


A 1l aska N urses associattion

February 10, 1994

Representative Cynthia Toohey, Co-Chair

Health, Education and Social Services Committee
Alaska State Legislature

Suae Capitol (MS 3100)

Room 104-C

Juneau, Alaska 99S01-U82

Dear Representative Toohey;

On behalf of the Alaska Nurses Association, the legislative committee applauds your efforts to create a Public
Health Commission as presented in HB332. You have demonstrated your leadership with this effort to make
certain that public health is addressed here in Alaska. As you are keenly aware in the movement to achieve
health care reform in the United States, as well as in Alaska, there has been little discussion about the role for
public health and its infrastructure.

Recently, a national nursing organization called the Quad Council which includes the presidents of American
Nurses Association Community Heattb Nursing Council, the American Public Association’s Public Health
Nursing section, The Association of State and Territorial Directors of Nursing as well as the Association of
Community Health Nursing Education has made a statement that a strong public health system must have
population-focused care and primary care services.

A strong public health system must have :

1 Appropriations specific for local/community needs instead of or in addition to block granting;

2. Delivery of an essential package of public health care sen ices available and accessible to all
individuals;

3. Funding for public health nursing services to provide population-focused care and primary care,

The Alaska Nurses Association endorses these positions. In addition, we support your efforts to create this
body which will oversee a public health improvement plan for die state of Alaska. We believe this commission
must recognize the need for;

Community involvement in health carc planning and delivery;

Attention to local needs that may vary form place to place;

Accountability for the use of public funds;

Equity find stability in the distribution of public funds;

Shared responsibility of all levels of government for administering and financing public health care
delivery; and

6. Coordination of basic public health services.

O WD

Again, thanks for making public health a key component of the health care reform debate in Alaska. If we can
provide any additional information to you we will be happy to do so.
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STATEMENT BEFORE THE HOUSE HESS COMMITTEE
5S House Bill 332, establishing the Alaska Public Health Commission

| want to thank the committee for hearing HB332. And I thank you
In behalf of the bill's cosponsors, Representatives Barnes, Brice,
Nordlund, Ulmer, Brown, Carney, Foster, Mackie and Mulder. |
think most of you share m_?/ view thatit is really refreshing to see
bipartisan support for abill dealing with a very serious situation in
Alaska, public health.

Citizens from all around Alaska have had a hand in identifying our
need to get ahandle on public health, and there is awell-documented
consensus out there that we must first know what we are up against,
and then build a i)lan to deal with it. Thatis whatHB 332 does, and
thatis why the Alaska State Hospital Association, the Alaska Nurse's
Association, the Women's Lobby, the Alaska State Medical
Association, the Alaska Public Health Association, the Alaska State
AhFLb-%Ilo’ and the Fairbanks Native Association have all endorsed
the bill.

House Bill 332 establishes a public health commission. The
Commission is mandated to develop a comprehensive public health
plan for Alaska. Now, why do we need to do this? We need to do
this, regardless of what other health care reform measures are out
there, because no plan out there is going to succeed in cost _
containment unless public health, and here | emphasize prevention,
IS acornerstone in the plan.

I holoe to convince you in the next few minutes that this Public
Health Commission and the resultant comprehensive public health
plan is of critical importance to the people of Alaska and is the
necessary cornerstone in the development of a comprehensive health
care reform package.

HB 332 addresses the need to define what public health is and what
the priorities should be in Alaska. Over and over at the Fairbanks
Public Health Conference and at the Health Summit, public health
professionals and the public expressed the need to clearly define



public health. Without a definition, it is impossible for the state to
prioritize its needs, funding will be piecemeal and haphazard -
possibly influenced by politics - and the result will be that the State
will underfund some programs and potentially over fund less
essential programs.

HB 332 requires the compilation of data. Major gaps exist in
statewide baseline data. The State's report, Health?/ Alaskans 2000
demonstrates not once but over and over the need for comprehensive
and accurate data.

Without the data, the State cannot know what is happening, why, or
what s needed. There isno way to prioritize programs or fo decide
where to put limited resources. A comprehensive information system
is an integral part of health care reform.

Let's just take a couple of examples.

Immunization - Most people are under the impression that we
immunize all our children. Wrong. Accorqu to 2 199293 Alaska
survey of 583 kindergartners showed that only 59.7% had been fully
immunized by two years of age. Lest one think that this is a "rural”
problem - itis not. [t s the urban areas which generally have a lower
rate of immunization! (Source, Sue AmiJenkerson, Division of
Epidemiology)

We need information regarding the reasons for under vaccination of
Alaskan children. We need a central database on all Alaskan
children. We need information on Alaskans' patterns of use of health
care resources.

Substance Abuse - Alaska's #Z health problem. We know how
pervasive this problem is in Alaska and how it is responsible for so
many of Alaska's public health problems:

-In Alaska up to 25% of all deaths are alcohol or drug related

—Alcohol is involved in 1/3 of fatal vehicle accidents



--Qearly 50% of child abuse and juvenile crime is related to substance
abuse

—fetal alcohol syndrome rate in Alaska is 4 times the overall US rate

-In urban Alaska, 75% of all murders and kidnapping and 65% of all
othotlar violent offenses were committed under the influence of alcohol
or drugs.

Yet, there are few indicators of the nature and prevalence of the use
of alcohol and other drugs among youth in Alaska. As stated in
Healthy Alaskans 2000, "withouta continuing mechanism to track
changes in the behavior of youth there will be no way of measuring
progﬁess toward reducing the use of alcohol and other drugs among
youth."

A Comprehensive Public Health Plan, such as proposed in HB 332 can
reduce health care costs

A Health care reform package will focus on how to finance medical
treatment and health care delivery systems. The flip side of the same
coin is the need to focus on the underlying factors which contribute to
ourrising medical expenditures. As stated in Healthy Alaskans 2000
report, ‘There is little doubt this (number of insured individuals) is an
Important health care issue, both in terms of cost containment and
health of the individual; yetitis only part of the picture. Programs
which only deal with reducing the number of uninsured w ll not solve
the #_nderylng problems which contribute to rising health care costs
In this nation.”

A 1993 U. S. Public Health Service report shows the really dramatic
health ﬁams which we could see if resources are really applied to
public health services:

28% reduction in low birth weight occurrence
31% reduction in infant death rates
30% decrease in teenage pregnancy rates

Immunization rates of 90% or better for 2 yr. olds
26% reduction in coronary heart disease
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1% increase in protection from air
pollution _
12% decrease in alcohol-related automobile crash

rates

FISCAL IMPACT of HB 332. Yes, there will be some coststo
developing acomprehensive public health plan. But prevention is far
more cost effective than treatment. Let me give you some national
statistics:

_ --Prevention of on%/ 3% of coronar?/ by-pass operations
will result in a decrease of $240 million annually.

_ ~ -the immediate costs of managing alow hirth Weight
infant immediately after delivery ranges between $30,000 and 70,000.
Lo_ng-term costs maybe 5-10 times this amount. For around $700, the
child need never have been in danger.

_ ~ --the average lifetime expenditure associated with an
infant with congenital rubella syndrome is estimated to exceed
$354,000. This would be totally preventable with immunization.

—prevention of only two major communicable disease
outbreaks per state each year, with each affecting 200 people will
resultin a savings of up to $10 million annually.

~ --prevention of one new HIV infection for every five
persons identified asH IV positive will save $15 -$25 for every $1
spentin counseling, testing, referral and partner notification and
counseling.

o —the estimated cost of water fluoridation for an
individual's lifetime equals or is less than the cost of the treatment of
one cavity.

In other words, we have a choice. Spend the money now on
prevention to save costs in the long-term and to save lives or be
prepared for ever escalating costs of treatment.



There sno higher calling than saving the life of another. And
certainly it is our personal and collective responsibilities as
legislators elected to do the work of the people to protect life first.
Beyond that, we can do som ethmﬁ_about the costs of health care by
prevention. Through the end of this century, we could crve the,
people of Alaska millions and millions of dollars. If we do nothing
eIse,hIet’s make Alaska a safe place for our people. Thank you very
much.
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Chapter 2 - Figure
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President Clinlon’s Health Care Reform Flan: Health Security Act of 1993

(rimling Principles Personal Health Care Services Public Health I'unctions
SECUrity: guaranteed Universal Insurance coverage for Protection against environmental hazards and
comprehensive benefits basic preventive and treatment Infectious diseases from food- and water-borne
Services agents; Injury prevention and control
Simplicity: regucing Single claims form for all plans Unification of health data systcms-link public
paperwork and cutting health data to enrollment and claims/encounter data
red tape SyStemS
Savings: controlting Control of premium increases; Prevention of costly disease outbreaks; reduction in
health care costs end to cost shifting risks for costly chronic diseases and Injuries
Responsibility: m axing All who can pay are expected to pay Prevention education and community mobilization
everyone responsible for 20% of premium, plus copayments to prevent disease and injury and promote healthy
health care for some services behaviors, safe environments, and wise use of
, personal care services
Qmillty: m aking the Refocus on primary and preventive Use of public health outcomes monitoring, licensure,
world's best care better care; research to ldentify service and certification to nssess and ensure personal care

quality plan/alliance accountability; prevention

delivery Improvements
research and development

Choice: preserving and Employers to offer 3 plans, Training broader range of providers for primary
increasing whatyou including at least 1 fec-for-service care an Preventlve Services; prevention
have today research that expands tools available
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QUESTIONS AND ANSWERS ON SS HOUSE BILL 332
Establishing the Alaska Public Health Commission

What do we mean by public health functions?

In its broadest terms, public health relates to population-based prevention
programs. Some examples of public health functions are health status
monitoring and disease surveillance; investigation an | control of diseases
and injuries; protection of environment, work places, housing, food, and
water; laboratory services; health education and information; community
mobilization for health issues; targeted outreach and linkage to personal
services; training and education of public health professionals, establishment
of data information systemsO'Health Care Reform and Public Health,” U. S
Public Health Service 1993)

W hat state agencies are involved in public health services delivery?

Many people think of public health as being the sole purview of the Division
of Public Health within the Department of Health and Social Services. The
public health problems in Alaska cut across many agencies and divisions. All
the divisions within the Department of Health and Social Services deal with
public health services. In addition, the Department of Environmental
Conservation deals with the public health concerns surrounding air and
water quality and village sanitation. The Department of Labor is concerned
with worker safety. The Department of Public Safety deals with intentional
injuries and violent crimes - an enormous public health problem.

W hat are some of the public health problems which face Alaskans?

Considering that the purpose of public health is to promote healthy people
and is based on preventing disease and suffering, the list of what constitutes
public health includes but is not limited to:

Communicable Diseases

Unintentional Injuries

Intentional Injuries and death (including violent
crimes, suicide)

Substance Abuse



Environmental health

Mental health

Conditions such as coronary heart disease
strokes, cancer, low birth weight babies, teen
pregnancies

How do you deal with such a broad array of problems?

The whole point of SS House Bill 332 is to provide "sideboards” to the
problem - to define what public health is and to prioritize the state's needs. A
key goal of this legislation is to provide the specific parameters and
information now lacking.

Participants at the September 1993 Fairbanks Public Health Conference
generally agreed that among both public health professionals and the public,
there is no common understanding of what public health is.

The comprehensive public health plan developed as a result of SS House Bill
332 would define public health more clearly. It would also define what public
health services are essential, and who should be delivering the services.

Is there a relationship between public health and health care reform?

Absolutely. Population-baseci public health programs are the most effective
way of preventing health problems and disease and are thus the key to any
meaningful health care reform. One "prong" of health care reform is
financing medical treatment and addressing the issues of affordability and
coverage for individuals; the other essential "prong"” is a strong
comprehensive public health system which will control the overall cost of
medical care in our system.

Why should there be a separate public health commission?

It would be short-sighted of the legislature to wait for either the federal
government or the state to enact health care reform before assessing Alaska's
public health needs. Developing a public health plan will provide the state
with the information it needs but it will take time and it is a large task. This
task should be commenced now so that the State will be ready with the
information it needs to achieve effective health care reform.

There must be a strong, clear focus on public health issues that is separately
identifiable as a necessary part of health care reform.



Is there a problem with access to health care services in Alaska?

Definitely. "Eligibility to a health care financing system does not ensure
improved health status. Eligibility for health care services does not equate to
access to the needed services." (Healthy Alaskans 2000). This is especially true
in Alaska with its large area, spread-out population, numerous communities
and high transportation costs.

W ith the State's budget crisis, how can we justify spending money on
prevention programs?

Because clearly the national statistics show how prevention is so much more
cost effective than treatment. We spend a relatively limited amount of funds
now or we face spending many times more for future treatment. For
example:

- Prevention of only 3% of coronary by-pass operations result
in a decrease of about $240 million annually.

- The average lifetime expenditure associated with an infant
with congenital rubella syndrome(CRS) is estimated
to exceed $354,000.

- Prevention of only two major communicable disease outbreaks
per state each year, with each affecting 200 people result in
a savings of up to $10 million annually.

The immediate costs of managing a low birth weight infant
immediately after delivery range between $30,000 and
$70,000. Long term costs may be 5-10 times this amount.
For around $700, the child need never have been in
danger.

- Estimated cost of water fluoridation for an individual's lifetime
equals or is less than the cost of one dental restoration to
treat a cavity.

For each dollar invested in u smoking cessation program for
pregnant women, about $6 is saved in neonatal intensive
care costs and long-term ~are associated with low birth
weight.

Prevention of one new HIV infection for every five persons
identified as HIV positive. Savings: $15-$25 for every $1



spent in counseling, testing, referral and partner
notification and counseling.
("Health Care Reform and Public Health,” U. S. Public Health Service 1993)

Since we know all this data, why is there a need for getting more?

Because the above are national statistics. According to the state's report,
Healthy Alaskans 2000, there is a serious lack of baseline data for Alaska.

Wi ithout the data, the state cannot know what is happening, why and what is
needed. W ithout the data, the state does not know where to put its resources
and what is or is not working. Without the data, it will be impossible to
define what should or should not be included in a benefits package and, by
extension, how much it will cost.



FISCALNOTE

STATE OF ALASKA BILL NO. SS HB332
1994 LEGISLATIVE SESSION

Revision Date: Dept. Affected: Health and Social Seivices

Title: Alaska Public Health Commission BRU: Administrative Services
Component: Alaska Public Health Commission

Sponsor: Sitton, Brice, Nordlund, Ulmer, Brown

Requestor: House I-IES COMPONENT SERIAL NO. unknown
OPERATING FY95 FY96 FY97 FY98 FY99 FY00
PERSONAL SERVICES 130.0 132.5 136.0 139.5 143,0 147.0
TRAVEL 135.0 135.0 33.0 33.0 33.0 33.0
CONTRACTUAL 45.0 45.0 45.0 45.0 45.0 45.0
SUPPLIES 6.0 6.0 6.0 6.0 6.0 6.0
EOUIPMENT 195 2.0 2.0 2.0 2.0 2.0

LAND & STRUCTURES
GRANTS, CLAIMS

MISCELLANEOUS
TOTAL OPERATING 335.5 320.5 222.0 225.5 229.0 233.0

CAPITAL EXPENDITURES
CHANGES IN REVENUES

1002 Federal Receipts

1003 GF Match

1004 GF 3355 320.5 2220 225.5 229.0 233.0
1005 GF/Program Receipts

100S GF/MHTIA

Other
TOTAL 335.5 320.5 222.0 225.5 229.0 233.0

POSITIONS:

FULL-TIME 2 2 2 2 2 2
PART-TIME

TEMPORARY

Estimate of current year (FY94) cost $ NONE
ANALYSIS:  (Attach a separate page if necessary)

This fiscal note makes the following assumptions that: 1 the first two years will be necessary for the planning and initial
implementation of the public health plan; 2. support for the planning and implementation will be supplied by existing staf
within the Department of Health &Social Services and by contracting for some work; 3. reviews and modifications will be
necessary over the following four years to achieve a workable plan; and 4. that further reviews and modifications to the
plan will be absorbed by the "apartment of Health and Social Services for after year 6.

Prepared by: Peter M. Nakamura, MD, MPH vy j M X Phone: (9071 465-3090

Division: Public Health Date: 01/25/94
*y7]JOA Mux t- /Tl

Approved by Commissioner: Margaret R?Lowe, M. Ed., Ed. S. Date: /-<£&

Agency:"* Department Of Health & Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information call the Governor's Legislative Office a1 of 2
age 10

iRov 1093104130 XS 0GR



Revision Date:

ANALYSIS (cont.):
Line 100 - Personal Services

Staffing will consist of 1 executive director, range 27, exempt,
PFT, Anchorage and 1 secretary, range 10, partially exempt, PFT,
Anchorage. The assumption is that the salaries will increase by
2.5% per year for inflation and merit increases.

Line 200 - Travel
Travel will consist of:

1 administrative travel for the director to come to Juneau to
meet with the legislature and other DHSS staff for 6 years;
2. quarterly meetings of the members of the commission for 3 days

each for 6 years; and
3. travel involved with planning sessions which will involve 20

persons meeting for 5 days for 4 sessions per year for the first 2

years of the commission. These 20 people will not be meeting as a group,
but will be on small planning commitnes of 3 to 5 persons each,

pulling together different aspect of the plan.

Line 300 - Contractual

Contractual will consist of communication costs for
teleconferencing the public hearings, postage, lease space,
advertising the public Hearings, repair and maintenance of

equipment, printing and binding, and for contracts for the portion
of the plan which cannot be produced by the DHSS staff.

Line 400 - Supplies
Data Processing and Office Supplies
Line 500 - Equipment

Office furniture, computers, printer, fax machine and telephones.
This will be a first year expense with additions and replacements
occurring in years 2 - S,

BILL NO.SS HB332

Year 1

130.0

35
29.5
102.0

45.0

3.0

195

Year 2

35

29.5
102.0

45.0

6.0

2.0

Year 3-6

35

29.5

450

6.0

20



Position Title No, of Positions Range/Step Bargaining Unil

Executive Director 1 27A Exempt
Time Status Stuff Months Location Election District
PFT 12 Anchorage
TYPE of EXPENDITURE AMOUNT Justification
Salary 70.5
Benefits 235 This position will be responsible for the coordination and general oversight of the initial development
Premium Pay and implementation of the public health plan. This plan will take approximately two years to put
Other together and start to implement. During years 3-6, this position will oversee the reviews and
Total Personal Services 94.0 modifications to the plan in order to make i: a fully workable plan. Atthe end ol year 6 this position
Travel 2.3 be abolished and any further modification and review will be absorbed by the Department o( Health
Contractual 40.0 and Social Services In response to the chrnging needs ot the public health system.
Commodrics 5.0
Equipment 12.0  Executive Director - 27A - PFT 94.0
Other Travel 2 - 3 day trips to Juneau 2.3
Total Cost 153.3 Lease Space 15.0

FUNDING SOURCE for TOTAL COST Communications, Utilities, Rentals 15.0
1002 Federal Receipts Punting &Binding 10.0
1003  GF Match D.P. &Office Supplies, Repairs 5.0
1001 General Fund 153.3  Office Equipment 7.0
1005 GF/i’rogram Receipts Office Furniture 5.0
1006 GF/Mcnlal Health Trust
1007 I/A Receipts
1061 CIP Receipts
Other

R EQ UEST for AGENCY: Health and Social Services FY95
N EW PO S |T |O N BRU: Administrative Services Pagol of 1

COMPONENT: Alaska Public Health Commission Revised Dole:



Position Title

Secretary 1

Time Status Staff Months
PFT 12

TYPE of EXPENDITURE

Salary

Benefits

Premium Pay

Other

Total Personal Services
Travel
Contractual

Commodities
Equipment
Other
Total Cost
FUNDING SOURCE for TOTAL COST
1002 Federal Receipts
1003 GF Match
1004 General Fund
1005 GF/Program Receipts
1006 GF/Mental Health Trust
1007 I/A Receipts
1061 CIP Receipts
Other

REQUEST for
NEW POSITION

AGENCY;
BRU;. Administrative Services 1 ot 1
COMPONENT: Alaska Public Health Commission

AMOUNT
245
11.5

36.0
1.2

1.0
7.5

45.7

45.7

Health and Social Services

No. of Positions Range/Step

Bargaining Unit

1 10A Exempt
Location Election District
Anchorage

Justification

This position is necessary lor the typing, taxing, scheduling, and general oltice workload tor the
Executive Director. This position will be responsible for the scheduling ot the meetings, taking minutes
o( meetings, scheduling the public hearing, ensuring that the hearings are advertised, coordinating

travel, and performing other secretarily functions as prescribed by the Executive Director.

Secretary 1- 10A - PFT 36.0
Travel 1 - 3 day trip to Juneau 1.2
D.P. Software 1.0
Office Equipment 5.5
Office Furniture 2.0

FY95 |

fsevised Date:
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Representative Joe Sitton
SPONSOR STATEMENT

Sponsor Substitute House Bill 332, establishing the Alaska Public Health
Commission

Sponsor Substitute for House Bill 332 would establish, for a limited period,
the Alaska Public Health Commission, whose primary responsibility will be
to develop a comprehensive public health improvement plan for Alaska.
This plan would follow a statewide assessment of public health-something
that has not been done. The rationale for the assessment is that we must
know what we are up against "out there.”

BACKGROUND

Probably one of the most fundamental reasons for government is to ensure
the public safety, health and general welfare. Recognizing this, Article VT,
Section 4 of Alaska's Constitution states that "the legislature shall provide for
the promotion and protection of public health.” While the Constitution
makes clear the legislature's responsibility, the legislature itself has paid
relatively little attention to public health. There has been a great cost because
of this neglect - both in terms of lives and costs of medical care.

Many Alaskans are drinking unsafe water; Alaska has the highest neo-natal
infant mortality rate in the entire nation; HIV/AIDS is on the rise;
tuberculosis has recurred after an almost complete disappearance; Alaska's
suicide rate and incidence of violent crime and substance abuse are among
the highest in the nation. These are all public health problems and yet our
approach always appears to be in reaction to some situation when both lives
and money could be saved with a prevention-oriented approach.

A public health policy should be a population-based approach to prevention.
Public health includes a broad range of issues, which involve not just the
Division of Public Health, but the Department of Environmental
Conservation, the Department of Public Safety, the Department of Education,
the Department of Labor, to name just a few.

The bottom line is that there is no comprehensive public health, policy for
Alaska. State, federal, regional and local entities are all involved in public

SPONSOR  STATEMENT



health delivery services and there is frequently a lack of planning,
coordination and communication between these groups. Furthermore, there
is a lack of reliable data which would identify and assess the scope of Alaska's

public health problems.

Sponsor Substitute for House Bill 332 grew out of two major health
conferences. During the "Future of Public Health in Alaska" conference held
x4 Fairbanks in September 1993 and the "1993 Alaska Health Summit,” held in
Anchorage in December 1993, participants unanimously supported the
establishment of an Alaska Public Health Commission.

Additionally, the members of the Health Resources and Access Task Force
(HRAT) recognized the importance of a strong public health program in
controlling health care costs. Finding #11 of the January 1993 final HRAT
report, states, "A strong public health program based on disease prevention,
health promotion, and public health protection is essential to controlling
health care costs and to achieving a healthy populace. The State of Alaska
does not have a policy that assures the presence of a strong, fully-functioning
public health program.”

BRIEF BILL SYNOPSIS

ihe Alaska Public Health Commission would be established in the
Department of Health and Social Services. Its 10 members would be
representative of public and private health providers and consumers and
would reflect the geographical, ethnic and cultural diversity of the state.

The Commission would be more than advisory in nature in that it would
assess "the state of public health”, develop and monitor the implementation
of and update a public health improvement plan for the State of Alaska.

CONCLUSION

Some of us may have been lulled into a false sense of security. After all, here
we are on the eve of the 21st century with all our advancements and
technology and wealth. Surely, we may have thought, public health is a
question for third world countries, not us! Well, it is time to wake up. Itis
not "them" who are threatened by tuberculosis or violent crime or substance
abuse or unsafe water. Itis us. Each and every one of us. And despite the fact
that most of us try to be personally responsible for our own individual good
health, we are each one of us nevertheless threatened by the public health
problems in this state. That is a fact, and it is time for us to make public
health a priority in Alaska.



Figure 1. Economic Burden of Preventable Conditions

Condition

Heart
disease

Cancer

Stroke

Injuries

HIV
infection

Low hirth

weight baby

Inadequate
immunization

Lead toxicity

Dental caries

'Examples (other interventions may apply).

Overall
magnitude

7 million with coronary
artery disease

490.000 deaths/yr

265.000 bypass
procedures/yr

298.000 angioplasties/Vr

1.130.000 new
cases/yr
520.000 deaths/yr

600.000 strokes/yr
145.000 deaths/yr

2.3 million
hospualizadons/yr

142,500 deaths/vr

177,000 persons with
spinal cord injuries
in the United States

1-1.5 million infected
118.000 AIDS cases
(as of Jan 1990)

260.000 LBWB boraryr
23.000 deaths/yr

Lacking basic
immnni7nnnn SEllES.
20-30%. aged 2 and
younger
3%. aged 6 and older
Hepanos B

200.000 children under
age 6 with blood lead
levels above 25 mg/dL

21.69 million children
aged 5-17 have one or
more dental caries

Avoidable
intervention !

Coronary bypass surgery

Angioplasty
Lung cancer treatment

Cervical cancer treatment

Hemiplegia treatment
and rehabilitation

Quadriplegia treatment
and rehabilitation

Hip fracatre treatment
nnrl rehabilitation

Severe head injury treat-
ment and rehabilitation

AIDS treatment

Neonatal intensive care
for LBWB

Congenital rubella
syndrome treatment

Acute hepatitis B treatment

(hospitalized)
Medical cost of treatment

Caries restoration

Cosl per
patient"

530.000

515.000
523.000

515.000
$22.000

5570.000
(lifetime)

§40.000

5310.000
(lifetime)

$100.000
(lifetime)
§10.C00

$354.000
(lifetime)

56.386

$13.000

§$38J0

ZRepresentative first-year costs, except as noted. Not indicated are non-medical costs, such as lost pro-
ductivity to sodery.

Based an Healthy People 2000. U.S. Department of Health and Human Services. 1991.
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CONSENSUS STATEMENTS
1993 ALAS1U HEALTH SUMMIT
DECEMBER 1, 1993
HIGAN CBNTKR
ANCHORAGE, ALASKA

Alter two and one half days of discussion and review of our
existing irrangemants for public health and health cars delivery
and financing, And the national and acatn level public health and
health crare reform proposals; ten consensus statements wore
adopted by Summit conferees.

Summit conferees making these statements consist of over two
nundred people who otayod for the consensus process. This was
almost half of all the people .Hho. attended the Summit.

No pretense is made that th«? conferees making these statements
are a cross-section of all Alaskans. Nevertheless, the people who
adopted these statements, Alaskans all, believe theoo statements
warrant serious consider*fcion by the decision making bodies to
whom they are addressed, and by the public.

After considerable discussion, each of th*» aonwenoun statements
was adopted by over two-thirds majority vote. Many of them were
unanimous. Those consensus statements are presented-in the fora
of declarative statements. The actual wording of the questiono is
attached. They are presented in the order in which they wore
adopted.

1] Understanding that public health or population based health .is
mn cocential, integral part of any health care delivery system,
the Alaska state legislature should create the authority to:

- Collect and analyze health data;
- Develop health car® expenditure targets;
- Determine health needs;
- Estafalish a benefit package;
- Design a health care system in Alaska;
Establish and onooute plans for u W0|| -functioning public
health system. o o

21 The Alaska state legislature should enact a bill baa«d. on the
concepts embodied in a bill establishing the Alaska public Health
Communion as propooed by Repreacntativw Sitton.

31 The Alaska statu legislature should create a system of health

care- delivery which provides for Universal Coverage for ail
Alaskans.

CONSENSUS STATEMENTS 1993 ALASKA HEALTH SUMMIT
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41 The Alaska legislature should create and fund a 3TATE-WI1DF.
i*ROCE39 which will both aducato the public as well as elicit
their needs and wishes on the complex and difficult questions

inherent in achieving public health and medical care reform for
Alaska.

5] The Alanha legislature should adopt a system of hea.l th care
coverage which emphaoi2es PREVENTION AND FIEAT.TH PROMOTION.

6] The State of Alaska should work with the Alaska congressional
delegation and affected populations, to seek coordination or
integration of federally funded health care programs and other
federal legislation with Alaskan health system reform.

7] Th«a Alaoka State legislature should create a health care
coverage ayate* for Alaskans which feature:; a single payor
.system. - - *

aJ The Alaska legislature should ndopt a cyeteai of health care
A(\:(I)ve{age that ensures provision of osoenticil medications to all
askKans.

$} The Alaska legislature should adopt a eystei* of health care
coverage that ensures provision of cthildhocd vaccines to ALL
Alaskan infants and children and comprehensive prenatal care to
ALL pregnant Alaskan woman

10 The Alaska Logiolature should develop and fund initiatives to
recruit, train and retain qualified health sare -ersonnel in
undercerved areas of tha state
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Summary of the Presentations and Outcomes

from
"The Future of Public Health in Alaska"
Conference

Description of the Conference

"“The Future of Public Health in Alaska™ conference was held on
September 15 and 16, 1993, at the Wood Center on the University of
Alaska, Fairbanks campus.

The iﬁ)urpose of the conference was to begin a dialogue between
legislators, members of the public health community, and the public,
as an initial step in the development of a comprehensive public
health _o;my for Alaska. (The conference agenda is included in the
appendix.

Aloproxim ately 210 individuals includin nearl¥ one-quarter of the
Alaska State Legls_lature participated in the conterence. (A list of the
conference parficipants is also included in the appendix.)

Conference ﬁartmlpants were welcomed by Bert Hall, Associate
Director of the Department of Veterans Affairs' Outpatient Clinic in
Anchorage. Mr. Hall who served as the conference moderator then
introduced Mayor Jim Samloson of Fairbanks, Dr. Peter Nakamura,
MD, MPH, Director of the Alaska Division of Public Health, and
Representative Joe Sitton from Fairbanks who each welcomed the
participants.

Representative Charlene Rydell from the State of Maine %ave the
opening keynote address on why states need public health reform as
much as they need health care reform. Re{)_. ydell noted that states
must not lose sight of importance of promoting good public health
even as they proceed with reforming the medical care system and.
guaranteeirig access to all Americans. While health care reform will
address issues of affordability and coverage for the individual. Rep.
Rydell reminded participants that it will not address anv of public
health ﬁroblems acing states. Rep. Rydell elaborated on whv P-OOd
public health systems are vital to the health of each individual'in our

SUMMARY " THE FUTURE OF PUBLIC HEALTH IN ALASKAT
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society. She also explained that only a comprehensive public health
system can control the overall cost'of medical care in our svstem.
istorically, public health efforts have dram atlcall¥ reduced the need
for costly medical care by preventing disease. (A transcript of
Representative Rydell's address is included the appendix.)

Dr. Helen Beirne, currently the Director of the Anchora?e Department
of Health and Human Services, then addressed the conference and
outlined the history of public health in Alaska beglnnln? with the
first public health nurse in the state and continuing up to the

present.

Bx/lmm!-m orning, participants were instructed to select one of eight
"Morning Small Groups" to participate in. Each small group had a
scenario or case study to work on. Each scenario included a primary
Bubhc health problem and several secondary' public health problems.

esolution of each scenario required the involvement of multiple
agencies. Participants were given eight scenarios to select from, each
with one of the following primary problems:

-Substance Abuse
-Developmental Disability

-AIDS .
-Unintentional Injuries
-Tuberculosis

-Heart Disease o
-Unsafe Village Water/Sanitation
-Pesticide Spill

After listening to the facilitator read the scenario and to pie-selected

panelists respond to the scenario, participants were instructed to

answer the %ues_tlons listed below. The questions were designed to

"scope out" the issues or parameters which would need to be

?\(lidrﬁssed in the creation of a comprehensive public health policy for
aska

-What are the essential public health services?
-Who is and who should be delivering se'vices?
-What are the appropriate roles in governing and financing?
-Are funding levels adequate?
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A detailed list of questions used by the Morning Small Groups as well
as their answers or findings are included in the appendix.

During lunch, participants heard from Kristine Gebbe (via a televised
broadcast), the former State of Washington Health Director and more
recently, the National AIDS Policy Coordinator. She spoke brlefIY on
Washirigton's experience with the formation of their public health
policy and also on her new role as President Clinton's AIDS policy

coordinator.

Following Ms, Gebbe, First Lady Ermalee Hickel addressed the
conference oﬁerln? her perspective on the importance of public
health efforts in Alaska.

Mter lunch, participants again were instructed to select a "Afternoon

Small Gr_ouP to participate in. This time they were given four
options including:
-Essential Services: What are the essential public health
services? _ o
-Service Delivery: Who is and who should be delivering
services?

-Appropriate Roles: What are the appropriate roles in
overning and flnancmgi?
-Funding: Are funding levels adequate?

The Afternoon Small Group facilitators provided copies of the
findings 1(from the Morning Small Groups) to participants in their
groups. The facilitators then led their groups through a process
where the participants_identified the "common themes".  This part
of the process was designed to determine if there were common
Issues or parameters (across all the problem scenarios) which need to
Pe aﬂdr?(SSEd in the creation of a comprehensive public health policy
or Alaska.

Following another brief break, the four facilitators from the
Afternoon Small Groups reported to the conference participants on
the common themes regarding essential services, service delivery,
appropriate roles in governing_and financing, and funding. Their
reports identified a number of common issties and parameters which
need to be addressed in the creation of a comprehensive public
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health poiicv for Alaska. Aaron Katz, staff director with the Health
Policy Analysis Program at the University’ of Washington wrapped up
the panel by commenting on the common themes identified by
revious panelists and by sharing with participants some of =
ashington's exFerlence with the development of a comprehensive
public health policy. An overview of these common issues and
parameters identified at this conference is included in the following

section of this report

At the end of the first day of the conference, a reception sponsored
by the Fairbanks Health Coalition, was held at the museum on

campus.

The second day of the conference began with a welcome from Dr.
Peter Nakamura, MD, MPH, Director of the Alaska Division of Public

Health.

William Sederburg, Ph.D., a former three-term State Senator from
Mlchlpan then gave an entertaining address on "Convincing
Legislators to Support Public Health”. Dr. Sederburg discussed how
ignorant citizens are about the legislative process, how Ieﬁlslators
make decisions and then compared it to how public healt _
ﬁrofessmnals_ think they should make decisions, how to get public

ealth surveillance onto the legislative agenda, how they did just
that in MIChIﬁ]an, and recommendations on how to tie public health
reform into the debate on health care reform.

Mar{orle Speers, Ph.D., Director of the Division of Chronic Disease

Control and Community Intervention at the Centers for Disease

Control and Prevention’ (CDC) then gave a brief presentation on "The

Realities of Prevention”. Dr. Speers”addressed three questions: Is

Rrevennon effective? Does prevention save money? Do we know
ow to do prevention?

Dr. Speers was followed by a panel discussion on "what public health
approaches have worked In Alaska and other states?" Panelists
included Representative Ron Larson, Co-Chair of the House Finance
Committee; Representative Galil Phl|]¥)8, the House Majority Leader;
John Pugh, a former commissioner of the Alaska Department of
Health and Social Services; Paul Sherry, Deputy Director of the Alaska



Native Health Board: and, Aaron Katz, Staff Director of the Health
Policy Analysis Program at the University of Washington.

During lunch, Dr. Michael McGinnis, Assistant Secretary for Health in
the U.S. Public Health Service, addressed the conference (viaa
televised broadcast) regarding the Clinton Administration's position
on public health in the context of health care reform.

Following lunch, the final panel on "Where do we go from here"
presented. Panelists included Kit Ballentine, Actm?_ Director of the
Alaska Division of Environmental Health representing the
DePartme_nt of Environmental Conservation; Jim Berner, MD, Director
of the Office of Community Health, Alaska Area Native Health
Service; Denny DeGross, President of the Alaska Public Health
Association; Peter Nakamura, MD, MPH, Director of the Alaska
Division of Public Health: Anne Walker, Director of the Alaska Native
Health Board; and Representative Cynthia Toohey, Co-Chair of the
House Health, Education, and Social Services Committee. Questions
were taken from the audience. At one point during the _
8uest|_on/answer period, Senator Johnny Ellis and Representative

ynthia Toohey agreed to sponsor comprehensive health education in
the schools through the Legislature.

The conference was closed by Representative Joe Sitton who read the
following statement and received unanimous support from
conference _parUmﬁants; "The Legislature should outline in statute the
responsibility of the State of Alaska in the state's public health
system. Such a statement should call for eauitv in access to the
system bv all Alaskans and, for purposes of ongoing work and
overview, should establish the Alaska Public Health"Commission”.



Description of Outcomes

As referenced earlier in this report, this conference was designed to
"scope out" the issues and parameters which need to be addressed in
the creation ofa public health policy for Alaska. Several issues
emerged which must be addressed éven before a planning process
for creating a public health policy can be established. These issues
will need to be re-examined during the planning process. They

include:
1. Whatis public health?

Participants generally agreed that among both public health
professionals and perhaps more |mportantl¥--the public, there is no
common understanding of what public health is.

2. Who should take the lead in creating a public health policy
planning process and how should they proceed?

There was a general understanding among participants that the State
must take the lead in establishing a public health policy planning
process, Iar?ely because no other entity Is prePared or-appropriate to
do so. Conference participa’ sstressed that these State leaders
must be willing to create a public health policy planning process that
will continue on after the Fairbanks conference and even after an

initial comprehensive policy is established.

A demonstrated commitment on the part of these State leaders Is.
absolutely necessary in order to develop the commitment of public
health professionals to the process and its outcomes. Conference
participants noted that without the commitment of State leaders and
public health professionals, business-as-usual including fragmented
policy and funding decisions will continue.

Participants were interested in examining the public health policy
planning process used in the state of Washington as a possible
process to be used in Alaska.
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3. Who should be involved in the planning process?

Who should be involved depends on what issues will be addressed
during the planning process. These issues are addressed in more
detail'later in ihis report but generally federal, State, regional, and
local agencies all play roles in"the delivery of public health services
in Alaska. The resolution of most problems requires coordination
between these a?enues. Therefore, a planning process must include
representatives from all these agencies.

Some participants warned that a planning process that does not
involve representatives from all of these agencies will continue to
lead to "compartmentalized" planning. To a large extent, because of
the extensive federal presence in the delivery of public health
services in Alaska, the State can not effectivély determine its own
role without also addressing the federal government's role.

With regard to how a public health policy should be created,
participants noted that there needs to bé more community
Involvement and input from the people who use services so that
communities are empowered and take responsibility for problems.

4. What issues should a public health policy address?

Participants cited many issues that must be included in a public
healtth policy. Their answers were developed by posing four
questions:

-What public health services are essential?_

-Who is and who should be delivering services?
-What are the appropriate roles in governing and financing?
-Funding levels: are they adequate’

Areas of agreement among conference participants regarding these
four questions are described below. Their responses should be
helpful to both individuals involved in the development ofa public
r%eallfth policy planning process as well as the public health policy
itself.
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W hat public health services are essential?

At the conference, Aaron Katz asked this question in a different way,
"what caﬁacmes does anP/ community need in place to protect the
Eubhc's ealth?" He explained that these capacities have come to be

nown as the "public health infrastructure™ (or "core functions").
Participants generally agreed with, Ms. Katz's assertion and also
recognized the need to more specifically define those capacities or
core functions in Alaska.

A second common answer to this question by participants was that
there must be an increased emphasis on prevention. More
specifically, _theY agreed in principle that primary prevention is of
higher priority than secondary and tertiary prevention. Participants
cited tension among public health Professmnals regarding
appropriate levels of prevention. It was noted that because acute
needs are easier to identify and quantify, it is often easier to develop
political support for them.

Again_in principle, participants agreed the public health system must
transition away from the treatment paradigm to the prevention
paradigm. Participants identified the need to evaluate which
strategles are most cost-effective, to evaluate how what is beln?
done now differs from what is most cost-effective, and to then to
revise current strategies based on what has been learned.

Who is and who should be delivering services?

In response to this question, participants understood that a public
health policy must delineate which agencies are responsible for
growdmg{wmch services. A policy must also define the relationships
etween the responsible federal, State, regional, and local agencies.

Participants recognized the need to include new partners in man
public health str_ateﬂles. As public health problems have changed,
effective strategies have also changed. Some new partnerships have
been developed between traditional public health providers and
these new partners, for example, police officers and educators.
Public health providers have been challenged to do more networking
and to organize multi-disciplinary' teams (%ften from multiple
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agencies) to successfully carry out these strategies. These new
partners do not necessarily see themselves as "public health
professionals".

What are the appropriate roles in governing and financing?

In response to this question, participants noted that the domain of
public health is Iar?e and includes federal, State, regional, and local
agencies. There is frequently a lack of planning, coordination, and
communication between these agi_enm_es. PartlmFants did not
necessarily advocate for a centralization of public health functions
but su ?_ested that some sort of superstructure could provide a focus
for public health in Alaska. It was noted that the Constitution of the
State of Alaska clearly stares that "the legislature shall provide for
the promotion and protection of public health”. Aaron Katz sug?ested
to participants thatas such, the State's constitution dictates that the
legislature has the responsibility to identity the "locus" of
responsibility for public health.

Conference Partlmpants were reminded that State law does not

clarify the State's authority or responsibility in relationship to the

federal government, the distribution of hedlth powers to local

jurisdictions, or the level and distribution of State resources for

public health. Not surpnsm_gl}g, participants agreed the State of

/txhlaska_ should create a public health policy specifically addressing
ese Issues.

Participants challenged those creating a public health policy to also
address the relationships between more readily identifiable public
health agencies, such as the Alaska Division of Public Health, and
other agencies involved in delivering substance abuse, mental health,
and environmental quality services, etc.

Funding levels: Are they adequate?

While the immediate response to this question by conference
participants was an unequivocal "no", participants also noted that a
Pubhc health policy should include some basis for the distribution of
unds. Participants cited inequities between rural and urban areas in
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the state and suggested that a per capita or other "funding formula"
be considered. Aaron Katz _suggeste that a dedicated funding level
for public health might be tied to the State's total health
expenditures.

Some participants suggested that compelling cost/benefit analyses
must be used to determine which public health strategies are most
beneficial. It was noted that it is important to confirm the causes of
problems in Alaska so that strategies are both appropriate and cost-

effective.

Overall, participants cited the greatest funding deficiencies are for
prevention strateg%les, disease testing, and surveillance. They noted
somewhat hetter funding for services like immunizations, emergency
medical services, and clinical care.

A number of issues related to adequate funding levels were
discussed. For example, local control was identified as _beln%;_|
important to developing effective §)Ub|IC health strategies. However,
it was suggested that federal and State a_?enues are reluctant to give
communities control over resources until they have better systems
for evaluation and accountability. Another rélated issue was that
public health interests need to identify specific revenue sources for
specific objectives as a one means of getting Alaskans to pay their
fair share of the cost of ihe public health services. Yet another
related issue was that in some cases, funding for public health
Services is hlgih_ly variable from year to year. As a result, it is
difficult if not impossible to do effective planning and evaluation.
And finally, participants suggested that it is necessary to expand the
fundln%_ple. Currently, the funding scheme is one in ‘which there is
competition between equally deserving public health programs.

Other Issues Which Need to Addressed in the Creation of a Public
Health Policy

Participants noted that a public health policy must establish a
coherent public health policy system in Alaska or at a minimum,
identify how the State of, "aska will work toward creating a more
coherent system. Currently, there is no such system for health
planning. Various means were suggested for creating such a system



including re-creating the health systems agencies, creating a health
commission or health board, and/or combining existing boards and
coordinating their activities. As noted earlier in this report,
Representative Sitton received unanimous support for the creation of
a public health commission.

Many participants were concerned about the lack of reliable data and
asserted that a public health policy must affirm: (1) the need to
collect better and more accurate data, (2) the responsibility to
provide that information to policy makers, and (3) the importance
that policy makers use that information as the basis for their policy

derisions.

Several participants suggested that a public health policy must
Include a st_rate%y for providing access to health care for all Alaskans.
Others cautioned that this. must be handled with particular care so
that the creation ofa public health pIannln% process and policy do
not get swallowed up by the health care reform debate.
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Finding #10: In spite of the significant amount it spends on health care,
the health status of Alaska's population is among the worst

Although Alaska's age-adjusted per capita health care spending is 27 percent
above the national average, the Task Force found that this higher spending has not
translated into a better health status.

m A 993 study by N mhweﬁterp Natjonal Life Insurance Corﬂpan gNWNL
ranke eral nealth or Alaska's p uIat|on te46 worst among
the 50 states ?Eckstem T.E, an Assoma es, Inc. 1

Rankings such as those in the NWNL study are used by insurers to establish
premiums. For each state, the population's overall health is measured using
seventeen criteria in five major areas: disease, lifestyle, access to health care,
occupational safety and disability, and mortality. Examples of Alaska's rankings for
specific criteria include:

Selected Health Crlte[a? Ranking
Support for Public Health Care 50
Infectious Diseasa 49
Occupational Fatalities 48
Unemplo gment 45
Access t0 Primary Care 43
Premature Death 40
Prevalence of Smoking 40
Violent Crime 28
Infant Mortality 25

The American PublH: H%altq Association recer]tl ubhs{w E a state- b};

state rerport of the ealt eac state’s a |on Aas a ranked higher
this report than mﬁ lkr n’qn art because of the Indexes

c osen.b Even so, Alaska ranked lower than might have been expected,

S The American Public Health Association (APHA) examined statistics on twenty-five measures of
health for each state. These measures were the basis for the five categories for which APHA
developed composite rankings. There were several measures where Alaska ranked high.
Some of these high rankings reflect Alaska's unique service delivery system, while others
suggest high levels of government spending for health and other services. Alaska ranKed
relatively high in the following measures: primary care physicians per capita, adequate prenatal
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given the higher than average lewel of age-adjusted per capita health care
spending (APHA 1992).

APHA tabulated statistics for five health categories and ranked each state. Alaska"s
rankings were as follows:

Ranking
Healthy Behaviors

Healthy Environment
Medical Care Access
Healthy Neighborhoods
Community Health Services

The Task Force also examined additional data on the health of Alaskans at
several meetings. We found that age-adjusted death rates in Alaska for certain
preventable diseases were substantially higher than the national average. Alaskans
have above average death rates for unintentional injuries (primarily occupation-
related), for chronic obstructive pulmonary disease (primarily attributable to smoking),
for chronic liver disease (primarily attributable to alcohol), and for suicide (Alaska
Bureau of Vital Statistics 1992).

Finding #11: A strong public health program based on disease
prevention? health promotion, and public health protection is
essential to controlling health care costs and to achieving a
healthy populace. TheState Alaska doe

policy thatassures the presenceOf a strong, fully-
functioning public health program-

Given the overall poor health of Alaskans described under Rnding #10, and the
fact that effective public health programs can improve health status, the Task Force
felt itwas particularly important to examine the states public health system.

care, fluoridated water, average public assistance payment per family, education spending per

capita, childhood poverty rate, government health spending per capita, sanitation and sewerage
spending per capita, and public health workers per capita.



Several public health officials briefed the Task Force on the roles and
responsifc;iities of public health providers in Alaska. While we were reminded of the
State"s responsibility to provide health assessment, health policy development, and to
assure the presence of essential, effective public health services, the Task Force
nonetheless found that:

. The capability of the Division of Public Health to carry out the State$
public health responsibilities continues to be diminished at a time when
program responsibilities are increasing.

In the last decade, the level of per capita public health spending by the State of
Alaska from the General Fund has remained flat after being adjusted for inflation
($48.99 in 1982 /s. $49.15 in 1992). This has occurred despite the fact that during
this period, the Division of Public Health"s program responsibilities have grown
substantially due to new technologies and changing patterns of disease (e.g., AIDS,
drug-resistant tuberculosis, substance abuse) (Append! F). Unfortunately, the Task
Force fears that State funding for public health program;, will be further diminished
unless there is greater recognition of the role they play in protecting and maintaining
the health of the state"s population.

: mt -, =, - t:. * - -
Finding #12: The financial access-issue aside, basic health care services
are not available tomany Alaskans because of
transportation problems and problems with the mix,
- distribution, and coordination of the state"s health care
o= e N mwXAVANEA - sxisy V=X sttt Wy m
resources.
skssis™

The Task Force observed that Alaska has access and cost problems because
of the maldistribution of health care resources. Many Alaskans liwe in areas where
health care services are not available or where there are shortages of health care
personnel. In other areas, there ismore capacity in the system than is needed. While
sufficient resou.ces exist insome communities, Alaskans will often go outside of those
communities for care. Finally, even though Alaska Natives have access to health care
through the Alaska Area Native Health Service, their health needs far outstrip available
resources.

Alaskans living in remote and rural areas often find that only the most
basic health care services are available in their communities. Access to
advanced services requires trael, frequently hundreds of mile by air.
Many cannot afford to travel and defer their medical treatment.



CHAPTER THREE:
GUIDING PRINCIPLES

At our September 1991 meeting, the Health Resources and Access Task Force
developed guiding principles to be followed in the development of public policy. Our
original principles were further refined in September and October 1992. The Task
Force used these principles to evaluate alternative health care reform strategies.

PREAMBLE

The Alaska Constitution provides that the State of Alaska is responsible for the public
health. However, each Alaskan bears individual responsibility to maintain and improve
his or her own physical, mental, and emotional health and to pursue a healthful
lifestyle. This fundamental responsibility lies with the individuai--not the family, not
jchools, not churches, not employers, not health care providers, and not the
government.

The v-cion of health care reform for Alaska must go beyond the issues of access,
financing, and cost containment. [Itmust include a health care program that merges
the personal health care delivery system with a population-oriented public health
program based on the principles of health promotion, health protection, and disease
prevention.

Health care costs can best be contained by an educated public, committed to
wellness. The state must take an aggressive role inworking with all Alaskans on
health and safety education and the prevention of illness.

ACCESS

All Alaskans should have access to timely and appropriate health care without “egard
to personal financial means.

A health care plan should include prevention, primary care, early diagnosis and
treatment, anu incentives for healthful lifestyles.

FINANCING

All Alaskans have a responsibility to obtain and pay for health care for themselves and
their dependents. It is the responsibility of society at large to finance care for those
unable to pay.

Responsibility for the financing of care should be equitably distributed among payers.



COST CONTAINMENT

Health care services can be extended to everyone only ifoverall costs are contained.
Duplicate coverage should be avoided.

Cost sharing requirements may be considered as a way of controlling excessive
utilization but should take into account ability to pay.

Health care should be provided in the most efficient and cost effective manner and
location and may include contractual arrangements for patient management and
utilization controls.

Payments to providers should be reasonable and fair.

Health services based on disease prevention, health promotion, and health protection
must be promoted as a major way to lower costs.

GENERAL

Individuals should have an informed and reasonable choice in selecting health care
Droviders. However, they may be restricted to certain providers in cases where such
arrangements are more cost-effective.

Systems to maintain and expand access and to control costs should be as simple to
administer as possible.

Design of programs should be sensitive to cultural differences and community needs,
including the special problems in rural areas of access and availability of providers.

A public health system based on the core functions of assessment, policy

development, and assurance of essential public health services must be established
and maintained as the foundation of an effective health program for Alaska.

The Task Force"s recommendations, which draw upon these guiding principles, are
presented in Chapter Four.
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The State of Alaska should join in national efforts to ensure that public
programs, such as Medicare and Medicaid, acknowledge that the cost of
delivering care in rural areas is different from the costs in urban areas
and should be compensated accordingly.

The Task Force supports the development of reimbursement systems
which create incentives for increasing the number of primary care
providers as well as the availability of primary care.

Because Alaska lacks a primary care clinic system which can assist in
meeting the primary health care n”eds of those who are uninsured or
underinsured, the State of Alaska should continue to promote these
models of care in their long-range planning and funding and should help
communities become aware of federal funding opportunities that promote
the availability of primary care.

RECOMMENDATION # 11:

The Task Force recommends the
State"s Certificate ot Need program.

The Task Force supports strengthening the State"s Certificate of Need process.
To this end, itrecommends that the Department of Health and Social Services be
directed to promulgate in regulation standards establishing "need" and the criteria for
determining when a Certificate of Need will be awarded. The Task Force also
recommends that the requirements for Certificate of Need be extended to all health
facilities, including Pioneers®™ Homes, Veterans Homes, and to expensive medical
equipment to be located 'n any setting. The Task Force further recommends that
federal fecilitie. voluntarily comply with Certificate of Need requirements and file
impact statements with the Department of Health and Social Services. Itis estimated
that itwill take the Department approximately a year to develop standards once given
the authority to do so.

12:z: 7- ;

777e Tas/r Force recommends that adequate resources
maintaining a strong public health infrastructure in Alaska.

In seeking to broaden access and improve the financing of health care in
Aaska, the Task Force is aware that these efforts must be considered in a broader



context that reaffirms the primacy of public health as the cornerstone of community
and personal health. Indeed, the twin goais of universal access to health care and
containment of costs cannot be achieved without reshaping health care into a. rational
system based on prevention of disease and violence, promotion of healthful personal
habits, and paying for diagnostic and treatment measures only if they are known to be
effective. Indeed, the Task Force recognized the importance of prevention, the
promotion of healthful lifestyles, and population-based public health services by
integrating all of these into our guiding principles (see Chapter Three).

In addition, the Task Force also recognizes that clean air, clean land, clean
water, and clean food are basic to good health. Itis the responsibility of government
to assure these basics exist and to engage as well in other core public health
functions, such as the collection and analysis of vital data, the formulation of public
health policy, and assuring the availability of essential health services to address
problems such as infant mortality, drug and alcohol abuse, suicide, and domestic
violence.

Because adequate public health services are paramount to the cost-
effectiveness and efficiency of a reformed personal health care system, the Task
Force strongly recommends that sufficient resources be devoted to maintaining a
strong public health infrastructure in Alaska.

i Med"Cal Liability Recommendations

The Task corce developed several recommendations in an effort to address the
problems identified in Chapter Two with the existing process for handling medical
liavility claims. These recommendations are described below.

RECOMMENDATION #13"

- .V&Z' y
The Task Force recommends reducing the statute of limitations for birth-
refated injuries: from current law to the eighth birthday of the child. ® ==\

Under the State of Alaska®s current statute of limitations, malpractice cases
involving injury to children can be filed up to two years after the age of nineteen.
However, the Task Force has been informed that virtually all residua from birth or
early-life injury or illness are obvious by the time a child is in school, and that subtle
learning defects appearing after roughly age eight are almost always genetic.
Nonetheless, "t@il" insurance to protect against claims fiied many years after the ‘act.
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ASTHO HEALTH CARE REFORM STATEMENT

ISSUE

Th< statistics describing the health system problems in the United States are
compelling. The health care portion of our nation3 GNP 1is on a rapid rise, projected
to reach as much as 14 percent this year. In 1990, itwas estimated that health care
took 25 percent of American business profits. Per capita health spending in the United
States is the highest in the world. Of our tremendous expenditures for health care, too
Iittle is spent on prevention and early detection of disease and illness. Despite these
expenditures, however, too few people are covered by basic health insurance.
Currently an estimated 34 million Americans are without health care insurance coverage
either through private insurance, Medicaid or Medicare. In addition, approximately 20
million more Americans under age 65 reportedly do not possess adequate health
insurance protection.

High medical expenditures have not consistently translated into improved quality of life
or greater life expectancy. We know that health promotion and disease prevention
efforts not only save lives, but also improve the quality of life. Yet currently, only an
estimated 3 percent of our federal health spending goes to prevention activities. Data
show that with impro”.ed efforts in the areas of prevention and primary care, this Nation
can save lives and valuable health care resources. For example, the lifetime costs of
caring for an infant struck with rubella is $200,000; for every $1 spent on immunization,
$10 issaved. Teenage pregnancies cost the government more than $20 billion a year,
yet a $1 investment in family planning services saves more than $4 inhealth and welfare
costs. It costs $50,000, on average, before a low-binh-weight baby can leave the
hospital but itcosts only $4,800 for comprehensive prenatal and delivery care. Itcosts
$15,000 a year to educate a child born addicted to drugs or alcohol but itonly costs
$3,000 per year to educate a healthy child. Prevention, primary care and
comprehensive health education from kindergarten through grade twelve must be
available to all individuals ifwe are to improve the health of our nation. Truly, an ounce
of prevention is worth a pound of cure.

ASTHO POSITION

An effective resolution of the crisis in health care delivery will only occur with the
development of a system of universal access providing a continuum of comprehensive
oublic health and health care services, intended to assure the optimal health of all
individuals throughout their lives.

ASTHO maintains that any health reform prcpcsal must address prevention at its most
oasic level by ensuring that public health e assures such as health promotion; disease
prevention, including screenings, ea. detection, early care and treatment;



epidemiologic services; and environmentally safe air, water and food supplies /or all
communities are included. ASTHO believes that the following areas must be the
centerpieces of any effective health care reform package:

e Community-wide preventive health services

e Universal access to basic health services

e A guaranteed minimum benefits package with a strong emphasis on preventive
health services, including health education

e Financial reform

e Strong cost-containment measures

e Quality assurance

ASTHO 3 policy also recognizes that reform of the health care system can best be
achieved through a partnership of federal, state and local public health agencies,
community based organizations and the private sector to assure access to
comprehensive community and individual health services.

ROLE OF PUBLIC HEALTH AGENCIES

Public health agencies contribute to the health care system at three levels; local, state
and federal.

At the local level, public health3 primary role is one of health promotion and disease
prevention, and may include direct care. The guiding principle is the provision of
community-wide preventive services and promotion of health enhancing activities. This
includes building netv/orks with other providers such as private practitioners, home
health care agencies, community health centers, and city and county governments to
see that community needs are being.*met. Activities also include community needs
assessment based on local data and local policy development. Local public health
agencies are concerned with community level issues, such as access to appropriate
providers, immunization goals and maintenance of a healthy environment. ASTHO 3
policy is that health care reform must build on these core public health functions, and
develop the capacity of local health departments to assure access to primary care
services and where appropriate, to provide services.

Public health services benefit everyone, but often target high risk populations and low
income disadvantaged groups. Even with universal health care coverage, there wiil stll
be families and groups, because of cultural, linguistic, geographic or other barriers, that
will not have ready access to health sen/ices. Public .lealth agencies are in a position
to assist these disadvantaged groups in gaining access to the system. ASTHO &
position is that the entire public health infrastructure, including local health departments,
must be adequately funded in any health care reform to fulfii! these revised and
expanded public health responsibilities.

Cn the state level, public health agencies organize resources and coordinate public
health services. State health agencies are responsible for the assessment, policy
development and assurance functions fcr -he health of the state"s citizens. State health



agencies maintain statewide data systems to track heabh status and outcomes of
interventions. Plans for health care reform must incorporate the critical role of state
health agencies in assuring the effectiveness of interventions to address the most
pressing public health problems. Population-based prevention activities that extend
beyond the boundaries of individual providers and facilities are necessary. For
example, lead poisoning, vaccine preventable diseases, tuberculosis and infant mortality
require community-wide public health services including outreach, screening, linkage
to care, monitoring and education. State health agencies, working with all available
public and private resources, perform these l"nkage activities and, additionally, often
serve as service providers of last resort. Fundamental public health services both for
individuals and communities must be available to the entire population. ASTHO 3
position is that these important resource developments, capacity building, linkage
activities and, where needed, service delivery functions must be an integral part of any
"new" health care system.

The federal role in public health is to provide national leadership for health promotion
and disease prevention, to assist with financial resources, grants-in-aid and technical
assistance, to provide regulatory direction and to also act as a research arm.. The
federal government also supports health professional training and placement progfams
in an effort to ensure adequate numbers and distribution of primary and preventive Tare
professionals. ASTHO 3 position is that the continuance and expansion of public health
service and training programs by the Federal government, through "l appropriate
federal agencies, remain crucial parts of a healthy America.

ASTHO recognizes the unique responsibility of public health agencies to place reform
activities in the broader context of the health of the public and of communities as well
as individuals. Their focus ;on the community and their emphasis on education for
healthy behavior should place public health agencies in a position to assist inshaping
the policy direction of health care reform.

UNIVERSAL ACCESS TO BASIC HEALTH SERVICES

ASTHO 3 position is that a nationwide system of health care must provide a continuum
of services which are comprehensive and universally available. An essential set of
services must address the continuum of care which represent all states of health
needs. These include disease prevention and heaith promotion, clinical preventive
services, primary care and acute care. In order to provide truly "universal access,"
health reform must address not only financial issues, but issues such as availability of
providers, geographic barriers to care and development of ethnically, culturally and
linguistically appropriate health systems. True reform must also address the huge
burden of inappropriate and unnecessary medical procedures, wnicn has created a
major drain on health care spending, and must re-focus financing on preventive and
primary health care services.

Although not discussed here. ASTHO recognizes another stage of heaith care needs,
long-term care, which must also be adaressed in heaith care reform.
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Disease Prevention and Health Promotion - The first stage, disease prevention and
health promotion, including health education, represents the traditional role of public
health professionals. Environmental and behavioral improvements have caused our
most dramatic gains in overall health in the last 100 years. Health promotion and
protection services are the most humane and cost effective services the health system
can provide. The target audience for disease prevention and health promotion is the
general population. However, health promotion and disease prevention efforts have
been inadequately funded and reimbursed, and, worse, overlooked as essential
components of effective health systems. This is in spite of the fact that it is often failure
to cddress prevention issues that results in the need for higher cost therapeutic health
care services.

Clinical Preventive Services/Primary Care -The second stage of health needs, clinical
preventive services and primary care, bridges the gap between public health activities
of health promotion and protection, and acute care treatment of illness. Clinical
preventive services include prevention services targeted to individuals, as well as the
early identification of disease processes. Comprehensive primary care is the
cornerstone for the development of effective and efficient systems ot personal health
care. Primary care should be the hub from which other health services, including
specialty referrals, acute hospitalization, long-term care, and in-home “are are
coordinated. Clinical preventive services are viewed as an integral part of
comprehensive primary care. Access to clinical preventive and primary care services
is critical to meet health needs at this stage.

Acute Care - Individuals must be guaranteed access to acute care, which includes
traditional inpatient and outpatient hospital, sen/ices as well as hospice services.

An important factor for each of these stages isaccess to continuous medical therapies
and services. This includes the ability of individuals to receive necessary long-term
preventive and rehabilitative interventions such as pharmaceuticals, health care devices
and therapy sen/ices which will allow individuals to continue, or return to, productive
and healthy lives.

MINIMUM BENEFITS FACKAGE

ASTHO 3 position is that every health benefit package should address all stages of
health care needs with the goal of assuring the optimal health o* each individual and
the community. These include disease prevention and health promotion services,
clinical preventive services and acute care services.

Disease Prevention and Health Promotion -Assuring disease prevention and health
promotion services is a responsibility of both public programs and private, sector.
Disease prevention and health promotion services include assessment of community-
level health status to identify problems and oricrities. education sen/ices, including
outreach efforts. anG community level interventions such as implementation of public
health programs. To the exient possible, these interventions should be provided in
linguistically ana culturally appropriate contexts. Providers of these sen/ices include not



N hMit h nrrifut <thOli tlealth care professionals including social workers, nurses,
nP w S n S,0Haiu nutritionists-and physician assistants. Reimbursement for

1 . . .. an health promotion services must be redirected not- only to
provide[s <*care. but to support the practice of a variety of
accictante and ntho U certified nurse midwives, nurse practitioners, physician
that nmani7pri hpaith a | S 3nd individualy. as appropriate. ASTHO recognizes
nv/idP  mmnrphpnc® e "very systems such as managed care, can be utilized to
Ive care while increasing flexibility in reimbursement and

H-CI'miCal preventive services. ASTHO 3 position isthat individual

JdnHiviHnai hpaith .IseasePrevent>on services should be reimbursable services

t . -linnnrtoH uinsi“rance benefits packages. The public health infrastructure

a a -Y a®™ state and local funds to continue to outreach to

ARd! Gis34%k PAbBnEiontintBfidRion" 3G TeARAATO conmunity-wide health pronotion

Clinical Preventive Services - Clinical preventive services benefits should include
primary preven ive services aimed at preventing occurrence of disease and disability,
and secondary preventive services aimed at early detection and inteivention. The basic
T kFnfrTAnfhpr. H th<S6 recommended hy the U.S. Preventive Services
.. ~— U--P Clinical Preventive Services. The Task Force recommended
appropriate cfln cal preventive services forallmembers of any given age/sex group and

?2rrvTrL?m?s? i nZ QeS paSed On risk f3CtCrs of 3n individuaVsubpopVtiom Specific
ce elude at a minimum: childhood immunizations, prenatal and maternity

APPninn"Id.fit"H10? *mammo9ram ™ PaP smears, cholesterol screening, colon
ﬁggﬂehnmg adult/elderly vaccinations, dental health care and adult and child Preventlve

o.TnptiPnYnr~w ' Care se” ices must include treatment requiring either
h 3ttentlOn frorTl aPPropriafe health care professionals. Covered

p deemed t0 be. medically necessary by the individual 3 primary
care prowder based on a set of commonly accepted standards for medically effective

sendees and must discourage excessive use of high cost services. Access to

advanced levels of care should be based on a process of prioritization.

A “fdata <h h6alth services outcomes and population health status
invfltmpnS Z Jr uate exPenences and to set priorities for future health care
i ri rL Z 1 n prov,ded trough managed care programs, which link clients to

encouraged p 0 lders and Promote appropriate use of sen/ices, should be

FINANCIAL REFORM/MEDICAIN

As

disabled people,
current Medicaid system or replace itwith a new program.

long as Medicaid is the major health funding source for low income and manv

reform of this system is critical. Health care reform may change the

Regardless
:f the system.
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it is ASTHO"s policy that new provisions and changes must provide states with the
flexibility to confront the most pressing issues facing the state"s population without
being constrained by federal mandates.

Eligibility for Medicaid, or any other public program, should be based solely on income
and assets, without categorical restrictions. This income eligibility should be
disconnected from AFDC and SSI so that states can cover persons who may need
financial assistance only with medical costs. Reasonable cost savin-\ mechanisms,
such as managed care, should be encouraged under Medicaid, or any other public
system.

In the absence of universal coverage, reforms should emphasize giving states the
option of adding or modifying services and categories to better meet the needs ineach
state. States should also have the flexibility of offering a smaller benefit package for
"new" groups of eligible persons, as long as core services provided are consistent with

the minimum benefits package.

State flexibility through programs like the Medicaid waiver process should be simplified
and expedited, with emphasis on health outcomes rather than process. An activity
approved under a waiver for one state and proven to be cost effective should be
approved expeditiously in additional states.

The minimum basic benefits guaranteed by private insurance under a reform plan must
also be the minimum guaranteed by the public s"stem.

Payments to public and private providers should reflect the true cost of effectively
providing services. Any public or private provider delivering services should be eligible
for equitable reimbursement as long as services are provided in an efficient and cost-
effective manner.

Federal law should be amended to permit state Medicaid agencies to report state-
reportable diseases to the official public health agencies.

Finally, health system reform needs to ensure that federal requirements for state
financing of medical and long-term care do not hamper a state3 ability to adequately
provide universal access to basic preventive and primary care services.

FINANCIAL REFORM/Z/INSURANCE

Insurance market reform is another necessary part of universal access and cost
containment. The Federal government should take the lead in implementing insurance
market reforms that encourage insurers to provide policies which are concentrated on
cost effective provider arrangements and care management. ASTHO 3 position is that
specific reforms should be implemented to 1} eliminate cancellations cr nonrenewais of
coverage, 2) cap annual rate increases, 3) encourage coverage of lower cost
alternatives to inpatient sen/ices such as home health care and outpatient sen/ices. -M
eliminate administrative waste by creating a uniform claims and billing system and 5)
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provide for portability of benefits between jobs. ASTHO also supports the elimination
of health status and preexisting conditions as a determinant of insurance eligibility and
establishment of community vratings, if universal access to health 1insurance is
implemented. Effective reform should also include provisions which encourage
consumer responsibility. These provisions must not hamper an individual 3 ability to
receive needed care. In the absence of national reform, modifications of ERISA are
essential to allow states the capacity to undertake reforms, including the flexibility to
impose employer mandates as part of state health reform efforts.

COST CONTAINMENT

Cost containment is one of the most critical areas to be addressed in health care
reform. The centerpieces of universal access to care, a guaranteed minimum benefits
package with a strong emphasis on prevention, recognition of each of the stages of the
continuum of care, changes in the public system, insurance reform and consumer
responsibility are all fundamental parts of cost-containment.

Systems of capitation, in combination with coordinated care, can reduce inappropriate
use of emergency rooms, hospitalizations and other institutionalized care, and can
support the reallocation of resources into the strengthening of primary cars itfklf.

Also important to cost containment are the development of policies to moderate the rate
of growth inacute and tertiary care services and to promote growth inprimary care and
prevention programs. Strategies to reduce the rate of capital investment in duplicative
services, technologies and facilities within defined geographic areas are needed.
ASTHO supports federal policies which direct a larger share of health professional
training resources, including a substantial redirection of Medicare Graduate Medical
Education expenditures, to train primary care and preventive health services providers
rather than specialty care providers. ASTHO aiso promotes development of policies
that encourage and support those primary care providers willing to practice in
underserved areas. Finally, ASTHO recommends adoption of policies to translate the
benefits of modern technologies, practice efficiencies and outcomes research into lower
consumer prices.

Cost containment efforts must be clearly linked to careful monitoring of health
outcomes, inorder to assure continued high quality health care.

Critical elements to cost containment:

® Universal access to care

e Systems of capitation

e Moderation of the rate of growth in acute and tertiary care

e Growth in primary care and preventive services

e Reduction in the rate of capital investment in duplicative services, technologies
and fecilities

e Re-focus of health professionals training from specialty training to primary and
preventive health service providers



e Translation of modern technology and practices into lower consumer prices
QUALITY OF CARE

ASTHO supports efforts to measure and improve patient outcomes as a goal in health
care reform, ASTHO supports funding for research to define parameters to measure
quality of care, including the quality of public health interventions. Monitoring must
assure that all individuals, regardless of source of payment, receive quality services at
a uniform level consistent with the minimum benefits package. State and local public
health agencies are responsible for assuring the health of all citizens through
monitoring of health status, access and outcome data; ASTHO 3 policy is that the role
of public health agencies in monitoring and assuring quality care must be supported
in all health reform proposals.

ASTHO believes that it is critical for each of the above areas to be addressed in any

health care reform proposal. Without inclusion of these recommendations, America will
continue to struggle for its health.
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