentially ny proposal is a compromise. It provides the needed seed reney
for HSA”s who have Interest in resource development to maintain an office and
avail thceselvs to cosacnities for that Purpose. If they are not successful
in marketing their services, then tneir staff will be severely limited and

provide only the data input.

DCVCIQPWFht or RFGIOWAT HtAlth CQBrOPMTC™t

1 believe the State must streamline the cantreeling processtc en«Me services
to be contracted toregional health entities.The Slatewill need to loot at
its need for representation from all aspects of the ccrrvnity and the regional

health corporations need to abide by the regulations of the Indian Self-
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APPENDIX VIIIs Information on HSAs taken fronm responses to Senate

HESS questionnaire sent to professional health care
provider?.



The Senate Health, Education and Social Services Committee
sent out health questionnaire during the 19S1 session interim to
5,279 health professionals in the state of Alaska, The names were
obtained _rom the Division of Occupational Licensing, and forms went
out to on.y those professionals who had a resident address. The

breakdown on the questionnaires 1is as follows:

PROFESSION SENT OUT 2 RETURNED
Physician 623 182 116
Nurse 3,446 h1 189
Advanced Nurse Practitioner 33 2472 8
Physician Assistant 116 102 12
Pharmacist 173 82 15
Psychologist 66 192 13
Dentist *>90 72 23
Dental Hygienist igl 32 6
Optometrist 27 222 6
Optician 42 92 4
Chiropractor 44 202 f
Administrator - 29 132 4
Anonymous/Occupation unknown 20

TOTAL 5,279 82 425



HEALTH PLANNING

1.

the Federal government plans to discontinue funding health planning
agencies (H.'As% by 1983, do yo chink the state should continue

funding our three HSAs?
Yes 103
No 171

No response 95

" Unknown hd

2. Have youhad any personal contact with your HSA?

* Yes 169 *

-No 247

No response 16
In unit capacity? .

Observer 50
Member 32
“Advisor L 30
.Through C.O.N. 18
..Provider 11
. Testifies 4
.Task Force 3

Hospital Cotsaittee . . .. 3

Do you think your HSA doés’a fair représentation of vour profession?

Yes 90
No 146
No response 105
Unknown 82

Can you see any needs for restrueturint state he; 1th planning?

Yes 181*.
No 3V
No response 177

Unknowvwn 26
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What 1i1ssues need more attention?

Prevention, wellness promotion
.Rural health accessibility, mobile clinics
School Health Education

Cross-cultural planning, prevention of service duplication

More 1local planning control

Alcoholism

Competition in private sector

EMS council, communication, transfer agreements
Reduce political nature of HSA

More local mental health services

Services for the elderly

More professional planners, fewer government planners
More advertising, consumer information

Ruiuce CON paperwork

Include rural hospitals in planning

Is the catchment area of vour HSA meaningful?

Yes 66

No 50
No response 254
Unknown 53

If no. how would vou envision its redcfinitlop?

Abolish HSAs 32

Separate Anchorage 16

One BSA only

Create Rural HS/ 2

[ i o -]
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Alaska®"s Emergency Medical Services
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(907) 45e-5029 (907) 405-4907

M EMORANTDUM

DATE: December 1961

TO: AlIl members of the Senate HESS Committee
FROM: Sandra Stringer, Legislative Assistant
SUBJ: Alaska®"s Emeigency Medical Service

This report on the State of Alaska®s Emergency Medical Service
was prepared at the request of the Senate Committee on Health,
Education fend Social Services. Zt is intended not as a compre—
hensive overview of Alaska EMS, but rather as a compendium of
information that is hoped will prove useful to the Committee in
its legislative deliberations.

The report is designed 1in two parts. The Ffirst 1is a narrative
summarising and enlarging upon information obtained during the
interim between the first and second sessions of the 12th leg-—
islature through 1interviews, attendance at numerous meetings
and a review of various pertinent written documents. The sec—
ond portion of the report is a series of appendices containing
copies of miscellaneous reports, letters, etc., thought to be
of use in expindlnv understanding of related subtopics. Also,
throughout this "briefing paper”, reference 1is made to additional
material on EMS conta ed in the Committee master file but toe
lengthy to reproduce 1i.< this report.

.1 would 1like to especially tv nk Mark Johnson, St-te EMS Coordin—
ator, Jennifer Cleason, Laurt Andersen and Tom bcott, Regional

EMS Directors, Jeanne Ostness. Interior Region Sub-area Coordin—
ator, and Dr. Bill Wennen, K. D., Chairman of the Advisory Council
on Emergency Medical Services, for their assistance and patience

in .esponding to numerous requests for information during the prep—
aration of “this report.

SS idm



Emergency Medical Services: History

In the fall of 1966 the National Academy of Sciences published

a document entitled "Accidental Death and Disability: The Neg—
lected Disease of Modern Society." At that time only three or
four states were offering courses specifically designed for the
training of ambulance personnel. Partly as a result of the Nat-—

ional Academy of Science"s report the Highway Safety Act of 1966
was enacted, charging the federal Department of Transportation
with the responsibility of establishing national emergency medi —
cal services star"ards.

The goal of establishing EMS standards was to assist state and
local communities 1in upgrading their prehospital emergency medical

care. A series of national training courses were developed estab—
lishing a set of skills the mastery of which resulted in the emer—
gence of a new profession, the emergency medical technician.

By 1973 the federal government had enacted Title XIlI of the Pub.ic
Health Service Act, the Emergency Medical Services System Progranm

(PL 93-154), later amended 1in 1976 and 1978. The purpose of this
legislation was to provide assistance and encouragement for the de—
velopment of comprehensive emergency medical services systems through—
out the United States.

(The preceding Information 1is taker, from a report prepared by
Jeanne Ostncr, Interior Region EMS Council. Please see Committee
master Ffilu for complete, untitled, report.)

Although various communities 1in Alaska were able to take advan-—
tage of federal EMS funding, by 1976 federal funding was dwindling.
However, 1979 saw the enactment of Chapter VIII of Title XVIII of
the Alaska Statutes (soe Appendix 1), and the beginning of state
funding for Alaska Emergency Medical Services.

The Emergency Medical Services Section, Division of Public Health,
Department of Health and Social Services, is responsible for carry-
.Ing out the mandate of AS 18.06.010.

'“The department 1is responsible for the development, implemen—
tation and maintenance of a statewide comprehensive emergency
medical services system and, accordingly, shall...

1. Coordinate public and private agencies engaged 1in the
planning and delivery of emergency modical services to
plan an emergency medical services systenm;

2. Assist public and private agencies to deliver emergency
medical services through the award of grants in aid."

furthermore, the EMS Section lo responsible for carrying out
the provisions of federal grants received by the state under Title
XXX or the Public Health Service Act relating to emergency medical
services." (Quoted from Page 3 of A five Year Plan for Emergency



Medical Services Along Alaska®s Highway s: 1980 through 1984,
prepared by the Alaska EMS Section of H 6 SS. A copy of the
complete report is available in the Committee master file.)

In carrying out its responsibility, the Alaska EMS Section of the
Department of Health and Social Services works in conjuction with
various other groups and agencies, including Highway Safety Planning

Agency of the Alaska Department of Public Safety. (The EMS Section
assists Highway Safety in developing the EMS component for the High-—
way Safety Program. In return the HSPA helps EMS via financial as—

sistance available through the federal Highway Safety Act Program.)

Emergency Medical Services: Structure

The Emergency Medical Services Section provides technical assistance

ana awards grants to the three (soon to be four: see Appendix 1I1)
EMS regions within Alaska. In general, state EMS fills a coordinat—
ing function, as described 1in the previous section. A diagram, taken

from page 15 of the Five Year Plan, might best serve to illustrate
the EMS Section®s relationship to other elements of state goverrment.
(See Figure 1 on followino page.)

In addition to the staff of the EMS Section (see Appendix 111), a
physician, Dr. Tim Samuelson, State EMS Medical Director, - employed
part-time to provide overall medical direction. (Also, all regional

programs have medical directors working at the regional and local
levels to provide additional medical supervision and direction.)

In any discussion of EMS mention roust also be made of the State Ad —
visory Council on Emergency Medical Services (ACEMS), referenced in
the diagram cited above. ACEMS was established 1in 1977. It is man—
dated to:

1* Advise the Commissioner of Health and Social Services with
regard to the planning and implementation of a statewide
emergency medical services systenm;

2) Assist the Statewide Health Coordinating Council in perform—
ing its duties under AS 18.07.011 relating to emergency medi —
cal services.

The purpose of ACEMS 1is to:

nl. Bring together technical resources, experience and knowledge
to assist the development of an EMS system in Alaska;

2. Advise the State EMS staff and Regional Coordinators regard—
ing public education and generation of broad community support
for the goals of the EMS program;

3. Recommend EMS program policy;

4. Provide guidanco and direction to State EMS staff;



Figure 1 :
Relationships Between EMS Officials and EMS Advisory Bodies

Figure reproduced from page 15, -Five Ye .r Plan for EMS Along

Alaska®s Highways: 1980 - 1984."



5. Review EMS or EMS--related program proposals per request of
the Statewide Health Coordinating Council (SHCC) and the
EMS staff;

6. Review EMS budgetary allocations and program priorities and
advise the Commissioner on these matters."”

(Quoted from Page 12 of A Five Year Plan for EMS Along Alaska ™
Highways: 1980 through 1987 Additional information on ACEMS, 1its
composition and some of its accomplishments, may be found 1in
Appendix 1V.)

Emergency Medical Services are delivered on a I~cal 1level within the
state. Planning for and coordination of delivery ofthere services

is currentlyecarried out under the oversight of three EMS regional
councils. (See Figure 11, map.) In addition, each council 1is com—
posed of membership from many local advisory groups. The relation—
ship of the regional anc local advisory groups might best be summar —
ized as follows:

"EMS systems development 1in all three regions 1is coordinated

through nonprofit incorporated Councils: the Northern Region EMS
Council, 1Inc.; the Southern Region EMS Council, 1Inc.; and the South-—
east EMS Council, Inc. AlIl three Councils, 1in addition to carrying
out their powers and functions as boards of directors, provide advis—
ory council functions as well. They represent professional, consumer
and geographic 1interests, 1including representation from each sub-area
or major community 1in each region. All Native organizations active

in EMS are also represented.

In addition to the region-wide councils, most sub-areas also now

have active advisory councils. In some sub-areas associated with
Native Health Corporations, the Boards of these corporations also
serve as the EMS Board. Others have separate EMS advisory groups.

Currently, there are three sub-regional councils in Northern
Region; seven sub-regional councils 1in Souther.. Region; and in
Southeast, there are active local EMS councils in eight communities."
(Quoted from Page 18, A Five Year Plan For Emergency Medical Services
Along Alaska®"s Highways: 1980 through 1984.)

Lists of EMS Coordinators, Medical Advisors, Regional Council Member —
ship, the ACEMS Board, etc., may be obtained 1in the 1981 Alaska EMS

Directory, prepared by the EMS Section, and available 1in the Committee
master file.

Emergency Medical Services: Goals and Problems

The overall goal of the EMS program 1is to "establish a comprehensive,
coordinated system of emergency medical services which assures that

citizens and visi tors gain easy access to services; tha* initial re—
sponse 1is expiditious; that appropriate life saving and stabilization
measures are rendered at the scene; and that patients are transported
0 transferred in a timely and efficient manner to facilities capable
of effecting maximum recovery and rehabilitation.™ (Quoted from Page
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VI-11, Alaska EMS Goals, A Guide for Planning Alaskals Medical Ser—
vices System, printed in 1981, by the EMS Section, Alaska DHSS.)

Nationally, fifteen components have been 1identified as essential 1in

establishing a comprehensive EMS system. Goals for state and local
EMS programs in Alaska are grouped according to these fifteen com-—
ponents. (See Appendix V for a list of these goal,"..)

Whatever the stated goals, because of the large size of Alaska, small
population and many scattered rural communities, Alaska EMS has 1its
work cut out for it in attempting to organize a comprehensive and
quality emergency medical service program statewide. In a draft copy
of the Department of Public Safety Highway Safety Plan for FY 82 the
situation 1is summed up as follows:

"Large areas have no communications either by telephone, radio or
any other rapid means. This prevents the few existing ambulance ser—
vices from being notified of accidents. Dispatch services are often
non-existent.

The few sparsely inhabited communities that are located along the
highway system lack a tax base to support EMT training, purchase equip
ment and supplies, or provide anything else to implement viable EMS
services.

Existing ambulance services often have no agreements covering pro—
cedures for back-up support, patient transfer from service to service,
or equipment compatability and retrieval. Protocol for air evacuation
has not been developed.

Publ ic awareness of the nearest emer gency medical services and the
means to access them must be deve loped snd expanded. In 1978, the num
ber of trevelers entering Alaska at the Alaska-Canadian Border Station
was 109, 621; in 197" slightly fewer travelers entered the state,

The se persons particularly need infornaicion before traveling on the
Ala skan highway system.

In sur .ary, the major problems are: 1) lack of communication;
2) lack Oi EMS services, and 3) lack of consumer awareness of EMS
services."

In addition "...emergency medical services are inadequate because of
antiquated or lack of equipment, 1insufficient communication networks
and lack of initial and standardized training of personnel.™

Emergency Medical Services: Problems and Solutions

Having outlined the major basic p.t_.lems facing EMS in Alaska, it
might be appropriate to outline some of the plusses. The following
comments are taken from Mark Johnson, Alaska EMS Coordinator, in the
EMS-Alaska Response publications, for May/June/July 1981, page 3 and<;



"Now that the Alaska EMS program is 100 percent funded by the
state, it may be a good time to reflect on what has been accomplished,
and to decide future priorities...

Since the first EMTs were trained more than a decade ago at tne
Public Safety Academy, there has been phenomenal progress in EMS in
Alaska. At last count, there were at least 65 ambulance services state
wide, with 14 new services organized within the past year. Virtually
all of these services have basic or advanced trained EMTs with modern
vehicles, equipment, and radio communications. There also are more
military and civilian helicopters, and other aircraft, available for
medical transportation. Throughout the state, there now are more than
3,000 certified EMTs with ra.iy more people trained as EMTs, but not
certified. This gives Alaska the distinction of having more EMTs per
capita than any other state. In urban areas, there are 47 licensed
paramedics, with 6 more soon to be licensed.

We have seen the birth of emergency medicine as a board certifiable
medical specialty, and a few urban hospitals in Alaska now are employ—
ing emergency physicians to staff emergency departments. In addition
to the array of medical specialities and specialized critical care
units now available in our urban areas, we have seen large numbers of
physicians, rurses, and mid-level practitioners throughout the state
certified 1in the American Heart Association Advanced Cardiac Life Sup-—
port course. Numerous other courses on emergency medical topics also
have been offered to hospital and pre-hospital personnel, and recently
B course adopted by the American College of Surgeons, called Advanced
Trauma Life Support, has been offered to physicians, primarily from

rural areas, who oftc don®"t have surgeons and other specialists immed—
iately available.

Thousands of citizens and first responders, statewide, have been
trained with assistance from the Red Cross, Heart Association, and EMS
providers in first aid, CPR, or emergency trauma training, with in—
creased efforts directed to training 1in remote areas, including Jlogging
camps and other high risk occupation sites. Successful efforts also
have been made 1in many communities to get some of these courses offered
in schools.

Emergency communications have improved greatly, although much more
still needs to be done. By the end of next year, most ambulance ser—
vices along major highways will be able to talk to their base stations,
troopers, and hospitals. However, gaps continue to exist 1in some
places. Communications also have improved 1in many bush areas, but
reliability continues to bt a problem 1in many villages. In urban areas
over 80% of the population now can access emergency services by dialing
the wuniversal access number 911. This means that a larger of Alaska“"s
population 1is covered under a 911 central access number than any other
state. A few major communities still need to upgrade to the 911 systen
which has been proven through numerous studies to reduce response times
from the onset of medical emergencies until medical responders arrive
at the scene.

Disaster planning also has beer given 1increased attention in many
communities. Emergency services personnel throughout the state have
had training 1in aircraft and other aass casualty disaster response,
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Emergency Medical Services; Observations and Recommendations

For purposes of discussion emergency medical services can be broken
down into several categories: personnel, communications, equipment
and transportation. The following is a summary of these categories,
plus some recommendations for possible Committee action.

Personnel

People are the underpinning of EMS. Many emergency medical technicians
(EMTs) are volunteers, members of volunteer ambulance departments,
volunteer fire departments, or just people who want to be ready to

help others 1in a medical emergency should the need arise. Other EMTs
are paid professional members of police or fire departments, the mil —
itary, village health aides, etc. EMT training emphasizes emergency

(not routine) medical procedures designed primarily to provide pre—
hospital stabilization and immediately needed medical assistance to
people involved in accidents or experiencing a medical crisis. The
skill classifications of EMTs are defined as follows:

ETT (Emergency Trauma Training): A 40-hour course developed by the
Public Safety Academy and the Southeast Region EMS Council, wespecially
for workers at isolated high risk occupation sites, which emphasizes
emergency care for trauma victims, as well as medical communications
and med vac preparations.

EMT-1 (Emergency Metical Technician 1): An EMT-1, as certified
by the Alaska Department of Health and Social Services, has success—
fully completed a course, at least 81 hours in length, which 1incor—
porates the in-classroom objectives of the U.S. Department of Trans—
portation, Basic Training Course/Emergency Medical Technician, plus
knowledge and skills of pneumatic anti-shock device application. To
be certified, the EMT-1 may perform basic life support and emergency
care, and apply pneumatic anti-shock devices (MAST suits).

EMT-11 (Emergency Medical Technician 11): An EMT-X1, as certified
by the Alaska Department of Health and Social Services, may perform the
activities of an EMT-1, and under verbal or written orders of a super—
vising physician, 1insert esophageal obturator airways, apply ro".atinc
tourniquets, start peripheral 1Vs and use D5 & W, Ringers lactate, so-
diun bicarbonate, 50% glucase, and Narcan. The certified EMT-111 must
have sucessfully completed a Department-approved 50 hour course based
on the appropriate modules of the U.S. Department of Transportation®s
National Training Course/EMI Paramedic; and must have six -o0..ths ex—
perience as an EMT-T; and must pass a written and practical examination.

EMT-111 (Emergency Medical Technician 111): An EMT-111, as cert—
ified by the Alaska Department of Health and Social Services, may, in
addition to performing the activities of an EMT-1 and EMT-I11, apply
electrodes and monitor cardiac activity; defibrillate life threatening
arrhythmias; use lidocaine, morphine for severe pain in trauma of the
extremities, and epinephrine 1:1000 for anaphylaxis. The EMT-111 must
work under supervision and written or verbal orders of a sponsor phys—
ician; must have successfully completed a Department-approved course



of 24 or more hours; and must pass a written and practical examination.

Regulations governing training and certification of EMTs will go

into effect on January 1, 1982. (See Committee master file for a
copy of the regulations.) Within six months of this date all"curren—
tly certificated EMTs must begin recertification, meeting standards
set forth 1in the new regulations.

The state EMS Section, as well as each regional and local EMS advisory
group, has medical advisory personnel whose purpose is to provide
medical oversight and help provide training to Alaska EMTs. (Among
other duties these medical providers devise "protocols"” for EMTs to
refer to in order to provide standardized treatment 1in particular

types of medical emergencies. See Appendix VI for an example of such
protocol.)

A frequent comment made to the Committee during interim hearings and
during the course of research preparing this paper was he need for
training EMTs. This need is expressed not only as a de .re to train
new EMTs to fill "holes" in the system, but also as a necessity to

improve EMT skills through ongoing education, and to help prevent
"skill decay™.

Skill decay in EMTs was a topic mentioned with concern. Skill decay

is loss of expertise 1in certain areas of medical practice net often
called upon for wuse. Lack of use of various techniques leads to poor
retention of skill in these areas. One method of skill retention is,
of course, to see more patients with conditions requiring practice of
these skills. This solution is usually impractical in a small and rel"
atively scattered population, Anothv r method 1is constant retraining
of EMTs in order to retain and upgrade all skills, with special en-
phasis on strengthening these skills called upon less frequently in
common practice.

One controversial area in the providing of emergency medical service in
Alaska that will probably be brought to the legislature®s attentior
again this session is the question of paramedics.

h paramedic is someone who has obtained EMS training over and above
that of an EMT-I111, with special emphasis on advanced assistance given
to victinm with cardiac problems. At least one volunteer fire depart-—
ment in Alaska now has on staff paramedics trained outside the state
with state funds, and whose salaries are being paid with state monies.
There are 1indications that at least two or three additional requests

for funding paramedic training will be made to the legislature this
session.

The controvery over paramedics revolves primarily over the issue of
whether or not paramedical skills are needed in Alaska. Although the
EMS state goals aim for paramedics in large, urban communities, tes-
tirnony has been received .hat sucn skills cannot be kept upgraded by
the few opportunities for their practice in Fairba”k s. This may also
be true of the situation 1in Anchorage. This argument views paramedics
essentially as emergency care personnel whose main value lies 1in being
able to provide immediate response (within minutes) primarily to vic-
tims of heart conditions (mainly elderly), and preferably while keep-



ing "in radio communication with a physician while speeding the victinm
to a hospital. Others, however, argue that the greater skills of a
paramedic make him/her a more valuable emergency medical care provi —
der all arour. ". and highly suitable as a tra. ner for other, lower
skill grade, EMTs.

Other areas worth consideration while on the topic of paramedics are
availability of training and funding. IT the state deems paramedic
skills worthy of encouragement and funds individuals to train for thenm,
should the state also look at the possibility of setting up a source
of paramedic training here 1in the state? And , once trained, should

the state follow the precedent already set and plan to fund salaries
for some or all paramedics working 1in Alaska? (For further informa—
tion and background on the controversy over paramedics, please see
Appendix VII.)

Currently, the state EMS Section 1is in the process of hiring an EMS
training/coordinator. Some of the other needs expressed in the area
of training at the local Ilevel have been the desire 1in some areas for
Alaska-specific (and sometimes regional-specific) training manuals
for EMTs, the need for new and replacement training equipment, and
the need for a training building in the Interior region.

In order to provide training for EMTs, regional EMS councils employ
training personnel who offer classes for teaching and upgrading of

EMS skills. (To become certified, EMTs must pass nationally prepared
exams.) In addition, the state EMS Section provides additional oppor—
tunities to upgrade skills through sponsoring a yearly symposium in
Anchorage. The symposium features as speaker experts 1in various areas
of emergency medicine and also an EMS skills competition. This year"s
symposium, held 1in mid-November, drew several hundred emergency medi —
cal personnel form all over the state. (A copy of the program guide

for the symposium 1is in the Ccmmittee master file.)

Tne* question has arisen of providing EMTs with Jlegal protection from

law suits. There are presently three versions of Good Samaritan leg-—
islation in Alaska statute. While ;t.me feel there 1is adequate prot—
ection for EMTs under present law, ot "ic; do not. Early this summer
draft legislation designed to deal with this problem was drawn up for
the Department of Hualth and Social Services. The Department planned
to offer this draft ab a bill to the legislature during the second
session. Since that time, on advice of the attorney general, the de—

cision has been made not to offer the proposed bill to the legislature
on the basis that sLch legislation, 1if ever challenged 1in court, would
likely prove unconstjtutional. A copy of this draft legislation plus
mucbhb additional material on this subject can be found 1in the Committee
master file. Other references on the topic arc available through a
small library on the subject at the state EMS office. A draft position
paper from the EMS Section appears in Appendix VIII.

The question of providing insurance for Alaska EMTs has also been
raised. The little te-timony received on this topic is contradictory.
The Committee may, however, wish to pursue the topic with the state
EMS Section this coming session.

In the area of personnel, final mention might be made of the recently
published Alaska EMS Goals: A Guide for Planning Alaska®"s Emergency



Medical Services, published by the EMS Section of the Department of
Health and Social Services in 1981. This document lists ultimate

EMS manpower goals according to a breakdown of communities bases on
the "levels of care” system presented in the Alaska State Health Plan.
Excerpts from this report are included 1in Appendix IX.

Communications

Many comments pointed out communications as a general problem area

in EMS. However, aside from a few specific suggestions, the general
feeling seemed to be that the problem was being worked on and that what
was needed for the present was time to fully develop a communications
plan for EMS. Work 1is proceeding on this plan with the newly organ—
ized Division of Communications 1in the Department of Administration.

Each Regional EMS council has a communications committee working in
conjunction with the state, and with the com. unities within the region.

A compilation of material on EMS communications needs was made last
session by Brad Brooks on behalf o* Representative Brian Rogers.
This compilation is available in the Committee master file.

Two communications areas that might require legislative assistance are
continued funding of repair of present EMS communications equipment

and possible pick-up of funding for village health aide (also used for
phone lines, where such funding has been dropped by Indian Health
Service. (See transcription of comments made at Nome HESS interinm
hearing in Appendix X.) Further information on these needs will prob—
ably be presented directly to the Finance Committees, along with re—
quests for funds in these areas.

A final mention under communication might be made of the value to EMS
of a centralized, coordinated dispatch system, especially the "911"

system. Legislative encouragement of as many communities as possible
adopting this system statewide would do much to expedite faster del —
ivery of emergency medical services in Alaska. This could probably

jest be done by appropriations to assist communities in adopting or
dapting to the 0911 central dispatch system.

Equipment

The most frequently made comments regarding EMS equipment were those
emphasizing need for funds to purchase new and replacement training
equipment for the various regions, remarks about the difficulties in
retrieving equipment (stretcher, etc.) sent in with a patient tTo a
central hospital, and the need for medical oversight of major equip—
ment requests made by 1local and regional EMS organizations to the leg-—
islature.

Theoretically, requests for capital monies for equipment purchases are
made through the EMS Section®s official presentation to the legisla—
ture. The equipment requested in this fashion has been screened
through examination of the requests at the local, regicaal and state
levels by medical and communications consultants and vetted for need
and suitability. In actuality, while many requests do come 1in this



fashion, others are made by Jlocal or regional EMS groups directly to

individual legislators. The main problem with this failure to go
through "channels™ 1is the increased likelihood of state funds being
spent for inappropriate equipment. However, there does not seem to
be an immediate solution to this problem. The Advisory Council on

Emergency Medical Services (ACEMS) has expressed to the governor a
willingness to review the appropriateness of any request for EMS equip—
ment that might come to him from the legislature.

Mini-grants of $2,500 per year have recently been made available
through the EMS Section to volunteer EMS groups for upkeep of equipment.

Little can be done external./ about the problem of equipment retrieval
other than to keep in mind that the situation does drive up the costs
of EMS equipment by making purchases of extras of various "vanished"
items necessary.

Some EMS groups have established a local share policy for purchase of
emergency equipment. While this practice may work 1in some areas and
for some types of equipment purchases, other groups with a lesser tax
base or less community EKS involvement have expressed fears that should
such a policy become mandatory statewide it would seriously hamper
their ability to purchase needed equipment.

Transportation

The major problems mentioned under the heading of transportation are
accessibility and cost. Many small community EMS groups are now ob—
taining ambulances. However, with few roads and great distances be—
tween communities air transport 1is frequently (or in many cases always)
a necessity in rural areas of Alaska. Many times chartered aircraft
are necessary to evacuate critically 1ill or injured people, and this
drives the cost ol medical transportation even higher. In the past,
Indian Health Service funds have been used to help underwrite at least
a portion of EMS transportation costs, but with federal cutbacks these
funds are 1increasingly unavailable. IfT the situation continues to
deteriorate, the legislature may have to look at methods of funding
some EMS transportation in rural areas.

Another difficulty mentioned under the general heading of transporta-—
tion is the problem of volunteer ambulance services and air taxi oper —
ators have being reimbursed for their services. In the case of ambu-—
lance services, in an area with 1little or no tax base to help cover
costs the ambulance must depend upon patient reimbursals to defray
expenses. Where these are not forthcoming the costs must be met through
some other means. A resolution from the Tanana Chiefs Conlerence,
passed by the recent AFN Convention, addressee the legislature on this
topic. (See Appendix XI.)

The air taxi operators have a somewhat different problem. Often they
do not know the name or address of the patient they are transporting
on an emergency evacuation. If the patient is critically ill or in-—

jured they may not be able to obtain this information from him or her



before offloading the patient at an airfield nearest the hospital

to which he or she 1is being taken. Privacy considerations currently
prevent hospitals from later releasing this information from their
files to air taxi operators. Therefore, unless _.he patient contacts
the air taxi operator there 1is no way for the operator to present,

let alone collect, a bill for transportation services rendered. As
many such patients may be out of state residents who return home after
their recovery, the likelihood of the air taxi operator ever vreceiving
payment under these circumstances 1is very slight. The Committee may
wish to look at means of legalizing the release of information on air

evacuated patients to air taxi operators to help alleviate this situa—
tion .

Emergency Medical Services: Summary

As a final observation, it might be noted -hat the
services programs in the state received excellent reviews in the re—
turned health systems survey questionnaires sent to health care pro-—
viders around the state (See Appendix XII1). Comments made during test—
imony to the Committee, while focused on problems facing EMS, were also
generally positive 1in tone, and the EMTs and others contacted during

the course of this research were to a person enthusiastic about the
functions of Alaska EMS. It should be remembered that many of the EMTs
associated with the emergency medical service system 1in the state have
volunteered considerable amounts of their time and a fair amount of
money to learn and practice their skills. For a program with such am-—
bitious goals, serving a large and geographically diverse state with a

significant portion of 1its personnel comprised of volunteers, Alaska
EMS appears to be operating very well.

emergency medical

The Ffinal appendix to this report (Appendix XI1I1)
review of some of the activities of each
past few years.

contains a brief
major EMS region during the



before offloading the patient at an airfield nearest the hospital

to which he or she 1is being taken. Privacy considerations currently
prevent hospitals from later releasing this information from their
files to air taxi operators. Therefore, unless the patient contacts
the air taxi operator there 1is no way for the operator to present,

let alone collect, a bill for transportation services rendered. As
many such patients may be out of state residents who return home after
their recovery, the likelihood of the air taxi operator ever receiving
payment under these circumstances 1is very slight. The Committee may
wish to look at means of legalizing the release of information on air
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tion.

Emergency Medical Services; Summary

As a final observation, it might be noted that the emergency medical
services programs in the state received excellent reviews in the re—
turned health systems survey questionnaires sent to health care pro-—
viders around the state (See Appendix XI11). Comments made during test—
imony to the Committee, while focused on problems facing EMS, were also
generally positive 1in tone, and the EMTs and others contacted during
the course of this research were to a person enthusiastic about the
functions of Alaska EMS. It should be remembered that many of the EMTs
associated with the emergency medical service system in the state have
volunteerel” considerable amounts of their time and a fair amount of
money to learn and practice their skills. For a program with such am-—
bitious goals, serving a large and geographically diverse state with a
significant portion of its personnel comprised of volunteers, Alaska
EMS appears to be operating very well.

The final appendix to this report (Appendix XIlIl) contains a brief
review of some of the activities of each major EMS region during the
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APPENDIX 1: Statutory Authority fsr Alaska EMS
(Title XVIIl, Chapter VIII).



§18.08.01U Alaska Statutes Supplement § 18.08.050

Chapter 08. Emergency Medical Services.

Section Section
10. Administration _10. Special committees
20. Advisory Councilon Etrergeney Medi-  60. Regulations

cal Sérvices 62. Issuance of certificates
30. Composition 64. Certificate required
40. Term of office _ 86. Immunity from liability
50. Compensation and per diem 88. Penalty
60. Meetings 90. Definitions

Sec. 18.08.010. Administration. The departmentis responsible for
the development, implementation and maintenance of a statewide
CﬁmlPrtuenswe emergency medical services system and, accordingly,
sha

(1) coordinate public and private agencies engaged in the planning
and delivery cfemergency medical services to plan an emergency medi-
cnl services system;” _ _ _

(2) assist public and private agencies to deliver emer%ency medical
services through the award of grants in aid. (§ 1 ch 100 SLA 1977)

‘Sec. 18.08.020. Advisory Council on Emergency Medical Scr*
vices. There is established in the department an Advisory Council on
Emergency Medical Services. The council shall _ _

(1) advise the commissioner with regard to the planning and imple-
mentation of a statewide emergency medical sendees system;

_ (23 assist the Statewide Health Coordinating Council in performing
its duties under AS 18.07.011 relating to emergency medical sendees.
(8 1ch 100 SLA 1977)

Sec. 18.08.030. Composition. The council shall consist of 11 mem-
bers appointed by the governor. Four of the members shall be con-
sumers of emergency medical services, and one from each judicial
district in the state (S 1ch 100 SLA 1977)

Sec. 18.08.040. Term of office, (a) Members of the council shall be
appointed for overlapping terms of four years. .

&)_O' the 11 initial appointments to the council, two shall be
appointed for one-year terms, three for two-year terms, three for
three-year terms, and three for four-year terms. A consumer shall be
appointed to iach of these overlapping terms Appointments made on
the expiration ofthe initial appointments sholl be made for four years.

_(c) A vacancy occurring in the membership of the council shall be
filled by appointment by the governor in the same manner as original
appointments, and when n scat is vacated before cxpirotion of a term
the vacancy shall be filled for the unexpired portion of the vacated
term. ({ 1ch 100 SLA 1977)

Sec. 18.08.050. Compensation and per diem. Members of the
council receive no salary, but ore entitled to per diem, reimbursement



§18.08.060 Health and Safety §18.08.084

for travel, and other eernses authorized by law for boards and com*
missions. (§ 1 ch *,00 SLA 1977)

Sec. 18.08.06». Meetin?s. The council shall meet at the call of the
chair nan not le- sfrequently than twice a year. A majority of members
constitutes a quorum. (§ 1°ch 100 SLA 1977)

‘Sec. 18.08.070. Special committees. The council may create Spe-
cial committees or task forces outside its membership and may appoint
persons who are not members of the council to serve as advisors or
consultants to any committee created to carry out the purposes of the
council. (§ 1 ch 100 SLA 1977)

Sec. 18.08.080. Regulations, *r.e deE_artmentshaII adopt, with the
concurrence of the Department of Public Safety, regulations estah-
lishing standards and procedures for the issuance, renewal, reissuance,
revocation, and suspension of certificates reqmred under AS 18.08.084,
as well as other requlation* necessary to carrv out the purposes of AS
18.08.010 — 18.08.090. (8 1ch 100 SLA 1977;"am { 1ch 78 SLA 197¢)

Crott reference*. — Atto the gowerof eal acrvicet quuidt iu. boundirie* »ml to
. nqlunlcmahty to [? ov*de_(m]ergen roedi-  requlate ‘hen ute and operation, tee AS
cm terviret” and . facililiet’ tee AS  29746.0371al.

29.48.030 (taM23>. Ai to the authority ofa  Eftect of amendment*, — The >976
municipality to provide emergency medt-  amendment rewrote thit tection.

Sec, 18.08.082. Issuunce of certificates, (a) The department shall
prescribe by reguin*:on a course of training or other requirements
prerequisite to the issuance of certificates which provide for the follow-
Ing.

(1) certifies that u person meets the training and other requirements
as an emergency medical technician;

(2) authorizes an emergency medical technician certified under AS
18.06.010 — 18 08.090 to provide under the written or oral direction of
a physician those advanced life support services enumerated on the
certificate;

(3) certifies that a person, organization, or government agency
which provides an emergency medical service meet* the minimum
opiating standards prescribed by the department; and

(4) authorizes an emergency medical service certified under AS
18.08.010— 18.08.090 to provide under the written or oral direction of
a physician those advanced life support servi.es enumerated on the
certificate.

(b)  The department ahal) be the central certifying agency for
Personnel certified under (aX| >and (2) of this section and under regu-
ations adopted under AS 18 08 080. it 2 ch 76 SLA 1978)

Sec. 18.08.084. Certificate required, (&) No person may rypresent
himself, nor may an agency or business represent an agent *. employee



§ 18.08.086 Afaska Statutes Supplement § 18.08.086

of that agency or business, as an emergency medical technician
certified by the state unless the person represented is certified as r.n
emergency medical technician under AS 18.08.082.

_ (b? No person, organization, or government agency may represent
itself as an emergency medical service or ambulance service certified
by the state unless the person, ,or?anlzatlon, or government agency IS
certified as an emergency medical service under AS 18.08.08Z.

~(c) No person may provide, offer, or advertise to provide advanced
life support services outside a hospital unless authorized by law.

(d) No person, organization, or government age.ncy which provides,
offers, or advertises to provide an emergency medical service may pro-
vide advanced life su[)port services unless authorized under AS
18.08.082. (8 2 ch 78 SLA 1978)

Sec. 18.08.086. Immunity from liability, (a) No person certified
under AS 18.08.082, or pérson or public’ agency which employs,
sponsors or controls the “activities of persons certified under AS
18.08.082, who adm'uisters emergency medical services to an injured
or sick person .., teliable for civil amages asar>sult of an act or
omission in administering those services, if done in good faith Tnd if the
life of the .mLu.r.ed or sick person is in danger. This subsection does not
preclude liability for civil damages which is the proximate result of
Pros.s.negllgence or intentional misconduct, nor preclude imposition of
lability on a person or public agency which employs, sponsors, or
controls the activities of persons certified under AS 16.08.082 if the act
or omission is a proximate result of a breach of duty to n't created
under AS 18.08.010— 18.08.090. For the purposes of this subsection,
"gross negligence" means reckless, wilful, or wanton misconduct.

(b) No physician who in good faith arranges for, requests,
recommends, or initiates the transfer of a patii nt from a hospital to
another hospital may be liable for civil damages os a result of
arranging, requesting, recommendm?, or initiating the transfer if

(1) In the exercise of that degree ot knowledge or skill possessed, or
that degree of care ordinarily exercised by physicians practicing the
same specialty in the same or'similar communities to thot in which the
physician is practicing, the phgsmlan determines that treatment of the
ﬁatlent's medical condition 1s beyond the C_&p&lblht% of the transferring
ospital or the medical community in which the hospital is located;

(2) Lie physician has confirmed that the receiving facility is more
capable <f treating the patient; and N
3?. thr physician has secured a prior agreement from the receiving
faci % to accept and render the necessary treatment to the patient.

(c) No registered nurse or licensed practical nurse who escorts a
Bat!ent in a means of conveyance not equipped as an ambulance may
eliable for civil damages as a result ofan act or omission in adminis-
tering patient care services, if done in good faith and if the life of the
inured or sick person is in danger. This subsection does not preclude

356



§ 18.08.088 Health and Safety § 18.08.090

liability for civil damage* which are the result of gross negligence or
intentional misconduct. (8 2 ch 78 SLA 1978)

Sec. 18.08.088. Penalty. Any person who violates a provision of AS
18.08.010 — 18.08.090 is quilty ofa misdemeanor and upon conviction
Is punishable by a fine of not more than S1.000, or by imprisonment for
not more than 90 davs, or by both. Each violation is a separate offense.
(§ 2ch 78 SLA 1978)

Sec. 18.08.090. Definitions. In AS 18.08.010 — 18.08.090,

(IJ "commissioner” means the commissioner of health and social
sendees;
~(2) "consumer of emergency medical services” means p r'erson who
is rtl_ot a provider of emergency medical services as definrd in this
section;

~(3) "depar.ment" means the Department of Health and Social Ser-
Vices;

. 54) "emerge! cy medical services system" means a system which pro-
%ides for the an angement oflqersonnel, facilities and equipment for the
effective and coordinated delivery of health care sendees under emer-
gency conditions, occurring either as a result of the patient’s condition
or ofnatural disasters or similar situations, and which is administered
by a stateudde network which has the authority and resources to pro-
vide effective administration of the system:

(5) "provider of emergency medical sendees’ means a person whose
occupation or profession is, or has been, the delivery or administration
of emergency medical sendees; a person who has a fiduciary position
with, orhas a fiduciary interest in, a health activity, facility or other
health agenc?/, or a legal or financial interest in the rendering of any
component of emergency medical services; _

(GF "Statewide health Coordinating Council" means the council cre-
ated under AS 16.07.011; _

. é?) "advanced life support" means emer%eng:y care t.ech_nlques pro-
vided under the written or oral orders ofap .P/SI.CIan which include, but
urc not limited to, electric cardiac defibrillation, administration of
antiarrythmic agents, intravenous tht apy, intramuscular therapy, or
use of endotracheal intubution devices; _

(8) "ambulance” means any publicly or privately owned means of
conveyance intended to be used and maintained or operated for the
transportation of persons who are sick, injured, wounded, or otherwise

elpless;

(8) "emergency medical care" means the services utilised in
respo_ndmg to the perceived individual needs for immediate medical
care in order to prevent loss of life or aggravation of physiological or
psychological illness or injury; S

(10) "emergency medial technician” means a person trained in
emergency’ medical care and certified in accordance with the regu-
lations prescribed under AS 16.08.080;



§18.15.060 Alaska Statutes Supplement §18.16.010

(11) ~ "emergency medical service” means the provision of emergency
medical care and transgortatlon of the sick and injured. (8 1 ch 1.00
SLA 1977; am § 3 ch 78 SLA 1978)

Effect of amendments. — The 1978
amendment added paragraphs (7) through

dl.

Chapter 15. Disease Control.
Article o _
2. Physical Examination of Nonresident Employees (Repealed)

Article 2. Physical Examination of Nonresident Employees.

Section
60—110. (Repealed)

Secs. 18.15.060 — 18.15.110.
Repealed by § 1 ch 130 SLA 1976.

Editor's notes. — The repealed article
derived from «i 1— 5, ch. 103, SLA 1949,

Chapter 16. Regulation of Abortions.

Section
10. Aboitions

Sec. 18.16.010. Abortions, (a) No abortion may be performed in
this state unless (1) the abortion is performed by a physician or surgeon
licensed by the State Medical Board under AS°08.64.200; (2) the abor-
tion is performed in a hospital or other facility approved for the purpose
by the Department of Health and Welfare or'a hospital operated by the
federal government or an agency ofthe federal government; (3) consent
has been received from the parent or guardian ofan unmarried woman
less than 18 years of age; and (4£the woman is domiciled or physically
present in the state for 30 days before the abortion. "Abortion” in this
section means an operation or procedure to terminate the pregnancy of
a nonviable fetus. Nothing in this section requires a hospital or person
to participate in an abortion, nor is a hospital or Pereon liable for
refusing to participate in an abortion under this section.

(b) Aperson who kno.wmgly violates a provision of (a) of this section,
upon conviction, is punishable b)(_a fine of not more than $1,000, or b
imprisonment for not more than Tive years, or by both. (6 65-4-6 ACL
1949; am § 1ch 103 SLA 1970; am § 22 ch 166 SLA 1978)
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STATUS REPORT o
on tho
NORTHERN, INTERIOR, NANA REGION, AND NORTH SLOPE
EMERGENCY MEDICAL SERVICES PROGRAMS

by
Jennifer A. Gleason, RN, Exec. Director

The Northern Region EMS Council was 1incorporated two
years ago to address the clinical training needs of the three
subregions, to provide technical assistance as needed, and
to be better aligned for federal funding and evaluation.

Since that time the focus of the director has been to bring
clinical specialists into the region to provide physician and
nursing workshops, workshops for the outlying physicians”®
assistants and nurse practitioners, and provide on-site
technical assistance as requested. Each of the hospitals has
had yearly Advanced Cardiac Life Support training and the
Council has provided equipment and organizational assistance
for physician Advanced Trauma Life Support training.

Equipment needs for both hospital training and patient
care hrve been identified and funded this year. Due to severe
cuts i1 IHS funds, one might expect to see 1increased needs for
rural hospital and clinic equipment and professional education
support.

The Northern Region EMS Council remains committed to seeing
that professional level emergency education and equipment
receive the same degree of support that all of the first respon—
der and ambulance programs do. The prehospital phases of the
EMS program are carried out under the three subregional councils
and their advances are described within this packet. The Northern
Region Council feels, however, that the clinical goals of the
program will best be carried out with a different organizational
structure. At their Board meeting a few weeks ago, they took the
recommendation of thdir director, Jennifer Gleason, and decided
to dissolve at the end of the fiscal year.

All clinical goals described in last year®s request will
be carried out, and the clinical needs of each subregion will
be clearly identified so that they might contract with their own
clinical resource people next year. This local control 1in

identifying clinical resource people should enhance all three
programs.
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Dally News Miner, Fairbanks, Alaska, Thursday, Dec, 10,1981-5

Medical Council to end clinical organization

The clinical organization of the According to Jeanne Ostncss, the IS executive director of the Interior e clinical services tor Fairbanks.

Northern Region Emergency Medical  Interior, North Slope and NANA nor-  Re lon Emergency Medical Services In other business, the Interior council

Service Coungcil Inc. wiﬂ phg’se oul by thern_re?_lons voteg to phase out the  Co .icll. _ _ o voted to share office space with the

i e e soncissors - uEelon e e g o RSOGO B i SR ol
' should be complete arch. Ostncss. : , cy

vole Monday on Ifiaf action g Y ﬁhyslcan's assistants, nurses, Inll’ at IBM Mnrlkn. Red Cross closed Its

enlth education,.refresher train ,g  'downtown office recently due to lack of

and eampment “purchases. They  funding. Red Cross lpro?rams to be
provided clinical direction necessary I lodgedat the EMS office Include water
all three regions, Ostncss said. snfely and first aid. | o\
However, Harrow and Kotzebue
populations usuallg refer their patients
10 Anchora?e rather than Fairbanks.
Therefore, the North Slope and NANA
regions may form another emergency
medical services unit to fill their needs.
Meanwhile, the. Interior Region
Emergencx_ Medical Services Cotncil
plans”to hire someone to carry on
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CCS

STAFFING PLAN AND DUTIES OF KEY PERSONNEL

EMS Coordinator

Heal th & Social
Services Planner
1T

Associate
Coordinator

Health & Social
Services Planner
T (/2 tSMT

Clerk Typist 111

Mark S. Johnson, B.A.: Coordinates and administers
the development of EMSS throughout the State, secures
and administers grants; integrates state and regional
EMS Systems; interagency liaison.

Gloria Houston VJay, M.P.H: Primarily responsible
for short and long-range EMS plan development in
accordance with State health policy; responsible
for areas of data, evaluation, and systems manage—
ment; public information and education; staffs the
Advisory Council on EMS; writes and edits RESPCNSZ,
the bi-monthly newsletter.

Carol A. Taplin, M_A.: Administers grants from
federal EMS, writes, negotiates and administers
grants to Regions and contracts for specific tasks;
prepares fiscal part of state budget; responsible
for all fiscal activities; supervises support staff;
responsible for office management; staffs the
Manpower & Training Task Force of the Advisory
Council on Emergency Medical Services. Prepares
drafts of certification standards for EMT"s and
regulations; collects information on specific issues
for the Task Force.

Under supervision of the Planner 11, researches

and analyzes data; develops systems for standardized
data collection and evaluation; identifies program
needs on data analysis.

: Performs varied typing and
clerical work, directs work production and flow,
operates office macnines, etc.
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Cacnoosition

Four of the members appointed are consujers and represent each of
Alaska®s judicial districts. Two members are Alaska Natives and one
member i1s a consumer member of the Statewide Health Coordinating
Council (SHCC). The remaining seven provider categories represent
two physicians, two nurses, a hospital administrator, a Native
Health Corporation Director, and an EMT-Paramedic.

Ex officio membership includes a State of Alaska Senator and
Representative, the State EMS Medical Director, a representative
from the Alaska Area Native Health Service, the Department of

Public Safety and the Division of Emergency Services, Department of
Military Affairs.

Some Council Accomplishments During 1978 and 1979, its First
Two Years of Operation

1. Established By-laws; roles & responsibilities document;
policies chrocedures manual ;

2. Established Manpower & Training Task Force to set standards
for training, curriculum, qualification for certification and
recertification of all levels of emergency care personnel.

3. Established Critical Care CamLttee of physicians specializing
in six critical care areas to develop standards for critical
patient care, including transport and transfer standards. This
Comnittee is not formally functional at State level; however,
most of these physicians are serving regional Councils and act
as consultants to the state medicai director.

4. Established Annual Governor®s EMS Award Program and set
criteria for selection of three categories of recipients. Two
annual awards banquets have been sponsored.

5. Instrumental m first-time appropriation of State funds for
EMS, and in assuring continuation of funding.

6. Reviewed and recommended modification in proposed State Health
Plan, re. "Levels of Care™ conceptual model.

7. Established a permanent working relationship with SHCC.
3. Each year, reviewed and prioritized EMS and EMS-related
applications for SLate and regional funding and recommended

approval/disapproval to the Ccmmissioner, DHSS.

9. Assisted in development of long-range planning document,
"Standards and Goals for EMS in Alaska."
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10. Sponsored resolutions on state funding; gas pipeline spec—
ifications; inter-departmental coordination in carmunications
planning; clarification of state EMS leadership role.

11. Established a Task Force to develop long-term funding strategy
for statewide EMS.

Some Current Council Projects for Remainder of FY 80
1. Review of grant applications, budgets and objectives of
regional and state programs for recorrmendations toSHCC and

the Cormissioner of DHSS.

2. Review and approval of EMT, and EMT Instructor standards and
draft regulations.

3. Adoption of "Standards and Goals for EMS in Alaska"™ for
recocmended incorporation into State Health Plan.

4. Task Force on long-term funding strategy for Statewide EMS.
Sane Council Projects for FY 81
1. Adoption of EMT regulations.

2. Review, approval/modification, adoption of standards for
remaining prehospital personnel standards.

3. Adoption of ambulance regulations.
4.  Annual Governor®s EMS Awards Program.

5. Implementation of long-term funding strategies.
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APPENDIX V: List of Alaska EMS Goals.



THE MISSIONT OF THE ALASKA EMERGENCY MEDICAL SERVICES PROGRAM

The mission of the Emergency Medical Services (B>iS) program in Alaska
is to reduce both the hunan suffering and economic loss to society

resulting from premature death and disability due to accidents and
sudden illness.

GOALS OF THE EMERGENCY MEDICAL SERVICES PROGRAM

The overall goal of the Alaska Emergency Medical Services (EMS) program
is to establish a comprehensive, coordinated system of emergency medical

services which assures that citizens and visitors gain easy access to
services; that initial response is expeditious; that appropriate life-

saving and stabilization measures are rendered at the scene; and that

patients are transported or transferred in a timely and efficient

manner to facilities capable of effecting uuximum recovery and rehabili—
tation.

Fifteen components have been identified by the national EMS program as
essential in establishing a comprehensive EMS system. Systems goals

for state and regional EMS programs in Alaska arc grouped according to
these fifteen components:

1. Manpower

A.  Tne number of qualified EMS administrators, clinical experts
and technical specialists should be adequate to provide the
necessary direction and assistance to regional EMS systems
dcve™. opment.

B. An adequate supply of trained EMS prehospital and hospital
personnel to provide quality 24-hour-a-day, 7-dav-a-week cover—
age of emergency medical services appropriate to each "level of
care”™ should be maintained throughout the state.

2. Training

A. Basic and advanced trained EMI*s and paramedics should be certi—
fied according to state statute and regulations.

B. Reconmended standards for training, continuing education, certi—
fication and curricula for all other categories of emergency
care personnel should be established to assure quality of pa—
tient care throughout the state.

C. Training programs and resources within Alaska should be adequa* "
to meet all EMS prehospital manpower needs.

D. Continuing education and specialized EMS training for hospital
personnel should be provided within Alaska to the greatest
extent possible.

The recommendations lifted on these pages are not to be interpreted as
regulations; they have not been adopted under the Alaska Administrative

Procedures Act, A.S. Chapter £4.66, nor are they intended for future
adoption as regulations.

V-1




The

A. Local and regional EMS communication systems s" uld he estab—
lished and maintained which will assure residents and visitors
easy access into a medically controlled system and which will
assure the most rapid dispatch of appropriate personnel and
transportation vehicles, assure coordination among public safety
agencies, and provide flexibility to handle emergencies of
any magnitude.

B. AIl EMS com.",-n.cations systems development S uld be in keeping
with an overal"i state EMS communications plan, utilizing exist—
ing systems and resources in a cost efficient, practical manner.

C. All EMS cormruni® anions systems should maintain a minimum of
957. reliability and be provided with back-up systems in event
of primary systems failure.

Transportation

A. There should be available an adequate number of airor surface
vehicles, suitably staffed and eauipped, to ensuretimely re—
sponse and transport to medical facilities in order to minimize

personal injury and loss of life for accident and illness vic—
tims.

B. Ambulance services in Level 11, 1IlIl and IV communities and
on highways receiving state financial assistance should be
certified according to state statutes and regulations.

Facilities

A. There should be an adequate number of accessible medical facil—
ities - clinics, emergency departments and critical care units
- to provide service cn a 2A-hour-a-day, 7-day-a-week basis,
which maintain state reccmmended standards, and which are coor—
dinated with ocher health care facilities within the system.

Critical Care

A. The -reatment and transfer of the critically ill or injured
patient, from the point of systems entry through rehabilitation,
should be carried out according to protocols appropriate for
regional capabilities, designed for maximtm recovery.

B. AIl critically 1ill or injured patients should receive care
at the most appropriate facility the regional system offers
for their condition, or 1if necessary, should be transferred

in a stabilized condition to an appropriate facility outside
the region.

recommendations listed on these Pd(€S arc not to be interp eted as

regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S. Chapter nor are they intended for future
adoption as regulations.

VI-2



7. Public Safety Agencies

A. AlIl public safety agencies involved 1in emergency response
should be coordinated to provide the most effective utilization
of appropriately trained personnel and equipment for emergency
patient care.

S. Consumer Participation

A. Consumer participation in all aspects of EMS systems planning
and policy setting should be encouraged through a polic/ of
responsiveness and accessibility, and assured through the mech—
anism of local, regional and state EMS Councils.

9. Accessibility to Care Without Ability to Pay

A. Services should be financed so that ability to pay or economic
status 0l tr.r consumer does not interfere with delivery of
needed services at the time of need and does not affect the
quality of health service provided.

10. Transfer of Patients

A. Tne transfer of patients to facilities offering the definitive
follow-up care and rehabilitation necessary for iraxinun recovery
should be facilitated through established transfer mechanisms,
with recommended protocols available.

11. Coordinated Recordkeeping

A. Tnere should be a coordinated EMS patient recordkeeping system
which follows the patient from initial entry into the FMS system
through discharge and follow-up and which 1is consistent with
other medical recordkeeping within the state.

B. AIl regional EMS systems development data should be in keeping
with a coordinated State EMS information system.

12. Public Education and Information

A. Alaska residents should know how to access their local EMS
system and should know how to render appropriate first aid
in a medical emergency.

B. Visitors to Alaska should know how to access the EMS system
and how to take appropriate action in time of emergency.

The recommendations lasted on these pages are not to be interpreted a:
regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S."Chapter LU. y nor are they intended for future
adoption as regulations.



13. Evaluation

A. There should be a functioning system for periodic and objective
review of the quality and extent of EMS systems development
at both, state and regional levels, for the purposes of evalua—
tion and needs assessment.

14. Disaster Response

A. Local, regional and- statewide EMS disaster planning and emer—
gency medical resources should be adequate to deal effectively
with any major disaster situation and should be coordinated
with the Division of Emergency Services, Dept, of Military Affairs.

15. Mutual Aid Agreements

A. Necessary back-up and support services 1in time of emergency

should be assured through mutual aid aereements between inter—
regional, state and federal agencies.

The recommendations listed on these pages are not to be interpreted as
regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S. Chapter Cb.66, nor are they intended for future
adoption as regulations.



THE ROLE OF THE EMERGENCY MEDICAL SERVICES SECTION

The Emergency Medical Services Section seeks to Tulfill its mission
and goals by:

. 1. Coordinating feciral, state and regional official and volun—
tary agencies involved in Alaska®s EMS system.

2. Recommending standards for EMS which are appropriate for Alaska.
3. Providing overall medical direction for statewideEMS systems
development.

A. Certifying personnel and services according to legislative
mandates to assure certain minimum standards of emergency
medical care.

5. Providing and administering financial assistance for regional
EMS system development.

6. Providing technical assistance to vregional and local IMS
agencies.

7. Educating the public on appropriate action in emergencies
and on emergency procedures.

8. Seeking 1improveo emergent) medical services through legisla—
tive action.

9. Monitoring and evaluating EMS systems development throughout
the state.

10. Planning and prioritizing continued program development based
on systematic needs assessment, and epidemiological research.

The recomnendatlon* listed on these pages are not to be interpreted as
regulations: they have not been adopted under the Alaska Adalnlstrativa
Procedures Act, A.S. Chapter <.<..64, nor are they Intended (or future
adoption as regulations.



10.

The

THE ROLE OF THE REGIONAL EMS COUNCILS
Facilitating the development and maintenance of local and regional
emergency medical services to provide a continuum of patient care.

Coordinating regional, subarea and Jlocal official and voluntary
agencies involved in EMS.

Assisting local emergency medical services and facilities to meet
reconmended standards and regulations of the statewide EMS program.

Providing technical assistance and medical consultation to regional
and local EMS agencies and medical facilities.

Administering funds granted by the Emergency Medical Services Sec—
tion, as well as income derived frcm other sources.

. Providing financial assistance to local emergency medical services.

Coordinating and providing training of EMS personnel within the
region.

. Educating the public on appropriate action in emergencies and on

emergency preparedness.
Monitoring and evaluating regional EMS development.

Planning and prioritizing continued regional program development
based on systematic needs assessment.

recoiw*endat lont lined on these pages arc not to ba Interpreted at

regulations; they have not bean adopted under the Alaska edidinlstfatlv«
Procedures Act, A.S. Chapter AA.6A, nor are they intended (or ft ure
adoption as regulations.






RESULTS OF A CONFERENCE ON
HYPOTHERMIA AND COLD WATER NEAR DROWNING

July 11 and 12, 1981 in Anchorage, Alaska
Participants: William Doolittle, M.D.
John Haywa*d, Phd.
William Mills, M.D

Martin Nemiroff, M.D.
D

Tim Samuelson, M. Moderator

HYPOTHERMIA

l. General Points
A. The evaluation and treatment of hypothermia whether wet or
dry, on land or water, 1is essentially the same. Ther fore, we

do not specifically distinguish between chronic and acute, or
wet and dry in the following discussion.

B. In the setting of the cold patient, a rectal temperature is one
of the vital signs. In terms of the ABC"s it would be -

Airway
Breathing
Circulation
Degrees

o O w >

C. "Low Reading"™ thermometers are important in the care of the
hypothermic patient. Regular thermometers are useless and pro—
bably dangerous in this setting. CS~

D. Obtaining a temperature is important and useful for treating
hypothermia. However, there is tremendous variability in in—
dividual physiologic responses at specific temperatures. In
addition, there will frequently be times when a low reading
thermometer 1is not available. Therefore, these guidelines are
not based on thepatient®s measured temperature.

E. Axiom: With the hypothermic patient, THINK HEAT.

1. No cold 1IV"s.
2. No cold ventilation therapy.
3. No cold treatments of any kind.

F. We must, at least, prevent further heat loss at thecore.
This can only bedone by insulating the entire patient plus
core ;areas/ neck, chest, and groin.)

c. Adding heat gradlaliyand gty Tmipies’

1. Extern m hot water I 'W acks"
SRl NI BRSSPt Wl DRI e o 0

warm bodies, e? app(i gd Y\éarrﬂw ead ngﬁe fl & nd roin.

2. Breathing warn, moist air or oxygen.

e The term "Elddi heatt" |sl used rathTr 5han rewarmlng".

Eﬁgagaed'?ifoﬁnoﬁﬁea? B FReREr SEH et A EL g
oat IS prevente



Eval

other occlusive dressings.

Be wary of statements or actions while working on patients who
are unconscious or requiring CPR. These patients frequently
remember what is done and said and it can produce severe psyOx -
logical problems later n. This statement applies equally well
to warm and cold patients.

Preplanning regarding how you will handle these problems,

who will be 1in charge, and being familiar with the appropri—

ate equipment is absolutely necessary.

A note on transport: Air travel in Alaska 1is obviously favored.
But if air travel is not possible, other types of transport
should be utilized, such as snowmachine, dog team, cars, and
especially boats 1in areas with water access.

The inside of the ambulance and any rooms where such patients are
treated should be "room temperature” Upproximately 65 to 72 de—
grees F.[18 to 22 degrees C.]).

uation and Treatment

GENERAL PUBLIC/FIRST RESPONDER

A.

NET

If the patient is cold and has any of the following signs or
symptoms:

1. Depressed vital signs.

2. Altered level of consciousness, 1including slurred
speech, staggering gait, decreased mental skills.

3. Temperature = 90 degrees F. (32 C.) or less.

4. No shivering in spite of being very cold (the presence
of alcohol intoxication throws this sign off).

5. Associated significant illness or injury that 1is
present or that may have permitted the hypothermia to
develop.

.He is considered to have sevore hypothermia.

If he is cold and does not have severe hypothermia, as defined
above, he has mild to moderate hypothermia."

Basic Treatment

1. Treat very gently. (Ancj™
2. Remove wet clothing. Replace with dry clothing or dry cover —
ings of some kind.
Insulate from the cold.
4. Add heat to the head, neck, chest and groin externally
(See G. wunder General Points on Page 1.), or internally,
if a system for breathing warm moist air is available.
Avoid attempts to warm the extremities.
5. When the first responder adds heat to the very cold patient
(temperature less than 75 degrees F.[26 degrees C.]) the
p 1idea is to prevent further heat loss, not raise the core tem-
r ,perature which will cause electrolyte, acid-base and hydration
"that the first responder will not be able to treat.

)

w



HYPOTHERMIA - GENERAI PUBLIC/FIRST RESPONDER - BASIC TREATMENT (Con"t.)

6. No rubbing or manipulation of the extremities.

7. No coffee or alcohol.

8. Do not put patient in a shower or bath.

9. Warm fluids can be used only after/shivering stops with a
clear level of consciousness, with7the ability to swallow,
and evidence of rewarming already.

10. If severe hypothermia is present, treat as above and trans-—
port to a higher medical facility.
11. IT there is no way to get to a higher medical facility, rewarm

the patient slowly, cautiously and gradually with the methods
indicated in G. under General Points on Page 1.

Severe hypothermia with no life signs (CPR required).
1. Basic treatment as indicated above.

Carefully assess the presence or absence of pulse or respir—
ations for one to two minutes.

N

3. IT no pulse or respirations, start CPR.

4. Use mouth-to-mouth rather than bag/mask breathing.

5. Obtain a rectal temperature if possible.

6. IfT you are than less than 15 minutes to a higher medical
facility, do not bother trying to add heat.

7. IT you are greater than 15 minutes to a higher medical
facility, add heat gradually and gently.

8. Reassess the physical status periodically.

9. Transfer to a higher medical facility in allcases.

Severe hypothermia with signs of 1life (i.e. pulseand respir—
ations present).

1. Basic treatment. (Do not use CPR.)

2. Add heat with the methods indicated in G. under General Points
on Page 1 if you are greater than 15 minutes from a higher
medical facility.

3. Transfer to a higher medical facility.

EMERGENCY MEDICAL TECHNICIAN 1I*

A.

Treat as the GENERAL PUBLIC/FIRST RESPONDER with the following
additional guidelines:

1. Do not use oxygen unless you are performing CPR or you are
specifically told tc do so.
2. Pneumatic antishock trousers are not indicated for hypo—

thermia, but may be used to treat hypovolemic shock in a
hypothermic patient.

3. The 1indications for oral airways are the same in the hypo—
thermic and the warm patient.

4. Communicate with a higher medical facility.

* Note: Alaska Native Village Health Aids are, for purposes of
these protocols, considered to fall into this category.



HYPOTHERMIA (Con"t.)
EMERGENCY MEDICAL TECHNICIAN 11

A. Treat as an EMERGENCY MEDICAL TECHNICIAN 1, with the fol—
lowing additional guidelines:

1. 1V therapy (Note: Do not delay transport, communica-—
tions, or other therapy by taking a long time to start
an 1V. IV"s are difficult to start in cold patients):
a. All patients with severe hypothermia should have an

IV started after other stabilization.
b. Use D5W at a rate of 75 cc. per hour.

B. Additional medications: (Note: Medications are inefficient
and are metabolized much more slowly in the hypothermic patient.)

1. Narcan and 50% Dextrose are not to be used unless specifically
instructed to do so by a physician.

C. The Esophageal Airway Device: The indications and contraindi —
cations forthe esophageal airway device are the same 1in the
hypothermicand the warm patient.

D. Communicatewith a higher medicalfacility.

EMERGENCY MEDICAL TECHNICIAN 111

A. Treat as an EMERGENCY MEDICAL TECHNICIANII, with the Tfollowing
additional guidelines:
1. In cardiac arrest:
a. Attention to the ABC's.
b. CPR.

c. Attempt defibrillation once wiih 400 w/s ™% if the
patient is in ventricular fibrillation or ventricular
tachycardia. (Note: Shivering can mimic ventricular
fibrillation.)
d. Add heat if greater than 15 minutes from the hospital.
Repeat defibrillation may be attempted only if the
core temperature is 85 degrees F. (30 degrees C.) or higher
f. IT cardioversion 1is successful, give Lidocaine, approxi—
mately 1 mg. per kilogram 1V bolus, followed in 15 minutes
by a second bolus at 0.5 mg. per kilogram.
g.- IT heart rhythm is asystole: Do not attempt defibrillation
and treat as an EMT 11I.
2. Morphine 1is contraindicated in the hypothermic patient.
3. Cardiac monitoring is indicated in all hypothermic patients
as long as its use does not unnecessarily delay other or
further care.



HYPOTHERMIA (Con"t.)

PARAMEDICS

A.

Treat as an EMERGENCY MEDICAL TECHNICIAN 111 with the following
additional guidelines:

1. Paramedics in isolated areas in Alaska should function
as an EMT 11l 1in regards to the hypothermic patient, unless
they are under the specific on-line direction of a physician,
or until a patient reaches a level of adequate physiological

response (temperature higher than approximately 90 degrees F.)
2. Endotracheal intubation: The indications and contraindications

for ET tube placement are the same in the hypothermic and the
warm patient.

3. Cardiac arrest: Treat as an EMT 111.

4. Additional medications: Since medications are inefficient
and also poorly metabolized in the hypothermic patient,
no additional medications are indicated.

SMALL/BUSH CLINICS

A. The extent of the evaluation and treatment in small/bush clinics
is defined by the training of the personnel and the available
equipment as outlined in the foregoing guidelines.

For transfer to a higher medical Tfacility, the patient must

be stabilized in the clinic rather than transferred as an

unstable patient. Therefore, 1f the patient 1is requiring CPR

or is otherwise with unstable vital signs, necessary equipment

and trained personnel, if not already at the clinic, should be

sent to the clinic in order to stabilize the patient enough for
transfer to a higher medical facility.

Once the rewarming process has started in the clinic, it should

be continued with slow, gradual techniques until transfer is

possible and appropriate.

HOSPITALS

A. Some general points:

1. Treat to the level of your ability as your hospital equip—
ment, staff, and skills dictate.

2. All patients should be stabilized before any transport to
another facility. The patient should be kept in the sending
hospital until the patient is stable.

B. Evaluation

1. Initial attention to the ABC"s and CPR as needed.
2. Vital signs, including rectal temperature.
3. Brief history.



HYPOTHERMIA - HOSPITAL EVALUATION AND TREATMENT (Con x.)

4. Brief physical exam: Feel for skin coldness or warmth,
level of consciousness, shivering, cardiopulmonary exam,
and associated trauma.

Then

5. Chest x-ray.

6. 12 lead electrocardiogranm.

7. Urine for urinalysis, sodium and osmolality.

8. Blood for CBC, BUN," creatinine, electrolytes, sugar, platelets,

PTT, Prothrombin Time, Liver Function Tests, amylase.

9. Arterial blood gases.
10. Weight.

C. Monitoring and Treatment

1. Cardiopulmonary monitoring.

2. An 1V and/or central venous pressure line (in the superior
vena cava, not the right heart), with D5W at 75 cc. per hour.
IV fluid and rate of infusion will vary depending on the pa-—
tient"s level of hydration and laboratory data.

3. Urinary bladder catheter.

4. Nasogastric tube, if the patient is unconscious and the airway
is protected.
5. Endotracheal/Nasotracheal tube is indicated in the unconscious

patient after careful neck evaluation.
6. Daily weights; 1&0.

7. Always ventilate with warm, moist air or oxygen (typical un-—
warmed ventilation is approximately 72 degrees F.[22< C.]).-

8. Sodium bicarbonate administration is based on arterial blood
gases.

9. Adding heat: The recommended possibilities include:

External Methods Internal Methods
1. Cradual spontaneous 1. Warm steam inhalation/
rewarming. ventilation.
2. Warming blankets,warming 2. Peritoneal lavage,
mattresses, etc. 3. Warm IV fluids.
3. Tub bath. 4. Extracorporeal circulation
(AV shunt).

General notes about rewarming techniques:

1. Regardless of the method chosen for adding heat, the patient
must be under total physiologic control, to allow you to deal
with the metabolic needs of the patient.

2. Tub bath is the most rapid method and requires immediate
laboratory results and extremely close physiological moni-
toring to maintain control of the situation.

3. Do not compromise extremity circulation by using tourniquets,
MAST pants or ice packs.

(6)



HYPOTHERMIA - HOSPITAL EVALUATION AND TREATMENT (Con"t.)

D.

4. The recommended temperature 1is about 105 to 110 degrees F.
(40 to 43 degrees C.) for all methods.
a. For severe hypothermia without signs of life (requiring

CPR) :

1. Warm the core as rapidly as you can handle, using
one or more of the methods. (For example, warming
mattress, warm steam inhalation, and peritoneal
lavage), trying to get the patient greater than
approximately 85 degrees F., (30 degrees C.)

2. For severe hypothermia with life signs: Use your
judgement, utilizing one or more of the methods.

10. Continue monitoring until stable and warm.

Most common problems

Note:

Drug therapy should be moderated because in the cold
patient medications are both inefficient and poorly
metabolized.

1. Arrhythmias - these are usually atrial arrhythmias.

a.

b.

If very cold, these atrial arrhythmias will usually con—
vert spontaneously with rewarming.
If the temperature is rising and the arrhythmia does not
convert, you may want to use the usual medications. (In-
deral may be the drug of choice in atrial arrhythmias in
this setting.)
If the treatment is not working, add more heat.
Ventricular fibrillation in the very cold patient is
treated with CPR, adding heat™iJfter the temperature
reaches approximately 85 degrees F. (30 degrees C.),
defibrillation.

In the patient whose temperature 1is rising, the standard
(AHA, others) treatment for ventricular fibrillation
should be utilized.

2. Dehydration - monitor and treat accordingly.

3. Hyperkale, ia - monitor and treat accordingly (do not infuse
potassium in 1V"s).

4. Hyperglycemia - monitor and treat accordingly.

Transferring Patients to Tertiary Care Facilities

The indications to transfer the patient from a smaller hos—

pital

to a tertiary care TfTacility are:

1. In general, lack of nursing and support staff and equipment
to properly provide for a critically ill patient, requires
that the patient be transferred, once that patient is stable.

™



HYPOTHERMIA - HOSPITAL TRANSFER (Con"t.)

2. Specifically, the patient should be transferredif:

a. There is no capability for rapid arterial blood gas
results.

b. There is profound neurological depression.

cC. There is associated significant trauma.

®



COLD WATER NEAR DROWNING

A.

General Comments

1. Anyone submerged long enough to be unconscious and/or reguire
CPR, who has been under water less than one hour, should be
sent to the hospital.

2. If under water for more than one hour, no attempt at resuscitation
should occur.
3. If we do not know how long the person has been under water, we err

on the side of considering them under one hour.

4. There 1is no difference between fresh and salt water near drowning
in regards to outcome or treatment.

5. These principles apply to any near drowning, not just those 1in cold
water. The difference between warm and cold water 1is that in long
submersions (greater than 6 minutes), survival in warm water 1is
50% at best. Therefore, attempt to get a temperature of the water
at some point in time primarily for prognostic purposes. Obviously
the colder the water, the better the chance for survival.

6. The level of coldness is rarely profound (below 85 degrees F.[30<=C.))

in cold water near drowning, so the hypothermia aspect of the problem

is less critical than the pulmonary or hematology aspects. Thus,
rewarming is done very cautiously and gradually, without the need
for invasive techniques such as peritoneal lavage or AV shunts.

7. Many near drowning victims die of a particular type of Disseminated
Intravascular Coagulation, not from their pulmonary problems.

Evaluation and Treatment

For the general public/first responder, Emergency Medical Technician 1,
Emergency Medical Technician 11, Emergency Medical Technician 111, and
the Paramedic, the treatment is the same as indicated for hypothermia,

plus:

1. It is very important tc clear the airway with any of the standard
maneuvers, but no specific maneuvers are mandatory to expel water
from the lungs. D" not dc the Heimlich maneuver on these patients.

2. CPR must be started immediately.

3. Assess carefully for associated injuries.

HOSPITAL CARE

1. The evaluation is generally the same as for hypothermia,
except for the laboratory evaluation which in near drowning
should.be, 1in order:

Arterial blood gases.

Chest x-ray.

12 lead electrocardiogram.

Electrolytes, BUN, CBC.

Scan the serum for pinkness (indicating hemolysis).
Institute cadiorespiratory monitoring.

IV therapy - D5W at keep open levels. (In children, h -
maintenance rate).

Q =D O 0OT W
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COLD WATER NEAR DROWNING - HOSPITALS

2. Therapy:

/a. Attention to the ABC"s, with respiratory support, intubation,
etc., as needed.
b. Rewarming. Active rewarming methods (warm air inhalation,

external heat sources, etc.) should be used only while CPR
is required.

Once circulation has been established, do only passive re—
warming (light sheets or light blankets, room temperature).
Note that these patients often become hyperthermic.

c. Aspiration pneumonitis and pulmonary fc"lema may be treated
with:
1. Corticosteroids.
2. Penicillin.
3. Lasix.

d. Profound neurological depression: Recommend cerebral resus—
citation, as per CONN* with mtraventricular pressure monitor—
ing, diuretics, and barbiturates.

e. Hemolysis - Treat as with any patient with hemolysis.

f. Disseminated Intravascular Coagulation - treat as with any
patient v i-h DIC.

g. Renal 1insufficiency - Treat as with any patient with renal

insufficiency.

3. Transferring the near drowning patient to a tertiary care
facility.

a. The indications to transfer the patient froma small hospital
to a tertiary care facility are:

Note: The patient should be stabilized at the nearest hos—
pital with intubation as necessary and ventilation.

1. Lack of nursing and support staff and equipment to properly
provide ongoing care for a critically ill patient requires-
that the patient be transferred, once the patient 1is stable.

2. Specifically, the patient should be transferred if:

a. There 1is no capability for rapid arterial blood
gas results.

b. There s deterioration of pulmonary status.
c. There isrenal insufficiency.
d. There 1is hemolysis.
* e. There isprofound neurological depression.

f. There issignificant associated trauma.

3. Air transport should be in an aircraft pressurized to
sea level or flying at sea level. You may need to increase
oxycen supplementation depending on the level of pressuri-
zat~on.

¢""Cerebral Salvage in Near Drowning following Neurological Classification
by Triage,"™ A. W. Conn, Canadian Anesthesia Society Journal, Volume 27, No.3,
May, 1980.

(10)



Background Information on Paramedics



EMORANDUM state of Alaska

to: William VJennen, M.D., Cnairman date: October 20, 1981
Advisory Council on Emergency Medical Services
FILE NO:

TELEPHONE NO: 465-3027

from: Mark"s". Johnson, Coordinator SUBJECT:
Emergency Medical Services Section

We 1inched you at the ACEMS meeting in Sitka. There v;as some discussion
about the proposed use of the excess FY82 EMS funds for Northern Region,
but seme members were frustrated that they didn"t have advance notice
to *eview the requests, while 1 sympathize with this concern, there
was nothing we couid do about it, because the Interior and Northern

Region Boards had just approved these requests one week prior to the
ACEMS meeting.

The one funding request which generated the most discussion was the
proposal to send ENTs from Nenana aud Healy outside the state for para—

medic training. As 1 see it, there are pros and cons to this proposal.
I have listed some of these belcv:

Pros Possible Cons
1) Advanced medical training is 1) If we approve paramedic
probably needed more in rural training for Healy & Nenana
areas because of the long dis— how many other rural ser—
tances to acute care centers. vices will request similar
funding assistance in

the future?

2) At least one of the ENTs de— 2) Will there be enougn calls
siring paramedic teaching is to maintain skill levels?
an instructor. Paramedic
training will enhance <his per—
son®"s instructor capabilities.

3) Proximity to Mt. McKi iley 3) Will these people be con—
means that large numbers tent with their current
of tourists pass through volunteer cr low pay status
tne area in the sirrmer. after paramedic training?

Due to the complexity of the issue, sen* members of ACEMS would prefer
that the decision D€ made at the regional level. ACEMS also voted
to review this request again at their next meetipg.

Therefore, | suggest that you bring this up at the next Interior Region

Medical Advisory Board meeting. Also, it they endorse this request,
think it would be a good idea to set up a formal evaluation to deter—

mine the benefits of paramedic training in rural areas. This informa—

tion would be especially useful because Senator Charlie Parr has sug— ¥ -
gest"d that Alaska should train paramedics in nil subregional centers )
who could also assist with medevacs. ,SIC|fC
ee.
C%lrikﬂj
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111 appreciate hearing your views on this subjrct.

MSJ/bb

cc: James Borden, M.D.

Tiro Samuelson, M.D.
Jeanne 0Ostnes

October 20, |'61



S.R. Box 50599

ALASKA LEGISLATURE

. . Fairbanks Interim Office _ Pouch v
Fxirbinb. Alwki 99701 545 Third Avenue, Suite D Juneiu, Al»sk» 99811
(907) <56-5029 Fairbanks, Alaska 99701 (907) <65-<907
(907)456-8925

December 14, 1981

Tim Sanuelson, M.D.

Medical Director, State EMS Office

Pouch H-06C

Juneau, Alaska 99811

Dear Dr. Samuelson:

I have recently seen a copy of your letter of November 2 to

Dr. Kennen regarding paramedics in sub-regional centers in

the rural part of the state. Unfortunately, someone has mis—

informed you as to my 1ideas on the subject.

I have never suggested paramedic staffing. Instead, I have

suggested that we might consider the assignment of physician

assistants to regional offices. This idea has never been ad-—
vanced as something the state should do, only as an idea that
should be considered. (7,fter all, the Russians did it in Siberia
thirty or more years agol!)

Scrry for the misunderstanding.

Sincerely,

C*

P. S. The information about skill decay in your letter was quite
helpful.

CHP :dm



DEPT. OF HEALTH AND SOCIAL SERVICES

DIVision OF PUBLIC HSALTH POUCH H-0CC
EMERGENCY MEDICAL SERVICES SECTION JUNEAU. ALASKA 9s51x

EMS MEDICAL ADVISORS REPORT

November 12, 1981
Anchorage, Alaska

Present: Bill Dahl, M.D., Kotzebue
Dave Lonsdorf, M.D., Bethel
Stan Jones, M.D., Haines

Bill Wennen, M.D., Fairbanks *e
Jim Borden, M.D., Fairbanks
Bernard Gerard, M.D., Valdez

Myron Bloom, M.D., Ketchikan

Floyd Elterman, M.D., Tanana

George Garnett, M.D., Soldotna

Ron Gould, M.D., Tanana Chief"s Conference

Tim Samuelson, M.D, State EMS Medical Director
Jennifer Gleason, EMS Coordinator, Fairbanks

Susan Ash, EMS Clinical Coordinator, Southern Region EMS
Susan Clark, EMS Clinical Coordinator, Southeast EMS
Susan Super, State EMS Staff

Mark Johnson, State EMS Coordinator

Laurel Anderson, Southeast Region EMS Council

Ross Van Camp, M.D., Glennallen

The meeting was held at the Anchorage Westward Hilton, and lasted fronm
9:00 a.m. to 2:00 p.m.

Hypothermia Protocols recently developed through the offices of the State
EMS offices were presented by Dr. Sanueldon. The group had a number of
useful and helpful suggestions and these were incorporated into changes
on a revised set of protocols. In particular, there seemed to be concern
in regards to the medical/legal aspects of these protocols and several
physicians felt thot the way that certain parts of these protocols were
written might be fuel for lawyers tc produce successful suits against
doctors.

The EMT Regulations were presented by Dr. Samuelson. Those parts of the
EMT Regulations that impact on physicians and medical advisors were
discussed and pointed out to those present. Several iIn the group ex—
pressed happiness that these regulations were finally coming to fruition
while others in the 5-wo conc”re )d about them causing complications
regards to providing Lmei"gtin".y ".al Services. The regulations were
Wiscussed 1in detail.
a

The concept of Medical Control was discussed by the group and each of v
those present described how they provide leadership and quality control



in their respective pre-hospital Emergency Medical Services. In this r
regard, the concept of bush or very rural paramedics was discussed and /\
the group felt that the use of paramedics in such situations was gener —
ally 1inappropriate. What was needed in these areas, they believe, 1is
someone with more general knowledge such as a Physician®s Assistant

rather than someone with very specialized knowledge involving only emer —
gency care as is the case with the paramedics. In addition, the group
felt that i1t may be difficult to find a Physi-elanls A%sislLanL 01 physi-
cians willing to spend the time necessary to provide effective and proper
medical control of such individuals. Ana finally, the group was concerned
about the best use of money in that they felt that for the cost of pro—
viding paramedic services, the benefits to the population 1in general were
quite low.

The document produced by the State EMS Office called "EMS Goals for the
State of Alaska"™ was introduced to those present and discussed. The
orientation of the document and the uses of the document were discussed
and Dr. Samuelson stressed that it was merely a guide and not a document
that rigidly instructed people in how to provide Emergency Medical Ser—
vices. The document can be very useful in planning Emergency Medical
Services in both small and large communities.

Prepared by Tim Samuelson, M.D.

TS -r1l



Draft Position Paper from EMS Section on Question
of Good Samaritan Laws



POSITION PAPER U Jj»--'**,
Liability of EMTs and Supervising Physicians

Alaska Statute 8.08.086 - IMMUNITY FROM LIABILITY

(@) No person certified under Section82 of this Chapter (EMTs and
Instructors) or persons or public agency which employs, sponsors
or controls the activities of persons certified under Section 82
of this Chapter, who administers emergency medical services to
an injured or sick person may be liable for civil damages as a
result of an act or omission in administering those services, if
done in good faith and if the life of the injured or sick person
is in danger. This subsection does not preclude liability for
civil damages the proximate result of gross negligence or intention—
al misconduct, nor preclude imposition of liability on a person
or public agency which employs, sponsors, or controls the activities
of a person certified under Section 82 of this Chapter if the act
or omission is a proximate result of a breach of duty to act created
under this Chapter. For purposes of this Section, "gross negli—

gence" means reckless, willful, or wanton misconduct.

Section 08.64.366 - Liability for services rendered by a physician-
trained mobile intensive care paramedic. No act or omission of
a ,hysician-trained mobile intensive care paramedic done or omitted
in good faith uMle rendering emergency lifcsaving service to a
person who 1is 1immediate danger of loss of life shall 1impose any
liability upon the physician-trained mobile intensive care para—
medic, the supervising physician, a hospital, the officers, members
of the staff, nurses or other employees of a hospital or upon a
federal, state, borough, city or other 1local government unit or
upon other employees of a governmental unit; however, this section
docs not relieve a physician or a hospital of a duty otherwise
imposed by law upon the physician or hospital for the designation
or training of a physician-trained mobile intensive care paramedic
or for the provision or maintenance of equipment to be used by

the physician-trained mobile intensive care paramedic.



The above statutes address the concerns, expressed by numerous emergency
medical téchnicians, paramedics, ambulance service chiefs, and physician
supervisors, about potential liability in rendering emergency medical
care in a Tield setting. Since both of these statutes only address
irrmriity from liability in life-threatening emergencies, the Emergency-
Med cal Services Section and the State Advisory Council on Emergency
Medical Services recommended that these statutes .be amended to include
any situation whereby the patient was in danger of "loss of life or
serious harm." This, 1in effect, would cover all situations requiring
the assistance of EMTs or paramedics. Unfortunately, the adiminisration
chose not tr. sponsor this suggested legislative amendment.

However, based on the advice of Jim Page, a nationally noted EMS legal
expert, any statute which attempts to grant immunity from liability
to a specific group may ultimately be judged unconstitutional by the
courts. Whether or not this 1is true, the statutes themselves do not
preclude someon from filing a suit, which could result in costly legal

expenses for the defendents, even if they are found not guilty.

Currently a law suit 1is pending against some Juneau Fire Department
EMTs, physicians, Bartlett Memorial Hospital, and the City of Juneau
regarding a 3-year-old cold water near-drowning case. While the City
and Borough of Juneau can probably afford to cover its own legal de—
fense, nany volunteer EMTs, and rural physicians 1in Alaska may not
be able to afford the legal expenses of such a case.

A recent report from the Emergency Medical Services CoomLlItre, National

Research Council, National Academy of Sciences, also addresses legal
issues in EMS:

4. Legal Considerations

"Experience of various EMS systems with and without medical control
strongly suggests that a firm system of medical control, with treat—
ment, triage, and transport protocols accepted by the medical com—
munity and enforced by the system®s medical director is the best
insurance against legal action. It does not appear that Good Samaritan
laws, designed originally to protect lay persons offering assistance

at an emergency, should be applied to professionally trained EMS

2



personnel. In any event, malpractice lawsuits involving EMS
personnel are so rare that the question of legal liability does

not appear to be a major barrier to the development of an ALS (ad—
vanced life support) system.”

A_ "All persons within an EMS system who directly provide emergency
medical care should be legally responsible for providing care
appropriate to their training and skills. However, we recorrmend
that the EMS system itself, or its parent body, such as a munici—
pality, should bear insurance costs entailed in the legal liabil—
ity of EMTs, paramedics, and of medical supervisors in their
exercise of medical control functions. State Good Samaritan
laws should apply only to lay persons providing aid at the scene
of an emergency."

B. "The responsibility to attempt resuscitation exists as long as
there is possibility of brain life; once begun, resuscitation
should be terminated only on order of the supervising physician.
The question of possible liability for resuscitation after brain
damage is unresolved, but does not appear to differ in kind from
the more general questions related to artificial prolongation
of life."”

The key legal issue in the Nationa Academy of Sciences report seems
to be the recotTmendatlon that "the EMS system itself, or its parent
body, such as a municipality, shcwld bear Insurance costs entailed
in the iegal liability of EMTs, paramedics, and of medical supervision
in their exercise of medical control fun.tions."

Given the fact that most EMTs 1in Alaska are volunteers, and the fact
that physician supervisors often do not even reside in the same commun—
ity, perhaps the question of state sponsored liability insurance for
EMTs, paramedics, and physician supervisors should be explored. While
it doesn"t [ -on unreasonable to expect physicians to carry malpractice
insurance for themselves, it also does not seem unreasonable that the
state would provide insurance coverage for EMTs or paramedics under
the supervision of these physicians. Of course, strict quality control
must be a consideration. Otherwise EMTs 1in the field may not feel

the need to continually train and update their skills.



The question of liability for emergency care 1is especially difficult
because there often 1is not clear evidence of appropriate treatment
for various types of emergency medical situations. Depending upon
distance from a hospital and skill levels of personnel, treatment may
differ. Furthermore, the patient may have undiagnosed complications
which could result in unanticipated outcomes. Lawsuits stemming from
these situations may discourage volunteers from getting involved in
the system, or may result in an overly conservative approach to treat—
ment. Perhaps state certified ENTs and paramedics could be extended

the privileges of state employees for the purposes of insurance cover—
age.

In summary, the entire issue of potential [liability forEMTs, para—
medics, ambulance agency chiefs, and physician supervisors is extremely
complex, and should be studied throughly by the state.

The EMS Section of the Division of Public Health and the State Advisory
Camcil on Emergency Medical Services will be more than willing to
offer additional assistance in exploring this issue.””



Excerpts from Alaska EMS Goals Outlining Ultimate,
ldeal Deployment of EMS and Other Medical Personnel
and Facilities in Alaska



LEVELS OF CARE:

ALASKA®"S APPROACH TO ORGANIZING A HEALTH CARE SYSTEM

Organization of the Alaska health care system, as conceptualized
in the Alaska State Health Plan, utilizes a regional approach, identi—
fying appropriate health resources and services for five community
levels. These levels are categorized as:

Level | Village

Level 11 Sub-Regional Center
Level 111 Regional Center
Level 1V Urban Center

Level V Metropolis

Health services, manpower and racilities generally appropriate for
each of the five levels are recommended in the Plan. * However, specific
resources to be provided 1in any individual ccrmunity are to be deter—
mined by considering such factors as population characteristics, health
status, anticipated frequency that the service will be required, and
economic feasibility of providing the service. Regardless of the level

in which a community may be classified, economic realities may not
permit provision of all reccr-"nded health resources in each community.

Compromises also must be made with respect to time and distance fron
services as well as with che scope of services available.

The ™"levels of care" concept encompasses the elements of continuity,
coordination and a continuum of service delivery and referral patterns,
generally from one level to the next highest level. However, there
will be times when a comrnnity will relee directly to the level which

can provide appropriate care 1in the m,st expeditious and convenient
manner.

Services for Level | Ccnmunities - Villages

Level 1 Cammities are those equated with primary health care, those
elements of health care tnat people use most frequently. Services
allocated to Level | Ccnmunities generally meet one or more of the

following criteria:

1, SerV| es tha% can he provided conveniently at that level on
3 Continuing basks.

2. Servmes designed primarily for ambulatory carc.
3. Emergency measures that nust be provided In a timely matter.

anary{ healtk\ care i Irevel | un|t|es udes the ‘arhge f sef-
VIce hq ‘ adequat prov or. Most ersona care
needs &5 oni {1 evaI at|on an emen of ||on§j

eneral, 01sca fort. ear om n( O{n ro fms 4
chiromc, aspects o disease. 0 |nc &5 HevenvE main-
tenance — heal

? d|s%ase s%ch argeaseuﬁ%s(gjccieﬂga

2 incidence of smlaness
1on and promotion of " pos|

ﬁ] %rfeﬁfance Innunizotions, educa-
Ive health



Direction of patients to specialized health care is a major function
of primary health care. Primary health care does not in itself provide
total or comprehensive care. It does, however, have a unique potential

for becoming the key element in a comprehensive community health .care
system.

Services for Level Il Cotrmunities — Sub-Regional Centers

Levfl 11 Communities are also equated with primary health care. Gen-
er\ily, a broader range of services than those provided in Level |
Communities would be available to the residents of Level Il Ccnmunities.
The additional services are not generally of an emergency nature, but
include those that must be reasonably close to consumers to assure
availability, accessibility and use as needed and appropriate.

Services for Level 111 Communities — Regional Centers
Level 111 Conmunities provide expanded services which can be equated
with secondary health care. Services are extended to include basic

hospital services and bed care in a facility which can provide for
diagnostic workup, routine laboratory services, services for normal

obstetrical cases, general surgery as appropriate and other hospital -
inpatient episodic care.

Services for Level 1V Communities - Urban Centers

To Level 1V Corrmunities are allocatec a larger range and scope of ser—
vices, including those that co not need to be as close to people.
These additional services tend to be institutionally related, more

specialized and lers frequently- used than the services provided in
Levels I, Il, and 111I.

In addition to providing primary and secondary services, Level 1V Com—
munities act as a focal point for economically feasible specialized
health services for a wide geographic area. Certain recognized cen—
ters for specialized services, such as those tor neonatal intensive
care, open heart surgery, treatment of head and spinal injury and of
thermal injury, generally require a significant population "base to
justify their establishment and maintenance, according to na:icnal
guidelines. The economic viability of these centers and the prc/ision
an *ntenance of clinical expertise and technolt are ljrgely depen—

dent on an appropriate population base which may not exist 1in each
Level 1V Community.

Services for a Level V Cenrnjrlty - Metropolis

Presently within Alaska, no Level V Community exists. While future
growth may foster a Level V Community in Alaska, the closest and most

frequently used Level V is now Seattle, Washington. This is the Level

which wjuld encompass highly advanced, specialized and technologically
sophisticated care. Alaska®"s pofxilation currently does not justify
the expense of providing the type of care envisioned within this*Level.

Equally Importanc 1is that this aspect of tertiary care often deals

with entities of relatively low incidence in the general population,

so that centralization is necessary for a sufficient case load to main—
tain Che technical proficiency of the staff. Economics and quality
thus warrant provision of Level V services outside of the state.

V-2



CN THE FOLLOWING PAGES ARE DEPICTED THE FIVE COMMUNITY LEVELS CATEGOR—
IZED IN THE ALASKA STATE HEALTH PLAN. FOR EACH LEVEL THERE ARE LISTED
THE CRITERIA CONSIDERED FOR DESIGNATING A COMMUNITY AT THAT LEVEL.
LISTED ALSO ARE THE SERVICES, FACILITIES AND MANPOWER WHICH SHOULD
BE PRESENT AT THAT "LEVEL OF CARE"™, INCLUDING THOSE RELATING TO EMER—
GENCY MEDICAL SERVICES.

THE RECOMMENDATIONS OUTLINED ON THE COLORED PAGES OF THIS EMS PLANNING
GUIDE ARE AN EXPANSION OF THE RECOMMENDED SERVICES, FACILITIES AND
MANPOWER GUIDELINES FOR EACH OF THESE COMMUNITY "LEVELS OF CARE".
THE RECOMMENDATIONS FOCUS ON EMERGENCY MEDICAL SERVICES APPROPRIATE
FOR EACH "LEVEL OF CARE".



Populat ion.

Proximitvt.

SERVICES

+Primary Core for common acute
illness

.Reception, System entry
.Referral services

.Dia%nostic screening,
preliminary workup

Preventive services

*Limited formulary pharmacy
Services

.Education, counseling
Health Promotion Services

Jdtinerant Services

-Dental

-Eye

-Behavioral Health
-Physician
-Audiology
-Preventive

LEVEL 1

VILLAGE

CRITERIA

.25 - 750, immediate community
.more than 30 minute access
to a higher level (of care)

Hr.ne Health Aide/Homemaker Services

Basic Life Support System

by year-round surface transpor-
tation.

GUIDELINES
FACILITIES
.Space that can be wused for
Clinic purposes. As possible
the space should be provided
with:
-Electricity
-Water
-Heat
-Private Examination Area
with  Examination  Table
-Secure Storage
-Reliable Communications
Line tc a Referral Center
(Radio and/or Telephone)
MANPOWER
.Community  Health Aide and
Alternate Person, trained
at EMT 1 level
. Homemaker
*Itinerant- Public Health Nurse
eltinerant Behavioral Health
Worker
JAtinerant Health Specialist(s)

Proximity refers to a given community's nearness to another community

of the same and/or higher
to prevent unnecessary

level,

e Proximity criteria are
uplication of resources.

intended



LEVEL 11

SU3-REG10ONAL CENTER

Government (or Social

Organization)

Popularion

Proximity*

Accessibility**

Tr-insportat ion

Communlcat

Economic Development

G

SERVICES

.All Services proposed for Level
.Consultation to Providers 1in Le
.Ambulatory M"dlcal & Surgical
Procedures

.Supervised overnight Patient Ca
.Itinerant Dental Services
.Basic Diagnostic Services Inclu
Limited X-ray & Lab Capability
.General Pharmaceutical Services
.Education, Counseling, Promotiv
Services

.Support, Supply, Administrative
Services for Level 1 Communitie
.Long Term Care Alternatives
.Nutrition Services

.Advanced Life Support Systenm
without cardiac capability

*

Accessibility refers to the

be reached from

outlying areas.
1O foster access 1O resources™ .

CRITERIA

preferably incorporated  government;
de facto town council; active formal
community  organizations, especially

those with human services orientation.

500 - 2500 in immediate community or
a service area population of at [east
1000.

enerally should be more than 30 minutes

i

y year-round surface transportation
from another communit) providing a
Level 11 or higher level of services.
generally should be within 30 minutes
access time to outlying villages.
transportation  network to  outlying
villages and to a Level 111 or IV Com-
munity.

a reliable radio or phone service to
a Level 111 or IV Community.
basic services to outlying village!
UIDELINES

FACILITIES

1 Health Center
vel 1 MANPOWER*

re ePhysician assistant or nurse
pract itionrr

.P"blic Health Nurse

.LHT 11

.Behavioral Health Counselor
eHome Health Aide(s)/Home-

mekers tas appropriate)

ding

e

*(Hanpower should be avail—
able as appropriate to
the particular community)

S

ease with which a given community can
Accessibility criteria are Intended

o o ]



I
)

REGIONAL CENTER

CRITERIA

Government.. ... * ... ... .. ..... should be 1incorporated

Population ® e 1500 50,000 in immediate community and
greater than 3,000 1in Primary Service Area

Proximity* ... ... ... Should be more than 30 minutes by year
round surface transportation from another
community providing a level 111 or higher
level of services.

Accessibility*? ... ... ...... Immediate community should be within 60
minutes travel time forat Jleast 90*£ of
population in Primary service area.

Transportation................. shculd have daily scheduled airline, rail,
marine, or bus services to a Level 1V or
V. Community, or should have less than 60
minutes travel time byprivate auto to
a Level 1V or V Community.

Communications................ Statewide phone network; radio, some T.V.

Economic Development........ serve as service center (maintenance
services, commodities, financial, transpor—

tation) to Level

1 and 11 Communities within

its primary service area.***

GUIDELINES

SERVICES

.All Service- Proposed for Level
_Consultation to Level 1 & 1l
Providers

.Short Stay Institutional
.Chronic Care & Long-Stay
Institutional Services
.Pharmacy Services
.Optometrist Services
.Diagnostic X-ray Services
eSupport, supply A Administrative
Services to Level 11
.Community Based:

-Mental Health
-Subatance Abuae/Alcohol

.Mobile EMS Capacity

.Short Term Shelter Care
eDetox. Capabilities
.Dental Servlcct
eClinical Laboratory St -vices
including:

Ualk-In Blood Bank

.Advancad Life Support Systems
with Cardiac Capabilities

Services

Rehab.

FACILITIES
.Hospital:
-general surgery as appro-—
priate
-acute A long term beds

-class 3 emergency care

.Health-Center

.Community Mental Health Ctr.
.Physician Cllnic(s)

eDental Cllnic(s)

.Nursing Home or LTC nursing
beds associated with hospital

MANPOWER

.Same as Level 11 plus:
.Primary Care Physlclan(s)
.Itinerant Specialist Physi—
cians.
eHospital Support Staff:
-X-Ray Technician
-Medical Technologist

-Lab Technician
eDentist(a)



FACILITIES Con't.

.ORtom etrist(s)
.Pharmacist(s)
*Psychologist/Mental Health
Clinic m_n(s%/v

*MSW/Social Workcr(s)
.danitarian

***9rimarv service area refers to that area which rationally relates
to the community for most of the services not provided elsewhere
in that area and includes that population within the immediate and
surrounding area.



Government

be incorporated and cither be a Unified
home rule municipalitiy (preferably having

health powers and providing health ser—
vices” or be located in an organized
borough.

Population .. ... ....... 30,000 - 750,000 immediate community.

Transoortation. [ daily scheduled transportation services
to Level 111 Communities within its health
service area and to closest Level V Com—
munity.

communicationsS ..o eeoeeeeaann. statewide phone network; radio, T.V.

Economic Development serve as [ commercial service center
including * icialty health services to
Level 111 C "(unities within 1its secondary
service area (generally, a health service
area); preferably some industrial activity
GUIDELINES

SERVICES FACILITIES

.All Services Proposed for Levels 1, See discussion <cf services

11, and 111 Communities on previous pages. Appropri—

.Consultation to Level 1, 11, 111 ateness in general will be

Providers determined on the basis of

.Specialized Major Medical Services population and expected utili—

.Class 11 Emergency Services sation of such facilities

Capability (Hospital) as well as economic & practi—

.Major Diagnostic Services cal feasibility. Delineation

.Clinical Laboratory Services
including Blood Bank

.Basic Rehabilitation Services
.Opthalmic Care Services
.Center for a Uniform Health
Information System
.Communication nkages to all
Levels
.Hechanisms fo-
Services for
involving mass casualties

Mobilising EMS

.acasrrophic Disasters

of such
tions

facilities (or
theriof) will occur
through the review of new
& existing Institutional
health services.

por —

MANPOWER

To be determined
to services.

according

.Therapeutic Radiation Capability
.Pathology and Autopsy Capability

.State designated Capacity for
Mental Health & Alcoholism
Inpatient committal.
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A

LKFE.1. V

METROPOLIS *

AOVO Incorpi-rat »d, within a higher level suh-
stnte eenifty (county equivalent) havine
health powers and providing health ser-
vices .mtl/or health industry regulation.

Pot™1-*l fon 650,0011 «, immediate community

Accessihility, daily major airline service to Level
V- Communities.

Communications. sophisticated and comprehensive communi-
cat ions network.

economic Development...s major trade and service center; stable
industry.

RECOMMENDATIONS

Highly advanced specialized care is recommended for Level V, including
the following examples:

SERVICES FACILITIES

Organ transplants Mcdical/Dental School Facility
Complex Pediatric Heart Surgery
durn Center

['Z [ shce will develop other recommendations to influence decisions

concerning Level V services which serve as multistate resources.

* There are no Level V Communities in Alaska at present.



Appendix X: Transcript of EMS-related Testimony Presented at
Senate HESS Interim Hearings



Senate HESS Committee Hearing in Fairbanks, September 12, 19B1.

Jeanne Ostnes, Interior Sub-region CMS Coordinator: She spoke

on several issues related to EMS problems 1in the Interior. Equip—
ment retrieval (back to villages from hospitals) a continuing”
problem. More backup equipment 1is needed 1in the villages. Pay —

ment for transportation costs to private air ambulance carriers

is a problem (no method of ensuring payment from private citizens,
especially those who may reside Outside). Stresses all EMS funds
should be funneled through the same department e suggest H c SS.
Pointed out deficiencies in EMS communications. Statewide insur—
ance package a possibility for ambulance services? (Insurance
comes through fire departments at present...all except those of
largest towns are volunteer. Stressed the need for an EMS training
center in the Fairbanks area, where equipment could be rtored and
EMT training classes held. Discussed MAST (Military Assistance to
Safety and Traffic) helicopter medivac.

Jennifer Cleason, EMS Northern Region Director: She touched on the
need for someone to enforce the new EMS regulations when they come
into effect in January 1982. She emphasized EMS on-going training

was the biggest need, especially 1in rural areas, also the coordin—
ation between hospitals and EMT expertise in the field needed to be
better. EMT training in field could be accomplished by *curcuit
riders*. She also pointed out that a central dispatch (911) was
very helpful. She also felt Iliability insurance must be given con—
sideration - Alaska has three sets of *Good Samaritan* laws. (Con—
flicting Attorney General opinion on this.)

Arturo Frizzera, Interior Region EMSi He said there were about 3,000
EMT-2, 1,500 EMT XI, 100 EMT 111 and 35 1llcensed paramedics 1in the
state at this time. He felt the state needed a trainer plus one
staff person to coordinate regional trainers. The Interior needs a
training facility (building) of its own, they are presently spending
from S1,300 - 3,300 per class on renting school space. He praised
the central dispatch system being set up in other communities and
stressed the need for same in Fairbanks, Mentioned MAS? helicopter
service prov“ded by the military to points 1in the Inter“or, and some
problems with coverage of wide area.

Senate HESS Committee Hearing 1in Scldoltna. September 26, 1991.

Michael Herring, South Peninsula Hospital Coordinator! In response
to a question he stated that there were excellent EMTs associated
with the fire department (in Homer? Peninsula wide?), but that
their service district wss very large... and also mentioned the

problems the carriers had collecting from the emergency patients they
hauled.

Senate HESS Committee Hearing in Nose. November 7. 1I»tl.

Dick Sullock, Horten Sound EMSi Only ? villages of 16 have phones
(specifically) for health aides. Indian Health Service has stopped



funding the $850 per month to subsidize these phones. No privacy in
discussion of patient®"s problems on public phone Jlocated in the

store...also difficulties 1in access sometimes. NSEMS trained Nat—
ional Guard last year, eight of whom qualified as EMT-1. There are
about ten EMTs 1in Nome at present, but there is a high turnover.
Problems experienced with payment 1lor ambulance. Eugipment retrieval
fron Anchorage a problem. Problems with maintenance of EMS commun—
ications si«gle sideband radios... equipment old. Trained village
health aiues in EMS techniques. Problems with funding - lost federal

funding to travel to the villages to give instruction this past year.
Hard to maintain enough EMTs to man the ambulance in Nome because of
turnover in people. EMS trains for medical care (emergency) in the
area, while the troopers provide search and rescue training. Disaster
preparedness 1is not dealt with at all, funds being the big problem.

Fred Angleton, Alaska State Trooper, President of EMS Advisory Coun—
cil: Air costs are going up and often must charter, trip from a
village to Nome can run $300 - 500 for a round trip. Most single
sideband communications equipment about 12 years old and in need

of frequent repair. A study 1is being done at present to make plans
for a communications network on the west coast to serve EMS, search
and rescue, troopers, etc. The intent 1is to put together material
from many sources into a packet before attempting to upgrade commun-
catlons.

Comments on EMS from Jeanette Morton, Norton Found Hospital, during
tour of hospital prior to public hearing: The Nome ambulance ser—
vice 1is run by volunteeri. The ambulance is owned by tie Norton
aound Regional (Native) Corporation, which rents it back to the
volunteera for a dollar a year.

Senate HESS Committee Hearing 1in Bethel. November 14. 1981.

Joe Ryan, 1HS Hospital Administrator: Emergency charters are the
most expensive forms of air travel, which 1is tremendously 1increasing
in cost . Travel and communication a priority 1in area.

Dr. John Weatherby: Many villages have a phone 1in public places, 15
villages have phones 1in clinics, 4b have side-band radio communica—
tions. Emergencies can generally be handled with system, although

phones sometimes don"t work, privacy 1is a problem.
Joe Friedman: EMS does patient education 1in the villages occasionally
Notes on the Senate HESS Committee Hearing in Anchorage, or. December

IS, 19B1, will be available to the Committee at the start of the leg-—
islative session in T"anuary.



Tanana Chiefs Conference Resolution,
the 1981 AFF Convention



EMERGENCY MEDICAL ASSISTANCE

RESOLUTION NO. 81-00

WHEREAS, The State of,Alaska bears the respons?bility for
emergency medical assistance for residents and visitors to the
State, and

WEEREAS, currently State financial support for ambulance ser—
vices in rural communities is not adequate to assist in offsetting
costs incurred 1in responding to emergencies occurring inside/out—
side of their usual service areas, and

WHEREASL reimbursement by consumers for the costs of these
responses has been historically low, placing a financial burden
on the ambulance services, and

NOW, THEREFORE BE IT RESOLVED that the Alaska Federation of
Natives, 1Inc. hereby urges the Alaska State Legislature and the
Division of Emergency Medical Services to provide adequate contin—
uing supplemental financial assistance to ambulance services 1in

rural communities to support their responses to reocte emergencies.

APPROVED:






Health, Education and
Social Services Committee

Crarlie Parr, Chairman S Pouch V
Terry Stimson, Vice-Chairman Official Business . State Capitol
Vic Fischer Juneau, Alaska 99811
aska State Legislature "
Mike Colletta 465-4908
Senate
June 1981

Dear Sir or Madam:

Health care issues and the cost of providing health services
has become a national concern. Proposed changes in Federal
funding and regulations makes this an appropriate time to

reconsider the health systems 1in Alaska.

To this end, the Senate HESS Committee is investigating
many health issues in preparation for the 1982 Legislative

Session.

The Committee would appreciate your cooperation in promptly
returning this questionnaire to the above address. Any further
comments you wish to make on any health care topics will be

welcomed and fully considered.

Chairman

e AR

CA |

GES N

RIFb




PROFESSIONAL

6. Are there conditic effecting vour profession that you think are
unioue to Alaska?

Yes 272
No 66
No response 73
Unknown 1A
COMVENTS TIMES REPORTED
1. Continuing Education not local, travel, expense, time-off 56
2. isolation/rural bl e
3. Travel for health care 50
/\ Lifestyle-violence, accidents, alcoholism, transience 31
5. Rural professionals more responsibility, distance from
supervisor 23
6. Travel to give care, itinerant 19
7. Weather 14
8. Difficult to continue patient follow-up 12
9. Socio-cultural differences, dual systea-narive/non-native 11
Overhead/cost of living H
11. 1solated, lack of professional stimulation 6

Do you see an increased need for Para-professionels?

Lwrol

Yes 1pA

No LAS

No response 26

Unknown 9

COMVENTS TIMES REPORTED
Mid-level practitioners needed for rural 58
Too many health care providers at present 26
Need to sponsor training for ANP and family practice RK 20
EMSIEKT special training 11
Routine Primary care. 11
Prevention/Education 9
Efficient, cost effective, immediate car# 8

0o * > o

Poorly trained, dangerous 8



All physicians were sent a copy of HB 327, concerning the licensing
of Naturopathic Practitioners, and the questionnaire asked for

cttjwer.ts. Those received were:
Favor
57 Opposed
5 Unknown
12 No comment
Remarks; . Number of respondents
Quackery ] 25
Pocrly trained, inadequate for duties inbill 18
Licensing would mislead public, dangerto citizens 15
May delay needed treatment 9

No surgery, x-ray

No obstetrics

No prescription capabilities

Fraudulent, life threatening

State cannot legislate hospital privileges

State should investigate practitioners for education/
preparation; follovup on fraud andincompetence

Responsibilities too broad

Waste of state money

O ~J OO OO «© O

All Physicians were asked If they had any contact with the rural nearen
delivery system, and for comments;

*5 Yes
25 No
44%, No response
2 Unknown
Cosaents Number of respondents
System in good -balance, appropriate, constantly
upgraded . 18
Health Aidas work well, need more financial support.
skill upgrading 1

Need alcohol abuse education

Need EMS coocunications upgrading
Need more health promotion, prevention
Expensive

10101 JO



Need more Mental Health Serrvices(violence, lifestyle)

Travel greatest problenm

Unsophisticated, minimal care

HS should not compete with private practice
Need survival techniques

Need more school health education

Abolish AANHS/IHS

No payment mechanism for M.D. fees

Need rehabilitative medicine, specialists

Other comments:

The state needs to promote older, more experienced physicians looking
for a change in lifestyle to work in rural alaska.

Federal and state regulations are incompatible for rural health and
hospitals.

Travel and lodging payments to physicians would encourage more to have
rural clinics, as fees do not meet expenses.

State needs to assist Native Corporations as they assume health care
responsibilities, and local control.

Need strict penalties for alcohol related crime.

.EKT skill, 1improved communication and transportation have greatly

upgraded care in the Fairbanks area



Number of respondents 18"1

Yes . No - "Unknown
1. Is health care accessible in vour area? 169 4
2. Is transportation to facilities £ problem? 24 164
Comments old, handicapped and poor 7 poor public transportation 2
X Are Emergency Medical Services available? 182 1
Do thev functic j efficiently? 182 1
4. Does your area have an alternative birth— 157 7 19
ing center?
Is there a demand for one*~ 18 8 5
5. Does anv doctor in vour area do heme births? 28 56 76
6. Is there a lav midwife in vour area? 27
Is there a nurse midwife in vour area? 93
- Should the state license lav miowives? .70 80 18
6. .Have you had contact with ncme health? 83 73 10
Is there a demand for this service? 50 3 6
Comments good progranm 78 need more funds/staff 36 need RN 4
cost effective 21 preserve dignity at home 17 local control
Does vour area have mental health services? 151 3 3
Dees vour area have alcohol/drug abuse services? 165 1 2
Is Familv Planning available? 92 g
Is health education in vour school-curriculum? 119 3 35
Docs vour area have hospice services? 56 64- 43
Is there.an interest in services for the
terminally ill? 69 6 9

iwhat SEIVIiCes and providers are needed in vour aret?
Nurse 1q h|gh al{ty mental health 6 ?h
3 S{S t

B-CYN Cl Hl
Sihste, ., BlCHESHadt oreening 1



10.

>*

i

ong

Yes

Is health care accessible in vour area? 6b
Is transportation to facilities a problem? 15
Comnenas distance/rural 1A -expense 3 weather A
Are Emergency Medical Services available? 62
Do they function efficiently? 61

Does your area have an alternative birth—

ing center? 2A
Is there a demand for one? 19
Does anv doctor in vour area do hone births? 10
Is there a lav midwife in vour area? 1/
Is there a nurse f.cwife 1iIn vour area? 16
Shouic the state license =av midvives? *26
Have vou had contact with Hone Health? 33
Is there a demand for this service? 21

Cements trgoodtprogram 28 contract locally 1
Doms vour area have mental health services? AA

Does your area have alcohol/drug abuse services? Ul

Is Familv Planning available?

33
Is health education 1in vour school:curriculum? 1
Does vour area have hosnice services? *3
Is there an interest in services for the
terminally ill? 10

What services and nroviders are needed In vour area?

No

A3

19

32

21

2A

15

Se. 10 mental health follov up/sheltered
c|a]I|sts 12 rehabilitation facility 5
11 arv services A alcohol halfway house b

teitD care radiation therapy 2

eUnknown

11

19

"9

living 15



JuDeau

"Unknown

Comments expense 3 rural non-natives served in Juneau

Are Emergency Medical Services available? 29

Should trie state license I»v

6. "Have vou bad contact with Eoae Health?

Comments good program 21  cost effective #
expand to rural 2 need foster care 1

7. Does vourarea have mental health services?
6. Does vourarea hevetlcohol/dr-uc abuse services?
9. Is Faailv Planning available?
10. Is health education in vour schocleurriculum?
11. Does voura-ca havehosnice services?

s there ‘an interest in services tor the

12" What services andProviders are needed in vour arei?

Central Practitioners 7 Mental Health 8 edult screening 6
0B-GYN 15 halfway house 3 expand W1C 2
nurse A child protection 3 Prevention §
specialists 10 Accident prevention 3



Communi ty Palmer-vJasil Number cf respondents

mUnknown

Are Emergency Medical Services avaitabie?
Do thev function efficiently?

Is there a demand for one?

Should the state license 1V niovives?
6. Save vou had contact with Home Health?

Comments  good program 9  expansion needed 5

Does vourarea have mental health services? 12 U
Does vcurarc* havealcohol/drug thuse services? 15 2
9. Is F»«*1t Planning available? 17
10. Is health education in vour school «urriculum? 9 1
11. Docs vourarea havehosoice services? 2 1A
Is there an interest ir. services for the
terminally 1117 6 A

What services and providers are needed ir. vcur area?

Men aI altr] unseling, residential 6 Eeesa||dﬁntaE adletoxz
IC

Ccf eve entaI optical
amily planning (minimal, infreque-t) P



Is health care accessible in vcur area? 20 2

Is transportation to facilities a problem? 15 5
Cornetts py-npneivp ?

Are Emergency Medical Services available? 22

Do they function efficiently? 22

Does your area have an alternative birth— 22

ing center?

Is there a demand for one? 19 3

Does my doctor in vour area do home births? 6 16

Is there a lav midwife in vour are*? 12

Is there a nurse midwife in vour area? 9

Should the state license lav rudwives? *9. 12 1
Have vou had contact with Hone Health? 15 6 1
Is there a demand for this service? 12 1 3

Contents good orog-am 11 Keed RN 4 More funding/staff 2

Does vour area have mental health services? 21 1
Does your area have alcohol/drug Abuse services? 20 ?
Ss F*m-siT Pinning available? 20 1 1
1s health education ir. vour Schooleurriculur**  * 3 5
Does vour area have hospice services? 2 26
Is there ‘an interest in services for the
terminally 1l1? 13 9
What services and providers ere seeded IN tout area?
Er e 4 Earrm[le)( planning(Hooer) shel E% red living 5

Mental I-?fealth 3 + m{?at}/ent oental health 4 dp agnostic

Specialities 16 Detox



Is health care accessible 1n your area? 10

Is transportation to facilities a problem? 4 6
Comments weather 1

Axe Emergency Medical Services available? ) 10

Do they function efficiently? 10

Does vour area have an alternative birth— b 4

ing center?

Is there a demand for one? 3
Does anv doctor in vour area do home births( 5 5
Is there a lav midwife iIn vour area? 3

Is there a nurse midwife in vour area?

Should the state license lav midwives? 2 7
Have vou had contact with Hcae Health? 8 1
Is there a demand for this service? 3
Comments pood program 8 needs expansion 6
Ik s» your area have mental health services? $ 1
Does vour area have alcohol/”ru,: abuse services?io
Is fnHIv Planning available? 9 i

Is health education 1in vour school curriculum? &
m

Docs your area have hospice services? 5 4
0
Is there s interest in services for the
terminally ill? 6

What aarvica* and providers art needed in your area?

Nurse 3 0OB-GYN 2
therapy 2 Mental health outpatient and follow-up 4
specialist* 4 . Psychiatrist 2

Home Health 2 Prevention/adult screening *



r.nfT—_mxzv Valdet Nuaber of respondents

Is health cere accessible in vour area?

Is transportation to facilities a oroblen?

Ccments weather 2

Are Eaergencv Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth-
ing center?

Is there a demand for one?

Does am? doctcr in vour area do hone births?

Is there a lav aidwife in vour area?

Is rh._tre i nurse aidwife 1in vour area?

Should the state license lar aidwjves?

Have vou had contact with Koae Health?

Is there [ derand for this service?

Consents

Does vour area have mental health services?

Does your area hive alcohol/drug abuse services?

Is Planning available?
Is health education in vour schoolecurriculua?

Does yoor area have hosnice services?
4
Is there an interest in services for the

tensioallv 11l1l1?
What services and providers are needed 1in vour

Sur er¥ school health ed.
specialist*

alcohol crisis intervention
prevention

Yes No
3
3
3
3
3
1
3

w

1 2

area?

inadequate 1

Unknov



10.

11.

Yes No "Unknown

Is health care accessible In ~our area? 2

Is transoortarion to facilities a nroblem?

Comments Expensive 1
Are Emergency Medical Services available? . 2
Do thev function efficiently? 2

Does vour area have an alternative birth-

ins center?

Is there a demand for one? 1 1
Does any doctor in vour area do hone births? 2
Is there a lav aidwife 1In vour area? 2

Is there a nurse midwife 1in vour area?

Should the state license lav aidwives? 1 1
Have vou had contact with Home Health? | 1
Is there a demand for this service? 1
Comments cood oroeram 1 needs better funding 1
Does vcur area have mental health services? 2

Does your area have alcohol/drug abuse services? 2

Is Family Planning available? 2
Is health education in vour school curriculum? 1 1
Does vour area have hospice services? 2
Is there an interest 1in services for the 2

terminally ill?

What services and providers are needed in vour area?

Dentist

Physician

»i



Yes No "Unknown

1. Is health care accessible in vour area? 3
2. Is transportation to facilities a problem? 3
Are Emergency Medical Services available? 3
Do thev function efficiently? 3

Does your area have an alternative birth—

ing center? 3

Is there d demand for one? 2 1
3. Does any doctor in vour area do home births? 1 2
6. Is there d lay midwife in vour area~

Is there a nurse midwife 1in vour area? 1
- Should the state license lav midwives? o 2
6. Have vou had contact with Home Health? 1 2

Is there a demand for thiseservice? 2

Comments good program 1
7. Does your area have mental health services? 3

8. Does your area have aleehol/crug abuse services? 3 (A.A.)

9. Is Familv Planning available? 2 1
10. Is health education in your school:curriculum? 2 1 -
11. Does your area have hosnice services? 3

#

Is there an interest rn services for the

terminallv 1l11? 2 1

121 What services and providers are needed in vour area?

family plannin specialist 3
rjental health counseling
Home Health 1 alcohol halfway house



10.
11.

Co-— unityu Petersburg

Is health care accessible in vour area?

Is transportation to facilities a problem?

Cements vea~her 4 travel expense 2

Are Emergency Medical Services available?

Do they function efficiently?

Dees your area have an alternative birth—
ing center?

Is there a denand for one?

Does anv doctor 1in vour area do here births?

Is there a lav midwife 1in vour area?

Is there a nurse midwife in touve area?

Should the state license lav nidu-jves?

Have vot had contact with Eote Health?

Is there a demand for this service?

Cements good program 5 Need Visiting Nurse 1

Does your area have mental health services?

Does your area have alcohol/crug abuse services?
Is Family Planning available?

Is health education in vour school:curriculum?
Does vour area have hospice services?

Is there an interest in services for the

texT"TT>EINT ill?

Number of respondents

Yes No

eUnknown

Need expansion 3

?
®
9
®
9
~ 1

What services and providers ere needed in vour area?

halfway house

adequate schoo! ed.

RN 3 EMS equipment

M.D. 2 Specialists Home Health
0G-GYN 1 Psychiatric

ANP 1 Detox alcohol

follow-up



Is health care accessible ir. vour area?

Is trar.soortation to facilities a problem?

Comments

Are Zaergencv Medical Services available?

Do thev function efficiently?

Does vour area have an alternative birth—
ing center?

Is there a demand for one?

Does any doctor in vour area do home births?

Is there a lav midwife 1iIn vour area?

Is tnere a nurse midwife in vour area?

Should the state license lav midwives?

Have vou had contact with Home Health?

Is there a demand for this service?

Comments good program 3 needs expansion 3

Does vour area have mental health services?

Does vour area have alcohol/crug abuse services?
Is Family Planning available?

Is health education in your school:curriculum?
Does your, area have hosnice services?

Is there.an interest in servicer for the

terminally ill?

What services and providers are needed in vour area?

Physician 2 Psychistrist
Nurse 1 Detox A
prevention/diagnostic Acute Mental

specialists 3 EMT training

*eo



10.
11.

Is health care accessible in vour area?

Yes No

4
Is transportation to facilities £ problem? 1
Comments
Are Emergency Medical Services available? 4
Do thev function efficiently? 3
Does vour £rea have £n alternative birth—
ing center? A
Is there a demand for one? A
Does atT doctor 1in vour area do hone births? A
Is there a lav midwife 1in vour area?
Is there a nurse micvife in vour area?
Should the state license lav ricwives? 1
Have vou had contact with Boise Health? A
Is there a demand for this service? 3
Comments good program, cost effective, need funding 2
Does vour area have mental health services? 3 1
Does vour area have alcoLol/drug abuse services? A
Is F*nHly Planning available? 4
Is health education in vour school:curriculum? 2 1
Does your area have hospice services? 4
Is there an interest in services for tbhe 3
terminally ill?
I0gfc What services and providers ere needed in vour area?
Physician 2 Specialists 2
Tgﬂta% ?ﬁaltp 1 Larggr alcohol facility
g te care

Diagnostic
DetoX

‘YUnknown



Is health care accessible in -our area?
Is transportation to facilities £ -problem?

Comer.ts -

ies No Ynknown

Are Emergency Medical Services available?

Do rhev function efficiently?

Does vcur area have an alternative birth—
ing center?

Is ifaere a demand for one?

Joes ary doctor in your area do hone births?

Is there a lev midwife in vour area?

Is there a nurse midwife ir tout area?

Should the state license lav ridwives?

"Have vou had contact with Eote Health?

Is there a demand for this service?

Corneats Hard to find staff, need better pay

Does your area have mental health services?
m

Does vcur area have alcobol/crup abuseservices?

Is Family Planning available?

Is health education 1in your school-curriculum?

Joes your area have hosnice services?
Is there an interest in services for the

terrrLnallv 1l11?

What services and providers are needed in vour

Physician
X-ray
Detox

1
1
|
1
1
|
1
N
I
N
*
N
area?



Commtnity Sitka Number of respondents
Yes No
1. Is health care accessible in vour area?
2. Is transportation to facilities a problem?

Comments distance, weather 2
X\Are Emergency Medical Services available? 9 )

Do they function efficiently? 6 -
4. Does your area have an alternative birth—

ing center? 9

Is there a demand for one? 3 1
5. Does any doctor 1in vour area do ncne births? 9
6. 1Is there a lav midwife, in your area?

Is there a nurse midwife 1in vour area? 2
-Should the state license lav midwives? 5 3
6. Have you had contact with Home Health? 6 3

Is there a demand for this s"“Vice? 3 2

Comments good progranm 6 need expansion 1
7. Does your area have mental health services? 9
8. Does vour area have alcohol/drug abuse services? #

9. Is ramilv Planning available? 8
10. Is health education in yoxir school:curriculum? I 1
11. Does vour area have hospice services? u 5
&
Is there an interest in services for the A 2

terminally 11ll?

What services and providers are needed in your area?

Nurse 2 tertiary care 3
Pediatrician 3

0B-GYN 2
Mental health facility, counseling 4

"Unknown



10 .
11.

17q

VC;

Co~unity_ Bethel Number of respondents

es No
Is health cere accessible in vour ares? 4
Is transportation to facilities a problem? 4
Cements weather 2 lost PHS funding 1
Are Emergency Medical Services available? A )
o thev function efficiently? 3 1
Does your area have an alternative birth—
ing center? A
Is there a demand for one? 3
Does anv doctor 1in your area do home births? A
Is there a lav midwife 1in vour area? 1
Is there a nurse midwife in vour area? 2
Should ine state license Lav midwives? y 3
Have you had contact with Home health? 2 2
Is there a demand for this service? A
Comments Sood program 3 needs better funding 2
Does your ares have mental health services? 3

Does your area have alcohol/cruc abuse services? A

Is r?mn Iv Planning available? A

Is health education in vour school:curr; ta? 2

Does -your area have hospice services?

Is there an Interest in services for the 1
terminally 1il1l1?

What services and providers are needed in your area?

Physicians 2 counseling A
Nurse 1 Psychiatrist 3
Specialists A sheltered living 3

CMHC 1 inhalation therapy

"Unknown



10.
11.

Co— mi try, Nome

Number of respondents

Yes No
Is health care accessible in vour area? 3
Is transportation to facilities a problem? 2
Consents weather 2 expense PHS funding cut
Are Emergency Medical Services available? 3
Do thev function efficiently? 3
Does vour area have an alternative birth- 1
jpg center?
Is there a demand for one? 1 2
Does anv doctor 1in vour area do home births? 3
Is there a lav midwife 1in votr area?
Is there a nurse midwife 1in vour area?
Should the state license lav ninwives?
Have vou had contact with Eore health? 3
Is there a demand for tLus service?
Comments
Does youf area have mental health services? 3
Does your area have alcohol/crug abuse services? 3
Is Fgrrnlv Planning available? 2
Is health education in your school: curriculum? 1
Does your area have hospice services?
Is there an interest in services for the
terminally ill? 1
What services and providers zre uoeded in vour area?
Nurse 3 CAP alcohol funding gone
Home health need alcohol staff support

Physician 2
Education 2

"Unknown



ol

~

oo

10.
11.

12a

™

Is health cere accessible in -onr area?

Is nransoortarion to facilities a problem?

Comments

Axe Emergency Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth-
mg center 2

Is there a demand for one?

Does ax.v doctor 1in your area do home births?

Is there a lav midwife 1in votr area?

Is there d nurse midwife in vour area?

Should the state license lar nidwjves?

"Keve ~ou had contact with Bone Health?

Is there a demand for this service?

Comments not available

Does your area have mental health services?

Does your area have alcohol/drug abuse services?

Is P\Tn-j Iv Planning available?

Is health education in your school:curriculum?

Does your area have hosnice services/

Is there an interest in services for the
terminally ill?

What services and provider: are needed in vour

residential mental health facility

No

"Unknown



Connrur.ity  Chevak Number of respondents 1

Yes No eUnknown
1. Is health care accessible in vour area? 1
2. Is transportation to facilities a problem? i
, Comments expensive -
/\ Are Emergency Medical Services available? 1
Do they function efficiently? 1
A. Does your area have an alternative Dbirth—
ing center? 1
Is there a demand for one? 1
5. Does any doctor in vour area do home births? 1
6. Is there a lay midwife in vour area? i
"Is there a nurse midwife in vour area?
o Should the state license lav midwives? ® 1
6. have you had contact with Home Health? |
Is there a demand for this service? 1
Comments pood program
7. Does vouf area have mental health services? 1

8. Does your area have alcohol/crue abuse services? 1

9. 1s Family Planning available? 1
10. Is health education in vour school .-curriculum? 1
11. Does yovur area have hospice services? 1

Is there an interest in services for ~be
terminally ill?

127~ What services and providers are needed in vour area?

optometry stress relief

dental school health ed inadequate
counseling

sheltered living Mental health end alcohol



10.

11.

Cotmnunity Barrow Number of respondents

Is health care accessible 1ir. rout area?

Is transportation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth-—
ing center?

Is there a demand for one?

Does anv doctor in vour area do home births?

Is there a lav midwife in vour area?

Is there a nurse midwife in vour area?

Should the state license lav midwives?

Have you had contact with Home Eealth?

Is therea demand for this service?

Comments lark p.dpouatp supervj sion 1

Does your area have mental health services?

Yes No eUnknown

2

Does your area have alcobol/drue abuse services? 2

Is Yptel It Planning available?

Is health education in your school:curriculum?

Does your area have hospice services?
Is there an interest in services for the

terminally ill?

What services and providers are needed in vour

Long Term Care Detox 2
OB-GYN nurse
Specialists 2 Physician 2

residential mental health

2
1 1
2
1
area?



Is transportation to facilitiesarrobler?

Co-oents .
Are lzaerf:ency Medical Services available? 1
Do thev function efficient]/?? 1

Does vour area have an alternative birth—
ing center?

Is there a demand for one?

Does arv doctor 1in your area o0 hose births?

Is there a lav midwife in vour area?

Is there e nurse aiovife in four area?

Should the state license lav mldyives?

Have vou had contact with Bose Health?

Is there a demand for this service?

Corments

Does vour area have mental health services?

Does your are have alcohol/cruc abuseservices? A~
Is Family Planning available?

Is health education 1in vour school “curriculum?
Does vour area have hospice services?

Is there an interest in services for the

terminally 111?

What services and providers are needed in vour area?

spe“ialists



Yes No eUnknown

1. Is health care accessible Ir. ~our area? 1

2. 1s transportation to facilities £ problem? 1
/ Cotmenrs . _

y. Are Emergency Medical Services available? 1

\ Do rhev function efficiently? 1

4. Does your area have an alternative birth- 1

ing center?
Is there a demand for one? 1
5. Does a-v doctor 1in vour area do noae births? [
6. Is there a lav midwife in vour area?

Is there a nurse midwife 1in vour area?

Should the state license lav micvives? 1
6. Have -vou bed contact with Some Health? 1

Is there a demand for this service? 1

Comments

7. Does vour area have mental health services?
S. Doe"s your area have alcohol/drug abuse services? A
9. 1s Family Planning available? *
10. Is health education 1in vour school:curriculum?
11. Dpoes your area have hosnice services?

Is rhere an interest in services for the

terminally 1l1l1?

l~~ what services and providers are needed in vour area?

Hospital

specialists



-n

10.
11.

13~

Is health came accessible 1ip. your area?

Is transportation to ..acilities a problem?

Comments

Are Emergency Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth—
ing center?

Is there a demand for one?

Does any doctor in vour area do home births?

Is there a lay midwife 1in vour area?

Is there a nurse miavife 1in vour area?
Should the state licgnsg lav midvrives?
Have you had contact vith Home Health?

Is there a demand for this service?

Comments good prng-ram expand

Yes No

Does your area have mental health services?

Does vour area hai e alcohol/drug abuse services?

is Fam-i Iv Planning available?

Is health education in vour school -curriculum?

Does your, area have hospice services?
Is there an interest in services for the

terminally 1ll?

[RY

What services and providers are needed In your area?

Physician
Hospital 300 mi.
Home health

*~JInknovn



1?7 health care accessible in vour area?

Is cransoortation to facilities a nroblen?

Comments

Are Emergency Medical Services available?

Do chev function efficien.ly?

Does your area have an alcernative birth—
ing center? e

Is there a demand for one?

Does anv doctor in vour area do home births?

Is there a lav midwife 1iIn vour area?

Is there £ nurse midwife 1in vour area?

Should the state license lav nidwfves?

Have von had contact vith Hone Health?

Is there a demand for this service?

Comments good progrcim 4

Does vcnr area have mental health services?

Doe"s vour area have alcohol/druc abuse services?

Is Family Planning available?

ls health education in vour school*curriculum?

Does your, area have hospice services?
Is there an interest in services for the

terminally fFI?

What services and providers are needed in vour area?

M3 Specialists 4
Physician 2 Detox 3
Pharmacy 1 Alcohol

Dragnostic services 1 Home Health

N

halfway house 2

UYnknown



10.

11.

Is health care accessible 1in vour area?

Is transportation to facilities a problem?

Comments

Are Emergency Medical Services available?

Do rhev f-tnction efficiently?

Does your area have an alternative birth—
ing centrr?

Is rhere a demand for one?

Does any doctor in your area do home births?

Is rhere a lav midwife in vour area?

Is rhere a nurse midwife 1in vour area?

Should the state license lev midwjves?

cave von had contact with Home Health?

Is tberg a demand for this service?

Comments

Does your area have mental health services?

D"es vour area have alcohol/drug abuse services?
Is Family Planr.inr available?

Is health education in vour school:curriculum?
Does vour area have hospice services?

Is there an interest in services for the

terminally 1ill?

What services and providers ere needed in VOUl area?

L*pecialties

Family planning

€es

No

"Unknown



10.

11.

1/\

Yes

Is health care accessible ir ~orr erec?
Is transportation to facilities £ problem?

Coments A

Are Emergency Medical Services available?
Do tnev function effidentic?
Does vour area have an alternative birch—
ing cer.ter?
Is rhere £ demand for one?
Does ar-iT doctor 1in vour area do home births?
Is rhere £ lev midwife in vor: area? 1
Is there a nurse micvife ir vcnr area? 1
SbotD d the state license 1st ricvives?
Keve tq j hac contact vita Home Seal th?
Is there £ demand for this service?

Coznents

Does your area have mental health services? n
Doe’s vcur area h2ve alcohol/crus abuse services?
Is ygm: It ?laiming available? 1
Is health education 1t> vour schoolecurriculum?
Does vour area have hospice service”n?

Is there an interest ip services for the

terrainallv 111?

What services and providers ere needed In tout area?

counseling, outpatierc mental health

No "Unknovn



D

10.

11.

1JAk What services and providers are needed in vour area?

Is health care accessible 1ir. vour area?

Is transportation to facilities a problem?
Comments

Are Energrencv Medical Services available?
Do they function efficiently?

Does vour area have an alternative birth-

ing center?

Is there a demand for one?

Does anv doctor in vour area do home Dbirths?
Is there a lav midwife in vour area?

Is there a nurse midwife 1in vcur area?
Should the state license lav midwives?

Have vou had contact with Hone Health?

Is there a demand for this service?

Comments

Does vour area have mental health services?

Does vour area have alcohol/crup abuse services?

Is Family Planning available?

Is health education in vour school -curriculum?

Does yourarea havehospice services?

s there ‘ar interest in services for tne
terminally 1l1?

B i iciar

es

—_ = =

No

"Unknown
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11,

Il/\/\

Is health cere accessible In tout area?

Is transportation to facilities a problem?

Cot

Are

nen wS weather 2

Emergency Medical Services available?

Do thev function efficiently?

Does vour area have an alternative birth-

in center?

Is there a demand for one?

Does any doctor in vour area do none births?

Is there a lay midwife 1in roc area?

Is there a nurse midwife iIn vour area?

Sho

uld the state license lav midwives?

Have vou had contact with Home Health?

Is there a demand for this service?

Con

tents

Does vour area have mental health services?

Does
1S

Is h
Does

Is

your area have elcohol/cruc abuse services?
.JuminR available?
ealth education in vour school *curriculum?
your area have hospice services?
*o

there an interest in services for the

terminally ill?

What services and providers ere needed in vour

Yes

1§

area?

No

emUnknown



10.

LI.

Cormur.ity. Delia Ju ~ =M KuLiber

Is health care accessible in vo Zr are??

Is transportation no facilities a problem?

Coomen ts

Are Emergency Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth—
ing center?

Is there a demand for ore?

Does any doctor in vour area do home births?

Is there a lav midvife in vour area?

Is there a nurse miovife 1in vour area?

Should the state license lav mievives?

Have vou had contact vith Hone Health?

Is there d demand for this service?

Cocments

Does vour area have mental health services?

Does your area have alcohol/drug abuse services?

Is ?aailT Planning available?

Is health education in vour school-curriculum?

Does vour area have hospice services?

Is there an in-erest in services for tbe
terminally 1 71?

What services and providers are needed 1ir> tout

Dental Preventive progranm
Opthamology

Laboratory

X-ray

of

Yes

1
|

|

&
respondents

No

area?

"Unknown



10.

11.

Yes No

Is health care accessible in ~crr area? 2
Is transportation to facilities a oroblen? 2
Contents vesther 1 rural 1

Are Emergency Medical Services available? 2
Do thev function efficiently? 2

Does your area have an alternative birth-
ing center? 1
Is there £ demand for one? 1
Does an @ doctor 1in vour area do bene births?
Is there a lav niavrife in vour area?
Is there a nurse tidvife iIn touve area?
Should the state license lav nicurves?
Have you bad contact vith Eore Health? 2
Is there ? ~Znand for this service?

Contents

Does vour area have mental health services? 2

Does vour area have alcobol/crut abuse services? i

Is pgrailv Planning available? 2

Is health education in your school:curriculum? 2

Does vour area have hospice services?

Is there an Interest 1in services for the
terminally ill?

What services and providers are needed in vour area?

nurse
Emergency room
EMT
Psychiatrist

"Unknown



10.
11.

Yes No

Is heflch care accessible 1in vour area? 1
Is transportation to facilities a problem? 1
Comments rural

Are Emergency Medical Services available? 1

Does vour area have an alternative birth—
ing center? 1
Is there a demand for one?
Does ar.v doctor 1in vour area do home births? 1
Is there a lav midwife 1in vour area?
Is there a nurse midwife ir. vour area?
Should the state license lav midwives? 1+
Have you had contact with Home Health? 1

Is there a demand for this service?

Coaen:s good program 1 needs expansion 1

Does your area ha”e mental health services? 1
Do is vour area have alcohol/cruc abuse services? 1
Is ?anilv Planning available? X
Is health education in vour school -curriculum? 1
Does vour area have hosnice services?
Is rhere an interest in services for thu

terTAnallv ill? |
Whet services and providers are needed in vour area?

Resident RN
alcohol rehabilitation

"Unknown



10.
11.

»

Is health care accessible ir: ~cu: area?

Is trar.socrtation to facilities a oroblem?

Contents

Are Imargencv Medics! Services available?

Do thev function efficiently?

Does tout area have an alternative birth—
ing cenrer?

Is there a demand for ”“ne?

Does anv doctor 1in your area do none births?

Is rhere a lav nidvife 1in vour area?

Is there a nurse nidvrife in vour area?

Should the snare license lav ticvives?

Have you had contact vrith Zone Health?

Is rhere a demand for this ser-rice?

Contents good program 1

Does vour area have mental bea"™ th services?

Does your area have alcohol/cruc abuse services?
Is Family Planning available?

Is health education in vour school-curriculum?
Does yotrr area have hosnice services?

Is there an interest in services for the

terrainallv ill?

es No

1~"N Wh*t services and providers ere needed in vour area?

E%r&i)lyta;flanning

finknown



Is health cere accessible In vour area?
Is transportation to facilities a problem?

Consents .

Yes No

Are Emergency Medical Servicer available?

Do rbev function efficiently?

Does vour area have an alternative birth—
ing center?

Is there a deranc for one?

Does any doctor 1in vour area do hcne births?

Is there £ lev midwife in vour arte?

Is rhere e nurse aidwife in vour area?

Should the stare license lev miriwives?

Have vou had contact vith Hone Heelth?

Is rhere a demand for this service?

Comments

Does vour area have mental health services?

Does vour area heve alcohol/drug abuse services?

Is 7a:iilv Planning available?

Is health education in vour school®curriculum?

Does your area have hospice services?
Is rhere an interest in services for the

terrainallv 1ll1?

What services and providers are needed in vour

OB-GYN
Mental Health

1
1

1

1
1
1
1

* 1
1
3
1

1

*

area?

~Unknown



10

11,

Yes No unknown

Is health care accessible ir. ~:ur "rea? 1
Is transportation to facilities aoroblen? 1
Coments weather 1
Are Inergency Medical Services available?
Do they function efficiently? just starting
Does vour area have an alternative birth-
ing center?
Is there a demand for one?
Does anx doctor in your area do hcne births?
s there a lav midwife it vour area?
Is there anurse midwife ip vour area?

Should the state license lav midvives? 1
HAve vou had contact with Home Health? 1
Is there a demand fc_ this service?
Comments
Does yourarea have mental health services? 1
Doe's yourarea have alcohol/drug abuse services? 1
S it Planning available? 1
Is health education in your school:curriculum? 1
Does your area have hospice services? 1
Is there an interest in services for the

terminally il1? 1
What services and providers are needed in vour area?

Public health nurse mental health crisis intervention

. counselin
training aPcoqwol a%use personnel



Appendix XIII: Summary of Some of the Accomplishments to Date of
the Three EMS Regions
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STATUS REPORT
on the
NORTHERN, INTERIOR,.NANA REGION, AND NORTH SLOPE
EMERGENCY MEDICAL SERVICES PROGRAMS

by
Jennifer A. Gleason, RN, Exec. Director

The Northern Region EMS Council was. incorporated two
years ago to address the clinical training needs of the three
subregions, to provide technical assistance as needed, and
to be better aligned for federal funding and evaluation.

Since that time the focus of the director has been to bring
clinical specialists into the region to provide physician and
nursing workshops, workshops for the outlying physicians®
assistants and nurse practitioners, and provide on-site
technical assistance as requested. Each of the hospitals has
had yearly Advanced Cardiac Life Support training and the
Council has provided equipment and organizational assistance
for physician Advanced Trauma Life Support training.

Equipment needs for both hospital training and patient
care have been identified and funded this year. Due to severe
cuts in IHS fund: , one might expect to see 1increased needs for
rural hospital and clinic equipment and professional education
support.

The Northern Region EMS Council remains committed to seeing
that professional level emergency education and equipment
receive the same degree of *_upport that all of the first respon-
der and ambulance programs do. The prehospital phases of the
EMS program are carried out under the three subregional councils
and their advances are described within this packet. The Northern
Region Council feels, however, that the clinical goals of the
program will best be carried out with a different organizational
structure. At their Board meeting a few weeks ago, they took the
recommendation of thdir director, Jennifer Gleason, and decided
to dissolve at the end of the fiscal year.

AIl clinical goals described in last year®"s request will
be carried out, and the clinical needs of each subregion will
be clearly 1identified so that they might contract with their own
clinical resource people next year. This local control in
identifying clinical resource people should enhance all three
programs.



The Interior Region EMS Council 1is staffed by Coordinator
Jeanne Ostnes, Training Coordinator Arturo Frizzera (responsible
for EMT level training), Basic Training Coordinator David AKin
(in charge of developing regionwide CI'R nand First Aid training),
and Judie Harrison, Administrative Assistant. A full* time Trainer
will be hired at the first of the year.

For the first time since 1its organization (56 years agoj and 1its
incorporation (3 years ago), the Interior Region EMS Council has
budgeted for bush representatives to travel to regularly scheduled
meetings so that the program can better cddress overall regional
needs. The Council has three types of communities whose needs it 1is
trying to meet - bush (not attached to highways), highway, and urban
(Fairbanks). The type of training, equipment and technical assistance
required varies considerably.

During this past year, the Council has provided EMT training in
the communities of Ft. YihJkon, Galena, and Tanana, and assistance

with courses in McGrath and Tok. Once a trainer 1in on board in
January, courses will be offered :n Northway, Galena, Ft.Yukon,
and Tanana again before spring breakup. Council staff plan to

provide more technical assistance in coordina“ting the local emergency
response, as the EMT"s need some specific guidelines that they may
adapt to their own communities. EMT training around the Fairbanks
and highway communities is usually carried out under contract with
local instructors.

Basic Training Coordinator David Akin has provided CPR and First Aid
Instructor training in Ft. Yukon and Tanana, so that they can carry
out their own classes. The focus of his program 1is to make each
subregion relatively self-sufficient for CPR and First Aid training
by training local resource people.”

EQUIPMENT

Almost all of the ambulance services placed their equipment
requests through the Interior Region Council last year so the
staff has been very busy working with the services to individualize
the purchases. Galena, Ft.Yukon, Tanana, and Tok received ambulances
last year, and this year funds were allocated for Nenana (back-up
ambulance), HfAe University of Alaska (back-up), the Stecse area, the
Ester area, and McGrath. The old Tok ambulance will be relocated
in Northway. Funds have also been received for ambulance communication
and patient care equipment.

During the remainder of this fiscal year, Council staff will
be identifying and training individuals along the uncovered areas of
the highway t'o be "first responders™. Trauma kits and communication
gear will be provided for these volunteer responders.

The Council has a five member Communications Committee that
addresses regional communications needs. For large projects (microwave
systems along the highways), they work with the Division of Tele—
communications, although the backlog due to understaffing in that division
is a problem.



INTERIOR REGION EMS COUNCIL

Through funding received this year the Communications
Committee will be trying out a VHF communications system 1in the
McGrath subregion that may have later applicability to other
subregions. In the past the only communication between the larger
clinic in McGrath and the villages has been the IHS Black Phone
system. The reliability of this system is decreasing, so other options

must he explored.

STATEWIDE PARTICIPATION
Staff and responders from the Interior Region provide input

on statewide 1issues at regional and statewide meetings. Jeanne
Ostnes 1is the Chair of the Statewide Training Committee, the interim
body responsible for advising the State Office of EMS on the implementa—
tion of the new EMT RepuMtions. At the end of January, there will
be a special training session for training Certifying Officers for
EMT training who will be required according to the new regulations.
The Interior Region Council, which spearheaded getting the
MAST (Military Assistance to Safety and 7:ansportl emergency
helicopter response in the Interior, provides ongoing assistance for
its medical reviews. During the past year and a half, the unit
nas provided life-saving care and transportation in 150 cases, including

the McKinley Park bus disaster.



NORTH SLOPE BOROUGH

TRAINING

~Tne North Slope Borough EMS Program , under Coordinator
Sarah Jacoby, has been strengthened by the hiring of Bill Jones
as a trainer. Sarah 1s better able to focus on overall coordination
and Emergency Medical Technician training, while Bill, for the
meantime, will be concentrating on having CPR and First Aid
training available throughout the Borough. They have already
trained CPR and First Aid instructors for Barrow, and Bill 1is
helping to identify indivuduals in the villages who might be
good local trainers.

The EMS Coordinator has worked closely with the Health Educa—
tor to ensure that the school curriculum includes CPR and First
Aid concepts at appropriate age levels. They are also developing
an Arctic Survival manual for distribution throughout the borough
prior to this spring®s camping and hunting season.

As the borough has the responsibility for maintenance of some
facilities at Prudhoe Bay, emergency training ( the 40 hr,Trauma
Training course) has been requested. Bill and Sarah have provided
one class and plan to do two more this winter.

EQUIPMENT
Equipment to aid in t\e EMS response in the borough this year

has included patient transport kits for the villages, including
folding stretchers, and additional training mannikins and other
training equipment. The hospital, which has been greatly taxed
by Barrow®s rapid growth, and the amound of traunu® that surrounds
the influx of people and industry, is receiving a blood gas
analyzer, by which patients with respiratory distress or trauma
**n be better evaluated and monitored.

DISASTER PLANNING

The EMS Coordinator works closely with the Fire Department, the
Department of Public Safety, and tho Hospital in planning periodic
disaster drills. This year the site of the "disaster™ was one of the
new borough apartment buildings. By choosing this location, all
responders were able to work out any access problems that they might
have to that building. Both the EMS Coordinator and the trainer
discuss the problems of handling multiple injuries while they are
training or carryirg out site visits in the villages or at a work
site.

STATEWIDE PARTI 1IPATION

North Slope Borough personnel and search and rescue responders
worked with the NANA Region Search ard Rescue to prepare a panel for
the statewide EMS Symposium 1in Anchorage. Unfortunately, they were
unable to attend,because they were involved in a searchld

Both Sarah Jacoby, and Carl Hild. who were involved in a cold-
water near- drowning rescue this year provided input to the physicians
developing the statewide guidelines for treatment of hypothermia
and cold water near-drovrning.



The Maniilagq Association EMS Coordinator, Aggie Lie, and
the trainer, Skeeter Jepson, work un“er the advisement of the
NANA Region EMS Advisory Council, which meets monthly. They have
continued the well planned developmelr of their regional EMS
system during this past year. Of pa-u :ular interest are the
following activities and accomplishmenti:

TRAINING
Self-sufficiency in meeting regional training needs has
been increased this past year 1in several ways. Skeeter Jepson

was hired as a trainer and went to the Public Safety Academy to
become an EMT Instructor. She has coordinated both Emergency
Medical Technician and Emergency Trauma Technician classes for
the area since then, utilizing local physicians, nurses, mental
health counselors, and search and rescue personnel, who are
familiar with local problems and solutions.

Upon completion of a course this past month, ALL the Commun—
ity Health Practitioners in the NANA Region and their alternates
have been trained to the EMT level. Also this past year, emergency
training has been offered to the National Guard, Search and Rescue
personnel, and the Fire Department.In addition, both Aggie and
Skeeter are both CPR and First Aid Instructor Trainers. They have
trained CPR Instructors for Kotzebue and now plan to train instruc—
tors for the villages so that they can do their own training.

The EMS Coordinator has also worked closely with the North-—
west Arctic Sch* ol District to ensure that CPR and First Aid
training are part of the school curriculum. EMS personnel
will be doing the training at the present time,but, 1in the future
"t may be possible to train some of the teachers to carry out
some of the training. Both instructors are willing guest 1instructors
in the schools as they visit villages.

EQUIPMENT

Equipment that has enhan ~d emergency response and treatment
in the NANA Region 1include a new ambulance, a new search and rescue
boat, and a Civil Air Patrol hangar, which will also be the base of
all search and rescue operations. The outlying clinics are being up—
graded with transport kits, beds, 1V poles, and the hospital is
g-etting a back-up cardiac monitor-defibrillator, and emergency room
instruments that have been needed for some time.

Communication equipment has enhanced coordination between the
fire department, the trooper, the hospital, and all other responders.

DISASTER PLANNING

The F.MS Council coordinated two disaster drills with all local
responders - Fire Department, Police, Alaska State Troopers, National
Guard, Rescue Coordination Center, Civil Air Patrol, the Hospital,
and Search and Re cue.



NANA REGION (CONT.)

STATEWIDE PARTICIPATION
Both Aggie and Skeeter represent the NANA Region at regional

and state meetings. Skeeter 1is also the EJJsh-Bilingual represent—
ative to the Statewide Training Committee - the 1interim body advis
the State Office of EMS on the implementation of the new EMT

regulations.
This year at Che annual EMS Sympo_ium in Anchorage, the NANA

Region Search and Rescue jointly presented a wankshop with the
North Slope Borough Search and .Rescue.
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Southern Region
~ EMERGcUCy
Medical Services Council, Inc.

PRESIDENT"S REPORT

November 12, 1981

Since becoming involved with the Southern Region E.M.S.

in 1976, I have seen it grow from:

Approximately a $50,000 contract to $826,429 presently
Serving a

Population 1in 1976 of 205,681 to 266,037
And from

100,000 square miles to 260,000 square miles.

From an original staff of 2 to a present staff of 10.

This past year has been one to remember. OQur third
Executive Director, Tom Scott, was hired, replacing Richard
Pauley. Rich replaced Maurice Messer. I was on the hiring
committee for each and each has been special 1in his own way.

As the old saying goes, "a new broom sweeps clean"”, is
probably true of Tom. He has been cleaning house ever since
he started.

This also has been our first year of only State funding.
Although no Federal Funds have been funneled through Southern
Region®s office, each of the Native Corporations has received
funding through their Indian Health Service grants and in most
c&jcs have a very workable relationship.

As taken from the Quarterly Progress Report, | have found
the following information not only interesting, but informative:

Since inception in December of 1975, the SREMS has been
promoting the development of EMS Systems 1in the geographical
areas that make up the region. During fiscal years 76-78, the
primary emphasis was on providing EMT training statewide and
developing advanced life support trai* ng programs for the rural
parts of Alaska. In FY 79, we received a 1202(1) Grant and
followed that 1in sequence with 1203(1) and 1203(2) grants in
FY 80 and FY 81 respectively. At the same time we continued

EMT training with funds appropriated by t.hw Alaska Legislature.



PRESIDENT'S REPORT

Since becoming involved with the Southern Region E.H.S.
In 1976, | have seen it grow from:

Approximately a $50,000 contract to $826,429 presently
Serving a

Population in 1976 of 205,681 to 266,037
And from

100,000 Square miles to 260,000 square miles.

From an original staff of 2 to a present staff of 10

This past year has been one to remember. Our third
Executive Director, Tom Scott, was hired, replacing Richard
Pauley. Rich replaced Maurice Messer. | was on the hiring
committee for each and each has been special in his own way.

As the old saying goes, "a new broom sweeps clean", 1is
probably true of Tom. He has been cleaning house ever since
he started.

This also has been our first year of only State funding.
Although no Federal Funds hav. been fur.neled through Southern
Region®"s office, each of the Native Corporations has received
funding through their Indian Health Service grants and 1in most
cases have a very workable relationship.

As taken from the Quarterly Progress Report, 1| have found

the following information not only interesting, but informative:

Since inception in December of 1975, the SREMS has been
promoting the development of EMS Systems in the geographical
areas that make up the region. During fiscal years 76-78, the
primary emphasis was on providing EMT training statewide and
developing.advanced life support training programs for the rural
parts of Alaska. In FY 79, we ;&«iived a 1202(1) Ciant and
followed that in sequence with 1203(1) and 1203(2) grants in
FY 80 and FY 81 respectively. At the same time we continued
EMT training with funds appropriated by the Alaska Legislature.



President = Report
Page 2

The major achievements of the last year of federal funding

are as follows:

-Gaining the financial support of the Alaska Legislature
to continue funding SREMSC at a level consistent with
federal funding levels assuring not only maintenance of
ethe improved levels of care achieved with federal funds,
but providing support for continued development and
improvement of a total EMS systenm.

-Complete a comprehensive assessment of the status of each
community in the region relative to the new Alaska EMS
goals which provides the planning foundation for

future activities.
%

-Administer the purchase and distribution of $188,000 in
communications, medical, and training equipment for the
EMS providers 1in the region. The funds were state funds
obtained by the Highway Safety Planning Agency.

-Contributed to a training program that put on some 6~
EMT courses (EMT-A, Refresher, EMT-11 and EMT-111)
that trained 636 individuals during the year.

-Provided travel for continuing medical education in
each of the hospitals 1in the region.

-Conducted and supplemented an additional $800,000 plus
of Indian Health Service EMS funds used to improve care
in those villages and communities that are predominately

Alaska Native.

-Anticipating end of federal funding, converted evaluation
specialist position to clinical specialist to coordinate
continuing education for hopsital and clinical staffs.

-Provided travel funds for the Outreach Worker from the
Providence Hospital Thermal Unit to do continuing education
programs in care of the bum victim, air transport, and
care of the frostbite patient to hospital, ambulance
service, schools, and industry 1in communities 1in the
region. Program was highly rated by all participants.

-Assisted with the development of a new ambulance service

at Clacler View on the Clcmn Highway. ,Trained new responders
at Cold Bay and Sand Polnt~vill receive new ambulances

from the Alaska Legislature in FY 82.



-Conducted system design to improve ambulance to
hospital communications on the highways of the Central
Kenai Peninsula.

The federal funds provided under the EMS System Actfof 1973
and subsequent amendments have enabled the Southern Region to
make significant progress in the development of Basic Life
Support Systems in the region. In 1975, there wi-re eleven
ambulance services in the region which were manned by EMT-As.
Today there are twenty-nine such services, most of which are
trained to at least the EMT-II level with physic.'an control.

In 1975, only Anchorage had a 911 telephone number with
central dispatch. Today, 10 of the 13 other major communities
In the region have 911, including the Copper River area's
which works at long last.

In 1975, there were no special care units other than ICU/CCU
In the region. Today there is a regional Thermal (Bum & Cold)
Unit, a statewide perinatal unit, and * statewide Poison Control
Center. More importantly, however, is that transfer agreements
between these units and the federal (IHS-military) hospitals
have been developed and implemented.

In 1975, there were no ACLS trained personnel in the
region's hospitals. Today there are ACLS providers in each
facility in the region. Furthermore, each facility either has
ephysicians in the ER 24 hours a day or the on-call physician
has VHF radio contact with the hospital and the ambulance.

In short, the support of the federal government has enabled
the Southern EMS Region to bring roost of the populated portions
of the region to a true BLS capability and has enabled us to
demonstrate o T viability to the Alaska Legislature to assure
continued programs towards the national goals of developing

true systems.



M M
SOUTHEAST REGION EMERGENCY M

PROGRAM SUMMARY

The Southeast Region Emergency Medical Services Council is a private non-
profit corporation which receives operating funds through the State Office of
E-_ergency Medical Services. Serving all rf Southeast Alaska, from Yakutat to
Ketchikan, the Council has been in operation since April, 1977.

The Council®s purpose is to assist communities and agencies involved in
e-.ergency care in upgrading their capabilities to a degree that can be self-
sustained. As the scope of emergency medical services covers the onset of
injury or sudden illness, whether 1t be at a logging camp or on a ferry;
through definitive treatment, which may require patient transport to a Seattle
medical center; the assistance of many individuals and agencies is involved.

The Council maintains close working relationships among these agencies and
emergency care providers through their representation on the Board of Directors.
Agencies represented include each of Southeast™s hospitals, eight ambulance
services, the Public Safety Academy, Public Health Nursing, the State Office of
Highway Safety Planning, the State Division of Communications, the Alaska Logger-s
Association, the U.S. Forest Service and the U.S. Coast Guard. A list of present
membership follows. The Council®s Critical Care Committee, which is the only body
representing physicians and nurses from each of Southeast"s six hospitals, provides
medical direction for Council programs.

Below are summarized major areas of Council involvement:
A.  Community Development

The Council has promoted the formation of local EMS Councils, which bring
together the various agencies and individuals involved iIn the community®s
emergency response including physicians and nurses, "ambulance personnel,
Coast Guard, air service operators, and police. These local councils act
as a catalyst to improving the community’s emergency medical response capa-
bilities, and serve as a liaison with the Southeast EMS Council. All requests
for EMS funding are first screened by local councils.

Examples of local EMS Council accomplishments include an annual Swimathon
ir. Ketchikan which raises funds for community training and equipment, the
development of a disaster plan in Wrangell, and the formation of the Medic 1
program 1n Juneau.

B. Training

Training is the most essential function of the Council since It is pre-
requisite to effective use of medical equipment and to improved response
procedures. «The Council offers a broad scope of emergency medical training
from CPR for the general public through continuing education for physicians.
In addition to provision of training sessions by staff and consulUants; the
Council, wherever possible, aims to develop community capabilities to provide
their omn training in a continuing fashion by training local instructors and
assisting in the purchase or loan of training materials.



Cardiopulmonary Resuscitation (CPR) - The Alaska Heart Association
has delegated to the Council the responsibility for CPR coordination and
certification throughout Southeast. The emphasis of the Council has been
upon increasing the availability of instructors, particularly in the smaller
communities and logging camps where none were previously available; and
providing organizational backup to assist the instructors in providing
classes. In addition to providing texts, reference materials and audiovisual
aids, the Council has mat * available matching funds for CPR training mannikins
to communities with active instructors through legislative funds. During
the past year, CPR instructors have been trained or recertified in Southeast
who in turn have trained 800 persons in CPR.

Emergency Trauma Training (ETT) - This 40 hour course, incorporating
hands on skill practice, lecture and audiovisual presentation, 1is geared
toward those in high risk occupations or typical Alaskan remote living
situations where self-reliance is required in medical emergencies. It is
widely taught to loggers, Tishermen, Forest Service personnel, search and
rescue groups and residents of isolated con.muni ties. The Council, this
year, has written and published a text for this course which emphasizes
aspects characteristic to the Alaskan environment including cold water near
drowning, hypothermia, and use of air services for patient transport.

The Council has received many verbal reports from physicians on the
improved status of patients reaching hospitals from logging camps where the
course was offered, and from logging camp operators on decreased insurance
claims and accident rates following training. To confirm these reports, the
Council 1s presently carrying on a study of the effectiveness of training in
Southeast logging camps as reflected through Workmen®s Comp statistics through
a grant awarded by the Alaska Council on Science and Technology.

Emergency Medical Technician (EMT) - Under the*new State EMT certifying
regulations, the Council 1is assuming regional EMT certification responsibilities
as delegated, as well as coordinating and providing EMT instruction throughout
Southeast. This 95 hour course is offered to tho«r with responsibilities for
rendering emergency care to the public including ambulance attendants, health
aides, and Coast Guard medical evacuation crew. In the larger communities,
the Council focuses upon bolstering capabilities of local instructors by
providing, through matching funds or on loan, textbooks, films and training
aids; and by keeping them cp-to-date on medical knowledge through instructor
seminars. Several times a year, the Council brings together EMT trainZes
from smaller communities to a central location for EMT training. Physicians
and nurses assist in instructing these classes which provides the added
benefit of acquainting newly trained EMT"s with the medical professionals
to whom they will be sending patients. Very frequently, these EMT"s serve
as the sole emergency medical providers in their community due to the absence
of local nurses or physicians.

Continuing Medical Education for Clinics and Hospitals - Physicians and
nurses in Southeast hospitals and midlevel practitioners in outlying clinics
share the difficulties of keeping their skills up-to-date. The Council has



established several continuing medical education programs to assist in

this aim. By training staff from each hospital as Advanced Cardiac Life
Support Instructors, the Council has made this Heart Association certified
course widely available. This has lead to improved cardiac care capabilities
and procedures at Southeast hospitals and clinics. The Council also offers
twice a year an American College of Surgeon®s certified Trauma Life Support
course with the aim of training all physicians with on call or emergency
responsibilities in lifesaving surgical procedures. Several times a year, the
Council brings critical care specialists from referral centers such as Harbor-
view Medical Center to Southeast facilities to provide inservices. Preceptor-
ships are also offered at major referral centers whereby Southeast physicians
and nurses are offered an opportunity to spend a week or two working in a
busy emergency department to update their skills.

Equipment

The Council®s functions in assisting communities in assessing emergency
medical equipment needed and in seeking matching funds for their purchase is
closely related to its training program as training is prerequisite to the
safe and effective use of medical equipment items.

Together with other EMS regions and the State EMS office, the Council
has established EMS goals defining the optimal, yet realistic, capability
levels for communities and facilities of various sizes throughout Alaska.
These form a basis by which logging camps, villages, ambulance services, clinics
and hospitals may assess each year the equipment items needed. After screening
by local physicians, and the local EMS Council and the Southeast Region EMS
Council Board; these requests are consolidated into a request for the legis—
lature. Fifty percent of the items® cost is requested from State funds while
communities provide the other fifty percent. Attached is a listing, by legis—
lative district, of equipment expenditures this fiscal year.

Communications

Communications of medical information and the technology for it is another
major focus of the Council. Presently, the Council is working with the State
Division of Communications toward establishing priorities in EMS communications.

The Council assists communities both in determining how existing emergency
networks can be accessed and in setting up emergency dispatch mechanisms. The
Council has assisted in the development of local emergency communications
systems in all communities providing ambulance service (13), and in several
smaller communities where the most appropriate mechanism might be an air horn
or emergency access to Cold Storage marine radios. This year, the Council is
sponsoring a pilot project whereby electro-cardiograms may be relayed via
telephone from the Pelican Health Clinic to Bartlett Manorial Hospital for
diagnosis. This relatively inexpensive project may likely prove advisable
on a Statewide level.



and “mquipment needed in an emergency are in place, the Council continually
works toward the most efficient coordination and sharing of those resources.
Through meeting with those involved in EMS in the communities, the Council
is able to keep people up-to-date on resources available. This may include
such topics as how to best access the Coast Guard, the availability of the
Providence Hospital Neonatal Transport system, or the availability of a
bargain deal cn a used ambulance.



SECTION 8
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LEADING CAUSES OF DEATH BY REGION RATE PER 100,000

KETCHIKAN

1 Heart disease and hypertension 157.1
2 Accidents 107.6
3 Malignant neoplasms 82.9
4 Vascular lesions of CNS 44 .5
5 Degenerative diseases 21.0
WRANGELL-PETERSBURG

1 Heart disease and hypertension 173.0
2 Accidents 150.0
3 Malignant neoplasms 110.4
4 Suicide 29.4
5 Vascular lesions of CNS 22.1
SITKA

1 Heart disease and hypertension 114.2
2 Accidents 108.3
3 Malignant neoplasms 93.7
4 Vascular lesions of CNS 32.2
5 Alcoholism/diseases of e”rly infancy 23.4
JUNEAU

1. Heart disease and hypertension 122.0
2 Accidents 104.1
3 Malignant neoplasms 75.1
4 Vascular lesions of CNS 32.4
5 Respiratory/ill-defined 17.1
CHUGACH

1 Accidents 173.8
2 Heart Disease and hypertension 120.8
3 Malignant neoplasms 108.1
4 Influenza pneumonia/Respiratory 21.2
3 Vascular lesions of CNS7Cirrhosis ; 17.0
AHTNA

1 Accidents 160.9
2 Malignant neoplasms 47.3
2 Heart disease and hypertension 42 .6
4 Diseases of early infancy/lll-defined 23.7
5 Suicide 14.2
COOK-INLET

1. Accidents 125.5



2. Heart disease and hypertension
3. Malignant neoplasms

A. Vascular lesions of CNS

5. I11-defined

ANCHORAGE

1. Accidents

2. Heart disease and hypertension
3. Malignant neoplasms

A. Suicide

5. Cirrhosis

KONLAG

Accidents

Heart disease and hypertension
Malignant neoplasms

Alcoholisnm

Vascular lesions of CNS
LEUTIANS

Accidents

Heart disease and hypertension
Malignant neoplasms

Vascular lesions of CNS
Diseases of early infance/lll-defined
RISTOL BAY

Accidents

+ Heart disease and hypertension
Malignant neoplasms
I11r_defined/

Vascular lesions CNS/Respiratory
ALISTA

Accidents o— ——j-. v/

Heart disease and hypertension
Influenza Pneumonia -
IlI-defined

. Diseases of early infancy
ERING STRAITS

Accidents

Heart disease and hypertension

W N PR TP WN R OO P W R o> R R0 > W N R

Malignant neoplasms

103.7
81.3
2A.3
22. A

TA.y
5A.6
AD .2
16.5
13.1

191.8
93.7
56.7
26.1
21.8

81.A
65.1
32.5
2A A
10.8

20A.0
61.9
51.0
32.8
25.5

181.7
A3.7
31.0
29.6
26.8

258.0
105.0
96.0



—

4. Suicide

5. Horaocide/lll-defined

NANA

1. Accidents

2. Suicide

3. Heart disease and hypertension
4. I11-defined

5. Malignant neoplasms

DOYON

1. Accidents

2. Heart disease and hypertension
3. Malignant neoplasms

4. Homocide

5. Suicide

FAIRBANKS

1. Accidents

2. Heart disease and hypertension
3. Malignant neoplasms

4. Vasculer lesiona of CNS

5. Diseases of early infancy

57.
30.

149.
78.
66 .
45.
51.

142.
72.
37.
27.
21.

76.
68.
54.
20.
17.
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Average annual rate 1974-1977 per 100,000 from DREW

1977 LEADING *"AUSES OF DEATH - UNITED STATES
Diseases of the heart

Malignant neoplasms

Cerebrovascular disease

Accidents

Pulmonary disease

Pneumonia/lInfluenza

Diabetes ~ellitus

Chronic liver disease

Atherosclerosis
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Suicide

RATE

331.
183.
76.
*47.
22.

N
o
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statistics

PER 100,000



Anongenital Abnormalities

1. Nana

Sitka

Calista

Bristol Bay
Doyon

ascular Lesions of CNS
Ketchikan
Juneau

Sitka

Bristol Bay
Aleutians
ccidents

Bering Straits
Bristol Bay

Koniag
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Calista
Chugach
6. Ahtna
Hoinocide

1. Bering Straits

2. Doyon
3. .Calista
4 - ;Nana

5. Arctic Slope
Suicide

1. Nana

Bering Straits e
Wrangell-Petersburg
Calista

Doyon *
Icohol-_.sm

Koniag

Sitka

® Nana

4/ Ketchikan

N B g W N

5. Bering Straits

12.

11.
10.

44 .
32.
32.
25.
24 .

258.
204 .
191.
181.
173.
160.

3U.

27.
19.
16.

13.

78.
57.
29.
23.
21.

26.
23.
20.
19.
18.
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RATE PER 100,000 POPULATION BY YEAR

1965 1970

u.s. u.s. u.s.
PHYSICIAN 134.0 139.9 148.7
PHYSICIAN ASS"T
R.N. 218.1 .0.7.6 363.9
L.P.N.
PSYCHOLOGIST
CHIROPRACTOR
OPTOMETRIST 9.6 8.8 8.9
DENTIST 49.8 46.5 47.1
PHARMACIST 56.6 52.5 54.4

All figures from DIIEW Statistics eKcept
Division of Occupational Licensing(reinoving
Figures seem to be besed on all licensed

of state and those not in active service.

#

»e

1975 1979

AK . U.S. U.S. AK .
166.7 185.1 113.0
*48 .1 520.8 689.6

252.0
5,1
10.0 - 8.0
5,5 9.3 9.7 6.2
42 .0 50,3 54.0 47 .3
46 .0 56.2 62.4 56.4
1981 Alaska statistics which 1

allnon-residents from figures),

professionals,

~ iy

1981

AK.

140.0
12.0
831.0
238.3
15,2
11.0
6.3
49.1
43.1

tookfromthe

including those residing out



1976-1977

Tuberculoiti

Other Inftctlocit
Ihfltnnttory Dltetie! of CHS
Cmritlt tnd InterlHi
Influent! tnd Pneueonlt
Other Aeiplrttory

HtUmi I

Congtnlti) Ahnomtl ttlei
Client! of lerly Inftncy
111-Defined

Heirt Dltetie tnd Hypertenilon
HtlIgntnl Neopittai

Olibelel

Vtiowltr leiloni of the CHS
Cerunl Arterloiclerollt
Chronic Nephrltll

Clrrhoili of liver

Other Degcnerittve

Accident!

Iclke .,
NMIdde
Other titeroi) Ctuiii
Alcohol It*

All Other Ctveei “‘m

I01A1

Kurtxr of Detthl

1976 1977 1978
3 1 0

8 S 7

B 4 7

0 0 0
0 70 K3}
IS 17 IB
19 17 10
<3 7 37
B 41 3
7 7 710
13 133 159
B 3 6
el A 0
6 IB 7

0 0 7
3 17 76
16 7? 73
3% 787 357
| 73 0
A3 76 4?
13 37 7?
IS 71 S
33 43 1?
1.088 1.0(0 1.176

mtu
Rile per 100.000 Nunber of Detthl
Iwo Yetr Avenge
1977 tnd 778 1976 1977 1978
0.7* Iuberculoill 1 1 3
7.1 Other Infection! 9 10 16
13 InfltnM lory Dltetie! of CNS 3 3 4
0.0* Gtilrltfl td Intertill = 7 0 0
17.7 Influentt tnd fneunonl | 18 8 0
7.8 Other Reiplrtl-r 10 IS IS
Htlemil 0 1 1
4.9 Congtnl It Atmormilltirl 18 ! 19
14.7 Client! of lirly Inftncy 16 IS »S
16.5 111-Defined et 73 7 I5)
9%.0 Heirt DHtne tnd MypertemtOn 100 N | ]
64.9 IVtligntnl Neopliint 100 116 ur
7.0 Dithetci % S t
14.7 Vticultr letloni of CHS 3 v K9]
S.6 Cerxrtl Arterloic Itrot 11 S 9 4
0.4* Chronic Nephrltll 1 1 0
9.6 Clrrhoill of 1lvtr 18 0 13
10.0 Other Degenerttlve 1n 0 16
143.7 Accident! 9s B A
77.3 Suicide * k= - 1* B 9
I1S.6 tatclde . 8 8 18
17.0 Other Eitemtl Ctuiei 4 12 S
(4 Alcohol li» i 7 10 9
P .,
14.5 All Oder Ctuiei 18 I ]
4P6.0 " S46 s

mite biud on nvd*r le>» ttun S.

Source:

0%/lee Of Infe>itlon Sfttm, Altllt fepl~f Hetllh tnd Vocl=1 Serviet!, Altilt VI Itl
Mill illrt . 1e;* thu 1977s tbd IrtuMllhee Dill. 11)1

Population hv_i>A I£5 *CILEI-IL.

BOTH
LUS
w

Rite per 100,000 Rite per 100,00C
T7o Vetr Avenge Two Tttr Avenge
1977 tnd 1978 1977 tnd 1978

1.1
6.9 «
1.9
0.0*
74
7.9
0.5*
10.6
7.9
13.8

0.3

61.7
7.6

16.7
3.4
0.3*
8.7
9.5

4SS
6.6
6.9
4.1
6.0

16.1

0.6
7.0
1.6
0.0*

10.0
7.9
0.7
-5

11.4

IS.?

7.7

63.4
73
IS.3
4.6
0.4*
9.7
9.8

8.6

17.9

1.6
8.6
S6e

1S.?



luberculosls

Other Infection*
Inflimitory Dlteite* of OMS
Oastritll end tnUrltl*
Influent* end Pneueonla
Other Aesplratory

Maternal

Corip” tel Abnormalities
Diseases of Early Infancy
111 -Defined

Hurt Ol»el*e end Hypertenilon
Malignant Neoplasm
DtebeU*

VucuUr leeloni of CHS
Cenerll Arteriosclerosis
Chronic Hephrltl*
Clrrhoil* of liver
Other Degenerative
Accident*

Suicide

Honlclde

Other External Cauiet
Alcohol Isa

AH Other Cause*

TOTAL

Alaska Hatlves

1976-1978
Hrxar of Deaths
1976 1977 1978

2 2 2
8 6 16
7 S 0
1 0 0
28 8 25
9 7 10
0 0 0
9 6 4
21 10 13
26 27 7
69 57 6S
5 60 A
2 1 1

IS 19
3 4 2
1 0 1
19 10 12
7 IS 6
131 no 122
21 25 13
20 1 25
9 23 7
22 7 10
U 24 19
497 a7 437

Source * Offlc* of Information System. At!h » |
Him Vital Statistic*. 197t and 1*771 and Unpublished (MU. I1*7*.

Rate per 100,000
Iwo Ye*r Average

1977 and 1978

2.9%
16.0
3.6
0.0%*
241
12.4
0.0%
7.3
16.8
32.1

89.0
83.2
1.5%
23.3
4.4
0.7*
16.0
15.3

169.2
271.7
26.3
21.9
19.7

31.4

644.8

tuberculosis

Other Infections
Inflammatory Diseases of OIS
Castritls and tnterltls
Influent! tnd Pneueonlt
Other Respiratory

Hatemal

Congenital Abnormalities
Diseases of Early Infancy
111-Defined

Heart Disease and Hypertension

Malignant Heoplasas
Diabetes

Vascular lesions of CHS
Cenrral Arteriosclerosis
Chronic Nephritis
Cirrhosis of liver
Other Degenerative

Accidents

Lo Py
tl%de- « !H'A. 3.
Other tatemal Causes

r m7t) e \ »
All Other Causes V"

1Al .r. irf

Dept. of Health and Social Services.

HON-HIATIVES

Niaher of Deaths
1976 1977 1978
2 0 1
9 8 26
4 2 6
1 0 0
22 20 2
19 YA 73
0 1 1
28 76 25
26 2 K?)
2 a 40
243 7% 44
178 18 222
10 7 10
51 42 53
» 73 9
0 1 1
K2 7 27
20 7 B
298 5 378
46 &4 4*
7$ 5
0 7 70
= 1 7

TR

40 il 37
1.117 114 1JS7

TO7AL
All
RACES

Rate per 100.000 Rgte 1per 100.00C

wo tear Average
1977 and 1978

0.1*
4.9
1.2
0.0%*
7.1
7.0
0.3*
7.4
10.3
n.7

2.4

50.4
2.5

13.8
4.6
0.3*
7.8
8.7

4.4
15.9
8.7
8.9
3.0

17.0

349.5

Iwo Tear Average
1977 and 1978

0.6
7.0*
1.6
0.0*
10.0
7.9
0.2*
7.5
1n.4
15.2

5.7
63.4

1 7.3

15.3
4.6
0.4*
9.7
9.8

*8.6
« 17.9
11.6
8.6
6.8

16.2

n99.2



RESIDENT DEATHS BY ACCIDENT

Alaska 1974-1978

(Rile p»f 100,000)
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390.6 407.0

465.4 376.1 391.)

467.7

663.6 641.0 654.6 544.3 5J/.6 5/6.1 4U7.0 461.1 473.3

659.2 566.1

940.0 D40.0

IAL

1974~ 1977 and unpuLl Isl.d

Vjtal
i979.

Services. Alaska
19)A.
eUctause Accidents and Other (denial Causes are grouped together In early Alaska mortality data.

Source: Office of Information Systems. Alalia Department of Health and Social
data 1977.

Accidents

and Other Cdtrnal Causes aie grouped together*” in this table. = = *



ALASKA & THE U.S.

1970

1
’ )
Age-Speclflc rate per 100,000
. Percent Difference
Age Alaska U.S. In Age-Adjusted Rates
0 -. 4 .years 635.8 494 .7 eAlaska 291 higher *91 Alaska
<1
.5- 14 years _ 56.4 41.4 Alaska 561 higher 1,480-1
i a 1% 4 « = 106.3
15 - 24 years 221.2 126.7 Alaska 751 higher
5- 14 - 39.4
25 - 34 years 217.5 159.8 Alaska 361 higher t - IS - 24 207 4
1 -
35 - 44 years 391.9 314.1 Alaska 121 higher 25-34 268.5
45 o 54 years 705.1 724.9 Alaska 8X higher 35-44 > 255._8
45 - A 549.4
55 - 64 years It57.1 1662.4 Alaska IX lower ).
S5 - &4 1.450. 1
65 + years 5340.4 5090.1 " Alaska 91 Ilower "
65* 5.003.4
All age groups 476.4 940-4 Alaska 491 lower Al Age Grolps 390.6
Source: Office of Information Systems. Alaska Oepartr*nt of Health and Social Services,

Alatva Vlul Statistics for Health Systms Agencte*. 1977. Office of State Health
Planning and Development, Alaska department of Health and Social Services. Un-
published Data. 1979. National Center for llealth Statistics. U.S. CMOf, ninthly
Vital Statistics Bcpnrt. final Mortality Statistics. 1977.

Alaska & U.S*.
(Age-Specific Rate per 100,000)

U.S.

1,485.6
68.8
34.6
117.1
136.2
247.5
620.7
1,434.9

5,288.1

878.1

1277_< %

--Alaska

Alaska

Alaska

Alaska

Alaska

Alaska

Alaska

Alaska

Alaska

Alaska

<1X

55:

14X

77X

97X

35

11X

5b

56X

lower
higher
higher
higher
higher
higher
lower
higher

lower

lower



LEADING CAUSES OF DEATH BY AGE

1976 &1911

Alaska and US.

(Average Annual Rate* per 100,000),

IFiDER AGE 1
1. Diseases of Early Infancy
2. 111-0Oeflned
3. Congenital Abnormalities
4. Influenza and Pneumonia
5. Accidents
All causes
AGE 1-4 >
1. Accidents
Homicide
3. Congenital Abnormalities
3. 111-Defined 1
a
All causes
AGE 5-14
1. Accidents
2. Hallgnant Neoplasms
3. Homicide
3. Suicide
3. Congenital Abnormalities
3. Inflammatory Diseases of CHS
All causes v,
AGE 15-24 . . . ..
L ¢ mlste
1. Accidents........
2. Suicide ,,
3. Homicide*" —_— ;
4. Halignant Neoplasms * e
5. Heart Disease t Hypertension
All " *s

causes
*® o

Alaska

546.3
362.2
319.2
73.7
55.2

1,540.8

OO0 0o
- N Ol

109.9

NNOMNN®W®
NNNN O ©

43.3

149.1
32.1
11.9

7.1
2.4

218.0

U.S.

77B.6
174.3
271.0
59.0
39.2

1,540.3

oo oN

115.3

2 Difference

Alaska
Alaska
Alaska
Alaska

A”aska .

Alaska

Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska
.Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

30X
108X
185
25X
41X

<1X

1055
2541

325
135*

585

39X
20X
835
4505
105
633-

255

144X
155X
6X
91
8X

895

un” pjwjnfi]

lower

higher
higher
higher
higher

higher

higher
higher
lower

higher

higher

higher
‘over

higher
higher
higher
higher

higher

higher
higher
lower
higher
lower

higher

AGE 65*

AGE 25-34

1. Accidents
2. Suicide
. Homicide
é. Mai Ignant Neoplasms
+ Heart uisease & Hypertension

All causes

AGE 35-44

Accidents

Heart Disease 1 Hypertension
Hallgnant Neoplasms
Cirrhosis of Liver

Homicide

adwnN Pk

All causes

AGF 45-54

1. Hallgnant Neoplasms

2. Heart Disease A Hypertension
2. Accidents

3. Cirrhosis of Liver

4. Suicide

4. Homicide

All causes

AGE 55-64

1. Heart Disease Hypertension
2. Hallgnant Neoplasms

3. Accidents

4. Cirrhosis of Liver

5. Vascular Lesions of CHS *

All causes > V-*

ot

1. Heart Disease & Hypertension
- Hal Ignant Neoplasms
Vascular Lesions of CNS
Accidents

General Arterlosclerosls

0B

All causes

Alaska U.S.
151.9 43.8
36.6 16.8
13.6 16.5
9.5 14.5

8.1 8.7
253.6 136.2
90.0 37.4
36.0 50.7
23.7 51.2
16.4 16.1
14.7 14.4
243.0 250.8
127.8 182.2
125.1 198.4
125.1 40.1
46.2 34.4
20.4 19.0
20.4 9.9
589.9 627.8
469.5 644.9
389.7 439.4
168.3 7.8
67.9 46.5
47.2 82.6
1.491.0 1,455.2
1.801.9 2.383.3
1,097.3 983.8
433.2 676.2
196.4 *103.5

179.0(01)9.3
4.880.2 5.357.7

X Difference

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

Alaska
Alaska
Alaska
Alaska
Alaska

Alaska

247X higher

11B5 higher
17X lower

345 lower
75 lower

86X higher

141m higher
29- lower
541 lower
. 2X higher
2X higher

3S lower

205 lower
37” lower
higher
34; higher
75 higher
106- higher

8

6X lower

14; lower
11; lower
252; higher
46X higher
43X lower

3X higher

241 1ower
12X higher
305 lower
90S higher
SOX higher

X lever



State Hospital Cost Cor-ainment Programs

During the seventies, seventeen states initiated programs to
screen costs of hospitals to guarantee to all purchasers of hospital
health care services that total hospital costs were reasonably
related to total services, and that such rates are set equitably
among all purchasers of these services. Most of the programs are
controlled oy commissions independent of state agencies, and all are
mandatory (although two have voluntary compliance).

Many agree that the most successful of these is the Washington
State Hospital Commission implemented in March 1973. The rate of
cost increase per admission in 1978 was 5% in Washington versus
10 to 127, in the Nation; the cost per average patient day was 5%
versus 9.6% in the U.S. The reason for these differences is that
Washington includes:

Uniform budget and reporting system

A prospective budget review system

A cooperative attitude by hospitals

A shortened length of stay

An independent commission of interested citizens
A system of grouping hospitals

The commission encoureges hospital management to initiate their
own cost containment programs founded on the requisite reporting
system, based on flexible accounting principles.

Each year the hospitals make a statement including goals and
objectives; action plans by cost and revenue centers; operational
and contractual arrangements(statistics by service units and direct
expense by centers; details and summaries of budgeted revenues and
expenses; capital expenditures; and sinking funds for depreciation.

Classification of hospitals includes case, staff, physician, and
service mixes; area population and its financial potential, differ-
ences in locations, organizations and resources of providers; plant
conditions; state and other subsidies; and reimbursements.

The Commission uses an “exception review" process to identify
potentially high cost operations that are subjected to a more
thorough review. Each hospital's budgeted review is compared to its
peer group classififation.

The Commission has the power to set fees, but uses this power



only in certain cases. Instead, a rate concept is used to control
fees, costs and charges. A rate is defined as the total revenue
requirements of a revenue center divided by the number of procedures.

In addition, the Commission makes allowances for contractual-
adjustments, bad debts and charitable services; and allows a planned
capital and service component for justifiable and needed replacement
and expansion, additional working capital and feasibility studies.

The review takes place at an informal, open meeting and a hospital
may appeal at a formal hearing if it disagrees with the findings.
Although the Commission has enforcement and subpoena powers, it has
never had to use them, nor has there ever been a formal hearing.

The Commission is also working in conjunction with HCFA on a
prospective reimbursement program in which all payments by contract
third party payors are determined by an apportionment of each
hospital's total budget. Many variables relating to location,
costs and utilization are figured in these determinations.

The Washington State Hospital Commission is a five member inden-
dent commission appointed by the Governor and approved by the Senate.
It is comprised of members of labor, business, and hospitals as well
as consumers. Rules and regulations for rate setting are issued
under di*ect authority of the commission. An 11 member technical
advisory board, also appointed by the Governor, assists the Commis-
sion. The rate review is performed by a full time professional
staff, headed by an executive director appointed by the Commission.



contained in the Omnibus Budget Reconciliation Act of 1981 signed
by the President on August 13. The Act sets upper limits on amounts
that nay be appropriated. The law(P.L. 97-35)authorizes appropriations
of $102 million fox health planning for 1982(865 million for local agen-
cies, $35 million for state agencies, and $2 million for health plan-
nong centers).

The health planning provision would:

1. Reduce minimum funding levels from $245,000 to
$100,000 for local planning agencies.

2. Allow local agencies to accept operational funds
in contributions from health insurance companies.

3. Enable a governor to eliminate any and all HSAs
if assurances are given to the Department of Health and Human Services
that the purposes of the program can be met without them and if the HHS
Secretary approves the proposal.

4, Raise the threshold for Certificate of Need reviews
to $600,000 for capital expenditures, $400,000 for major medical
equipment, and $250,000 for new institutional services,

5. Allow local departments with HHS approval to stop
appropriateness reviews, reviews cf proposed uses of Federal funds, and
the collection and dissemination of charge information for the 25
most frequently used hospital services.

There is every reason to believe that funding for HSAs will cease
in FY 83, and because of budget limitations it is unlikely that H&SS
will be able to increase funding to local planning agencies. Local
input remains important in advising the state agency, but no plans
have yet been mode for implementing regional planning in 1983. It
would seem likely that the Legislature would be approached for supple-
mental funding in this area.



BLOCK GRANT INFORMATION - DEPARTMENT OF HEALTH AND SOCIAL SERVICES

The final Block Grant regulations have fallen far short of the
Reagan administration's promises of flexibility on the state level,
with the Budget Reconciliation Bill listing complete specifications
for spending Federal funds. Although the paperwork has been
streamlined, the administrative responsibility falls almost totally
to the state financially. The P”partment of Health and Social Services
has already hired a full time coordinator for the Block Grants,

John Taber, who came onboard in August,

The scope of the Block Grants has diminished since the original
plans, as many targeted programs have retained categorical funding
status. Alaska has a particular problem, as many programs are
funded through the state or IHS(particularly in the Preventive Health
Block Grant), and the Department anticipates major budget cuts in
IHS monies in 1982 which will further Durden the state in financial
obligations. All told, the amount of Federal money is small for all
Block Grants, less than 17. of the National total. H&SS has already
notified the Federal Government that they are ready to take ove. the
administration of Block Grants, though C&RA has requested the next
year to prepare for administering the Community Services Grant.

| have identified the following as important points:

1. Very little requlation will need to occur for the Block
Grants since the Budget Reconciliation Bill clearly specifies how
funding, reporting and auditing will be accomplished.

2. Most of the Grants require that the Legislature hold
public hearings throughout the state following the end of FY 82 and
the beginning of FY 83, with rept to the Secretary.

J. Five of the Block Grants specify that any native organization
may request that they receive their share of the Block Grant on a
yearly basis. The Native Lands Settlement Act recognized ¢ er 300
such organizations in Alaska, and although a request for an individual
Grant will not exempt them from other state services and funding in
that area, it will complicate planning for H&SS It will be very
Important to the Department to obtain some agreement with tribal
ep  '*s on this issue.

The Primary Care Block Grant will not go into effect until



FY 83. There is some concern over the funding of the Anchorage
Community Health Center, as it is operating on 45% carry-over
funds from FY 80, which will not becounted when the Block Giant
allocation for FY 83 is figured.

Please note: BIA general assistance money w ill cease in mid-November
affecting at least 4,000 Alaska residents. This will have a definite
affect in the rural economy, and there is no state program to cover
this loss. There will be a meetingin Anchorage in the Native

Health Building solarium concerning this and other native health
issues. | am enclosing a copy of the agenda, you may find it very
helpful to attend this meeting.



May 27, 1981
- Kerttula

Alaska 79811

Dear Mr. President:
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SENATE HESS ~ COMMITTEE
Buaget for Interim Activity - 1981

TRAVEL (3 Committee members & 2 staff)

1 Day Hearing in Fairbanks ... $§  944.00
1 Day Hearing in Bethel s 2,122.00
1 Day Hearing in NOMB .ovvvvcvrmmvmsmrmssmssssssssssssnns 2,375.00
1 Day Hearing in Soldotna .. 1,282.60
3 Day Hearing in ANChOrage ....mmmmmmmmnnnn 1,294.00
2 Day Staff Meeting in AnCi0rage ... 1,796.00
1 Day Meeting it JUNBAU vvcrrcsmvmssssssssssinn 399.00
(207. for travel rate changes) ... 1,463.00

Travel and Per Diem Total.. $ 11,674.60

Stait Salery | fth'ptArrgr(f/’c1e?fichia'f)lme’ § 34,788.35
POSTA0E ovvrrvresmmsmssmsmssssssssssssssssssnn $§ 400.00
AdVEILISING ovrrsrmsssmssssssssssssssssnn 500.00
Newspaper Questionnaire ... 500.00
)T 100.00
TelePhoNe v 975.00
MISCElIANBOUS vvrrcrrssrssrsnssrsssnnn 1,062.05

GRAND TOTAL $50,000.00
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